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The “i” in illness is isolation, and the crucial letters in wellness are “we.” 
             ~Author Unknown 

 
 

 “Wellness” and “Community” are the best descriptors for this past, very successful year.  From our first 
annual Health and Wellness Conference to our expanding education programs, we have been spreading the word 
throughout the community about ways to experience and engage in a lifestyle that promotes health and prevents 
disease.  Our community of colleagues across the campus has been increasing and strengthening through research 
projects and grants.  Due to the popularity of our Integrative Care Team and clinical services, the number of patients 
seen at the R Adams Cowley Shock Trauma Center is increasing rapidly, which has necessitated the addition of team 
members, enhancing our offerings and the number of the community we are able to help. 
 

“Explore, Experience, Engage” was the theme for the Center for Integrative Medicine (CIM)’s first annual Health 
and Wellness Conference.  On April 14, 2012, more than 430 health professionals and health enthusiasts came to the 
Baltimore Hilton to explore, experience, and engage in wellness promotion and disease prevention.  Best-selling 
author and wellness expert Dr. Andrew Weil was our morning keynote speaker and Dr. Thomas Scalea, physician-in-
chief at the R Adams Cowley Shock Trauma Center, inspired participants during his keynote address in the afternoon.  
A lunchtime panel discussed the future of healthcare and 25 interdisciplinary workshops were led by CIM faculty and 
other leading health and wellness experts.  Overwhelmingly, participants reported having a great experience (97%) 
and one participant wrote, “This was a wonderful conference – easily the most engaging one that I have personally 
attended thus far in my 30-year career as a registered nurse in Baltimore.”  Additionally, a child psychologist who 
attended the conference told us that “this type of material and knowledge has the potential to help me change [the 
lives of my patients] and in doing that it has truly changed my life too.” 
 

As part of the School of Medicine, education is a major priority of the Center.  Inspired by our 2012 Health and 
Wellness Conference, we are now offering “Wellness Workshops” to help enrich the UMB and greater Baltimore 
communities.  Workshops have included Reiki, acupressure, yoga and art, and transcendental meditation, and have 
thus far proven extremely popular.  Additionally, Center faculty members have given nearly 50 presentations, lectures, 
and workshops on integrative health topics in local, national, and international venues.  This year, we hosted six 
international visiting scholars who published 13 papers, three book chapters, and five conference abstracts while 
working with the Center.  Faculty members trained two post-doctoral fellows, two Bravewell fellows, two residents, six 
visiting scholars, and numerous osteopathic, pre-med, undergraduate, and high school students.  The Healing 
Pathways training for nurses was held for the fourth consecutive year, adding classes at the VA Hospitals in Baltimore 
and Washington, DC, training another 24 nurses – we now have a community of more than 100 Healing Pathways 
alumni!   

 
Our research faculty submitted 11 grants to NIH and corporate foundations, initiated six clinical investigations, 

continued making progress on five randomized controlled trials, are working on five pre-clinical studies, and are 
participating in an on-going national practice-based research network in Integrative Medicine, involving two projects.  
Our research program has expanded and now includes a wider variety of topics, such as treatment for chronic Lyme 
disease, as well as healthy eating/obesity prevention, additions to our already established research topics of 
acupuncture and mind-body therapies.  Most of these projects are in collaboration with other University of Maryland 
graduate schools (Dentistry and Nursing), School of Medicine departments (Department of Rheumatology and 
Department of Epidemiology), University of Maryland Medical Center program (Marlene and Stewart Greenebaum 
Cancer Center), and other University of Maryland campuses (Psychology Department at College Park).  We will be 
submitting a Center for Excellence in Research on Complementary and Alternative Medicine P01 grant to NIH in 
September and our collaborators are from the Dental School, Rheumatology, and Institute for Genome Sciences.  This 
grant will further our work in chronic pain and osteoarthritis – both by advancing the understanding of mechanism of 
osteoarthritis pain as well as the mechanism of acupuncture, and by identifying patient populations that may benefit 
from acupuncture treatment. 
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In FY2012, our faculty published more than 30 articles in peer-reviewed journals, and we have six more in press.  
Our highly influential international Cochrane Collaboration Complementary and Alternative Medicine (CAM) Field 
continues to rigorously identify, analyze, and summarize published clinical trials into systematic reviews (SRs), 
following which they disseminate these reviews to the general public and to healthcare providers.  This past year, one 
of our systematic reviews was of published clinical trials on acupuncture for irritable bowel syndrome.  The SR was 
peer-reviewed and published dually and independently by both the American Journal of Gastroenterology (AJG) and 
the Cochrane Inflammatory Bowel Diseases and Functional Bowel Disorders Group.  The AJG selected this article as 
one of only two articles in that issue for readers to receive continuing medical education (CME) credits, which is quite 
an honor.  The review also received press from the public media, including an article in Reuters.  Additionally, we were 
awarded a $3 million grant from NIH to continue the Cochrane CAM Field program work and continue the preparation, 
coordination, and publication of additional systematic reviews, while simultaneously maintaining and improving the 
CAM Field specialized register of controlled trials, as well as the databases of all CAM-related Cochrane reviews and 
protocols. 

 
The Clinic, located on the second floor at Kernan Hospital, saw over 9,000 patients last year and has become a 

haven for Integrative Medicine education for a variety of students, as well as for integrative health care for our patients.  
There have been two residents, two fellows, more than 20 medical students, and numerous pre-med, osteopathic, and 
other students who have shadowed our practitioners.  Due to popular request, our elective students now do two 
sessions of shadowing in the clinic.  We are working with Dr. Thomas Scalea and the R Adams Cowley Shock Trauma 
Center to offer Integrative Medicine to their inpatients and the Integrative Care team that treated nearly 4,000 patients 
in FY2012.  The Integrative Care Team and Center faculty have also been working closely with the patient who 
underwent a complete face transplant procedure at the University of Maryland in March 2012.  This groundbreaking 
surgery and his amazing recovery have been made possible by the collaboration of a multi-disciplinary team of 
surgeons, physicians, nurses, and other health professionals.  One of our Integrative Care Nurses was at his bedside 
as he woke up from anesthesia, where she performed acupressure on him.  He has also received therapeutic art 
lessons and music sessions, Reiki treatments, nutritional counseling and more.  He is recovering well and attributes 
this in large part to our team and the integrative treatments he has received. 

 
We look forward to this coming year.  We have many upcoming projects that we plan to put into place, many of 

which are on the verge of implementation.  Our newly developed corporate wellness program was featured in the 
Baltimore Business Journal in late July 2012.  A plan to implement a more comprehensive integrative care program in 
the Shock Trauma Center inpatient setting has been developed and will be presented to Dr. Scalea in the near future.  
We are also in the planning stages for our May 4, 2013 Health & Wellness Conference, which will feature Dr. Mark 
Hyman as one of our keynote speakers.  This conference will have a pain track offering CMEs for physicians, and will 
also include workshops on nutrition, mind-body skills, environmental health, and leadership. We will also be hiring a 
new Associate Director and a new Research Administrator shortly, both of whom will be additional cornerstones of 
strength for the Center.  All-in-all, next year is looking to be just as fruitful as this past year was, if not more so. 
 
 It is with great pride and gratitude that we created this Annual Report.  Because of the support and vision of many 
people, we are able to innovate and change health care, encourage the community to embrace health and wellness, 
and make more of an impact locally and internationally.  We look forward to putting more of the “we” in wellness 
together. 
  
Sincerely, 
 
 
Brian M. Berman 
University of Maryland School of Medicine 
Professor, Family and Community Medicine 
Director, Center for Integrative Medicine 
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The following report is an overview of the major achievements of the University of Maryland Center for 
Integrative Medicine over the period of July 1, 2011 to June 30, 2012. 
 

Mission Statement 
 

Emphasizing an approach to healing that values mind, body, and spirit, the Center is committed to 
evaluating the scientific foundation of complementary and alternative medicine, educating health 
professionals and the public, and integrating evidence-based complementary therapies into clinical care to 
help people achieve and maintain optimal health and well-being. 
 

Executive Summary 2011-2012 
 
Patient Care 
 

• Due to our team of seven providers who offer coordinated, whole person care at our out–patient 
clinic at Kernan Hospital, we now have over 9,000 patient visits a year  
 

• Therapies offered in combination with primary care include: 
o Acupuncture, homeopathy, osteopathic manipulation, craniosacral therapy, massage 

therapy, reflexology, nutrition counseling, Reiki, and life coaching 
 

• Classes include Qi Gong and  Tai Chi 
 

• We now offer an expanded range of diagnostic tests 
 

• Services offered throughout University of Maryland Medical System include:  
o R Adams Cowley Shock Trauma Center: Acupuncture, as well as Reiki and stress-

reduction treatments for patients  
o Family Medicine Clinic: Acupuncture 
o Marlene and Stewart Greenebaum Cancer Center:  Acupuncture 

 
• Our Integrative Care Team saw approximately 3,900 patients in the R Adams Cowley Shock 

Trauma Center the University of Maryland Medical Center and the team now consists of 4 
practitioners, including a nurse/Reiki master, a Reiki master/artist, a nurse/Reiki master/musician, 
and a guitarist 

 
• An inpatient integrative medicine program proposal has been developed to offer a wider variety of 

Integrative Medicine therapies in R Adams Cowley Shock Trauma Center 
 

• Tracking clinical outcomes through a national practice-based research network with 8 other clinics 
 

EXECUTIVE SUMMARY 
2011-2012 
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Research (see Appendix A for Research Publications) 
 

• Arthritis  
o Traditional Chinese Medicine (TCM) and Arthritis National Institutes of Health (NIH) Center 

of Excellence grant (funded 2005-2011).  This Center grant has been successfully 
completed and the results have been analyzed and submitted for publication. 

 
• Irritable Bowel Syndrome  

o TCM and Irritable Bowel Syndrome NIH International Center for Research with Chinese 
University of Hong Kong (funded 2005-2011).  This Center grant has been successfully 
completed and the results have been analyzed and submitted for publication. 

 
• Pain  

o A pilot clinical study, funded by the Paralyzed Veternas of America Research Foundation, 
will be investigating the effect of a special type of auricular acupuncture known as “Battle 
Field Acupuncture” for spinal cord injury patients who suffer from neuropathic pain. 
 

o A basic science investigation, funded by National Center for Complementary and 
Alternative Medicine (NCCAM), evaluated the effects and mechanisms of 
electroacupuncture on pain-induced affective response.  The results of this study have 
been published in two different peer-reviewed journals. 

 
o An NIH Fogarty International Center grant allowed us to work with Longhua Hospital, 

Shanghai University of Traditional Chinese Medicine in Shanghai, China, to study the 
mechanisms of a topical Chinese herbal formula on cancer pain.  The results of this study 
have been submitted for publication. 

 
o The University of Maryland has been named a Center of Excellence in Pain Education.  A 

collaboration between several University of Maryland graduate schools, the study will 
developing an online integrative foundational curriculum that will provide a shared learning 
experience for dental, medical, nursing, and pharmacy students.  
 

• Healing From Trauma 
o We are assessing the long term effects of our prior study of a mindfulness intervention for 

child abuse survivors (MICAS) in a follow-up study (MICAS II). In the first long-term 
assessment of this type intervention in this population, we have observed that 
improvements in mood and mindfulness have largely been maintained from the 24-week to 
the 24-month evaluations. Preparation of this manuscript is currently underway. 
 

o Acupuncture and Meditation for Wellness (AMWELL) is a follow up study on the apparent 
benefit we observed in the MICAS study. In this trial subjects were randomized to receive  
acupuncture, mindfulness training, or wait list control with measurements of depressive 
symptoms, PTSD, post-traumatic growth, coping self-efficacy, perceived stress, pain 
symptoms, sleep quality, mindfulness and sustained cognitive attention. Additionally, 
urinary markers of neurotransmitters were obtained at three points in a subset of the study 
population to determine whether they may be useful biomarkers for these changes. Study 
recruitment was completed in Fall 2010, and data analysis is underway. 
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o In a similar population, the pilot study CIM-VET sought to treat subjects with Cognitive 

Processing Therapy (CPT), which is used more commonly in the military. In order to begin 
to compare these treatment options, three small groups of subjects were recruited and 
treated with CPT. Outcome data will be compared with that from AMWELL. So far, the 
most important difficulty has been recruiting subjects for this process, which requires re-
living traumatic experiences. Data analysis is underway and will be followed by data 
comparison with the AMWELL study (see above). 

 
o As a result of the CIM-VET study, the Cognitive Processing Therapy and Mindfulness in 

Veterans with post-traumatic stress disorder (PTSD) study was developed and funded.  It 
is a pilot study that will assess the effect of Mindfulness-based Stress Reduction (MBSR) 
in comparison to Cognitive Processing Therapy (CPT) in veterans with a diagnosis of 
PTSD.   Recruitment and screening of potential eligible participants began in April 2011.  
Thirty six participants were recruited to participate in the pre-screening process and 19 
patients met eligibility criteria.  Data analysis and manuscript preparation is now underway. 

 
• Addiction 

o Through National Institute on Drug Abuse funding, we are conducted a therapy 
development study using an integrative meditation intervention for cocaine addicts. An 
Independent Investigator Award from the National Alliance for Research on Schizophrenia 
and Depression supported a therapy development study to investigate adding breathing-
based integrative meditation to a methadone program to help patients with anxiety 
disorders develop skills in coping with stress/anxiety, reduce anxiety sensitivity, and 
improve overall treatment outcomes.  Data analysis concluded that the patients who added 
a breathing-based integrative meditation to the methadone program showed a significant 
improvement on the quality of life scale. 

o In collaboration with University of Massachusetts Medical School, we are evaluating 
external Qigong Therapy for reducing cue-elicited craving and improving recovery from 
cocaine addiction (R21).  The study showed that external Qigong therapy was effective 
among cocaine-dependent individuals early in residential treatment. 

 
• Cancer 

o Through the University of Maryland Greenebaum Cancer Center and Johns Hopkins 
Sidney Kimmel Comprehensive Cancer Center, we have collaborated on a randomized, 
placebo-controlled trial to evaluate the effect of acupuncture on Aromatase Inhibitor 
Associated Musculoskeletal Symptoms (AIMSS), menopausal symptoms, and quality of 
life in breast cancer patients.  A statistically significant reduction in the cells that cause 
inflammation (IL-17) was observed. 

 
o A single-center, one treatment arm clinical trial assessing the efficacy, feasibility and safety 

of acupuncture in reducing the severity of bortezomib-induced peripheral neuropathy 
(BIPN) in multiple myeloma patients was launched in May 2011 and concluded in May 
2012.  Overall, patients reported improved daily functions and decreased pain when 
receiving acupuncture during chemotherapy.  There were no adverse events associated 
with the acupuncture treatment. 



6 
 

• Wellness 
o In collaboration with the University of Maryland Baltimore Wellness Hub, the Center for 

Integrative Medicine is helping to coordinate efforts to enhance eight dimensions of wellness 
by offering didactic and experiential educational content to students and faculty at the SMC 
student center. 

 
o Stress is the major reason for many people to see a physician.  We are developing a short 

and practical program – breathing-based mindfulness training – to integrate some evidence-
based stress management techniques into a simple and easy-to-use program to help 
graduate students to reduce stress and anxiety.  A 4-week pilot study of the training resulted 
in positive outcomes. 

 
• Nutrition 

o An analysis of the genetic predictors of a wide variety of micronutrients important to health is 
underway.  This work is funded by the Mid-Atlantic Nutrition and Obesity Research Center 
and National Institutes of Health - National Institute of Diabetes and Digestive and Kidney 
Diseases (NIDDK). 

o Nutramax Laboratories is funding a randomized, placebo-controlled clinical trial of a 
mushroom-based dietary supplement.  The study will analyze the effect of this supplement 
on the incidence, frequency, and duration of the common cold. 

o Funded by the McCormick Science Institute, a six-week educational intervention will be 
conducted, comparing the impact of a spices and herbs intervention to standard nutrition 
education on the quality of diet of high school students in 2 inner city Baltimore schools.  

 
• Exercise 

o The Center for Integrative Medicine is leading the first exercise intervention for patients 
suffering from persistent symptoms of Lyme Disease. This groundbreaking study is seeking 
to evaluate whether exercise is a feasible and safe treatment option for the growing number 
of people suffering from Lyme Disease.  

 
• Clinical Outcomes Research 

o We are participating in the Bravewell Collaborative Clinical Network, a consortium of nine 
leading integrative medicine clinics that are sharing insights and resources in integrative 
patient care, clinic management, and research in order to promote leading edge practices in 
integrative medicine. 

 
o The nine clinics are also part of the only integrative medicine practice-based research 

network (PBRN), BraveNet. Its first project was to conduct a survey of 4000 patients to 
determine reasons for seeking care at integrative medicine clinics. Across the board, 
improving wellness and prevention of future problems were the most common reasons given, 
even among patients with serious illness. This manuscript is completed and accepted for 
publication in Explore. 

 
o A six-month prospective outcome study of patients with chronic pain was completed and 

demonstrated that the nine centers could collaboratively obtain follow-up blood samples and 
questionnaires in a longitudinal research protocol. The data from this study revealed 
consistent improvements in pain and depression. 
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Education  
• Medical School  

o Year II:  Core curriculum small group teaching on integrative approaches for the treatment of 
pain and stress management, with a focus on mind/body approaches, acupuncture and 
chiropractic. 

 
o Increased collaboration between the CIM and the course directors of core 2nd year courses. 
 
o Year III: Monthly lectures on integrative medicine approaches to pain management as part of 

the medical student rotation through family medicine. 
 
o Year IV:  Popular integrative medicine elective was offered twice this year.  The enrollment 

cap was increased again this year to accommodate the large student interest.  An advanced 
integrative medicine elective was also created this year.  Student reviews continue to be 
excellent. 

 
• Residents in Family Medicine 

o Two hours of lectures including integrative approaches to pain management  
 

o Shadowing of practitioners in our clinic and in the family medicine clinic 
 
o Four residents, including two visiting residents, completed a month-long clinical elective 

 
• Fellowships and mentoring 

o Faculty members mentored two post-doctoral fellows, two Bravewell fellows, four residents, 
nine visiting scholars, four graduate students, and numerous osteopathic, pre-med, 
undergraduate, and high school students. 

 
• Visiting Professor 

o Claudia Witt, MD, MBA, Vice Director at the Institute of Social Medicine, Epidemiology and 
Health Economics, Professor of Medicine, and Head of the Division for Complementary 
Medicine at Charité University in Berlin, Germany.  Collaborating on current and developing 
research projects, with a particular interest in comparative effectiveness research.  Also 
involved in teaching/lecturing about research methodology. 

 
• Continuing Education 

o Healing Pathways: More than 100 nurses have been trained in this integrative healing 
course, which offers nurses 31 continuing education units.  More than 40 nurses have 
completed the advanced Reiki course and 14 nurses became Reiki Masters.  The new Reiki 
Masters will also serve as mentors for the Healing Pathways course.  The data collected 
from the Healing Pathways participants was analyzed, presented as a poster at the 
American Holistic Nurses Association annual meeting, as well as has been translated into an 
article that has been accepted for publication. 

 
o Grand rounds on integrative medicine at University of Maryland School of Medicine, Kernan 

Hospital, and other hospitals in the region. 
 
o  A Yoga Teacher Training Program for health professionals (approved for 200 hours) was 

developed and will begin on September 20, 2012 
 



8 
 

o A Health and Wellness Workshop series was established in June 2012.  To-date, we have 
offered Reiki Level I training, Seva Acupressure, and Yoga & Art courses.  Upcoming 
workshops include Introduction to Transcendental Meditation, Positive Mindset Training for 
Stress Reduction, and BodyWhys? BodyWise!  Yoga for EveryBody.  Future workshops 
include nutrition classes, a Reiki Level II training, Wellness for the New Year, healthy 
cooking classes, and an Ayurveda course 

 
• Presentations (see Appendix A) 

o The Center has had an impact both nationally and internationally through conferences we 
have co-sponsored, our training workshops, publications of chapters and articles, and 
presentations to health professional groups and the public.  For a complete listing of 
publications and presentations from the past year, see Appendix A. 

 
Informatics 

• Coordinator (since 1995) of the CAM Field of the Cochrane Collaboration (an international 
organization that currently involves more than 27,000 contributors from 110 countries dedicated to 
evaluating all medical therapies)  
 

• Through competitive application for NIH funding, we received an almost perfect score and are 
anticipating a 5 year, $3 million grant to continue our comprehensive effort to collect, synthesize, 
and evaluate all the scientific literature in complementary medicine and disseminate high quality 
information globally. 

 
• There are currently over 40,000 randomized controlled trials listed in the Cochrane CAM Field 

database 
 

• Coordinated and funded or partially funded the publication of 3 systematic reviews on CAM 
o 1 systematic review on acupuncture for irritable bowel syndrome (published in The Cochrane 

Library, and in the American Journal of Gastroenterology)  
o 1 systematic review on herbal medicine for hypercholesterolemia 
o 1 systematic review on Ayurvedic treatments for diabetes mellitus 

 
• Three methodological review papers related to systematic reviews (2 published and 1 submitted)  

 
• Produced lay summary overviews and review summary of findings that streamline and simplify 

Cochrane CAM reviews, with the Cochrane Consumer Network and the Nordic Cochrane Center, 
and 4 of the review summary of findings are published in the journal Alternative Therapies in 
Health and Medicine (2) and the journal Global Advances in Health and Medicine (2). 

 
• The Field’s specialized register of CAM clinical trials is regularly updated and published 4 times a 

year on The Cochrane Library, and is the world’s most comprehensive source for information about 
clinical trials in CAM. As of Issue 1, 2012 of The Cochrane Library, the specialized register includes 
43,312 trials 

 
• Collaboration with Beijing University of Chinese Medicine (BUCM) and Korea Institute of Oriental 

Medicine  to identify non-English language TCM trials  
o Over the past year, BUCM handsearchers identified 935 Chinese-language citations of TCM 

trials which have been translated into English and uploaded to the Field’s specialized register 
of CAM clinical trials 
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o Over the past year, Korea Institute of Oriental Medicine handsearchers identified 307 
Korean-language citations of TCM trials which have been translated into English and 
uploaded to the Field’s specialized register of CAM clinical trials 

 
• Collaboration with the South Asian Cochrane Network and the Christian Medical College in Vellore, 

India, to identify trials of Ayurveda, Unani and other traditional medicines of South Asia contained 
in the South Asian Database of Controlled Clinical Trials  
o Over the past year, South Asian Cochrane Network handsearchers and CAM Field faculty 

identified a total of 74 citations of traditional South Asian medicine and other CAM trials 
which have been uploaded to the Field’s specialized register of CAM clinical trials 

 
• The Field’s database of CAM-related Cochrane reviews is regularly updated and published  four 

times a year on the CAM Field website (http://www.compmed.umm.edu/cochrane_reviews.asp) 
and the main website of the Cochrane Collaboration (http://www2.cochrane.org/reviews/en/ 
subtopics/22.html) 
o As of Issue 5, 2012 of The Cochrane Library, the CAM Field’s database includes 556 

Cochrane CAM-related completed reviews and 256 Cochrane CAM-related protocols (i.e. 
reviews in progress)  

 
• Two awards made through the CIM bursary program to support completion of 2 CAM-related 

Cochrane reviews: 
o Chinese herbal medicines for osteoarthritis (update of review)  
o Chinese herbal medicine for menopausal symptoms (new review)  

 
• Systematic review-related presentations, seminars, workshops, and classes included: 

o A workshop on systematic reviews and meta-analysis in CAM, presented by Eric Manheimer 
and Susan Wieland at the May 2012 International Research Congress on Integrative 
Medicine & Health held in Portland, Oregon  

 
o Classes on systematic reviews, CAM, and the Cochrane Collaboration for all second year 

University of Maryland medical students and as part of a yearly CAM elective course for 
fourth year medical students, presented by Eric Manheimer and Susan Wieland 

 
Leadership/Stewardship 
 

• Dr. Brian Berman is a member the executive committee of the University of Maryland School of 
Medicine 

 
• Dr. Brian Berman is on the American Pain Society Task Force 

 
• Dr. Brian Berman is a NIH/NCCAM Advisory Council member 

 
• Dr. Brian Berman is on the boards of the McCormick Science Institute and the Tai Sophia Institute 

 
• Dr. Brian Berman is one of the founding members of the American Board of Physician Specialties’ 

new American Board of Integrative Medicine 
 

• Dr. Brian Berman was awarded the Sir Alister McIntyre Award Distinguished Lecture Award by the 
University Diabetes Outreach Programme from Jamaica 
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• Dr. Delia Chiaramonte was an abstract reviewer for the ICE-CIM conference 

 
• Dr. Delia Chiaramonte was co-chair of the Educational Outcomes subcommittee of the CAHCIM, 

creating a database of educational outcomes measures 
 

• Dr. Delia Chiaramonte served as a proposal reviewer for the International Research Congress on 
Integrative Medicine and Health 
 

• Dr. Delia Chiaramonte serves as the University of Maryland Steering Committee Member to 
CAHCIM 

 
• Dr. Delia Chiaramonte is a member of the CAHCIM Education Working Group 

 
• Dr. Chris D’Adamo served as a peer-reviewer for the following scholarly journals during FY2011: 

Nutrition Research, Journals of Gerontology: Biological and Medical Sciences, Evidence Based 
Complementary and Alternative Medicine, and Journal of Aging and Physical Activity. 
 

• Dr. Chris D’Adamo is an adjunct faculty member at Tai Sophia Institute in Laurel, MD and lectures 
on Integrative Nutrition and Supplements. 

 
• Dr. Joyce Frye is chair of the Pharmacopoeia Revision Committee for the Homeopathic 

Pharmacopoeia of the US  
 

• Dr. Lixing Lao, past-president of the Society for Acupuncture Research (SAR), is currently serving 
on the SAR board 
 

• Dr. Lixing Lao serves as the Editor-in-Chief of the American Acupuncturist journal by the American 
Association of Acupuncture and Oriental Medicine (AAAOM), from 2009 to 2011. 
 

• Dr. Lixing Lao was elected a board member of the Howard County Chinese School (from July 2010 
to June 2012). 
 

• Dr. Lixing Lao chaired the Scientific Committee of the World Federation of Acupuncture and 
Moxibustion Societies (WFAS) annual conference 
 

• Dr. Lixing Lao chaired the Scientific Committee of the American Association of Acupuncture and 
Oriental Medicine (AAAOM) annual conference. 
 

• Dr. Lauren Richter continues to teach the integrative approach to medicine with the acupuncture 
students at Tai Sophia several times per year 
 

• Dr. Susan Wieland served on the Fields Executive Committee and the Monitoring and Registration 
Committee of the Cochrane Collaboration 
 

• Dr.  Ruixin Zhang is an Editorial Board Member of The Open Anesthesiology Journal, The Open 
Pain Journal, Evidence-based Complementary and Alternative Medicine and  World Journal of 
Anesthesiology 
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Public Relations (Appendices B & C) 
 

• Faculty In the News 
 

o Brian Berman, M.D. discussed the reasons The Center for Integrative Medicine held its 
first Health and Wellness conference in an interview with WBAL-TV. In advance of the 
conference, he appeared on the Jim Novick Show on WCBM radio. He also offered tips for 
combating the common cold in an article for the online edition of Prevention magazine.  
His receipt of the Sir Alister McIntyre Award from Jamaica was mentioned in several 
publications, including the Baltimore Business Journal. 

 
o Delia Chiaramonte, M.D. was a guest on WYPR-FM’s Midday with Dan Rodricks, the 

station’s number one rated show. She defined integrative medicine and clarified 
misperceptions about it. For an article published in the Huffington Post, she discussed the 
integrative medicine elective at the University of Maryland School of Medicine. Her 
comments about the health benefits of meditation appeared in a story on KDFW-TV in 
Dallas/Ft. Worth, TX. She offered insights on the increasing use of complementary and 
alternative medicine (CAM) for an article in The Baltimore Sun about a Bravewell 
Collaborative Study on CAM. Her work to initiate a program to reduce stress in the 
workplace was featured in a Baltimore Business Journal article. 

 
o Chris D’Adamo, Ph.D. explained how to interpret food labels for an article in Men’s Health 

and ABCnews.com published the article on its website. He also explained how to 
understand labels on over the counter medications and supplements for an article in the 
Globe. He described how to determine the accuracy of the information provided on food 
labels for an article in Men’s Health. For a monthly consumer newsletter, Health Radar, he 
cited the health benefits of fish oil. He commented on the use of supplements to alleviate 
the symptoms associated with ADHD for an article in Spry. In Everyday Health, he 
recommended common herbs and spices such as turmeric and ginger to relieve pain and 
inflammation associated with arthritis. He appeared on Maryland Public Television’s news 
program, Direct Connection to discuss the growth of integrative medicine and the Center’s 
Health and Wellness Conference. He also appeared on WYPR-FM’s Midday with Dan 
Rodricks to discuss what consumers need to know about supplements. His work to 
develop the Center’s first corporate wellness program was featured in a Baltimore 
Business Journal article about the program. 

 
o Joyce Frye, D.O., M.B.A., M.S.C.E., F.A.C.O.G., A.B.H.M. offered advice for alleviating 

the pain and discomfort of menstrual cramps for an article in Shape Magazine. She 
explained the health benefits of common herbs for an article in Men’s Fitness.  

 
o Lixing Lao, Ph.D. demonstrated cupping and explained why some patients prefer it to 

acupuncture for a story broadcast on WJLA-TV and for an article in the Washington Post. 
For a news story distributed by Reuters, he commented on a study about the efficacy of 
Chinese herbs to treat the flu.  

 
o Kevin Chen, Ph.D., M.P.H. cited the benefits of yoga and tai chi for an article in WebMD.  

 
o Eric Manheimer, M.S., in interviews for both Reuters News Service and the Sirius Radio 

Network, discussed the results of a meta-analysis research study he conducted comparing 
the efficacy of acupuncture and medications to treat Irritable Bowel Syndrome.   
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• Community Events 

o The Center participated in a University health fair sponsored by the University’s Office of 
Human Resources attended by more than 300. The Center provided free auricular (ear) 
acupuncture and information. 

 
o The Center also participated in the University’s Fall Block Party attended by students, staff 

and faculty. Many of the University’s graduate students received an introduction to the 
Center and had the opportunity to receive free auricular acupuncture.  

 
• Social Media 

o The Center launched a Facebook page in the spring of 2011. The page is quickly building 
a following and, at the time of this printing, has over 1,000 “likes.”  Several of our faculty 
and staff members regularly post information about integrative medicine trends and news, 
on-goings at the Center and the clinic, and other information of interest to our “fans.”  
Feedback from our Facebook fans has been very positive and they have been sharing our 
page and website with friends around the globe.  The popularity of Facebook prompted us 
to create Pinterest, LinkedIn and Twitter accounts, as well as a Health and Wellness Blog 
that works with our other social media interfaces. 

 
Health and Wellness Conference 2012:  Explore, Experience, Engage (Appendix D) 

 
• On April 14, 2012, more than 430 health professionals and health enthusiasts came to the 

Baltimore Hilton to “explore, experience, and engage” in wellness promotion and disease 
prevention.  Best-selling author and wellness expert Dr. Andrew Weil was our morning keynote 
speaker and Dr. Thomas Scalea, physician-in-chief at the R Adams Cowley Shock Trauma Center, 
inspired participants during his keynote address in the afternoon.  Senator Barbara Mikulski spoke 
about the benefits of integrative medicine immediately prior to a lunchtime panel discussion on the 
future of healthcare. 25 interdisciplinary workshops were led by CIM faculty and other health and 
wellness experts. 

 



Patient Care 
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The clinical services at the Center for Integrative Medicine underscore the Center’s vision of providing 
comprehensive care that values mind, body, and spirit, and blends conventional medicine with evidence-
based complementary therapies.  The clinical program includes an out-patient facility at Kernan 
Orthopedics and Rehabilitation Hospital and clinical services offered at other departments, including the 
Shock Trauma Center and Family Medicine.   In addition, the clinical site provides space for the Center’s 
clinical research studies and is an integral part of the Center’s education program, providing the opportunity 
for medical students, residents, nurse practitioners and fellows to receive training and shadow practitioners.  
Outreach by clinical staff also provides education on health, healing and integrative medicine to the local 
lay and medical communities. 
 

Practitioners 
 

Over the past year, our clinical services have been augmented by the addition of key staff so that our staff 
now has seven providers, in addition to the Center’s director, Brian Berman, MD.  Each of the other six 
providers is briefly described here.  In addition to these providers, the clinic offers a wide range of 
integrative medicine practices using expert practitioners from the clinical community. 
 
Medical Providers 
 

• Brian Berman, MD, LAc, Director, is a Professor of Family Medicine and the founder and director 
of the University of Maryland Center for Integrative Medicine, the first center for research, 
education and clinical care in complementary and integrative medicine based in a U.S. academic 
health center.  A family physician and pain management specialist, Dr. Berman significantly 
changed his own practice of medicine over twenty years ago to a broader, integrative approach 
that includes complementary therapies and mind/body approaches, and has introduced this 
approach into the Center’s clinic and other clinical practices at the University of Maryland.  Dr. 
Berman’s desire to see integrative medicine receive wider acceptance has resulted in his 
becoming one of the most highly funded NIH researchers in this field over the past seventeen 
years.  
 
On the national and international front, Dr. Berman has taken a leadership role in promoting 
integrative medicine, based on a firm evidence-based approach.  With two NIH Center for Excellent 
in Research on CAM (CERC) and many other research study grants under his belt, he also has 
more than 250 peer-reviewed journal articles, many of which are related to those CERC studies.  
He chaired the ad-hoc advisory committee to the NIH Office of Alternative Medicine when it opened 
in 1992 and subsequently served on their advisory committee for 6 years, on which he is again 
serving.  He was the first chair of the Consortium of Academic Health Centers for Integrative 
Medicine, composed of 50 North American universities, and served on the Institute of Medicine 
panel on complementary medicine, whose report was released in January 2005.  Dr. Berman also 
co-founded and coordinates the complementary medicine field within the Cochrane Collaboration, 
an international organization dedicated to evaluating all medical practices through systematic 
reviews of the research literature.  At a ceremony in New York City in November of 2005, Dr. 
Berman was awarded the Bravewell Leadership Award which “pays tribute to an outstanding 
person who is transforming healthcare through integrative medicine.” 

 

PATIENT CARE 
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• Lauren Richter, DO, MAc, Assistant Medical Director, provides primary care in the clinic by 
integrating whole person medical evaluations, acupuncture and osteopathic manipulation.  Dr. 
Richter earned a degree in osteopathic medicine from the Philadelphia College of Osteopathic 
Medicine in 1984. She chose to pursue an osteopathic education because it spoke to her belief 
that the art of medicine was about treating individual people, not individual symptoms.  As part of 
her growth towards offering a more holistic approach to medical care, she also completed a 
master’s degree in acupuncture, graduating in 2004 from Tai Sophia Institute in Laurel, Maryland.  
She is also pursuing certification in Functional Medicine and plans to sit for the new exam in 
September 2013.  Dr. Richter recently received advanced training in auricular acupuncture and 
attended a seminar on new techniques in pain management with the use of acupuncture. 

 
Since Dr. Richter has been with the clinic, she has helped develop the primary care offered to the 
residents of the local community, as well as offers consults to people who seek out the clinic from 
surrounding states.  Her approach is to listen to patients, exploring their backgrounds, past medical 
treatments and hopes and goals for better health.  She then works with them to evaluate all the 
available possibilities for treatment – herbs, supplements, medical prescriptions, acupuncture, 
energy healing and nutrition.  Together, with her patients, she develops a plan of action and helps 
coordinate the treatment circle, helping to monitor the input of all the allied health professionals 
who will jointly help care for the client.  Her primary goal is to provide a systematic approach to 
health care which allows a patient to achieve better physical health by understanding the science 
behind their illness, as well as the emotional patterns that affect their ability to be more fully 
engaged in life. 
 
In the past year, Dr. Richter had attended three Institute of Functional Medicine Intensives and has 
participated in educational updates through the Maryland Association of Osteopathic Physicians.  
She has lectured to students at Johns Hopkins University at their Empowering Future Physicians 
Conference, as well as to the Family Medicine residents at University of Maryland. She has also 
lectured to the medical students as part of the Integrative Medicine elective and presented a 
lecture on Fatigue and the Adrenals at the first annual Health and Wellness Conference sponsored 
by CIM.  Additionally, she has spent over 120 hours training pre-med, medical and post-doctoral 
students in the Clinic.   
 
Dr. Richter continues to reach out to the community by offering her support to naturopaths, 
chiropractors, acupuncturists and mental health providers.  She offers the functional medicine 
services of our Clinic to their clients and works closely with them to provide integrative medical 
care to their clients when they are unable to do so because of laws and restrictions in the state of 
Maryland.  

 
 

• Joyce Frye, DO, MBA, MSCE is providing primary care, with an emphasis on women’s health, 
homeopathy and osteopathy.  Dr. Frye joined us from the University of Pennsylvania where she 
completed a post-doctoral fellowship in epidemiology sponsored by the NIH to encourage research 
in complementary therapies. Prior to that, Dr. Frye had a private practice in OB/GYN for over 
twenty years, as well as chairing the Dept. of Gynecology at Presbyterian Medical Center in 
Philadelphia, co-founding the Jefferson Center for Integrative Medicine, and serving on numerous 
committees. Trained in a variety of complementary modalities, Dr. Frye has been certified by the 
American Board of Holistic Medicine.  She is especially interested in osteopathy and in 
homeopathy, having served as the president of both the National Center for Homeopathy and the 
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American Institute of Homeopathy.  Dr. Frye see patients in the clinic two half days and Dr. Frye 
also represents CIM at the Bravewell Clinical Network and coordinates the Bravewell Fellowship. 
 

Acupuncturists 
 

• Marcos Hsu, LAc is a Maryland State Board licensed acupuncturist and American Naturopathic 
Medical Board certified naturopath. He was trained at the Chinese-Argentine Acupuncture 
Association where he received his first certification to practice Traditional Chinese Medicine in 
1992. Marcos was also trained at the Chinese-Argentine Chi-Kung Association where he was 
certified to practice Chinese physical training such as Tai Chi, Kung Fu and Chinese Manual 
therapy such as Tui Na. Marcos received further training in Traditional Chinese Medicine at the 
Maryland Institute of Traditional Chinese Medicine in the US and he has a degree in Kinesiology 
from University of Maryland. At the CIM, Marcos has been involved as the acupuncturist in multiple 
research trials such as the osteoarthritis of knee trials and the Shock Trauma Center acupuncture 
trials while also offering acupuncture services to inpatients within the STC. Marcos currently offers 
Traditional Chinese Medicine care to patients at the Center for Integrative Medicine. 
 

• Lixing Lao, PhD, LAc, director of the Traditional Chinese Medicine Program at the Center for 
Integrative Medicine, was trained at the Shanghai University of Traditional Chinese Medicine and 
has a PhD in physiology from the University of Maryland. He is a Maryland State Board licensed 
acupuncturist and national board certified acupuncturist, herbalist and Oriental medicine 
practitioner by the National Certification Commission for Acupuncture and Oriental Medicine 
(NCCAOM). An experienced clinician with over 26 years of practice, Dr. Lao practices acupuncture 
and Traditional Chinese Medicine, including Tui Na and herbal medicine. Dr. Lao is also a senior 
researcher with the Center for Integrative Medicine and is principal investigator and co-investigator 
on a number of clinical trials and pre-clinical studies in acupuncture funded by the NIH and 
Department of Defense. He has designed acupuncture treatment protocols for several clinical 
trials. His specialty is acute traumatic and post-operative pain as well as chronic arthritic pain. Dr. 
Lao also treats a wide range of disorders such as joints pain, headaches, menstrual disorders, and 
cancer-related disorder or its therapy related symptoms, such as cancer pain, chemotherapy-
induced neuropathy, chemotherapy-induced nausea and vomiting. 
 

• Barbara Kandel, LAc, MAc is a licensed acupuncturist who received her Master’s degree from Tai 
Sophia Institute in Laurel, Maryland. Barbara continues to develop her five element practice within 
our Center.  She has a loyal following and offers another acupuncture perspective within the 
practice that many patients find enticing and therapeutic.  She is also a research coordinator for the 
Center for Integrative Medicine, teaching meditation to research participants who are dealing with 
substance abuse issues. Barbara is certified in animal acupuncture where she provides house calls 
for clients in the Baltimore City/Baltimore County communities. She completed Reiki training, 
Levels I, II, and advanced, through the Healing Pathways program with Bonnie Tarantino. Previous 
to her work with people and animals through acupuncture and Reiki, Barbara was a clinical social 
worker. She has had a variety of clinical experiences over the course of her social work career 
including children and family therapist, school social worker, clinical team leader for Cigna 
Behavioral health, and a private practice. Furthermore, Barbara served in the United States Navy 
for 7 years as a hospital corpsman where she began her medical career and learning that helping 
others is about being a good listener, offering compassion, and being a team player.  
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Clinic Hours, Improvements, Marketing, and Plans 
 

• Our clinical hours are:  
o Monday & Wednesday 8:30am-5:00pm  
o Tuesday & Thursday 8:30am-7:00pm  
o Friday 8:30am-12:30pm 

 
• To accommodate our growing practice, Friday clinic hours will be extended in FY2013. 

 
• We now average approximately 9,000 patient visits per year. 

 
• George Gavrila, MD will be joining the clinic in October 2012, replacing Pat Ravella, CFNP, PhD. 

 
• We have significantly increased our offering of onsite products for sale and will continue to add 

CDs, books and other items that will be recommended by our staff, physicians, and independent 
contractors.   

 
• Drs. Richter, Frye and Berman have coordinated the development of a working relationship with 

several companies doing cutting edge testing in the integrative medical field, including 
NeuroScience, Xymogen and Genova.  We are now offering this testing and selling supplements 
that work to correct core imbalances in our patients’ bodies. We continue to add new and 
innovative diagnostic evaluations that help us to understand the systems biology of our patients. 
These evaluations set us apart from the mainstream family medicine practices and are, in part, why 
people seek us out for consultations and care. 

 
• We are making physical improvements to the clinic, including painting, re-carpeting, and buying 

new furniture to make our space more appealing and relaxing.  Additionally, our ventilation system 
has been upgraded for a healthier environment. 

 
• We are networking with the staff of Kernan Hospital and forging relationships that will allow us to 

have a stronger presence and interaction with the hospital personnel. 
 

• Drs. Frye, Berman, and Richter, as well as acupuncturists Marcos Hsu and Lixing Lao have all 
been interviewed for newspapers, magazines, etc. 
 

• The practitioner and clinic flyers and the clinic brochures have been updated to reflect the new 
branding theme, established in FY2011 (see Appendix C). 

 
• A new faculty member and psychologist, Dr. Michelle Pearce, will be joining the clinic in the Fall of 

2012 and will offer Mindfulness-Based Stress Reduction as well as psychotherapy and counseling.  
We will also have motivational education/evaluations offered by Michael Earley, MEd. 

 
• We plan to have our nutritionist offer group classes, including holistic nutrition, weight loss, and 

healthy cooking.  The first class will be a guided detoxification program that will be offered in the 
Fall of 2012 and then again in the Spring of 2013. 
 

• We plan to restart our yoga classes in the near future, offering them to patients and the general 
public.  Discussions with several yoga teachers are underway. 
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Services & Practitioners  
 
Acupuncture   
As an integral part of traditional Chinese Medicine, acupuncture is a way of treating disorders and promotes 
wellness by inserting fine, sterile needles into the skin at very specific points.  The World Health 
Organization (WHO) recommends acupuncture as an effective treatment for more than forty medical 
problems, including allergies, respiratory conditions, gastrointestinal disorders, gynecological problems, 
headaches, and chronic pain associated with problems like back injuries and arthritis. 
Provided by:  Lixing Lao, PhD, LAc 

Marcos Hsu, LAc 
Lauren Richter, DO 
Barbara Kandel, LAc, MAc 

      
Chinese Herbal Medicine   
Herbology is traditionally one of the more important modalities utilized in traditional Chinese medicine 
(TCM) besides acupuncture.  Each herbal medicine prescription is a cocktail of many herbs tailored to the 
individual patient.  Chinese herbology often incorporates ingredients from all parts of plants (e.g., the leaf, 
stem, flower, root), as well as ingredients from animals and minerals.  One batch of herbs is typically 
decocted twice over the course of one hour.  Nowadays, herbal medicine is made into powder form, 
tinctures, or pills for easier intake. 
Provided by:  Lixing Lao, PhD, LAc 

Marcos Hsu, LAc 
 
Physician Consultation    
Physicians who specialize in integrative medicine combine complementary and alternative therapies with 
standard western treatments in order to create individualized treatment plans that help foster healing of the 
whole person including body, mind, emotions, and spirit. Initial visits are extensive, information-gathering 
sessions to discuss personal and medical history, specific concerns, and treatment needs, while follow-up 
visits focus on specific recommendations and results. The therapeutic relationship is viewed as a 
partnership between physician and patient who mutually decide which combination of treatment options 
may best address both acute health issues and complex medical conditions in order to achieve optimal 
health. 
Provided by:   Brian Berman, MD 

Joyce Frye, DO  
Lauren Richter, DO 
Pat Ravella, CFNP, PhD (until November 2011) 

 
Homeopathy   
Homeopathic physicians seek to cure their patients on the physical, mental and emotional levels; and, each 
treatment is tailored to a patient's individual needs.  Remedies are chosen by the law of similars (i.e., let 
like cure like).  Homeopathy is generally a safe treatment, as it uses medicines in extremely diluted 
quantities.  There are usually minimal side effects. 
Provided by:    Brian Berman, MD  

Joyce Frye, DO 
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Osteopathy 
Osteopathic physicians understand how all the body’s systems are interconnected and how each one 
affects the others. They focus special attention on the musculoskeletal system—the bones and muscles 
that make up about two-thirds of the body’s mass—knowing that the body’s structure plays a critical role in 
its ability to function and heal itself. There are numerous styles of Osteopathic Manipulative Therapy 
(OMT). “Osteopathy in the Cranial Field” pays special attention to the pulsations that arise from neural 
tissue. When practiced by non-osteopaths it has been named CranioSacral Therapy.  OMT can be helpful 
in managing pain resulting from structural imbalances and injuries even when remote from the time of their 
occurrence. 
Provided by: Joyce Frye DO, MBA, MSCE 
  Lauren Richter DO, LAc 
 

Expert Practitioners from Clinical Community 
 
Clinical Herbal Medicine 
Herbal medicine is the art and science of using medicinal plants to support health and healing. Our clinical 
herbalist recommends herbs based on their strong historical use as well as current scientific research. 
Because safety and efficacy are our top priorities, our clinician seeks out high quality products and 
manufacturers and always considers possible herb-drug interactions. 
Provided by:   Margo Gladding, MS, CNS (until January 2012) 
  Cynthia Johnson, DrPH, MS, LDN 
 
Life Coaching 
Life coaching addresses the whole person.  The emphasis is on producing action through realistic 
strategies and self-discovery.  The client teams up with a coach to develop their personal plan of action. 
 This partnership supports the client’s movement toward a fuller and more balanced life.  Life coaching 
leads to a deeper sense of accomplishment and uncovers more creative and effective ways to process 
life’s situations.  Coaching is helpful with everything from dealing with transition to tackling stagnant goals. 
Provided by:   Jean Wehner, CTACC, NBCR 
 
Massage  
Massage is manipulation of the soft body tissues of the body and is based on anatomical and physiological 
philosophy.  Massage works primarily on the muscles, tendons, ligaments, skins, joints and other 
connective tissues, as well as the circulatory and lymphatic systems.   
Provided by:  Sarah Baker, RN, LMT 
  Steve Hoffmann, LMT, DDS 
 
Nutrition Counseling   
An approach that examines the relationship between diet and health, patients are counseled according to 
their individual needs, with an emphasis on healthy, flavorful food options.     
Provided by:  Margo Gladding, MS CNS (until January 2012) 
  Cynthia Johnson, DrPH, MD, LDN 
  
Reflexology   
A non-invasive manual modality that involves the use of pressure applied to the reflex areas of the hands, 
ears, and feet.  Reflexology improves circulation and may provide relief from migraines, digestive problems, 
stress, insomnia, pain (e.g., neck, shoulders, back, jaw), as well as many other conditions. 
Provided by:   Jean Wehner, CTACC, NBCR 
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Reiki 
A Japanese treatment that is spiritual in nature and uses the technique of “laying on of hands” to balance 
the life force energy each person has.  When the life force energy is out of balance, one is more likely to 
suffer illness, pain, or stress. 
Provided by: Jean Wehner, CTACC, NBCR 
 
Ask the Expert  
This is website-based service provided by the University of Maryland School of Medicine for patients from 
all over the world to ask questions regarding acupuncture and its treatment. There are about 10-20 
questions per month. 
Provided by:  Lixing Lao, PhD, LAc 
 
Reiki from the Heart 
CIM, collaborating with the nurses at R Adams Cowley Shock Trauma Center, created a non-profit 
organization that provides Reiki to health care professionals in the University of Maryland Medical System 
at a reduced cost.  The proceeds go back into the nursing education fund for Reiki training, as well as local 
charities. Reiki from the Heart is offered at the University of Maryland Medical Center at 22 S. Greene 
Street in downtown Baltimore. 
Coordinators:   Bonnie Tarantino, MFA 
  Donna Audia, RN 
 

Classes Offered 
 
Qi Gong   
Qi Gong may be used as a daily routine to increase overall health and well-being, as well as for disease 
prevention and longevity.  It can be used to increase energy and reduce stress.  In China, Qi Gong is used 
with other medical therapies for many chronic conditions, including asthma, allergies, HIV/AIDS, cancer, 
headaches, hypertension, depression, mental illness, stroke, heart disease, and obesity. 
Instructor:   Kevin Chen, PhD 
 
Tai Chi 
Tai Chi is a potent exercise to enhance health and self-defense.  Regular practice lowers blood pressure, 
improves muscular strength, flexibility, and promotes weight loss and overall fitness.   
Instructors:  Sean Vasaitis, PhD, MS EHS 
  Lixing Lao, Ph.D., L.Ac (at UMB Fitness and Recreation Center) 
 

Clinical Services within the University of Maryland Medical Center 
 
In 2008, Donna Audia, RN took on a formal role as a full-time an integrative care nurse at the University of 
Maryland R Adams Cowley Shock Trauma Center where she provides integrative care treatments to 
patients, families, and staff throughout the University of Maryland Medical Center (UMMC).  The integrative 
care services were in such high demand that just three years after Donna’s appointment, the hospital hired 
Lolly Forsythe-Chisolm, a Healing Pathways graduate, artist, and Reiki Master, to be an integrative care 
tech.  Since joining the team, Lolly has not only treated patients and brought her artistic gifts to the hospital 
via her Art for Compassion program, but she has expanded the network of connections between our 
Healing Pathway program’s graduates and the integrative care team.  Even with the additional help that 
Lolly provided, calls and requests for services still far outweighed their capacity to respond to them all.   
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The Integrative Care Team, which now consists of Donna Audia, RN, Lolly Forsythe-Chisolm, Carol Joy 
Loeb, RN and Matt Peroutka, provides Reiki, sound and therapeutic music, acupressure, mindfulness 
meditation, breathing techniques, Art for Compassion, and therapeutic journaling instruction to the patients 
in Shock Trauma.  In FY2012, the team saw approximately 4,000 patients, but there are still about many 
more patients who cannot be seen.  This is a clear indication that the team is providing much needed 
services and signifies a need for additional staff trained in integrative therapies, as are taught in the Healing 
Pathways course.   
 
The Integrative Care Team is now assisting the NICU Family Support Group by providing self-care 
techniques to the families of the NICU patients.  They have been providing stress reduction to the hospital 
staff during times of crisis within the units of the hospital.  Lolly has developed a discharge self-care packet 
for patients.  Matt is writing original music scores to be used by faculty and staff in presentations/lectures.  
 
In order to further cultivate and strengthen the tight-knit relationship between CIM and the integrative care 
staff at UMMC, the Center has provided Donna and Lolly with an office in the Center’s East Hall location, 
which is conveniently located a few blocks from the main hospital.  This arrangement has established an 
even sturdier bridge between CIM and the hospital and is already generating rich opportunities for many 
collaborative projects.   
 
Face Transplant Surgery and the Integrative Care Team 

 

On March 19-20, 2012, a multi-disciplinary team of faculty 
physicians, along with more than 150 nurses and professional 
staff from the University of Maryland Medical Center and R 
Adams Cowley Shock Trauma Center, performed the most 
extensive full-face transplant procedure done to-date.  The 
intricate surgery took 36 hours to perform.  Upon coming out of 
anesthesia, Donna Audia of the Integrative Care Team was at his 
bedside performing acupressure to help alleviate his pain.  She 
and her team assisted in creating an integrative approach to this 
delicate surgery and were an integral part of the face transplant 
team.  The care they and our Center faculty provided to the 
patient, family and staff included Reiki, therapeutic sound/music, 
acupressure, mindful meditation, breathing techniques, art and 
journaling therapies, and nutritional counseling.  They also taught 
him self-care techniques using these therapies. 
 

In April 2012, the patient wrote a note to Donna that said, “After the acupressure, I am getting more pain 
relief than the narcotics [provided].  It relaxes my entire body so much that, whatever is causing pain, it’s 
relaxing it.” (The note is pictured above.) 
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Clinical Education and Training 

 
The clinical practice provides opportunities for both residents and fellows to increase their awareness of 
and learn about integrative medicine. Two fellows, supported by the Bravewell Collaborative to participate 
in the University of Arizona’s two-year fellowship in integrative medicine while obtaining their clinical 
exposure at CIM, will work with us through December 2013.  
 
For the class of 2011-2013, Bravewell leadership chose fellows from among candidates supported by the 
nine Clinical Network centers with the stated goal of selecting candidates with a clear potential to become 
leaders in integrative medicine. We were delighted that two of the candidates we put forward were selected 
for the 2011-13 fellowship. 
 
Dr. Irene Estores is a physician specializing in Physical Medicine and Rehabilitation. She was trained in 
Baltimore and now resides in Florida. She spent a week on-site at CIM in June 2011 and in February 2012. 
She initiated a study of auricular acupuncture for pain management in patients with spinal cord injury with 
the assistance of Dr. Lixing Lao from our faculty. It is now beginning enrollment of subjects who are 
patients in the rehabilitation facility at Kernan Hospital in collaboration with the director, Dr. Peter Gorman.  
 
Dr. Kinneta Carter is an internist with the Baltimore Veteran’s Administration where she has been the 
Planetree champion. She is already a national leader in cultural competence for the VA, and since 
beginning the Fellowship, she has begun working closely with Dr. Tracy Gaudet, who leads the newly 
formed Office of Patient Centered Care and Cultural Transformation for the Veterans Administration. 
 
Additionally, we had more than 45 high school, pre-med, undergraduate, and osteopathic students 
complete observationships in the clinic and R Adams Cowley Shock Trauma Center. 

 
Practice-based Research Network 

 
Participation in the Bravewell Collaborative Clinical Network (Bravenet) continues and has been solidified 
by involvement in a practice-based research network, the concept and structure of which was developed by 
our research team and is coordinated by Duke University. As part of this project we are participating with 
several integrative clinics around the U.S. to gather data, track outcomes and assess integrative medicine 
in the clinical setting.  We have completed two collaborative research projects, and are about to embark on 
a third. (See Research section) 
 
 



Research 
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The goals of CIM’s research program are to:  
• Focus on prevalent health conditions for which new answers are urgently needed, including basic 

and applied or clinical research on pain, focusing on research that will offer effective strategies for the 
treatment of pain, clinical studies on integrative approaches to promote healing from acute and 
chronic conditions, ranging from inflammatory pain and cancer to trauma. 

 
• Evaluate the safety, efficacy and mechanism of action of complementary therapies, in particular, 

traditional Chinese medicine (TCM), mind/body approaches, homeopathy, multidimentional wellness, 
and innovative new technologies. 

 
• Assess the value of integrative medical approaches that incorporate proven complementary 

therapies and explore the role that elements such as belief, expectations, and patient-practitioner 
relationship play in healing.  

 
Over the past year we have continued to build an extensive research portfolio ranging from basic science to 
clinical trials, and have developed a network of collaborations with leading scientists and clinicians in 
departments across the Schools of Medicine, Dentistry, Pharmacy, Social Work, and Nursing, as well as at 
other top institutions nationally and internationally.  We have published the results of our studies in major 
peer-reviewed journals, resulting in 34 publications and abstracts within the past year (see Appendix A). 
 

On-going Research 
 
The following is an overview of our accomplishments and our on-going research over the past year.  Our 
projects are organized by theme and descriptions of planned future projects can be found at the end. 
 
Theme:  Arthritis 
 
Center for Research in Complementary and Alternative Medicine in Arthritis and Traditional 
Chinese Medicine 
PI: Brian Berman, MD; Co-PI: Lixing Lao, PhD 
 
This Center of  Excellence for Research on CAM (CERC) program project grant (P-01), funded in 2005 by 
the National Center for Complementary and Alternative Medicine (NCCAM) in the amount of $6 million, 
builds on our substantial track record in examining the safety, efficacy, and mechanism of action associated 
with common TCM treatments (acupuncture and herbs) for arthritis. We have successfully completed this 
Center research project during the last year and have been preparing and submitting manuscripts for 
publications in medical journals. The research projects include:  
 
Project 1: A Phase II Dose-Finding, Randomized, Double-Blind, Placebo-Controlled Clinical Trial of 
a Chinese Herbal Compound Huo-Luo-Xiao-Ling (HLXL) for Knee OA 
PI: Brian Berman, MD 
 
Objective: The first project in the CERC is a randomized, placebo-controlled, dose-finding study of a 
traditional Chinese medicine 11-herb mixture called Huo-Luo-Xiao-Ling Dan (HLXL) to improve symptoms 
of participants with osteoarthritis of the knee. This clinical trial, ‘Traditional Chinese Medicine for OA of the 

RESEARCH 
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Knee (TCM-OAK)’, has as its co-primary outcomes change in function and pain scores of the Western 
Ontario McMaster Universities (WOMAC) Osteoarthritis index.  The study was launched in May of 2007. 
 
Progress:  Data of the study have been analyzed and presented at the final DSMB meeting. An abstract 
has been submitted and accepted to the American College of Rheumatology (ACR) 76th annual scientific 
conference held in Washington DC on November 9-14. 2012. 

Results: A total of 92 patients were enrolled: 53 in the U.S. and 39 in Hong Kong. Overall, the mean age 
was 60 years, 65 (71%) were women and 64 (70%) were of Asian ethnicity. Mean (SD) baseline WOMAC 
pain and function score was 4.3 (1.5) and 4.2 (1.6), respectively, and PGA was 2.2 (0.8). There were no 
significant differences between HLXL- and placebo-treated groups in baseline variables. While both groups 
had significant improvement in all outcome measures after 8 weeks, there were no significant differences 
between the HLXL- and placebo-treated groups. At 8 weeks, about two-thirds of subjects noted that they 
were better based on PGART responses; there was no difference between treatment groups. In mixed 
models repeated measures analysis, there were no significant differences in WOMAC pain or function 
scores or PGA between groups; furthermore, there was no interaction between clinical site and degree of 
improvement. Average adherence exceeded 80 percent and was similar between clinical sites. Finally, 
there was a significantly greater rise in mean ALT levels in the HLXL-treated group compared with the 
placebo-treated group (3.8 [10.4] vs 0.1 [5.8] U/l) but no significant difference in either AST or γGT levels. 
In conclusion, these data fail to demonstrate that a proprietary form of the Chinese herbal compound HLXL 
Dan is efficacious for treating the symptoms of knee OA.  

Project 2: Mechanisms of Acupuncture’s Effect on Inflammatory Pain 
PI: Lixing Lao, PhD, LAc 
 
Objective:  The second project in the CERC is an investigation of the mechanisms by which electro-
acupuncture (EA) has anti-inflammatory effects on pain.  The study is being carried out in a rat model. 
 
Progress:  We have finished studies demonstrating that EA activates corticotropin-releasing factor (CRF) 
neurons in the paraventricular nuclei (PVN) which is located in the hypothalamus to significantly increase 
plasma adrenocorticotropic hormone (ACTH) and corticosterone levels which suppress inflammation.  We 
have also demonstrated that EA significantly inhibits hyperalgesia through activating supraspinal 
descending inhibitory system, seretonergic and catecholaminergic neurons in the brain that project to the 
spinal cord through the dorsolateral nerve pathway. Endogenous supraspinal oipoids may inhibit GABA-
containing neurons, disinhibiting serotonin-containing neurons that project to the spinal cord to block the 
transmission of noxious messages in the spinal cord. Our study showed that α2a-ARs and 5-HT1ARs are 
involved in EA inhibition of inflammatory pain. Those data have been published in 11 peer-reviewed 
journals. 
 
We have conducted a study to investigate the involvement of spinal interleukin-17A in EA inhibition of 
hyperalgesia. Hyperalgesia is defined as a sensitive pain perception caused by a usual or a normal touch 
or temperature. It can be induced by an inflammation. Inflammatory hyperalgesia was induced by injecting 
CFA (0.5 mg/ml heat-killed bacteria known as Mycobacterium tuberculosis; purchased from Sigma, St. 
Louis, MO) subcutaneously into one hind paw of the rat. EA parameters of 10 Hz, 3mA, 0.1 ms pulse width, 
which showed significant anti-inflammatory and anti-hyperalgesic effects in our previous studies, were 
used. EA stimulation was delivered by an electrical stimulator. The equivalent of the human acupoint 
Huantiao (GB30) was chosen for bilateral acupuncture needle insertion which was based on traditional 
Chinese medicine (TCM) meridian theory. Paw withdrawal latency (PWL) was tested before (-48 h) and 2 
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and 24 h after CFA to assess hyperalgesia. IL-17A antibody (0.2-2 µg/rat) was given intrathecally (i.t.) 24 h 
before CFA to block the action of basal IL-17A and 2 h prior to each of two PWL tests to block CFA-induced 
IL-17A. I.t. recombinant IL-17A (10-400 ng / rat) was administered to naive rats to determine its effects on 
PWL and phosphorylated-NR1 (p-NR1). P-NR1 modulates N-methyl-D-aspartate receptor (NMDAR) 
activity to facilitate pain. Spinal cords were removed for IL-17A immunostaining, double immunostaining of 
IL-17A/cell markers and IL-17A receptor A (IL-17RA)/NR1, for western blot of IL-17A, p-NR1, IL-17RA, and 
GFAP, for in situ IL-17RA hybridization, and for real time quantitative PCR of IL-17RA. The animal protocol 
has been approved by the Institutional Animal Care and Use Committee (IACUC), University of Maryland. 
 
Our study has demonstrated that 1) IL-17A is up-regulated in activated and non-activated astrocytes, 2) IL-
17RA is localized in NR1-immunoreactive neurons and up-regulated, and 3) IL-17A antibody at 2 µg/rat 
significantly increased PWL (P<0.05) and decreased p-NR1 and IL-17RA compared to control in CFA- and 
IL-17A-injected rats. EA significantly inhibited hyperalgesia, IL-17, IL-17RA, and p-NR1. Conclusion: The 
results suggest 1) that spinal IL-17 is produced by astrocytes and enhances p-NR1 to facilitate 
inflammatory pain, and 2) EA inhibits hyperalgesia by suppressing IL-17. 
 
Summary:  Our laboratory research shows that CFA-inflammation induces significant hyperalgesia 
accompanied by up-regulation of IL-17A, IL-17RA, and P-NR1 in the spinal cord. An IL-17A antibody 
attenuates inflammatory hyperalgesia and suppresses IL-17RA and P-NR1. This suggests that spinal IL-
17A, produced by astrocytes, enhances NR1 phosphorylation to facilitate persistent inflammatory pain. EA 
treatment inhibits hyperalgesia by suppressing IL-17A and is downstream.  
 
The data was presented at International Research Congress on Integrative Medicine and Health May 15-
18, 2012 in Portland, Oregon and the manuscript has been submitted to the journal Pain.   
 
Project 3: Modulation of Autoimmune Arthritis by Chinese Herbs 
PI: Kamal Moudgil, PhD 
 
Objective:  The third project of the CERC is to determine the immunological basis of the anti-inflammatory 
activity of HLXL.  

Progress:  (a) HLXL feeding to rats starting at the onset of AA and its effects on arthritis and immune 
parameters.  HLXL was fed to Lewis rats daily beginning at the onset of arthritis and then continued 
through the observation period. HLXL inhibited the severity of ongoing AA. This suppression of arthritis was 
associated with significant alterations in the T cell proliferative and cytokine responses as well as the 
antibody response against the disease-related antigen, mycobacterial heat-shock protein 65 (Bhsp65). 
There was a reduction in the level of the proinflammatory cytokines IL-17 and IL-1β but enhancement of the 
anti-inflammatory cytokine IL-10 level. In addition, there was inhibition of both the anti-Bhsp65 antibody 
response and the serum level of nitric oxide (NO).  

(b) The effect of HLXL treatment before onset of AA on immune parameters. In a parallel study, we 
examined the effect of HLXL administration to rats before onset of AA on immune parameters related to the 
disease process. Rats were fed daily with either HLXL or vehicle (water) beginning 3 days before 
subcutaneous injection of Mtb, and then continued for another 6 days. After 9 days of Mtb injection, the 
draining LNC were tested for T cell proliferative and cytokine responses against Bhsp65. Moreover, sera 
were tested for anti-Bhsp65 antibodies and NO. HLXL-treated rats showed reduced T cell proliferative 
response to Bhsp65 compared to control rats. Furthermore, HLXL suppressed IL-17 response but 
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enhanced IL-10 response without much effect on IFN-gamma. HLXL treatment also reduced the levels of 
anti-Bhsp65 antibodies but not that of NO.  

(c) The influence of HLXL on chemokines and matrix-metalloproteinases (MMPs). Chemokines orchestrate 
the migration of leukocytes from the periphery into the joints, whereas MMPs mediate destruction of the 
extracellular matrix locally. We treated arthritic Lewis rats with HLXL or water as described under section 
‘b’.  At the peak phase of AA, rats were sacrificed and their draining LNC and SAC were cultured in the 
presence or absence of Bhsp65. The culture supernates and total RNA prepared from these cells were 
tested. The HLXL-treated rats showed a significant reduction in the levels of chemokines (RANTES, MCP-
1, MIP-1α, and GRO/KC), MMPs (MMP 2 and 9), as well as cytokines (IL-6 and IL-17) that induce them, 
compared to the control vehicle-treated rats.  

Summary:   HLXL feeding modulated both the cellular and the humoral immune response to Bhsp65 
favoring an anti-inflammatory milieu for the suppression of adjuvant-induced inflammatory arthritis. Thus, 
HLXL controls arthritis in part by suppressing the mediators of immune pathology, and it might offer a 
promising alternative/adjunct treatment for osteoarthritis. 

Theme:  Irritable Bowel Syndrome 
 
International Center for Research on Complementary (ICRC) Medicine  
PI: Brian Berman, MD; Co-PI:  Joseph Sung, MD 
 
This ICRC center grant was an international, multi-institution project originally funded by NCCAM in 2005 
for $4 million that investigates the use of TCM (acupuncture and a 20-herb compound) in treating functional 
bowel disorder.  This grant built upon a two year planning grant awarded to us in 2003 by NCCAM and 
cemented our collaborations with the Chinese University of Hong Kong (CUHK), the University of Illinois, 
Chicago, and the University of Western Sydney. The overall aim of the international center grants was to 
“establish partnerships and cross-cultural exchange through which foreign and US institutions and 
investigators collaborate to design and implement research on CAM/traditional indigenous medical systems 
or components thereof in the cultures and/or environments in which they originated.”  The studies of our 
center grant were supported by 3 cores: 1) administrative; 2) botanical; and 3) data management and 
statistical analysis.  In addition to oversight of the following 3 studies, the administrative core was involved 
in the planning and implementation of an international conference on TCM for Functional Bowel Disorder, 
and conducted a fellows training program for Chinese scholars to study at the University of Maryland.   
 
We have successfully completed this Center research grant and have been preparing and submitting 
manuscripts for publications in medical journals.  
 
Project 1: Effect of Electroacupuncture on Behavioral Response and Colonic, Spinal, and Central 
Serotonergic Neurotransmitter Systems in an Animal Model of IBS 
PI: Justin Wu, PhD, Co-PI Lixing Lao, PhD  
 
The objective was to evaluate the effect and mechanism of extended 5-day electroacupuncture (EA) on 
treatment of irritable bowel syndrome in a rat model of visceral hyperalgesia.  The aims were to determine 
the effect of EA on behavioral and visceromotor response to visceral pain in rat model of visceral 
hyperalgesia; to determine the effect of EA on colonic mucosal serotoninergic signaling in rats with visceral 
hyperalgesia; to determine the effect of EA on neurochemical changes in spinal cord in rats with visceral 
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hyperalgesia; and to determine the effect of EA on neurochemical changes in brainstem in rats with visceral 
hyperalgesia. 
 
The methodology was:  Sprague-Dawley rats with prior neonatal maternal separation stress were randomly 
allocated to receive 5-day 20-minute treatment of either electro-acupuncture (EA) at frequency of 10Hz or 
sham acupuncture at acupoint ST-36. Stepwise colorectal distension (CRD) with distension pressures at 
10, 20 and 40 mmHg was performed on the day after acupuncture treatment. The two groups were 
compared for pain threshold as determined by abdominal withdrawal reflex and visceromotor response as 
measured by electromyogram (EMG). Colon, spinal cord, and brainstem were sampled for topographic 
distribution and quantitative assessment of serotonin (5-HT) and serotonin reuptake transporter protein 
(SERT) expression. 
 
Final Results:  There was significant difference in pain thresholds and visceromotor response to graded 
colorectal distensions between EA and sham treatment. There was also no significant difference in SERT 
expression in the brain gut axis. 
 
Project 2:  Chinese Herbal Formula for the Treatment of Functional Bowel Disorders: In vitro and in 
vivo Evaluation of Safety and biological Potentials 
PI:  Chun-Tao Che, Co-I:  Lixing Lao, PhD 
   
The major objectives of Project 2 are to conduct non-clinical safety evaluation of a 20-herb Chinese 
medicinal preparation for the treatment of irritable bowel syndrome (IBS), to establish the biological 
potential of the herbal preparation, and to provide bioassay support for the discovery of active components 
in Botanical Core.  
 
To achieve these objectives, the following tasks were proposed:  (1) Safety evaluation of the herbal 
preparation based on acute toxicity (single treatment), sub-chronic toxicity (7-day treatment), chronic 
toxicity (2-month treatment), and mutagenicity test results; (2) In vitro sensorimotor-modulatory and 
receptor binding effects of the herbal preparations; and (3) In vivo effect on stress-induced visceral 
hyperalgesia. 
 
Final Results:  The aims and objectives of Project 2 have been fulfilled. All 20 herbs as well as the 
composite formula (the 20-herb mixture) were evaluated for relaxation effect in acetylcholine- and 
serotonin-induced intestinal contractions. For the 20-herb mixture, the water extract at 0.34 and 1.7 g/kg 
significantly reduced abdominal pain induced by increasing colorectal distension pressure as indicated by 
both abdominal withdrawal reflex and electromyographic measurements. 
 
As far as the toxicity tests are concerned, the water extract of the 20-herb mixture was shown to be non-
toxic up to a human equivalent dose of 170 g extract/day. In addition, the herbal preparation did not show 
mutagenic effects as evidenced by the results of Ames test, chromosome aberration test, and bone marrow 
micronucleus test. 
 
The effect of the herbal extracts on opioid receptor was tested and seven plant extracts displayed activity 
against electric field-induced intestinal contraction. However, the responses were not abolished by 
naloxone, indicating a non-specific effect rather than an interaction at the opioid receptor. 
 
In an attempt to reveal possible mechanisms of the herbal preparation, the 5HT contents in distal colon 
were found to be increased in hyperalgesic rats (compared with normal rats), while treatment with the 20-
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herb preparation significantly suppressed the elevated serotonin. However, no change in 5-HT3 receptor 
and serotonin transporter levels was detected in this animal model. 
 
We have also measured EMG signals of the treated animals at different time points. A sustained effect was 
detected up to the 8th day after the last dose of herbal treatment. 
 
As proposed in a previous interim report, an alternative animal model of IBS (by injection of diluted acetic 
acid) has been preliminarily evaluated. The decrease in pain threshold was found to be smaller than that of 
the NMSS model. 
 
Project 3:  A Randomized, Placebo-Controlled, Dose-Finding Clinical Trial Evaluating the Safety and 
Dose-Response of the Herbal Formulation in Patients with IBS 
PI: Francis Chan, MD 
 
This was a dose-finding, randomized, placebo-controlled, double-blind, phase II clinical trial of N=104 
participants to look at the effect of the 20-herb formulation on reducing symptoms of irritable bowel 
syndrome (IBS) in patients attending the Prince of Wales Hospital in Hong Kong.  The study is called 
“Traditional Chinese Medicine for Irritable Bowel Syndrome (TCM-IBS)”.   
 
Enrolled participants were assessed at baseline and randomized to receive the 20-herb formula, or to 
receive an identical placebo.  They took their assigned study drug for 8 weeks and were assessed at 2, 4 
and 8 weeks for IBS symptoms, adverse events and blood immune and endocrine markers to assess 
safety.  The final follow-up is at 10 weeks, for safety assessment.   

 
The TCM-IBS study uses a 20-herb formulation that has been prepared and thoroughly tested for safety 
and bioactivity by the Botanical Core of this U19 center grant. The liquid herbal extract has been spray-
dried into granules which are put into small packets, in a method similar to making instant coffee.  
Participants mixed the contents of the packet with boiling water to make an herbal tea, which they drank 
once or twice a day, depending on the dose.  There are two dosing levels in this study, so that the lowest 
effective dose of the herbal formula may be identified. The lower dose was 17 gm per day, and the higher 
dose was 35 gm per day.  52 participants were enrolled at the lower dose, and n=52 participants enrolled at 
the higher dose.  After the participants in the lower dose completed their study activities, a Data and Safety 
Monitoring Board (DSMB) evaluated safety and effect of the lower dose, before proceeding to the higher 
dose.  The DSMB continued to monitor safety throughout the higher dose activities.  
 
Final Results:  For the primary outcome measure, the rate of adequate global symptom relief were 28% in 
High dose HLXL, 27% in Low dose HLXL and 30% in Placebo group, respectively. There was no significant 
difference in adequate relief of global symptom (Table 2, p=0.95). Multivariate analysis of potential 
confounding factors (age, treatment group, use of anti-diarrheal drug) did not identify any predictor of 
clinical response.  For the secondary outcome measures, there was no significant difference in the bowel 
symptom score using 0-100 visual analogue scale among the three treatment groups at week 4, 8 and 12 
weeks.  Manuscripts for publication are currently underway. 
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Theme:  Pain 
 
Auricular Acupuncture for Spinal Cord Injury Related Neuropathic Pain 
PI: Lixing Lao, Ph.D. 
 
Summary of the project: This is a small pilot clinical study to investigate the effect of a special auricular 
acupuncture known as “Battle Field Acupuncture” for spinal cord injury patients who suffer from neuropathic 
pain. This study is funded by the Paralyzed Veterans of America, PVA Research Foundation (01/01/2012-
12/31/2012, extended to June 30, 2013) There is a heavy burden of suffering arising from neuropathic pain 
following spinal cord injury. About one-third of persons with SCI experience severe neuropathic pain that 
does not resolve, is refractory to conventional treatment, and contributes to poor social functioning and 
community reintegration. This is a collaborative research project between acupuncture 
researchers/practitioners and spinal cord medicine specialists to investigate the efficacy and safety of the 
Battlefield Acupuncture (BFA) auricular protocol on chronic SCI-related neuropathic pain. This project will 
investigate the effects of auricular acupuncture on chronic SCI-related neuropathic pain by comparing pain 
scores, usage of pain medications, and other measures of improvement before and after an 8-week period 
of weekly acupuncture sessions. Our overall hypothesis is that acupuncture treatment will safely reduce 
pain intensity in patients with chronic spinal cord injury and neuropathic pain. 
 
Progress: The human research protocol has recently been approved by the University of Maryland 
Institutional Review Board (IRB) in August. Patient enrollment will start in late August/early September of 
2012. We expect to complete the trial within one year. 
 
Effects of Acupuncture on Pain-Induced Affective Response 
PI: Ruixin Zhang, PhD 
 
A basic science investigation, funded by NCCAM, entitled “Effects of Acupuncture on Pain-induced 
Affective Response” is using a rat model to evaluate the effects and mechanisms of electroacupuncture 
(EA) on pain-induced affective response.  
 
Pain has both sensory-discriminative and emotional-affective dimensions. Previous studies demonstrate 
that electroacupuncture (EA) alleviates the sensory dimension but do not address the affective. An 
inflammatory pain rat model, produced by a complete Freund adjuvant (CFA) injection into the hind paw, 
was combined with a conditioned place avoidance (CPA) test to determine whether EA inhibits 
spontaneous pain-induced affective response and, if so, to study the possibility that rostral anterior 
cingulate cortex (rACC) opioids underlie this effect. Male Sprague-Dawley rats (250-275g, Harlan) were 
used.  
 
Final Results:  The rats showed place aversion (i.e. affective pain) by spending less time in a pain-paired 
compartment after conditioning than during a preconditioning test. In our study, intra-ACC 5-HT1AR 
antagonists blocked EA inhibition of affective, mechanical but not thermal pain, suggesting that EA inhibits 
pain by activating 5-HT1ARs. It has been reported that phosphorylated Ca2+/calmodulin-dependent protein 
kinase II (pCaMKII) accounts for the increased anxiety-related behaviors shown by 5-HT1AR knockout 
mice and that 5-HT1AR activation inhibits pCaMKII. CaMKII-driven AMPAR subunit GluA1 phosphorylation 
in the ACC may also be involved in anxiety-like behavior. In our study, EA inhibited both pCaMKII and 
pGluA1. Base on those preliminary data, we submitted a R01 grant application to NIH in July 2012. 
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The data has been published in following two journals:  
o Zhang Y, Meng X, Li A, Xin J, Berman BM, Lao L, Tan M, Ren K, Zhang RX. Acupuncture 

Alleviates the Affective Dimension of Pain in a Rat Model of Inflammatory Hyperalgesia. 
Neurochemical Research, 2011. 
 

o Yu Zhang, Xianze Meng, Aihui Li, Jiajia Xin, Brian M. Berman, Lixing Lao, Ming Tan, Ke Ren,  Rui-
Xin Zhang, Electroacupuncture alleviates affective pain in an inflammatory pain rat model. 
European Journal of Pain, 2011. 

 
The Mechanism of a Chinese Herbal Formula on Cancer Pain 
PI: Lixing Lao, co-I, Ruixin Zhang, USA; Co-PI: Ling Xu, China  
 
In July 2010, we received an NIH Fogarty International Center grant to work with Longhua Hospital, 
Shanghai University of Traditional Chinese Medicine in Shanghai, China.  This is an international research 
study on the mechanisms of a topical Chinese herbal formula on cancer pain.  This three-year research 
project will be performed at Longhua Hospital in Shanghai, China.  The objective of the proposal is to 
evaluate the efficacy and safety of an herbal formula TLSJ on cancer pain and explore its mechanisms in 
male and female rat cancer models.  The success of the study will provide preliminary data for designing 
clinical trials to study the effects of Chinese herbs on persistent cancer pain.   
 
Final Results:  The data showed that TLSJ, prepared from 7 herbs, treatment significantly restored bone 
cancer-induced decrease of Paw Withdrawal Latency (PWL) and mechanical threshold compared to inert 
gel. It also decreased the level of blood serum Carboxyterminal pyridinoline cross-linked type I collagen 
telopeptides (ICTP) and bone alkaline phosphatase (BAP) and inhibited osteoclast activities. No adverse 
effects or abnormal biochemical and histological changes were detected after TLSJ treatment. The study 
shows that TLSJ significantly inhibits bone cancer-induced thermal and mechanical sensitization. It 
suggests that the gel may be useful in managing cancer pain and that it may act by inhibiting osteoclastic 
activity. The data was submitted to Journal of Ethnopharmacology and has been revised recently. 
 
Interprofessional Foundations and Applications in Pain Management 
PIs:  Sharon Gordon and Mary Lynn McPherson (CIM Consultant:  Delia Chiaramonte, MD) 

NIH Pain Consortium named the University of Maryland one of 11 Centers of Excellence in Pain Education 
(CoEPE). The purpose of the grant is to develop an interprofessional/interdisciplinary pain management 
curriculum resource for health care professionals to advance the assessment, diagnosis, and treatment of 
pain.  UMB collaborators include faculty from the Schools of Nursing, Pharmacy, Medicine, Dentistry, and 
Graduate Education.  The goal is to develop an online (web-based) integrative foundational curriculum 
called Interprofessional Foundations and Applications in Pain Management.  This resource will provide a 
shared learning experience for dental, medical, nursing, and pharmacy students early in their professional 
training and, in the future, for continuing education.  In and interactive web-based environment, integrative 
case scenarios will illustrate and reinforce the foundational curriculum which has content that is common to 
students from all four disciplines.  Dr. Delia Chiaramonte of the Center for Integrative Medicine will serve as 
a content expert on complementary and integrative medicine. 
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Theme:  Healing From Trauma 
 
Mindfulness Intervention for Child Abuse Survivors- Follow-Up (MICAS-II) 
PI: Joyce Frye, DO, MBA, MSCE 
 
Two years ago, a study was launched by Dr. Elizabeth Kimbrough to follow the outcomes of the 
participants in the MICAS study [this feasibility pilot study examined the effect of a meditation training called 
mindfulness-based stress reduction (MBSR) on reducing symptoms of depression, anxiety and post-
traumatic stress disorder (PTSD) among adult survivors of childhood sexual abuse].  Upon Dr. Kimbrough’s 
illness, Dr. Joyce Frye took on the roll of PI with considerable assistance from former Associate Director, 
Dr. Margaret Chesney and graduate student Michael Earley, MEd. 
 
We conducted an informational interview and psychological assessments targeted to answer two 
questions:  1) Have the improvements in mood and mindfulness states associated with participation in 
MBSR been maintained?  2) In what ways, if any, did participation in the program change the lifestyle or 
habits of the former participants?  We assessed whether the former participants are still practicing 
mindfulness and in what manner and with what frequency, what their personal observations are of changes 
associated with the program, as well as validated and standardized self-report measures of mood and 
mindfulness. In addition to these outcomes, we solicited their views on how the program could be improved 
or further tailored to their particular situations.   
 
Final Results:  Twenty of a total possible 23 participants consented to participate in this follow-up study. Of 
the remaining three possible participants not consented, 2 were lost to follow-up (moved from old address 
and outdated contact information). An additional two participants, who consented to participate in the study 
from new locales, failed to return the questionnaires that were delivered via the US Postal Service. Thus, 
the final qualitative sample represents 19 of 23 potential responders. This is a very impressive number 
considering the original study began recruitment in 2007. In the first long-term assessment of this type of 
intervention in this population, we observed that improvements in mood and mindfulness were largely 
maintained from the 24-week to the 24-month evaluations. Preparation of this manuscript is currently 
underway, led by Michael Earley, M.Ed. 
 
Acupuncture and Meditation for Wellness (AMWELL) 
PI: Joyce Frye, DO, MBA, MSCE 
 
In this study, Dr. Elizabeth Kimbrough and Dr. Lixing Lao wanted to compare the potential benefit observed 
in the MICAS study (described above) to adult trauma survivors of childhood sexual abuse with the effect of 
acupuncture. Dr. Joyce Frye joined Dr. Lao upon Dr. Kimbrough’s illness in January 2010. The MICAS 
study demonstrated that the mindfulness intervention (MBSR) was associated with reductions in depressive 
and PTSD symptoms, and that it was safe and favorably received by participants. Acupuncture also has 
been shown in clinical trials to decrease depression, and to reduce PTSD symptoms among trauma 
survivors. However, neither MBSR nor acupuncture had been tested in a controlled clinical trial among a 
patient population consisting exclusively of adult trauma survivors of childhood sexual abuse.   
 
To investigate this, we conducted the “Acupuncture and Meditation for Wellness (AMWELL) study, a 
randomized, waitlist-controlled study of these two therapies. In this study, 93 participants were randomized 
to 8 weeks of acupuncture treatment, or MBSR, or to waitlist control group. All participants were assessed 
at baseline, 4, 8 and 12 weeks for depressive symptoms, PTSD, post-traumatic growth, coping self-
efficacy, perceived stress, pain symptoms, sleep quality, mindfulness and sustained cognitive attention.  
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The primary outcome is reduction of depressive symptoms at 8 weeks, and secondary outcomes are 
change in the remaining measures at 4, 8 and 12 weeks. Additional outcomes explored in a small subset of 
subjects is the effect of the interventions on sustained attention, collected at baseline and 8 weeks and on 
neurotransmitters as measured in the urine at baseline, 8 and 12 weeks.  We hypothesized that, compared 
to controls: 1) both therapies will be associated with decreased depression, PTSD, and improved sleep; 2) 
MBSR will be associated with increased post-traumatic growth, coping self-efficacy, mindfulness and 
decreased perceived stress, to a greater degree than acupuncture; 3) acupuncture will be associated with 
decreases in pain to a greater degree than MBSR; 4) MBSR will be associated with greater improvements 
in sustained attention than will the acupuncture intervention.  In addition, all waitlist control participants 
were offered both MBSR and acupuncture once they have completed their time in the study as a control 
subject. Their outcomes were followed during their participation in both interventions.   
 
Ninety-three participants completed the study protocol, and recruitment was completed in late fall 2010. 
This year we had the ongoing participation on this study of a pre-doctoral clinical psychology graduate 
student from University of Maryland Baltimore County, Michael Earley, M.Ed., who conducted clinical 
assessments with the participants and is currently readying the collected data for analysis by members of 
the Department of Biostatistics. 
 
We are grateful to the Mental Insight Foundation for the generous funding they have provided for this study. 
 
Center for Integrative Medicine – Veterans Collaborative Trauma Study (CIM-VETS)  
PI:  Joyce Frye, DO, MBA, MSCE; Co-PI:  Catherine Dempsey, PhD; Co-Investigator:  Margaret Chesney, 
PhD  

 
The Center for Integrative Medicine – Veterans Collaborative Trauma Study (CIM-VETS), also known as 
the “Cognitive Processing Therapy and Mindfulness Intervention for Child Abuse Survivors (AMWELL-
CPT)” project was an inaugural collaboration between the Center of Integrative Medicine (CIM) and the 
Veterans Administration Maryland Health Care System (VAMHCS).  It was a pilot research study 
comparing Cognitive Processing Therapy (CPT) to Mindfulness-based Stress Reduction (MBSR) for adult 
survivors of childhood sexual abuse.  CPT is a therapeutic treatment that is commonly used in the military 
environment, such as the VA, for treating PTSD.  The main objective of the study is to establish the 
feasibility for conducting treatment comparison research in collaboration with the Veterans Administration 
(VA) focusing on military trauma and Post-traumatic Stress Disorder (PTSD) among veteran populations.  
 
This study conducts the CPT intervention with participants similar to those participating in the current study 
at CIM known as AMWELL, which is testing MBSR (see “Acupuncture and Meditation for Wellness 
(AMWELL)” above).   These two studies use identical intervention-effect assessments, enabling the results 
obtained in the AMWELL-CPT study to be compared with those obtained in the AMWELL study, providing 
an accurate comparison of CPT and MBSR interventions.  
 
We screened a total of 33 adult survivors of sexual trauma for the CPT study.  10 participants were enrolled 
and 8 completed both the CPT intervention and the assessments (2 participants dropped out after baseline 
assessments). Dr. Dempsey was the CPT interventionist during her Clinical Psychology Internship at the 
VAMHCS.  Preliminary findings for the study were presented by Dr. Dempsey at the VAMHCS in June 
2010. After the AMWELL data analyses are completed, we will be able to compare and analyze the data 
from both studies and begin manuscript preparation, which we anticipate will begin in late 2012.  
 
This pilot study was very important to CIM because it allowed the Center to expand its treatment 
approaches to PTSD to include the predominant approach being applied at the VA.  We have met key 
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study milestones:  development of the study proposal, submission of the study protocol to the University of 
Maryland IRB, experience in conducting CPT interventions, collection of pilot data for a direct comparison 
of CPT to MBSR in the treatment of sexual trauma, and most importantly, we have been able to use this 
experience to apply for funding for a new study using a veteran population.  The resulting study, “Cognitive 
Processing Therapy and Mindfulness in Veterans with PTSD” (see next study), was funded by the Mental 
Insight Foundation and is now underway.  
 
We are grateful to the Kohlberg Foundation for the generous funding they have provided for the CIM-VETS 
study. 
 
*NOTE:  The PI of this study was originally Dr. Elizabeth Kimbrough.  Due to Dr. Kimbrough’s untimely 
death, Dr. Joyce Frye became the PI for the University of Maryland. Dr. Catherine Dempsey and Dr. 
Margaret Chesney met regularly with Dr. Frye throughout this project and will continue to do so for the data 
analysis and completion. 
 
Cognitive Processing Therapy and Mindfulness in Veterans with PTSD. 
PIs: Catherine L. Dempsey PhD, MPH, Richard Amdur PhD (DC VA Medical Center),and Brian Berman 
MD (CIM) 
 
This pilot study, funded by the Mental Insight Foundation, explored the effectiveness of CPT to MBSR in 
veterans with a diagnosis of PTSD. The study aims were to target veterans in critical need of treatment with 
a diagnosis of PTSD, to determine the feasibility of enrolling patients and to establish a collaborative 
relationship with professionals in the Washington DC VA Medical Center working in the area of PTSD.  
Potential participants who had a diagnosis of PTSD and/or a history of trauma were recruited from the 
Washington DC VA Medical Center for participation in the study.  Following pre-screening and informed 
consent, participants were evaluated by a clinician for the presence of PTSD and co-morbid psychiatric 
conditions and other inclusion and exclusion criteria.  Twenty-one eligible female and male participants 
were randomized to one of two groups: 1) CPT for 12 weeks; or 2) MBSR class for 8 weeks (MBSR).  
Participants were evaluated at baseline, 4, 8, and 12 weeks for post-traumatic stress disorder, 
psychological distress, coping self-efficacy, working memory, pain symptoms, sleep quality and 
mindfulness.   Dr. Dempsey served as the project manager and CPT and MBSR interventionist while she 
was a Postdoctoral Fellow at the Washington DC VA working closely with the hospital staff to launch this 
study.  
 
Data collection, which began in June 2011, is now complete. In general, the response to the study has 
been favorable as patients are interested in the study as an opportunity to get access to MBSR treatment 
not currently available at the VA Medical Center.  A total of 102 participants were recruited to participate in 
the pre-screening process.  Out of the 102 participants contacted, 61 patients completed the prescreening 
process and 41 completed the baseline assessments. These participants completed the full battery of 
assessments including the SCID to rule out inclusion/exclusion criteria, the CAPS to assess PTSD, and self 
report measures to assess sleep quality, psychological distress, depressive symptoms and mindfulness. 21 
of these patients met eligibility criteria and were randomized to CPT or MBSR.  The first cohort of CPT 
began June 8, 2011, followed by the second and third cohorts in January 2012.  The group participants 
completed baseline, week 4, week 8, and week 12 assessments.   An unanticipated finding in this study 
was the high number of patients who did not meet criteria for a diagnosis of PTSD.  The diagnosis of PTSD 
is complex and includes a thorough review of the patients’ trauma history and accurate assessment of 
avoidance, arousal and re-experiencing symptoms.  These findings may have implications for future 



34 
 

assessment procedures and the use of more stringent gold standard methods in VA settings. Data 
analyses and manuscript preparation is underway. 
 
We are grateful to the Mental Insight Foundation for the generous funding they have provided for this study. 
 
Theme:  Addiction 
 
Treatment of Cocaine Addiction with Integrative Meditation    
PI: Kevin Chen, PhD 
 
This (R21) grant from the National Institute on Drug Abuse, at the NIH is a therapy development study, 
based on a previous observational study. The specific aims are: (1) To conduct a pilot randomized 
controlled trial of 66 outpatient cocaine users with 12 weekly facilitation meetings to assess feasibility of 
recruiting and retaining cocaine addicts, and to determine effect size of IM-augmented treatment in 
comparison with non-directive therapy (NT) control, with both groups receiving standard “treatment as 
usual” (TAU); and (2) To examine the changes in attention networks and negative mood as possible 
mediators of treatment outcomes between the two groups.   
 
Treatment outcomes were assessed at baseline, week 4, 8 and 12, and at the follow-up 3 months after 
intervention.  Primary outcomes include cocaine urine toxicology, number of weeks in treatment, and 
intensity of cocaine use.  Secondary outcome measures include Addiction Severity Index (ASI) composite 
scores, use of alcohol and other drugs, heart rate variability, craving, depression, anxiety, and self-efficacy. 
Additional measures were proposed to aid in understanding possible underlying mechanisms of IM’s effect 
on attention networks and the autonomic nervous system. A diverse team experienced in meditation and 
behavior therapy development conducted the proposed R21 project, and is preparing for a full therapy 
development study.   
 
The following study activities have been conducted with the support of the R21 grant thus far: (1) Extended 
study sites to include Man Alive, Inc. to allow a larger pool of study participants.  We used a total of 4 
treatment facilities to recruit qualified participants; and (2) Completion of the planned recruitment of 66 
subjects of cocaine addiction:  We have screened a total of 121 to enroll 66 qualified participants, among 
them, 31 completed the 12 weeks of study and 3 months follow-up, 11 completed 12 weeks of study, and 
wait for 3-month follow-up, 24 dropped out of study due to different reasons.  We will continue data entry 
and final data analysis.  We anticipate that the final report to NIH will be completed in the next two months. 
 
Integrative Meditation for the Treatment of Co-occurring Anxiety Disorders among Heroin-
Dependent Patients – a Randomized Controlled Study to Establish Feasibility and Efficacy 
PI: Kevin Chen, PhD 
 
This Independent Investigator Award from the National Alliance for Research on Schizophrenia and 
Depression (NARSAD) is supporting a therapy development study to investigate feasibility and efficacy of 
adding breathing-based Integrative Meditation (IM) to a methadone program to help patients with anxiety 
disorders (AD) to develop skills in coping with stress/anxiety, reduce anxiety sensitivity, and improve overall 
treatment outcomes.   
 
The specific aims of the study include: 1) Investigate the therapeutic effects of adding IM to methadone 
treatment to reduce anxiety disorders and related symptoms through a randomized control trial; 2) explore 
the beneficial effect of IM on overall treatment outcomes, such as prevalence of benzodiazepine (BZN) or 
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heroin use at the end of study and at 6 months follow-up, and treatment completion rate; 3) examine the 
changes in heart rate variability and saliva cortisol level as the possible mechanism for the above AD and 
substance use outcomes. 
 
This is the third year of the project (in no-cost extension). After successful recruitment of 10 participants 
into the open trial without control (the first step of the therapy development study), we have recruited 29 
participants into the pilot randomized control trial. 10 of the participants have completed the 12-week study 
and 3-month follow-up, 2 are waiting for 3-month follow-up, and 10 are still active in the meditative 
treatment (12-week study), and 7 dropped out of the study. We will continue finishing the treatment for 
existing participants and then we will compare treatment outcomes at baseline, week 12, and the 3-month 
follow-up with primary outcomes, such as diagnosis of anxiety disorders, level of anxiety symptoms, and 
anxiety sensitivity.   
 
During the open trial, 10 patients with anxiety disorders (diagnosed by SCID-IV) were recruited into the 
study. One patient was transferred to another treatment program, one was incarcerated, one dropped out, 
and seven competed the 12-week study. Most patients were enthusiastic about IM therapy and practiced 
IM on a daily basis. All patients reported a growing commitment to the therapy and practiced breathing or 
IM at least 5 days a week, which suggests that it is feasible for other, similar patients to integrate IM into 
their lives. We also gathered data on efficacy – among 7 patients with ADs who completed the trial, 5 (71%) 
had no diagnosable AD by the end of study, one had a reduced number of ADs (from 3 diagnosed 
disorders to 1), only one had no change in AD diagnosis. A significant decrease was observed in anxiety 
state (from 58.4 to 34.7, p < .05), anxiety sensitivity (from 36.5 to 21.7; p < .05) and the Beck Depression 
Index (from 24.4 to 7.3, p < .05) over the 12-week intervention, which supports our hypothesis on the 
therapeutic effect of IM for anxiety. Three patients reported benzodiazepine use at baseline, but all three 
indicated cessation of use by the end of the study.  The quality of life scale improved significantly (from 75 
to 92; p < .05), indicating the therapy may target the important and often-intractable issue of lifestyle 
change.    
 
Qigong Therapy for Treating Cocaine Addiction.   
PI: David Samelson, PsyD, Co-PI: Kevin Chen, PhD 
 
This randomized, placebo controlled trial, funded by NCCAM (R21), was in its final year in 2011-12 (with 
non-cost extension), and recruited  101 subjects  of  cocaine addiction in order to investigate the clinical 
effectiveness of external Qi therapy (EQT) for reducing cue-elicited craving and improving recovery from 
addiction.  The study is a collaboration between Dr. Kevin Chen of the Center for Integrative Medicine and 
Dr. David Samelson of the University of Massachusetts Medical School.  Dr. Chen has a sub-award from 
this grant and is responsible for the data analysis for the project.  A brief report based on the study findings 
is accepted for publishing in the coming issue of Journal of Alternative and Complementary Medicine.  
Following is an abstract summary of the final report: 
 
ABSTRACT:  
Objectives: This pilot study examined the feasibility, preliminary efficacy, and determined the effect sizes 
of external qigong therapy (EQT) in reducing cue-elicited cocaine craving and associated symptoms among 
recently abstinent cocaine-dependent (CD) individuals.  
 
Methods: This study randomized 101 CD subjects to either a real EQT (n = 51) or sham EQT control (n = 
50) group. Subjects underwent a baseline assessment and a weekly cue-exposure session for 2 weeks. 
Total EQT or sham treatments ranged from 4 to 6 sessions in 2 weeks.  
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Results: EQT-treated subjects displayed a greater reduction in cue-elicited craving (p = 0.06) and 
symptoms of depression (p < 0.05) with medium effect sizes.  
 
Conclusions: This study demonstrated the feasibility of delivering EQT among CD individuals early in 
residential treatment. Future research should include a larger sample and examine the mechanisms and 
potential longitudinal benefits of EQT. 
 
Theme:  Cancer 
 
A Randomized Controlled Trial Assessing the Effect of Acupuncture in Reducing Aromatase 
Inhibitor Associated Musculoskeletal Symptoms (AIMSS). 
PI: Ting Bao, MD, Co-PI: Vered Stearns, MD (JHH)  
 
This is a dual center (University of Maryland Marlene and Stewart Greenebaum Cancer Center and Johns 
Hopkins Sidney Kimmel Comprehensive Cancer Center) randomized, placebo-controlled trial to evaluate 
the effect of acupuncture on AIMSS, menopausal symptoms, and quality of life in breast cancer patients.  
We will randomly assign 100 women suffering from AIMSS to 8 weekly sessions of acupuncture or sham 
acupuncture.  We will use health assessment questionnaire disability index (HAQ-DI) to assess clinical 
musculoskeletal disorder severity at weeks 0, 4, 8, and 12.  Change in HAQ-DI score will be compared 
between women on Aromatase Inhibitors (AIs) receiving acupuncture versus sham acupuncture (Aim1).  At 
weeks 0, 4, 8, and 12, patients will complete menopausal symptom and quality of life questionnaires to 
compare differences between patients receiving acupuncture versus sham acupuncture (Aim2).  Serum 
estrogen and beta endorphin concentrations and cytokine profile will be measured before and after 
treatment to evaluate the etiology of AIMSS and the mechanism of acupuncture in treating AIMSS (Aim3). 
 
The study was launched in May 2008 and completed in July 2011.  Statistically significant reduction of IL-
17 (P ≤ 0.009) was observed in both groups after 8 weekly treatments with no significant intergroup 
difference. IL-17 (interleukin-17) is a cell that promotes inflammation.  We did not observe significantly 
different response to real versus sham acupuncture after 8 weekly treatments.  Sham acupuncture used in 
this study may not be equivalent to placebo.  We presented the results of this clinical study at San Antonio 
Breast Cancer Symposium in December 2011 and American Society of Clinical Oncology in June 2012.  
We are in the process of putting together two manuscripts and submitting them to peer-reviewed journals.   
  
A pilot study to evaluate the efficacy and explore the mechanism of acupuncture in treating 
bortezomib-induced peripheral neuropathy (BIPN) in multiple myeloma patients.   
PI: Ting Bao, MD, Co-PI: Ashraf Badros, MD  
 
This is a single-center, one treatment arm clinical trial assessing the efficacy, feasibility and safety of 
acupuncture in reducing the severity of bortezomib-induced peripheral neuropathy (BIPN) in multiple 
myeloma patients.  The study was launched in May 2011 and completed in May 2012.  Twenty-seven 
patients were enrolled and 25 were evaluable. There were no adverse events associated with the 
acupuncture treatment.  Fourteen (56%) patients reported improved daily functions (e.g. walking and 
coordination). Ten patients (40%) reported > 50% decrease in average NPS during treatment (week 1-10). 
Seven patients reported 50% reduction in FACT/GOG-Ntx total scores. The decrease in NPS and 
FACT/GOG-Ntx, was statistically significant between baseline assessments through week 14; p-values are 
0.001 and <0.0001, respectively. On the other hand, TNSc scores, an objective clinical assessment, did not 
significantly change. Of 15 patients who had nerve conduction studies, 5 showed >10% increase in motor 
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nerve amplitude.  At week 8, one of the measured cytokines: Brain-Derived Neurotrophic Factor (BDNF) 
significantly increased from baseline (p=0.043). Using the data generated from this study, we have 
submitted an R21 grant on using acupuncture during chemotherapy to prevent chemotherapy dose 
reduction and received a favorable score (13, 4 percentile).   
 
 

Theme:  Wellness 
 
UMB Wellness Hub collaboration and research evaluation.   
PI:  Delia Chiaramonte, MD, Co-PI:  Chris D’Adamo, PhD 
 
Drs. Delia Chiaramonte and Chris D’Adamo have initiated multiple avenues of collaboration with leaders of 
the UMB Wellness Hub, a campus-wide initiative offering programs to enhance eight dimensions of 
wellness (physical, emotional, social, intellectual, financial, environmental, cultural and ethical) with 
headquarters in the UMB Campus Center.  Current collaborative efforts include: provision of health and 
wellness lectures to faculty, staff, and students in the UMB Wellness Hub central conference rooms; 
creation of Center for Integrative Medicine office space within the UMB Wellness Hub for education of 
students throughout the seven UMB graduate and professional schools; providing free services within our 
respective areas of expertise to graduate students. Dr. D’Adamo has been providing personalized 
nutritional counseling to a number of students in the Schools of Law and Medicine and has been 
commended for this service.  Additionally, Dr. Michelle Pearce, who joins our team in August 2012, will be 
offering student counseling two days a week at the UMB Wellness Hub. 
 
With support from the Wellness Hub, a new 4-week experiential stress management program was 
developed by Drs. Chiaramonte and Kevin Chen.  The program (see Breathing-Based Mindfulness Training 
for Stress Management among Graduate Students below) incorporates elements of mindfulness, 
meditation, cognitive behavioral therapy, and positive psychology.  It was pilot tested in the spring of 2012 
with health professional graduate students.  After a successful test run, with overwhelmingly positive 
feedback, we plan to test the program in larger populations. 
 
Drs. Chiaramonte and D’Adamo also constructed a survey to assess student health and wellness outcomes 
associated with usage of the services provided by the UMB Wellness Hub. This survey has been pilot-
tested in a group of medical students.  Visiting Professor Dr. Claudia Witt is assisting with the development 
of a revised wellness assessment and we intend to administer the new instrument to all incoming graduate 
students in the future. Collecting this data will allow us to evaluate the overall effectiveness of the UMB 
Wellness program and to provide specific input to optimize the success of future program offerings. 
 
Breathing-Based Mindfulness Training for Stress Management among Graduate Students 
PI: Kevin W Chen, PhD, Co-PI: Delia Chiaramonte, MD 
 
80% of all visits to primary care physicians can be attributed to stress-related causes.  Additionally, stress 
significantly and negatively affects quality of life and job efficacy.  Effective stress management may be the 
most efficient way to minimize health problems, reduce healthcare cost, increase work efficiency, and 
increase general well-being.  Unfortunately, stress management methods are not “one size fits all” and not 
everyone who needs stress management has or will make the time to practice stress management skills.  
As a possible solution, Drs. Chen and Chiaramonte have worked together to modify our existing 12-week 
Integrative Meditation (IM) program into a 4-week breathing-based mindfulness training (BBMT) for stress 
management.  We advertise it thusly:  “This positive and mindful approach integrates three most effective 
stress management techniques – mindfulness, positivity and detachment – into one simplified and flexible 
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training, focusing on a positive and detached mindset, with some easy-to-apply daily exercises.  Hopefully 
everyone can find something useful and meaningful from this simple, short and portable training, and lead a 
happier and relaxing life.  After all, stress is not what happens to us, but how we choose to respond to what 
happens – we can choose the response wisely.” 
 
We offered BBMT to graduate level students at UMB in the Spring of 2012.  Fourteen students volunteered 
to participate in the pilot program, and were randomized into either mindfulness training group or waiting-list 
control (n=7 each group). Twelve (12) students completed the 4-week BBMT (2 dropped out, one in each 
group).  After the first 4 weeks, a significant decrease in anxiety state was reported by the BBMT group 
(from 36.3 to 31.8, p < .05), while a slight increase was observed in the control group (from 36.0 to 39.5).  
No significant changes were found in perceived stress or anxiety trait in either group. The MAAS 
mindfulness score (Brown & Ryan, 2003) demonstrated an increased trend from 57.3 to 62.3 in the BBMT 
group (p = 0.07) while no change was noted in the control group (from 45.0 to 45.7), suggesting the 
usefulness of BBMT in facilitating mindfulness.  We also tested the feasibility of collecting saliva samples to 
assess cortisol levels. Eight of the 12 students provided quality saliva samples before and after the 
intervention. Both groups reported marginally significant reduction in salivary cortisol during the study 
period, however no significant group difference was observed.  All students offered highly positive feedback 
about the BBMT program and suggested that it should be offered to the general student body.  
 
Theme:  Nutrition 
 
Genetic Predictors of Plasma Micronutrient Concentrations 
PI: Chris D’Adamo, PhD 
 
Dr. D’Adamo is leading an analysis of the genetic predictors of a wide variety of micronutrients important to 
human health. This work is funded by the Mid-Atlantic Nutrition and Obesity Research Center and National 
Institutes of Health - National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK).  
 
High serum concentrations of micronutrients have been shown to be protective against a wide variety of 
chronic diseases; including cancer, cardiovascular disease, macular degeneration, glaucoma, and many 
others. Micronutrient concentrations can be increased through the regular intake of fruits, vegetables, and 
other nutrient-dense foods, but serum concentrations in response to such healthy diets vary considerably 
between individuals. Genetic factors are thought to have a major influence on this highly variable individual 
response to dietary intake. However, genetic predictors of serum concentrations of the carotenoids and 
vitamin E, two of the most biologically active and thoroughly studied classes of dietary antioxidants, remain 
largely unexplored. One small analysis of genetic predictors of vitamin E and the carotenoids identified 
some potential targets (SNPs on apo A-IV, apo B, etc.) that we are currently validating in a much larger 
sample using more current analytical methods. These findings could have important implications with 
reference to identifying individuals at risk for deficiencies in these health-protective micronutrients. 
 
The Impact of a Mushroom Supplement on Incidence, Frequency, & Duration of the Common Cold 
PI: Chris D’Adamo, PhD 
 
Dr. D’Adamo is the Primary Investigator on a randomized, placebo-controlled clinical trial of a mushroom-
based dietary supplement on the incidence, frequency, and duration of the common cold.  This work is 
funded by Nutramax Laboratories.  
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The common cold is one of the most prevalent illnesses and leading causes of acute morbidity among 
otherwise healthy aults. Americans experience an estimated 1 billion cases of the common cold annually, 
with the average person experiencing between two to six colds per year. While the symptoms are rarely 
serious, the common cold results in 22 million clinician visits per year. The typical constellation of 
symptoms can persist for up to two weeks and includes nasal congestion, scratchy or sore throat, 
headache, and cough. The common cold causes considerable suffering and results in over 148 million days 
of severely restricted activity for Americans per year. These limitations in daily activities incur a substantial 
public health and socioeconomic burden. The common cold accounts for 20 million days of missed work, 
22 million days of missed school, and approximately $17 billion in expenditures for physician visits. In total, 
the indirect and direct costs of the common cold are thought to exceed $40 billion per year.  
 
Pharmacological options for both the prophylaxis and treatment of the common cold are currently limited. 
Less than 5% of common cold cases are of bacterial etiology, yet antibiotics are still often prescribed 
despite lack of efficacy and expansive side effects. Most common colds are of viral etiology, with rhinovirus, 
adenoviruses, and corona viruses causing the majority of cases. Therefore, enhancing the immune 
system’s capacity to prevent infection and replication of these viruses may be the most effective means to 
reduce the incidence, duration, and severity of the common cold. A number of natural products have 
demonstrated the ability to both prevent and treat the common cold. Specific micronutrients (zinc 
gluconate), herbs (Echinacea purpurea), and probiotic bacteria (Lactobacillus plantarum) have been shown 
to be effective against the common cold and are consequently among the most popular nutritional 
supplements today. Certain foods also have a history of traditional usage and an emerging body of 
scientific research supporting their ability to combat viruses, perhaps most notably mushrooms. 
 
Shiitake (Lentinula edodes) and Maitake (Grifola frondosa) are two of the most thoroughly studied 
mushrooms, both of which have been shown to possess profound immunomodulating properties. These 
mushrooms have been used extensively for their anti-viral properties in traditional medical systems and the 
specific mechanisms through which Shiitake and Maitake mushrooms elicit these properties have become 
more clear in recent decades. The polysaccharide α- and β-glucans in Shiitake mushrooms are known to 
enhance immune activity in animal models. Activated Hexose Correlated Compound (AHCC) is an extract 
of Shiitake mushroom that is rich in α-1,4 glucans and  it has been shown to positively impact the human 
immune system and improve response to influenza virus in animal models. This preliminary evidence, in 
combination with Phase I clinical trials supporting its safety in humans, suggests that a human trial 
assessing the impact of AHCC in preventing the common cold and ameliorating its symptoms is warranted. 
However, while the high α-glucan content of AHCC holds promise as a single protective agent, the β-
glucans in many other mushroom species may also provide additional protection against the common cold. 
The 1,3 β D-glucans in Maitake mushrooms, in particular, have potent immunostimulatory properties that 
may contribute to the defense against infection and replication of common cold viruses. As such, our study 
aims to evaluate whether daily consumption of a unique combination of Shiitake and Maitake mushroom 
extracts would reduce the incidence, severity, and duration of the common cold virus. 
     
An Educational Intervention Focusing upon Spices and Herbs to Improve Diet Quality among 
Baltimore City High School Students 
PI: Chris D’Adamo, PhD 
 
Dr. D’Adamo is the Primary Investigator on a six-week educational intervention comparing the impact of a 
spices and herbs educational intervention to standard nutrition education on the diet quality of high school 
students in Baltimore. This study is funded by the McCormick Science Institute.  
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Childhood and adolescent obesity is increasing at an alarming rate in the United States. Since 1980, the 
prevalence of obesity has doubled among children and more than tripled among adolescents as reflected in 
National Health and Nutrition Examination Surveys (NHANES) data. Further compounding the public health 
urgency of childhood and adolescent obesity is the fact that minority youth populations appear to be 
disproportionately affected. In particular, NHANES data revealed that African American adolescents were 
considerably more likely to be overweight (21%) and obese (19%) than Caucasian adolescents (14% 
overweight and 17% obese). This discrepancy is likely due to both socioeconomic and cultural factors, a 
combination which has limited the success of many interventions. The immediate and long-term 
repercussions of childhood and adolescent obesity are profound. 70% of obese children were found to 
possess at least one cardiovascular disease risk factor and 39% demonstrated two or more risk factors. 
Another large study revealed that obese children were at greatly increased risk of type 2 diabetes. Obese 
children and adolescents are also more likely to experience social and psychological problems, such as 
discrimination and low self-esteem, which have been shown to continue into adulthood. A related and 
highly disconcerting trend evident throughout the literature is that obese children are more likely to become 
obese adults. Adult obesity is a major risk factor for many chronic diseases including cardiovascular 
disease, type II diabetes, and some cancers. 

 

In light of the many adverse consequences associated with childhood and adolescent obesity, the causes 
driving this epidemic increase are an area of critical concern and substantial study across disciplines. It has 
become clear that childhood obesity is a multi-factorial problem. Decreased physical activity, greater 
availability and media exposure to calorically-dense and nutrient-sparse foods, increased consumption of 
sugary drinks and sodas, and limited access and exposure to healthy and affordable foods are all 
contributing to the rapid increase in childhood and adolescent obesity. Many of these contributing factors 
are either occurring in or are exacerbated by environmental challenges and deleterious choices made 
during school. The elimination of physical education class, reduction of physical activity time during recess, 
suboptimal school lunch programs, unhealthy food and beverage options in vending machines, and a lack 
of basic nutrition education in schools are all thought to be modifiable risk factors for childhood and 
adolescent obesity. Poor dietary habits among high school students appear to be a particularly powerful 
risk factor for adolescent obesity. In fact, recent work conducted by the Centers for Disease Control 
revealed that high school students consumed only 1.2 combined servings of fruits and vegetables per day, 
falling far short of the 5 daily servings recommended by the USDA. While environmental and core 
educational curriculum changes are primarily driven at the policy level, teaching students how to improve 
their diets is a powerful and cost-effective tool in reducing the risk of childhood and adolescent obesity.   

 

In 2003, Dr. Mehmet Oz co-founded the HealthCorps program to combat these pervasive risk factors and 
ultimately reduce the rising incidence of childhood and adolescent obesity. The program utilizes recent 
college-graduate coordinators to deliver unique in-school and community health programming focusing 
upon nutrition, physical activity, and mental strength. HealthCorps was initially launched at one school in 
New York City and has since grown to establish a presence in 54 schools in 13 states across the country. 
Since its inception, the HealthCorps program has impacted 100,000 students and an additional 200,000 
community members. In addition to improving physical fitness and mental resilience, HealthCorps has 
proven to be successful at helping children and adolescents across the country improve their diet quality. 
Program evaluations have demonstrated that participating students reduced their consumption of soda and 
increased fruit, vegetable, and water intake. These improved dietary outcomes are in accordance with the 
goals set forth in the USDA Dietary Guidelines for Americans. The HealthCorps program is both 
experiential and highly adaptive, regularly incorporating novel health-promoting modules into the 
curriculum. The University of Maryland research team recently received approval for the addition of a 
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spices and herbs educational component to the HealthCorps program. Spices and herbs are believed to be 
valuable vehicles to improve diet quality for a number of reasons. The vast variety of culinary spices and 
herbs enhance the flavor of healthy foods, positively engage the senses through pleasing aromas and 
colors, encourage dietary diversity through myriad flavor combinations, promote cultural identity through 
their usage in traditional recipes, and allow creative expression in cooking. 

 
The six-week study is a two-arm community intervention designed to evaluate the effects of a spices and 
herbs educational intervention on the diet quality of high school students in Baltimore. The two arms in this 
intervention are 1.) Control Group receiving basic instruction in the tenets of the USDA Food Pyramid at 
baseline but no further required nutritional education during the six-week study period (conducted at 
Patterson High School) and 2.) Spices and Herbs Education Group receiving basic instruction in the tenets 
of the USDA Food pyramid as well as six weekly, mandatory sessions of experiential and didactic 
nutritional education focused upon how to use spices and herbs to improve diet quality (conducted at 
Baltimore Freedom Academy). If determined to be more successful than standard nutritional education in 
improving the diet quality of high school students, this highly-replicable spices and herbs educational 
program could be implemented in schools across the country. 
 
Theme:  Exercise 
 
A Supervised Exercise Program for Lyme Disease 
PI: Chris D’Adamo, PhD 
 
Dr. D’Adamo is serving as the Principal Investigator on a pilot study of a supervised exercise program for 
patients suffering from persistent symptoms of Lyme Disease. This study has been funded by a private 
donor. 
 
The incidence of Lyme disease in the United States is increasing rapidly. Centers for Disease Control 
(CDC) surveillance figures reveal that state health departments reported 9,908 cases of Lyme in 1992 and 
19,931 cases in 2006; an increase of over 100% during this period. The CDC has also stated that the 
actual number of Lyme disease cases may be 10-12 times greater than what has been reported. Many 
patients who are diagnosed with Lyme disease experience a variety of persistent symptoms including 
fatigue, muscle and joint pain, and neurological disturbances. The National Institutes of Health have 
deemed this persistent constellation of symptoms post-Lyme disease syndrome (PLDS). The International 
Lyme and Associated Disease Society, an international medical society dedicated to the diagnosis and 
appropriate treatment of Lyme and its associated diseases. calls this condition chronic Lyme disease 
(CLD). While treatment options for PLDS/CLD are currently limited, exercise is believed to play a key role in 
the recovery and remission of patients suffering from PLDS/CLD. However, no forms of exercise have been 
rigorously evaluated as a treatment option for PLDS patients. Consequently, there is limited information 
available to PLDS/CLD patients with reference to the optimal type, frequency, and duration of exercise that 
many believe can ameliorate symptoms. As such, PLDS/CLD patients often experience highly variable 
levels of adherence and results with exercise. This study aimed to identify if it is feasible for PLDS/CLD 
patients to adhere to a supervised, low-intensity, resistance exercise program. Further, we are seeking to 
determine whether resistance exercise may lead to an amelioration of PLDS/CLD as expressed by a 
symptom-assessment instrument commonly employed in clinical practice. The results of this study will help 
to establish a context for optimal exercise participation among the growing number of PLDS/CLD patients. 
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Clinical Outcomes Research 
 

Bravewell Collaborative Clinical Network and BraveNet  
 

Our participation in the Bravewell Collaborative continued over the past year in two areas.  The Bravewell 
Collaborative Clinical Network is a consortium of originally eight and now nine leading integrative medicine 
clinics that meet by telephone monthly and in person semi-annually to share insights and resources in 
integrative patient care, clinic management, and research in order to promote leading edge practices in 
integrative medicine.  Six of the nine centers are at academic medical centers; while the latest addition was 
a community clinic in Venice, California demonstrating that integrative medicine can be expanded 
throughout the healthcare system.  
 
Under the guidance of the CIM, the Bravewell Collaborative formed a Practice-Based Research Network 
(PBRN).  Named BraveNet, the research network combines the nine clinical network integrative medicine 
centers into one large collaborative research resource, which will help to advance integrative medicine by 
providing clinical use, clinical outcomes and cost benefit data previously not available to the medical and 
scientific communities.  
 
The first project of BraveNet was to survey 4,000 patients across the country (500 in each of the original 
eight clinics) with data from the ninth clinic to be added for further analysis.  This data provided an estimate 
of our combined patient sample population, established the number and range of medical conditions 
encountered in our respective practices, and surveyed the variety of integrative medicine treatments 
provided. Across the board, improving wellness and prevention of future problems were the most common 
reasons given, even among patients with serious illness. This manuscript is completed and has been 
accepted for publication in Explore.  
 
The second project of BraveNet was a prospective outcome study of patients with chronic pain treated by 
integrative medicine, Study on Integrative Medicine Treatment Approaches for Pain (SIMTAP).  A total of 
400 patients were enrolled in the collective BraveNet centers and followed through treatment in the clinics. 
Patients received individualized interventions provided at each BraveNet center  Patients were assessed at 
baseline, 6, 12 and 24 weeks to assess outcomes of pain, psychological well being, as well as 
physiological and inflammatory measures of vitamin D level and C-reactive protein.  Data analysis revealed 
consistent improvements in measures of both pain and depression across the study period. 
 
A “Mapping Survey” initiated by Bravenet assessed services provided and conditions treated in the 
outpatient setting at a total of 29 integrative medicine centers across the country including the nine original 
sites. In March 2012, representatives of the 29 centers came together in Washington D.C. to discuss 
common challenges and solutions in integrative patient care and clinic management. 
 
Planning for a future “registry” study is currently underway. It will collect longitudinal outcome data on all 
patients seen in the Bravenet and select other clinics that participated in the Mapping Survey. Web-based 
data collection will begin with patients using tablet computers in the clinic waiting area using the PROMIS 
instrument developed by NIH to create a more uniform data set across multiple studies.  Funding for a two-
year study has been committed by the Bravewell Collaborative. 
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Other Research Projects and Collaborations 
 
CAM in the National Health Interview Survey 
 
The National Health Interview Survey (NHIS) is carried out annually by the CDC. In-home interviews are 
conducted with approximately 30,000 persons, with oversampling of African-Americans and Hispanics, so 
that that the data can be generalized to the entire U.S. non-institutionalized population.  In 2002 and 2007 
(and again in 2012), an additional CAM survey was included, which has provided a rich source for 
epidemiologic study of CAM usage. Dr. Joyce Frye previously utilized the 2002 data to compare CAM use 
between pregnant and non-pregnant, non-menopausal women. More recently, she compared users of 
acupuncture with users of homeopathy under a practitioner and homeopathy as self-care. The data was 
presented as a poster at the International Research Congress Integrative Medicine & Health in May, and a 
manuscript for publication is in progress. 
 

Future Directions 
 
Building on the strength and successes of our research program, we plan to continue our focus on 
traditional Chinese medicine and mind/body therapies and expand to include other CAM therapies for the 
treatment of prevalent health disorders.  Key to our future goals is continuing to build strategic partnerships 
with preeminent colleagues at the University of Maryland, including the Shock Trauma Center, the Heart 
Center, the Department of Medicine, and the Pain Center at the UM Dental School, as well as other 
national and international institutions.  We are currently working on or have submitted proposals for: 
 
Acupuncture to Prevent Chemotherapy Dose Reduction Due to Chemotherapy-induced Peripheral 
Neuropathy in Breast and Colorectal Cancer Patients. 
 
In this study, Dr. Ting Bao and colleagues will conduct a single-center, pilot (phase IIb), randomized, 
standard care- and placebo (sham acupuncture)-controlled clinical trial (N=60) assessing the effects of 
acupuncture to prevent chemotherapy dose reduction due to chemotherapy-induced peripheral neuropathy 
(CIPN) and to elucidate the mechanism of action.  We applied for NIH R21 grant to support this project and 
received a favorable score (13, 4 percentile).  Once awarded, we will start this project in December 2012.   
 
A pilot randomized controlled trial to evaluate the efficacy and explore the mechanism of 
acupuncture in reducing the severity of chemoradiation-induced mucositis in patients with 
oropharyngeal cancer. 
 
In this study, Dr. Ting Bao and colleagues will conduct a single-center, randomized controlled pilot clinical 
trial (n=20) assessing the efficacy, feasibility and safety of acupuncture in reducing the severity of 
chemoradiation-induced oral mucositis in patients with oropharyngeal cancer. The protocol has been 
approved by Cancer Research Committee and is being submitted to the Institutional Review Board of 
University of Maryland Medical Center.  We plan to start this project in October 2012.   
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Integrative Medicine in the Inpatient Setting 
 
Delia Chiaramonte, MD and Donna Audia, RN, the R Adams Cowley Shock Trauma Center’s full-time 
Integrative Care nurse, have developed a proposal for a three-year pilot project that will create an inpatient 
integrative medicine consult service in the R Adams Cowley Shock Trauma Center. The service would 
provide a full range of integrative medicine services to trauma patients and their families to assist with the 
management of pain, discomfort and anxiety and to facilitate trauma-induced growth.  Research priorities 
would include assessments of pain, anxiety, opiate usage, length of stay and patient satisfaction.  An 
education component would include a required longitudinal curriculum for physicians (Trauma Fellows), 
nurses and staff.  Attention will be given to the wellness of the care team (physicians, nurses and staff) and 
dedicated integrative wellness sessions will be provided to them. 
 
Medical Intensive Care Unit collaboration 
 
In a randomized controlled trial carried out in an Intensive Care Unit at the University of Vienna and 
published in Chest in 2005, patients who had been intubated due to exacerbations of their Chronic 
Obstructive Pulmonary Disease and who were treated with homeopathically diluted potassium dichromate 
(kali-bich) were able to be extubated and discharged from the ICU 3½ days earlier than the placebo group. 
The medication was subsequently added to the formulary at Shore Health in Easton, MD, an affiliate in the 
University of Maryland Medical System. In Spring 2012, Dr. Frye traveled to Shore Health to review the 
medical records of 16 patients on mechanical ventilation who were treated with kali-bich from 2009-2012. 
The patients had multiple complicating conditions and would not have been eligible for the treatment as 
studied. Nonetheless, there was some indication that it might be helpful. Further research is needed in a 
more diverse population to understand whether the treatment could be more universally used to decrease 
suffering and Intensive Care Unit (ICU) Length of Stay. A report of the case series is being readied for 
publication.  
 
To carry this work further, Dr. Joyce Frye has partnered with Dr. Carl Shanholtz, director of the Medical ICU 
(MICU) at the University of Maryland Medical Center (UMMC) to do a pragmatic placebo-controlled pilot 
study that will enroll the sickest patients in the MICU as assessed by a standard scoring system now used 
in all of the UMMC ICUs. Additionally, because it is unclear whether the medication works by changing the 
nature of respiratory secretions or by stimulating the patient’s healing response, pulmonary function tests 
(PFT) will be performed along with assessment of secretion characteristics to be carried out by Dr. Steven 
Hoag in the School of Pharmacy. Outcomes will include time to extubation as well as changes in secretions 
and PFT. This project has exciting potential in demonstrating the efficacy of a homeopathic treatment as 
well as having major impact for patients and for the cost of intensive care. Dr. Shanholtz is also a member 
of ARDSNet, a multi-center research group studying Acute Respiratory Distress Syndrome. The protocol 
was submitted to the International Scientific Committee on Homeopathic Investigations. Unfortunately, 
existing funds were not sufficient and we continue to seek funding for this important work. 
 
Integrative Medicine for Traumatic Brain Injury (TBI)  
 
CIM is collaborating with the R Adams Cowley Shock Trauma Center at the University of Maryland (which 
is a member of the US Air Force TBI and PTSD research team) on a program of research to investigate the 
benefits of providing integrative medicine for brain injury.  This research program builds on the on-going 
projects investigating the effect of acupuncture on post-operative pain and symptoms of mild traumatic 
brain injury (mTBI) discussed above in the section, Healing from Trauma.   
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Our research proposal to the Department of Defense for a randomized, controlled clinical trial to evaluate 
the efficacy of early intervention of acupuncture to treat mild TBI (mTBI) symptoms received a very high 
score but was ultimately not funded as soldiers were not the subjects of the study.  Due to the fact that the 
protocol called for treatment within 24 hours of injury, it was necessary for us to show proof-of-concept by 
treating patients admitted to Shock Trauma. TBI is a leading cause of death and disability in the military. In 
the current wars in Afghanistan and Iraq, injury survival has improved markedly, with blast-related injuries 
remaining the most common casualty. While soldiers with severe TBI are evacuated, those with mild TBI 
(mTBI) often remain in the combat theatre with symptoms. Moreover, there are concerns about potential 
long-term effects of mTBI including a spectrum of trauma disorders such as depression, anxiety, substance 
dependence, and post-traumatic stress disorder (PTSD).  Evidence also supports the use of acupuncture to 
treat mTBI symptoms, including anxiety, depression, headaches, body pain, and sleep problems.  If the 
recovery from these key mTBI symptoms can be accelerated by introducing treatment close in time to 
injury, the military implications could be profound. Acupuncture could be implemented in combat theatre, 
treating immediate symptoms and preventing their sequelae.  Based on these findings, an R21 grant was 
submitted to NIH/NCCAM. 
 
In addition to acupuncture, the Center is developing a new mind-body intervention for mTBI patients that is 
based on mindfulness-based stress reduction and tailored to issues confronted by patients who have 
experienced TBI. If shown to be effective in reducing mTBI symptoms, this intervention could be provided 
alone, or in combination, with acupuncture.  The intervention will be tested in mTBI patients referred by the 
R Adams Cowley Shock Trauma Center.  Many patients seen at the Shock Trauma Center, not only 
experience mTBI symptoms but report lives characterized by psychological stress, that often pre-dated 
their injury.  Given that mind-body interventions, such as the one under development, have been shown to 
reduce anxiety, depression, pain and stress, in other patient groups, the Center is interested in 
investigating the efficacy of the intervention in patients with mTBI. 
 
Pain and Inflammation 
 
Given the prevalence of co-morbid emotional disorders in patients with pain, the reciprocal effect between 
persistent pain and mood disorders is a pressing issue. Our recent studies in animal pain models have 
shown that electroacupuncture (EA) inhibits the affective dimension of pain, but its mechaniss is unclear. 
The goal of the future study is to investigate the underlying cellular mechanisms of EA on the affective 
dimension of pain. Studies suggest that low levels of 5-hydroxytryptamine 1A receptor (5-HT1AR) activity in 
the ACC play an important role in negative affective response. In our preliminary study, intra-ACC 5-HT1AR 
antagonists blocked EA inhibition of affective pain, suggesting that EA inhibits this dimension of pain by 
activating 5-HT1ARs in the ACC. It has been reported that phosphorylated Ca2+/calmodulin-dependent 
protein kinase II (p-CaMKII) accounts for the increased anxiety-related behaviors shown by 5-HT1AR-
knockout mice and that 5-HT1AR activation inhibits p-CaMKII. CaMKII-driven α-amino-3-hydroxy-5-methyl-
4-isoxazolepropionic acid receptor (AMPAR) subunit GluA1 phosphorylation in ACC may also be involved 
in anxiety-like behavior. Based on the information, we hypothesized that EA inhibits affective pain through 
mechanisms involving 5-HT1AR activation and subsequent inhibition of p-CaMKII and pGluA1 in the ACC.   
 
“Integrative Workplace Wellness Solutions” Initiative 
 
Working closely with Drs. Brian Berman and Delia Chiaramonte, Dr. Chris D’Adamo has been leading the 
development of a comprehensive wellness program entitled “Integrative Workplace Wellness Solutions” to 
be implemented in a variety of corporate, healthcare, and institutional settings in dire need of enhanced 
wellness in the workplace. While most corporate wellness programs focus on disease screening, cigarette 
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cessation, and basic physical activity promotion, the Center for Integrative Medicine program would provide 
a much broader set of helpful services including mind-body stress management techniques, novel exercise 
programs that can be performed anywhere, cooking demonstrations and practical nutritional advice that 
focuses on ensuring success even in the midst of a busy lifestyle, and many other unique features that will 
teach audiences the practice of true “self care”. Drs. Berman, Chiaramonte, and D’Adamo have developed 
curriculums for both corporate wellness assessments and for corporate wellness retreats.  An article was 
featured in the Baltimore Business Journal in July 2012 highlighting this program.  As a result, increased 
interest has been observed.  
 
Integrative Medicine and Addiction  
 
Drug abuse continues to be a major public health challenge in the United States.  Building on the on-going 
program of research on addiction at the Center, Dr. Kevin Chen and his colleagues have noted that 
patients in treatment for addiction suffer from co-occurring anxiety disorders and related symptoms, which if 
not addressed, often undermine therapeutic efforts.  Dr. Chen is leading a research effort on two fronts to 
investigate the application of mind-body medicine into this public health problem.   
 
Dr. Chen will continue to build upon pilot study data to investigate the feasibility and primary efficacy of 
Integrative Meditation (IM) as a treatment for co-occurring anxiety disorders and symptoms related to 
addiction among patients of addiction. Among the treatment outcomes he proposes to evaluate are the 
prevalence of benzodiazepine or heroin use, as well physiological changes that would be indicative of a 
reduction in stress and anxiety.  Based on the pilot study data, Dr. Chen plans to submit an R01 grant 
application to NIH to conduct a behavior therapy development study applying integrative meditation to the 
treatment of co-occurring anxiety disorders among addition patients.   
 



Education 
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The overarching goal of the Center for Integrative Medicine’s education program is to help re-focus medical 
education on humanistic values that recognize the important inter-relationship of mind, body and spirit; the 
power of self-care and self-healing; and the importance of the therapeutic relationship. We aim to train 
healthcare professionals to be able to draw from the best of both conventional and complementary 
medicine (integrative medicine) in order to treat the whole person. We also aim to prepare clinical and basic 
scientists for independent careers in integrative medicine.  
 

Medical Students  
 

Over the past year, we have continued to offer both core curriculum courses and electives at the medical 
school including: 
 
Second and Third Year Core Curriculum 
 
The Center provides a number of key lectures as part of the standard curriculum for all second year 
medical students. These lectures emphasize integrative approaches to the management of pain and stress 
management.  In particular, a lecture is given on the evidence-based use of mind-body therapies in the 
care of patients with pain and stress-related conditions.  In addition, experiential small group classes are 
offered on the topics of acupuncture and chiropractic medicine. CIM faculty members provide individual 
lectures in other courses in the medical and dental school curriculum as well.   
 
During their third year, medical students rotate through various departments within the School of Medicine.  
As part of the rotation in family medicine, Dr. Lao presents a monthly lecture on acupuncture and traditional 
Chinese medicine.  
 
Fourth Year Elective 
 
We once again offered our popular elective for fourth year students this past academic year.  The course 
was offered twice - in the fall of 2011 and the winter of 2012.  Under the leadership of Dr. Chiaramonte, 
Center faculty and community practitioners provide students with experiential, practical and didactic 
educational opportunities related to the philosophy, clinical practice and scientific basis of complementary 
therapies and integrative medicine.  The elective has been offered annually since 1995.  The popularity of 
this class has grown to the point that we have had to add extra seats to accommodate all the interested 
students. In addition, we have had visiting students from other medical schools, such as Johns Hopkins 
University, attend the course. 
 
Advanced integrative medicine independent study electives and clinical integrative medicine electives are 
also available.   
 
Medical Student CAM Interest Group 
 
The University of Maryland has an active student interest group focused on complementary and integrative 
approaches to healing.  Center faculty have met with this group and have provided presentations on 
integrative medicine in order to reinforce the interest these highly motivated students have in integrative 
medicine.  The CAM Interest Group president was selected to be the University of Maryland representative 
for the Consortium of Academic Health Centers for Integrative Medicine, and one of the co-leaders was 
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accepted to the Leadership and Education Program for Students in Integrative Medicine (LEAPS) in June 
of 2012. Dr. Chiaramonte serves as the faculty mentor to the integrative medicine interest group. 
 

Residents  
 

Family medicine residents have received one hour of lectures from Dr. Lao on acupuncture and pain 
management as part of their core lecture series.  In addition, second year residents shadow practitioners 
either in our clinic or downtown in the Family Medicine Clinic for half a day a week for 4 weeks.  As part of 
this rotation they completed selected readings, created patient and provider education material, and were 
introduced to community CAM providers.  
 
Drs. Chiaramonte and D’Adamo worked collaboratively with the residency director of the University of 
Maryland School of Medicine Preventive Medicine Residency Program to design a competency-based 
integrative medicine curriculum that could be incorporated into the preventive medicine residency. 
 

Fellowships & Mentoring 
 

A competency-based fellowship curriculum has been developed and a full time Integrative Medicine Fellow 
is scheduled to join the Center in the Fall.  The Fellow will participate in clinical learning, teaching of 
medical students and residents, presentation of evidence-based topics to Center faculty during journal club 
meetings, completion of a research project and he will choose selected complementary medicine skills to 
pursue in depth. 
 
Over the past year, we have offered numerous health professionals the opportunity to focus their careers 
on integrative medicine through research and clinical fellowships or through mentorship opportunities with 
CIM faculty.  Clinical fellowships, such as the Bravewell Fellowships, focus on integrative medicine skills, 
additional training, and/or shadowing practitioners.  Research fellows participate in clinical and pre-clinical 
research in integrative medicine, including traditional Chinese medicine and mind/body approaches, as well 
as in CAM systematic reviews (see Informatics section).  Center faculty members also provide mentoring 
for students interested in integrative medicine, serving on dissertation committees, and advising young 
investigators who are submitting grants to begin their scientific careers.   
 
Following is a brief overview of health professionals that have received fellowships or mentoring in the past 
year (in alphabetical order): 

 
Dr. Kinneta Carter, MD (July 2011 – June 2013) 
Bravewell Fellow 
Internist 
Baltimore Veteran’s Administration  
Mentor:  Dr. Joyce Frye 
 
Ke Cheng, PhD (May 2012 – May 2013) 
College of Acupuncture and Moxibustion 
Shanghai University of TCM 
Shanghai, 200071, P. R. China 
Mentors:  Dr. Lixing Lao and Eric Manheimer 
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Michael Earley, MEd (on-going) 
PhD Candidate – Clinical Psychology 
University of Maryland Baltimore County 
Baltimore, MD 
Mentors: Dr. Dr. Brian Berman, Dr. Chris D’Adamo, and Dr. Joyce Frye 
 
Irene Estores, MD (July 2011 – June 2013) 
Bravewell Fellow 
Physical Medicine and Rehabilitation, Acupuncturist 
Florida, USA 
Mentor:  Dr. Joyce Frye 
 
George Gavrila, MD (on-going) 
Resident 
University of Maryland Medical Center 
Dept of Family & Community Medicine 
Baltimore, MD 
Mentors:  Dr. Delia Chiaramonte and Dr. Chris D’Adamo 
 
Tao Liu, MD (Nov. 2011 – Nov. 2012) 
Second Teaching Hospital, Jilin University 
Changchun, Jilin, 130041, P. R. China 
Mentor:  Dr. Lixing Lao 
 
Xianze Meng (Nov. 2010 – Nov. 2011) 
PhD student 
Department of Traditional Chinese Medicine 
Shanghai Changzheng Hospital 
Second Military Medical University 
Shanghai, 200001, P. R. China 
Mentors:  Dr. Lixing Lao and Dr. Ruixin Zhang 
 
Ezra Patel, MD (June 2010 – June 2012) 
Resident, PGY-2 
University of Maryland Medical Center 
Dept of Family & Community Medicine 
Mentors:  Dr. Lixing Lao and Dr. Delia Chiaramonte 
 
Dong-Won Shin, PhD (Jan. 2012 – Jan. 2013) 
Department of Oriental Medicine Resources. 
College of Bio industry Science,  
Sunchon National University Changchun, 
Sunchon Jeonnam 540-742, Republic of Korea  
Mentors:  Drs. Lixing Lao and Ruixin Zhang 
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Sandya Singh, MD (Sept. 2011 – May 2012) 
Resident 
University of Maryland Medical Center 
Dept of Family & Community Medicine 
Baltimore, MD 
Mentor:  Dr. Delia Chiaramonte 
 
Lizhen Wang, PhD (May 2012 – May 2013) 
College of Acupuncture and Moxibustion 
Shanghai University of TCM 
Shanghai, 200071, P. R. China 
Mentor:  Dr. Lixing Lao 
 
Shifen (Peony) Xu, PhD (Nov. 2010 – Nov. 2011) 
Shanghai Municipal Hospital of TCM 
Shanghai University of TCM 
Shanghai, 200071, P. R. China 
Mentors:  Dr. Lixing Lao and Dr. Ruixin Zhang 
 
Ming Zhang, PhD (April 2011 to Oct. 2011) 
Longhua Hospital 
Shanghai University of TCM 
Shanghai, 200032 P.R. China 
Mentors:  Dr. Lixing Lao and Dr. Ruixin Zhang 
 
Peter Zhang (Aug. 2011 – present) 
1st year Medical Student 
University of Maryland School of Medicine 
Baltimore, MD 
Mentor:  Dr. Delia Chiaramonte 
 

“In their Own Words” – Mentee Perspectives 
 

Ke Cheng, PhD 
Visiting Scholar 
College of Acupuncture and Moxibustion 
Shanghai University of TCM 
Shanghai, 200071, P. R. China 
Mentors:  Dr. Lixing Lao and Eric Manheimer 
 

“During my first relatively short time (4 months) in CIM in 2008 and this whole year of visiting scholarship, I 
got the opportunity of contacting with the most recent discoveries and most advanced research in 
complementary and alternative medicine (CAM). I learnt a lot of the science of CAM from the whole center, 
especially from Dr. Lixing Lao and Eric Manheimer. The weekly journal club in CIM encouraged me to learn 
the most important and most recent developments in CAM. The instruction of Dr. Lao helped me to develop 
the adequate methodologies in traditional Chinese medicine (TCM) research. The exceptional wisdom of 
Dr. Lao always inspires me to get better knowledge of the TCM research and application. The assistance 
and collaboration with Eric on systematic review on acupuncture lead me into a new research field, in which 
my talent of mathematics and knowledge of acupuncture can be used in combination. The work on 
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Cochrane systematic review helped me develop more knowledge of evidence-based medicine and know 
better on the effect of acupuncture for specific diseases. By now I have collaborated with Eric on 3 
systematic reviews published on leading journals such as Cochrane Database of Systematic Reviews and 
Am J Gastroenterol. I'm now working with Dr. Lao and Eric on 6 Cochrane systematic reviews on 
acupuncture for hip osteoarthritis (OA), knee OA, acute low-back pain (LBP), chronic LBP, LBP attributed 
to underlying etiology, and in vitro fertilization.” 
 

Tao Liu, MD 
Visiting Scholar 
Second Teaching Hospital, Jilin University 
Changchun, Jilin, 130041, P. R. China 
Mentor:  Dr. Lixing Lao 
 
“The Center for Integrative Medicine of University of Maryland is a leading international 

center for research, patient care, education and training in integrative medicine. Working here gives me a 
good opportunity to extend my research scope and improve my research ability. I am actively involved in 
the ongoing clinical and experimental research conducted here in this center. My research interest lied in 
the comparison between Chinese medicine and modern western medicine, particularly in neurobiological 
mechanisms of acupuncture and how to evaluate the effectiveness of acupuncture with scientifically 
rigorous manner. I am planning to publish several papers in this area under guidance of Dr. Lao and with 
the help from colleagues in this center.”  
 

Lizhen Wang, PhD 
Visiting Scholar 
College of Acupuncture and Moxibustion 
Shanghai University of TCM 
Shanghai, 200071, P. R. China 
Mentor:  Dr. Lixing Lao 
 

“I’m Lizhen Wang PhD from Shanghai University of Traditional Chinese Medicine. I came here as a visiting 
scholar from May 1st for one year. During the past short 3 months, I’ve learned tremendously in the Center 
of Integrative Medicine. I’ve participated in the journal club on complementary medicine, weekly research 
meetings and attended Dr Lao’s lecture for the medicine students of family medicine department. I also 
shadowed clinical practice with Dr Lao in Family Medicine and Dr Bao in Cancer Center. I’m impressed by 
the usage of acupuncture in the western medical settings which is truly integrated into conventional 
medicine. Under the supervision of my mentor Dr Lao, I learn much research method knowledge. I gave an 
oral presentation of my research paper in the 2012 IRCIMH which was highlighted by the summary of 
Acupuncture Today. My abstract on education of Chinese Medicine has been accepted by the 2012 
ICECIM recently. I’m now helping Dr Lao with the Center to draft a paper on a clinical trial on HLXL herbal 
medicine and an English textbook of acupuncture. I expect I’ll achieve more in the rest of my stay in CIM.” 

 
Continuing Medical Education 

Healing Pathways:  Integrative Training for Health Care Professionals 
 
The Center for Integrative Medicine believes strongly that the combination of advanced technology and 
ancient wisdom is the greatest path to healing.  Drawing from our clinical and research collaborations at R 
Adams Cowley Shock Trauma Center at the University of Maryland, we have developed an education 
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program to teach nurses and other health professionals integrative skills such as guided imagery, mind-
body techniques, acupressure, Reiki, and sound healing.  In addition to didactic and experiential learning, 
the course includes several mentored sessions with course faculty at the bedside, so that practitioners can 
immediately translate what they have learned to their care of patients.      
 
In 2008, the Healing Pathways program, designed and directed by CIM Yoga Program Director Bonnie 
Tarantino, MFA, received generous start-up funding from the Mittelman Family Foundation. The program 
was approved by the American Association of Critical Care Nurses for 31 Continuing Education Units 
(CEUs), which not only provides validation of the worthwhile nature of the course, but is a major incentive 
for nurses to participate.  During the past year, the Healing Pathways program provided courses that not 
only trained nurses at the University of Maryland, but also nurses from many other hospitals throughout 
Maryland and across the country.  The Healing Pathways course is currently offered twice a year with 15 
seats per session and additional advanced trainings are offered throughout the year.  The next Healing 
Pathways class is scheduled to be held in the fall of 2012.  Additionally, the Veteran’s Administration (VA) 
Hospital in Baltimore asked Ms. Tarantino to conduct additional Healing Pathways courses for their nurses 
and two sessions of the course were presented in FY2012.  To-date more than 100 nurses have been 
trained in this integrative healing course, more than 40 nurses have completed the advanced Reiki course, 
and 14 nurses have become Reiki Masters.   
 
Donna Audia, a teacher and mentor in the program continues to act as a full-time integrative care nurse in 
the R Adams Cowley Shock Trauma Center.  “Reiki from the Heart,” established at UMMC by David Wong, 
RN, Donna Audia, RN, and Bonnie Tarantino, MFA to provide Reiki treatments to hospital staff once a 
week, continues to be very popular with hospital staff and has led to an increase in interest in the Healing 
Pathways course.  A 15-minute Healing Pathways DVD was produced by Ms. Tarantino and Ms. Audia to 
highlight support for the program and gain the interest of future participants and supporters.  It has been 
posted online and presented at various classes and conferences.   
 
Empirical data was collected from the Healing Pathways participants/graduates to objectively assess the 
perceived efficacy of the Healing Pathways program.  Both quantitative and qualitative analyses were 
conducted to investigate whether there was a decrease in compassion fatigue (also known as burnout), a 
feeling of empowerment to increase patient-centered healing, and an increase in perceived rejuvenation of 
the spirit among participating health care professionals.  Figure 1 shows that significant reductions in mean 
levels of perceived stress were identified at both eight weeks and at long term-follow up (F(80) = 21.23, 
p<.001).  In other words, data showed that the participants felt less stressed at the conclusion of the class, 
and their stress levels continued to be lower even after one year passed.  As seen in Figure 2, observed 
mean coping scores also increased significantly during the same time period (F(80) = 39.59, p<.001), which 
means that Healing Pathways graduates felt that they were better able to cope with stress because of the 
class. 
 
 
 
 
 
 
 
 
 
 
Figure 1.  *Means are significantly different from baseline, p<.01   Figure 2.  *Means are significantly different from baseline, p<.01 
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A poster of the findings was presented at the 2012 American Holistic Nursing Association conference 
(available in Appendix A) and a follow-up paper has been accepted for publication in the journal Explore 
under the title of Mixed Methods of Evaluation of and Integrative Coping and Resiliency Program for Health 
Care Professionals.   
 
While Healing Pathways was created at the University of Maryland, it is our intention to develop the 
program into a standard model that can be replicated at hospitals and medical systems across the country.  
A week-long, intensive course has been developed and approved for 45.5 CEUs and will be offered in the 
near future.  The Veteran’s Administration Hospital in Baltimore asked Bonnie to teach a similar version of 
this intensive class to its nurses and two sessions were offered in 2011-2012 at the Veterans 
Administration (VA) Hospital in Baltimore, MD and future sessions at the VA are planned. 
 
Bonnie Tarantino plans to host a tele-series highlighting several participants and their journeys since taking 
the Healing Pathways course.  She will also be working on a tele-series that will serve as a study aid for 
nurses who will be sitting for the Holistic Nursing Board Exam.  A workshop to be presented at the next 
American Holistic Nurses Association (AHNA) meeting (June 2013) will be submitted to the AHNA for 
consideration. 
 
Health and Wellness Workshops 
 
Due to high-demand, we established a Health and Wellness Workshop series that began in June 2012.  
To-date, we have offered Reiki Level I training, Seva Acupressure (worth 6 continuing education credits for 
nurses and massage therapists), and Yoga & Art courses.  Upcoming workshops include Introduction to 
Transcendental Meditation, Positive Mindset Training for Stress Reduction, and BodyWhys? BodyWise!  
Yoga for EveryBody.  Planned workshops include nutrition courses, a Reiki Level II class, “Wellness for the 
New Year,” healthy cooking classes, and an Ayurveda course.  Michael Earley, MEd is the programming 
director for this workshop series. 
 

Community Education & Outreach 
 
We have participated in many community events including presentations to a variety of groups and on-
campus health fairs, including the University of Maryland Employee Health Fair and the University of 
Maryland Wellness Fair. 
 
We received support from Healthways, Inc. for development of evidence-based material for 
www.WholeHealthMD.com – the website developed to support their medical insurance clients in the use of 
integrative medicine.  Dr. Joyce Frye led this effort providing editorial updates and new articles on 
supplements, complementary therapies, and integrative treatment of a variety of conditions.  With the 
assistance of external writers and Aaron Simon, who uploaded articles to their site, we delivered 36 articles 
this year. 
 
Social Media 
 
The Center launched a Facebook page in the spring of 2011. The page is quickly building a following and, 
at the time of this printing, has over 1,000 “likes.”  Several of our faculty and staff members regularly post 
information about integrative medicine trends and news, on-goings at the Center and the clinic, and other 
information of interest to our “fans.”  Feedback from our Facebook fans has been very positive and they 
have been sharing our page and website with friends around the globe.  The popularity of Facebook 

http://www.wholehealthmd.com/�
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prompted us to create Pinterest (user name “umcim”) and Twitter (@UMIngrMed) accounts, as well as a 
Health and Wellness Blog (http://um-cim.blogspot.com) that works congruently with our other social media 
interfaces. 

 
Presentations 
 
The Center has had an impact both nationally and internationally through conferences we have co-
sponsored, our training workshops, publications of chapters and articles, and presentations to health 
professional groups and the public.  Below is a sampling of some of the presentations the faculty and staff 
gave.  For a complete listing of publications and presentations from the past year, see Appendix B.   
 

o Ting Bao presented Acupuncture for Cancer Patients:  Practice and Research in the US at 
Shanghai, China and again in Beijing, China in March 2012 

o Brian Berman led a panel discussion on Integrative Health – Integral to Health Equality for 
the Institute for the Advancement of Multicultural and Minority Medicine’s MLK Health 
Disparities Conference in Washington, DC in August 2011 

o Brian Berman presented Integrative Practices for Diabetes Management, the Sir Alister 
McIntyre Distinguished Lecture at the 18th Annual International Diabetes Conference in 
Jamaica on March 29, 2012 

o Brian Berman presented Acupuncture and Mental Health:  What’s the Point? in April 2012 at 
the University of South Carolina’s Medical School Psychiatry Grand Rounds 

o Kevin Chen presented on October 13, 2011about Meditative therapies for reducing anxiety: 
A systematic review with meta-analysis presented at the 2011 DC Mind-Body Week in 
Washington, DC 

o Kevin Chen presented Managing anxiety and addiction with Qigong meditation – review of 
evidence and clinical implications on October 16-17, 2011 at the 2nd Qigong Conference of 
Italy in Rome, Italy 

o Kevin Chen presented Nurturing mind is the core of nurturing life, an invited presentation at 
the First World Yang-Sheng Assembly in HangZhou, China in December 2011 

o Delia Chiaramonte presented An Office-based Approach to Stress Management at the 2011 
Maryland Research Collaborative in Baltimore, MD 

o Delia Chiaramonte presented A Complementary Medicine Approach to Pain Management at 
the Johns Hopkins Rheumatology Conference in 2012 in Baltimore, MD 

o Delia Chiaramonte presented A Positive Approach to Stress Management in 2012 at the 
Haddassah of Baltimore in Baltimore, MD 

o Delia Chiaramonte provided the required CAM lecture for the University of Maryland Pain 
Fellowship which has its core with the Pain Center at Kernan Rehabilitation Hospital 

o Chris D’Adamo presented on Short-term Changes in Body Composition after Hip Fracture, at 
the 2011 Gerontological Society of America Annual Meeting in Boston, MA 

http://um-cim.blogspot.com/�
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o Chris D’Adamo presented on Nutrition and Older Adults at the 2011 University of Maryland 
School of Medicine Epidemiology of Aging Trainee Grant Forum in Baltimore, MD 

o Chris D’Adamo presented on Genetic Predictors of Plasma Micronutrient Concentrations at 
the 2012 Mid-Atlantic Nutrition Obesity Research Center Symposium in Baltimore, MD 

o Chris D’Adamo presented Practical Diet and Exercise Strategies for Preventive Medicine 
Physicians to Johns Hopkins University School of Medicine Preventive Medicine Residency 
Program in Baltimore, MD in 2012 

o Joyce Frye presented Alternative Medicine and Diabetes in December 2011 to the American 
Association of Diabetes Educators in Baltimore, MD 

o Joyce Frye gave the Annual Bradley Pediatrics Society Lecture for the University of 
Maryland Department of Pediatrics on Integrative Medicine in Pediatrics. 

o Lixing Lao was an invited panelist at a Roundtable Discussion on How can differences in 
clinical patient characteristics of pain and treatment responses better inform clinical medicine 
and prospective research? Pathways Toward Evidence-Based, Personalized Analgesic 
Medication at the National Institute on Drug Abuse (NIDA) in Bethesda, MD in September 
2011 

o Eric Manheimer and Susan Wieland led a 2-day systematic review training workshop at the 
ISCMR’s 6th Research Methods in Complementary and Integrative Medicine training course 
in Baltimore, MD in April 2012 

o Lixing Lao presented Clinical Evidence of Acupuncture on Treating Low Back Pain at a 2012 
American Academy of Pain Medicine meeting in Palm Spring, CA 

o Bonnie Tarantino presented Healing Pathways material at the VAMHCS Social Work 
Conference for Social Workers on March 16, 2012 

o Bonnie Tarantino presented Healing Pathways material at the 2012 Trends in Nursing 
Practice Conference on May 1, 2012 

o Bonnie Tarantino and a team from CIM presented a poster in Salt Lake City, UT for the 
American Holistic Nurses Association annual meeting on May 14, 2012  entitled Healing 
Pathways - An Integrative Resiliency Training Program for Health Care Profession 

o Ruixin Zhang presented Electroacupuncture attenuates bone cancer pain and inhibits spinal 
interleukin-1β expression in a rat model at the 3rd Chongqing International Clinical 
Neuroscience Forum & NeuroDrug Conference in Chongqing, China in October 2011 

o Ting Bao, Brian Berman, Delia Chiaramonte, Chris D’Adamo, Joyce Frye, Lixing Lao, Lauren 
Richter, and Rebekah Owens presented various workshops and/or panel lunch at the CIM 
2012 Health and Wellness Conference in April 2012. 
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Health and Wellness Conference 2012 (see Appendix C) 
 
“Explore, Experience, Engage” was the theme for the Center for Integrative Medicine’s first annual Health 
and Wellness Conference.  On April 14, 2012, more than 400 health professionals and health enthusiasts 
came to the Baltimore Hilton to explore, experience, and engage in wellness promotion and disease 
prevention.  Best-selling author and wellness expert Dr. Andrew Weil was our morning keynote speaker 
and Dr. Thomas Scalea, physician-in-chief at the R Adams Cowley Shock Trauma Center, inspired 
participants during his keynote address in the afternoon.  A lunchtime panel discussed the future of 
healthcare and 25 interdisciplinary workshops were led by CIM faculty and other leading health and 
wellness experts.  Overwhelmingly, participants reported having a great experience (97%) and one 
participant wrote, “This was a wonderful conference – easily the most engaging one that I have personally 
attended thus far in my 30-year career as a registered nurse in Baltimore.”  Additionally, more than $70,000 
was raised in sponsorship funding.  

Visiting Professor 

 
Claudia Witt, MD, MBA is Vice Director at the Institute of Social Medicine, Epidemiology and Health 
Economics, Professor of Medicine, and Head of the Division for Complementary Medicine at Charité 
University in Berlin, Germany.  She specializes in clinical and epidemiological studies in Complementary 
and Integrative Medicine, as well as economics and safety evaluations.  Dr. Witt is collaborating with the 
Center’s current research team on current projects and developing new projects, primarily focusing on 
methodological aspects of clinical studies and comparative effectiveness research, including health 
economic analyses.  She will also be teaching and lecturing on the UMB campus. 

Future Directions 
 
Yoga Teacher Certification with Reiki Master Training Course 
 
The University of Maryland Center for Integrative Medicine’s Healing Pathways Yoga Teacher Training is 
designed to prepare health care professionals to use yoga as an integrative tool in the health care 
profession.  Organized and led by our Healing Pathways Director, Bonnie Tarantino, MFA, and co-led by 
Nancy McPartland, LCSW-C, this unique training gives special attention to the health benefits of yoga while 
providing a thorough explanation of postures, yoga philosophy, meditation, toning and chanting.  In 
addition, current research in the medical field is included in the course material, showing the current trends 
in the field of healing yoga.  All participants will graduate, not only yoga teachers, but also as Reiki Masters.  
Classes begin on September 20, 2012 and conclude with an intensive retreat on May 18, 2013.  Additional 
information and the application are available in Appendix C. 

 
Interprofessional Integrative Health Education Track  
 
Initiated by our Director of Education, Dr. Delia Chiaramonte, we have developed a proposal for a unique 
and transformative educational program that will allow students to actively pursue their own health and 
wellness as they learn skills to maximize the health of their patients/clients.  As they train to be excellent 
physicians, nurses, dentists, pharmacists, social workers and lawyers, they will also learn to be effective 
health and wellness mentors.  They will learn evidence-based approaches to integrating complementary 
treatment modalities with conventional medical diagnoses and treatment. In addition they will gain 
important collaboration skills by learning alongside students in disciplines other than their own. 
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The goals of the Interprofessional Integrative Health Education Track are to create and implement a unique 
integrative medicine educational curriculum designed to provide an in-depth integrative health educational 
experience for graduate students at the University of Maryland’s Baltimore campus.  Students accepted 
into the program will begin upon matriculation to their graduate program and continue until graduation.  The 
Integrative Medicine track will be available to students in the Schools of Medicine, Nursing, Dentistry, 
Social Work, Pharmacy and Law and will be designed to accompany each School’s standard graduate 
curriculum.  Students will be expected to dedicate hours during their vacations to the program. 
 
Drs. Berman and Chiaramonte have had preliminary meeting with the University of Maryland President, Jay 
Perman, MD, and the Interpersonal Integrative Medicine Track proposal has been met with great interest 
and support.   
 
“Food as Medicine” Course 
 
Dr. Chris D’Adamo has been developing the curriculum for a “Food as Medicine” course for medical 
students. Recent research has revealed a strikingly poor state of nutrition education in United States 
medical schools. Perhaps most notably, nearly 90% of graduating medical students believe that more time 
should be dedicated to nutritional education in medical school. The content for this course will focus upon 
practical nutritional topics aimed at both the prevention and treatment of chronic disease and will include: 
evidence-based assessment of popular diets, scientific rationale and evidence supporting and refuting 
dietary supplements, organic foods, assessment of genetically modified foods, benefits of eating locally, 
healthy cooking demonstrations, psychology of eating, food policy, etc. A variety of highly qualified 
nutritional scientists, physicians, practicing nutritional professionals, chefs, and other experts will be invited 
as guest speakers. The ultimate goals of the course are to expose future medical professionals to the 
nutritional issues that they will face in medical practice and to arm them with the tools to provide effective 
dietary solutions. 
 
International East/West Center 
 
Building on the success of the past 20 years, the Center for Integrative Medicine is developing a plan to 
establish an East/West Center that expands on our existing productive work in traditional Chinese medicine 
and our strong collaborations with Asia.  Marrying the strengths of two distinct medical practices and 
philosophies, the East/West Center will serve as an international conduit for new integrated approaches to 
health promotion and disease management.  To this end, the East/West Center will be a partnership 
between the Center for Integrative Medicine and leading experts from institutions in Hong Kong, mainland 
China, Singapore, South Korea, and other nations, including universities in Africa and Europe, with the 
purpose of fostering research, education, and interdisciplinary models of clinical care, as well as developing 
initiatives to disseminate this information.  Our faculty is actively strengthening relationships and 
collaborations in Asia, including working with numerous visiting scholars from abroad. 
 
Conferences 
 
Planning is well underway for our May 4, 2013 Health & Wellness Conference, which will feature Dr. Mark 
Hyman as one of our keynote speakers.  This conference will have a pain track offering continuing medical 
education credits (CMEs) for physicians, and will also include workshops on nutrition, mind-body skills, 
environmental health, and leadership. This year our lunchtime panel will consist of a physician, a nurse and 
a health care lawyer who will discuss “Changing the Paradigm of Health Care.”  The target audience is 
primarily health professionals, including nurses and physicians, but lay people are also welcome to attend.   



Informatics 
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The goal of the Center for Integrative Medicine’s informatics program is to serve as a resource to researchers, 
clinicians, patients, and healthcare policy makers for high quality information on complementary and alternative 
medicine (CAM).  This goal is accomplished by assembling and systematically reviewing the worldwide scientific 
literature in CAM.  
 

Coordinating Center of the Cochrane Collaboration Complementary and Alternative Medicine 
(CAM) Field 
 

Our primary activities in this area involve acting as the Coordinating Center of the Cochrane Collaboration CAM 
Field.  This field is an international group of individuals dedicated to facilitating the production of systematic 
reviews of randomized clinical trials in areas such as acupuncture, massage, chiropractic, herbal medicine, 
homeopathy, and mind-body therapy. It is a member entity of the Cochrane Collaboration, a worldwide 
organization that prepares systematic reviews of all kinds of healthcare therapies, and publishes these reviews 
in The Cochrane Library.  
 
In 2007, CIM was successful in securing re-funding from the NIH, National Center for Complementary and 
Alternative Medicine (NCCAM) to support our Cochrane work. This funding has enabled CIM to: 

• expand and disseminate the CAM Field register of controlled trials  
• increase the number of high quality systematic reviews in CAM 
• contribute to training reviewers and promoting international collaboration 
• promote the research produced by the Cochrane Collaboration. 

 
In 2011, we invested significant time and resources in preparing an application for a second renewal of the 
Cochrane CAM Field grant. This second renewal application was submitted to NCCAM for the grant application 
deadline of November 15, 2011. For this second renewal application, we proposed to pursue innovative 
approaches to further facilitate the development of our trials database and to further the preparation and 
updating of clinically relevant systematic reviews. The Cochrane CAM Field projects that we proposed in this 
second renewal application support NCCAM’s 2011-2015 Strategic Plan objectives 3 and 4 (i.e. “Improve the 
capacity of the field to carry out rigorous research” and “Develop and disseminate objective, evidence-based 
information on CAM interventions”). The renewal application received an extremely favorable score and we are 
currently awaiting confirmation of funding renewal. 
 
CAM Field Register of Controlled Trials  
 
We have recently conducted extensive work to enhance the Field’s register of controlled clinical trials: 

 
• First, to identify Chinese language trials for the CAM Field register, Jianping Liu, Director of the Center 

for Evidence Based Chinese Medicine at the Beijing University of Chinese Medicine (BUCM) has trained 
18 ‘handsearchers’, i.e. researchers at his Center who search electronic databases and hand search 
Traditional Chinese Medicine (TCM) journals to identify Chinese trials of TCM. Over the past year, 
BUCM handsearchers identified 935 citations of TCM trials. The citations were translated into English, 
entered into a ProCite reference management database, and were submitted to the CAM Field in 
January 2012.  CAM Field faculty checked the contents and formatting of these references, and added 
the records to the CAM Field specialized register for incorporation in The Cochrane Library. 

 

INFORMATICS 
 

http://www.cochrane.org/reviews/clibintro.htm�
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• Second, the CAM Field coordinated with Myeong Soo Lee, Principal Researcher in the Division of 
Standard Research at the Korea Institute of Oriental Medicine, to identify Korean trials of TCM. 
Collaborators at the Institute identified 307 citations of randomized controlled trials of TCM published in 
Korean journals.  The titles and abstracts of the citations were translated into English, entered into a 
ProCite reference management database, and were submitted to the CAM Field in March 2012. CAM 
Field faculty checked the contents and formatting of these references, and added the records to the 
CAM Field specialized register for incorporation in The Cochrane Library. 
 

• Third, the CAM Field coordinated with Prathap Tharyan, Director of the South Asian Cochrane Network 
and Associate Director of the Christian Medical College in Vellore, India, to identify trials of Ayurveda, 
Unani and other traditional medicines of South Asia contained in the South Asian Database of 
Controlled Clinical Trials (SADCCT), a centralized database of reports of controlled trials conducted in 
South Asia. Trained staff at the Christian Medical College identified 32 citations of traditional medicine 
trials from the SADCCT. The citations were entered into an Endnote reference management database 
and submitted to the CAM Field in November 2011. CAM Field faculty checked the references, 
transferred the citations to a ProCite reference management database and then added the records to 
the CAM Field specialized register for incorporation in The Cochrane Library. In March 2012, CAM Field 
faculty accessed an online version of the SADCCT and identified an additional 42 citations of CAM 
trials. These trials were also added to the CAM Field specialized register for incorporation in The 
Cochrane Library.   

 
• Fourth, the CAM Field works with Dr. Susan Wieland, research associate at the University of Maryland 

School of Medicine with expertise in the Cochrane Collaboration and trials registers, to build, maintain, 
and submit to The Cochrane Library’s Cochrane Central Register of Controlled Trials (CENTRAL) the 
CAM Field specialized register. Dr. Wieland supplements the searches described above with ongoing 
searches for CAM controlled trials in each issue of CENTRAL, which includes all MEDLINE and 
EMBASE records of controlled trials as well as records of controlled trials that have been identified and 
submitted to The Cochrane Library by Cochrane contributors. The specialized register currently includes 
43,312 records (as of Issue 1, 2012 of The Cochrane Library).  
 

• Fifth, during the past year, CAM Field faculty have devoted considerable effort towards the preparation 
of a bibliometric analysis of the contents of the CAM Field specialized register. In 2011, Susan Wieland 
and Eric Manheimer developed a protocol which describes the work undertaken in the development of 
the database to date, as well as the plans for the analysis of its contents. Briefly, the developmental 
progress to date has involved first developing detailed, explicit, and ‘operational’ database inclusion 
criteria, explicated both in terms of how we defined controlled trials and how it was determined whether 
these controlled trials should be considered CAM-related. The protocol describes these inclusion criteria 
and how they were followed in the development of the database from 2007 to the present, including the 
collaborations and ongoing searches described above.  
 
To prepare the CAM Field database for the bibliometric analysis, over the past year CAM Field faculty 
have spot-checked the database for errors; de-duplicated the records in the database; standardized 
journal title names (to accurately tabulate lists of the journals publishing the most CAM trials); identified 
whether included records are present in PubMed; and identified the records’ language of publication. 
Another preparatory step to the bibliometric analyses is the keywording of the records on CAM topic 
areas and health conditions. The role of keywords is to bring together studies scattered by a multiplicity 
of natural language terms. For the CAM topic area keywords, a variant of the CAM topic groupings in 
the CAM Field ‘topics list’ has been chosen. For the health condition keywords, a variant of the health 
condition groupings established by the Cochrane Collaboration for the browse list of Cochrane reviews 
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on the home page of the Cochrane Library (www.thecochranelibrary.com) has been selected. For 
keywording the database, CAM Field faculty are collaborating with Dr. Margaret Sampson, an 
experienced information specialist with the Children’s Hospital of Eastern Ontario in Ottawa, Canada, 
who is developing electronic search strategies for identifying all records related to specific keywords, 
using relevant terms from the CAM on PubMed subset strategy. Keywording the register will not only 
allow us to characterize the CAM Field specialized register according to CAM topics and health 
conditions, but also improve the accessibility, usability, and retrieval performance of the database. 
Reviewers will find it easier to locate relevant trials in a keyworded database, enabling a more 
comprehensive identification of trials for systematic reviews. 

 
• Sixth, Eric Manheimer and Susan Wieland are actively involved in initiatives to develop and enhance 

Cochrane-wide registers of clinical trials. Eric Manheimer is a contributor to the Cochrane Information 
Retrieval Methods Group, and Susan Wieland is an active contributor to the Information Retrieval 
Methods Group and the Trials Search Coordinators Group.  Susan Wieland has also contributed 
feedback on the development of the Cochrane Register of Studies (CRS), a study-based trials register 
that is being implemented in 2012-2013. The CRS will have a close relationship with CENTRAL such 
that records from within CENTRAL may be grouped within the CRS according to the study of origin.  
 

Systematic Reviews 
 

CIM/Cochrane CAM Field faculty have continued to work on Cochrane and non-Cochrane systematic reviews 
over the past year. Notably, CAM Field faculty successfully revised and submitted for publication a major 
systematic review of acupuncture for irritable bowel syndrome. This review was published online in the American 
Journal of Gastroenterology, a leading clinical gastroenterology journal which has a co-publication agreement 
with the Cochrane Collaboration, in April 2012. This was followed by publication of a Cochrane version in The 
Cochrane Library, in May 2012. During the past year, our partner Center at the Beijing University of Chinese 
Medicine published a Cochrane systematic review of Chinese herbal medicines for hypercholesterolemia, which 
was funded in part by our Cochrane R24 NCCAM grant, and which acknowledged this NCCAM grant on the 
publication. A Cochrane systematic review of Ayurvedic medicine for diabetes mellitus was also funded in part 
by funding from our Cochrane R24 NCCAM grant, and acknowledged the grant on the publication. The CAM 
Field faculty is also currently working on Cochrane reviews of acupuncture for knee osteoarthritis, acupuncture 
for hip osteoarthritis, acupuncture as an adjuvant to IVF, acupuncture for acute back pain, acupuncture for 
chronic back pain, and acupuncture for back pain with a presumptive etiology. Finally, in May 2012, CAM Field 
faculty registered a title for a Cochrane systematic review of yoga for low back pain with the Cochrane Back 
Group. Publication of a Cochrane protocol for this review is expected in late 2012, and submission of the 
completed review is planned for 2013. 
 

Database of CAM-related Reviews 
 

As an additional element of our effort to make the evidence base on CAM accessible to providers and 
consumers of CAM, we have continued to refine and maintain our CAM Field topics list, the online classification 
system for CAM-related Cochrane reviews which is publically available on the Cochrane.org website, on the 
webpage http://summaries.cochrane.org/search/site/?f[0]=im_field_terms_cochrane_library%3A44450.  The 
CAM Field topics list on the Cochrane.org website allows viewing of all CAM-related Cochrane reviews in 
alphabetical order, by review stage (protocol or completed review), and by topic category.  Each review title 
listed is linked to a Cochrane review abstract and a plain language summary of the review.  In order to maintain 
this list, we download new protocols and reviews from each issue of the Cochrane Database of Systematic 
Reviews, screen the abstracts of reviews and protocols for CAM content, and then link the new CAM-related 
reviews to the appropriate category on the topics list.  The placement of this list on the Cochrane.org website, 

http://www.thecochranelibrary.com/�
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and the multiple options for viewing the list of reviews, are designed to allow persons interested in Cochrane 
evidence on CAM to identify and access the evidence that is of interest to them. In addition to the Cochrane.org 
CAM Field topics list, which is browseable by categories and topics, a simple, alphabetical, regularly updated 
listing of CAM-related Cochrane reviews and protocols, which numbers 556 completed systematic reviews and 
256 review protocols (as of Issue 5, 2012), is posted on the University of Maryland CAM Field website, available 
at http://www.compmed.umm.edu/cochrane_reviews.asp. 
 
We have found the CAM Field topics list to be very valuable, particularly in promoting and marketing Cochrane 
CAM-related reviews, and facilitating the accessibility of these reviews. For example, we have received requests 
from journal editors, governmental organizations, physician groups, and researchers, for lists of all CAM-related 
Cochrane reviews or lists of reviews of specific CAM topics (e.g., acupuncture, Chinese herbal medicine). By 
preparing and keeping current the topics list, we are able to quickly respond to such requests, providing those 
who request with a reproducible and current list of CAM-related Cochrane reviews, selected using explicit, 
transparent eligibility criteria. The US National Institutes of Health, National Center for Complementary and 
Alternative Medicine now includes prominent links to the Cochrane CAM Field topics list on the their ‘Research’ 
webpage (http://nccam.nih.gov/research/), their ‘Resources for Health Care Providers’ webpage (http:// 
nccam.nih.gov/health/providers/), and their ‘Research Results’ webpage (http://www.nccam.nih.gov/research/ 
results/). 
 
Finally, to ensure that reviews relevant to CAM are completed and published in the Cochrane Database of 
Systematic Reviews, each year, the CIM/Cochrane CAM Field awards a bursary to Cochrane reviews for which 
substantial progress has already been made and whose completion has been stalled due to a lack of funding. A 
Call for Applications was announced through Cochrane e-mail lists in September 2011.  Eric Manheimer and 
David Moher of the University of Ottawa Evidence-based Practice Centre formally evaluated all applications 
received and selected the two proposals to each receive the $5,000 USD award. For the past year’s awards, 
one of the 2 successful proposals was for an update of the Cochrane review on Chinese herbal medicines for 
osteoarthritis, and the other was for a new Cochrane review of Chinese herbal medicine for menopausal 
symptoms.  
 

Systematic Reviews Training 
 
As part of our effort to increase the number of qualified CAM researchers, CAM Field faculty provide training in 
critical assessment and production of systematic reviews to medical students, researchers, and clinicians. For 
example, as part of a yearly Integrative Medicine elective course for fourth year medical students, CAM Field 
faculty contributes classes on systematic reviews, CAM, and the Cochrane Collaboration.  The CAM Field 
faculty also presented an interactive workshop on systematic reviews to researchers and clinicians at the 2012 
International Research Congress on Integrative Medicine & Health in Portland, Oregon on May 15, 2012. 
Finally, CAM Field faculty plan to present a workshop on systematic reviews at the 8th Congress of the 
International Society for Complementary Medicine Research in 2013. 
 

International Collaboration 
 

The CIM/Cochrane CAM program also fosters collaboration among systematic reviewers worldwide. Each year 
at the Cochrane Colloquia, Field faculty host the international Cochrane CAM Field meeting, which provides an 
opportunity for CAM Field contributors from multiple Cochrane Groups around the world to network and 
collaborate on their CAM-related activities. At the Cochrane Colloquium in Madrid, Spain on October 20 2011, 
CAM Field faculty and our international collaborators presented updates to interested Cochrane members on 
Field activities and plans for the near future. 

http://www.compmed.umm.edu/cochrane_reviews.asp�
http://nccam.nih.gov/research/�
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CAM Field faculty also respond on an ad hoc basis to requests for peer-reviewers from coordinators of 
Cochrane Collaborative Review Groups. To identify potential peer-reviewers, faculty members consult our 
regularly maintained and updated database of details about CAM Field members. Because each member 
indexed in the database is coded on both CAM area of expertise and on Cochrane role interest, the identification 
of a member with the appropriate expertise and interest is greatly facilitated. During 2011-12 we continued 
collecting information prospectively from all persons attending CAM Field lectures, workshops or meetings who 
indicated they wished to be included in the CAM Field database of members. The CAM Field database now 
contains 222 active members, with details about CAM expertise and Cochrane role interest captured for each 
member. 
 

Methodological Research 
 

The CIM/Cochrane CAM program also conducts research to critically examine the methodology of systematic 
reviews. Review of methodology, already well underway in conventional medicine, is important to ensure the 
validity and quality of the research, and should become standard practice in CAM as well. There now exists a 
substantial research base of randomized controlled trials and systematic reviews evaluating the effectiveness of 
CAM therapies; only a high quality study can provide a reliable assessment of the effectiveness of a therapy. To 
address this important issue, researchers have begun devising methods for the optimal conduct of RCTs and 
systematic reviews in CAM, as well as the optimal methods of evaluating the quality of the research already 
conducted. 
 
In 2010-2011, we collaborated with the University of Ottawa Evidence-based Practice Centre to conduct a 
methodological review to assess the adequacy of safety reporting in CAM RCTs. Clear and concise reporting on 
the frequency and severity of potential adverse events is necessary for assessing the benefit-harm ratio of CAM 
RCTs.  This review, which was published in the open-access journal BMC Complementary and Alternative 
Medicine in August 2011, found that safety reporting in CAM RCTs across 15 different CAM interventions is 
largely inadequate and concluded that the quality and quantity of reporting safety information in CAM 
randomized trials requires considerable improvement.   
 
In 2011-2012, we continued our collaboration with the University of Ottawa Evidence-based Practice Centre to 
conduct a methodological review examining the characteristics of CAM systematic reviews. The conduct and 
reporting of systematic research on CAM therapies must be of high quality if stakeholders are to interpret 
research findings with confidence. This study evaluated and compared methodological and reporting 
characteristics of a sample of CAM-related systematic reviews and a comparison sample of non-CAM 
systematic reviews. The study concluded that the two types of reviews exhibited different strengths and 
weaknesses, but that there were some areas, such as reporting sources of funding, in which both types of 
reviews require improvement. This study report has recently been submitted to PLOS One. 
 
Finally, in 2012 we published a review in PLoS ONE of the use of comparative effectiveness research (CER) 
measures on acupuncture for back pain. The study used a pragmatic-explanatory continuum indicator summary 
tool and the six CER defining characteristics put forth by the Institute of Medicine to evaluate the extent to which 
the evidence from comparative RCTs of acupuncture for low back pain was relevant to clinical and health policy 
decision making. The study concluded that the 10 trials included in the review covered the efficacy-effectiveness 
continuum and that those with more flexible acupuncture and no placebo control scored closer to effectiveness. 
The study also concluded that the instruments used to assess the efficacy-effectiveness characteristics of trials 
required further development. 
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Dissemination 
 

The CAM Field collaborates with the Norwegian branch of the Nordic Cochrane Centre to communicate the 
message of Cochrane Reviews to the general public through the creation of Summary of Findings tables/Plain 
Language Summaries (SoF/PLS) of CAM-related Cochrane Reviews. Each SoF table focuses on the major 
comparison from a review (e.g. acupuncture versus sham acupuncture) and shows in a tabular format the 
findings for each outcome for this comparison, as well as an evaluation of the overall strength of the evidence 
for each finding. The PLS are derived from the SoF tables. After the SoF/PLS have been prepared, they are 
sent to the Cochrane review authors in order to verify that they accurately reflect the findings of the review. 
These SoF/PLS, which have been under development by the Cochrane Collaboration since 2000, are based 
upon the GRADE approach for evaluating the strength and quality of research evidence, and will be required for 
the next generation of Cochrane reviews. Our goal is to disseminate these SoF/PLS in order to widen access to 
the work of the Cochrane Collaboration and to make plain language information from CAM-related Cochrane 
reviews accessible to providers and consumers of CAM.  The collaboration with the Nordic Cochrane Centre has 
so far resulted in the preparation of SoF/PLS for 28 Cochrane reviews. Beginning with the July/August 2009 
issue of the journal Altern Ther Health Med, the CAM Field launched a column to highlight some of the recent 
SoF/PLS of CAM-related Cochrane reviews for CAM researchers and clinicians. Over the past year, two of 
these Altern Ther Health Med columns have been published. We recently decided to move the column from 
Altern Ther Health Med to Global Advances in Health and Medicine, a new journal which has been launched by 
the former Editors of Altern Ther Health Med. An introduction to and description of Cochrane SoF/PLS was 
published in this new journal’s first issue of March 2012, and two Global Advances in Health and Medicine 
columns on Cochrane CAM reviews have been published to date. 

 
The CAM Field faculty also maintains a webpage of streamlined and simplified lay summary overviews of 
Cochrane CAM reviews. The overviews, which provide short, easy to understand summaries of all Cochrane 
CAM-related reviews relevant to the treatment of a specific condition, are available on the ‘Consumer 
Summaries’ page of the CAM Field website (http://www.compmed.umm.edu/cochrane_ consumer.asp), 
organized according to the therapeutic area, healthcare condition, and treatment. It is our hope that these 
overviews are useful to consumers or patients who are looking for the bottom-line message about the Cochrane 
evidence for CAM treatments 
 
 

http://www.compmed.umm.edu/cochrane_%20consumer.asp�
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anxiety: A systematic review and meta-analysis of randomized controlled trials.  Depression and Anxiety. 2012; 29:545-
562. 

4. Yang Z, Grinchuk V, Ip SP,  Che CT, Fong HHS, Lao L, Wu J, Sung JJ, Berman B, Shea-Donohue T, Zhao A.  “Anti-
Inflammatory Activities of a Chinese Herbal Formula IBS-20 In Vitro and In Vivo,” Evidence-Based Complementary and 
Alternative Medicine, vol. 2012, Article ID 491496, 12 pages, 2012. doi:10.1155/2012/491496 

5. Manheimer E, Wieland LS, Cheng K, Min Li SM, Shen X, Berman BM, Lao L.  Acupuncture for Irritable Bowel 
Syndrome:  Systematic Review and Meta-Analysis.  The American Journal of Gastroenterology.  10 April 2012 [Epub 
ahead of print].  doi: 10.1038/ajg.2012.66 

6. Witt CM, Manheimer E, Hammerschlag R, Lüdtke R, Lao L, Tunis SR, Berman BM.  How well do randomized trials 
inform decision making: systematic review using comparative effectiveness research measures on acupuncture for back 
pain.  PLoS One. PMID: 22389699 2012;7(2):e32399. Epub 2012 Feb 28. Review. 

7. Lao L, Huang Y, Feng C, Berman BM, Tan MT.  Evaluating traditional Chinese medicine using modern clinical trial 
design and statistical methodology: application to a randomized controlled acupuncture trial.  Stat Med. 2012 Mar 
30;31(7):619-27. doi: 10.1002/sim.4003. Epub 2011 Feb 23.  PMID: 21344469 
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University of Maryland School of Medicine 
Center for Integrative Medicine 

Presentations / Workshops / Abstracts for FY2012 

1. Berman B. (Aug 2011) Integrative Health – Integral to Health Equality.  Institute for the Advancement of 
Multicultural and Minority Medicine’s MLK Health Disparities Conference in Washington, DC. 

2. D'Adamo C, Hawkes W, Miller R, Jones M, Hochberg M, Yu-Yahiro J, Magaziner J. (2011). Short-term 
Changes in Body Composition after Hip Fracture. Symposium presentation at the Gerontological Society of 
America Annual Meeting in Boston, MA. 

3. D’Adamo C. (2011). Practical Diet and Exercise Strategies. Presentation at University of Maryland System 
Women’s Forum in Baltimore, MD. 

4. D’Adamo C. (2011). Vitamins, Minerals, and Supplements… Oh My! Presentation at UMB Wellness Hub 
Grand Rounds in Baltimore, MD. 

5. Lao L. (September 14, 2011) Invited Panelist. Roundtable Discussion 1: How can differences in clinical patient 
characteristics of pain and treatment responses better inform clinical medicine and prospective research? 
Pathways Toward Evidence-Based, Personalized Analgesic Medication. National Institute on Drug Abuse 
(NIDA) in Bethesda, MD.  

6. Zhang, RX. (Oct. 6, 2011)Effect of acupuncture on affective dimension of pain. Dental school, University of 
Maryland, Pain Group Seminar in Baltimore, MD. 

7. Chen KW, et al. (October 13, 2011)   Meditative therapies for reducing anxiety: A systematic review with meta-
analysis presented at the 2011 DC Mind-Body Week in Washington, DC. 

8. Chen KW. (October 16-17, 2011) Managing anxiety and addiction with Qigong meditation – review of evidence 
and clinical implications. Presentation at the 2nd Qigong Conference of Italy in Rome, Italy. 

9. Thomson D, Wieland S, Mahan K, Liberati A, Thomas J, Williams K. (October 19-22, 2011) The complex and 
challenging mandate of Cochrane Fields: a training and support workshop. 19th International Cochrane 
Colloquium in Madrid, Spain. p. 69. Abstract no. WS77. 

10. Zhang RX. (October 22-24, 2011) Electroacupuncture attenuates bone cancer pain and inhibits spinal 
interleukin-1β expression in a rat model. The 3rd Chongqing International Clinical Neuroscience Forum & 
NeuroDrug Conference in Chongqing, China. 

11. Chen KW & Stoler LS. (October 20-22, 2011) Medical Qigong: Ancient modality, modern applications. A 
special workshop at the Build Bridges of Integration for Traditional Chinese Medicine in Chantilly, VA.  

12. Chen KW. (October 20-22, 2011) Meditative therapies for reducing anxiety: Challenges in scientific research of 
Chinese medicine. An invited presentation at the Build Bridges of Integration for Traditional Chinese Medicine 
in Chantilly, VA.  

13. Frye J. (November 2011) Integrative Medicine in Pediatrics.  Annual Bradley Pediatrics Society Lecture, Univ. 
of MD Dept. of Pediatrics in Baltimore, MD. 

14. Chiaramonte D.  (2011) Advocating for Yourself in the Medical System.  Hopewell Cancer Support System in 
Baltimore, MD. 



15. D’Adamo C. (2011). Serum Vitamin E Concentrations and Physical Function after Hip Fracture Presentation at 
University of Maryland School of Medicine Division of Endocrinology Grand Rounds in Baltimore, MD. 

16. Frye J. (December 2011) Alternative Medicine and Diabetes.  American Association of Diabetes Educators in 
Baltimore, MD. 

17. Chiaramonte D. (2011) An office-based approach to Stress Management. Maryland Research Collaborative in 
Baltimore, MD 

18. D’Adamo C. (2011) Nutrition and Older Adults. Presentation at University of Maryland School of Medicine 
Epidemiology of Aging Trainee Grant Forum in Baltimore, MD. 

19. Chen KW. (December 28-30, 2011) Nurturing mind is the core of nurturing life. Invited presentation at the First 
World Yang-Sheng Assembly in HangZhou, China. 

20. Lao L. (February 25, 2012) Clinical Evidence of Acupuncture on Treating Low Back Pain. American Academy 
of Pain Medicine in Palm Spring, CA.  

21. Berman B.  March 2012) Twenty Years Later:  A History of CIM.  UM Wellness Hub Grand Rounds in 
Baltimore, MD. 

22. Bao T. (March 2012) Acupuncture for Cancer Patients:  Practice and Research in U.S. Shanghai Longhua 
Hospital in Shanghai, China. 

23. Bao T. (March 2012) Acupuncture for Cancer Patients:  Practice and Research in U.S. Beijing Traditional 
Chinese Medicine University in Beijing, China. 

24. Berman B. (March 2012).  Integrative Practices for Diabetes Management.  Sir Alister McIntyre Distinguished 
Lecture (Keynote).  University Diabetes Outreach Programme (UDOP) Annual International Diabetes 
Conference at Sunset Jamaica Grande Resort in Ocho Rios, Jamaica. 

25. Manheimer E, Wieland LS. (March 29-April 4, 2012) Systematic reviews and meta-analyses [workshop]. 2-day 
systematic review training workshop at: ISCMR’s 6th Research Methods in Complementary and Integrative 
Medicine training course in Baltimore, Maryland. 

26. Chiaramonte D. (2012) In Google we Trust? at the CIM Health and Wellness Conference in Baltimore, MD. 

27. D’Adamo C. (2012). Food as Medicine. Presentation at Grantmakers in Health in Baltimore, MD. 

28. Chiaramonte D. (2012) A Positive Approach to Stress Management, Health and Wellness Conference Lecture 
in Baltimore, MD. 

29. Chiaramonte D, Bland J, Schimpff S. (2012) The Future of Healthcare: A Panel Discussion, Health and 
Wellness Conference Lecture in Baltimore, MD. 

30. Frye J. (April 2012) Holistic Health for Women.  Center for Integrative Medicine, Health & Wellness 
Conference in Baltimore, MD. 

31. Lao L. (April 14, 2012) East Meets West.  Health & Wellness Conference. Center for Integrative Medicine, 
University of Maryland School of Medicine in Baltimore, MD. 

32. Chen KW. (April 2012) Reinvigorate your body and mind – introduction to medical qigong. A workshop 
presentation at the Health & Wellness Conference in Baltimore, MD.  



33. D’Adamo C, Bao T. (2012) Cancer Care for the Whole Person. Presentation at Center for Integrative Medicine 
Health and Wellness Conference in Baltimore, MD. 

34. D’Adamo C, Chiaramonte D, Owens R. (2012) Wellness in Your Workplace. Presentation at Center for 
Integrative Medicine Health and Wellness Conference in Baltimore, MD. 

35. D’Adamo C. (2012) Supplement Your Dietary Supplement IQ. Presentation at Center for Integrative Medicine 
Health and Wellness Conference in Baltimore, MD. 

36. D’Adamo C., McArdle, P. (2012) Genetic Predictors of Plasma Micronutrient Concentrations. Presentation at 
Mid-Atlantic Nutrition Obesity Research Center Symposium in Baltimore, MD. 

37. Berman B. (April 2012) Acupuncture and Mental Health:  What’s the Point?  University of South Carolina 
Psychiatry Grand Rounds in Charleston, SC. 

38. Chiaramonte D. (2012) Educating the Healthcare Providers of the Future. Spoke at Grant Makers in Health 
lecture, Institute for Integrative Health in Baltimore, MD. 

39. Tarantino B, Earley M, Audia D, D’Adamo C, Berman B.  (May 14, 2012)  Healing Pathways – An Integrative 
Resiliency Training Program for Health Care Professionals.  Poster Presentation at the American Holistic 
Nurses Association Annual Meeting in Salt Lake City, UT. 

40. Zhang RX. (May 15-18, 2012) Electroacupuncture alleviates hyperalgesia by inhibiting spinal interleukin-17 in 
an inflammatory pain rat model. International Research Congress on Integrative Medicine and Health, 
Portland, OR. 

41. Joyce Frye DO,MBA, MSCE. (May 2012)  Acupuncture, Self-care Homeopathy, and Practitioner-based 
Homeopathy:  Comparing Users in the 2007 NHIS.  Poster Presentation at the International Research 
Congress Integrative Medicine & Health, Portland, OR. 

42. Manheimer E, Wieland LS, Liu JP.  (May 15-18, 2012) Systematic review research methods training: Focus on 
CAM [workshop]. Pre-conference workshop at: 2012 International Research Congress on Integrative Medicine 
& Health/7th International Congress on Complementary Medicine Research in Portland, Oregon. 

43. D’Adamo C. (2012) Career Paths in Aging Research: Broadening Your Horizons and Bridging the Gap 
between Academia, Industry, and Government. Presentation at University of Maryland School of Medicine 
Epidemiology of Aging Trainee Grant Forum in Baltimore, MD. 

44. Chiaramonte D. (2012) A Positive Approach to Stress Management.  Haddassah of Baltimore, Baltimore, MD. 

45. D’Adamo C. (2012) Dietary Supplementation and the Family Physician. Presentation to UMB School of 
Medicine Department of Family & Community Medicine Residency Program in Baltimore, MD. 

46. Chiaramonte D. (2012) A Complementary Medicine Approach to Pain Management, Johns Hopkins 
Rheumatology Conference, Baltimore, MD. 

47. D’Adamo C. (2012) Practical Diet and Exercise Strategies for Preventive Medicine Physicians. Presentation to 
Johns Hopkins University School of Medicine Preventive Medicine Residency Program in Baltimore, MD. 

48. Chiaramonte D. (2012) An Integrative Approach to Pain Management, Anesthesia Pain Management Fellows 
Lecture in Baltimore, MD. 



Healing Pathways 
 

An Integrative Resiliency Training Program for Health Care Professionals 

Bonnie Tarantino, MFA 1; Michael Earley, M.Ed. 2; Donna Audia, RN1 
 

1Center for Integrative Medicine, University of Maryland School of Medicine 
2Department of Psychology, University of Maryland, Baltimore County 

 
 

Background 
 
•Shullanberger (2000) writes that an adequate staff of trained, knowledgeable 
nurses is central to the nursing mission of protecting patients and providing the 
care needed to promote healing and a return to optimal health.   
 

•Research demonstrates that nurse burnout is commonplace, and threatens the 
stability of nursing staffs.  The stress of caregiving for the ill, the dying, and their 
families, is related to lower job satisfaction, damaged personal relationships, 
increased desire to leave nursing, and ultimately increased employee turnover 
(Perry et al., 2011; Bailey, Murphy, Porock, 2011).  
 

•Recognition of the links between burnout, worsening patient outcomes, and 
staff turnover, has motivated medical centers to prioritize efforts to improve 
employee morale, and boost satisfaction and resiliency (McHugh et al. 2011). 
 

The Healing Pathways Project 
 

•In an effort to address the need for enhanced resiliency and coping amongst its 
caregiving staff, The Center for Integrative Medicine(CIM) at the University of 
Maryland School of Medicine sought funding to support a integrative holistic 
program for employees of the University of Maryland Medical Center. 
 

•CIM faculty and staff designed Healing Pathways (HP), an 8-week group 
intervention designed to provide health-care workers with new skills and to 
assist them, via mentoring, in integrating these skills into their daily lives. 
 

•The HP program incorporates & integrates the following components: 
 Meditation 
 Reiki training – levels I & II 
 Creative Expression 
 Intuitive Body Scanning 
 Prana Yoga 
 Musical Toning  
 Guided Imagery 
 Follow-up Mentoring Sessions 

 

Hypotheses 
 

Hypothesis 1: It was hypothesized that self reported levels of stress would 
decrease significantly by treatment’s end, and would be sustained at follow-up. 
 

Hypothesis 2: Furthermore, it was expected that participants would report 
significantly greater confidence in their ability to cope with ongoing life stress. 

 
Participants 

 
•Participants were recruited via: 
 A series of presentations to hospital administration and staff 
 Flyers posted on nursing units 
 Postings on CIM & medical center websites 
 Emails to distribution lists 

•Six cohorts, totaling 82 individuals, participated between 2008 and 2011. 
•Over 90% were nurses or nurse practitioners, with the remainder comprised of 
massage therapists, social workers, and physical therapists. 

Figure 2. 

Data Analysis 
 
•Data were collected on 3 occasions: baseline, at the conclusion of 
class, (week 8) and at 12 month follow-up. 
 

•Since data diagnostics revealed that listwise deletion would limit 
power, and missing value analysis demonstrated that data were 
Missing Completely at Random (via Little’s MCAR test), multiple 
imputation was utilized prior to analyses.  
 

•GLM repeated measures analyses were utilized to test whether 
mean levels of stress and coping changed as hypothesized. 
 

Results 
 

Hypothesis 1 
 

Mean levels of perceived stress decreased significantly by end of 
intervention (p < .001), with improvements maintained at 12-
months (See Figure 1). 
 

Hypothesis 2 
 

Mean levels of participant coping self-efficacy increased 
significantly by end of intervention (p < .001), with improvements 
also maintained at 12-months (See Figure 2). 

 
Conclusions 

 
•In this sample of health care professionals, an integrative holistic 
program, targeting coping and resiliency, was shown to decrease 
stress and increase confidence in one’s ability to cope. 
 

•The present findings are certainly limited; future research would do 
well to utilize a control condition, a larger sample, and additional 
measures that would enhance validity and generalizability. 
 

•These data suggest that a holistic integrative program, offered in a 
time limited group format, may improve one’s stress appraisals and 
their confidence to cope with daily stressors in new ways. 
 

•If programs such as Healing Pathways can be demonstrated to 
impact employee turnover or desire to leave the field, employers and 
hospitals will then have evidence that relatively inexpensive 
programs can not only improve job satisfaction and lead to cost 
savings, but will also ultimately improve patient health outcomes. 
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Figure 1. 

• Means are significantly different from baseline, p < 0.001 
 

Measures 
 

1. Stress was assessed via the Perceived Stress Scale (PSS; Cohen, 
1983), a 10-item Likert type scale The PSS is non-diagnostic, was 
designed for use with community samples, and asks respondents to 
rate the degree to which they feel upset, overwhelmed, or unable to 
control their lives. 

 

1. Participant coping was assessed by the Coping Self-Efficacy Scale 
(CSE; Chesney et al., 2006).  The CSE is a 26-item Likert scale that 
evaluates one’s confidence in performing coping behaviors when 
confronted by stressors. Significant score increases have been 
shown to relate to decreased distress and increased well-being. 





University of Maryland School of Medicine 
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Publications for FY2012 

In Press 

1. Bao T, Lao L. Dorsey S, Medeiros M, Zhang R, Badros A,  Improvement of Painful Bortezomib-induced 
Peripheral Neuropathy Following Acupuncture Treatment in a Case Series of Multiple Myeloma Patients. 
Medical Acupuncture (in press)  

2. Chen  KW, Berger CC, Gandhi D, Weintraub E & Lejuez CW. Adding integrative meditation with ear 
acupressure to outpatient treatment of cocaine addiction: a randomized controlled pilot study. Journal of 
Alternative and Complementary Medicine (in press). 

3. Smelson D, Chen KW, Ziedonis D, Andes K. et al. A pilot study of qigong for reducing cocaine craving early 
in recovery.  Journal of Alternative and Complementary Medicine (in press). 

4. Yoo JH, Lee EJ, Kim CM, Lee JH, Lao L. Sasang Constitutional Medicine (SCM) and traditional Chinese 
medicine (TCM): A Comparative Overview. Evidence-Based Complementary and Alternative Medicine (in 
press) 

5. Mathie R, Frye J, Fisher P. Homeopathic Oscillococcinum for preventing and treating influenza and 
influenza-like syndromes. Cochrane Systematic Review. [In Press] 

6. Chu WWC, Wu J, Yew D, Lang Z,  Leung PC, Tong K, Chan Y, Berman B, Lao L, Sung J. Does 
Acupuncture Therapy Alter Activation of Neural Pathway for Pain Perception in Irritable Bowel Syndrome – 
A Comparative Study of True and Sham Acupuncture Using Functional MRI. Journal of 
Neurogastroentrology and Motility July 2012 (in press) 

2012 

1. Chen KW, Beger CC, Manheimer E, Forde D, Magidson J. Dachman L, Lejuez CW, Meditative therapies for 
reducing anxiety: A systematic review and meta-analysis of randomized controlled trials.  Depression and 
Anxiety. 2012; 29:545-562. 

2. Yang Z, Grinchuk V, Ip SP,  Che CT, Fong HHS, Lao L, Wu J, Sung JJ, Berman B, Shea-Donohue T, Zhao 
A.  “Anti-Inflammatory Activities of a Chinese Herbal Formula IBS-20 In Vitro and In Vivo,” Evidence-Based 
Complementary and Alternative Medicine, vol. 2012, Article ID 491496, 12 pages, 2012. 
doi:10.1155/2012/491496 

3. Zhang Y, Lao L, Chen, H and Ceballosh R. Acupuncture use among American adults: what acupuncture 
practitioners can learn from National Health Interview Survey 2007 Evidence-based Complementary and 
Alternative Medicine, Volume 2012 (2012), Article ID 710750, 8 pages doi:10.1155/2012/710750 

4. Zhuang LX, Xu SF, D’Adamo, Jia C, He J, Han DX, Lao LX. Effectiveness study comparing acupuncture, 
physiotherapy and their combination in post-stroke rehabilitation -A multi-centered randomized controlled 
clinical trial. Alternative Therapies In Health And Medicine.2012, 18(3):8-13 

5. Siddaraju M. Nanjundaiah, David Y.-W. Lee, Zhongze Ma, et al., “Modified Huo-Luo-Xiao-Ling Dan 
Suppresses Adjuvant Arthritis by Inhibiting Chemokines and Matrix-Degrading Enzymes,” Evidence-Based 
Complementary and Alternative Medicine, vol. 2012, Article ID 589256, 8 pages, 2012. 
doi:10.1155/2012/589256 



6. Nanjundaiah S, Lee D, Ma Z, Fong HH, Lao L, Berman B, Moudgil KD. Modified Huo-Luo-Xiao-Ling Dan 
(HLXL) Suppresses Adjuvant Arthritis by Inhibiting Chemokines and Matrix-Degrading EnzymesModified 
Huo-Luo-Xiao-Ling Dan (HLXL) Suppresses Adjuvant Arthritis by Inhibiting Chemokines and Matrix-
Degrading Enzymes. Evidence-Based Complementary and Alternative Medicine, Volume 2012 (2012), 
Article ID 589256, 8 pages 

7. Meng XZ, Wu F, Wei PK,  Xiu LJ, Shi J, Pang B, Sun DZ, Qin ZF, Huang Y, Lao L. A Chinese Herbal 
Formula to Improve General Psychological Status in Post-Traumatic Stress Disorder: A randomized 
placebo-controlled trial on Sichuan earthquake survivors. eCAM. Volume 2012 (2012), Article ID 691258, 11 
pages doi:10.1155/2012/691258 

8. Mathie RT, Roniger H, Van Wassenhoven M, Frye J, Jacobs J, Oberbaum M, Bordet M-F, Nayak C, 
Chaufferin G, Ives JA, Dantas F, Fisher P.  Method for appraising model validity of randomised controlled 
trials of homeopathic treatment: multi-rater concordance study.  BMC Medical Research Methodology 2012, 
12:49 doi:10.1186/1471-2288-12-49. 

9. Qin H-Y, Xiao H-T, Wu JCY, Berman BM, Sung JJY, Bian Z-X.  Key factors in developing the trinitrobenzene 
sulfonic acid-induced post-inflammatory irritable bowel syndrome model in rats.  World J Gastroenterol 2012 
May 28; 18(20): 2481-2492. 

10. Meng X, Xu S, Lao L.  Clinical acupuncture research in the west.  Front Med.  2011 June; 5(2):  134-40.  
Epub 2011 June 22.  PMID:  21695617 [PubMed – in process] 

11. Liu T, Lao L. Letter to Editor: Tai chi for patients with Parkinson's disease. N Engl J Med. 2012 May 
3;366(18):1737  

12. Manheimer E, Wieland LS, Cheng K, Min Li SM, Shen X, Berman BM, Lao L.  Acupuncture for Irritable 
Bowel Syndrome:  Systematic Review and Meta-Analysis.  The American Journal of Gastroenterology.  10 
April 2012 [Epub ahead of print].  doi: 10.1038/ajg.2012.66   

13. Manheimer E.  Summary of Findings Tables: Presenting the Main Findings of Cochrane Complementary 
and Alternative Medicine–related Reviews in a Transparent and Simple Tabular Format.  Global Advances 
in Health & Medicine; March 2012, 1:1, 90-1. 

14. Xu SF and Lao L. From Basic Science Studies to Clinical Trials: What Recent Acupuncture Research Tells 
Us. Medical Acupuncture, Vol. 24, No. 1, March 2012: 10-14. 

15. Witt CM, Manheimer E, Hammerschlag R, Lüdtke R, Lao L, Tunis SR, Berman BM.  How well do 
randomized trials inform decision making: systematic review using comparative effectiveness research 
measures on acupuncture for back pain.  PLoS One. PMID: 22389699 2012;7(2):e32399. Epub 2012 Feb 
28. Review. 

16. D'Adamo CR, Miller RR, Shardell MD, Orwig DL, Hochberg MC, Ferrucci L, Semba RD, Yu-Yahiro JA, 
Magaziner J, Hicks GE. Higher serum concentrations of dietary antioxidants are associated with lower levels 
of inflammatory biomarkers during the year after hip fracture. Clin Nutr. 2012 Feb 24. [Epub ahead of print]  
PMID: 22365613 

17. Lao L, Huang Y, Feng C, Berman BM, Tan MT.  Evaluating traditional Chinese medicine using modern 
clinical trial design and statistical methodology: application to a randomized controlled acupuncture trial.  
Stat Med. 2012 Mar 30;31(7):619-27. doi: 10.1002/sim.4003. Epub 2011 Feb 23.  PMID: 21344469 



18. Yang JM, Xian YF, Ip PS, Wu JC, Lao L, Fong HH, Sung JJ, Berman B, Yeung JH, Che CT. Schisandra 
chinensis reverses visceral hypersensitivity in a neonatal-maternal separated rat model. Phytomedicine. 
2012 Jan 7. [Epub ahead of print] PMID: 22230486  

19. Shardell M, D'Adamo C, Alley DE, Miller RR, Hicks GE, Milaneschi Y, Semba RD, Cherubini A, Bandinelli S, 
Ferrucci L.  Serum 25-Hydroxyvitamin D, Transitions Between Frailty States, and Mortality in Older Adults: 
The Invecchiare in Chianti Study.  J Am Geriatr Soc. 2012 Jan 27. doi: 10.1111/j.1532-5415.2011.03830.x. 
[Epub ahead of print]  PMID: 22283177 

20. Bao T, Zhang R, Badros A,  Lao L. Acupuncture Treatment for Bortezomib-Induced Peripheral Neuropathy: 
A Case Report," Pain Research and Treatment, Vol. 2011, Article ID 920807, 4 pages, 2011. 
doi:10.1155/2011/920807. 

21. Chen KW, Banducci AN, Guller L, Macatee RJ, Lavelle A, Daughters SB, Lejuez CW, 2011. An examination 
of psychiatric comorbidities as a function of gender and substance type within an inpatient substance use 
treatment program.  Drug and Alcohol Dependence.  118(2-3): 92-99..   
http://www.sciencedirect.com/science/article/pii/S0376871611001293  

22. Chen KW, Berger CC, Forde DP, D’Adamo C. Weintraub E, Gandhi D. 2011.  Benzodiazepine use and 
misuse among patients in a methadone program.  BMC Psychiatry, 2011, 11:90.  
http://www.biomedcentral.com/1471-244X/11/90  

23. Manheimer E, Stafford K, Liu J, Tierney J, Lao L, Berman B, Bouter L.  Effects of adjuvant acupuncture on 
pregnancy rates among women undergoing in vitro fertilization:  systematic review and meta-analysis.  CRD 
Register 2011:  CRD42011001309. 

24. Tjong YW, Ip SP, Lao L, Fong HH, Sung JJ, Berman B, Che CT.  Analgesic effect of Coptis chinensis 
rhizomes (Coptidis Rhizoma) extract on rat model of irritable bowel syndrome. Journal of 
Ethnopharmacology; 2011 (135): 754-761 

25. Xu SF, Li S, Shen X, Meng X, Lao L. Effects of electroacupuncture on depression in a rat model. Acupunct 
Electrother Res. 2011;36(3-4):259-73. PMID: 22443027 

26. Zhang Y, Meng X, Li A, Xin J, Berman BM, Lao L, Tan M, Ren K, Zhang RX. Electroacupuncture alleviates 
affective pain in an inflammatory pain rat model. Eur J Pain. 2011 Aug 3. [Epub ahead of print]   

27. Zhang Y, Li A, Xin J, Lao L, Ren K, Berman BM, Tan M, Zhang RX. Involvement of spinal serotonin 
receptors in electroacupuncture anti-hyperalgesia in an inflammatory pain rat model. Neurochemical 
Research; 2011 DOI: 10.1007/s11064-011-0495-1 

28. Bao T, Blackford AL, Stearns V.  Effect of simvastatin on the pharmacokinetics of anastrozole.  Breast 
Cancer Research.  2011 Nov 17.  [Epub ahead of print]  PMID:  22089963 

29. Manheimer E, Berman BM.  Letter to the Editor in response to: Ernst E, Lee MS, Choi TY. Acupuncture: 
does it alleviate pain and are there serious risks? A review of reviews. Pain 2011;152:755-764.  Pain. 2011 
Sep;152(9):2179-80; author reply 2184-6. Epub 2011 May 6.  PMID:  21550173 

30. Yi M, Zhang H, Lao L, Xing GG, Wan Y. Anterior cingulate cortex is crucial for contra- but not ipsi-lateral 
electro-acupuncture in the formalin-induced inflammatory pain model of rats. Mol Pain. 2011 Aug 22;7(1):61. 
[Epub ahead of print] 



31. Meng X, Zhang Y, Li A, Xin J, Lao L, Ren K, Berman BM, Tan M, Zhang RX. The effects of opioid receptor 
antagonists on electroacupuncture-produced anti-allodynia/hyperalgesia in rats with paclitaxel-evoked 
peripheral neuropathy. Brain Res. 2011 Aug 7:58-65. [Epub ahead of print] 

32. Bao T.  Commentary on the Cochrane review of stimulation of the wrist acupuncture point p6 for preventing 
postoperative nausea and vomiting.  Explore (NY).  2011 Jul-Aug; 7(4):  263-4.  PMID:  21724162 

33. Zhang Y, Meng X, Li A, Xin J, Berman BM, Lao L, Tan M, Ren K, Zhang RX.  Acupuncture alleviates the 
affective dimenstion of pain in a rat model of inflammatory hyperalgesia.  Neurochem Res.  2011 Jun 22.  
[Epub ahead of print]  PMID:  21695393 
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Review
MEDITATIVE THERAPIES FOR REDUCING ANXIETY:

A SYSTEMATIC REVIEW AND META-ANALYSIS OF
RANDOMIZED CONTROLLED TRIALS

Kevin W. Chen, MPH, Ph.D.,1,2∗ Christine C. Berger, Ph.D.,1 Eric Manheimer, M.S.,1 Darlene Forde, M.A.,1
Jessica Magidson, M.S.,2 Laya Dachman, B.A.,2 and C. W. Lejuez, Ph.D2

Background: Anxiety disorders are among the most common psychiatric dis-
orders and meditative therapies are frequently sought by patients with anxiety
as a complementary therapy. Although multiple reviews exist on the general
health benefits of meditation, no review has focused on the efficacy of medita-
tion for anxiety specifically. Methods: Major medical databases were searched
thoroughly with keywords related to various types of meditation and anxiety.
Over 1,000 abstracts were screened, and 200+ full articles were reviewed.
Only randomized controlled trials (RCTs) were included. The Boutron (Boutron
et al., 2005: J Clin Epidemiol 58:1233–1240) checklist to evaluate a report of a
nonpharmaceutical trial (CLEAR-NPT) was used to assess study quality; 90% of
the authors were contacted for additional information. Review Manager 5 was
used for meta-analysis. Results: A total of 36 RCTs were included in the meta-
analysis (2,466 observations). Most RCTs were conducted among patients with
anxiety as a secondary concern. The study quality ranged from 0.3 to 1.0 on the
0.0–1.0 scale (mean = 0.72). Standardized mean difference (SMD) was –0.52 in
comparison with waiting-list control (p < .001; 25 RCTs), –0.59 in comparison
with attention control (p < .001; seven RCTs), and –0.27 in comparison with
alternative treatments (p < .01; 10 RCTs). Twenty-five studies reported statisti-
cally superior outcomes in the meditation group compared to control. No adverse
effects were reported. Conclusions: This review demonstrates some efficacy of
meditative therapies in reducing anxiety symptoms, which has important clinical
implications for applying meditative techniques in treating anxiety. However,
most studies measured only improvement in anxiety symptoms, but not anxiety
disorders as clinically diagnosed. Depression and Anxiety 00:1–18, 2012. C©
2012 Wiley Periodicals, Inc.
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BACKGROUND
DESCRIPTION OF THE CONDITION

In a given year, approximately 40 million American
adults meet criteria for an anxiety disorder.[1] Although
pharmacological approaches and more traditional forms
of psychotherapy have strong empirical support for re-
ducing anxiety, many patients are turning to meditation
as an alternative approach to reduce stress and anxi-
ety for a few key reasons. Meditation offers a therapeu-
tic and often spiritual approach that avoids side effects
of medications, the stigma of psychiatric treatments, as
well as barriers related to issues of cost and accessibi-
lity.[2–6]

C© 2012 Wiley Periodicals, Inc.
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MEDITATION: A DEFINITION AND AN
OVERVIEW OF ITS BENEFITS

Meditation can be defined to include any of a family of
practices in which the practitioner trains an individual to
consciously calm his/her mind in order to realize some
benefit or achieve inner peace or harmony. Despite lack
of consensus in the scientific literature on a definition
of meditation, most researchers agree that meditation
implies a form of mental training that requires either
stilling or emptying the mind, and its goal is to achieve a
state of “detached observation” or “restful alertness.”[7]

The foundation of meditation practice is rooted in the
principles of “self-observation of immediate psychic ac-
tivity, training one’s level of awareness, and cultivat-
ing an attitude of acceptance of process rather than
content.”[6]

From the perspective of traditional Chinese medicine
(TCM), all forms of meditation that are essentially mind-
body integrative exercises are categorized as “qigong”.
Qigong is defined as “the skill of mind–body exercises
that integrate body, breath, and mind adjustments into
one,”[8] which addresses both psychological and phys-
iological aspects of health. Although qigong has both
dynamic (movement) and static forms, the meditative
state—body, breath, and mind into one—is common
among all of them. Given a lack of consensus in West-
ern psychology about the definition of meditation and
exactly what techniques it includes, in this review we use
the established definition of meditative therapies in Chi-
nese medicine. Specifically, we include all mind–body
exercises, both dynamic (moving) form and static (still)
form, which aim to integrate breath–body–mind adjust-
ments into one. As a result, this includes all meditations,
yoga, mindfulness training, Transcendental Meditation
(TM), qigong, tai chi (or Taiji), and even guided imagery,
as guided imagery is an ancient technique in meditation
practice.[8]

Numerous reviews have been conducted evaluating
the physical and psychological effects of meditation prac-
tice on health [e.g.6, 9–12]. The majority of these reviews
illustrated a positive trend and/or health benefits, al-
though their results were often inconclusive due to re-
search design and sample limitations. More recently,
Ospina et al.[6] conducted a large and thorough sys-
tematic review on meditation practices for health
(from 813 predominantly peer-reviewed studies). They
identified five broad categories of meditation prac-
tice (mantra meditation, mindfulness meditation [MM],
yoga, qigong, and tai chi) and reviewed the clinical
evidence for these practices for three important and
common health-related conditions: hypertension, other
cardiovascular diseases, and substance abuse. Their
meta-analyses of 55 studies indicated that meditation
practices suggested some clinical changes and possibly
positive outcomes in healthy participants, but no conclu-
sions were drawn from these studies on the clear clinical
benefits of meditation.

Despite the noted beneficial trend of meditation prac-
tices according to the Ospina’s review,[6] the effect of
meditation on anxiety was only relevant to those with a
cardiovascular condition. Additionally, the other reviews
focused on examining the effects of meditation on stress
and related symptoms[13, 14] suggested a positive stress
management function of meditation practice. However,
these studies have not examined effects on clinically rele-
vant anxiety symptoms per se, or anxiety disorders more
specifically. Examining the effect of meditative thera-
pies on anxiety outcomes has important clinical impli-
cations, particularly in considering how we can improve
anxiety outcomes using an approach that may improve
access and tolerability of treatment in a range of clinical
settings.

CONCEPTUAL FRAMEWORK OF MEDITATION
EFFECTS ON ANXIETY

In conceptualizing meditation’s impact on anxiety, it
is important to consider this relationship in light of exist-
ing biological, behavioral, and cognitive frameworks of
anxiety. For instance, prominent biological theories such
as the false suffocation alarm[15] and hyperventilation[16]

theories focus on the role of respiratory abnormalities
in anxiety. From a learning perspective, anxiety and fear
are a product of classical conditioning where a previously
novel and innocuous stimulus has come to elicit an aver-
sive, conditioned response due to the previous pairing
of that stimulus with an anxiety/fear-relevant uncondi-
tioned stimulus. Finally, from a cognitive perspective,
people with anxiety disorders may be prone to overesti-
mate danger and its potential consequences (e.g.[17]).

Considering the combined impact of biological, be-
havioral, and cognitive vulnerabilities to anxiety, there
are several clear ways in which the role of meditation
in the management of anxiety is quite clear. Addressing
biological vulnerability, meditation and related breath
training can reverse abnormalities and alter the anx-
iogenic effects of biological challenges.[18, 19] Indeed,
a rich literature on abdominal breathing, commonly
used in meditation, has been used as a tool for cop-
ing directly with panic attacks.[20, 21] Moreover, at a
neurobiological level, meditation has consistently been
shown to reduce cortisol and catecholamine level (such
as epinephrine and norepinephrine) that may other-
wise trigger biologically based anxiety responses.[22–24]

In line with Wolpe’s work on reciprocal inhibition (i.e.
inhibiting anxiety by conditioning a feeling or response
that is not compatible with the feeling of anxiety in its
place[25]), meditation may address behavioral vulnera-
bility when conducted in the context of the conditioned
stimulus. In this way, meditation is then serving to cre-
ate a newly conditioned response, thereby resulting in
the “extinction” of the anxious/fear-related conditioned
response. Finally, meditation may address cognitive vul-
nerability by using meditative skills to help the practi-
tioner remain “detached” yet not avoidant to address the

Depression and Anxiety



Review: Meditative Therapies for Reducing Anxiety 3

cognitive misattributions accompanying anxiety as a sub-
stitute for avoidance. In other words, meditation can
serve as a training to control the mind as a means to re-
duce anxiety as well as to develop a helpful coping mech-
anism to facilitate a calm and nondestructive response
to stress and strain. Interestingly, these three compo-
nents of a conceptual framework of anxiety—biological,
behavioral, and cognitive—correspond to the three ad-
justments or regulations used in defining the medita-
tive therapies—the adjustments of breathing, body, and
mind.

LIMITATIONS OF PREVIOUS REVIEWS
Despite the absence of a systematic review focusing on

anxiety, there are numerous reports suggesting the po-
tential benefits of meditation in reducing anxiety.[26–28]

Studies have examined the effects of meditative ther-
apies on both stress and anxiety, primarily MM[29–32]

and yoga,[33–35] which largely have demonstrated posi-
tive outcomes on anxiety. However, to date, efforts to
synthesize evidence pertaining to the efficacy of medi-
tative therapies on anxiety have been very limited. This
next step in synthesizing the literature is necessary to in-
form our clinical understanding of which aspects of med-
itative therapies are most efficacious for anxiety specifi-
cally.

Existing efforts to examine the efficacy of meditation
for anxiety specifically have been scarce and limited in
a few distinct ways. A Cochrane review on “meditation
therapy for anxiety disorders”[10] identified only two el-
igible randomized controlled trials (RCTs), primarily
because many studies have not focused on meditation
for treating clinically relevant anxiety symptoms and/or
disorders specifically. Indeed, an inspection of the lit-
erature reveals that most studies on meditative thera-
pies, especially the high-quality RCTs, include anxiety
as a symptom or one of the multiple outcomes, but not
as a primary outcome, which may explain their omis-
sion from existing systematic reviews. Further, the small
number of studies included in previous reviews (e.g. of
Krisanaprakornkit[10]) did not permit any conclusions to
be drawn, suggesting a systematic review with more in-
clusive meditation and anxiety symptoms is needed on
this topic.

In addition, most reviews to date focus on one type
of meditation only, such as yoga,[36] MM,[26,37, 38], or
tai chi.[39] These reviews typically included only a small
number of qualified studies, often with low quality ac-
cording to traditional review criteria, which also do not
permit conclusions to be drawn. Finally, the majority of
existing reviews have applied evaluation criteria based on
pharmaceutical RCTs that tended to underestimate the
actual quality of these studies, since some of these tra-
ditional criteria for quality assessment may not apply to
the study of meditative therapies (e.g. blindness, typically
used in pharmaceutical trials, may not be applicable to
meditation trials, in which blindness of the participants
or provider cannot be assured).

IMPORTANCE OF THE CURRENT REVIEW
Conducting a more thorough systematic review of

the meditative therapies for reducing anxiety symptoms
is an important next step, given that many meditative
approaches overlap in terms of their effects, and many
similar mind–body practices that we term “meditative
therapies” may also have an effect on anxiety, but their
efficacy has not yet been fully reviewed. The current re-
view aimed to investigate all therapies under the rubric of
“meditative,” which will all be called qigong or medita-
tive therapy in China (such as yoga, MM, TM, qigong, tai
chi or Taiji, and guided imagery)1 to examine their effects
on anxiety using more appropriate criteria for quality
assessment. The objective of this review was to system-
atically investigate the evidence on the overall efficacy,
effect size, and safety of all meditative therapies for re-
ducing anxiety symptoms across various types of partici-
pants and health conditions in RCTs to guide clinicians
and future research in this area.

METHODS
LITERATURE RESEARCH

A thorough literature search was independently carried out by
the reviewers through December 2010 using the following databases:
Pubmed, PsychINFO, Embase, Cochrane Central Register of Con-
trolled Trials, and Qigong database (by Qigong Institute;[40]). The
keywords used in the search included a combination of diagnostic or
anxiety measures (such as anxiety, anxious, phobic, panic, obsessive-
compulsive disorder (OCD), social phobia, post-traumatic stress
disorder (PTSD), stress disorder, neurosis or neurotic) and a
meditation-related intervention (such as meditation, mindfulness,
mindfulness-based stress reduction (MBSR), meditative, Vipassana,
Zen, yoga, yogic, pranayama, Kriya, Qigong, chi kung, Tai Chi, Taiji,
Kundalini, Reiki, Prana, TM, and guided imagery). Previously pub-
lished reviews of meditation for stress and other health issues were
also carefully screened to pick up missed clinical studies with anxiety
as secondary outcomes.

STUDY ELIGIBILITY
Two reviewers screened the abstracts of all publications obtained by

the search strategies. Studies meeting the following inclusion criteria
were selected for further review: (1) prospective RCTs with meditative
technique used as intervention; (2) anxiety or related diagnosis was
one of the outcomes with a psychometric measure; (3) total number
of randomized subjects greater than 20 (N ≥ 20) with a control group
either inactive (waiting list) or active (attention or alternative active
treatment); (4) anxiety level data presented both at baseline and after
intervention or training.

Exclusion criteria included the following: (1) qualitative report; (2)
literature review; (3) case reports or trials with fewer than 20 subjects;

1There is no single universally agreed upon categorization or defi-
nition of meditative therapies. We have decided to use the academic
definition of meditative therapy in Chinese college textbook to pro-
vide a more general focus on integrating breathing, mind, and body
adjustments into one, which allows us to consider a broad range of
meditation literature from which to draw a more comprehensive pic-
ture in the field. Moreover, the approach including various meditations
is consistent with the existing review in this (see Ospina et al.[6]).
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(4) combined measure of anxiety and stress, or anxiety and depression
(i.e. no psychometric measure for anxiety by itself); (5) children or
adolescent population.

DATA CODING
Of those papers that qualified for the review after the initial screen-

ing, the full articles were obtained and assessed for their relevance
based on the preplanned criteria for inclusion. Data were indepen-
dently extracted by two reviewers using predesigned data collection
form. Any disagreements were discussed with a third reviewer for final
data coding.

Study quality was assessed using the modified Boutron et al.
checklist[41] to evaluate a report of a nonpharmaceutical trial (CLEAR-
NPT), which includes a checklist of 10 specific quality assessment crite-
ria. This was developed using the Delphi technique with experienced
researchers assessing report quality of NPT. We chose this check-
list instead of the traditional Jadad Scale[42] because it offers more
comprehensive quality details than Jadad (10 assessment criteria in-
stead of 5) and offers an alternative when blinding is not possible for
participants or clinicians in the trial. We added one criterion to the
CLEAR-NPT—“were the treatment and control groups comparable
at entry?” (see Table A1 for a complete list). Because some criteria may
not apply to the specific study (e.g. when no providers were present
for some meditation study with waiting-list control), all studies could
not be evaluated equally on the 11-point scale. Therefore, we applied
a quality index (range 0.0–1.0) dividing number of met criteria by total
number of applied criteria. In the context of this metric, a score less
than 0.6 was considered low quality, a score between 0.6 and 0.8 was
considered acceptable, and a score greater than 0.80 was considered
good quality.

Most studies did not provide the full information needed for the
quality assessment (e.g. detailed randomization procedure, allocation
concealment, care providers’ experience for each arm, or necessary
quantitative data like means and standard deviations [SDs]). As a result,
we attempted to contact the authors to obtain additional information
when necessary to provide a more objective assessment of study qual-
ity. After three unsuccessful contact attempts, or if the author could
no longer access the pertinent data, we considered this information
“unclear” and ranked it as “no” for the quality assessments of these
studies.

DATA ANALYSIS
Quantitative data that could be aggregated were entered into the

Cochrane Collaborative Review Manager Software (RevMan v. 5.1)[43]

and analyzed by RevMan analysis, one of the most popular and most au-
thoritative literature review softwares. Since the entire outcome mea-
sures in the reviewed studies were continuous scales, the standard-
ized mean differences (SMD) and their 95% confidence intervals were
calculated using a random effect model built in RevMan 5.1. SMD
expressed the size of the intervention effect in each study relative to
the variability observed in that study. Outcomes were analyzed on
the changes from baseline to the endpoint of the treatment, including
only the subjects with both a baseline and a final (postintervention)
assessment. The outcomes at the later follow-up were not used for
meta-analysis unless they reported a larger effect than the endpoint of
treatment. When multiple anxiety outcomes were present in the same
study, such as state and trait anxiety scales, we chose the change of
SMD in the trait anxiety scale (more stable) rather than state anxiety
(less stable) to be included in the meta-analysis. When SD of the mean
difference was not available from the paper or from the authors, the
baseline SD (usually larger than that of after-intervention) was used to
avoid an overestimation of the SMD.

Figure 1. PRISMA flow-chat of meditation for anxiety review.

Given the fact that the SMD was highly correlated with the type of
control in the study design, we decided to conduct the meta-analysis
separately by three types of control conditions (i.e. waiting list or treat-
ment as usual [TAU], attention/education control, and alternative ac-
tive therapy) so that we could provide greater details regarding the
accumulated findings and level of evidence in different control con-
ditions. We evaluated heterogeneity using the I2 statistic,[43] which
indicates the proportion of variability across trials not explained by
chance alone. Roughly, I2 values of 50% or greater represent substan-
tial heterogeneity, whereas I2 values of 40% or less is considered no
problem in heterogeneity.[43] We also checked for heterogeneity by
visual examination of forest plots. When substantial heterogeneity was
observed, we attempted to determine potential reasons for it by re-
moving the study with largest effect on overall SMD to examine the
magnitude of the effect from that study. When possible, a sensitivity
analysis was performed separately for higher quality studies. Studies
in which means and SDs were not reported and could not be obtained
from the authors were not entered into the meta-analysis and were
reviewed only narratively.

RESULTS
SEARCH RESULTS

The original search identified more than 1,000 ab-
stracts from various databases. After careful screening of
these abstracts, 201 full-text articles were obtained for
further assessment for eligibility. Of these articles, 155
were excluded for reasons described in Fig. 1.

After inclusion and exclusion criteria were applied to
the remaining 46 studies with additional information
from the authors as available, six trials were excluded—
two studies were based on inappropriate randomization
procedures[44, 45]; one study had an incompatible anxiety
measure[46]; two studies were not true RCTs,[31, 47] and
one study was a comparison between qigong and qigong
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plus the rehabilitation.[48] A summary flow chart with all
numbers of included and excluded studies is presented
in Fig. 1.

CHARACTERISTICS OF INCLUDED STUDIES
Table 1 presents the summary characteristics of the

included studies on various meditative therapies used to
treat anxiety symptoms. Among the 40 reviewed RCTs,
14 studies applied MM or MBSR, 10 used yoga, three
taiji, four qigong, three TM, and six used guided im-
agery. Sixteen of the studies (mostly MM) were con-
ducted in the United States, six in India, three in other
Asian countries, seven in European countries (Sweden,
UK, and Spain), two in Brazil, one in Israel, two in
Canada, and two in Australia. A majority of the stud-
ies (29) were conducted among patients who had health
problems other than anxiety disorders but included anx-
iety symptoms as one of the outcome measures. Eight
studies were conducted among healthy subjects, and
four studies were conducted among patients with anxi-
ety disorders or had anxiety as the primary outcome. The
most frequently used anxiety measures were the Spiel-
berg State-Trait Anxiety Inventory (STAI),[49] which
was used in 20 studies, and the Hospital Anxiety and
Depression Scale (HADS),[50] which was used in seven
studies.

The sample sizes ranged from 20 to 298 (effective cases
in data analysis ranged from 18 to 207). Thirty-six studies
had sufficient data to be included in the meta-analysis for
quantitative comparison. The pooled sample was com-
posed of 2,466 effective unique subjects in the meta-
analysis, where 1,151 were in the meditation groups,
whereas 1,315 were in control/comparison groups (six
studies included more than one control group). RCTs
with meditative therapies were then be divided into three
categories in terms of the type of control conditions used
for comparison: waiting-list or TAU control, attention
control (education or nondirective therapies), and alter-
native active treatment (such as music therapy, pharma-
cotherapy, or other exercises).

The general quality of these RCTs were acceptable as
per CLEAR-NPT[41]: sixteen (40%) studies had a qual-
ity score of 0.8 or better, indicating a good quality in re-
search design; 17 studies (42.5%) fell into the category of
moderate or acceptable quality (0.6–0.8), and only seven
studies (17.5%) had a quality score lower than 0.6.

MAIN OUTCOME MEASURES
Meta-analyses with SMD for various meditative ther-

apies were conducted by three types of control used for
comparison. Most of the RCTs (28 in total) investigated
the efficacy of meditative therapies for reducing anxi-
ety symptoms by comparing the meditation plus TAU
with the TAU only (for clinical samples of patients, or
waiting-list control for healthy subjects).[13, 28,51–76] All
studies in this category reported greater reduction of
anxiety symptoms in the meditative group than that in
the waiting list or TAU group, although not all were

statistically significant (see Fig. 2). Eighteen of the 25
studies in meta-analysis (72%) reported statistically sig-
nificant differences in reducing anxiety between medi-
tation group and the control; 12 studies (48%) showed
significant differences in SMD in comparison with the
TAU or waiting-list control (which may be related to
the fact that we used the baseline SD in calculation of
SMD when SD of change was not available). Pooling
the results, we found a statistically significant SMD of
–0.52 (p < .001; 95% CI: –0.62, –0.41) based on 1,608
unique observations (788 in meditative groups and 820
in control group).

Eight RCTs evaluated the efficacy of meditative ther-
apies for anxiety in comparison with similar or compa-
rable attention.[26,77–83] Two of the studies reported ap-
plying supportive counseling in the control group,[81, 82]

but did not give any details on how the counseling was
delivered, so we treated them as attention control. All
studies in this category reported significantly greater re-
duction of anxiety in the meditative group than that in
control, and four of them (57%) showed statistically sig-
nificant SMD in comparison with the attention control.
Overall, we observed a statistically significant SMD of
–0.59 (p < .001; 95% CI: –0.79, –0.39) based on 466
unique subjects (245 in meditation, and 221 in attention
control) (see Fig. 3).

Ten RCTs compared the meditative therapies with
other active therapies for a health issue or anxiety in
their research design (six had more than one control
group). These other active therapies included physical
exercises,[54, 63,67] pharmaceutical therapy,[60, 84] music
therapy,[72] progressive muscle relaxation,[68, 85] a reha-
bilitation program,[39] or a corporate stress management
program.[86] Three studies (30%) reported significantly
greater reduction of anxiety in the meditative group than
that in control. Although most of these studies did not
show statistically significant differences between medi-
tative therapy and the active therapy, meditative therapy
seemed to do just as well as, or better than, other active
therapies in comparison. Overall, we found a statisti-
cally significant SMD of –0.27 (p = .003; 95% CI: –0.46,
–0.09) based on 581 unique observations (307 in medita-
tive group and 274 in active therapy group) (see Fig. 4).
If we removed the study with the largest effect[49] from
the analysis (treated it as an outlier), the SMD would be
reduced to –0.19 (p = .03; 95% CI: –0.36, –0.02), which
was much less robust but still significant.

By examining the I2 in heterogeneity analysis, we
found that heterogeneity in the reviewed studies with the
waiting-list control, attention control, and active therapy
control were all at an acceptable level (since I2 is equal
to 8, 10, or 15% accordingly, under the 30% guideline
for possible problem in heterogeneity as per Cochrane
handbook[87]).

SUBGROUP ANALYSIS
We conducted subgroup analyses to explore the possi-

ble differences in SMD among studies with waiting-list
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Figure 2. Forest plot of comparison: Meditation versus waiting-list control standardized mean differences.

or attention control, given the large number of RCTs
that were included in the review. There were no sig-
nificant differences between the waiting-list control and
attention control in the majority of the pooled outcomes
(see Table 2 for the results of these exploratory subgroup
comparisons in SMD of meditative therapies for reduced
anxiety).

Overall, there were no statistically significant differ-
ences in the pooled results of SMD among the major-
ity of subgroup comparisons with two exceptions: study
quality and region of the study being conducted. There-
fore, we cannot draw conclusions solely based on these
comparisons. The subgroup comparisons suggest that
moving meditation such as qigong, tai chi, or yoga prac-
tice seemed to produce the larger effect in terms of

pooled SMD (–0.68 to –0.63) of reduced anxiety than
those by the static meditation such as guided imagery
(–0.39) or mindfulness (–0.51). The longer meditation
duration did not add any additional effect. No difference
was found in terms of density of meditation, or type of
study subjects, or homework assignment; however, we
did see a trend in which studies with group delivery re-
ported higher SMD (–0.58) than those with individual
delivery (–0.44). Again, most of the subgroup differences
were not statistically significant. We also noticed that all
studies with healthy subjects (six in total) reported sig-
nificant differences in reduced anxiety between the med-
itation group and control group.

Two significant subgroup differences were found in
the region where the study was conducted and in the

Figure 3. Forest plot of comparison: Meditation versus attention control standardized mean differences.
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Figure 4. Forest plot of comparison: Meditation versus Alternative active therapy group standardized mean differences.

study quality. Those studies conducted in the eastern
countries (India, China, and Japan) had a significantly
larger effect than those conducted in the western coun-
tries (–0.77 versus –0.46; p =.04), where meditation may
be considered of less mainstream. As to the differences in

study quality, the lower quality studies tended to report
a larger effect than the high-quality studies. Those stud-
ies with a CLEAR-NPT score less than 0.6 reported a
mean SMD twice as much as those studies with a quality
score greater than 0.8 (–0.83 versus –0.40; p = .02).

TABLE 2. Exploratory comparisons of subgroup differences in SMD of reduced anxiety among studies with waiting-list
control or attention control

Subgroups No. of studies No. of subjects SMD (95% CI) p values (grp differences)

Total 32 2,074 −0.53 (−0.62, −0.44)
By type of meditationa

Mindfulness meditation 11 869 −0.51 (−0.64, −0.37) .48
Yoga 9 424 −0.63 (−0.88, −0.38
Qigong or tai chi 5 288 −0.68 (−1.07, −0.29)
Guided imagery 5 252 −0.39 (−0.64, −0.14)

By duration of study
4 weeks or shorter 9 453 −0.57 (−0.77, −0.36) .81
6–10 weeks 12 771 −0.56 (−0.71, −0.42)
12 weeks or longer 11 850 −0.50 (−0.66, −0.33)

By density of meditation trainingb

Weekly or less 20 1,379 −0.51 (−0.62, −0.40) .46
2+ a week to daily 10 612 −0.60 (−0.81, −0.39)

By training/therapy delivery method
Group or group plus Individual 23 1,402 −0.58 (−0.70, −0.46) .17
Individual 9 672 −0.44 (−0.60, −0.29)

By homework assignmentc

With homework 26 1,735 −0.52 (−0.61, −0.42) .83
Without homework 5 279 −0.56 (−0.98, −0.15)

By Region of studies
From Western countries 24 1,631 −0.46 (−0.56, −0.27) .04
From Eastern countries 8 443 −0.77 (−1.04, −0.50)

By quality of the study
CLEAR-NPT ≥ 0.8 12 981 −0.40 (−0.53,−0.27) .02
CLEAR-NPT: 0.6—0.8 14 858 −0.61 (−0.75, −0.46)
CLEAR-NPT < 0.6 6 235 −0.83 (−0.15, −0.50)

By Type of Subjectsd

Patients with other health issues 22 1,410 −0.53 (−0.65, −0.41) .91
Healthy subjects (not patient) 6 489 −0.54 (−0.73, −0.35)
Patients with anxiety issue 3 127 −0.61 (−0.97, −0.25)

aTwo studies of TM were not included in subgroup analysis.
bTwo studies ran only one session of meditative training and were not included.
cOne residential study was not included.
dOne study with mixed subjects was not included.
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A close examination of these studies for possible ad-
verse effects found no reported side effects and most did
not report the procedure for addressing adverse effects or
mention safety examination. Among the studies that ex-
amined safety issues in the paper,[39,67, 68] none reported
any adverse effect from meditative therapies.

CONCLUSIONS
SUMMARY OF MAIN RESULTS

The current review and meta-analysis of a number
of small-to-medium scale quality RCTs showed some
consistent and robust evidence that meditative therapies
may be an effective treatment for patients with anxiety
symptoms. The pooled effects of meditative therapies for
anxiety were clinically relevant when compared with the
waiting-list (or TAU) and the attention controls, but not
as robust when compared with other active or alterna-
tive therapies. In other words, evidence from this review
indicates that meditative therapies are more effective
than waiting-list control or attention control, and may
be considered as effective as other alternative therapies
used in these studies (such as music therapy, exercises,
or relaxation practice) for reducing anxiety symptoms.

Differing from the findings in previous reviews of
meditation, we found that quality of the reviewed RCTs
was improved, mostly acceptable, and some of them
(40%) were of good quality. This different finding in
study quality may be related to several factors. The first
factor is the quality criteria used to assess the studies.
Specifically, most previous reviews used a standard Jadad
scale,[42] which emphasizes significance of blindness. Be-
cause blindness is hard to implement in a meditation
study, we believe this is an overly strict criteria and there-
fore we used a more practical quality checklist (11 crite-
ria instead of 5) that was designed for nonpharmaceutical
trials. The second factor is the procedure of review. We
tried to contact most authors for clarifications in detailed
research design, treatment outcomes, and other qual-
ity issues while most previous reviews, including Ospina
et al.[6], did not appear to apply this critical procedure.
The third factor is the overall quality of meditation stud-
ies have increased continuously in the past 10 years. Our
analysis of study quality over time indicates that stud-
ies published prior to 2000 had a relatively lower qual-
ity score (CLEAR = 0.66), studies published in 2000–
2005 had slightly higher quality score (CLEAR = 0.69),
whereas studies published after 2006 had a mean quality
score of 0.75. Obviously, our new review included more
recently published high-quality studies, which likely in-
dicate better data quality but also better control condi-
tions and checks to limit specious findings.

Our analysis revealed that quality of the RCT di-
rectly affects the magnitude of the observed effect size.
Although somewhat speculative, this implies that the re-
sults of low-quality studies may reflect a greater exper-
imenter effect or other research biases. This is partic-
ularly problematic, because study quality is extremely

important when evaluating the efficacy of a specific
therapy. We also found that the studies conducted
in Eastern countries (India, China, and Japan) had a
significantly larger effect than those conducted in the
Western countries (–0.77 versus –0.46; p = .04). This
finding may reflect a few factors, including the follow-
ing: (1) differing degrees of acceptance of meditation
as part of mainstream interventions (Eastern countries
have higher acceptance than Western countries); (2) the
quality of study design (researchers in Western countries
may apply higher standard or quality control procedures
than those in Eastern countries, or there may be more
room for experimenter bias in the Eastern studies where
experimenters may believe more strongly in the benefits
of these approaches); and (3) differing degrees of expe-
rience with meditation (researchers in Eastern countries
may be more experienced with meditation).

LIMITATIONS AND CHALLENGES
Although the findings of this review suggest some

promising clinical benefits of meditative therapies for
anxiety, we also must acknowledge some limitations that
reduce our ability to draw conclusions from these re-
sults. First and foremost, the diversity of meditation
modalities and study designs make it difficult to draw
a general conclusion based on the evidence, particularly
because the effects of meditative therapies on anxiety dif-
fer depending on whether the meditation is compared
with a waiting list (or TAU), additional attention con-
trol, or alternative active therapies, and depending on
the quality of studies. The clinically relevant effects of
meditative therapies for anxiety when compared with a
waiting-list or usual care control, or with the attention
control, may be partially attributable to possible placebo
effects of meditative settings (for example, relaxing mu-
sic in most meditation settings, or belief that meditation
works before signing up for the study). It is a method-
ological challenge to design a compatible control when
the intervention or treatment involves the patient’s ac-
tive participation, making it impossible to blind the par-
ticipants to which group they were assigned to, and to
have a meaningful control group that will take the same
amount of time and effort in treatment without substan-
tial benefits to the studied health condition. The tradi-
tional double-blind placebo-controlled design used for
pharmaceutical clinical trials is not applicable to this kind
of therapy,[88] as in RCTs evaluating psychotherapy.[89]

However, different from research design in psychother-
apy, meditation studies involved more elements of ac-
tive participation and daily practice from the study sub-
jects, and thus it may be even more difficult to apply
the standardization procedure for quality control and
for therapy compliance. Therefore, results in this type
of RCT may be more influenced by potential placebo ef-
fects and suggest the need to identify more innovative re-
search designs and comparable control conditions to en-
able true evaluation of effectiveness in reducing anxiety
outcomes.
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Figure 5. Funnel plot of studies comparing meditation group
with waiting-list control.

Participants’ preferences and expectations may also
partially explain the findings. For example, we found
more patients discontinued study participation in both
waiting-list and attention control groups than those in
active meditation groups in many of the reviewed studies
(although this difference was not statistically significant).
It also was evident that the pooled effect size or SMD in
comparison with attention control (–0.59) was actually
slightly higher than those in comparison with waiting-
list or TAU control (–0.52), suggesting that participants
did worse in an attention control compared to a usual
care or waiting-list control (two of seven studies using an
attention control group actually reported increased anx-
iety following the control condition). This may reflect
participants in an attention control group being more
aware of their assignment to a control. It is difficult to
ascertain how observed benefits are attributable to spe-
cific effects of meditation.

Another potential limitation of the studies reviewed
is the relatively small sample size in most studies, espe-
cially those studies using other active therapies as the
comparison conditions. Most reviewed studies included
fewer than 100 participants (average n = 80). Addition-
ally, there was a wide range of study duration, with med-
itation training ranging from 1 day to 1 year. Although
a funnel plot of all studies in waiting-list control indi-
cates a relatively symmetric pattern, suggesting no ob-
vious publication bias in the literature itself (see Fig. 5),
most studies with nonsignificant SMD were with smaller
samples (larger standard error in y-axis). This limitation
makes it hard to draw any firm conclusions regarding
effectiveness. Future larger scale studies are needed to
continue to assess the efficacy and effectiveness of med-
itative therapies.

Finally, several issues must be considered in terms of
the clinical implications of the observed effects. First, the
large majority of the reviewed studies measured the re-
ductions in nonclinical levels of anxiety symptoms, and
few studies have assessed the clinical efficacy of medita-
tive interventions for diagnosed anxiety disorders, which

is what most clinicians are confronted with in clinical set-
tings. Therefore, conclusions about the impact of med-
itational approaches must be tempered as they relate to
clinically relevant manifestations of anxiety. Addition-
ally, existing literature has not reported on the effect of
meditation quality or compliance on the treatment out-
come, although it is assumed that quality of meditation
will affect the effect size or overall conclusion. Similar
to the need for monitoring drug-intake during phar-
maceutical trials, studies of meditative therapies should
take into account the quality of meditation and propor-
tion of participants who are able to comply with pro-
tocol to truly assess the therapy’s feasibility and effec-
tiveness. Among the reviewed studies, 20 of 40 studies
(50%) examined the quality or compliance of meditation
practice as part of research design; however, few actu-
ally compared the differences in outcomes between the
low-compliance group and the high-compliance group.
Future studies of meditation should more carefully ad-
dress this issue.

IMPLICATIONS AND FUTURE DIRECTIONS
This review indicates the potential effectiveness of

meditative therapies in reducing anxiety. However, a
few key considerations must guide future work. Med-
itative therapy is not a stand-alone therapy in the
traditional clinical setting, and may not be able to be ad-
equately studied using traditional double-blind placebo-
controlled trial methodology. Therefore, it may not be
appropriate to apply all traditional clinical criteria to as-
sess the safety and efficacy issues in meditative thera-
pies. Meditation is a whole package of mind–body exer-
cise with possibility of change in life style or attitude,
which includes both specific and nonspecific effects.
These reviewed studies suggest that people with anxiety
symptoms may find meaningful benefits through med-
itation or related exercise, although it cannot be deter-
mined whether these benefits may be mediated through
placebo, expectation, or self-suggestion.

Second, application of the modified quality assessment
tool in our review suggests that most studies of medi-
tative therapies for anxiety are actually of good or ac-
ceptable quality, and the results of these studies can be
taken into consideration in future work. As quality of the
studies may directly affect the reliability of the results,
it is relevant that many high-quality studies in this re-
view reported significant differences in reducing anxiety
between the meditation and control groups. This is a dis-
tinct difference between this review and what previous
reviews have concluded.

In conclusion, our systematic review and meta-
analysis suggests that meditative therapy may be an effec-
tive option for reducing anxiety symptoms. Our findings
suggest that meditation works significantly better than
TAU or attention control and works as well as other
active therapies used in these studies for reducing anx-
iety. However, to date, clinical efficacy of meditative
intervention for anxiety disorders has not been well
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documented. Although more large-scale studies with im-
proved quality are needed to develop more specific clin-
ical guidelines for its applications and firm conclusions
regarding its efficacy, the current review does suggest
meditation to be a potential intervention for anxiety.
Highlighting the effects of meditation on anxiety is im-
portant in that it may provide a useful alternative to exist-
ing pharmacotherapy and psychotherapy approaches to
treat anxiety. Given the fact that meditative therapies are
so easy to carry out without any known adverse effect, and
the fact that no existing treatment is effective for all pa-
tients or for all anxiety disorders, clinicians may consider
recommending meditation for patients of anxiety and
promoting meditative therapies for anxiety and related
disorders.
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APPENDIX

TABLE A1. Meditation for anxiety review—quality
assessment

Criterion Yes No Unclear

1 Was the generation of allocation
sequences (group assignment
procedure) adequate?

2 Was the treatment allocation
concealed?

3 Were details of the intervention
administered to each group
stated or made available?

4 Were care providers experience or
skill in each arm (group)
appropriate?

5 Was participant adherence or
compliance assessed
quantitatively?

6 Were participants adequately
blinded?

� If NO, please go to 6.1.1 and
6.1.2.

� If YES, please go to 7
6.1.1 Were other treatments and care

(i.e. co-interventions) the same
in each randomized group?

TABLE A1. Continued

Criterion Yes No Unclear

6.1.2 Were withdrawals and
lost-to-follow-up the same in
each randomized group?

7 Were care providers for the
participants adequately blinded?

- If NO, please go to 7.1.1 and
7.1.2.

- If YES, please go to 8.
7.1.1 Were all other treatments and care

(co-interventions) the same in
each randomized group?

7.1.2 Were withdrawals and
lost-to-follow-up the same in
each randomized group?

8 Were outcome assessors
adequately blinded to assess the
primary outcomes?

8.1 If outcome assessors were not
adequately blinded, were specific
methods used to avoid
ascertainment bias (systematic
differences in outcome
assessment)?

9 Was the follow-up schedule the
same in each group? (parallel
design)

10 Were the treatment and control
group comparable at entry (any
significant differences at
baseline)?

11 Were the main outcomes analyzed
according to the
intention-to-treat principle?

Total Total scores (number of Yes)

[Adapted from Boutron et al. (2005)[41]

Checklist to evaluate a report of a nonpharmacological trial
(CLEAR NPT)

Quality score = total number of yes/total number of applied criteria.
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Irritable bowel syndrome (IBS) is a functional bowel disorder and the etiology is not well understood. Currently there is no
cure for IBS and no existing medication induces symptom relief in all patients. IBS-20 is a 20-herb Chinese medicinal formula
that offers beneficial effects in patients with IBS; however, the underlying mechanisms are largely unknown. This study showed
that IBS-20 potently inhibited LPS- or IFNΓ-stimulated expression of pro-inflammatory cytokines, as well as classically activated
macrophage marker nitric oxide synthase 2. Similarly, IBS-20 or the component herb Coptis chinensis decreased LPS-stimulated
pro-inflammatory cytokine secretion from JAWS II dendritic cells. IBS-20 or the component herbs also blocked or attenuated
the IFNΓ-induced drop in transepithelial electric resistance, an index of permeability, in fully differentiated Caco-2 monolayer.
Finally, the up-regulation of key inflammatory cytokines in inflamed colon from TNBS-treated mice was suppressed significantly
by orally administrated IBS-20, including IFNΓ and IL-12p40. These data indicate that the anti-inflammatory activities of IBS-20
may contribute to the beneficial effects of the herbal extract in patients with IBS, providing a potential mechanism of action for
IBS-20. In addition, IBS-20 may be a potential therapeutic agent against other Th1-dominant gut pathologies such as inflammatory
bowel disease.

1. Introduction

IBS is one of the most common gastrointestinal (GI) dis-
orders affecting up to 20% of the adult population and is
characterized by chronic abdominal pain and discomfort as
well as alterations in bowel habits [1]. The lack of success
of the current available therapies using serotonin as a pri-
mary therapeutic target in the management of the major
symptoms may be related to heterogeneity of the etiology
and symptoms of IBS [2]. There is no cure for IBS and no
existing medication induces symptom relief in all patients.
Therefore, it is believed that new strategies of developing

effective treatments for IBS should be focused on agents that
can simultaneously act on multiple sites/pathways.

Chinese herbal therapies have been used to treat GI
symptoms for centuries and have provided effective relief
of symptoms in IBS patients. Generally, traditional herbal
formulae contain many different components that act on
multiple sites/pathways with potential synergistic effects and
chemical reactions among the component herbs that can
maximize efficacy. IBS-20 is a Chinese medicinal formula
containing 20 herbs that was developed from two traditional
ancient Chinese herbal formulations known as Tong Xie
Yao Fang (Important Prescription for Abdominal Pain and
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Diarrhea) and Zhong Man Fen Xiao Wan (Separate and
Reduce Fullness in the Middle). IBS-20 offered a global
symptom improvement in patients with IBS in a random-
ized, double-blinded, placebo-controlled clinical trial [3]
and is currently on a phase II dose-escalation clinical trial for
IBS patient. Like many other traditional Chinese medicinal
regimes, the mechanisms for the beneficial effects of IBS-20
are unknown.

There is mounting evidence indicating that previous GI
infection is a key risk factor for a subgroup of IBS patients
[4–7]. More recent studies also showed that some degree
of immune activation is present in nearly all IBS patients
tested, regardless of previous history of infection or the type
of disease (constipation, diarrhea, or alternating) [4, 5, 8].
Compounds that target the immune system are an important
option in the treatment of a number of GI pathologies, in-
cluding inflammatory bowel disease (IBD), but have not
been evaluated fully in IBS. This study was designed,
therefore, to investigate, (i) the effects of IBS-20 on the
cytokine production from innate immune cells stimulated
with inflammatory mediators, (ii) the ability of IBS-20 to
block/attenuate the dysregulated barrier function in Caco-2
cell monolayer, and (iii) the anti-inflammatory activities
of IBS-20 in the murine model of TNBS-induced colitis.
The results of these studies indicate that IBS-20 has potent
anti-inflammatory effects on innate immune cells in vitro as
well as on murine model of colitis in vivo. In addition, IBS-20
blocks/attenuates the IFNγ-induced disruption of epithelial
barrier function. Thus, the beneficial effects of IBS-20 in
patients with IBS may be attributed to the strong anti-inflam-
matory activities of IBS-20 or the component herbs.

2. Materials and Methods

2.1. Mice. C57BL/6 mice were purchased from The Jack-
son Laboratories (Bar Harbor, ME). All experiments were
conducted in accordance with principles set forth in the
Guide for Care and Use of Laboratory Animals, Institute of
Laboratory Animal Resources, National Research Council,
Health and Human Services Publication (National Institutes
of Health 85-23, revised 1996), and the Beltsville Animal
Care and Use Committee, 2003.

2.2. TNBS-Induced Colonic Inflammation in Mice. Female,
six-week-old C57BL/6 mice received intrarectal instillation
of TNBS (2 mg/mouse in 40% ethanol) to induce colonic
inflammation as described [9]. IBS-20 extracts were sus-
pended in saline as the concentration of 50 mg/mL. One
milliliter of solution containing 50 mg of IBS-20 extracts was
orally administrated to mice (n = 5/group) daily started on
the same day as TNBS. This dose of IBS-20 was equivalent
to the human dose. Control mice were treated with 1 mL of
saline and all mice were studied 7 days after treatment.

2.3. Plant Materials. The component herbs in the IBS-20 for-
mula (Table 1) were acquired in the prescribed proportions
(% w/w) through the Zhixin Chinese Pharmaceutical Co.
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Figure 1: Chromatographic fingerprint of Coptis sinensis rhizomes.
Number in the bracket is the relative retention of the peak to the
marker peak: (1) 0.81, (2) 0.88, (3) 0.89, jatrorrhizine, (4) 0.90, (5)
0.93, coptisine, (6) 0.98, palmatine, (7) marker, berberine.

Ltd, Guangzhou, China. Voucher samples (IBS-01 to IBS-
20) have been deposited at the herbarium of the School of
Chinese Medicine, The Chinese University of Hong Kong
(Shatin, Hong Kong). The individual herbs were identified
by their Chinese pharmaceutical as well as their scientific
botanical (Latin binomial) names (Table 1) and botani-
cally authenticated by macroscopic and microscopic means
according to pharmacopoeial methods. In cases where two
or more species have the same official pharmaceutical name,
only one species was selected for chemical and biological/
clinical studies. In addition to botanical authentication, the
individual component herbs (illustrated in Figure 1 for Cop-
tis sinensis rhizomes as an example) were chemically char-
acterized by HPLC analyses employing one or more reference
marker compounds to produce characteristic qualitative pro-
files (fingerprints). Additionally, tests for purity as measured
by the contents of foreign matters, total ash, acid-insoluble
ash, water, and alcohol extractives were performed according
to official pharmacopoeial methods. The presence of heavy
metals, pesticides, microbes, and fungal toxin (aflatoxin)
contamination was also carried out and determined to meet
pharmacopoeial standards as described previously [10].

The twenty dried component herbs were individually
milled or sliced and admixed in the prescribed proportion
(% w/w) as shown in Table 1, followed by extraction with
water under good manufacturing practices (GMP) at the
Hong Kong Institute of Biotechnology. Briefly, the herb
mixture, totaling 400 kg, was decocted with 10-fold (w/v) of
boiling distilled water for 60 minutes, cooled and collected.
Fresh boiling water was added to the marc and decocted
for a second time. The cooled extracts were pooled, filtered,
concentrated, and spray dried to obtain a powder (34%
yield w/w based on raw herbs). An aliquot was set aside for
chemical and preclinical biological studies. The remaining
portion was formulated with water-soluble starch (excipient)
into the clinical product. The HPLC fingerprint of IBS-20
(Figure 2) and the content of selected marker compounds
were determined as previously described [10]. For in vitro
studies, the herbal extracts were processed for removal of
possible contaminating LPS using Detoxi-Gel Endotoxin Re-
moving Gel (Thermo Scientific, Rockford, IL).

2.4. Reference Marker Compounds and Reagents. Reference
marker compounds (Table 1) for qualitative and quantitative
HPLC analyses were obtained from the National Institute
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Table 1: Component herbs in the IBS-20 formula and their reference markers.

Pharmaceutical name and
Chinese phonetic name

Botanical name and plant part Composition (%)

Reference marker(s)

Qualitative analysis
(HPLC fingerprinting)

Quantitative analysis
(HPLC)

Angelicae Dahuricae Radix
(Bai Zhi)

Angelica dahurica (Fisch.ex Hoff.)
Benth. et Hook. f. (Apiaceae); Root

2 Imperatorin Imperatorin

Artemisiae Scopariae Herba
(Yin Chen)

Artemisia scoparia Waldst. et Kit.
(Asteraceae); Aerial part

13 Chlorogenic acid Chlorogenic acid

Atractylodis Macrocephalae
Rhizoma (Bai Zhu)

Atractylodes macrocephala Koldz.
(Asteraceae); Rhizome

9 — —

Aucklandiae Radix
(Mu Xiang)

Aucklandia lappa Decne.
(Asteraceae); Root

3 Costunolide
Costunolide;

Dehydrocostus lactone

Bupleuri Radix (Chai Hu)
Bupleurum chinense DC.
(Apiaceae); Root

4.5 Saikosaponin a, d Saikosaponin a

Citri Reticulatae
Pericarpium (Chen Pi)

Citrus reticulata Blanco (Rutaceae);
Ripe fruit pericarp

3 Hesperidin Hesperidin

Codonopsis Radix (Dang
Shen)

Codonopsis pilosula Nannf. Var.
modest a (Nannf.) L. T. Shen
(Campanulaceae); Root

7 Lobetyolin Lobetyolin

Coicis Semen (Yi Yi Ren)
Coix lacryma-jobi L.var.ma-yuen
(Roman.) Stapf. (Poaceae); Ripe
kernel

7 Glycerol trioleate Glycerol trioleate

Coptidis Rhizoma
(Huang Lian)

Coptis chinensis Franch.
(Ranunculaceae); Rhizome

3 Berberine Berberine; Palmatine

Fraxini Cortex (Qin Pi)
Fraxinus rhynchophylla Hance
(Oleaceae); Branch or stem bark

4.5 Aesculetin Aesculetin; Esculin

Glycyrrhizae Radix et
Rhizoma Praeparata cum
Melle (Zhi Gan Cao)

Glycyrrhiz uralensis
Fisch.(Fabaceae); Root and rhizome

4.5 Glycyrrhizic acid Glycyrrhizic acid

Magnoliae Officinalis Cortex
(Hou Po)

Magnolia officinalis Rehd. Et Wils.
(Magnoliaceae); Root, branch and
stem bark

4.5 Magnolol Magnolol; Honokiol

Paeoniae Alba Radix
(Bai Shao)

Paeonia lactiflora Pall.
(Paeoniaceae); Root

3 Paeoniflorin Paeoniflorin

Plantaginis Semen
(Che Qian Zi)

Plantago asiatica L.
(Plantaginaceae); Ripe seed

4.5 — —

Phellodendri Amurensis
Cortex (Guan Huang Bo)

Phellodendron amurense Rupr.
(Rutaceae); Bark

4.5 Berberine Berberine; Palmatine

Pogostemonis Herba
(Guang Huo Xiang)

Pogostemon cablin (Blanco)
Benth.(Lamiaceae); Aerial part

4.5 —
Patchouli alcohol (GC
method was used for

analysis)

Poria (Fu Ling)
Poria cocos (Schw.) Wolf
(Polyporaceae); Sclerotium

4.5 — —

Saposhnikoviae Radix
(Fang Feng)

Saposhnikovia divaricata (Turcz.)
Schischk. (Apiaceae); Root

3
5-O-

Methylvisammioside

prim-O-
Glucosylcimifugin;

5-O-
Methylvisammioside

Schisandrae Chinensis
Fructus (Wu Wei Zi)

Schisandra chinensis (Turcz.) Baill.
(Schisandraceae); Ripe fruit

7 Schisandrin Schisandrin

Rhizoma Zingiberis
Praeparatum (Pao Jiang)

Zingiber officinale Rose
(Zingiberaceae); Prepared rhizome

4.5 6-Gingerol 6-Gingerol

for the Control of Pharmaceutical and Biological Products
(Beijing, China) and were subjected to identity validation by
MS and NMR analyses and purity (>98%) analysis by HPLC-
DAD and/or LC-MS.

2.5. Preparation of Bone Marrow-Derived Macrophages
(BMDM) and Cell Culture. Nonadherent bone marrow mo-
nonuclear cells were obtained from mice by flushing the
marrow from tibia and femurs into HyClone MEM Alpha
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Figure 2: Chromatographic fingerprint of the IBS-20 formula.
The identities of the peaks by LC-MS analysis are (1) Esculin,
(2) Chlorogenic acid, (3) Aesculetin, (4) Paeoniflorin, (5) prim-
O-Glucosylcimifugin, (6) Magnoflorine, (7) Liquiritin, (8) 5-O-
Methylvisamminoside, (9) Hesperidin, (10) Columbamine, (11)
Jatrorrhizine, (12) Epiberberine, (13) Coptisine, (14) Palmatine,
(15) Berberine, (16) Glycyrrhizic acid, (17) Schisandrin, (18)
Honokiol, (19) Magnolol, and (20) Schisandrin A.

medium (Thermo) containing 10% FBS. Cells were cultured
overnight at 37◦C with 5% CO2 in HyClone MEM Alpha
medium to deplete adherent stromal cells. The nonadherent
mononuclear cells were collected, treated with Red Blood
Cell Lysis Buffer to deplete red blood cells. These cells were
then cultured in the presence of 20 ng/mL recombinant
mouse M-CSF (R&D Systems, Minneapolis, MN) for 7
days to generate fully differentiated macrophages with the
medium changed every other day. JAWS II (CRL-11904,
ATCC), a murine dendritic cell line, was cultured in the
Alpha minimum essential medium with 20% FBS, 1% P/S
antibiotic, 4 mM glutamine, 1 mM sodium pyruvate, and
5 ng/mL murine GM-CSF. Macrophages and dendritic cells
(DCs) were plated in 6-well plates and treated in tripli-
cates with the herbal extracts of IBS-20 or the individual
components herbs in the presence or absence of inflamma-
tory mediators LPS, IFNγ, or both. After 24 hours, cells were
collected in Trizol for RNA isolation while cell-free super-
natants were collected Luminex Assay on cytokine release.
Based on our preliminary experiments, we selected the most
appropriate concentration of LPS for the individual experi-
ments as follows: 1 ng/mL for cytokine mRNA expression
of BMDM, 10 ng/mL for cytokine release of BMDM, and
2 ng/mL for JAWS II cells.

2.6. Microsnap Well Assay for Transepithelial Electrical Resis-
tance (TEER). Caco-2 cells (HTB-37, ATCC), a human
epithelial cell line, were cultured in Eagle’s minimum essen-
tial medium with 20% FBS. 5 × 105 cells per well are seeded
on a 12-well transwell plate with 12 mm insert (Costar 3460,
Corning Incorporated) and incubated at 37◦C with 5% CO2.
The bottom of the well (basolateral side) was filled with
1.5 mL culture medium and top chamber (apical side) with
0.5 mL medium. Cells were a confluent polarized epithelial
monolayer after 10–14 days in culture. The monolayer was
then treated with herbal extracts of IBS-20 or the individual
component herbs added to both apical and basolateral sides
in the presence or absence of IFN-γ (added to the basolateral
side), a well-recognized epithelial barrier disruptor. TEER

Table 2: Primer sequences for real-time quantitative PCR.

Gene Primer sequences (5′ to 3′)

IFNγ
Forward, TGGCTGTTTCTGGCTGTTACTG

Reverse, AGGTGTGATTCAATGACGCTTATG

IL-1β
Forward, TCTATACCTGTCCTGTGTAATG

Reverse, GCTTGTGCTCTGCTTGTG

IL-6
Forward, TCCATCCAGTTGCCTTCTTG

Reverse, TTTCTCATTTCCACGATTTCCC

IL-10
Forward, TCTCCCCTGTGAAAATAAGAG

Reverse, GCCTTGTAGACACCTTGG

IL12p35
Forward, TTGATGATGACCCTGTGCCTTGG

Reverse, GATTCTGAAGTGCTGCGTTGATGG

IL-12p40
Forward, TGAGAACTACAGCACCAGCTTCTT

Reverse, CTTCAAAGGCTTCATCTGCAAGT

IL-23p19
Forward, CAACTTCACACCTCCCTAC

Reverse, CCACTGCTGACTAGAACTC

NOS-2
Forward, CGGAGCCTTTAGACCTCAACA

Reverse, CCCTCGAAGGTGAGCTGAAC

TGF-β
Forward, CTAATGGTGGACCGCAACAAC

Reverse, GCACGGGACAGCAATGGG

TLR4
Forward, ACCAAGAACATAGATCTGAGCTTCAA

Reverse, ATGCCATGCCTTGTCTTCAATT

TNFα
CCTCCCTCTCATCAGTTCTATGG

Reverse, GGCTACAGGCTTGTCACTCG

was monitored daily before the treatment and then again at
24 and 48 hours after treatment.

2.7. RNA Extraction, cDNA Synthesis, and Real-Time Quan-
titative PCR. Total RNA was extracted from cultured cells
or colon whole tissue as described previously [11]. RNA
samples (2 mg) were reverse-transcribed to cDNA using the
First Strand cDNA Synthase Kit (MBI Fermentas, Hanover,
MD) with random hexamer primer. Real-time quantitative
PCR (qPCR) was performed on an iCycler detection system
(Bio-Rad, Hercules, CA) as described. The fold changes in
mRNA expressions for targeted genes were relative to the
respective vehicle groups of mice after normalization to 18S
rRNA. Primers for qPCR were designed by Beacon Designer
7.0 (Premier Biosoft International, Palo Alto, CA) and syn-
thesized by Sigma or the Biopolymer Laboratory of the Uni-
versity of Maryland (Baltimore, MD). The sequences were
listed in Table 2 or as described previously [11].

2.8. Luminex Assay for Cytokine Release. Cell-free super-
natant was collected and the cytokine release was determined
using Luminex 100 System in the Cytokine Core Lab of the
University of Maryland (Baltimore, MD).

2.9. Data Analysis. Statistical analysis was performed using
one-way ANOVA followed by Newman-Keuls test to com-
pare the responses and gene expression. Appropriate vehicle-,
time-, and age-matched controls were also included through-
out the studies.
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Figure 3: IBS-20 inhibited LPS-stimulated expression of pro-inflammatory cytokines/mediators in bone marrow-derived macrophages
(BMDMs). BMDMs were treated with LPS (1 ng/mL) in the presence or absence of IBS-20 extracts (20 or 100 μg/mL). After 24 hours, cells
were collected in Trizol for mRNA expression of TNFα (a), IL-6 (b), IL-12p35 (c), IL-12p40 (d), IL-1β (e), and NOS-2 (f) by qPCR. ∗P < 0.05
versus respective vehicle (VEH), φP < 0.05 versus LPS alone. Data shown in bar graphs are the mean ± s.e.m and representative of at least
two independent experiments.

3. Results

3.1. IBS-20 Potently Inhibits the Expression/Production of Pro-
Inflammatory Cytokines in Macrophages. Given the fact that
low-grade inflammation is often present in patients with IBS
and many Chinese herbs possess anti-inflammatory proper-
ties, we sought to determine if IBS-20 can inhibit the pro-
inflammatory cytokine production from macrophages, one
of the major cells involved in inflammation. We performed
studies in bone marrow-derived macrophages (BMDMs)
that are generally considered to be a pure population of
mature macrophages and often serve as a valuable cell
model for assessing anti-inflammatory activities [12]. Three
different concentrations of IBS-20 were initially tested: 20,

100, and 300 μg/mL. IBS-20 had no effect on basal cytokine
expression or cell viability at the concentrations of 20 and
100 μg/mL (Figure 3) but caused some degrees of cell death
at 300 μg/mL. IBS-20 at 20 μg/mL had modest inhibitory
effects on LPS-stimulated up-regulation of TNFα, IL-6,
and IL-12p40, a subunit shared by both IL-12 and IL-23
(Figures 3(a), 3(b), and 3(d)). At 100 μg/mL, IBS-20 potently
inhibited LPS-stimulated up-regulation of several major pro-
inflammatory cytokines, including IL-6, TNFα, IL-12p35,
and IL-12p40 (Figures 3(a)–3(d)). In contrast, IBS-20 did
not affect the basal or LPS-stimulated cytokine expression
of IL-1β (Figure 3(e)), IFNγ, IL-23p19, or IL-13 (data not
shown). It also was without effect on the anti-inflammatory
cytokines, TGFβ or IL-10 (data not shown). These date
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Figure 4: IBS-20 inhibited cytokines release of TNFα and IL-6 from BMDMs. BMDMs were treated with LPS (10 ng/mL) in the presence
or absence of IBS-20 extracts (0.1 mg/mL). After 24 hours, cell-free supernatants were collected for cytokine release of TNFα (a) and IL-6
(b) by Luminex Assay. ND: not detected. ∗P < 0.05 versus vehicle (VEH) or IBS-20; φP < 0.05 versus LPS. Data shown in bar graphs are the
mean ± s.e.m and representative of at least two independent experiments.

indicate that IBS-20 is not a general anti-inflammatory
agent, but rather an inhibitor of specific cytokines/mediators.
Changes in mRNA expression do not always translate into
changes in protein expression; therefore, we measured cyto-
kine release using Luminex Assay. Consistently, the LPS-
stimulated cytokine release of TNFα and IL-6 from
BMDM was significantly less when treated with IBS-20
(Figure 4), indicating that IBS-20 inhibits the pro-inflam-
matory cytokines at both translational and transcriptional
levels. Notably, IL-12p40 protein was not detectable in the
cell culture supernatant of BMDM even after stimulated with
LPS (1 ng/mL) for 24 hours (data not shown).

It is well established that macrophages undergo distinct
pathways of activation under different cytokine microenvi-
ronments [13]. In the presence of LPS, macrophages undergo
classical activation (CAMφ) characterized by the significant
up-regulation of inducible nitric oxide synthase (NOS-2)
expression, the specific molecular marker for inflammatory
CAMφ. IBS-20 significantly attenuated the LPS-induced up-
regulation of NOS-2 in BMDM (Figure 3(f)), indicating that
IBS-20 can also influence the phenotypic development of
macrophages.

IFNγ is an important pro-inflammatory cytokine pro-
duced mainly by Th1 and antigen-presenting cells (macro-
phage and DC). Increased levels of IFNγ are implicated in
various inflammatory pathologies. To investigate whether
IBS-20 can affect the biological activities of IFNγ, we stimu-
lated BMDM with IFNγ, LPS, or IFNγ + LPS in the pre-
sence or absence of IBS-20. qPCR showed that IFNγ or LPS
alone upregulated the mRNA expression of IL-12p40 and,
when given together, had a synergetic effect (Figure 5(a)).

The presence of IBS-20 significantly inhibited the IL-12p40
expression in BMDM stimulated with LPS or IFNγ alone,
or in combination. Confirming the qPCR results, Luminex
assay of cell culture supernatant showed that IBS-20 com-
pletely blocked LPS + IFNγ-induced IL-12p40 release
(Figure 5(b)). Similarly, IBS-20 greatly decreased the IL-6
production in macrophages stimulated with both LPS and
IFNγ (Figure 5(c)).

The biological activities of LPS depend on TLR4, a toll-
like receptor implicated in Th1-dominant inflammation. To
further explore the mechanisms by which IBS-20 inhibits
LPS-stimulated cytokine production, we measured the ex-
pression of TLR4. qPCR showed that TLR4 expression was
unaffected by either LPS or IBS-20 treatment (data not
shown), indicating that the anti-inflammatory activities of
IBS-20 do not involve TLR4.

3.2. IBS-20 Potently Inhibits the Expression/Production of
Proinflammatory Cytokines in JASW-II Cells. Dendritic cells
represent another type of major innate immune cells im-
portant for adaptive immunity and aberrant activation of
DC implicated in variety of inflammation. To determine
whether IBS-20 affects the activities of DC, we performed
studies on JASW-II cells, a mouse dendritic cell line. Cells
were treated with IBS-20 in the presence or absence of LPS
and cell culture supernatants were collected for Luminex
assay of pro-inflammatory cytokine release. Consistent with
its anti-inflammatory activities on macrophages, IBS-20
significantly decreased LPS-induced IL-6 secretion from
JAWS-II cell (Figure 6). Again, the effect on IL-1β pro-
duction was not apparent due to the very low expression
level even after stimulation with LPS (Figure 6). On the other
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Figure 5: IBS-20 inhibited the cytokine expression/release from BMDMs stimulated with inflammatory mediators. BMDMs were treated
with LPS (10 ng/mL), IFNγ (10 ng/mL), or both in the presence or absence of IBS-20 extracts (0.1 mg/mL). After 24 hours, cells were collected
in Trizol for mRNA expression of IL-12p40 by qPCR (a). Cell-free supernatants were collected for cytokine release of IL-12p40 (b) or IL-6
(c) by Luminex Assay. ND: not detected. ∗P < 0.05 versus respective VEH; φP < 0.05 versus respective vehicle. Data shown in bar graphs are
the mean ± s.e.m and representative of at least two independent experiments.

hand, LPS-stimulated TNFα secretion was not suppressed
by IBS-20 (Figure 6).

3.3. Coptis Chinensis Is an Anti-Inflammatory Component
Herb of IBS-20. IBS-20 is an herbal formula consisting of 20

component herbs. Among the several herbs that have docu-
mented anti-inflammatory activities [14], we selected Coptis
chinensis (Huang Lian, HL) for further testing the effects on
LPS-stimulated cytokine release from JAWS II cells. Although
it had no effect on the basal level of cytokine release, Coptis
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Figure 6: Effects of IBS-20 on cytokine secretion of JAWS II cells.
Cells were treated with IBS-20 extracts (0.1 mg/mL) in the presence
or absence of LPS (2 ng/mL) and the cell-free supernatants were
collected after 24-hour treatment. Cytokine secretion of IL-1β, IL-
6, and TNFα was determined by Luminex Assay. ∗P < 0.05 versus
respective vehicle or IBS-20; φP < 0.05 versus IBS-20. Data shown
in bar graphs are the mean± s.e.m and representative of at least two
independent experiments.

chinensis almost completely abolished the LPS-stimulated
cytokine release of pro-inflammatory IL-6, IL-1β, and TNFα
(Figures 7(a)–7(c)).

3.4. IBS-20 or the Selected Component Herbs Attenuate/Block
the IFNγ-Induced Epithelial Barrier Dysfunction. Epithelial
cells in the mucosal surface form a monolayer barrier that
limits the exposure of pathogens or products to the under-
lying immune cells; therefore, maintaining an intact mucosal
barrier is arguably one of the most critical factors in immune
homeostasis. Having established the anti-inflammatory ac-
tivities of IBS-20 in the innate immune cells, we next deter-
mined if IBS-20 was capable of influencing epithelial barrier
function. We cultured Caco-2 cells, a human colonic epithe-
lial cell line, and treated them with IBS-20 in the presence
of IFNγ, a well-established epithelial barrier disruptor.
Transepithelial electric resistance (TEER) was measured as
an index of permeability. Consistent with previous reports,
IFNγ effectively decreased TEER of Caco-2 monolayer after
48-hour treatment indicating an increase in permeability
(Figure 8). The presence of IBS-20 prevented this IFNγ-
induced decrease in TEER, indicating maintenance of nor-
mal barrier function (Figure 8). Two of the individual herbs,
Paeonia lactiflora Pall (Bai Shao, BS) and Saposhnikovia
divaricata Schischk (Fang Feng, FF), also significantly atten-
uated the IFNγ-induced drop in TEER, while Phellodendron
amurense (Huang Bai, HB) had no effect (Figure 8). It is

noteworthy that neither IBS-20 nor any of the individual
component herbs tested had any effect on the basal TEER.

3.5. IBS-20 Attenuates the TNBS-Induced Upregulation of
Proinflammatory Cytokines in Colon. The anti-inflammatory
activities of IBS-20 in vitro in both immune and epithelia
cells suggest that IBS-20 may provide beneficial effect for
inflammatory disease. We extended our investigation to the
murine model of TNBS-induced colonic inflammation. Be-
ginning the day of intracolonic administration of TNBS,
mice were given daily IBS-20 for 7 days via gavage. The
TNBS-induced macroscopic (tissue edema, length, and
weight of colon) and histological abnormalities (crypt dam-
age and inflammatory cell infiltration) of colon were un-
changed by IBS-20 (data not shown); however, up-regulation
of two key Th1 cytokines, IFNγ and IL-12p40, in inflamed
colon was attenuated significantly in mice receiving IBS-20
(Figure 9).

4. Discussion

Herbal therapy has been used in Chinese Medicine for many
thousands of years and has regained popularity over the
last few decades worldwide. Their efficacy and mechanisms
of actions, however, remain largely unknown. The current
study shows that IBS-20, a multicomponent Chinese medic-
inal formula developed from traditional ancient Chinese
herbal formulations, has potent anti-inflammatory activities
in both innate immune cells in vitro as well as the TNBS-
inflamed colon in vivo. In addition, the herbal formula can
protect the colonic epithelial monolayer from the inflam-
matory mediator-induced barrier dysfunction.

The gut harbors the largest immune system in the
body and the mucosa is considered to be the initial site of
interaction with commensal and pathogenic organisms [15].
Even though gut homeostasis is under tight control, immune
dysregulation occurs and contributes to a variety of inflam-
matory pathologies [16]. IBS is the most commonly dia-
gnosed gastrointestinal disorder, and recent work implicates
a role of inflammation in the pathogenesis of IBS [4, 5, 8].
Indeed, increased levels of pro-inflammatory and/or de-
creased levels of anti-inflammatory cytokines are found in
the peripheral blood mononuclear cells, circulation, and/or
mucosal samples in patients with IBS [4, 5, 17]. In addition,
increased infiltration of immune cells (mostly mast cell
and T lymphocytes) [18–20] or abnormal activation of T/B
cell [8, 21] are observed in the mucosa of patients with
IBS. Through the release of pro-inflammatory mediators,
these immune cells interact with, and sensitize, the sensory
and motor neurons, leading to colorectal hypersensitivity
detected in many IBS patients [22, 23].

As one of the major players in gut immunity, macro-
phages are present constitutively in the intestinal lamina
propria [24–26]. Under normal conditions, intestinal macro-
phages lack or have reduced responses to inflammatory
stimuli. During active disease, the number of macrophages
is increased in the lamina propria as a result of recruitment
of circulating monocytes. These recruited macrophages
release large amounts of pro-inflammatory cytokines, such as
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Figure 7: Inhibitory effects of Coptis chinensis (Huang Lian, HL) on the cytokine secretion of JAWS II cells. Cells were treated with Coptis
chinensis extracts (20 μg/mL) in the presence or absence of LPS (2 ng/mL) and the cell-free supernatants were collected after 24-hour
treatment. Cytokine secretion of TNFα (a), IL-6 (b), and IL-1β (c) was determined by Luminex Assay. ∗P < 0.05 versus respective VEH;
φP < 0.05 versus HL.

IL-1β, IL-12, TNFα, and IFNγ, which are important in both
the onset and development of inflammation [25]. Finally,
macrophages can influence the differentiation and expansion
of inflammatory Th1/Th17 effector cells by releasing IL-12
and IFNγ [26, 27]. In this study, IBS-20 potently inhibited
production of pro-inflammatory cytokines from BMDM
stimulated by inflammatory mediators such as LPS and
IFNγ.

Macrophages express many types of TLRs, including
TLR4 which is responsible for LPS stimulation of large
amounts of pro-inflammatory cytokine production [28, 29].
Increased expression of TLR is reported in the colonic

mucosa of animal models of IBS [27]. IBS-20 did not affect
the TLR-4 expression in macrophages, indicating that the
intracellular signaling molecules of TLR-4, rather than the
receptor itself, are the potential target of IBS-20. LPS activates
TLR4 signaling by binding to TLR4 : MD2 receptor complex,
a process facilitated by the coordination of LPS binding
protein and CD14. It then leads to the activation of MyD88-
dependent and/or independent intracellular signaling path-
way. The MyD88-dependent pathway causes rapid activation
of transcription factors NF-κB and AP-1, and is responsible
for the early production of pro-inflammatory cytokines such
as IL-1β and TNFα. The MyD88-independent pathway, on
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Figure 8: Effects of IBS-20 or the component herbs on barrier function of fully differentiated Caco-2 monolayer. 5 × 105 cells per well
were seeded on a 12-well transwell plate with 12 mm insert and cultured for 10–14 days. The polarized epithelial cell monolayer was then
treated with herbal extracts of IBS-20 (100 μg/mL) or the individual component herbs (20 μg/mL), Paeonia lactiflora Pall (Bai Shao, BS),
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versus respective; φP < 0.05 versus VEH-IFNγ. Data shown in bar graphs are the mean± s.e.m and representative of at least two independent
experiments.
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Figure 9: Administration of IBS-20 suppresses the up-regulation of pro-inflammatory cytokine expression in the inflamed colon in vivo.
Mice received intrarectal instillation of TNBS (2 mg/mouse in 40% ethanol) to induce colonic inflammation. IBS-20 extracts were given to
mice daily via gavage. Mice were euthanized at day 7 after TNBS, and the colon was collected for mRNA expression of cytokines by qPCR.
Results on the expression of IFNγ (a) and IL-12p40 (b) were shown. ∗P < 0.05 versus VEH; φP < 0.05 versus IBS-20; n = 5 for each group.
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the other hand, activates IRF3 and is responsible for the
induction of Type 1 interferons and interferon-inducible
genes that are important for antiviral and antibacterial re-
sponses. The distinct effect of IBS-20 on LPS-stimulated
cytokine expression suggests that the herbs may influence
multiple sites/pathways of TLR-4 intracellular signaling to
inhibit the LPS-induced pro-inflammatory cytokine produc-
tion, although more details remain to be fully understood.

Dendritic cells are another major type of innate immune
cells and professional antigen presenting cells that play a
crucial role in both innate and adaptive immunity. Intestinal
DCs reside in mucosa or lymphoid tissues such as Peyer’s
patches and mesenteric lymph nodes. Through sampling and
processing numerous luminal antigens from food, micro-
organisms, and their products, mucosal DCs are important
for the immune system to achieve tolerance and maintain
homeostasis. Abnormal DC functions have been associated
with intestinal inflammation. The current study showed that
in addition to its anti-inflammatory effects on macrophages,
IBS-20 strongly inhibited LPS-stimulated cytokine produc-
tion from JASW II cells, a DC cell line, suggesting a global
anti-inflammatory activity of IBS-20 that is likely mediated
by antigen presenting cells. Coptis chinensis is among the
several component herbs of IBS-20 that have well document-
ed anti-inflammatory activities. Previous studies show that
Coptis chinensis extracts or the major alkaloid from Coptis
chinensis can inhibit the expression of various pro-inflam-
matory cytokines such as IL-6 and TNFα [14, 30, 31].
Consistently, our study showed that Coptis chinensis aqueous
extracts completely blocked LPS-stimulated cytokine release
of IL-6, IL-1β, and TNFα from DC, indicating that Coptis
chinensis is the component herb that contributes, at least in
part, to the anti-inflammatory action of IBS-20. It remains
to be determined whether any of other individual herbs has
similar effects.

Control of intestinal permeability is critical to host de-
fense because enhanced permeability facilitates passage of
large numbers of intraluminal bacteria, antigens, or other
pathogen-generated molecules across the mucosal barrier
that trigger immune activation [32]. Evidence indicates
that IBS patients exhibit increased mucosal permeability in
the small intestine or colon irrespective of IBS subtype,
and that is often correlated with the disease severity [32–
35]. In addition, changes in mucosal barrier function and
the resulting immune activation are involved in triggering
visceral hypersensitivity in patients with IBS [18, 22, 33].
This study showed that IBS-20 or the component herbs are
able to preserve normal mucosal barrier function, providing
another mechanism for the beneficial effects in patients. It
would be interesting to identify the molecular targets of IBS-
20 acting through the intracellular signaling and tight junc-
tion proteins that may contribute to herbal effects on epi-
thelial barrier function.

TNBS-induced colonic inflammation in mice is a com-
monly used chemically induced model that features up-re-
gulation of pro-inflammatory cytokines (IL-1β, IFNγ, TNFα,
IL-12, IL-17A). This model has been used for investigat-
ing the pathogenesis of IBD and testing the anti-inflam-
matory activities of agents with therapeutic potential [36].

Macrophage activation with increased levels of Th1 cytokines
in the colonic mucosa is another feature of mice treated
with TNBS. In addition, TNBS treatment mimics several
key aspects of symptoms in patients with IBS, including
the increase in mucosal permeability and visceral hyper-
sensitivity in response to colorectal distension [37]. The
underlying mechanisms for the hyperalgesia are not fully
understood but may involve the release of pro-inflammatory
mediators interacting with, and sensitizing, the sensory and
motor neurons [38]. Administration of IBS-20 with TNBS
simultaneously abolished or significantly attenuated the up-
regulation of pro-inflammatory cytokines in the inflamed
colon consistent with its anti-inflammatory activities. It was
surprising to see that the clinical symptoms or histological
abnormalities of the colon in TNBS-treated mice were not
improved by IBS-20. This could be attributed to a number
of factors relating to the use of IBS-20 in vivo including
the inability to inhibit the TNBS-induced epithelial barrier
breakdown or to block production of IL-1β, a major pro-
inflammatory cytokine implicated in TNBS-induced colonic
inflammation.

Collectively, this study demonstrates that IBS-20 pos-
sesses strong anti-inflammatory properties. The herbal ex-
tracts not only inhibit the pro-inflammatory cytokine pro-
duction from the immune cells but also block the inflam-
matory mediator-induced epithelial cell barrier disruption.
Moreover, IBS-20 is capable of suppressing the up-regulation
of inflammatory cytokine in the inflamed colon in vivo.
Thus, the beneficial effects of IBS-20 in patients with IBS may
be attributed to its anti-inflammatory activities. It should
be noted that IBS patients are heterogeneous and inflam-
mation may only occur in certain subtypes of patients par-
ticularly those with histories of previous infection. These
factors should be taken into account when applying anti-
inflammatory therapies to IBS patients. Given the fact that
there are similarities and clinical overlaps between IBS and
other gut inflammatory diseases [39], IBS-20 may also be a
potential therapeutic agent against other Th1-dominant gut
pathologies such as IBD.
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 CLINICAL AND SYSTEMATIC REVIEWS 

                                    Acupuncture for Irritable Bowel Syndrome: Systematic 
Review and Meta-Analysis    
  Eric       Manheimer  ,   MS   1        ,     L. Susan       Wieland  ,   PhD   1      ,     Ke       Cheng  ,   PhD, LAc   2      ,     Shih Min       Li  ,   MD, PhD   3      ,     Xueyong       Shen  ,   MD   2      ,     Brian M.       Berman  , 
  MD   1       and     Lixing       Lao  ,   PhD, LAc   1               

  OBJECTIVES:    Evidence-based treatment guidelines have been unable to provide evidence-based guidance on the 
effects of acupuncture for irritable bowel syndrome (IBS) because the only previous systematic 
review included only small, heterogeneous, and methodologically unsound trials. We conducted a 
new systematic review and meta-analysis of randomized controlled trials (RCTs) to estimate the 
effects of acupuncture for treating IBS. 

  METHODS:    MEDLINE, the Cochrane Central Register of Controlled Trials, EMBASE, Cumulative Index to 
Nursing and Allied Health, and the Chinese databases Sino-Med, CNKI, and VIP were searched 
through November 2011. Eligible RCTs compared acupuncture with sham acupuncture, other 
active treatments, or no (specifi c) treatment, and evaluated acupuncture as an adjuvant to another 
treatment. Our outcomes were overall IBS symptom severity and health-related quality of life. 
Dichotomous data were pooled to provide a relative risk (RR) of substantial improvement after 
treatment, and continuous data were pooled to provide a standardized mean difference (SMD) 
in post-treatment scores between groups. 

  RESULTS:    A total of 17 RCTs ( N     =    1,806) were included. We found no evidence of an improvement with 
acupuncture relative to sham acupuncture on symptom severity (SMD    =        −    0.11, 95 %  confi dence 
interval (95 %  CI):     −    0.35 to 0.13; 4 RCTs) or quality of life (SMD    =        −    0.03, 95 %  CI:     −    0.27 to 0.22; 
3 RCTs). Because of the homogeneity of the results of the sham-controlled trials, results were unaf-
fected by restriction to the four sham-controlled RCTs that used adequate randomization, blinding, 
and had few withdrawals / dropouts. Among RCTs that did not use a placebo control, acupuncture was 
more effective than pharmacological therapy (RR of symptom improvement    =    1.28, 95 %  CI: 1.12 to 
1.45; 5 RCTs) and no (specifi c) treatment (RR     =     2.11, 95 %  CI: 1.18 to 3.79; 2 RCTs). There was 
no difference between acupuncture and  Bifi dobacterium  (RR    =    1.07, 95 %  CI: 0.90 to 1.27; 2 RCTs) 
or between acupuncture and psychotherapy (RR    =    1.05, 95 %  CI: 0.87 to 1.26; 1 RCT). Acupuncture 
as an adjuvant to another Chinese medicine treatment was statistically signifi cantly better than the 
other treatment alone, in trials with a high risk of bias (RR    =    1.17, 95 %  CI: 1.02 to 1.33; 4 RCTs). 

  CONCLUSIONS:    Sham-controlled RCTs have found no benefi ts of acupuncture relative to a credible sham acupunc-
ture control on IBS symptom severity or IBS-related quality of life. In comparative effectiveness 
Chinese trials, patients reported greater benefi ts from acupuncture than from pharmacological 
therapies. Future trials may help clarify whether or not these reportedly greater benefi ts of acupunc-
ture relative to pharmacological therapies are due entirely to patients ’  preferences for acupuncture 
or patients ’  greater expectations of improvement on acupuncture relative to drugs.   

  SUPPLEMENTARY MATERIAL  is linked to the online version of the paper at  http://www.nature.com/ajg   
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 INTRODUCTION 
 Irritable bowel syndrome (IBS) is a chronic, relapsing gastrointes-

tinal condition characterized by altered bowel habits and abdomi-

nal pain and discomfort ( 1 ). A systematic review ( 2 ) has estimated 

that 10 – 15 %  of adults in North America have IBS, as diagnosed by 

either the Rome ( 3 ) or Manning ( 4 ) objective diagnostic criteria. 

IBS is associated with signifi cant reductions in both health-related 

quality of life ( 5 ) and work productivity ( 1,6 ) and increased con-

sumption of medical resources. Indeed, people with IBS consume 

over 50 %  more health-care resources than age-matched controls 

without IBS ( 7,8 ). Th e combined direct and indirect costs associ-

ated with IBS patients in the United States in 2004 were estimated 

at over  $ 1 billion ( 9 ). 

 Effective treatments for IBS are needed to relieve symptoms, 

improve quality of life, and to reduce health-care utilization. 

In 2009, the American College of Gastroenterology Task Force 

conducted a series of systematic reviews to evaluate the efficacy 

of both pharmacological and nonpharmacological therapies 

for treating IBS ( 1 ). In terms of pharmacological treatments, 

the Task Force found  “ poor quality of evidence ”  for certain 

antispasmodics and  “ moderate quality of evidence ”  for tricy-

clic antidepressants, selective serotonin reuptake inhibitors, 

nonabsorbable antibiotics (for diarrhea-predominant IBS), 

and C-2 chloride channel activators (for constipation-predom-

inant IBS). The Task Force found  “ good quality of evidence ”  

for 5HT 
3
  antagonists and 5HT 

4
  agonists, but noted that these 

agents carry a possible risk of ischemic colitis and cardiovascu-

lar events, respectively, which may limit their utility. A subse-

quent systematic review showed that the benefits of these 5HT 
3
  

antagonists and 5HT 
4
  agonists relative to placebo are  “ modest ”  

( 10 ). In terms of nonpharmacological therapies, the Task Force 

found  “ poor quality of evidence ”  for psyllium fiber and pepper-

mint oil. The Task Force also noted that preliminary evidence 

suggested that some probiotics may be effective in reducing IBS 

symptoms ( 1 ). A subsequent systematic review ( 11 ) concluded 

that the specific probiotic  Bifidobacterium infantis  35624 has 

shown repeated efficacy in well-designed randomized control-

led trials (RCTs), and can be considered an effective treatment 

for IBS. 

 Th e Task Force was unable to make any recommendations either 

for or against acupuncture for treating IBS because the only avail-

able systematic review available at the time was a 2006 Cochrane 

review, recently updated ( 12 ), which was inconclusive in 2006 

because it included only small, heterogeneous, and methodologi-

cally unsound trials. Given the safety of acupuncture ( 13 – 15 ) and 

the limited availability of other safe and eff ective treatments for 

IBS, the question of whether acupuncture is eff ective for treating 

IBS is highly relevant. Recently, several RCTs have been published 

that provide greater evidence to estimate the eff ects of acupunc-

ture for treating IBS. We have therefore updated our previous 

Cochrane systematic review and meta-analysis of acupuncture 

for IBS to assess whether the pooled eff ects of currently available 

trials show any benefi t of acupuncture in improving symptoms or 

health-related quality of life in patients with IBS. Th is manuscript 

is based on the updated Cochrane review ( 12 ).   

 METHODS  
 Search strategy 
 We searched MEDLINE, the Cochrane Central Register of Con-

trolled Trials (CENTRAL), EMBASE, the Cumulative Index to 

Nursing and Allied Health, and the Chinese databases Sino-Med 

(previously called the Chinese Biomedical Database), CNKI, and 

VIP (through November 2011). We considered all RCTs included 

in, or ongoing, at the time of the 2006 version of our Cochrane 

review ( 12 ). To further avoid the risk of missing eligible trials ( 16 ), 

we also scanned bibliographies of included articles and systematic 

reviews for further references.   

 Study selection 
 We included RCTs, published in any language, as either full articles 

or abstracts. Because recent research indicates that a large propor-

tion of Chinese-language RCT reports are of studies that are not 

truly randomized ( 17 ), an author interviewed the investigators of 

Chinese-language RCTs by telephone to determine whether they 

had used randomization. Th e interviews were conducted using 

questions adapted from the survey developed by Wu  et al.  ( 17 ) to 

verify the authenticity of  “ claimed ”  randomized trials. Th e same 

questions were asked of authors of English-language RCTs that 

did not include details about randomization methods in their 

published reports. Trials that were found to assign patients by 

alternation, rotation, or hospital record number were automati-

cally excluded. Trials that used a random method of assignment, 

but with fl aws or suspected fl aws in the random assignment proc-

ess, were included, but with their limitations described. 

 We included trials evaluating Traditional Chinese Medicine 

(TCM) acupuncture for the treatment of adults diagnosed with 

IBS. TCM acupuncture involves inserting needles into traditional 

meridian points, usually with the intention of infl uencing energy 

fl ow in the meridian. Needles may also be inserted at additional 

tender points and electrical stimulation of the needles may be 

used. As TCM acupuncture is oft en accompanied by moxibus-

tion, we included trials using moxibustion as a co-intervention 

with acupuncture. We excluded trials of dry needling / trigger point 

therapy, a therapy that is based on principles of Western anatomy 

and physiology and rejects TCM concepts of energy and merid-

ians. We also excluded RCTs of laser acupuncture, noninvasive 

electrostimulation (i.e., using electrodes on the skin rather than 

needles to stimulate acupuncture points ( 18 )), and acupressure to 

restrict our focus to the eff ects of traditional needle acupuncture. 

Finally, we excluded trials of micropuncture, a nontraditional acu-

puncture practice that is based on the principle that the ear (or 

nose, eye, etc.) is a microsystem of the entire body, and in which 

needles are only inserted on that microsystem. 

 We included trials comparing acupuncture with sham (pla-

cebo) acupuncture, other active non-TCM treatments, and no 

(specifi c) treatment, or evaluated acupuncture as an adjuvant to 

another treatment. We excluded RCTs in which one form of acu-

puncture was compared with another form of acupuncture or a 

diff erent type of TCM (e.g., Chinese herbal medicine). Adjunctive 

treatments, either Western or TCM, were allowed as long as they 

had been given to both the acupuncture and control groups. Our 
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 All study characteristics and outcome data were independently 

extracted by two authors, and disagreements were resolved by 

discussion. When reported data were incomplete or ambiguous, 

we requested additional information or clarifi cation from the 

corresponding authors.   

 Assessment of acupuncture adequacy 
 Two acupuncturists (L.L. and X.S.) who have a combined acu-

puncture clinical experience of nearly 50 years in treating IBS, and 

who have previously worked on RCTs of acupuncture, assessed 

the adequacy of the acupuncture administered in the trials. Six 

aspects of the acupuncture intervention were assessed for ade-

quacy: choice of acupuncture points, total number of sessions, 

treatment duration, treatment frequency, needling technique, and 

acupuncturist ’ s experience ( 25 – 27 ). Th e likelihood of the sham 

intervention to have physiological activity was also assessed, 

using an open-ended question. Th e acupuncturist assessors were 

provided with only the part of the publications that described 

the acupuncture and sham procedures, so that their assessments 

could not be infl uenced by the results of the trials. To test the suc-

cess of blinding the assessors to the study publication and results, 

we asked the assessors to guess the identity of each study being 

assessed. Th e acupuncturists assessed adequacy independently 

and achieved consensus by discussion.   

 Study risk of bias 
 For each included study, we assessed the risk of bias using 

the Cochrane Collaboration ’ s risk of bias tool ( 28 ), which com-

prises six domains that may increase the risk of over- or under-

estimating an intervention eff ect. We also evaluated two other 

risks of bias-related factors: baseline comparability and use of an 

ITT analysis. 

 In judging adequacy of blinding, which is one of the Cochrane 

risk of bias domains, we assigned sham-controlled trials a judg-

ment of  “ Unclear ”  unless we felt certain that the sham control was 

suffi  ciently credible in fully blinding participants to the treatment 

being evaluated ( 26,27 ). We considered sham-controlled trials to 

have a low risk of bias for blinding if the trial either (i) evaluated 

the credibility of the sham and found the sham to be indistinguish-

able from true acupuncture or (ii) used a penetrating needle or a 

previously validated sham needle (i.e., Streitberger needle ( 29 )). 

 Two review authors independently judged whether each risk of 

bias criterion was adequately met. Any disagreement was resolved 

by discussion.   

 Data synthesis and statistical analysis 
 We only pooled data from trials that used similar control inter-

ventions (sham acupuncture, no treatment, or another active 

treatment), outcome measures (overall IBS symptom severity, IBS-

related quality of life), and timing of outcome assessment (short 

term and long term). For pooled data, summary test statistics were 

calculated using the RevMan soft ware, version 5.1 ( 30 ) random 

eff ects model to account for expected heterogeneity. We evaluated 

heterogeneity using the  I  2  statistic ( 31 ), which indicates the propor-

tion of variability across trials not explained by chance alone ( 32 ). 

primary outcomes were overall IBS symptom severity and IBS 

health-related quality of life. Studies that did not report at least one 

of these outcomes were excluded. 

 All records identifi ed by searching were independently screened 

by at least one reviewer. Th e full text of potentially relevant reports 

was obtained and independently reviewed by two authors for eligibil-

ity. Disagreements between reviewers were resolved by discussion.   

 Outcome measures and data extraction 
 Two recent evaluations of symptom and quality-of-life measures 

in IBS concluded that the IBS Adequate Relief question (IBS-AR) 

( 19 ) and the IBS Symptom Severity Scale (IBS-SSS) ( 20 ) possessed 

responsiveness, face, and construct validity, and were two of the 

most appropriate IBS symptom outcome measures, whereas the 

IBS Quality-of-Life measure (IBS-QoL) ( 21 ) was the most exten-

sively validated quality-of life-scale ( 22,23 ). For overall symptom 

severity, we therefore gave preference to the IBS-AR for dichoto-

mous outcomes and to the IBS-SSS for continuous outcomes, 

whereas for quality-of-life outcomes we gave preference to the 

IBS-QoL. In cases where dichotomous outcomes such as improve-

ment in IBS symptoms were presented in the form of multiple 

strata, such that we had the option of choosing cut points for 

the dichotomous outcome, we followed the model of Ford  et al.  

( 10,24 ) and created a dichotomous measure in which all posi-

tive outcomes were combined into a single positive category (i.e., 

improvement) and the remaining strata constituted the negative 

category (i.e., no improvement). When investigators selected a cut 

point on a continuous scale to dichotomize between improvement 

and no improvement, we used the same cut point to defi ne the 

dichotomous outcome ( 10 ). 

 We extracted outcome data for both short- and long-term fol-

low-up points. Short-term follow-up was defi ned as 3 months aft er 

randomization, and long-term follow-up was defi ned as closest to 

6 months but >3 months aft er randomization. When we observed 

multiple short-term follow-up points, we chose to extract the data 

closest to 8 weeks aft er randomization, which coincided with end 

of treatment. In cases where participants were lost to follow-up, 

and the RCT investigators conducted intention-to-treat (ITT) 

analyses using imputed values for the participants ’  missing data, 

we used these ITT results for our meta-analyses in preference to 

the available case analyses, if the ITT method for imputing data 

was described and if it was an appropriate method that would not 

bias the eff ect size calculation. If the method that the RCT inves-

tigators used for imputing missing data in their ITT analysis was 

not clearly described or not appropriate, we used the available case 

data instead (if available) for the primary analysis and the ITT data 

for a sensitivity analysis. If either only the ITT data or only the 

available case data were reported, then those available data were 

used. (We did not impute missing data ourselves for the meta-anal-

yses). Th e potential impact of missing data (including missing data 

that were imputed using a method that was not clearly described) 

were considered in interpreting the results of the review, taking 

into account the degree of missing trial data across the treatment 

arms and the size of the eff ect estimate of the individual trial and 

the pooled eff ect estimate. 
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 For the acupuncture vs. sham comparison, data for the symptom 

severity outcome were presented in some studies as dichotomous 

data (e.g., adequate symptom relief) and in other studies as con-

tinuous data (e.g., symptom severity as measured by the IBS-SSS). 

We re-expressed odds ratios as standardized mean diff erences 

(SMDs), thereby allowing dichotomous and continuous data to 

be pooled together for this comparison / outcome ( 32 ), using the 

generic inverse variance method in RevMan. For the acupunc-

ture vs. sham comparison, all 3 studies that included the quality-

of-life outcome reported continuous data (and 2 out of 3 did not 

also report dichotomous data), and hence we pooled these studies 

using the SMD. For all other comparisons / outcomes, all studies 

reported dichotomous outcome data (and some did not also report 

continuous data), and hence we pooled these studies as relative 

risks (RRs). For the Cochrane version of this review, all continuous 

and dichotomous data reported for all studies are presented in for-

est plots. Th ere were no important diff erences between continuous 

and dichotomous results for any comparison / outcome.    

 RESULTS  
 Results of the search 
 Our searches identifi ed 1,421 citations of which 71 references, 

corresponding to 65 individual studies, were evaluated in full. 

Of these 65 studies, 48 were excluded, leaving 17 eligible RCTs 

( 33 – 49 ), including a total of 1,806 patients (see  Supplementary 

Figure S1 online ). Th ree of the studies included in our 2006 

Cochrane review ( 50 – 52 ) were excluded from this update because 

either an adequate randomization process was not used ( 50,51 ) or 

the procedure could not be recalled by the author ( 52 ). 

  Table 1  includes a description of trial characteristics and acupunc-

ture and control interventions. Th e Cochrane version of this review 

( 12 ) includes an additional fi gure for the fl ow of studies through the 

selection process, as well as the following additional tables: summary 

of fi ndings table; list of studies that we excluded as well as the 

reasons for exclusion; full details of the characteristics of the included 

trials; full details of the risk of bias assessments for each trial; and 

assessments of adequacy of acupuncture and sham protocols.   

 Acupuncture adequacy 
 All trials included in this review were judged adequate on  “ Choice 

of acupoints, ”  except for the Lowe trial ( 42 ), which did not report 

the acupoints. Th e acupuncture frequency was judged adequate 

in all trials except for the Forbes and Reynolds trials ( 37,43 ). 

Th e acupuncture adequacy assessors were successfully blinded to 

the study publications and were unable to guess the identity or 

results of any of the studies they assessed.   

 Risk of bias in included studies 
 All sham-controlled trials reported adequate methods for sequence 

generation and allocation concealment. In four out of fi ve sham-

controlled trials ( 34,37,38,44 ) (i.e., all except for the Lowe trial 

( 42 )), we judged that the shams were likely to be indistinguish-

able from true acupuncture and that incomplete outcome data 

were adequately addressed. Th e Lowe trial was reported only as 

an abstract, and the completeness of outcome data ascertainment 

could not be assessed. In one sham-controlled trial ( 37 ) that had 

a moderate total number of withdrawals (i.e., 8 / 59), the dropouts 

were approximately evenly distributed across treatment groups, the 

withdrawals were unlikely to be related to knowledge of treatment 

assignment or eff ects of the treatment, and the degree of missing 

data would be unlikely to aff ect the estimate of the treatment eff ect 

in this individual trial or in the meta-analytic estimates. 

 In the trials comparing acupuncture with another active treat-

ment ( 33,35,40,41,45,46,48,49 ), no (specifi c) treatment ( 38,43 ), 

or evaluating acupuncture as an adjuvant to another treatment 

received by all trial participants ( 36,39 – 41,47 ), blinding of partici-

pants was not possible, and this likely represents the major risk of 

bias in these trials. In these comparative eff ectiveness trials, there 

were also risks of bias associated with the randomization proce-

dure and the follow-up of patients (see risk of bias;  Table 2 )  .   

 Acupuncture vs. sham acupuncture 
 Five trials ( 34,37,38,42,44 ) compared the eff ects of acupuncture 

and sham acupuncture. Th e fi ve individual sham-controlled RCTs, 

and also the pooled analysis, found no statistically signifi cant 

diff erences between acupuncture and sham acupuncture on the 

outcomes of symptom severity or quality of life. (One trial ( 44 ) 

did not measure the outcome of symptom severity and two tri-

als ( 34,42 ) did not report quality of life). For both outcomes, the 

results of all sham-controlled trials were homogeneous ( I  2     =    0 % ; 

see  Figure 1 ). Only the Schneider  et al.  ( 44 ) trial included a long-

term follow-up time point, and this trial did not fi nd a diff erence 

between acupuncture and sham in the quality-of-life outcome at 

6 months (SMD 0.07, 95 %  confi dence interval (95 %  CI):     −    0.54 

to 0.69).   

 Acupuncture vs. other active treatments 
 Th e fi ve trials ( 35,45,46,48,49 ) that compared acupuncture vs. 

pharmacological therapies for IBS found that participants receiv-

ing acupuncture reported a greater improvement than partici-

pants receiving pharmacological therapies (see  Figure 2 ). 

 Participants receiving acupuncture were not more likely to have 

responded to treatment than those treated with psychotherapy 

( 40 ) or those treated with  bifi dobacterium  ( 33,41 ).   

 Acupuncture as an adjuvant to other active treatments 
 Five trials ( 36,39 – 41,47 ) compared the combination of adjuvant 

acupuncture plus another IBS treatment received by all trial par-

ticipants with the other IBS treatment alone. Pooled results showed 

that participants receiving adjuvant acupuncture were more likely 

to have reported improvement than those treated with another 

Chinese medicine treatment alone (although there was substan-

tial heterogeneity of results and high risks of bias in these trials) 

( 36,39,41,47 ), or those treated with psychotherapy alone ( 40 ).   

 Acupuncture vs. no specifi c treatment 
 Two trials ( 38,43 ) compared the eff ects of acupuncture with no 

specifi c treatment. In both trials, all participants were allowed 

to continue receiving standard medical care for IBS, including 
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  Table 1 .    Characteristics of randomized controlled trials of acupuncture in IBS 

    Study     N     a     Country  

  Diagnostic 
criteria used 

for IBS  

  Criteria for 
improvement 
in overall IBS 
symptoms  

  Criteria for 
improvement 
in IBS-related 
quality of life  

  Time point 
for outcome 
assessment   b   

  Acupuncture 
treatment    Control treatment(s)  

   An  et al.  ( 33 )  81  c    China  Rome II  Categorical  d     –   e    4 Wks (EoT)  Fixed formula with 
moxibustion at 2 
fi xed points; 24 ses-
sions over 4 wks 

 Combined  Bifi dobac-
terium ,  lactobacillus , 
and  Enterococcus 
faecium  capsules 
(2 pills, 3 ×  / d) 

   Anastasi  et al.  ( 34 )  29  USA  Rome II / III  CGI   –   4 Wks (EoT)  Flexible formula with 
moxibustion at all 
points; 8 sessions 
over 4 wks 

 Sham acupuncture —
 superfi cial needling 
2 – 3   cm from true 
acupoints 

   Chen and Lai ( 36 )  60  c    China  Rome II  Categorical  FDG QoL 
scale 

 4 Wks (EoT)  Flexible formula with 
moxibustion at 4 
fi xed points; 12 ses-
sions over 4 wks     +     
Chinese herbal 
formula 

 Chinese herbal formula 
alone (3 pills, 3 ×  / d) 

   Chen ( 35 )  60  China  Rome III 
 –  IBS-D 

 Categorical   –   3 Wks (EoT)  Flexible formula with 
moxibustion at 3 – 5 
points; 15 sessions 
over 3 wks 

 Montmorillonite (1 bag, 
2 ×  / day)     +     loperamide 
(4   mg, 3 ×  / day)     +     
pinaverium bromide 
(50   mg, 3 ×  / d)  f   

   Forbes  et al.  ( 37 )  59  UK  Rome I and 
Manning 

 Global symp-
tom score 
based on 
patient diary  g   

 EuroQol  13 Wks (EoT)  Individualized; 10 
sessions over 10 wks 

 Sham acupuncture —
 penetrating needles at 
non-acupoints 

   Lembo  h    et al.  ( 38 )  230  USA  Rome II  IBS-AR and 
IBS-SSS 

 IBS-QoL  3 Wks (EoT)  Flexible formula; 
6 sessions over 
3 wks 

 (i) Sham acupuncture — 
validated Streitberger 
placebo needles placed 
at non-acupoints in 
general vicinity of the 
true acupoints  
 (ii) Waitlist with con-
tinuation of usual care 

   Li ( 39 )  186  China  Rome III  Categorical   –   10 Wks (EoT)  Flexible formula with 
moxibustion at all 
points; 60 sessions 
over 10 wks     +     Tuina 
spinal massage 

 Tuina spinal massage 
alone (60 sessions over 
10 wks) 

   Liu ( 40 )  150  China  Not specifi ed  Categorical   –   3 – 21 Wks 
(EoT) 

 Flexible formula with 
moxibustion at 1 acu-
point; 10 – 60 sessions 
over 20 – 120 days     +     
psychotherapy 

 (i) Acupuncture alone  
 (ii) Psychotherapy 
alone 

   Liu  et al.  ( 41 )  300  China  Rome 
III – IBS-D 

 Categorical   –   4 Wks (EoT)  Fixed formula EA; 
28 sessions over 
4 wks     +     Chinese 
herbal formula 

 (i) EA alone  
 (ii) Chinese herbal 
formula alone 
(150   ml, 2 ×  / d)  
 (iii)  Bifi dobacterim 
longum  alone 
(1 pill, 2 ×  / d) 

   Lowe  et al.  ( 42 )  50  Canada  Rome 
(version not 

stated) 

 Dichotomous 
measure of 
symptom 
relief 

 IBS-36  4 Wks (EoT)  Fixed formula; 
8 sessions over 
4 wks 

 Sham acupuncture —
 tapping blunt needle 
on the skin and then 
taping the needle in 
place 

   Reynolds 
 et al.  ( 43 ) 

 30  UK  Rome II  IBS-SSS   –   3 Months 
(EoT) 

 Flexible formula; 
8 sessions over 
3 months 

 Usual care 
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prescribed medications, but control group participants were 

not assigned to any additional IBS treatment. Both of these tri-

als showed a statistically signifi cant benefi t of acupuncture for 

improving IBS symptom severity, although there was substantial 

heterogeneity of results between the two trials ( I  2     =    57 % ).   

 Subgroup and sensitivity analyses 
 For the sham-controlled trials, subgroup analyses on the risk of 

bias or treatment adequacy-related variables would be uninforma-

tive because all sham-controlled trials had similar results, and no 

combination of these trials resulted in a pooled statistically sig-

nifi cant benefi t for either the symptom severity or quality-of-life 

outcome. For trials comparing acupuncture vs. pharmacological 

therapies, restriction to the four trials that compared acupuncture 

vs. evidence-based ( 53 ) antispasmodic pharmacological therapies 

( 35,45,46,49 ) had similar results (RR 1.21, 95 %  CI: 1.07 to 1.37, 

249 participants,  I  2     =    0). For the other comparisons, there were too 

few trials to attempt subgroup analyses ( 32 ). 

 For the Forbes  et al.  ( 37 ), trial which reported both ITT and 

available case data for the symptom severity outcome, a sensitivity 

analysis using ITT values instead of the available case values did 

not result in important diff erences in the SMDs for this trial.   

 Safety of acupuncture 
 A total of nine trials included descriptions of adverse events asso-

ciated with acupuncture ( 33,34,36 – 38,41,43,45,46 ). For eight of 

these nine trials ( 33,34,36 – 38,41,43,46 ), no serious adverse events 

were reported, whereas the Shi  et al.  ( 45 ) trial reported that one 

participant in the electroacupuncture group withdrew because of 

syncope.    

  Table 1 .    Continued 

   Schneider 
 et al.  ( 44 ) 

 43  Germany  Rome II  Not measured  FDDQL  5 Wks (EoT)  Fixed formula; 10 
sessions over 5 wks 

 Sham acupuncture —
 validated Streitberger 
placebo needles placed 
2   cm from true 
acupoints 

   Shi  et al.  ( 45 )  70  China  Rome 
III – IBS-D 

 Categorical   –   5 Wks (1 wk 
after EoT)  i   

 Flexible formula EA; 
28 sessions over 
4 wks 

 Pinaverium bromide 
(50   mg, 3 ×  / d) 

   Sun  et al.  ( 46 )  63  China  Rome 
III – IBS-D 

 Categorical   –   4 Wks (EoT)  Fixed formula; 20 
sessions over 4 wks 

 Pinaverium bromide 
(50   mg, 3 ×  / d) 

   Xiong and Lin ( 47 )  120  China  Rome II  Categorical   –   4 Wks (EoT)  Fixed formula with 
moxibustion at 2 
points; 28 sessions 
over 4 wks     +     Chi-
nese herbal formula 

 Chinese herbal formula 
alone 

   Xue and Tian ( 48 )  210  China  Rome II  Categorical   –   3 – 7 Wks 
(EoT) 

 Fixed formula with 
moxibustion at 1 
point; 20 – 40 sessions 
over 3 – 7 wks 

 Sulfasalazine 
(10   mg, 1 ×  / d) 

   Zeng  et al.  ( 49 )  65  China  Rome 
III – IBS-D 

 Categorical   –   30 Days (EoT)  Flexible formula with 
moxibustion at 6 
points; 30 sessions 
over 30 d 

 Trimebutine maleate 
(100   mg, 3 ×  / d) 

     Acupoints, acupuncture points; CGI, Clinical Global Impression Scale ( 73 ); d, day; EA, electroacupuncture; EoT, end of treatment; EuroQol, EuroQol Group’s rating 
scale ( 74 ); FDDQL, Functional Digestive Diseases Quality-of Life-Questionnaire  (76); FDG QoL, Functional Digestive Diseases Quality-of Life-Scale, an IBS quality-
of-life questionnaire that had been used in previous Chinese studies but that has not been validated; IBS, irritable bowel syndrome; IBS-36, see ref. 75  ; IBS-AR, 
IBS-Adequate Relief question ( 19 ); IBS-D, study restricted eligibility to IBS-D (IBS with diarrhea) subtype patients; IBS-QoL, IBS Quality-of-Life Measure ( 22 ); 
IBS-SSS, IBS Severity Scoring System ( 20 ); wk, week  .   
   a    Number randomized.   
   b    The time point listed is the number of weeks after randomization.   
   c    For these two trials, the author did not record or recall the numbers randomized, or the numbers of dropouts, and the numbers analyzed are reported here.   
   d    For all 11 trials conducted in China, a symptom scale was used to assess the severity of the patients ’  overall IBS-related symptoms (e.g., abdominal pain, defeca-
tion diffi culties, diarrhea) both at baseline and after treatment. For eight of these trials  (33,35,36,41,45 – 47,49),  a percentage improvement from baseline scores 
was then calculated (i.e., (baseline symptom score – symptom score after treatment) /  baseline symptom score), and this percentage change from baseline was then 
grouped into two  (45),  three  (33,49),  or four ( 35,36,41,46,47 ) categories, which were then converted into two categories for the meta-analysis, as described in 
the Methods section. For the other three trials  (39,40,48),  it was not clear how the symptom scale scores were converted into the categorical data. For these 
11 trials, the criteria for improvement are listed as  “ Categorical ”  in this table.   
   e    A dash ( – ) indicates that the outcome was not measured.   
   f    The Montmorillonite was given to all patients and the loperamide and pinaverium bromide was added if the diarrhea did not stop.   
   g    This symptom diary is based on the Bristol scale ( 77 ).   
   h    In this trial, patients were randomized to fi ve arms. The fi rst arm was a waitlist control. Participants in the remaining four arms were randomized to sham or true 
acupuncture, with or without an augmented practitioner – patient interaction. There was no main effect of practitioner – patient interaction; therefore, we combined 
the two acupuncture groups (augmented and limited encounter) and the two sham acupuncture groups (augmented and limited encounter) in order to compare the 
effects of acupuncture and sham acupuncture.   
   i    This trial also included an EoT measurement point, for which the results were very similar to the 1-week post-EoT measurement point.   
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the same time, fi ve Chinese-language comparative eff ectiveness 

trials found that patients receiving acupuncture reported greater 

improvements in IBS symptoms compared with patients receiving 

pharmacological therapies for IBS. 

 How should physicians, researchers, and policymakers interpret 

these seemingly contradictory trial fi ndings, i.e., that acupunc-

ture had no greater eff ects than a sham/placebo, but acupuncture 

did show greater eff ects compared with 2 pharmacological treat-

ments that have both previously been shown to be superior to a 

placebo ( 53 )? First, both the comparative eff ectiveness trials and 

 DISCUSSION  
 Summary of main results 
 Five sham-controlled RCTs have tested the eff ects of acupunc-

ture for IBS, and four of these trials used adequate randomiza-

tion, blinding, and had few withdrawals / dropouts. None of these 

sham-controlled RCTs individually found a statistically signifi cant 

benefi t of acupuncture relative to sham acupuncture on the out-

comes of symptom severity or quality of life. Similarly, pooling 

the data from these sham-controlled trials did not result in statis-

tically signifi cant benefi ts of acupuncture on either outcome. At 

  Table 2 .    Risk of bias summary  a   

    
  Adequate 

sequence generation  
  Allocation 

concealment  
  Patient 
blinding  

  Incomplete outcome 
data addressed  

  Free of selective 
reporting  

  Baseline 
comparability   b     ITT   c   

   An  et al.  ( 33 )  Yes  [Yes]  No  [Unclear]  d    Yes  Unclear  No 

   Anastasi  et al.  ( 34 )  [Yes]  [Yes]  Yes  e    Yes  Yes  Yes  No 

   Chen and Lai ( 36 )  [No]  f    [No]  No  [Unclear]  g    Yes  Yes  No 

   Chen ( 35 )  Yes  [Yes]  No  [Yes]  Yes  Yes  No 

   Forbes  et al.  ( 37 )  Yes  [Yes]  Yes  h    Yes  Yes  Yes  Yes 

   Lembo  et al.  ( 38 )  Yes  Yes  Yes  i    Yes  Yes  Yes  Yes 

   Li ( 39 )  [No]  f    [No]  No  [Unclear]  d    Yes  Yes  No 

   Liu ( 40 )  [Unclear]  j    [Unclear]  No  [Unclear]  d    Yes  Unclear  No 

   Liu  et al.  ( 41 )  [Unclear]  j    [No]  No  [Unclear]  k    Yes  Unclear  No 

   Lowe  et al.  ( 42 )  [Yes]  [Yes]  Unclear  l    Unclear  d    Yes  Yes  Unclear 

   Reynolds  et al.  ( 43 )  [Yes]  [Yes]  No  Yes  No  Yes  Yes 

   Schneider  et al.  ( 44 )  [Yes]  Yes  Yes  i    Yes  Yes  Yes  No 

   Shi  et al.  ( 45 )  [Yes]  [Yes]  No  Yes  Yes  Yes  Yes 

   Sun  et al.  ( 46 )  [Yes]  [No]  No  Yes  Yes  Yes  No 

   Xiong ( 47 )  [Yes]  [No]  No  [Unclear]  d    Yes  Unclear  No 

   Xue and Tian ( 48 )  [Unclear]  j    [Unclear]  No  Yes  Yes  Yes  No 

   Zeng  et al.  ( 49 )  Yes  [Yes]  No  Yes  Yes  Yes  No 

   a    We followed the Cochrane Handbook criteria ( 28 ) for making judgments about the risk of bias for each of the six domains in the Cochrane Risk of Bias tool. 
Additional data obtained from RCT authors are enclosed in brackets to allow such data to be differentiated from the data included only in the publications.   
   b    For the baseline comparability criterion to score  “ Yes, ”  a comparison of the symptom scores between the treatment and control group(s) at baseline needed to be 
reported.   
   c    For the intention-to-treat (ITT) criterion to score  “ Yes, ”  an ITT analysis needed to be reported.   
   d    In these trials, the authors did not report the numbers of dropouts in their publication, and did not have records of the numbers of dropouts to provide during the 
telephone interviews.   
   e    For the sham control, penetrating needles were superfi cially inserted at nonpoints that were 2-3   cm away from the true points, and placebo moxibustion was 
performed above the same sham points without generating a heat sensation.   
   f    The authors of these trials confi rmed in telephone interviews that a few patients were nonrandomly assigned to achieve identical-sized treatment groups.   
   g    For this trial, the authors endeavored to maintain equal group sizes by eliminating participants who withdrew during the trial and replacing them with new patients, 
and the number of such replacements was not recorded by the author.   
   h    For the sham control, acupuncture needles were inserted at areas on the body that do not correspond to acupuncture points and are deemed to have no therapeu-
tic value. The points and needling technique were varied somewhat each week, as was also done in the true acupuncture group, who received individualized point 
selection.   
   i    For   the sham control in these trials, the Streitberger placebo needle was used, which has been previously validated as a suffi ciently credible sham ( 29 ). The 
Streitberger needles were placed close to the genuine acupuncture points in both trials. In both trials, the participants were acupuncture na ï ve.   
   j    This criterion was scored as  “ Unclear ”  because the authors of these three trials were unable to explain how equal sample sizes were achieved.   
   k    For this trial, the authors reported no dropouts, which would be unusual in a 4-week trial of 300 participants.   
   l    The sham control used in this trial was judged to have been potentially detectable as a fake treatment by the trial participants. The sham procedure involved 
tapping a blunt needle on the skin and then taping the needle in place. Although this procedure was described as  “ validated, ”  we are unaware of a validation 
study for this procedure. Also, in the trial report there was no description of whether or not the patients were required to have never previously used acupuncture, 
and there were no reported tests for checking the success of the blinding.   
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the sham-controlled trials have important limitations that compli-

cate their interpretations.  

 Namely, an important limitation of the trials comparing 

acupuncture versus pharmacological therapy is that the patients 

in these trials are not  “ blinded ”  to whether they received acupunc-

ture or drugs, and expectation eff ects (i.e., defi ned as  “ the impact 

of expectations on subjective outcomes ”  ( 54 )), may diff er between 

acupuncture and drugs ( 27,55,56 ). Th at is, if patients randomized 

to acupuncture expect greater improvements than patients 

random ized to drugs, the greater expectations of benefi ts from 

acupuncture may contribute to a larger placebo eff ect (i.e., a larger 

improvement in symptoms due to an inert treatment, or an inert 

component of a treatment) in the acupuncture group than in the 

drug group. Because of the possibility of diff erential expectations 

of a benefi t from acupuncture vs. drugs in these trials ( 27,55,57 ), 

it cannot be determined whether any of the reported benefi ts of 

acupuncture are due to a larger biological eff ect of acupuncture 

needling relative to drugs, or rather due entirely to the impact of 

the trial participants ’  greater expectations of a benefi t of acupunc-

ture, on the subjective outcomes that they reported. 

 A limitation of the sham-controlled trial design is that the high 

placebo eff ects of sham acupuncture may preclude the detection 

of any small, true biological benefi ts of true acupuncture relative 

to a credible sham acupuncture control, when subjective patient 

self reports are the outcome measures used. Two  “ methodologi-

cal ”  trials have evaluated the placebo eff ects of sham acupunc-

ture on both subjective and objective outcome measures ( 56,58 ). 

One such methodological trial ( 56 ) designed to compare  placebo 

eff ects of placebo pills and sham acupuncture found that,  relative 

to  placebo pills, sham acupuncture was more credible as an 

authentic treatment and resulted in higher subjective patient self 

reports of improvement. Th is trial also found that the placebo 

eff ect was confi ned to self-reported, subjective outcomes (e.g., 

pain) and that there was no placebo eff ect (i.e., no improvement 

from baseline) for either the placebo acupuncture or placebo pill 

on the objective outcome that they measured (i.e., grip strength). 

Another recent methodological trial ( 58 ) compared albuterol (i.e., 

a proven asthma drug) vs. sham acupuncture for asthma patients, 

and found that although only albuterol had a biological eff ect on 

the objective outcome of airway fl ow, both the sham acupuncture 

and albuterol groups had dramatic and comparable improvements 

from baseline on the subjective outcome of patient self-reports of 

improvement, such that albuterol showed no benefi t relative to the 

sham acupuncture on self-reported improvement. 

 Th ese methodological trials suggest that relying exclusively on 

subjective patient reports, such as those used as outcomes in IBS 

trials, may result in a failure to detect small biological eff ects of an 

active treatment (i.e., true acupuncture) relative to a highly cred-

ible, but physiologically inert, sham acupuncture control. Th us, 

although the high placebo eff ects among IBS patients ( 59 ) make 

it diffi  cult to show that any pharmacological treatment is superior 

to an inert placebo pill, demonstrating such an eff ect may be even 

more diffi  cult when the placebo control is sham acupuncture.   

 Overall completeness and applicability of evidence 
 How externally valid are the results of this review? Namely, do 

the types of interventions investigated in these studies represent 

current best practice of acupuncture for IBS? Assessing adequacy 
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  Figure 1 .         Acupuncture vs. sham acupuncture: symptom severity and quality of life. 95 %  CI, confi dence interval; Std., standardized.  
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formulating conclusions about the effi  cacy of a drug based on an 

inadequate dose ”  ( 60 ). For the sham-controlled trials, it might 

be argued that a possible reason for the lack of benefi t might be 

of the acupuncture treatment procedure is important because, 

for instance, basing conclusions about acupuncture effi  cacy on 

a suboptimal procedure is  “ analogous to a pharmaceutical trial 

Study 
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  Figure 2 .         Acupuncture vs. another active treatment, as adjuvant to another active treatment, or compared with no specifi c treatment: symptom severity. 
95 %  CI, confi dence interval.  
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explained by the fact that there was an inadequate number of treat-

ment sessions, an insuffi  cient duration of treatment, or an inad-

equate treatment frequency. However, all sham-controlled trials 

were judged by our acupuncture adequacy assessors to have used 

an adequate number of treatment sessions and a suffi  cient dura-

tion of treatment. Only the Forbes sham-controlled trial ( 37 ) was 

judged to use an inadequate treatment frequency because this trial 

involved only one acupuncture session per week (for 13 weeks), 

which although judged inadequate, probably still well refl ects clin-

ical practice in the West. Th e other sham-controlled trials all used 

two sessions per week, which was judged by the acupuncture ade-

quacy assessors as an adequate treatment frequency, and hence it 

seems unlikely that an inadequate frequency of treatment explains 

the lack of benefi t. Although the acupuncture assessors judged the 

treatment frequency of the sham-controlled trials to be largely 

adequate, the Chinese-language comparative eff ectiveness trials 

used a much greater treatment frequency, with daily acupuncture 

treatments used in 9 out of 11 of these comparative eff ectiveness 

trials, and all 5 of these trials that compared acupuncture vs. drugs. 

Th e higher acupuncture treatment frequency in the Chinese com-

parative eff ectiveness trials, relative to the sham-controlled trials, 

might also help explain the diff erent benefi ts of acupuncture rela-

tive to the controls in these two subsets of trials.   

 Quality of the evidence 
 Out of the fi ve sham-controlled trials in this review, four 

( 34,37,38,44 ) did not have limitations related to a risk of bias cri-

terion. Only the trial by Lowe ( 42 ) used a sham intervention that 

might not have been suffi  ciently believable as true acupuncture; 

however, if the sham acupuncture group participants realized they 

were getting a sham treatment, then this unblinding to the treat-

ment received would likely have only resulted in an overestimate 

of the eff ects of true acupuncture in this trial. 

 It might be argued that one potential methodological limitation 

is that two of the fi ve sham-controlled RCTs ( 34,37 ) used a sham 

control that involved skin-penetrating needles inserted at non-

acupuncture points that the acupuncture assessors in our review 

judged to have potential weak physiological activity that might 

infl uence the outcome, and which might therefore have biased 

these two RCTs to the null. However, we would not expect this to 

explain the lack of benefi t of acupuncture relative to sham, because 

these two shams were judged to have potential for only weak phys-

iological activity and also because the other three sham-controlled 

RCTs used shams that were judged unlikely to have physiological 

eff ects, and these three RCTs also found no benefi t of acupuncture 

relative to sham. 

 Th e quality of the evidence is also limited by the fact that all sham-

controlled trials except the Lembo trial ( 38 ) had small sample sizes 

and were each underpowered to detect a small benefi t of the acu-

puncture protocol evaluated. Although these trials may have been 

adequately powered to detect a moderate-to-large benefi t of acu-

puncture relative to sham, an eff ect size of this magnitude may have 

been unreasonable to expect, considering that even specifi c 5HT 
4
  

agonists (i.e., tegaserod) and 5HT 
3
  antagonists (i.e., alosetron and 

cilansetron), which are the only treatments with  “ good quality of 

evidence ”  for treating IBS ( 1 ), have only a modest effi  cacy. Although 

a meta-analysis of the fi ve sham-controlled trials increases the sta-

tistical power to detect an eff ect, a limitation of pooling  trials with 

diff erent acupuncture protocols is that we cannot rule out the pos-

sibility that larger trials or meta-analyses focusing on one of these 

protocols might show a benefi t of treatment. In addition, although 

our meta-analysis point estimates suggest no eff ects, our meta-

analysis CIs include the possibility that there could be small ben-

efi ts that could be important to patients. A fi nal limitation of the 

sham-controlled trial evidence base related to the small sample sizes 

and also the heterogeneity of participants is that these trials did not 

restrict eligibility to specifi c subtypes of IBS patients, and the pro-

portions of patients with diff erent IBS subtypes diff ered across tri-

als. An individual patient data meta-analysis would be necessary 

to address whether acupuncture has diff erent eff ects on diff erent 

subtypes of IBS patients, although the relatively small numbers 

of patients would be unlikely to provide a confi dent answer to 

this question. 

 In the Chinese-language comparative eff ectiveness trials, in 

addition to the primary risk of bias associated with the absence of 

patient blinding, there were also risks of bias associated with the 

randomization procedure and the follow-up of patients. Notably, for 

fi ve of these trials ( 36,39 – 41,48 ), there were equal-sized treatment 

groups, and the trial investigators could not adequately explain 

during our telephone surveys how this was achieved. Th is raises 

the possibility that the randomization might not have been ade-

quately generated or concealed ( 61 ). Th e notion that randomized 

trials should have equal numbers in each treatment group has been 

shown to commonly lead clinical trial investigators to force equal-

ity by unscientifi c means ( 61 ). Indeed, previous methodological 

reviews of this issue have found that over one-half of trials using 

simple, unrestricted randomization schemes report equal numbers 

in each group ( 61,62 ), and 88 %  of reported randomized trials have 

been shown to exclude some randomized participants from their 

analysis ( 62 ). Th e Chinese trials with high risks of bias associated 

with the randomization and / or the accounting of randomized 

patients in the outcomes assessments evaluated acupuncture as an 

adjuvant to either another Chinese medicine treatment or psycho-

therapy, or compared acupuncture vs. psychotherapy, probiotics, 

or a drug not indicated or commonly used for IBS (i.e., sulfasala-

zine ( 48 )). Th erefore, the fi ndings from these comparisons should 

be considered only hypothesis generating, and are not included in 

our overall conclusions. In contrast, there was an overall low risk 

of bias in the four comparative eff ectiveness trials that found acu-

puncture more eff ective than two antispasmodic pharmacological 

therapies shown to be eff ective for IBS ( 53,63 ) (i.e., pinaverium 

bromide ( 35,45,46 ) and Trimebutine maleate ( 49 )).   

 Authors ’  conclusions 
   Implications for practice   .   People with IBS have few treatment 

options available. Pharmacological therapies have modest ben-

efi ts ( 24 ), can have high costs, and some of the newer drugs have 

been withdrawn from the market because of side eff ects ( 64,65 ). 

Safe, nonpharmacological therapies that may allow  patients to 

feel more empowered and more in control of their symptoms 
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Anastasi;  n     =    171). Th is trial compares a sham control with two 

diff erent acupuncture test treatment groups, one test group 

using a fi xed formula and the other test group using an individual-

ized treatment approach, for patients with diarrhea-predominant 

IBS. If this trial shows no benefi t of acupuncture relative to the 

sham, then the need for additional sham-controlled trials would 

seem questionable. However, if this ongoing sham-controlled trial 

shows a benefi t, then future sham-controlled trials building upon 

the results of this trial (e.g., restriction to diarrhea-predominant 

IBS patients; using the same acupoints as used in this trial) would 

certainly be warranted. Such future sham-controlled trials should 

use nonpenetrating, but demonstrably credible, shams to con-

trol for placebo eff ects, and ideally these sham needles should be 

placed far away from the true acupuncture points. 

 Because of the diffi  culties of controlling for placebo eff ects in 

acupuncture for IBS trials, which typically evaluate strictly subjec-

tive, patient-reported outcomes (e.g., symptom severity, quality of 

life), another approach forward for research is the evaluation of 

objective or semi-objective outcomes in IBS patients, using prag-

matic and cost-eff ectiveness trials. Indeed, a recently completed 

trial ( n     =    220; Principal Investigator: MacPherson) compared the 

eff ectiveness and cost eff ectiveness of acupuncture plus usual gen-

eral practitioner care vs. usual general practitioner care alone on 

the semi-objective outcomes of medication use, health service use, 

and days lost from work ( 69 ). Although this trial does not include 

a placebo control, because the outcome measures being assessed 

in this trial are semi-objective, its results will be less infl uenced 

by expectation eff ects ( 70 – 72 ) than trials that assess only strictly 

subjective outcomes (i.e., patient reports of symptom improve-

ment). Indeed, the Rome criteria for design of IBS treatment tri-

als note that placebo eff ects  “ are especially a problem where end 

points are subjective ( 23 ). ”  If this recently completed cost-eff ec-

tiveness trial shows that acupuncture reduces health-care utili-

zation, then whether the resulting cost savings are because of a 

specifi c eff ect of acupuncture needling or nonspecifi c eff ects (e.g., 

greater autonomy and empowerment of patients, positive patient – 

practitioner relationship) seem of secondary importance. How-

ever, it must be borne in mind that the patient population who 

elected to participate in this acupuncture trial may have stronger 

 a priori  beliefs about the benefi ts of acupuncture than does the 

average population of IBS patients, and therefore the nonspecifi c 

eff ects experienced by the patients in this unblinded trial may not 

be generalizable to the results that would be obtained among the 

average population of IBS patients. However, this trial ’ s results may 

still be generalizable to the subset of IBS patients in general prac-

tice who would elect to receive acupuncture because such patients 

may also have  a priori  expectations for acupuncture to be benefi -

cial. To produce results generalizable to the average population of 

IBS patients, investigators of future pragmatic trials might mini-

mize the recruitment of participants with an  a priori  preference for 

acupuncture by not specifying, in the recruitment of patients, that 

acupuncture is one of the treatment options being investigated. 

 Future comparative eff ectiveness trials would also be helpful to 

validate and extend the preliminary evidence in this review, which 

suggests that acupuncture is associated with greater  improvements 

should be evaluated for eff ectiveness. However, evaluating 

such complex nonpharmacological therapies for IBS (e.g., mind-

fulness meditation ( 66 ) and hypnotherapy ( 67 )) poses challenges, 

particularly with regard to selecting a placebo control or a cred-

ible alternative treatment control. 

 Although acupuncture can theoretically be compared with a sham 

acupuncture  “ placebo ”  control, a fundamental challenge has been 

developing a sham acupuncture control that is suffi  ciently believ-

able to patients as to be indistinguishable from true acupuncture, 

and yet at the same time not so similar to true acupuncture that 

the sham has a therapeutic eff ect of its own and is therefore not an 

inert placebo. Th e sham acupuncture controls used in four of the 

fi ve sham-controlled trials in this review appeared to be believable 

as authentic treatments, but two of the fi ve sham-controlled trials 

used sham controls that might have had weak physiological activ-

ity, and therefore these shams may not have been completely inert 

placebos. Although none of the sham-controlled trials showed a 

benefi t of acupuncture relative to sham acupuncture, it is still not 

clear whether these fi ndings are because acupuncture has no true 

biological eff ect above and beyond a placebo, or whether instead 

acupuncture has small biological eff ects, but the small sample sizes 

and heterogeneity of participants and interventions in these tri-

als precluded detecting a statistically signifi cant pooled benefi t of 

acupuncture over sham, or whether any biological eff ects of true 

acupuncture cannot be detected because they are overridden and 

obscured by the large placebo eff ects of the sham control ( 56,58 ). 

Evidence from four Chinese-language comparative eff ectiveness 

trials ( 35,45,46,49 ) showed acupuncture to be superior to the two 

antispasmodic drugs, both of which have consistently been shown 

to be eff ective in high-quality trials ( 53,63 ), although neither of 

them is approved for treatment of IBS in the United States ( 63 ). 

Patient preferences and expectations may partly explain the posi-

tive fi ndings of these trials comparing acupuncture with drugs. 

Th at is, if the trial participants have pretreatment preferences for 

acupuncture over drugs, these preferences may have infl uenced the 

participants ’  later assessments of their subjective states, as reported 

on the patient-reported outcome measures used ( 27,55,57,68 ). 

 In addition to effi  cacy, safety and costs are other considerations. 

Safety is best determined with large prospective surveys of practi-

tioners, and three such surveys ( 13 – 15 ) show that serious adverse 

events aft er acupuncture are rare. Th ere was one adverse event 

associated with acupuncture in the nine trials that reported this 

outcome ( 33,34,36 – 38,41,43,45,46 ), although relatively small sam-

ple sizes limit the usefulness of these safety data. Finally, patients 

would also need to consider costs because acupuncture treatment 

oft en needs to be paid for out of pocket, at least in part.   

  Implications for research   .   Considering that our meta-analysis 

found no diff erences between acupuncture and sham, and also 

considering that there are limited resources available to conduct 

trials of acupuncture, a nonproprietary therapy, additional sham-

controlled trials of acupuncture among IBS patients should not 

be a high priority in acupuncture research, at least until the large, 

ongoing sham-controlled trial, which is expected to complete data 

collection in March 2013, is published (Principal  Investigator: 
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in subjective patient self-assessments than pharmacological 

 therapies. As previously mentioned, a limitation of the acupuncture 

vs. pharmacological therapy trials in this review is that they did not 

use a design that controlled for the eff ects of patients ’  expectations 

for improvement, patient preferences, and nonspecifi c therapeu-

tic factors. Indeed, in the Chinese trials included in this review, 

the patients may well have had pretreatment preferences for acu-

puncture, considering that these trials were conducted at hospitals 

of traditional Chinese medicine. Because acupuncture may elicit 

a greater expectation eff ect than pharmacological therapies or 

other active treatments ( 27,55,56 ), particularly among participants 

who have a preference for acupuncture, investigators conducting 

future trials that compare acupuncture with other active thera-

pies should consider asking participants about their preferences 

and expectations (before and aft er the intervention), and study-

ing the potential eff ects of pretreatment preferences on study 

outcomes. Such trials should also include a credibility question-

naire to establish that the treatments being compared are perceived 

by the patients as equally credible treatments for IBS symptoms 

( 66 ). Future comparative eff ectiveness trials in the West should 

also consider using a daily frequency of acupuncture, as was used 

in the Chinese trials in this review. However, even with additional 

well-designed trials, the truth about the eff ects of acupuncture 

for IBS will likely always be diffi  cult to assess because the com-

plexities and potential biases inherent to both the comparative 

eff ectiveness and sham acupuncture control designs makes it diffi  -

cult to evaluate the subjective, patient-reported outcomes typically 

used in IBS trials.       
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Abstract

Background: For Comparative Effectiveness Research (CER) there is a need to develop scales for appraisal of available
clinical research. Aims were to 1) test the feasibility of applying the pragmatic-explanatory continuum indicator summary
tool and the six CER defining characteristics of the Institute of Medicine to RCTs of acupuncture for treatment of low back
pain, and 2) evaluate the extent to which the evidence from these RCTs is relevant to clinical and health policy decision
making.

Methods: We searched Medline, the AcuTrialsTM Database to February 2011 and reference lists and included full-report
randomized trials in English that compared needle acupuncture with a conventional treatment in adults with non-specific
acute and/or chronic low back pain and restricted to those with $30 patients in the acupuncture group. Papers were
evaluated by 5 raters.

Principal Findings: From 119 abstracts, 44 full-text publications were screened and 10 trials (4,901 patients) were evaluated.
Due to missing information and initial difficulties in operationalizing the scoring items, the first scoring revealed inter-rater
and inter-item variance (intraclass correlations 0.02–0.60), which improved after consensus discussions to 0.20–1.00. The 10
trials were found to cover the efficacy-effectiveness continuum; those with more flexible acupuncture and no placebo
control scored closer to effectiveness.

Conclusion: Both instruments proved useful, but need further development. In addition, CONSORT guidelines for reporting
pragmatic trials should be expanded. Most studies in this review already reflect the movement towards CER and similar
approaches can be taken to evaluate comparative effectiveness relevance of RCTs for other treatments.
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Introduction

Comparative Effectiveness Research (CER) has considerable

potential to help health care providers as well as patients and

clinicians to choose among currently available therapeutic

options. Different definitions for CER have been published. In

this paper we use the working definition as established by the

Institute of Medicine (IOM) Committee, which defines CER as

‘‘the generation and synthesis of evidence that compares the

benefits and harms of alternative methods to prevent, diagnose,

treat, and monitor a clinical condition or to improve the delivery

of care. The purpose of CER is to assist consumers, clinicians,

purchasers, and policy makers to make informed decisions that

will improve health care at both the individual and population

levels’’ [1].

However, to date, the majority of clinical trials have assessed the

efficacy of medical interventions rather than their effectiveness. To

support more informed decision-making, there has been a call for

more evidence on real world effectiveness from CER [2].

Available systematic reviews generally do not assess available

evidence from a CER perspective – in other words, to examine the

extent to which published trials are relevant to clinical and health

policy decision making. On the contrary, appraisal of internal

validity plays one of the most prominent roles in systematic

reviews. For example, Cochrane reviews provide systematic

information about possible bias within each study, but do not

provide systematic information about the relevance of the study

results for clinical and health policy decision-making.

For a better understanding of CER, it is essential to distinguish

between ‘efficacy’ and ‘effectiveness’. ‘Efficacy’ refers to ‘‘the
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extent to which a specific intervention is beneficial under ideal

conditions’’ [3]. Many randomized controlled trials are efficacy

trials, particularly those conducted for regulatory drug approval.

They aim to produce the expected result for an intervention under

carefully controlled conditions chosen to maximize the likelihood

of observing an effect if it exists. The trial population and setting of

efficacy trials can differ in important ways from the clinical settings

in which the interventions are likely to be used [4]. By contrast,

‘effectiveness’ is a measure of the extent to which an intervention,

when deployed in the field in routine circumstances, does what it is

intended to do for a specific population [3], and therefore can

often be more relevant to policy evaluation and the health care

decisions of providers and patients.

For randomized trials, the distinction between explanatory and

pragmatic randomized trials was introduced in the 1960 s by

Schwarz and Lelloch [5] and is also used in the CONSORT

extension [6], another milestone publication on practical trials [7]

and the pragmatic-explanatory continuum indicator summary

(PRECIS) [8]. However, the term ‘explanatory’ can be misleading

since pragmatic trials can also use an explanatory (confirmatory)

statistical approach. Because of this potential confusion, we will

use the terms ‘efficacy’ and ‘effectiveness’ for labeling the ends of

this continuum. It is important to note that there is no sharp

distinction between efficacy and effectiveness trials. Rather these

terms exist in a continuum and the site along this continuum may

differ for different features of the trial design.

This is reflected in the PRECIS tool [8] that was primarily

developed to guide the design of RCTs along 10 dimensions of the

efficacy-effectiveness continuum. In addition, the IOM has

described six characteristics of CER (see Table 1) [1]. Both sets

of criteria share the intent of describing the features of research

that help inform clinical and health policy decisions. Use of these

tools to assess existing trials may offer insights about the specific

ways in which existing research has fallen short, and provide

specific ideas about how to improve the quality and relevance of

future trials. It is of major interest whether the available research

can inform stakeholders. Do the existing criteria that define

‘pragmatism’ and CER that were developed for planning trials

that inform clinical decision could be applied to the published

trials as a means of evaluating and strengthening the evidence base

for CER? Licensing drug trials usually have their main focus on

efficacy, using placebo controls and objective outcome measures

whenever possible. Because of these regulatory aspects, non-

pharmacological studies would serve as better examples to show

the whole range of an existing efficacy-effectiveness continuum.

CER is especially valuable for those disorders that are the most

common and most costly to society, have the highest morbidity

rates, and a great degree of variation in their practice [9]. Low

back pain has a high lifetime prevalence, is one of the most

common reasons for visits to a physician [10] and results in high

health care expenses [11]. An estimated 8 million Americans have

used acupuncture as a treatment for persistent disabling pain

conditions that include chronic low back pain [12], and clinical

relevance of acupuncture for chronic low back pain in usual care is

highlighted by a recent clinical expertise paper on acupuncture for

chronic low back pain in the New England Journal of Medicine

[13]. In this paper, we explore the efficacy/effectiveness

continuum in the context of RCTs that assess the impact of

acupuncture on low back pain.

This systematic review aims to 1) test the feasibility of applying

the PRECIS tool and the IOM CER characteristics to RCTs of

acupuncture for treatment of low back pain, and 2) evaluate the

extent to which the evidence from these RCTs is relevant to

clinical and health policy decision making.

Methods

Data sources and searches
We identified trials using the following search strategy:

N AcuTrialsTM Database [14] Feb 10, 2011 searched for low

back pain and a comparator group, which was standard care/

usual care or no treatment. This database was created by the

Research Department, Oregon College of Oriental Medicine,

Portland, OR as a comprehensive database that includes all

RCTs and systematic reviews on acupuncture published in

English.

N Medline 1966 to Feb 17, 2011 searched for ‘back pain and

acupuncture’ or ‘back pain and Chinese Medicine’ or ‘back

pain and Traditional Chinese Medicine’ using the limits

Clinical Trial, Meta-Analysis, Randomized Controlled Trial,

English.

N Hand-searching for applicable trials, including the two most

recent meta-analyses [15,16].

Study selection
Types of trials. We included controlled trials in which

allocation to treatment was explicitly randomized. Trials were

excluded that used an inappropriate method of randomization,

e.g. open alternation or lottery.

Types of participants. Trials conducted among adult

patients suffering from non-specific acute and/or chronic low

back pain were included. Trials including patients with specific low

back pain, e.g., sciatica or pelvic and lumbar pain during

pregnancy, were excluded.

Types of interventions. The treatments considered had to

at least involve needle insertion at acupuncture points, pain points

or trigger points, and be described as acupuncture. The control

interventions considered were conventional treatments (drugs,

relaxation, physical therapies, self care etc.). Trials with additional

acupuncture interventions based on usual care or other

conventional interventions were included. Trials in which

patients in the control group had no treatment or only rescue

medication or TENS were excluded because they were not

considered adequate conventional treatment interventions.

Types of publications. We included only English-language

full papers that reported results of single trials. Follow-up

publications, protocol publications, diagnostic trials, publications

on intervention details, and publications that reported only

economic results were excluded.

Sample size. Because we were mainly interested in the

efficacy-effectiveness continuum and due to higher variance it is

difficult to assess effectiveness with very small samples, we

predefined arbitrary to include only those RCTs with $30

patients in the acupuncture group.

Data Extraction and Quality Assessment
Selection of trials and preliminary data extraction were

performed by one rater (CMW). As a first step, references

retrieved from Medline and the AcuTrials database were

combined and duplicates were removed. All remaining abstracts

were screened and trials that were clearly irrelevant were excluded

(e.g., specific low back pain, only sham control or no control

group, see Figure 1 for details). In addition, reference lists of recent

systematic reviews [15,16] were checked, but did not reveal further

unique trials. For the abstracts meeting inclusion criteria, the full

papers were obtained and were formally re-checked to exclude

ineligible papers. Information on methods, patients, interventions,

Systematic Review Using CER Measures
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Table 1. Rating details using the PRECIS criteria and the IOM characteristics.

criteria

Rating#
max. diff.
points

Intraclass-
correla-
tion before/
after

operationa-
lization* good/
moderate/
difficult comment suggestions

PRECIS criteria

1) eligibility criteria 1 2.12/.59 moderate raters need good medical knowledge
about the range of patients with this
diagnosis in usual care

treatment guidelines
could be used to aid
decision making

2) treatment flexibility
intervention group

0 .82/1.00 good usual care situation differs in
countries and even US States,
number of treatment always limited
in interventional trials

more details in CONSORT
guidelines

3) practitioner expertise
intervention group

1 .10/.69 moderate expertise range differs between
countries and even US States, often
no data about usual care setting and
limited information about selection
procedure

more details in CONSORT
guidelines

4) treatment flexibility
control group

1 .58/.95 moderate publications often don’t provide
enough information about co-
interventions, number of treatment
always limited in interventional trials

more details in CONSORT
guidelines

5) practitioner expertise
control group

1 .60/.92 moderate publications don’t provide enough
information, expertise range differs
between countries and even US
States, often no data about usual
care setting and limited information
about selection procedure

more details in CONSORT
guidelines

6) follow up intensity 1 .02/.36 difficult trial situation always differs from
usual care, influence of telephone
interviews, or questionnaires is
difficult to operationalize

clear operationalization
needed

7) outcomes 1 2.20/2.20 difficult raters need good knowledge about
valid outcomes for the diagnosis,
usual care situation on one end of
the scale with no interference was
difficult

more diagnoses specific
standards e.g. in treatment
guidelines needed

8) patients’ compliance 2 .28/.62 difficult publications don’t provide enough
information

could be included in
CONSORT guidelines

9) practitioners’ protocol
adherence

1 .29/.68 difficult publications don’t provide enough
information

could be included in
CONSORT guidelines

10) primary analysis 1 2.12/.77 good older publications do not provide
this information systematic, most
trials do ITT and the relevant topic
of subgroup analyses is missing in
PRECIS

aspect of subgroup analysis
should be included (see IOM)

IOM criteria

1) directly informing a specific
clinical decision from the
patient perspective or a
health policy decision from
the population perspective

3 2.17/.03 moderate depends on health system,
interpreted differently from different
perspectives

2) comparing at least two
alternative interventions, each
with the potential to be ‘‘best
practice

2 2.09/.24 moderate raters need good medical knowledge
about treatments options and
standards, treatment standards differ
between countries, alternatives could
be whole treatment packages and
also usual care

treatment guidelines
could be used to aid
decision making

3) describing results at the
population and subgroup
levels

0 2.21/1.00 moderate publications provide often none only
partial results (e.g. p value for effect
modification), items can be easily
clearer operationalized

Data on effect
modification, but also
results for subgroups
needed, should be
included in CONSORT
guidelines

4) measuring outcomes—both
benefits and harms—that are
important to patients

2 2.19/1.00 moderate raters need good knowledge about valid
outcomes for the diagnosis, difficult to decide
which emphasis outcome and safety has in the
rating

more diagnoses specific
standards e.g. in
treatment guideline
needed that could linked
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outcomes and results was extracted from the included trials and

entered into an Excel spreadsheet. Special attention was given to

sample size, details and rationale of the intervention and

comparator groups, the terminology used (efficacy or effective-

ness), the test hypothesis (non-inferiority or superiority) and the

effect size. If the effect size was not given in the original

publications, it was extracted from published meta-analysis.

Data syntheses and analyses
The protocol of the systematic review was predefined. For all

included trials, the efficacy-effectiveness continuum was assessed

using both the ten PRECIS criteria [8] and the six Institute of

Medicine (IOM) defining characteristics of CER [17] To allow a

clearer approach, we converted the terminology from ‘explanato-

ry/pragmatic’ to ‘efficacy/effectiveness.’ Assessment of trials

(Table 2) was performed independently by 5 raters using an

enhanced quantified version of the PRECIS and IOM character-

istics with a scale of 1–5 for each criterion (1 = maximal efficacy to

5 = maximal effectiveness). This allowed calculation of inter-rater

correlations and to present results in figures. The five raters came

from different backgrounds (MD and PhD), each had more than

10 years of experience in clinical research, had worked on aspects

of research methodology, and had experience in systematic

reviews and acupuncture trials. Rating was done independently,

results were sent from each rater to CMW, and RL performed the

statistics. For the final results, each item was discussed in a

conference call between all raters until a consensus was reached.

Agreements between raters (inter-rater reliability) were calcu-

lated separately for each item and each time point (before and

after the consensus conference) by intraclass-correlations as

defined by Shrout and Fleiss [18].

Results

Search Results
Altogether, 119 abstracts were identified: 115 from Medline and

4 additional from the AcuTrialsTM database; no further unique

abstracts were identified from the recent systematic reviews. Of

these abstracts, 44 full papers were screened, and 10 trials,

including 4901 total patients (2482 acupuncture and 2419 control)

met the eligibility criteria and were subjected to data extraction

(see Figure 1).

Included trials
One trial focused on acute low back pain [19], while all the

others were on chronic pain low back pain. One trial included two

acupuncture groups: a standardized group and an individualized

acupuncture group [20]. For this analysis, we used the

individualized acupuncture group because we assumed this group

to be closer to usual care. Within the 10 trials, four included a

sham acupuncture group [21–24] and four included an economic

analysis [22,25–27]. Only two trials used a complex intervention.

In the trial by Cherkin [28], other Chinese medicine interventions

such as cupping and moxibustion, were allowed. However, in the

trial by Szczurko [29], acupuncture was delivered within a

naturopathic treatment, which included exercise and dietary

advice. All trials tested for superiority of acupuncture treatment.

None of the trials aimed to evaluate the non-inferiority of

acupuncture compared to conventional care. All ten trials were

published in peer reviewed medical journals with relevant impact

(Arch Int Med, BMJ, Am J Epi, Pain, PLOS One, Rheumatology,

Spine).

Interrater Reliability of Ratings
Raters judged the general difficulty of applying the criteria on a

scale from 0–10 (0 = very easy; 10 = very difficult) as 6 (median;

range 2–7) for PRECIS and 8 (median; range 6–10) for the IOM

criteria. The first independent ratings of the efficacy-effectiveness

continuum were highly heterogeneous between trials and between

raters. This resulted in low inter-rater reliability estimates (Table 2).

Missing information in the publications and difficulties in

operationalizing the criteria were cited most frequently as the

main reasons for the high rater variation in initial scoring of the

trials (Table 1). Improved inter-rater reliability was found after the

consensus discussion. The consensus process benefitted from each

rater’s experience in conducting and/or assessing trials on low

back pain and acupuncture. Although there was still no full

consensus between raters, the maximum difference was 2 points.

Mean Ratings of the Efficacy – Effectiveness Continuum
Details on the trials are presented in Table 2. The trials by

Thomas et al [27] and Witt et al [26] that compared adjunctive

acupuncture to usual care alone had high effectiveness scores on

the efficacy-effectiveness continuum and could serve as examples

for trials that aim to represent a usual care situation, whereas those

trials which included an additional sham control arm

[20,21,23,24] had higher efficacy scores representing a more

experimental approach. This corresponded to the wording in the

papers: Only those trials that included a sham control arm used

the term ‘efficacy;’ all other trials used the term ‘effectiveness’.

Interestingly, most trials that scored higher on the efficacy side of

the continuum were less standardized than usually observed in

criteria

Rating#
max. diff.
points

Intraclass-
correla-
tion before/
after

operationa-
lization* good/
moderate/
difficult comment suggestions

5) employing methods and data
sources appropriate for the
decision of interest

1 2.03/.03 moderate publications don’t provide enough information
about the rational and setting for trial question

6) conducted in settings that are
similar to those in which the
intervention will be used in
practice.

2 .37/.69 moderate publications don’t provide enough information
about usual setting for the intervention, setting
differs between countries

more details in
CONSORT guidelines

#after consensus max difference of points (scale 1–5, 1 = max. efficacy to 5 = max. effectiveness) for each of the trials for this criteria,
*qualitative result from the discussion within the consensus procedure.
doi:10.1371/journal.pone.0032399.t001

Table 1. Cont.
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drug research. The results showed that, for each trial, the

placement along the efficacy-effectiveness continuum is multi-

dimensional and varied for the different criteria within a given trial

(Figure 2). Overall, when evaluating acupuncture as an adjunctive

treatment that allowed more flexible treatment protocols, trials

had higher effectiveness scores than trials that evaluated

acupuncture as a treatment alternative and used a more

standardized treatment protocol (Figure 2).

An interesting exploratory observation is that those trials that

reported more narrow eligibility criteria and a more standardized

acupuncture intervention [23,24,30] resulted in larger effect sizes

($0.5, Table 2) than trials that reported a more heterogeneous

Figure 1. Study selection.
doi:10.1371/journal.pone.0032399.g001
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patient sample and a flexible acupuncture treatment (effect

size#0.5, Table 2) [26,27].

Discussion

Using available criteria for planning CER to evaluate the

efficacy-effectiveness continuum of published trials resulted in

large heterogeneity between raters and items, which was partly

solved by a consensus procedure. This was mainly due to

information missing from the publications and to difficulties in

operationalizing the criteria. Our focus on RCTs assessing

acupuncture for low back pain allowed the inclusion of a number

of high quality trials representing a broad spectrum of clinical

research in the efficacy-effectiveness continuum. Trials that have a

more flexible acupuncture treatment protocol and no further

placebo control arm scored closer to effectiveness.

This is a systematic analysis that has tested the feasibility of

appraising the efficacy-effectiveness continuum of randomized

controlled trials. Advantages of the systematic review include its

innovative scope on the process of appraisal, high quality studies

covering the efficacy-effectiveness continuum, and that the scoring

was done by 5 independent raters using two different sets of

criteria. The review process benefitted from the experience of the

selected raters in the design, performance and/or assessment of

the field of research. Discussions between raters improved the

inter-rater reliability significantly. This underlines the complex

aspects of the efficacy-effectiveness continuum and the need for

rater training. Limitations were that only one rater selected the

papers, that secondary papers (e.g., on treatment details) were not

included, and that randomized trials are only one part of CER and

do not represent the whole spectrum of evidence. However,

Cochrane reviews, which are often used to assist in decision-

making, also focus on RCTs and primarily concentrate on the

main paper presenting the results. Another limitation is that both

criteria lists (PRECIS and IOM) were developed to guide new

trials and not to assess published trials. However, the present study

provides insights into the advantages and limitation of single items

and indicates that, following the definition and main character-

istics of CER, the ten PRECIS criteria and six IOM characteristics

seem plausible candidates for the evaluation of existing research

and could form a basis for a future evaluation instrument. That the

items of the PRECIS tool have relevance for appraising published

studies is supported by the very recent review by Koppenaal et al

[31]. The authors used the PRECIS tool on two meta-analyses,

scored the single items, and came to the conclusion that PRECIS

can provide useful estimates on how single studies and the whole

review are placed within the efficacy effectiveness continuum.

Interestingly the authors used a similar scale from 1 to 5. However,

they did either provide information on inter-rater variability nor

details on advantages and limitations of single PRECIS items

which can inform its further development.

The origin of some of the effect sizes presented in this review

could be seen as a limitation. It was not the aim of this review to

perform a meta-analysis and because of this effect sizes were taken

from the literature and only used as an exploratory aspect for

orientation.

The present findings reveal that the place of a trial in the

efficacy-effectiveness continuum is multidimensional, indicating it

is even more complicated to unambiguously label a trial as efficacy

or effectiveness. From the scoring of the trials, it is clear that two of

the RCTs [26,27] were designed mainly as effectiveness trials,

whereas others were designed more as efficacy trials [23,24,29].

Interestingly, two of the trials [20,21], both including a sham

control, standardized their acupuncture intervention much more
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than their conventional treatment control. None of the trials

included all available patients, but eligibility criteria varied from

relatively narrow to relatively wide.

In the early 1970’s, when Asian medicine including acupunc-

ture began its most recent migration to the West, researchers

adopted the randomized controlled trial to investigate acupunc-

ture without knowing Asian medicine had a long history [32].

Because of this evidence from those trials was often rejected as

invalid and was therefore ignored. The discussion and demand for

evidence that is generated in a way that satisfies decision-making

started early [33] and most studies in this review already reflect the

movement toward an evidence base that can inform decisions

makers. Acupuncture for low back pain can serve as a good

example for different options of randomized studies within CER.

On one hand, both large studies that evaluated acupuncture as

adjunct to usual care represent a unique way that RCTs can more

closely reflect the reality of a usual care setting [26,27]. On the

other hand, those trials that had both a standard care/usual care

control and a sham control arm, but still tried to keep their

acupuncture intervention more flexible are good examples for a

Figure 2. PRECIS scoring for the 10 included trials comparing different methodological aspects (second rating after consensus
procedure), a larger rounder figure would correlate with a higher score on PRECIS representing more the effectiveness side.
doi:10.1371/journal.pone.0032399.g002
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middle ground in the efficacy-effectiveness continuum [21].

Overall, the last decade of the acupuncture studies on low back

pain provides useful information for the design of future

randomized trials in other fields of non-pharmacological research.

In the scoring process of the trials appraising the eligibility

criteria was not always easy. Therefore, it would be useful to

analyze heterogeneity in addition to get better knowledge about

the population in the studies [34]. It is important that trials with

more heterogeneous populations result in higher outcome

variances and smaller effect sizes, which must be taken into

account when planning the sample sizes for future trials assessing

CER.

Furthermore, CER is susceptible to systematic error [35]. The

attempt to achieve methodological purity can result in clinically

meaningless results, while attempting to achieve full generalizabil-

ity can result in invalid and unreliable results. Achieving a creative

tension between the two is crucial [36] and the relevance of the

results has to be put into accordance with the rigor of the results.

In CER, the evaluation of effect modifications and stratifications

play a crucial role [37] to allow for conclusions on specific

subgroups. This is one of the IOM criteria, but was not

represented in the PRECIS score. Although the trials in our

analysis were mainly published in high-ranking journals, none of

the trials that scored more on the effectiveness side of the

continuum gave detailed information about subgroups. For

decision-making, this aspect should be strengthened in future

trials and should be included in the criteria list for evaluation of the

efficacy-effectiveness continuum.

One problem that came up during the rater consensus

procedure was the information missing from the main publica-

tions. It is highly recommended to include in future review

processes also all available secondary papers. However, in the case

of the included studies information on selection procedure of

practitioners, as well as for patient compliance measures and

practitioner adherence to protocol would not have been complete.

In addition, it would be helpful to know more about the setting in

which the treatment is typically carried out in each respective

country and how much the trial setting differs from the clinical

treatment setting. Although standards for reporting clinical trials

(CONSORT [6], STRICTA [38]) mention the most relevant

aspects, the above mentioned aspects, such as describing the usual

setting for this treatment in detail and providing clear information

on patients’ compliance and practitioner adherence, are not

adequately represented in the CONSORT guidelines and should

be discussed in future revisions.

Conclusion
It is of high relevance for stakeholders to appraise the extent to

which published trials are relevant to clinical and health policy

decision-making. A systematic instrument, which can be also used

in systematic reviews, needs further development. The available

instruments for planning randomized studies for CER could

provide a basis for this, but would need further development that

includes more defined operational criteria and a rater’s training

manual. In addition, CONSORT guidelines for reporting RCTs

should be more extended, fostering on reporting more details on

CER relevant aspects. Most studies in this review already reflect

the movement toward an evidence base that can inform both

decision-makers and provide useful information for the design of

randomized trials for other non-pharmacological treatments.
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Evaluating traditional Chinese medicine using
modern clinical trial design and statistical
methodology: Application to a randomized
controlled acupuncture trial
Lixing Laoa∗†, Yi Huangb, Chiguang Fengb,c, Brian M. Bermana
andMing T. Tand,e

Traditional Chinese medicine (TCM), used in China and other Asian counties for thousands of years, is increasingly utilized
in Western countries. However, due to inherent differences in how Western medicine and this ancient modality are practiced,
employing the so-called Western medicine-based gold standard research methods to evaluate TCM is challenging. This paper is
a discussion of the obstacles inherent in the design and statistical analysis of clinical trials of TCM. It is based on our experience
in designing and conducting a randomized controlled clinical trial of acupuncture for post-operative dental pain control in
which acupuncture was shown to be statistically and significantly better than placebo in lengthening the median survival time
to rescue drug. We demonstrate here that PH assumptions in the common Cox model did not hold in that trial and that TCM
trials warrant more thoughtful modeling and more sophisticated models of statistical analysis. TCM study design entails all
the challenges encountered in trials of drugs, devices, and surgical procedures in the Western medicine. We present possible
solutions to some but leave many issues unresolved. Copyright © 2011 John Wiley & Sons, Ltd.

Keywords: traditional Chinese medicine (TCM); acupuncture; postoperative dental pain; accelerated failure time model; blinding
in randomized clinical trials

1. Introduction

Traditional Chinese medicine (TCM) is a coherent, well-developed system of medicine that has been practiced in China
and neighboring Asian countries for thousands of years [1]. The system presents the human body as a whole and as
a part of nature. Harmony must be maintained within body functions and between the body and nature in order to
preserve health. Any disruption of this harmony leads to illness and disease. Over the millennia, ancient Chinese scholars
and TCM practitioners elaborated and recorded unique diagnostic methods and treatment interventions, among them
Chinese herbal medicine, acupuncture/moxibustion, Tui Na (Chinese massage and acupressure), mind/body exercise,
and Chinese dietary therapy. Methods of disease prevention are an integral part of TCM and have become accepted by
and widely popular among patients and medical communities in many Asian countries.

In recent years, complementary and alternative medicine (CAM), including TCM and acupuncture, has become
increasingly popular in the U.S. According to a 2007 government survey, Americans spent $14.8 billion out-of-pocket
on non-vitamin, non-mineral natural products over the previous 12 months [2], a substantial increase from the $5.1
billion spent in 1997. The same survey shows that patient visits to acupuncture clinics nearly tripled between 1997
(27.2/yr/1000) and 2007 (79.2/yr/1000). Regional and national surveys also show that the majority of physicians in the

aCenter for Integrative Medicine, University of Maryland, School of Medicine, East Hall, 520 W. Lombard Street, Baltimore, MD 21201, U.S.A.
bDepartment of Mathematics and Statistics, University of Maryland, Baltimore County, 1000 Hilltop Circle, Baltimore, MD 21250, U.S.A.
cCenter for Vaccine Development, University of Maryland, School of Medicine, 685 Baltimore St., Baltimore, MD 21201, U.S.A.
dDivision of Biostatistics, Department of Epidemiology and Preventive Medicine, University of Maryland, School of Medicine, 10 S Pine St.,
Baltimore, MD 21201, U.S.A.

eUniversity of Maryland Marlene and Stewart Greenebaum Cancer Center, 20 S Greene St., Baltimore, MD 21201, U.S.A.
∗Correspondence to: Lixing Lao, Center for Integrative Medicine, University of Maryland, School of Medicine, East Hall, 520 W. Lombard
Street, Baltimore, MD 21201, U.S.A.

†E-mail: llao@compmed.umm.edu

Copyright © 2011 John Wiley & Sons, Ltd.

Published online 23 February 2011 in Wiley Online Library

(wileyonlinelibrary.com) DOI: 10.1002/sim.4003

Statist. Med. 2012, 31 619–627

619
619
619
619
619
619
619

619

Special Issue Paper



L. LAO ET AL.

conventional medical practice consider acupuncture to be a legitimate medical modality [3--5], and in 1996, the U.S. Food
and Drug Administration reclassified the acupuncture needle from a class III investigational device to a class II medical
device (www.fda.gov.) Research funding for CAM, including TCM and acupuncture, from the National Center for
Complementary and Alternative Medicine (NCCAM), National Institute of Health (NIH) has significantly increased over
the past 18 years, from a fiscal year budget of $2 million in 1992, to $50 million in 1999 when the NIH Office of Alter-
native Medicine became NCCAM, and to $128.8 million in 2010 (http://nccam.nih.gov/about/budget/appropriations.htm,
accessed 26 March 2010).

Despite these developments, the increased use of TCM in the West has raised efficacy and safety concerns among
the medical community and the public [6--8]. Although numerous efforts have been made in the past decade to evaluate
the effect of TCM, including acupuncture, true evaluation of this ancient treatment modality remains difficult and
challenging, due to both the nature of its practice and its inherent differences from the Western medicine [9--11].

Scientific evaluation of this ancient healing art using such modern research methodology as the evidence-based
medicine approach is warranted, and it has become urgent. A scientifically sound clinical trial based on the evidence-
based approach to treatment evaluation entails two important aspects: (1) modern clinical trial design and (2) statistically
sound methods of treatment effect assessment and inference. In Section 2 we use one of our randomized acupuncture
clinical trials, a dental pain study (DPS), to illustrate how modern, evidence-based approaches can resolve some of
the challenges of TCM research. Techniques to facilitate design of a valid randomized acupuncture clinical trial are
highlighted in Section 3, and Section 4 presents the analytical aspects of treatment effect evaluation of acupuncture for
pain control using statistical methods. Section 5 concludes this paper with a brief discussion.

2. Challenges in TCM research

An important and unique aspect of TCM practice is that it involves analysis of the status of the whole person using
the so-called ‘holistic approach’ as opposed to a focus on a specific organ or disease. TCM diagnosis entails the
‘four diagnostic method,’ composed of four procedures: (1) inspection, (2) auscultation and olfaction, (3) inquiry, and
(4) palpation [1], the aim of which are to collect and analyze information that reflects the condition of the body in order
to determine its TCM syndrome(s). For example, according to the Western point of view, a disease such as osteoarthritis
of the knee constitutes a single disease, determined by laboratory tests and standard criteria. From the perspective
of TCM, this disorder may result from one or more TCM syndromes, for example ‘liver and kidney deficiency’,
‘cold- and dampness-induced disorder’, or ‘heat-induced disorder’, according to the patient’s condition. Syndromes are
determined using the four diagnostic method and include data on the quality of sleep, appetite, bowel movements, and
urination, among other information. TCM syndrome differentiation thus leads to individualized treatment plans that may
require different treatment protocols [12] for a disorder that in Western medical practice warrants a single, standardized
treatment.

2.1. Challenges in Chinese herbal research

Herbal medicine has a long history in both East and West, although traditionally Western practitioners tended to use
‘simples’ or single herbs, whereas Chinese practitioners have long used compounds of as many as 20 herbs. TCM
methods require that Chinese herbal formulas be individualized according to the patient’s syndromes. But scientific
research requires treatment standardization according to given Western medicine-defined diseases, which presents a
problem for TCM herbal investigators. A possible solution is to use a formula that addresses a broad range of possible
conditions that will benefit patients with a variety of TCM diagnoses, although this may compromise the effectiveness
of the formula, as it may not be specific enough for the given TCM-diagnosed conditions.

An additional challenge in Chinese herbal research is the lack of standardization in herbal products, which is
exacerbated by the fact that a single formula is composed of many herbs, each of which with numerous chemical
compounds. These issues raise concerns regarding quality control and the consistency of herbal preparation, since quality
and chemical constituents vary from field to field, season to season, and one extraction process to another. The solution
to this problem is strict standards in sourcing, identification, compounding, biochemical testing, and quality control.

2.2. Challenges in acupuncture clinical research

Acupuncture has been used for millennia to treat a variety of diseases and symptoms in China. Recently, it has become
increasingly popular in the U.S. as an adjunctive treatment to alleviate pain and reduce medication consumption, thus
minimizing adverse drug effects [13, 14] in conditions such as back pain, headache, knee osteoarthritis, nausea, and
vomiting due to chemotherapy, hypertension, and depression.
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According to TCM theory, a vital energy known as Qi flows through a system of meridians and assists in home-
ostasis. Some 360 points distributed along the meridians serve both as diagnostic tools and as loci for acupuncture
treatment [12]. It is presumed that when the normal flow of energy in the meridians is obstructed, for example
as a result of tissue injury, pain or other symptoms result. Acupuncture treatment involves the insertion of small-
gauge needles into specific acupuncture points for 15–30 min to restore the flow of vital energy through the affected
meridians.

During the last decade, hundreds of clinical trials on acupuncture have been published. Despite these efforts to
evaluate the effect of acupuncture, outcomes remain contradictory, largely due to problems in research design. The
most challenging issue is blinding: it is not easy to keep patient and practitioner blinded. Patients are likely to feel the
needle insertion, and practitioners are of course inserting the needles. In addition, unlike drug trials in which pills of
identical size and color can be administered to patients in different treatment groups, acupuncture treatment is needle
technique-dependent and can vary from practitioner to practitioner according to the length and quality of training and
experience. In a single-blind trial, in which only the patients are blinded to group assignment, it is therefore crucial to
select an adequate placebo control that can be used for blinding patients and is also inert, and, like a sugar pill, has no
physiological effect. Furthermore, it is important to take TCM syndrome differentiation into consideration to yet meet
the standard of research methodology by including a relatively homogeneous patient population. We addressed these
key design issues in our study on acupuncture for dental pain control (DPS).

3. Design of the randomized clinical DPS trial

We conducted a randomized, placebo-controlled clinical trial using an innovative and scientifically sound research
approach to evaluate the effect of acupuncture. The trial, entitled ‘Use of Acupuncture for Dental Pain: Testing a
Model’, was conducted between 1998 and February 2002 at the Center for Integrative Medicine at the University
of Maryland School of Medicine. It was funded by NCCAM, NIH (Grant #: 8 RO1 AT00010) and approved by
the University of Maryland Institutional Review Board (IRB). The purpose of the trial was to evaluate the effect of
acupuncture on the duration of post-operative surgical pain-free time in comparison to two sham acupuncture groups
in a three-arm randomized controlled trial. Three-arm trials involving two control groups are quite unique and novel in
acupuncture study.

The research methods have been previously reported [15]. In brief, 180 patients, 18–40 years old, of any race and
all genders, who met the inclusive and exclusive criteria, which were that they be healthy and naïve to acupuncture,
were recruited. After telephone screening by a study research coordinator, the patient was examined by a dental surgeon
blinded to treatment assignment and, after completing the consent procedure and a pre-op questionnaire, was given an
appointment for dental surgery. Each enrollee had one partially impacted bony lower third molar surgically removed by a
board-certified oral and maxillofacial surgeon using 3 per cent carbocaine (range 54 to 150mg) without vasoconstrictor.
Immediately following surgery, the patient was randomly assigned to one of the three treatment groups (n=60 per group):
true acupuncture, sham insertion control (needles were inserted at ‘non-acupuncture points’), sham non-insertion placebo
control (needles did not penetrate the skin). If patient reported moderate or severe pain, a second similar treatment was
provided as part of the treatment protocol. Randomization was computer-generated in randomly permuted blocks of 3, 6,
or 9 and was done via a secure call-in procedure to the coordinating center by the study acupuncturist immediately after
surgery and just prior to the acupuncture treatment. For better design of control groups for treatment effect evaluation
and to better address blinding in the randomized clinical trial—the biggest challenge in an acupuncture clinical trial,
we carefully defined our three treatment groups and developed an intensive blinding mechanism to facilitate the trial
procedure as follows:

Treatment Groups: The patient’s eyes were masked, and a licensed acupuncturist performed the treatment based on
treatment assignment. For true acupuncture, the following acupuncture points were used: Hegu (LI 4), Jiache (St 6),
Xiaguan (St 7), and Yifeng (SJ 17). One-in 32-gauge (0.25mm) sterile, disposable needles were inserted 0.3–1.0 in.
The needling sensation known as ‘De Qi’, soreness, heaviness, numbness, or distention, was obtained after insertion.
The needles were retained for 20min and then removed. For sham acupuncture, four non-acupuncture points (three
local in the oral facial region and one in the hand) adjacent to the four points used in the real acupuncture group were
used to constitute the sham study arm. Needles were inserted shallowly into these points and were not manipulated
to avoid producing the ‘De Qi’ sensation. They were retained for 20min, then removed. For placebo acupuncture, the
points selected were identical to those of the true acupuncture group, but the needles were not inserted into the skin. To
enhance blinding, a plastic needle tube was taped on the bony area next to each of the acupuncture points to produce a
discernible sensation. A needle was taped to the dermal surface without skin penetration. Three manipulations (a dental
instrument was used to probe the surface of the skin) were conducted every 10min as in the treatment group. This
placebo procedure for enhancing blinding was reported in our earlier studies [15].
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Blinding and Masking: Patient blinding—Participants in the real acupuncture and control groups remained blind
to assignment. A mask was used to occlude patients’ eyes during the treatment sessions to facilitate blinding. The
success of patient blinding was evaluated using a questionnaire after each acupuncture treatment and at the end of the
on-site procedure. Patients were asked to indicate which kind of treatment they believed they had received (acupunc-
ture, sham/placebo, or don’t know) and the reason(s) that led to the belief. Successful patient blinding to treatment
assignment was defined as a better-than-chance patient response of ‘don’t know’. Research staff blinding—Additionally,
the dental surgeon, clinical coordinator, clinical assessor, and study investigators were blinded to patient assignment.
The acupuncturists were the only study team members not blinded to patient assignment during the trial. However, the
acupuncturists were blinded to specific patient information such as surgical evaluation or patient pain assessments.

Pain assessments were used as our primary endpoints. Immediately after the first treatment, the patient was asked to
rate the pain level at 15-min intervals up to 6 h on site or until a rescue pain medication was given or requested. Pain
assessments were reported using a questionnaire with two standardized pain scales: a four-point scale (0=none,1=
slight/mild,2=moderate,3= severe) and a 100mm visual analog scale (VAS). The ‘pain’ event had to meet two criteria:
both four-point scale �2 and VAS �30mm. Although other pain assessments, including pain intensity difference (PID)
and pain half gone (PHG), were collected, they were not used for primary outcomes. Our primary outcomes were: T1
is the underlying true time to first pain (i.e. the true duration of first pain-free time) and T2 is the underlying true
time to rescue drug (i.e. the true duration of time before rescue drug). Both outcome measures were available from the
questionnaires, since each patient had a timer in hand and recorded the minute when the first pain was felt and the pain
level and the minute when a rescue drug was requested, although the data were presented in a longitudinal format. Even
when patients did not feel pain, nurses reminded them to record their sensations for every 15min. Of the 117 out of
180 patients who felt a first pain, 115 got a second treatment that was the same as the first; two patients refused the
second treatment and requested rescue drug immediately. On-site pain assessment for patients who received a second
treatment continued every 15min for another 3 h following the second treatment or until a rescue pain medication was
given or requested. By the end of the on-site study, a total of 102 patients out of 180 had requested the rescue drugs
and 78 patients had not. Although patients continued to record their pain every hour until bedtime on the day of surgery
after leaving the study site and then every day for 7 days following the surgery, the quality of self-reported data after
leaving the study site is poor and the data were not well-collected. For this reason, we only focus on the on-site data in
the current analysis.

The baseline covariates, which might be adjusted for this analysis, are age, gender, and race (five categories: African
American, Asian, Caucasian, Hispanic, and others). Owing to the controlled randomized clinical trial design, it would
be intuitive to use initial treatment group indicators in statistical analysis of our evaluation of the acupuncture effect.
The challenge is that, according to the treatment protocol of the DPS (i.e. treatment could be repeated a second time
if the patient felt pain after the first treatment and agreed a second treatment), only a selected subset (i.e. patients who
felt pain) from each initial treatment group was chosen for the second treatment, which might threaten the validity
of randomization for the treatment assignment mechanism. Although covariate adjustment is typically not needed for
well-conducted and designed randomized clinical trials, this adjustment might help to control potential confounding
effects from the residual imbalance of covariates across the three treatment groups after the second treatment. As a
result, models with and without covariate adjustment are both shown in Section 4.

4. Statistical analysis of the DPS trial

Patients’ baseline characteristics across the three treatment groups are summarized in Table I. Table I shows that there
are no statistically significant differences in baseline characteristics among the randomized treatment groups, which
confirms the validity of our initial randomization.

For our primary endpoints, time to first pain (T1) and time to rescue drug (T2), we only have right-censored data due
to censoring mechanisms. Taking C1 and C2 as the censoring indicators for T1 and T2, respectively, their relationship
in the DPS is shown in Table II. The observed duration for first pain-free time is ‘Y1’ = minimum (T1, censoring time
for C1)=minimum (T1, 360min). The censoring mechanisms (C1i =0) could be that the patients remain ‘pain free’
(pain assessment did not meet both pain criteria) by the end of the study (the 6-h follow-up) or by the time of drop-out.
Similarly, the observed duration of time before rescue drug ‘Y2’ =minimum (T2, censoring time for C2), where the
censoring time is 360min for patients without a second treatment and (Y1+180)min for patients with a second treatment.
The first two censoring mechanisms for C2 are the same as the mechanisms for C1, i.e. if C1i =0 then C2i =0, which
explains their dependent structure as shown in Table II. Additionally, for C2, a total of 15 patients were censored since
they did not ask for rescue drug after the second treatment.

Based on those censoring mechanisms, a random censoring assumption is valid for the analysis of either (Y1,C1) or
(Y2,C2) separately, but is not valid when we consider them jointly. Since this assumption is commonly used in standard
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Table I. Summary of patients’ baseline characteristics across three treatment groups.

Baseline True acupuncture Sham acupuncture Placebo acupuncture P-value for
characteristics group group group global comparison

Age Mean (SD) 25.50 (5.37) 24.58 (5.22) 26.32 (5.27) 0.1971∗
Gender Male 24 23 28 0.6188†

Female 36 37 32
Race African American 18 14 15 0.8244†

Asian 3 9 8
Caucasian 32 29 28
Hispanic 5 6 6
Others 2 2 3

∗F test based on ANOVA.†Chi2 test.

Table II. The relationship between two censoring indicators of the primary outcomes.

Group True acupuncture Sham acupuncture Placebo acupuncture Total

C2 0 1 Total 0 1 Total 0 1 Total 0 1 Total
C1 0 25 0 25 19 0 19 19 0 19 63 0 63

1 6 29 35 8 33 41 1 40 41 15 102 117

Total 31 29 60 27 33 60 20 40 60 78 102 180

statistical software for survival analysis, both exploratory and model inferences for the separate analysis of (Y1,C1)
and (Y2,C2) are highlighted in this paper. The joint analysis of multiple events allowing dependent censoring requires
advanced statistical techniques and is not the focus of this paper.

For exploratory purposes, both Kaplan–Meier survival curves and log–log survival curves across acupuncture treatment
groups are shown in Figure 1. And Table III compares the summary of non-parametric estimates of those survival curves
for three treatment groups, together with the log-rank test results, for both Y1 (the observed duration of first pain-free
time) and Y2 (the observed time to rescue drug).

For Y1, Table III shows that both the median and the mean durations of first pain-free time (in minutes) are the
longest in the true acupuncture group, intermediate in the sham group, and the shortest in the placebo acupuncture group.
Additionally, Table II shows that 25 patients remained pain free after the initial true acupuncture treatment until they
were censored. In comparison with the 19 patients that remained pain free in both the sham and the placebo groups,
the true acupuncture group seems to perform better in increasing the duration of post-operative surgical pain-free time.
Figure 1 shows the comparisons of Kaplan–Meier curves between the true acupuncture group (group ‘X ’) and the sham
group (group ‘Y ’) in (A1) and between the true group (group ‘X ’) and the placebo group (group ‘Z’) in (A2). These
further suggest the better performance of the acupuncture group, although this finding is not statistically significant
based on the log-rank test, as shown in Table III.

For Y2, Table III shows that both the median and the mean duration of time before rescue drug are the longest in the
true acupuncture group, intermediate in the sham group, and the shortest in the placebo acupuncture group. The log-rank
test confirms that the true acupuncture group performed statistically significantly better in lengthening the duration of
time to rescue drug for post-operative surgical pain control than did the placebo group. Additionally, Table II shows
that 31 patients did not request rescue drug until they were censored in comparison to 27 patients in the sham and 20
in the placebo group. Meanwhile, a comparison of the well-separated Kaplan–Meier curves in (B1) of Figure 1 for the
true acupuncture group (group ‘X ’, top survival curve) and the placebo group (group ‘Z’, bottom survival curve) further
confirms this finding.

For quantifying the acupuncture treatment effect on lengthening the duration of time to pain or rescue drug, the two
most useful models are the Cox proportional hazard (Cox PH) model and the accelerated failure time (AFT) model
[16]. The widely used Cox model is a semi-parametric model assuming constant treatment effect on the hazard (rate)
ratio scale [17], whereas the less commonly used AFT model is a parametric model assuming the constant treatment
effect on the survival time ratio scale [18, 19]. In comparison to the typical Cox PH model for our randomized DPS, i.e.
h(t)=�0(t)exp(�0+�1GroupX+�2GroupY), AFT models have the following form, without covariate adjustment:

log(t)=�0+�1GroupX+�2GroupY+�ε (1)
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Figure 1. Kaplan–Meier curves and log–log curves across acupuncture treatment groups: (A1) K–M survival curves for the duration
of first pain-free time (Y1) across true acupuncture group (group ‘X’) vs placebo acupuncture group (group ‘Z ’); (B1) K–M
survival curves for the time to rescue drug (Y2) across true acupuncture group (group ‘X’) vs placebo acupuncture group (group
‘Z ’); (A2) K–M survival curves for the duration of first pain-free time (Y1) across true acupuncture group (group ‘X’) vs sham
acupuncture group (group ‘Y ’); (B2) K–M survival curves for the time to rescue drug (Y2) across true acupuncture group (group
‘X’) vs sham acupuncture group (group ‘Y ’); (A3) Log[–log(estimated survival)] vs log(survival time) curves for the duration of
first pain-free time (Y1) across three groups (black= ‘X’, red= ‘Y ’, and green= ‘Z ’); and (B3) Log[–log(estimated survival)] vs
log(survival time) curves for the duration time to rescue drug (Y2) across three groups (black= ‘X’, red= ‘Y ’, and green= ‘Z ’).

where � is the scale parameter and ε is the random error, GroupX and GroupY are the treatment indictors for the true and
the sham acupuncture groups, respectively (with the placebo acupuncture group as the baseline), and �1 and �2 are the
parameters of interest. The commonly used survival time distributions for AFT models are the Weibull, the exponential,
the log-logistic, the log-normal, and the generalized gamma. To control the potential confounding effects of covariates,
explained in Section 3, models both with and without covariate adjustment are fitted, and their results are summarized
in Table IV.

The first two models for both outcomes in Table IV are the Cox PH models, due to the wide popularity of this model
and the fact that it is semi-parametric. Table IV confirms our previous findings from Table III and Figure 1, and shows
that: (1) the true acupuncture group performs statistically significantly better than does the placebo group in terms of
lengthening the duration of time to rescue drug, and the hazard rate of getting rescue drug in the true acupuncture
group is only 60 per cent (i.e. e−0.504) that of the placebo group; (2) the true acupuncture group performs better than
the placebo group in terms of reducing the hazard rate of getting first pain, but does not reach statistical significance.
However, the cross-over phenomena in both log–log survival plots (A3, B3 in Figure 1) and the Kaplan–Meier curves
(A2, B2 in Figure 1) indicate that the treatment effect (measured by hazard ratio) might not be constant but rather
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Table III. Comparisons of estimated survival curves for both Y1 (the observed duration of first pain-free time) and Y2 (the
observed time to rescue drug) across three acupuncture treatment groups.

Treatment groups N Minimum Maximum Median Mean P value from Log Rank Test

Y1 True 60 15 360 160 206.9 True vs Sham: 0.2507
Sham 60 15 360 157 177.5 True vs Placebo: 0.1557
Placebo 60 25 360 124 169.6 True vs (Sham+placebo): 0.1450

Y2 True 60 15 360 338.5 259.2 True vs Sham: 0.4314
Sham 60 70 360 252.5 245.6 True vs Placebo: 0.0338
Placebo 60 60 360 200 217.7 True vs (Sham+placebo): 0.0997

Table IV. Evaluating acupuncture effects using the Cox Proportional Hazard (Cox PH) and accelerated failure time (AFT)
models.

Model Treatment effects Model selection criteria

Y1 CoxPH models �1 se �2 se −2Log(L) AIC BIC
M1 −0.314 0.230 −0.046 0.221 1110.2 1114.2 1119.8
M2 −0.349 0.234 −0.062 0.224 1106.0 1122.0 1144.1

AFT models
M1 (Log-logistic) 0.439 0.268 0.043 0.267 516.9 524.9 537.6
M2 (Log-logistic) 0.442 0.271 0.068 0.268 513.3 533.3 565.3
M1* (Log-normal) 0.402 0.257 0.014 0.253 508.4 516.4 529.2
M2 (Log-normal) 0.401 0.257 0.029 0.254 505.2 525.2 557.1

Y2 CoxPH models
M1 −0.504∗ 0.244 −0.297 0.235 975.4 979.4 984.6
M2 −0.559∗ 0.247 −0.353 0.239 971.1 987.1 1008.0

AFT models
M1 (Log-logistic) 0.362∗ 0.172 0.197 0.169 381.1 389.1 401.8
M2 (Log-logistic) 0.392∗ 0.172 0.237 0.170 376.8 396.8 428.8
M1* (Log-normal) 0.334∗ 0.166 0.168 0.164 373.2 381.2 393.9
M2 (Log-normal) 0.355∗ 0.166 0.195 0.164 369.3 389.3 421.3

M1 are the corresponding CoxPH and AFT models without covariate adjustments, where M1* is the final model we choose for the
DPS.
M2 are the corresponding CoxPH and AFT models adjusting for age, gender, and race.
AIC = Akaike’s Information Criterion and BIC = Bayesian Information Criterion.
All models are fitted using PHREG and LIFEREG in SAS.
∗Indicates that the corresponding P-value is less than 0.05.

become weakened over time. Consequently, the PH assumption might not hold for both survival outcomes, which casts
doubt on the validity of inferences based on the Cox PH models, as shown in Table IV. This motivated us to pursue
alternative AFT models.

We fitted AFT models with log-logistic, log-normal, and generalized gamma distributions, since these models do
not have the proportional hazard property. AFT models under either Weibull or exponential distribution are not fitted,
since they are equivalent to some parametric PH models under different parameterizations [19]. Furthermore, due to
the questionable convergence criteria for the AFT model under generalized gamma distribution, only four models are
reported in Table IV for each outcome based on log-logistic and log-normal distributions, including with (M2) and
without (M1) covariate adjustment. For model selection among different distributions for each outcome, both Akaike’s
Information Criterion (AIC) and the Bayesian Information Criterion (BIC) indicate that the log-normal AFT model
without covariate adjustment, the M1* model in Table IV, fits our data the best. For both outcomes, the estimations of
acupuncture effect on post-operative surgical pain control for the DPS based on their final M1* models are shown in
Table V.

Table V confirms our previous findings from Table III and Figure 1, and shows that the true acupuncture group
performed better than did the placebo group in terms of controlling post-operative surgical pain (p<0.05). True acupunc-
ture treatment lengthened the median survival time to rescue drug (Y2) by an estimated factor of 1.397 times with 95
per cent CI of [1.008, 1.933] in comparison to placebo. Also, Table V shows that the true acupuncture group performed
better than did the placebo group in terms of lengthening the median duration of first pain-free time (Y1) by an estimated
factor of 1.495 times, but without statistical significance. Also, Table V indicates that the variability in duration of first
pain-free time (Y1) is larger than survival time to rescue drug (Y2) after accounting for treatment effects, as shown by
the estimates of scale parameters.
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Table V. Acupuncture effect estimations in the DPS using AFT model with log-normal distribution.

Variable � se e� 95 per cent CI of e� P-value

Y1 True acupuncture group (GroupX) 0.402 0.257 1.495 [0.904, 2.472] 0.117
Sham acupuncture group (GroupY) 0.014 0.253 1.014 [0.618, 1.664] 0.956

Scale 1.325 0.095 [1.152, 1.524]
Y2 True acupuncture group (GroupX) 0.334∗ 0.166 1.397∗ [1.008, 1.933] 0.044

Sham acupuncture group (GroupY) 0.168 0.164 1.183 [0.858, 1.629] 0.305
Scale 0.837 0.065 [0.719, 0.975]

∗Indicates that the corresponding P-value is less than 0.05.

Importantly, the treatment effect estimates in Table V can be interpreted at the population level as well as at the
individual level. Although the true reason why the PH assumption breaks down at the population level remains unknown,
one potential reason may be unobserved heterogeneity in the study population. To account for this heterogeneity, a frailty
model under the AFT model formulation is appropriate. And such models with Gamma (or inverse-Gaussian)-distributed
frailty have a nice collapsibility property: if the AFT assumption holds at the individual level, then it must also hold at
the population level using Gamma (or inverse-Gaussian)-distributed frailty [18, 19]. Consequently, the treatment effect
estimates in Table V can be interpreted at the individual level given the validity of such frailty model in our DPS study.
Hence, another interpretation for the estimated acceleration factor shown in Table V is that an individual receiving
true acupuncture treatment instead of the placebo can statistically significantly lengthen his/her median survival time
to rescue drug (Y2) by an estimated factor of 1.397 with a 95 per cent CI of [1.008, 1.933]. On the individual level,
interpretation of the acupuncture effect on lengthening median duration of pain-free time (Y1) is similar, but without
statistical significance.

5. Discussion

In the present study, we present a novel method of overcoming some methodological challenges in acupuncture clinical
research. (1) We have successfully randomized the patients to achieve a balance among three groups in terms of gender,
age, race, degree of surgical trauma, and local anesthetic usage. (2) We have successfully blinded the patients, who
were not able to guess their treatment assignment correctly. (3) We were able to take into consideration various TCM
diagnoses by using a homogenous patient population of healthy subjects without other medical conditions. As a result,
the symptoms and TCM diagnosis were relatively the same, which minimized variation among the patients and meant
that the same treatment protocol could be used for all.

Placebo-controlled RCTs are particularly difficult to conduct in China where many have grown up with acupuncture
and are familiar with its sensations. Two factors may make such study possible there. (1) Although acupuncture has
been used by many adults in China, the younger generation that will be enrolling in studies today is not a population
accustomed to visiting acupuncture clinics. Thus, it may not be difficult to recruit acupuncture-naïve patients there.
(2) With the recent developments in the acupuncture needle, needles are thinner than they used to be. With a guiding tube,
they cause minimal sensation even in real acupuncture treatment. This may better blind patients in a real acupuncture
group who expect a strong needle sensation as part of their treatment.

From the perspective of clinical trial design, TCM trials present the same challenges as those encountered in trials of
drugs, devices, and surgical procedures. But as we demonstrate, data from TCM trials may have unique features that make
them different from trials on other treatment modalities. Western medicine is based on disease specificity, laboratory
indications, and standard criteria and treatment; TCM, on syndrome differentiation, the four diagnostic method, and
individualized diagnosis and treatment. These differences pose difficulties for TCM research design and necessitate
thoughtful consideration if challenges in statistical analysis are to be overcome and valid statistical inferences are to be
derived. We have discussed various problems that might lead to the violation of the proportional hazard assumption.
Such violation may explain why there are discrepancies between the analyses presented here and those presented in an
earlier report [15].

If we understand the problems and account for them in the modeling, the statistical inference of treatment effect and
estimation of the size of the treatment effect can be improved further. For example, the violation of the PH assumption
for Y2 might be caused by variations in the time of the second treatment in our DPS. In principle, a Cox PH model on
(Y2,C2) with time-varying covariate can be fitted to account for this [19]. Unfortunately, due to the special censoring
mechanisms, a zero event (no need for rescue drug) was observed for patients in the true acupuncture group who had
first pain but refused the second treatment. In another words, the observed DPS data do not provide enough information
to differentiate between the effects of getting true acupuncture treatment once versus twice, which causes numerical
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problems for model fitting. In planning future trials, we may need to account for such special features in sample size
calculation. A trial of a larger sample size may be able to model the recurrent event data, which may in turn prompt
further development of the statistical methodology.
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Chinese herb mix may shorten flu fever 
By Amy Norton | Reuters – 16 hrs ago

NEW YORK (Reuters Health) - In mild cases of H1N1 influenza, a traditional Chinese herb mixture may relieve a fever 

about as well as the antiviral drug Tamiflu, researchers reported Monday. 

The herb product, called maxingshigan-yinqiaosan, is not widely available on store shelves in western countries. 

But in a study of 410 Chinese adults with H1N1 flu (also known as swine flu), those who took the herb mixture typically saw 

their fevers resolve after 16 hours, versus 26 hours in patients in a "control group" whose only flu treatment was 

acetaminophen (Tylenol) if their fever passed 102 degrees F. 

Patients in a third group received the prescription antiviral drug Tamiflu, known generically as oseltamivir. With Tamiflu, 

fevers typically resolved after 20 hours, or six hours sooner than in the control group. 

A fourth study group received both the herb mix and Tamiflu, with their fevers generally disappearing in 15 hours, 

according to findings published in the Annals of Internal Medicine. 

Exactly what the results mean for flu sufferers around the world is not clear. 

The study included only young and middle-aged adults who, other than having a fairly mild case of the flu, were healthy. 

Tamiflu and another antiviral drug, Relenza (zanamivir), are usually reserved for people with severe cases, or those at high 

risk of flu complications like pneumonia. 

The elderly and people with certain chronic health conditions, like heart or lung disease, are among those at high risk. 

It was necessary to first study the effects of maxingshigan-yinqiaosan in low-risk people with milder cases of the flu, said 

Dr. Lixing Lao, a professor at the University of Maryland School of Medicine in Baltimore who was not involved in the 

research. 

But that's also a limitation of the study, he noted. 

"In people with severe illness, this herb may not work. We don't know yet," said Lao, who also directs the traditional 

Chinese medicine research program at the university's Center for Integrative Medicine. 

And for healthy people with mild cases of the flu, there's the question of availability. 

The herbs used in the study, which were heated and made into a beverage, have a long history of use in China for colds and 

flu. 

They are also widely available in certain other countries, like Japan, Korea and Germany, according to Drs. Cheng Wang 

and Bin Cao of the Beijing Institute of Respiratory Medicine, who led the study. 

It's possible, the researchers say, that maxingshigan-yinqiaosan could offer a flu-fighting alternative in certain places where 

Tamiflu is scarce -- like rural China. 

But one of the key ingredients is ephedra, or ma huang, which is banned from use in dietary supplements in the U.S. and 

Canada. Those bans came after ephedra in weight-loss and body-building supplements was linked to heart attacks, strokes 

and deaths in some users. 

That ban did not apply to ephedra's use in Chinese medicine, where small doses are mixed with other traditional herbs -- in 
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contrast to the single, higher doses used in the banned supplements. 

However, Americans cannot go to their local store and pull maxingshigan-yinqiaosan off the shelf. They would need to go 

to a traditional Chinese medicine practitioner, Lao said. 

Properly using the right mix of herbs, he said, "requires some knowledge." 

Lao said he was happy to see that a prestigious medical journal published a study on a traditional Chinese remedy as it is 

actually practiced -- combining small doses of different herbs. 

"If you only look at one herb, it may not work," Lao told Reuters Health. 

He also pointed out that the small herb doses used in practice limit the risk of side effects. 

In this study, two of the 103 patients who used maxingshigan-yinqiaosan alone developed nausea and vomiting. There were 

no side effects reported in the other three study groups. 

The H1N1 swine flu broke out in 2009 and quickly spread around the world, killing more than 18,000 people, according to 

the World Health Organization (WHO). 

The WHO declared the H1N1 flu pandemic over in August of last year, but H1N1 has now taken over as the main seasonal 

flu strain in circulation around the world. 

The U.S. Centers for Disease Control and Prevention (CDC) recommends Tamiflu and Relenza for treating the flu in people 

who are very sick or at high risk of complications. 

But in general, the agency says, flu sufferers who are otherwise healthy do not need the drugs. They can recover by getting 

plenty of rest and fluids, and using over-the-counter remedies like acetaminophen for fever. 

According to Lao, the current findings are a "good first step" in showing through a controlled clinical trial that traditional 

Chinese herbs may also battle flu symptoms. 

The CDC stresses, however, that the best defense against the flu is the flu vaccine. Experts recommend that everyone older 

than six months receive a yearly flu shot, which now includes a vaccine against H1N1. 

SOURCE: http://bit.ly/lKiQRq Annals of Internal Medicine, August 16, 2011. 

(c) Copyright Thomson Reuters 2011. Check for restrictions at: http://about.reuters.com/fulllegal.asp  
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Acupressure for Bone Pain – Johns Hopkins/Univ. Maryland 
Study  
24 August 2011  

New research demonstrates that magnetic acupressure reduces severe pain associated with bone marrow aspiration and biopsy 

(BMAB). Doctors and researchers from the Johns Hopkins University School of Medicine and the University of Maryland School of 

Medicine (Baltimore) evaluated pain levels of cancer patients undergoing BMAB. The randomized study compared two groups, one 

receiving acupressure at acupuncture point LI4 (Hegu) and another group receiving sham acupressure at a non-acupuncture point 

on the arm. Median pain scores were similar but severe pain decreased dramatically for those receiving magnetic acupressure at 

the real acupuncture point. 

The researchers cite the minimal training and expense needed to train someone to apply magnetic acupressure at acupuncture 

point LI4. Unlike acupuncture, which requires years of post-graduate training, acupressure at a single acupuncture point can be 

taught quickly and easily. No patients experienced any significant toxicities associated with the acupressure procedures. 

The acupuncture point used in the acupressure study was LI4 (Hegu, Joining Valley). It is located on the hand between the thumb 

and index finger. Naturally, training is necessary to ensure that the precise location of the acupuncture point is identified by those 

applying acupressure. In Chinese medicine, LI4 has long been known for its pain relieving properties. LI4 is also commonly used by 

acupuncturists for disorders of the face, eyes, nose, mouth and ear; including the treatment of pain. Proper stimulation of LI4 is 

effective in relieving headaches, pain of the eyes, toothaches, jaw pain, and pain of the limbs and bones. 

 

Reference: 

The Analgesic Effect of Magnetic Acupressure in Cancer Patients Undergoing Bone Marrow Aspiration and Biopsy: A Randomized, 

Blinded, Controlled Trial. Ting Bao, MD; Xiaobu Ye, MD, MS; Janice Skinner CRNP; Bing Cao, MS; Joy Fisher MA, CCRP; Suzanne 

Nesbit PharmD, BCPS; and Stuart A. Grossman, MD. Journal of Pain and Symptom Management. Volume 41, Issue 6, June 2011, 

Pages 995-1002. The University of Maryland Marlene and Stewart Greenebaum Cancer Center and the Center for Integrative 

Medicine, University of Maryland School of Medicine, Baltimore, Maryland. The Sidney Kimmel Comprehensive Cancer Center, 

Johns Hopkins University School of Medicine, Baltimore, Maryland. 
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University of Maryland Honey Bee Project Provides Environmental Education and Healthy Food
 

The founding campus of the University of Maryland in downtown Baltimore may seem like an 
unlikely place to have a honey bee project, but that's exactly what is happening. Two beehives 
have been started by students, faculty and staff as part of an initiative to teach participants that 
beekeeping is environmentally responsible and can produce healthy food. 

"Bees are the best pollinators," says Kate McManus, director of building operations and food 
service at the University and overseer of the apiary project, located in the Old St. Paul's 
Cemetery adjacent to the Medical School Teaching Facility and Health Sciences Facility. "They 
collect pollen and make the honey from flowers and plants close to the hive and, therefore, the 
honey that is produced assists your immune system from the local allergies." 

McManus notes the project has the support of the Center for Integrative Medicine at the School 
of Medicine. Local honey is considered the perfect health food and is easily harvested and grown. 

The honey bee project is sponsored by the University Wellness and Academic-Life Balance Program whose mission is to assist 
students in achieving a state of academic-life balance within the dimensions of physical, emotional, social, cultural, ethical, 
intellectual, environmental, and financial wellness. 

"We want to teach students, faculty, and staff that beekeeping is environmentally responsible," McManus says. "By becoming a 
backyard beekeeper you help the environment by your bees pollinating trees, flowers, veggies, and fruits in our neighborhood. 
It is a win-win." 

 

The honey bee project began in February 2011 when volunteers were asked to construct the hives and install the first bees and 
their queen. McManus says one of the hives has flourished while the other suffered setbacks from an inactive queen. 
Participants want the bees to produce enough honey to be able to survive the winter. Additional honey will be for human 
consumption. 

McManus says Old St. Paul's Church has been supportive of the project. 

"Old St. Paul's is very, very positive about this arrangement," McManus says about the future of the apiary project. "Hopefully 
we'll be selling the honey in the Campus Center as one of our environmental wellness initiatives." 

(Written by summer intern Lauren Edwards) 
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Top 5 Holistic Supplements 

Fight free radicals, reduce stress, and brighten your mood — the all-natural way 

by Brandon Guarneri 

 

These five supplements might seem alien to you, but they are popular holistic options, all recommended 
by Joyce Frye, D.O., an assistant professor of integrative medicine at the University of Maryland School 
of Medicine 

Ginseng 

What it is: An extract made from the roots of the ginseng plant—a type of medicinal foliage that dates 
back to prehistoric times.  

What it does: Calms frayed nerves. Experts call ginseng an adaptogen, meaning it may help increase 
your body's resistance to stress. "If I had to recommend just one supplement, ginseng would be it," says 
Frye. 

Ginkgo Biloba 

What it is: A concentrated powder made from the ginkgo tree's leaves.  

What it does: Many guys on antidepressants experience, um, unforeseen side effects? You know, in bed? 
Ginkgo can help by improving circulation, which could also mean better short-term memory thanks to 
increased blood flow to the brain. 

http://www.mensfitness.com/�


St. John's Wort 

What it is: A yellow flowered plant first used medicinally in ancient Greece; buy it in capsules, teas, or 
liquid extract.  

What it does: "St. John's Wort is mostly used to treat mild to moderate depression," says Frye. If you're 
bummed because you just broke up with your girlfriend, feel free to give it a shot. It may pick you up. 

Grape Seed Extract 

What it is: Just what it says—an extract from the seeds needed to grow a grapevine.  

What it does: Its antioxidant properties fight free radicals, compounds that pop up when you smoke or 
drink too much. "If people are exposed to a lot of toxins, an antioxidant may help counteract their 
damage," says Frye. 

Spirulina 

What it is: A type of algae that comes packed with chlorophyll, vitamins, minerals, and protein.  

What it does: Think of spirulina as a produce replacement, giving you the nutrients from fresh greens 
without a salad bar. "If you're not getting five servings of fruits and veggies," says Frye, "spirulina could 
be a good substitute." 
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Do These Wacky Arthritis Cures Really Work? 

9 Strange Arthritis Home Remedies 
Would you rather eat gelatin, wear a bracelet, or be stung by bees to 
ease arthritis joint pain? Find out which of these strange arthritis home 
remedies might actually help. 

 
Nearly 46 million Americans 
are living with some form of 
arthritis, so it's no wonder 
that some pretty interesting 
arthritis home remedies have 
sprung up over the years — 
and a few of them may just 
do the trick. “Years of 
basketball, football, and 
heavy weight-lifting had my 
joints feeling the effects,” 
says integrative medicine 
specialist Chris D’Adamo, 
PhD, assistant professor at 
the University of Maryland 
School of Medicine in 
Baltimore. “I have 
incorporated a number of 
natural approaches such as 
ginger, turmeric, and gelatin 
that have my joints feeling 
better now than they did ten 

years ago.” Intrigued about alternative arthritis cures? Read on to find out about some 
of the strange (and not-so-strange) arthritis cures for joint pain. 
 

http://www.everydayhealth.com/arthritis/index.aspx�
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Bee Stings 

Beekeepers swear that their work, which exposes them to frequent bee stings, also 
keeps arthritis at bay. This very well could be true, says D’Adamo: “There is some 
evidence behind it. The thinking is that it reduces the inflammation.” Unfortunately there 
is not enough research to tell how many bee stings you need to endure in order to get 
some relief from the joint pain of arthritis, nor is there any product in development that 
D’Adamo knows of to mimic the effect. 
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Snake Venom 

Like bee stings, snake venom might be a solution to some of your arthritis pain because 
it could reduce inflammation. But it’s probably not a good idea to seek out a poisonous 
snake for this purpose. “There is indeed a product under development that promises to 
deliver some of the same benefits,” says D’Adamo. Until that arthritis pain ointment 
arrives, try one of the less dangerous arthritis cures on our list. 
 
 

http://www.everydayhealth.com/pain-management/a-guide-to-topical-skin-medications.aspx�


4 
 

WD-40 

Keep your WD-40 for squeaky hinges, not squeaky joints. The popular spray lubricant 
promotes itself as having more than 2,000 uses, but according to the company itself, 
easing arthritis joint pain isn’t one of them, says D’Adamo. People who say they have 
had a good response probably do feel some cooling of their joints if they spray on the 
oil, but the possibility of various skin reactions makes this one another strange arthritis 
cure to avoid, says D’Adamo. 
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Copper Bracelets 

Attractive and relatively affordable, copper bracelets are, for some, a necessary arthritis 
accessory. “People think copper has antioxidant effects that can reduce inflammation,” 
says D’Adamo. However, there’s no evidence to support wearing copper bracelets to 
relieve arthritis joint pain. “There’s not a lot of good science to wearing copper bracelets, 
but it probably isn’t going to harm you either,” he says. 
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Gin-Soaked Raisins 

Is it dessert or one of the more rockin’ arthritis cures? It could be both. “There are anti-
inflammatory compounds in the raisins and in the juniper berries that are used to make 
gin,” points out D’Adamo. There’s no research to let you know the correct dose of this 
possible arthritis cure, but folklore recommends letting golden raisins soak up some gin 
for about a week and then eating ten raisins or so a day for joint pain relief (and a little 
treat.) 
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Honey and Cider Vinegar 

As home remedies go, this one is something of a cure-all. “People use [honey and cider 
vinegar] for a number of things, including colds and immune system boosting,” says 
D’Adamo. Again, there’s very little science behind this arthritis pain remedy, but also 
very little evidence of any harm. “It would not be a terrible idea for someone to try,” he 
says. Typical “recipes” call for stirring equal parts of cider vinegar and honey into a 
glass of water. 
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Gelatin 

Here’s a dessert that may just work on your arthritis. A serving of gelatin (like Jell-O) 
every day could help relieve arthritis joint pain. “Gelatin reduces arthritis pain probably 
because it’s just ground-up cartilage,” says D’Adamo. However, don’t overdo sugary 
flavored gelatin — sugar in the diet actually contributes to overall inflammation and will 
make your joint pain worse. So if you decide to try this cure, cut back on sugar and 
refined carbs overall. 
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Skip the Nightshades 

Cutting out plants from the nightshade family is commonly recommended as a way to 
gain some joint pain relief. These foods include peppers, tomatoes, eggplants, and 
potatoes. “The alkaloids in nightshades could cause inflammation,” explains D’Adamo. It 
might take a while to see the effects of this dietary change on your arthritis pain. Other 
diet restrictions you might want to try are cutting back on dairy and gluten, both of which 
add to inflammatory joint pain for people who are sensitive to them. 
 



10 
 

Ginger and Turmeric 

Look no further than your spice rack for two arthritis cures that do have some science 
behind them. In clinical trials, supplements of ginger and turmeric both have been 
shown to reduce inflammatory joint pain. You can cook with them, take capsules, or at 
least in the case of ginger, nibble on a sugared candy version to try to ease arthritis 
pain. “They can help pretty quickly,” says D’Adamo. 
 
 

Website:  http://www.everydayhealth.com/arthritis-pictures/9-strange-arthritis-home-
remedies.aspx?xid=aol_eh-arth_28-_20110905&aolcat=AJA#/slide-1 
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SUPERMARKET SHOPPING TIPS 

10 RULES OF SUPERMARKET SHOPPING 
The first step toward eating better in the new year? Navigating the 
aisles of the grocery store  
By Clint Carter, Photographs by Levi Brown 
Posted Date: December 19, 2011 
 
A hundred years ago, food was simple. People didn't worry about trans fats in their 
cheese crackers or artificial colors in their fruit snacks. They didn't have to—they were 
eating real cheese and real fruit. And food companies used to focus more on making 
food than on enticing people to buy it. That's why supermarkets are so daunting today: 
It's easy to make a false move, even when you're trying to eat healthy. 
 
In the first half of 2010, supermarket ad spending increased by 19 percent over the first 
half of 2009. "The influence of marketing on what Americans eat has been gigantic," 
says Frederick J. Zimmerman, Ph.D., chairman of the health services department at 
UCLA's school of public health. "We tend to eat 'typical' meals, but marketers are the 
ones who define what that is." It's time to follow our own rules. 

 

Rule 1: Ignore the Packaging Billboards 

Time for a turnaround. "The front of a food package is real estate owned by the 
manufacturer, whose goal is to sell you something," says Men's Health weight-loss 
advisor David Katz, M.D., M.P.H. Flip the package over to find the information you need 
on the one part that's well regulated by the FDA: the Nutrition Facts label. 
 
Calories 
A University of Minnesota study showed that 91 percent of shoppers often bypass the 
calorie count before buying an item. That's bad: If each meal exceeds your energy 
needs by just 170 calories, you can gain a pound a week. 
 
Fat 
Plenty of men still assume that if a food is low in fat, it's good for them and vice versa. 
Far from it, says Dr. Katz. A better approach: Seek out healthier omega-3 and 
monounsaturated fats to reap heart-health benefits. 
 
Sodium 
Some studies suggest that healthy men don't need to watch their sodium, but the more 
sodium a food has, the more processed it's likely to be. Rule of thumb: Don't buy foods 
with higher sodium counts than calories. 
 

 

http://www.menshealth.com/�


Protein 
An average active guy should take in at least 115 grams of protein a day, says Men's 
Health weight-loss coach Alan Aragon, M.S. Plus, protein-rich foods keep you full 
longer, so they may help prevent overeating. 
 
Serving size 
"Don't assume the amount listed is an accurate serving size for you," says Chris 
D'Adamo, Ph.D., a nutritional epidemiologist at the University of Maryland school of 
medicine. Assess how much you'll actually eat, and judge the impact accordingly, 
D'Adamo says. 
 
Fiber 
The USDA recommends 38 grams a day for men. To reach that, be sure to eat grain 
products that contain at least 2 grams of fiber per 100 calories. 
 
Sugar 
We consume about 10 percent more caloric sweeteners today than we did 30 years 
ago, the USDA reports. In that same period, adult obesity has doubled. Coincidence? 
Keep the sugars below 10 percent of total calories—that's 2 1/2 grams of sugar per 100 
calories, says Dr. Katz. 

 

Rule 2: Challenge the Cashier 

Every industry employs tools that make routine tasks easier. For register jockeys, it's 
the UPC bar code. UPCs let the cashier become a brainless automaton that dutifully 
drags cans and boxes over a static scanner. Fruits and vegetables are the cashier's 
enemy—no bar codes. "I tell clients all the time to move from bar codes to bags," says 
nutrition consultant Mike Roussell, Ph.D. In other words, the harder your cashier works, 
the healthier your purchase tends to be. You'll reap the rewards when you step on the 
scale: A 2009 Journal of Nutrition study of nearly half a million people found that men 
with diets high in vegetables, seafood, legumes, fruits, nuts, and cereal grains—all 
foods typically purchased in bulk and without bar codes—had smaller waist 
circumferences. 
 
Not sure how you stack up in the grocery store? Check out How 4 Celebrities 
Shop 

 

Rule 3: Consider the Recipe 

Twinkies, Pop-Tarts, French's Classic Yellow Mustard—they all have their recipes 
printed right on the package. It's near the Nutrition Facts label, buddy, under the word 
"ingredients." "If the contents cannot be placed in any part of the universe you're familiar 
with—animal, vegetable, or mineral—then step away from the box and nobody will get 
hurt," says Dr. Katz. Here are three companies that have come clean and eliminated 
certain mystery additives. 
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Eden Foods 
 
WHAT IT ELIMINATES: Bisphenol A 
U.K. scientists have linked BPA, a chemical used to line metal cans, with heart disease 
and diabetes. Worse, a CDC study detected it in the urine of 95 percent of Americans 
tested. Recently, Eden Foods became the first U.S. producer of BPA-free canned 
goods. 
 
Hormel Natural Choice 
 
WHAT IT ELIMINATES: Added nitrates and nitrites 
A Harvard meta-analysis from 2010 linked processed meats (not red meat itself) to 
coronary heart disease and listed nitrates and their by-products as some of the likely 
culprits. Hormel's Natural Choice line uses a high-pressure processing method instead. 
 
Oh Boy! Oberto 
 
WHAT IT ELIMINATES: Hydrolyzed protein 
Oberto's new all-natural jerky line skips this additive, which is chemically similar to 
MSG. That's good news: A study in Obesity found that people who consumed the most 
MSG were almost three times as likely to be overweight as MSG avoiders were. 

 

Rule 4: Call Your Rep in Congress 

The average U.S. household kicks in about $1,500 in annual subsidies, and the foods 
we subsidize most are among the least healthy, says Thomas Kostigen, author of The 
Big Handout. Check out the foods (and nonfoods) your tax dollars support, and then 
raise hell over the 2012 Farm Bill, headed to Congress soon. 

• Corn: $77.1 billion  

• Wheat: $32.4 billion  

• Soybeans: $24.3 billion  

• Sorghum: $6.1 billion  

• Dairy: $4.9 billion  

• Tobacco: $1.1 billion  

• Oats: $267 million  

• Apples: $262 million  

• Potatoes: $665,698  

• Blueberries: $207,659  

• Avocados: $6,984  

• Tomatoes, broccoli, lettuce: $ 0 

U.S. subsidies from 1995 to 2010, according to the Environmental Working Group 



Rule 5: Master Your Impulses 

Easy-grab items at the market tend to be built from bottom-of-the-barrel ingredients—
sugar, starch, and cheap fats. Use these strategies to resist their siren song. 
 
1. GRAB A CART 
A study in the Journal of Marketing Research shows that shopping with a basket instead 
of a cart makes you nearly seven times more likely to purchase vice foods like candy 
and chocolate. The researchers say that curling your arm inward to carry a basket 
increases your desire to embrace instant rewards—like sweet foods. With a cart, you 
tend to extend your arm—a motion associated with avoiding negative outcomes. That 
makes you more likely to shop smart. 
 
2. AVOID LINES 
The longer you're exposed to tempting snacks at the checkout, the more likely you are 
to succumb to them, say University of Arizona researchers. Avoid the wait by shopping 
during off-peak hours, such as the middle of the week or late at night. 
 
3. LEAVE THE KIDS AT HOME 
"Children shouldn't have a vote in supermarket decisions," says Greg Critser, author of 
Fat Land: How Americans Became the Fattest People in the World. About 80 percent of 
parents report they'll probably buy snacks or frozen desserts if their kids ask for them at 
the grocery store, according to a 2011 Mintel report. 

 

Rule 6: Shop the Rainbow—Cheaply 

To build a recession-ready cart, we compared prices of foods that scored 90 or higher 
on the NuVal scale, a sophisticated system used to rank their overall nutritional values. 
Then we chose the cheapest common items per serving from five spots on the color 
wheel. 
 
A. PURPLE 
Red cabbage, 15¢ 
A dose of vitamin A, fiber, and glucosinolates, which may help prevent some types of 
cancer 
 
B. BLACK 
Dry black beans, 12¢ 
Loaded with fiber and plenty of brain-boosting anthocyanins 
 
C. ORANGE 
Butternut squash, 19¢ 
Lots of beta-carotene, and less than half the calories of a sweet potato 
 
D. GREEN 
Spinach, 38¢ 
Packed with folate, a B vitamin shown to bolster cognitive performance 
 
 



E. YELLOW 
Bananas, 13¢ 
Potassium-rich, with prebiotic fiber that promotes good gut bacteria 

 

Rule 7: Shop for Shortcuts 

Not all boxed, bagged, and jarred food is terrible, says J. Lynne Brown, Ph.D., R.D. 
(Case in point: the MH 125 Best Foods.) Shortcut products with honest ingredient lists 
can save you time—and make a home-cooked dinner on a weeknight a viable option. 
Start with these meals; they all take less than 5 minutes and use five ingredients, max. 
 
A. Cook whole-wheat pasta. Simmer tomato sauce with crumbled tuna for 5 minutes. 
Toss together; top with chopped parsley. 
B. Stir-fry shrimp and asparagus in olive oil; add minced garlic at the last minute if you 
like. Top with a squeeze of lemon and serve over rice. 
C. Cook dumplings in simmering broth; add sliced shiitake mushrooms for the last 3 
minutes, and stir in spinach right before serving. 
D. In a small pan, heat salsa to simmering. Crack in eggs, cover, and cook until the 
whites are set. Serve with avocado and Wasa bread. 
E. Skin and shred rotisserie chicken; toss with bagged coleslaw mix. Add sriracha to 
yogurt and toss with the chicken/slaw. 

 

Rule 8: Invest in Nutrients, Not Calories 

Conventional wisdom says that healthy food costs more than junk food. "The notion of 
food value that everyone embraces is calories per dollar," says Dr. Katz. The problem 
is, we're no longer starving Paleolithic hunters. We live in an age of pandemic obesity, 
and processed foods have made calories abundant and nutrients scarce. Shop for 
nutrients, not calories, and see where the real value lies. 

 

Rule 9: Fill Your Cart with Dark 

When it comes to whole foods, more pigment often means more nutrient power 
 
UPGRADE FROM . . . Light beer . . .TO. . . Dark beer 
THE PAYOFF: More iron and cancer-fighting polyphenols 
 
UPGRADE FROM. . .Honeydew melon . . . TO. . .Cantaloupe 
THE PAYOFF: Double the vitamin C, plus nearly 70 times the vitamin A and beta-
carotene 
 
UPGRADE. . .FROM. . .White wine. . . TO. . .Red wine 
THE PAYOFF: A dose of sleep-regulating hormone melatonin and the heart-healthy 
antioxidant resveratrol 
 
UPGRADE. . .FROM. . .Chicken breast. . . TO. . .Dark-meat chicken 
THE PAYOFF: Nearly triple the iron, 245 percent more zinc, and extra vitamin B12 
 



UPGRADE. . .FROM. . .Iceberg lettuce. . . TO. . .Spinach 
THE PAYOFF: Triple the protein, a higher concentration of powerful antioxidants like 
beta-carotene, and 19 times the vitamin A 
 
UPGRADE. . .FROM. . .White rice. . . TO. . .Brown rice 
THE PAYOFF: Thirty percent more of the antioxidant selenium and 4 1/2 times the fiber 
 
UPGRADE. . .FROM. . .Table sugar. . . TO. . .Maple syrup 
THE PAYOFF: 100 times the heart-healthy potassium 
 
UPGRADE. . .FROM. . . Apple juice. . . TO. . .Pomegranate juice 
THE PAYOFF: Vitamin K, cell-building folate, abundant antioxidants 
 
UPGRADE. . .FROM. . .Potato. . . TO. . .Sweet potato 
THE PAYOFF: More than a day's worth of vitamin A, 2 1/2 times the calcium, and 50 
percent more fiber 
 
UPGRADE. . .FROM. . .Milk chocolate. . . TO. . .Dark chocolate 
THE PAYOFF: Three and a half times the iron, plus extra antioxidants 
 
UPGRADE. . .FROM. . .White mushrooms. . . TO. . . Baby bellas 
THE PAYOFF: Six times the calcium, 40 percent more potassium, and almost triple the 
selenium 

 

Rule 10 Beware the Natural Food Store 

Fancy food shops can still wreck your waistline 
 
DON'T ASSUME IT'S HEALTHIER 
In a study in the Journal of Consumer Research, people estimated familiar foods to 
have up to 35 percent fewer calories when they came from a "healthy" place. But be 
warned: Trader Joe's, Whole Foods Market, and Fresh Market all stock plenty of stuff 
that can make you fat. One cup of Trader Joe's Pecan Praline Granola has as many 
calories as two twin-wrapped packages of Reese's Peanut Butter Cups. 
 
WATCH OUT FOR THE FREE SAMPLES 
Stanford researchers discovered that a tasty sample can make you more likely to 
engage in reward-seeking behavior, like buying foods you normally wouldn't go for. 
 
DON'T FALL FOR FADS 
Just because that scone is vegan, lactose-free, and made with positively charged ions 
doesn't mean it isn't still loaded with calories. Whole Foods' Gluten Free Vanilla 
Cupcake has 480 calories, but you wouldn't know that, because foods prepared in-
house don't have to carry nutrition labels. 

http://www.menshealth.com/nutrition/rules-supermarket-shopping 

 



 
 

Traditional Chinese medicine technique uses 
heated glass cups to heal ills 
By Debra Bruno, Published: January 23, 2012  

BEIJING — Not long after I moved to China, I learned I had a case of blocked qi. A practitioner 
of traditional Chinese medicine squeezed the top of my ear and informed me that the obstruction 
of my qi, or life force, was caused in part by my tendency to overthink. She also said I had some 
liver stagnation and a weak heart. Until that moment, I had thought I was just fine. 

The practitioner suggested I try a remedy called cupping. I’d never heard of it before I moved to 
Beijing, though I had seen markings of it on others here: bright red circles across bare shoulders 
and backs that look like painful tattoos or hickeys. (Several years ago Gwyneth Paltrow caused a 
stir when the cut of her evening gown revealed a row of cupping marks all across her back.) 

Though cupping, a form of acupuncture, has become something of a fad in Hollywood, it is only 
slowly catching on among the general public in the West. The aversion is understandable: 
Cupping involves the suctioning of flesh using warm cups that typically have been heated using 
a flaming stick. The heat inside the cup creates a vacuum that pulls the skin up a good inch or so 
in an effort to stimulate circulation, draw out toxins and stimulate the lymphatic system. The 
procedure is generally done on the back but can also be performed on the neck, legs and hips. 

Some clinics opt for plastic cups, and some use oil to move the hot cups up and down the skin. 
There’s also “wet cupping,” or bleeding, in which a needle is inserted into the flesh before a cup 
is used to suction out blood from the spot that was pricked. 

A dozen or more cups can be used, and the patient rests between five and 20 minutes while the 
skin inside the cups reddens. The redder the skin, the more proof that harmful toxins needed to 
be released, say practitioners. The marks disappear in a few days. 

An alternative to needles  

Cupping is a relatively benign process, although a singer in Taiwan was reportedly burned last 
year when a therapist accidentally spilled alcohol on his body and the alcohol was ignited by a 
flaming stick intended to warm a cup.  

In the United States, there is no requirement for licensing of cupping therapists, and cupping 
products are available on Amazon.com. In Asia, patients use it both as a home remedy and as 
part of traditional Chinese medicine treatment in clinics. In the United States, an hour-long 
session with a therapist costs about $55, according to Jesse Mac- 



Lean, director of education for the International Cupping Therapy Association, which is based 
outside Seattle. (A traditional acupuncture session generally ranges from $70 to $120.) 

Lixing Lao, director of the Traditional Chinese Medicine Research Program at the University of 
Maryland School of Medicine’s Center for Integrative Medicine in Baltimore, said that once his 
patients learn about cupping, they prefer it to the needles of traditional acupuncture. MacLean 
said that while it’s difficult to track cupping’s popularity in the United States, her group has seen 
a “sizable increase in the last few years” of inquiries from both health-care practitioners and 
consumers wanting to learn more about the procedure. 

Many uses, little science  

Lao says he has seen many patients who have “improved or recovered after cupping treatment.” 
The technique, he says, is especially “useful for muscular-skeletal pain” affecting the back, neck, 
shoulders and hips. “It can be also used for internal disorders, such as stomachache, vomiting, 
diarrhea, asthma or cough,” he says.  

Indeed, cupping has been said to help with an array of ailments from infertility, pain and colds to 
constipation, insomnia and drug addiction. Some practitioners also claim that it prevents disease. 

Still, there is little if any solid evidence showing the health effects of cupping. A 2010 study 
funded by the National Basic Research Program of China and the National Institutes of Health's 
National Center for Complementary and Alternative Medicine, looked at 550 clinical studies 
between 1959 and 2008, mainly in China. This review found that although cupping showed 
“potential benefits” for pain, herpes zoster (shingles) and other diseases, more and better studies 
were needed. On its Web site, the American Cancer Society says there is no “available scientific 
evidence” for the health benefits of cupping, and that reports of success with cupping “are 
mainly anecdotal.” 

‘They love it’  

For Westerners coming to China, traditional healing techniques such as cupping have become 
something of a tourist attraction. Some tours mix standard stops at the Forbidden City and the 
Great Wall with morning lectures on traditional Chinese medicine and visits to clinics. David 
Zhang, general manager of the Joyful Bliss Massage Center in Beijing, said that once he explains 
cupping to Westerners, they are less apprehensive. “Then they experience it,” he said, “and they 
love it.” 

Could I be one of those people? I decided to find out at the Beijing Traditional Chinese Medicine 
Health Preservation Research Center, an institution that looks more spalike than medical. I began 
with a tuina massage, which is more of a pressing and a pressure-point kneading than an oily, 
clothes-off process. And yet it ended up feeling pretty good. It lasted an hour, and I nearly fell 
asleep. 

Afterward, I lay on my stomach and bared my back. Before I had a chance to get nervous, I felt a 
gentle pressure along my back, one after the other. Then the nurse put a warm blanket over the 



cups, and I half-dozed on the couch. Even though my skin had a tight feeling from being pulled 
up into the cups, it didn’t hurt. 

After about 10 minutes, she pulled the cups off. I had 14 pink and red circles all over my back. I 
felt comfortable and relaxed, but I don’t know if that was from the massage or the cupping. By 
the end of the day, though, I felt dizzy, and my back felt lightly sunburned. A few days later, the 
marks had become more faint, and my skin a little itchy. 

As for the effects, well, I haven’t lost the problem of overthinking. Whether my treatment 
prevented any future disease is something I may never know. 

Bruno is a freelance writer in Beijing. 
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Rejuvenation 

Simple Meditation Exercises for Better 
Health 
By Stacey Colino for Live Right Live Well 

     

 

It’s long been known that meditation has the impressive ability to combat stress -- a blessing 
since unbridled tension and strain can take a toll on your body and mind. Now, more and more 
doctors and psychologists are encouraging their patients to try simple meditation exercises in 
order to harness the tension-taming benefits and ease stress-related physical ailments. 

In one recent study that involved 75 women with irritable bowel syndrome (IBS) -- a condition 
characterized by repeated bouts of constipation, diarrhea, abdominal cramping and bloating -- 
researchers at The University of North Carolina found that those who learned mindfulness 
meditation exercises experienced a greater improvement in their symptoms over three months 
than those who were assigned to a support group. Meanwhile, recent studies have found that 
mindfulness meditation can significantly improve pain scores among women with chronic pelvic 
pain and fibromyalgia. Indeed, stress-management techniques like meditation are being used 
nowadays to help alleviate everything from headaches and heartburn to high blood pressure. 

The Healing Power of Meditation 
How can meditation help with so many seemingly unrelated conditions? 

“When we’re under stress, the sympathetic nervous system stimulates the fight-or-flight 
response: Stress hormones, like cortisol and norepinephrine, get released; blood pressure, pulse 



and breathing rates go up; and muscle tension increases,” all to help you battle your enemy or 
run for your life, explains Dr. Delia Chiaramonte, a family physician and the director of 
education at the Center for Integrative Medicine at the University of Maryland School of 
Medicine in Baltimore. 

Meditation, on the other hand, “stimulates the opposite of all those things: the relaxation 
response,” says Chiaramonte. During meditation, circulating levels of stress hormones decline, 
muscle tension decreases, and blood pressure, pulse and breathing rates go down. It’s like the 
antidote to the stress response. 

Another reason why “meditation is good for health is because most forms, especially 
mindfulness meditation, encourage us to stop and recognize the recurring chaotic stories that we 
play over and over in our minds’ thoughts,” says Dr. David Rakel, director of Integrative 
Medicine at the University of Wisconsin School of Medicine and Public Health in Madison. 
“These stories often cause stress that can have a physical effect, such as a headache.” Because 
meditation requires you to pause and focus on the present moment and then proceed with greater 
clarity, the practice can have numerous positive effects on physical and mental health, adds 
Rakel. 

To bring the benefits of mindfulness meditation into your life, try the following simple 
meditation exercises: 

1. Become truly present-minded: While doing any mundane task, keep your attention in the 
moment by focusing all your senses on the experience. When washing dishes, for example, pay 
attention to the feel of the dishes and the warmth of the water on your hands, the scent and suds 
created by the soap, and the soothing sound of the running water. “If you come to an activity 
with a mindful perspective, it becomes a meditation,” says Chiaramonte. 

2. Take a meditative break: Sit in a quiet place, in a comfortable chair that supports your back 
and allows your feet to rest on the floor. Close your eyes, breathe slowly and count each breath 
as you inhale until you get to 10; pause, then start again. If other thoughts come to mind, notice 
them as if they were clouds passing across the sky or leaves floating on a stream. “Let them pass 
without judging them or engaging them,” advises Chiaramonte. Start by doing this for two 
minutes a couple of times per day, then gradually work up to 20 to 30 minutes if you can. 

Whether stress is making your thoughts whiz out of control or your stomach feel tied up in knots, 
simple meditation exercises like these can help you create an oasis of calm that will soothe your 
mind, relax your body and refresh your spirit. 
 
Photo: @iStockphoto.com/webphotographeer 

http://live.myfoxdfw.com/rejuvenation/meditation_exercises/index.html 
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Tai Sophia Institute Elects Three New Trustees

Includes Dr. Brian Berman of the University of Maryland School of Medicine

Laurel, MD (PRWEB) January 31, 2012 -- Tai Sophia Institute (www.tai.edu), announced that three new
members were elected to the Institute’s Board of Trustees. The new members are: Brian M. Berman, M.D.,
tenured Professor of Family and Community Medicine, Director of the University of Maryland School of
Medicine Center for Integrative Medicine, and President and Founder of the Institute of Integrative Health;
John A. Palmucci, Vice President for Finance and Treasurer, Emeritus, at Loyola University Maryland; and T.
James (Jim) Truby, Founder of Synthesis Incorporated. Tai Sophia Institute is a nonprofit, accredited graduate
school offering academic programs in health and wellness.

“Each of the three newly elected trustees brings enormous personal and professional value to Tai Sophia
Institute as we continue to pursue university status and fulfill our goal of being among the most respected
academic institutions in health and wellness education,” said Frank Vitale, President and CEO of Tai Sophia
Institute. “We are privileged to have three individuals with such diverse backgrounds who are so well respected
in their fields. Dr. Berman is an internationally recognized proponent of integrative health care and supports Tai
Sophia Institute’s approach to improving individual health through self-care and changes in human behavior.
Mr. Palmucci brings 40 years of experience in higher education in both academic and administrative roles. Mr.
Truby offers significant experience as an architect who managed the first LEED platinum-certified project in
the country, and brings a strong commitment to the community, particularly in Howard County.”

Sherman Cohn, Tai Sophia Institute Board of Trustees Chairman and professor of Law at Georgetown
University, stated, “Having experienced, strong, and supportive Trustees committed to the mission of Tai
Sophia Institute is of utmost importance to our Board. We have much work in front of us as we continue to
build Tai Sophia Institute into an outstanding, internationally-recognized institution of higher learning. Brian
Berman, John Palmucci, and Jim Truby bring to us tremendous experience and great wisdom to help us build
on the foundation laid down over the past three decades toward even greater success in the future.”

New Board Members:
• Brian Berman, M.D., is a tenured Professor of Family and Community Medicine, Director of the
University of Maryland School of Medicine Center for Integrative Medicine, and President and Founder of the
Institute of Integrative Health. Trained in family medicine and pain management, as well as complementary
medical approaches such as traditional Chinese medicine and homeopathy, Dr. Berman has dedicated his career
to evaluating the efficacy, safety, and cost-effectiveness of complementary and integrative medicine. He
founded the first U.S. academic medical center-based program for integrative medicine in 1991.
• John Palmucci served as Vice President for Finance and Treasurer at Loyola University Maryland from
1994 to 2010. In his role, he served as the College’s Chief Financial Officer and Corporate Treasurer, reporting
to the President. John was a member of the executive management team at Loyola, providing leadership and
direction for a major operating division, enabling fulfillment of the institution’s mission and goals through
sound fiscal management, prudent stewardship of resources, and student-centered delivery of services.
• Jim Truby is founder of Synthesis Incorporated, one of the most respected firms in the Washington-
Baltimore region, and represents building owners in the public and private sectors as manager of the planning,
design, and construction of their institutional, commercial, office, warehouse, industrial, and specialty
residential buildings. Synthesis manages projects being certified under the LEED program, including the
Chesapeake Bay Foundation's Phillip Merrill Environmental Center, the first building in the U.S. to receive
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LEED platinum-certification. Mr. Truby serves on the Board of Trustees of the Horizon Foundation and
recently served on the Board of Trustees of Howard Community College.Flexible, full-time format, consisting
of ten trimesters over 40 months

ABOUT TAI SOPHIA INSTITUTE
Founded in 1974, Tai Sophia Institute (http://www.tai.edu), is a private, nonprofit, academic institution for
health and wellness education. Accredited by the Middle States Commission on Higher Education, the Institute
offers graduate certificate and degree programs in a wide range of health and wellness topics, as well as
individual academic courses, community workshops, and continuing professional education programs. The
Institute’s 12-acre main campus in Laurel, Maryland, also houses a clinic, a bookstore, a library, and herb and
meditation gardens, all of which are open to the public.

###
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Contact Information
Tracye McQuirter
Tai Sophia Institute
http://www.tai.edu
410-888-9048 6696

Online Web 2.0 Version
You can read the online version of this press release here.
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 Dr. Brian Berman
 

UNIVERSITY OF MARYLAND'S CENTER FOR INTEGRATIVE
MEDICINE IS ONE OF 29 CENTERS IN NEW NATIONAL
STUDY ON INTEGRATIVE THERAPY USE

Wednesday, February 15, 2012

Survey Shows Integrative Medicine Used to Treat Common and Costly

Health Conditions

The University of Maryland Center for Integrative Medicine is among a

prestigious group of national health centers featured in the Bravewell

Collaborative’s new report "Integrative Medicine in America: How

Integrative Medicine Is Being Practiced in Clinical Centers Across the

United States," a study of patient populations and health conditions most

commonly treated with integrative strategies. In the survey of U.S.

integrative medicine centers, 75 percent reported success using

integrative practices such as traditional Chinese medicine/acupuncture,

meditation and supplements to treat chronic pain. More than 50 percent of

the centers reported positive results using integrative therapies for

gastrointestinal conditions, depression & anxiety, cancer and chronic

stress.

“When I founded the Center for Integrative Medicine 20 years ago, most of my colleagues viewed my

work as outside the mainstream of conventional medicine,” says Brian Berman, M.D., founder and

director of the University of Maryland Center for Integrative Medicine. “Now, we find that doctors and

patients are more receptive to these therapies, and it’s significant that the Bravewell study supports and documents the growth of integrative

medicine. We see similar increasing interest here at the University of Maryland. For example, patients may receive different integrative med

therapies at the R Adams Cowley Shock Trauma Center and at the Greenebaum Cancer Center,” adds Dr. Berman, a professor in the Depa

of Family & Community medicine at the University of Maryland School of Medicine.

Dr. Berman credits the center’s research - published in such journals as the Annals of Internal Medicine and the New England Journal of Me

- and its designation as a National Institutes of Health Center of Excellence for Research as part of his colleagues’ changing attitudes towar

integrative medicine. He also noted that the elective in integrative medicine taught by the center’s faculty continues to become more popula

medical students.

“The distinguished scientists and physicians at the University of Maryland School of Medicine, such as Dr. Berman and his team at the Cen

Integrative Medicine, are committed to finding solutions for patients facing chronic illness. The University of Maryland’s inclusion in this pres

Bravewell report reflects the thought leadership of our faculty in this rapidly growing area of medicine,” says E. Albert Reece, M.D., Ph.D., M

vice president for medical affairs, University of Maryland, and dean, University of Maryland School of Medicine.

Integrative medicine is a concept that addresses a range of physical, emotional, mental, social and environmental influences that affect a pe

health. Practitioners create a personalized strategy that considers each patient’s unique conditions, needs and circumstances, then apply th

appropriate treatments to help people regain and maintain optimal health. The interventions prescribed most frequently by practitioners in th

Bravewell study, usually in combination, were: food/nutrition, supplements, yoga, meditation, traditional Chinese medicine/acupuncture, mas

and pharmaceuticals.
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“With chronic health issues costing the U.S. economy more than $1 trillion a year, it’s essential to find the most effective ways to treat and p

the most prevalent conditions,” says Donald Abrams, M.D., co-author of the report and professor of clinical medicine at the University of C

San Francisco. “This report demonstrates how an integrative approach is being used to improve patient outcomes.”

The Bravewell collaborative surveyed 29 integrative medicine centers, all affiliated with hospitals, health systems and/or medical and nursing

schools (see list below).

To view "Integrative Medicine in America" online, visit www.bravewell.org. Formed in 2002, The Bravewell Collaborative is a foundation ded

to using rigorous research and scientific approaches to educate the general public and physicians about optimal health and healing.

On April 14, 2012, the University of Maryland Center for Integrative Medicine will host a Health and Wellness conference at the Baltimore H

featuring nationally known wellness expert Andrew Weil, M.D. The event is the culimination of a year-long celebration of the 20th anniversary

founding of the University of Maryland Center for Integrative Medicine. For more details on the conference, go to http://www.regonline.com/

health-wellness-conference.

Participating "Integrative Medicine in America" Centers:

Alliance Institute for Integrative Medicine

University of Maryland Center for Integrative Medicine

Arizona Center for Integrative Medicine

Cancer Treatment Centers of America

Integrative Medicine Program, Mayo Clinic

The Center for Integrative Medicine at the University of Colorado

Integrative Medicine Center at MD Anderson Cancer Center

Center for Life, University of New Mexico

Northwestern Integrative Medicine

Cleveland Clinic Center for Integrative

OSU Center for Integrative Medicine Medicine

UCSF Osher Center for Integrative Medicine

Continuum Center for Health and Healing

Osher Clinical Center

Duke Integrative Medicine

Penny George Institute for Health and Healing

11th Street Family Services of Drexel University

Scripps Center for Integrative Medicine

GW Center for Integrative Medicine

Simms-Mann Health and Wellness Center at Venice Family Clinic

Greenwich Hospital Integrative Medicine Program

Center for Integrative Medicine and Wellness at Stamford Hospital

Institute for Health & Healing at California Pacific Medical Center

Stanford Center for Integrative Medicine

Jefferson-Myrna Brind Center of Integrative Medicine

Susan Samueli Center of Integrative Medicine

University of Wisconsin Integrative Medicine

Marino Center for Integrative Health

Vanderbilt Center for Integrative Health
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42 Quick Home Cures 
 
Posted online - Feb 2012 
http://www.prevention.com/health/natural-remedies/42-quick-home-cures  

Stock up on these doctor-tested medicine cabinet essentials 

By Amanda MacMillan, Kristin Kane, Camille Noe Pagan and Aimee Whitenack 

What does a dermatologist do for her sunburn? How does a physical therapist ease aching 
muscles after a "casual" volleyball match? What does the pediatrician's kid get for a hacking 
cough in the middle of the night? Doctors don't always have a pharmacy at their fingertips--
sometimes they have to improvise just like the rest of us. 

 The difference? They have all that training backing up their choices. So Prevention asked 14 
health professionals what home remedies they use for themselves and their families. Now you 
can relieve, recover, and restore just like the experts. 

Skin irritations, blemishes & boo-boos 

Itchy rashes can be caused by plant oils, perfumes, or prickly heat, to name just a few triggers, 
says Andy Spooner, MD, director of general pediatrics at the University of Tennessee Health 
Science Center. "My number one rule: Take an over-the-counter antihistamine." He buys 
Children's Benadryl Allergy Fastmelts; kids like the way they dissolve on the tongue (no 
swallowing required), and they're effective in adults, too. Check the label for dosage. 

 To soothe skin instantly, spritz yourself with European mineral water--San Pellegrino, for 
example--says Christopher Dannaker, MD, an assistant professor of dermatology at the 
University of California, San Francisco. Studies show that mineral-rich spring water relieves 
pain from burns and rashes; it's also used to treat itching and redness following laser skin 
resurfacing. "Mist it onto irritated skin and its trace minerals will work as anti-inflammatories," 
he says. 

 For persistent acne, gently scrub your face with coarse salt (an antiseptic) and a few drops of 
neem oil (an antifungal oil available at health food stores), says Hema Sundaram, MD, author of 
Face Value: The Truth about Beauty--and a Guilt-Free Guide to Finding It. Rinse, then apply a 
mask of plain yogurt for 15 to 30 minutes. "The lactic acid in yogurt is a natural exfoliant that 
gives skin a glow, clears acne, and fades discolorations and fine lines," she explains. 

http://www.prevention.com/health/natural-remedies/42-quick-home-cures�
http://www.prevention.com/�


 When attacked by mosquitoes, Dannaker reduces swelling and itching with aspirin paste. 
"Crush a low-dose aspirin, add an ounce of water to dissolve, then apply," he says. "It's an anti-
inflammatory and should reduce the redness from bites or stings, pimples, and ingrown hairs 
because it contains salicylic acid, the active ingredient in acne medicines." 

 "Soothe eczema and psoriasis flare-ups by applying olive oil directly to the irritated area," says 
Dannaker. "Rub in 1 teaspoon per square inch; it creates a seal so skin won't dry out." Olive oil is 
the basis of many moisturizers--but used alone, it lacks chemical irritants you may find in store-
bought creams. For serious cases, cover oil-slathered skin with plastic wrap overnight. These 
rashes rarely turn into broken skin, but if they do, skip the home treatment and see a doctor right 
away. 

 Minor burns--whether you fell asleep in the sun or grabbed the wrong end of a curling iron--
can be treated with a cold compress of black or green tea, says Marie Savard, MD, a lecturer at 
the University of Pennsylvania School of Medicine. "Soak a dish towel in cold tea. The 
phytonutrients will reduce inflamed blood vessels." 

 To minimize scarring as a wound heals, keep the skin soft. "Contrary to popular belief, 
scabbing is not ideal; instead, keep it moist with petroleum jelly and a bandage for 3 to 5 days," 
says Dannaker. Overnight, put cellophane tape over the jelly; tape keeps water trapped in the 
skin better than breathable bandages, encouraging healthy collagen growth. 

Nausea, diarrhea & upset stomach 

Feeling queasy?"Take a look at the ingredients in over-the-counter nausea remedies: Many are 
mostly sugar," says pediatrician Spooner. "Save yourself a few bucks and use the fruit syrup 
from a can of peaches instead. For motion sickness, morning sickness, or stomach bugs, the last 
thing you need is a huge meal. But that syrup, or some flat soda, can take the edge off." 

 When diarrhea strikes his family, Gannady Raskin, MD, ND, dean of the School of 
Naturopathic Medicine at Bastyr University, cures it with herbal concoctions. "Tea made from 
pomegranate skin will help an upset stomach," he says. Set aside the leftovers of your next 
purchase; you can store dried skin for up to 6 months. Then steep a tablespoon's worth in a cup 
of boiling water for 3 to 4 minutes. Oak bark (available at health food stores) works, too: Boil for 
3 minutes, let sit for half an hour, and then strain. Both recipes are rich in tannins, which help the 
body produce mucus to line the stomach and lessen irritation. Drink 2 tablespoons, 4 to 6 times a 
day. 

 If you suspect food poisoning, couple black tea with a few pieces of burned toast, says 
Georgianna Donadio, PhD, director of the National Institute of Whole Health, a holistic 
certification program for medical professionals. "The tannic acid in tea and charcoal in the toast 
will neutralize the toxins and help you get much better very quickly." 

 For a hangover, Donadio recommends a cup of tomato juice with a splash of Tabasco sauce. "It 
stimulates the liver and is loaded with antioxidants that your body needs replenished," she says. 



Cold, flu, congestion & allergies 

In the early stages of cold or flu, try this recipe from Brian Berman, MD, director of the Center 
for Integrative Medicine at the University of Maryland School of Medicine: Place a whole 
unpeeled grapefruit, sectioned into four pieces, in a pot and cover with water; heat to just under a 
boil. Stir and add a tablespoon of honey, and drink the whole mixture like tea. "The simmering 
releases immune boosters from the grapefruit into the water--vitamin C and flavonoids hidden 
between the rind and the fruit," he says. "The concoction packs more punch than store-bought 
grapefruit juice, plus the warmth eases a sore throat." To beef up your body's healing response, 
he swears by liquid olive leaf extract, available at health food stores. Studies suggest that its 
antiviral qualities can help treat cold and flu bugs. "You end up getting rid of mucus sooner, and 
it helps your immune system fight back as well." 

 Congestion and bronchitis call for an oldie but a goodie, says Woodson Merrell, MD, an 
assistant clinical professor of medicine at Columbia University College of Physicians and 
Surgeons: medicated vapor rub. Applied to the chest, it helps stuffed-up sufferers breathe easier, 
but Merrell prefers a cleaner approach: Boil a pot of water, let it cool for about 1 minute, and 
then mix in a teaspoon of vapor rub. Lean over it with your head about a foot from the steam. 
Use a towel over your head to make a tent, and inhale for 5 minutes. 

 Your nasal congestion may also respond to saltier measures: Merrell rinses his sinuses with a 
store-bought nasal saline solution (or, in a pinch, dissolve a teaspoon of salt in a cup of water) to 
wash out pollen and thin mucus. Spooner says his two children willingly "hose their nose" when 
they're sick by squirting the solution up each nostril with a bulb syringe. "Buy saline by the case, 
and start your kids early. It provides instant relief of congestion without side effects," he adds. "It 
won't shorten your cold, but being able to breathe through your nose makes the wait more 
pleasant." 

 For relief from seasonal allergy symptoms--such as itchy eyes, runny nose, and sneezing--
Merrell also recommends herbal supplements. Last year, Swiss researchers showed that one 
tablet of butterbur three times a day worked just as well as popular antihistamines without 
causing drowsiness. Herbs can sometimes interfere with other drugs or cause problems in 
pregnancy, though, so talk to your doctor before taking them. 

Sore throat, oral health & dental dilemmas 

You can soothe a toothache with cloves; the old-fashioned remedy really works, says Jack 
Dillenberg, DDS, dean of the Arizona School of Dentistry & Oral Health. But today, not 
everyone has the spice handy, so he recommends eugenol--clove extract--available at your 
pharmacy. Soak a cotton ball and place it directly on the tooth for several minutes, and the pain 
should subside until you can get to a dentist. 

 Recurring fever blisters (you might know them as cold sores) can't be completely cured--but 
they can be treated, and outbreaks prevented, with the amino acid L-lysine, found in ointments or 
tablets in health food stores, says Paul Horowitz, MD, medical director of the Legacy Pediatric 
Clinics at Emanuel Children's Hospital in Portland, OR. If you're among the 60 to 90% of 



Americans who carry the herpes virus that causes blisters, start taking 1,000 mg three times a day 
with meals as soon as you feel an outbreak coming on. (The supplement may not be safe for 
those with high cholesterol, heart disease, or high triglycerides.) 

 Oral ulcers and sores (the non-viral kind) are frequent complaints of Horowitz's cancer 
patients--they're a common side effect of chemotherapy. "For them, I prescribe what we call a 
'magic mouthwash,'" he says: "A rinse-and-spit mixture of equal parts Maalox, Benadryl, and 
Xylocaine." While Xylocaine requires a prescription, you can make a similar solution with the 
other two over-the-counter components. But don't trust young children to spit it out, he cautions-
-instead, dab just a small amount onto the sore with an eyedropper. 

 For mouth pain--especially in kids, who might be picky about medicine--try "mint anything," 
Spooner says. "Mint gum, candies, tea, whatever. The herb has a numbing effect on whatever it 
touches, and can make sore throats, mouth burns, or canker sores feel better." 

Backaches & sore muscles and joints 

After a tough workout, Declan Connolly, PhD, a professor of exercise science at the University 
of Vermont, drinks a bottle of tart cherry juice; he studied its antioxidant and anti-inflammatory 
abilities and concluded that it helps sore muscles recover. "Though you may feel fine initially 
after a workout, your tissues suffer tiny tears and swelling," he says. "Tart cherries contain 
higher amounts of anthocyanins--antioxidants that help repair damage--than sweet cherries and 
most other fruits or vegetables." 

 Connolly tested the brand CherryPharm, available to consumers and athletes 
at CherryPharm.com. You can also find other brands of 100% tart cherry juice or juice 
concentrate in natural food supermarkets or health food stores. 

 If muscle soreness has already hit, at least make sure your ice is easy to use. Darran W. 
Marlow, DC, director of the chiropractic division at the Texas Back Institute, keeps a Dixie cup 
filled with water in the freezer, and when next-day muscle or joint pain strikes, he peels off the 
top half-inch of paper for quick, easy application. Run the ice directly along the affected joint for 
5 minutes at a time; any longer could cause frostbite. 

 If you've really injured yourself(with shin splints, a pulled muscle, or a sprain, for example), 
you need downtime to heal; otherwise it's important to keep moving. "Activating a sore muscle is 
better than resting it," says Stephen P. Sayers, PhD, an assistant professor of physical therapy at 
the University of Missouri--Columbia. "Getting the blood flowing to those muscles will reduce 
inflammation and help them heal. Choose a less strenuous exercise to do for a few days; then 
gradually work your way back up to a harder routine." 

 Back pain is the number one complaint of Marlow's patients; he advises them to first think 
about their driving posture. "Be sure you sit at a 90 degree angle, close to the wheel so you don't 
have to stretch," he says. "Extending your leg puts your back in a compromised position, but 
many people don't even realize they're doing it." And for knotted back muscles? Marlow lies on 

http://www.cherrypharm.com/�


the floor on top of a tennis ball. "Roll around on it until you feel it under a tight spot--then relax 
your body into that area." 

 If you normally wear unsupportive footwear, adding cushiony inserts or switching to running 
sneakers will cut down on jarring to your back. When Lehigh University researchers gave back-
pain sufferers lightweight, flexible shoes with simple cushions, 80% reported significant relief 
within a year.  

Head & neck pain 

For headaches, Berman treats his family to acupressure foot rubs. "You'll get just as much relief 
from someone rubbing your feet as your head," he says. Acupressurists use points all over the 
body to treat headaches, but the best results may come from massaging a third of the way down 
the sole of the foot, where the toes begin. 

 Raskin also treats the feet during headache episodes, but does so with a bath made from hot 
water and a few teaspoons of mustard powder (used in cooking; available at grocery stores). 
"Footbaths are relaxing and can ease pain in general," he says, "but the hot water will also cause 
your body to redistribute blood from one concentrated area--your throbbing head--and get it 
flowing all over." At the same time, mustard powder's essential oils stimulate the skin, diverting 
your attention from the pain.  

To relieve muscle tension in your head and neck, try lying down with an ice pack or bag of 
frozen peas, rolled in a towel, under your neck for 15 minutes, suggests Marlow. 

Sleep, stress & mental health issues 

Need Zzzs?  If tomorrow's to-do list keeps you up tonight, take some advice from Suzanne 
Segerstrom, PhD, an associate professor of psychology at the University of Kentucky. "I 
discovered my secret remedy for insomnia as a stressed-out grad student: Listening to an 
audiobook until I fell asleep," she says. 

 Research confirms the effectiveness of her method; the brain works like a tape player--with one 
main auditory loop that processes words. "If you fill that loop with an interesting book, there's no 
room for your own worrisome internal narrative. Some people find sounds like running water 
helpful, but for those who have continuous thoughts running through their heads, it might be 
necessary to replace that verbal speak with other verbal speak." 

 Valerian root, a natural sedative available as a tincture in health food stores, can calm your 
nervous system at night, says Raskin. (Though study results on valerian are mixed, several trials 
suggest it improves shut-eye for troubled sleepers.) Add 25 to 30 drops to 1½ ounces of warm 
water, 30 minutes before bed, and drink up. "Mix in some honey and follow it with half a glass 
of water to cut the strong taste," he advises. You can also find valerian in commercial teas, such 
as Celestial Seasonings Sleepytime Extra Wellness blend. 



 Combating stress during the day requires a non-drowsy cure. When tension builds up, take a 
short break and focus on an activity that requires repetitive motion--such as knitting or 
swimming laps. "Any hobby can help keep things in perspective," Berman says, "but ones that 
involve repetition and rhythm are especially effective at distracting you from work." 

 If you're suffering from low energy, make sure you're getting enough water. "Half of the 
people who come to me complaining of fatigue are actually dehydrated," says Merrell; aim for 
six to eight glasses a day. 

 If you're already well hydrated, try Siberian ginseng; in animal and human studies, it's been 
found to increase stamina. Take four 500 mg tablets of dried bark a half hour before a workout or 
a big day at work--but for a reliable boost, use it for just 3 months at a time. 

 The herb rhodiola may also increase alertness by encouraging production of brain chemicals that 
stimulate your central nervous system; one Russian study found that people taking rhodiola 
reported less mental fatigue along with higher levels of physical fitness and better coordination. 
Follow dosage instructions on the label. 

 For more at-home cures, read Dr. Weil's Healthy Living blog. 

Published November 2011, Prevention | Updated November 2011 
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The Truth About Food Labels
By CLINT CARTER Men's Health
Feb. 19, 2012— go.com

A hundred years ago, food was simple. People didn't worry about trans fats in their cheese crackers or artificial
colors in their fruit snacks. They didn't have to -- they were eating real cheese and real fruit. And food companies
used to focus more on making food than on enticing people to buy it. That's why supermarkets are so daunting today:
It's easy to make a false move, even when you're trying to eat healthy.

But it's time for a turnaround. "The front of a food package is real estate owned by the manufacturer, whose goal is
to sell you something," says Men's Health weight-loss advisor Dr. David Katz. Flip the package over to find the
information you need on the one part that's well regulated by the FDA: the Nutrition Facts label. (That's not to say all
packaged foods are bad though: for proof, add these 125 Best Supermarket Foods to your grocery list.)

Calories

A University of Minnesota study showed that 91 percent of shoppers often bypass the calorie count before buying an
item. That's bad: If each meal exceeds your energy needs by just 170 calories, you can gain a pound a week.

Fat

Plenty of men still assume that if a food is low in fat, it's good for them and vice versa. Far from it, says Dr. Katz. A
better approach: Seek out healthier omega-3 and monounsaturated fats to reap heart-health benefits.

Sodium

Some studies suggest that healthy men don't need to watch their sodium, but the more sodium a food has, the more
processed it's likely to be. Rule of thumb: Don't buy foods with higher sodium counts than calories. (For more
information about the planet's tastiest mineral, read The Truth about Salt.

Protein

An average active guy should take in at least 115 grams of protein a day, says Men's Health weight-loss coach Alan
Aragon. Plus, protein-rich foods keep you full longer, so they may help prevent overeating.

Serving size

"Don't assume the amount listed is an accurate serving size for you," says Chris D'Adamo, a nutritional
epidemiologist at the University of Maryland school of medicine. Assess how much you'll actually eat, and judge the
impact accordingly, D'Adamo says.

Fiber

The USDA recommends 38 grams a day for men. To reach that, be sure to eat grain products that contain at least 2
grams of fiber per 100 calories.

Sugar

We consume about 10 percent more caloric sweeteners today than we did 30 years ago, the USDA reports. In that
same period, adult obesity has doubled. Coincidence? Keep the sugars below 10 percent of total calories—that's 2
1/2 grams of sugar per 100 calories, says Dr. Katz.

***
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Survey finds integrative medicine most useful for pain

By Meredith Cohn

2:00 AM EST, February 22, 2012

A new survey of integrative medicine centers shows that the most commonly treated
ailments are chronic pain, gastrointestinal conditions, depression and anxiety, cancer and
chronic stress.

The survey was conducted at 29 centers, including the University of Maryland Center for
Integrative Medicine, by the Bravewell Collaborative, a nonprofit foundation that
advocates for and researches integrative medicine. This kind of medicine purports to treat
the whole patient – physically, emotionally, spiritually, etc. -- through use of alternative
and complementary therapies such as acupuncture and massage.

There is not medical evidence that all such therapies are effective, but this study sought to
identify what maladies were most often treated in the centers and how often they were
successful.

The survey found 75 percent of centers had success treating patients with chronic pain
and more than half had positive results in treating gastrointestinal conditions, depression
and anxiety, cancer and chronic stress.

“With chronic health issues costing the U.S. economy more than $1 trillion a year, it’s essential to find the most effective ways to treat
and prevent the most prevalent conditions,” said Dr. Donald Abrams, co-author of the report and professor of clinical medicine at the
University of California San Francisco, in a statement. “This report demonstrates how an integrative approach is being used to improve
patient outcomes.”

Other clinics were affiliated in hospitals, medical schools or health systems, including Cleveland Clinic, Duke, Mayo Clinic and Stanford.
They provide a range of services for adults, seniors, women and children such as nutrition services, yoga, meditation, acupuncture,
massage and pharmaceuticals.

To see the whole report, go to www.bravewell.org.

To learn more about integrative medicine, the University of Maryland is hosting an integrative medicine and wellness conference on April
14 with Dr. Andrew Weil, an author and nationally known advocate for such therapy. The conference at the Baltimore Hilton, will include
25 sessions on foods, holistic pain relief, stress management and other topics.

To register or get more information, go to regonline.com/umsom-health-wellness-conference.

Copyright © 2012, The Baltimore Sun
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Sponsored post – Looking for ways to feel better physically and mentally?
Believe there’s more to health and happiness than popping prescriptions and
devouring pints of ice cream? The University of Maryland Center for
Integrative Medicine Health and Wellness Conference at the Baltimore Hilton
Saturday, April 14, provides workshops on a wide range of topics that all
address a common theme: multiple factors, from the food we eat to the stress
in our lives to the way we recharge our bodies’ batteries, affects our overall
well-being.

Andrew Weil, M.D., pictured above and author of the bestseller Spontaneous
Happiness, will deliver the keynote address. Dr. Weil’s philosophy, as
represented in his book, combines Eastern and Western practices to create a
model for living that incorporates walking, breathing, community interaction,
nutrition, and supplements to, as he says, “achieve balance and serenity.”

Among the workshops throughout the day is “Ayurveda: Food Used as
Medicine,” led by Susan Weis-Bohlen, owner of Breathe Books and certified
Ayurveda instructor. Currently this workshop is nearing capacity at 60
registrants; so hurry — calmly — to sign up before the class caps off at 72.

Other workshops include the patient-centered approach to treating terminal
illnesses in “Creating a More Effective Healthcare System: the Functional
Medicine Movement,” which is taught by Jeffrey Bland, Ph.D., chief science
officer of Metagenics and president of Metaproteomics and a medical qigong
participatory session.

The symposium is open to healthcare professionals (and can satisfy continuing
education credits) and the general public. Check the website for applicable
conference fees and workshop registration.

We’re familiar with the phrase, “garbage in, garbage out.” While the origin of
this phrase is a techy one, the gist is applicable to our health. Our bodies and
minds are powered by more than good or bad genes. And Western culture
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seems to be coming around to this idea.

Baltimore Fishbowl is a media sponsor for the University of Maryland Center
for Integrative Medicine Health and Wellness Conference.

Tags: healing with food, holistic, mind body, organic, wellness
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Mixed evidence on acupuncture for irritable 
bowels
3:45pm EDT

By Amy Norton

NEW YORK (Reuters Health) - The research on whether acupuncture 
helps ease irritable bowel syndrome has so far been a mixed bag, 
according to a new review of past clinical trials.

The review, published in the American Journal of Gastroenterology, 
found that in some trials, acupuncture seemed to work better than 
certain medications for irritable bowel syndrome, or IBS.

Yet in others, acupuncture was no better than a "sham" version of 
acupuncture used for comparison.

"It's difficult to interpret the results of the review," said lead researcher 
Eric Manheimer, of the Center for Integrative Medicine at the University 
of Maryland School of Medicine.

For now, he told Reuters Health, "I think the evidence is equivocal."

IBS is a digestive disorder that causes repeated bouts of abdominal cramps, bloating, and either diarrhea or constipation. 
It's different from the similar-sounding inflammatory bowel disease -- an umbrella term for ulcerative colitis and Crohn's 
disease, two more-serious digestive disorders that damage the lining of the colon.

In many cases, IBS can be managed with diet changes, along with anti-diarrheal medication or, for constipation, laxatives 
or fiber supplements.

But people with tougher-to-treat IBS may need more. There are a few drugs for the condition -- including alosetron 
(Lotronex), which works on nerves to relax the colon, and lubiprostone (Amitiza), which helps with constipation.

Doctors sometimes also prescribe low-dose antidepressants, anti-anxiety medications or drugs called antispasmodics, 
which may help with abdominal pain.

But those drugs are often limited in their effectiveness, and can have side effects.

PLACEBO EFFECT?

So researchers are looking at different non-drug options. Two -- namely, cognitive behavioral therapy and hypnosis -- have 
proven effective for some people in clinical trials.

A fairly small number of studies have begun looking at acupuncture. And so far, Manheimer's team found, those trials have 
yielded mixed results.

In their review, the researchers found five clinical trials that tested "true" acupuncture against a sham version of the 
procedure.

Some studies use sham procedures to try to account for the "placebo effect" -- where people feel better simply because 
they expect a treatment to work.

Overall, Manheimer's team found, none of the five trials showed that real acupuncture was any better than the fake version
when it came to improving patients' ratings of their symptoms or quality of life.

On the other hand, five trials done in China did find that patients reported bigger gains from acupuncture when it was 
tested against certain medications -- which included certain anti-diarrheal, antispasmodic and anti-inflammatory drugs.

But there are limitations to both types of studies, Manheimer said.

With the trials that pitted acupuncture against drugs, the patients were recruited at hospitals for traditional Chinese 
medicine.

"So it's possible that patients' expectations played a role" in acupuncture's higher success odds, Manheimer explained. 
That is, many may have believed acupuncture to be effective, or had a preference for it over medication.

With the sham-acupuncture trials, the study groups tended to be small, which may have limited their ability to pick up small 
benefits of true acupuncture, the researchers say.

There's also debate over what makes for a good sham version of acupuncture. In some studies, it may involve inserting 
needles in the skin at sites that are not considered acupuncture points according to traditional Chinese medicine.

In others, it means using a dull needle that doesn't penetrate the skin.
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"It's not clear that they (shams) are all inert," Manheimer said.

That means some sham acupuncture tactics may have biological effects that are close to the real thing. No one is sure 
how acupuncture works, but some research suggests the needle stimulation triggers the release of pain- and inflammation-
fighting chemicals in the body -- even if the acupuncture doesn't strictly follow traditional principles.

Of the five trials in this review, two were judged as having sham acupuncture that might have had real biological effects. 
But that doesn't explain why the other three studies showed no benefit, the researchers say.

NOT A ‘GO-TO' TREATMENT

In the future, Manheimer said it might be helpful to do trials that compare acupuncture against other treatments, but do it 
with a more general population of IBS sufferers than the Chinese studies used.

It would also be a good idea, he said, to measure patients' expectations going into the study. That way, researchers can 
look at whether people who expected to improve were more likely to report benefits from acupuncture.

"This is an interesting study," said Jeffrey M. Lackner, an associate professor at the University at Buffalo School of 
Medicine in New York, who was not involved in the work.

In the U.S., he noted, acupuncture would not be considered a "go-to" IBS treatment right now anyway.

As far as non-drug options, cognitive behavioral therapy (CBT) seems to have the best research evidence to back it up, 
according to Lackner. CBT is a form of "talk therapy" that helps people recognize the unhealthy thought patterns and 
behaviors that feed their symptoms, and gives them practical ways to manage them.

The problem with CBT, though, is availability. "There are not a lot of therapists out there who can do it," Lackner told 
Reuters Health.

"We really need to start developing IBS treatments that are more easily disseminated," he said. That could mean "self-help 
materials," like books or CDs, that teach people CBT principles.

As for acupuncture, Manheimer said that if people did want to give it a shot, safety and cost would be the other 
considerations.

Acupuncture is generally considered safe, with side effects like bruising at the needle site. The cost can vary widely, but a 
session would typically start at around $100.

And many patients, Manheimer noted, may have to pay out of pocket.

SOURCE: bit.ly/IoaQnA American Journal of Gastroenterology, online April 10, 2012.
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Berman receives McIntyre Distinguished Lecture Award
Posted on April 27, 2012, 12:21 pm, by Daily Record Staff. 

Brian Berman

Brian Berman, M.D., founder and director of the University of Maryland Center for Integrative 
Medicine, received the Sir Alister McIntyre Distinguished Lecture Award from the University of the 
West Indies and University of Technology, Jamaica. The annual award is given to a distinguished 
physician and researcher.

Dr. Berman received the award at the 18th annual International Diabetes Conference. At the 
conference, he presented the Sir Alister McIntyre Distinguished Lecture, “Integrative Practices for 
Diabetes Management.”

Founded in 1991, the University of Maryland Center for Integrative Medicine was the first program 
within a U.S. academic medical center to investigate complementary and alternative medicine through 
research, patient care and education. It has been a National Institutes of Health Center of Excellence 
for Research of Complementary Medicine for the past 15 years.
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Computer gadgets
make young eyes old

Gel treats precancerous
skin conditions

Regular breaks can cut
glucose & insulin levels

✚YOUNG people are so chained to their 

computers, smart phones and iPads that 

they are developing “dry eye” – an irritating 

condition that normally appears in older 

folks! Their gritty, itchy, inflamed peepers 

result from spending hours so engrossed in 

their electronic devices that they seldom 

blink, explains dry eye specialist Dr. Chris-

tine Purslow. It affects the eyes’ lubrication 

system and can be remedied by taking 

breaks, looking away from the screen and 

consciously blinking more.

✚RESEARCHERS have found an amazing 

topical application can wipe out actinic 

keratosis, a precursor to dangerous 

squamous cell skin cancer, in a matter of 

days, compared to the weeks or months 

in takes current treatments to work. 

The new product, Picato gel, cleared 43 

percent of actinic keratoses compared to 

just 4 percent for a placebo, and required 

just one to three days of use, meaning 

patients are less like to get discouraged 

and quit treatment, experts say.

✚GETTING away from work every 20 

minutes helps slash levels of glucose and 

insulin, which are tied to greater odds 

of suffering a heart attack and diabetes, 

scientists say. In a study at the Baker IDI 

Heart and Diabetes Institute in Mel-

bourne, Australia, volunteers who got up 

for short breaks lowered their amounts  

of blood sugar spikes after drinking a 

sweet beverage by a whopping 30 per-

cent. Scientists say the study shows the 

dangers of physical inactivity.

WHEN it comes to taking medi-
cation or health supplements  
– timing is everything, say experts.

“It’s important to read labels 
carefully when you take any 
medication to get the maximum 
benefits with fewer side effects,” 
University of Maryland nutri-
tion expert Dr. Chris D’Adamo 
tells GLOBE. 

Here are directions for getting 
the most out of your medicines 
and supplements:
lMultivitamins – Take at break-
fast to get the most nutrients. 
l Probiotics – These immune 
boosters should be taken at 
night when the digestive system 
is at rest to help build “good” 
bacteria in the gut. 
l Stomach anti-acids – Prilosec 
and other pills for acid reflux 
disease should be popped about 
30 minutes before meals.
l Pain medication – Anti-
inflammatory pills like Advil or 
Ibuprofen should be swallowed 
after meals since they tend to 

be hard on the stomach. Having 
food present can ease the upset. 
These drugs are most effective 
taken between noon and mid-
afternoon when symptoms peak. 
lAllergy meds – They are best 
taken first thing in the morning 
when allergy symptoms and  
pollen counts are highest. But 
take antihistamines that cause 
drowsiness in the evening to 
stop sneezing and coughing 
while sleeping.
l Blood pressure medication
– Should be taken in the 
evening. Patients who take them 
at night significantly reduced 
their risk of cardiovascular 
events compared to those who 
swallow them in the morning. 
Also, if you’re a likely candidate 
for high blood pressure, taking 
an aspirin at night can help 
prevent it, says a study.
lCholesterol medication – Dr. 
Jason Theodosakis, an Arizona-
based physician, advises that 
statins should be taken in the 

evening since the liver makes 
more cholesterol during sleep. 
Studies reveal that people who 
take prescribed statins at night 
have fewer heart attacks and 
blocked arteries.
lOsteoporosis drugs – Theodo-
sakis says bisphosonates, which 
prevent loss of bone mass, 
should be taken on an empty 
stomach because even a sip of 
coffee or juice prevents them 
from being absorbed. 
lMinerals – Calcium and mag-

nesium for bone health should 
be split into two or three sepa-
rate doses during the day for 
best absorption. 
l Thyroid medication – Nearly 
27 million Americans, mostly 
women, suffer from some sort of 
thyroid disorder. Recent studies 
show levothyroxine, a drug for 
underactive thyroids, works  
better when taken at the same 
time every evening. 

– LYNN ALLISON
lynnallison@globefl.com

KNOW THE BEST TIME TO 
TAKE YOUR MEDS

Taking the 
right doses  
at the right 
time is key
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Combination Therapy Solves 
Postoperative Nausea and 
Vomiting (PONV) Dilemma  
Released: 5/8/2012 12:00 PM EDT  
Source: Pressure Point Inc.  

Drug and Acupressure Device Combination Therapy Solves 
Postoperative Nausea and Vomiting (PONV) Dilemma  
 
According to Evidence-Based Research, Too Many Patients Still  
Experience PONV Following Surgery, Despite the Use of Antiemetic  
Prophylactic Drug Combinations Alone  

Newswise — Grand Rapids, Mich – Pressure Point Inc. stated in a recent press release that in a peer 
reviewed research article appearing in the Anesthesia & Analgesia Journal last month entitled: Use of 
Disposable Acupressure Device, its Pressure Right® acustimulation disposable (adhesive) wrist device 
confirmed a positive advantage when used as part of a multimodal antiemetic regimen. The clinical effects 
of the Pressure Right® acupressure technique in a sham-controlled study comparison demonstrated a 
definite impact in reducing PONV. The study evaluated the antiemetic prophylaxis of Pressure Right® as an 
adjunct to routine antiemetics, i.e., 5-HT3 antagonist, ondansetron and dexamethasone, compared to the 
drug combination alone, in patients undergoing major laparoscopic surgery procedures.  

Unfortunately, the use of acustimulation therapy in clinical practice for the prevention of PONV has been 
given little or no attention despite the high incidence of PONV in surgery patients.  

According to published literature, an estimated 30% of surgery patients are still impacted by the effects of 
PONV even with the widespread use of various antiemetic prophylactic combinations. Within the last 
decade, much has been written by research experts and clinical practice organizations supporting the use of 
prophylactic antiemetic combinations and setting PONV management guidelines in an effort to improve 
patient outcomes relating to postoperative emetic symptoms. Based on published evidence to date, clinical 
practice uses of antiemetic drug combinations alone seem to have reached its maximum potential in PONV 
management effectiveness. 

Hence, because of the current PONV problem a wider discussion on acustimulation techniques can now 
unfold, such as acupressure stimulation on the wrist point P6 may offer a viable solution to the current 
PONV management problem. In 2009, the editorial group, Cochrane Anaesthesia Group, headed by Dr. 
Anna Lee and Lawrence TY Fan, published their findings of a systematic review of MEDLINE research 
literature and others from 1966 to 2008 to appraise the quality of research evidence of acupuncture and 
acustimation (acupressure) studies. 

The authors’ conclusions were that P6 acupoint stimulation prevented PONV. In a posted online Science 
Daily article dated April 15, 2009, the authors concluded “That the use of stimulation on the P6 acupoint 

Pressure Right Disposable Post-Op Emetic-
Management (Rx) Device  
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could be used as a suitable alternative or addition to antiemetic medications.” Further, Dr Lee said, 
“Generally physicians and patients are not aware of this type of treatment for preventing postoperative 
nausea and vomiting and translating the evidence from this updated Cochrane review into clinical practice 
will take time.” Based on the latest drug and acupressure device combination therapy results, the 
implementation of P6 stimulation therapy is expected to become mainstream in clinical practice in the 
months ahead.  

Looking at the current PONV problem from several perspectives are as follows:  

• Evidence-based research shows overall PONV to be representative in about 30% of all surgeries and 
patient populations, this according to academic literature provided by Kovac AL, 2000; Habib AS, Gan TG, 
2004; and Apfel CC 2004. 
• Outpatient PONV is prevalent in about 40% of patients treated at outpatient surgery centers, this according 
to Carroll NV, 1995. 
• Breakthrough PONV is estimated to affect more than 30% of patients after receiving prophylactic 
antiemetics, according to Apfel CC, 2004. 

Another complication following surgery is referred to as postdischarge nausea and vomiting or (PDNV) and 
generally occurs after a patient is discharged and goes home. 

In 2009, the Apfel CC group confirmed from a review of postoperative data of 2,172 adult outpatients that 
the incidence of PDNV was as high as 37%. Previously, it was assumed that PDNV after the use of 
prophylactic ondansetron was expected to be at 15% based on a simulation study approach. The results of 
the review showed that more than one-third (1/3) of outpatients are vulnerable to PDNV following 
ambulatory surgeries. This fact is of a major concern to outpatients, since these individuals are no longer 
under the supervision of healthcare practitioners once they are discharged.  

The facts are that the PONV and PDNV problem is far from being solved with only the use of various 
combinations of antiemetic prophylaxis drugs. Much long-acting techniques beyond antiemetics are needed, 
such as wrist acupressure stimulation with no adverse effects, which can help reduce the current PONV & 
PDNV crisis. 

According to Dr. Lixing Lao, a licensed acupuncturist and director at the Center of Integrative Medicine at 
the University Of Maryland School Of Medicine, in the same Science Daily article, he describes how 
pressing down on the acupoint P6 with a device creates a stimulation treatment that works to prevent 
nausea. 

Further, Dr. Lao is quoted in the article as saying, “After stimulation by acupressure of the acupuncture 
point, the nerve system is then activated to cause a signal to the brain to release certain chemicals known 
as neurotransmitters (serotonin, dopamine or endorphins); these then block the other chemicals that cause 
sickness of nausea and vomiting in this case (after surgery), in the central nerve system. He further said 
“therefore the patient won’t feel that sick or nauseated.”  

Because of the multifactorial causes of PONV, the demand for combination antiemetic therapy has become 
common. Yet, PONV still remains a continuing concern especially for high-risk patients even after receiving 
antiemetic drug therapy, according research experts.  

Clearly, current FDA 510(k) premarket notification clearance practices for acupressure devices now require 
an acceptable power analysis design study that will detect a significant absolute decrease of at least (i.e., 
25% to 30%) in the number of patients experiencing PONV. Prior to 2007, this was not the case; however, 



under new FDA guidance standards the antiemetic value of pressure-based wrist devices that do qualify 
(i.e. Pressure Right®), which receive evidence-based clearance for relief of emetic (nausea and vomiting) 
symptoms after surgery, are likely to improve the current conditions surrounding PONV occurrences in 
patients. 

New updates from institutional guideline organizations, such as ASA, ASPAN & SAMBA, who evaluate 
current medical literature on PONV, have not been forthcoming since 2007, according to published 
guideline literature.  

It may be time for the institutional guideline organizations to seriously consider nonpharmacologic 
techniques and recommend Pressure Right® as an evidence-based reference tool for the management of 
patients undergoing surgery, which have been identified as at risk for PONV. 

For those practitioners that are interested in learning more about our product and evaluation program, 
please contact us.  

Contact Information: 
 
Joseph DiLustro 
Chairman & CEO 
Pressure Point Inc.  
Tel: (908) 601-8877 

Web Site: www.pressurerightstrip.com 

Email: therapeutics101@verizon.net 
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Can Supplements Ease ADHD? 
The most promising supplements for adults and 
children with ADHD. 

 

 - Thinkstock 
by Catherine Winters  

Anyone who has a child with attention deficit disorder (ADHD) or who has ADHD herself may be frustrated when 

looking for ways to manage the symptoms. 

“People are looking for magical solutions,” says Dr. Ari Tuckman, a psychologist in West Chester, Penn., and former 

vice-president of the Attention Deficit Disorder Association. “People also have unreasonable fears about stimulant 

medications so they look to alternatives instead.” But when it comes to nutritional supplements, he adds, “nothing has 

been shown to be that effective.” 



http://www.spryliving.com/articles/can-supplements-ease-adhd/ 

That said, a handful of supplements—many of which have other health benefits—can be helpful for people with 

ADHD, often as an adjunct to medication and other therapies. Here, a rundown of the most promising: 

Fish oil. Omega-3 fatty acids found in fish like salmon, tuna and halibut are not only good for the heart, they’re 

crucial for proper brain functioning, says Dr. Chris D'Adamo, assistant director of medical education at the Center for 

Integrative Medicine at Baltimore’s University of Maryland School of Medicine. Since most people don’t eat fish 

regularly, it’s smart to take a daily fish oil capsule. Note: Flaxseed and canola oil also contain omega-3s, but 

D'Adamo gives the thumbs up to fish oil since it is high in good-for-the-brain eicosapentaenoic acid (EPA) and 

docosahexaenoic acid (DHA). 

Magnesium. Vital for creating neurotransmitters, this nutrient helps with behavior and concentration, D'Adamo says. 

Mostly found in greens, it’s deficient in the American diet. Even people who graze on greens are probably 

magnesium-deficient since soil may not contain enough. Your best bet: A daily magnesium supplement. “I take one 

myself,” says D'Adamo. Steer clear of magnesium oxide—it’s poorly absorbed. Instead, opt for magnesium citrate or 

glycinate. Magnesium comes in a naturally flavored powder form that you mix with water. Follow the dosing directions 

on the label. 

Vitamin B complex. Vitamin B6 has been linked to improved behavior in children with ADHD, says D'Adamo. But 

other Bs are important, too. B-12, for instance, metabolizes food for energy. “Often kids with ADHD eat pretty bad 

diets,” explains D'Adamo. “So a B complex provides a little insurance.”  The dosage depends on age and weight. To 

be safe, check with your doctor and never exceed the dosage recommended on the label. 

Zinc. Since zinc is good for brain neurotransmitters, it could help people with ADHD. But long-term use can cause 

anemia. “You have to be careful about taking zinc supplements,” says D'Adamo. “You can get too much.” Besides, 

you probably already get enough from food. If you are unsure whether or not you are, taking a daily multivitamin will 

fill in any zinc, or other shortfalls, in your diet. 

Melatonin. People with ADHD often have trouble sleeping. So many ADHD sufferers take melatonin supplements to 

help them nod off. Melatonin, a hormone produced by a gland in the brain, regulates sleep and wake cycles.  

“Melatonin can be helpful, when taken under a doctor’s supervision,” says Dr. J. Russell Ramsay, co-director of the 

Adult ADHD Treatment and Research Program at the University of Pennsylvania in Philadelphia. 

 



Acupuncturist
( Courtesy of University of Maryland Medical Center / June 7, 2012 )

Marcos Y. Hsu, L.Ac, writes about his job as an acupuncturist at the University of Maryland Center for
Integrative Medicine.

What does your job entail? This form of ancient medical therapy involves a procedure where the practitioner
inserts thin needles into the body where nerves, muscles, and connective tissue can be stimulated, often
referred as Acupuncture points on Channels or Meridians. The desired result is increased blood flow that will
release natural painkillers as well as a variety of hormones in the body to relieve pain while speeding up the
natural healing from an assortment of different ailments. Acupuncture can be used as an adjunct to
conventional medicine to treat ailments such as common aches and pains to chemo/radiation-induced side
effects.

What kind of schooling or training did you go through?I am a graduate from Maryland Institute of
Traditional Chinese Medicine. In the State of Maryland, an acupuncturist must undergo through schools
accredited by The Accreditation Commission for Acupuncture and Oriental Medicine and/or being certified by
National Commission for Acupuncture and Oriental Medicine in order to obtain their qualification to be an
acupuncturists. My program in Maryland required me to undergo through 1950 hours minimum of training to
perform acupuncture. In my personal case, I've also underwent through Acupuncture training and already
being certified to practice acupuncture overseas prior to arriving to the U.S.

Average salary: According to payscale.com, the range is $43,000 to $60,000 per year.

What inspired you to this career? What inspired me was a personal experience in my childhood where
acupuncture was able to help in an episode of anaphylaxis due to shellfish, which conventional medicine was
unable to. Since that childhood experience, I became curious and attracted to Acupuncture, which eventually
lead to my current lifelong profession.

What do you like best about your job? Able to see beneficial changes in patient's conditions. Due to the
nature and interval of the treatments, an acupuncturist can generally see with their own eyes each step and
each improvement a patient achieves. Being able to see each improvement, no matter how small, generally
gives us a great sense of accomplishment and satisfaction. Furthermore, it's an honor able to be part of
patient's consideration to become healthier with less aches and pains.

What are the challenges? The challenges that we face are no different than any "newcomers." The general
acceptance by the medical establishments and medical professionals is still lacking. Misconceptions regarding
acupuncture are very common. There are also difficulties regarding medical terminologies, theories/principles
that are very hard to translate making the merging of Eastern medical modality and Western medical modality
one of the greatest challenges. In my personal opinion, more funding should be applied to the basic science
research in Acupuncture.
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Maryland hospital news
Artificial heart sustains Reisterstown man to successful
heart transplant
A fist-sized contraption of plastic and metal kept 63-year-old
Grant Feusner alive for five weeks earlier this year, pumping
blood from...

Departing Hopkins CEO not going to UVA
The departing CEO and dean of the medical faculty at Johns
Hopkins Medicine will not be going to the University of Virginia
as interim...

Johns Hopkins' new hospital sets transformative vision
For generations, patients entering Johns Hopkins Hospital
walked past an oil painting of the founder and a marble statue
of Jesus Christ. In...

Sheppard Pratt to affiliate with Alliance Inc.
Sheppard Pratt Health System Inc., Maryland's largest
provider of mental health and special education services, is
forming an affiliation...

Maryland's hospital rating system in danger of failing
For 35 years, Maryland has enjoyed a unique exemption from
the federal government that allowed it to regulate hospital
rates so that...

National Cancer Survivors Day cause for celebration
Some 400 survivors, friends and family gather at Mercy
Medical Center

Health news
U.S. health insurers to pay $1.1 billion in rebates: HHS
WASHINGTON (Reuters) - U.S. health insurance companies
are due to pay out $1.1 billion in rebates to employers and
individuals this summer,...

Bird flu pandemic in humans could happen any time
LONDON (Reuters) - The world has yet to see a form of the
deadly bird flu virus that could spread easily between people
and cause a global...

Merck recalls vaccine after accidental release: FDA
(Reuters) - Merck & Co Inc recalled a batch of vaccines for
measles, mumps, and rubella after it accidentally shipped
doses to its U.S....

EU agency raps Roche over lax drug-safety reporting
LONDON (Reuters) - The European Medicines Agency said
on Thursday it was investigating deficiencies in medicine-
safety reporting by Swiss...

FDA says Pozen's aspirin combo may need more data
(Reuters) - U.S. health regulators informed Pozen Inc that
they have come to a preliminary determination that the
company's experimental...

Drunk drivers show risky lifetime drinking habits
NEW YORK (Reuters Health) - Many people convicted of
drunk driving may have a lifelong struggle with risky drinking
habits, a new study...

Pictures: Jobs in health care - baltimoresun.com http://www.baltimoresun.com/health/maryland-health/bal-health-jobs-pg,...
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Acupuncture: Dramatic Pain Relief 
With No Dangerous Side Effects

Q: What are the origins of acupuncture?
A: Acupuncture originated in China about 3,000 
years ago and information about it is contained 
in the earliest Chinese medical book, known as 
“Yellow Emperor Inner Classics.” 

It became popular in America in 1972 when 
“New York Times” journalist James Reston, who 
was traveling to China with former president 
Richard Nixon, wrote about how acupuncture 
helped his postoperative pain following an 
appendicitis operation.

Nixon encouraged doctors in the United 
States to study the technique, inviting Chinese 
acupuncturists to come to America to share their 
knowledge. In 1997, the National Institutes of 
Health formally recognized acupuncture as a 
mainstream healing option.

Q: To many people, acupuncture looks scary, 
with all those needles in the body. Do they hurt? 
A: Today, extremely thin, disposable needles are 
used. The very thin needles in the hands of a 
trained acupuncturist produce only minimal 
sensation, depending on the area treated. 

You may experience some soreness, heaviness, 
or numbness if the practitioner manipulates the 
needles during a treatment. Generally, during 
treatment you will experience little, if any, pain. 
Afterward, patients generally report a feeling of 
well being.

Q: How does acupuncture work?
A: Acupuncture works in many different ways. 
According to traditional Chinese medicine, 
acupuncture can open blocked energy channels 
allowing the life force or “qi” to circulate freely 
and promote healing by restoring balance and 
harmony in the body. 

Modern research shows that acupuncture 
stimulates the nervous system which then 
produces neurotransmitters or chemicals from 
the brain to suppress pain, activate the endocrine 
system, and other systems that promote healing. 

Acupuncture has also been shown to enhance 
immune function. The beauty of acupuncture is 
that it is simple, cost effective, and it works with 
no dangerous side effects.

Q: What conditions respond best to 
acupuncture?
A: We have found that this therapy is ideal for 
treating many forms of pain, ranging from 
common lower back pain to menstrual cramps.

I recently treated a 70-year-old woman with 
such severe joint pain she could not sleep, let 
alone walk. She had suffered for two years even 
after receiving 10 cortisone shots and numerous 
medications. After one acupuncture treatment, 
she could sleep without pain. After several more, 
she could walk with only minimal discomfort.  

Headache pain also often responds very well 
to acupuncture. Acupuncture is used to treat 
other conditions such as anxiety, insomnia, 
digestive disorders, and even infertility. 

Q. How do you find the right therapist?
A: Most states now have stringent regulations 
on acupuncture licenses which require adequate 
training and a national examination for 
certification known as NCCAOM —National 
Certification Commission for Acupuncture and 
Oriental Medicine. Patients can check their state 
acupuncture license board to seek a licensed 
acupuncturist in their area or by going to the 
NCCAOM’s website at: nccaom.org.

Many insurance companies now cover 
acupuncture treatment as it has become one of 
the fastest growing areas in alternative medicine.

ASK THE DOCTOR with Dr. Lixing Lao

Dr. Lixing Lao is one of the nation’s 
top acupuncture experts. He directs 
the traditional Chinese medicine 
program at the University of Maryland 
Center for Integrative Medicine. Dr. 
Lao has led a number of clinical studies involving 
acupuncture for the U.S. Department of Defense. 







Appendix C: 
Print & Electronic Materials 



 
 

 

 

 

 

 

 

Emphasizing an approach to healing that values mind, body, and spirit, the Center for Integrative 
Medicine is committed to: evaluating the scientific foundation of complementary medicine; educating 
health professionals and the public; and integrating evidence-based complementary therapies with 
modern medicine into clinical care to help people achieve and maintain optimal health and well-being. 

The University of Maryland Center for Integrative Medicine was founded in 1991, breaking ground as 
the first US academic health center-based program focused on evaluating and integrating 
complementary and alternative medicine (CAM) into mainstream health care.  The vision for the 
center came from Dr. Brian Berman’s clinical experience as he found his own practice of medicine and 
ability to help his patients was substantially enriched by integrating complementary medicine with his 
Western medical training.  Not only did complementary therapies have potential as additional tools to 
help people cope with as well as recover from illness, they were also anchored in a perspective that 
treats the whole person at a time when medicine was becoming increasingly reductionistic and 
technology-focused.  At the same time, however, mainstream medicine was highly skeptical about 
CAM and legitimately concerned about the lack of evidence for its safety and efficacy.  The Center was 
established to tackle this challenge head on.  Using science, education, and collaborative patient care 
as ways to break down barriers, the Center has been working from within the system to evaluate CAM 
and create an evolution towards a more comprehensive, humanistic approach to patient care, and the 
treatment and prevention of disease. 
 
The Center is centrally located in its own building on the School of Medicine campus and, in its 
designation as one of the University’s interdisciplinary Organized Research Center, collaborates across 
departments on research, clinical and education endeavors. The reverse of this sheet gives an 
overview of the accomplishments of the Center since its founding 20 years ago. 
  
 
  



 Since 1995, the Center has been a National Institutes of Health Center of Excellence for Research, 
attracting over $30 million in peer reviewed research grants to study integrative medicine with a 
particular focus on arthritis and related disorders, as well as chronic and acute pain-related 
conditions. 

 NIH International Center for Traditional Chinese Medicine Research – with Chinese University of 
Hong Kong – focused on functional bowel disorders and TCM. 

 As an inter-disciplinary research center within the University of Maryland School of Medicine, the 
Center has attracted top research talent and collaborates with prominent investigators from 
across the University community, as well as nationally and internationally, including Hong Kong, 
China, Britain, Canada and Korea. 

 Over 340 scientific publications and abstracts in peer-reviewed medical journals. 

 Research program in acupuncture, herbs, mind/body therapies focused on arthritis, pain, 
inflammation, cancer, depression, irritable bowel syndrome, trauma. 

 One of 6 founding members of the Consortium of Academic Health Centers for Integrative 
Medicine, Dr. Brian Berman was elected the Consortium’s first chair.  Since 2001, the Consortium 
has grown to include a third of North American medical schools whose vision is for a more 
comprehensive, patient-centered system of healthcare. 

 As the coordinating center for the Integrative Medicine Field of the Cochrane Collaboration, the 
Center works collaboratively to search the worldwide scientific literature (to-date, gathering over 
40,000 clinical trials) in order to systematically review and provide summaries of the evidence for 
integrative medicine.  One of the leading organizations in evidence-based medicine, Cochrane’s 
network of over 20,000 members representing 100 different countries is involved in evaluating all 
health care interventions.  

 The Center’s clinical team of doctors and licensed integrative practitioners, including 
acupuncturists, massage therapists and nutritionists, has over 20 year of experience in offering 
patients coordinated primary care, wellness consultations, and treatment of acute and chronic 
conditions. 

 The Center is one of nine members of the BraveNet Clinical Network. 

 Through the Center’s education program, medical students at the University of Maryland learn a 
broader view of medicine and are taught mind/body skills that enhance their ability to cope with 
stress, model healthy living, and communicate effectively and compassionately with patients.  
Residency and fellowship training opportunities with Center continue to increase the number of 
integrative clinicians and expand the cadre of top researchers in this field.  
 

 

University of Maryland School of Medicine 
Center for Integrative Medicine 
520 W. Lombard Street, East Hall 

Baltimore, MD  21201 
410-706-6166 

www.compmed.umm.edu  
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The Cochrane CAM Field at  
the University of Maryland Center for Integrative Medicine 

www.cochrane.org 
 
The Complementary Medicine Field is an international group of individuals dedicated to facilitating the 
production of systematic reviews of randomized clinical trials in areas such as acupuncture, massage, 
chiropractic, herbal medicine, homeopathy, and mind-body therapy.  The CAM Field, founded in 1996 and 
coordinated by the University of Maryland Center for Integrative Medicine, has worked steadily to meet 
the growing demand for information about CAM therapies among both practitioners and the general 
public by identifying published clinical trials of alternative therapies, summarizing these into rigorous 
scientific reviews, and  disseminating these reviews to the general public and to healthcare providers.   
 
A Collaborative Enterprise 
To accomplish the formidable task of identifying and summarizing all published CAM clinical trials, collaboration 
with other groups around the world is essential; the Center serves as a member group of the Cochrane 
Collaboration, an international organization involving more than 27,000 contributors  from 110 countries (as of 
February 2010).  
 
The Center for Integrative Medicine is the official Cochrane Collaboration designated site or Field for 
complementary medicine.   
 
Cochrane Collaborators work to prepare up-to-date reliable summaries, or systematic reviews, of every kind of 
healthcare therapy.  These reviews answer questions about healthcare and guide people in practical decision-
making about treatment.  The global network of Cochrane Collaborators allows the Field to research therapies 
from other cultures, including those that may have been inaccessible to Western researchers in the past. 
 
Organizing Information 
The Field is constantly developing and updating its databases of clinical trials and systematic reviews, as well as 
widely disseminating these healthcare information resources through the Internet.  The Center for Integrative 
Medicine has been working to develop these databases since the Cochrane Field was registered in 1996, and the 
databases now include over 39,100 CAM-related controlled clinical trials and 462 CAM-related Cochrane reviews 
(as of Issue 5, 2011).  A comprehensive database of clinical trials, serving as a ‘one-stop shopping’ source for 
CAM reviewers, is vital to the Field.  The ultimate objective in developing the database of CAM trials is to provide 
a comprehensive source of relevant studies.  The database of clinical trials is developed in conjunction with 
contributors from Cochrane groups in China, Korea, Japan, and Thailand, who all contribute trials published in 
their respective regions. The Field’s databases are unique in including only the highest quality studies -- RCTs 
and systematic reviews – organized in an accessible, easily searchable web-based format.   
 
Training Researchers 
The Field’s workshops, held at the International Cochrane Colloquia and elsewhere, present participants with the 
challenges of, and strategies for, establishing an evidence-base for CAM.  This training serves as an excellent 
introductory overview, providing experienced researchers, as well as healthcare advocates and consumers, with 
sufficient and adequate knowledge to begin a systematic review. These training workshops are regularly provided 
at the international conferences of the International Society for Complementary Medicine Research and the 
Society for Acupuncture Research. 
 

http://www.cochrane.org/�


  
Improving Methodology 
The CAM Field at the University of Maryland Center for Integrative Medicine works to support the improvement of 
methodology through the funding and publication of research, as well as through education.  Review of 
methodology, already well underway in conventional medicine, is important to ensure the validity and quality of the 
research, and should become standard practice in CAM as well.     
 
Disseminating Information  
The Field undertakes various projects to disseminate reviews widely among healthcare providers and the general 
public.  For example, in an initiative to bring Cochrane reviews directly to the attention of healthcare providers, the 
CAM Field publishes a column on Cochrane reviews in Explore, a specialist journal covering CAM.  The column 
features an abstract of a Cochrane review, presents an interpretation of it, and explains its application to patient 
care.  These columns increase the availability and visibility of high-quality clinical trial and systematic review 
evidence for CAM practitioners and for physicians integrating CAM therapies into conventional medical care.  As 
of June 2011, 16 of these columns have been published. 
 
To further disseminate bottom line information from Cochrane reviews, the CAM Field also works with the Nordic 
Cochrane Centre to create Summaries of Findings tables and Plain Language Summaries of individual Cochrane 
reviews. Each Summary of Findings table focuses on the major comparison from a Cochrane review (e.g. 
acupuncture versus sham acupuncture) and shows in a tabular format the findings for each outcome for this 
comparison, as well as an evaluation of the overall strength of the evidence for each finding. Plain Language 
Summaries are then derived from the Summary of Findings tables. As of June 2011, this collaboration has 
resulted in the preparation of Summary of Findings tables/Plain Language Summaries for 23 Cochrane reviews, 5 
of which have been published in the CAM Field Summary of Findings column in the specialist journal Alternative 
Therapies in Health and Medicine.  
 
Finally, to ensure that this information reaches the general public, the Field works with the Cochrane Consumer 
Network to create summary overviews on specific CAM therapies reviewed.  Cochrane reviews are long and 
complex, often including more than fifty pages of detailed description of methods used to identify, analyze, and 
summarize the clinical trials included.    The summary overviews include only basic information of interest to the 
general public, including a brief description of the therapies and listings of commonly recommended uses and 
reasonably reliable adverse effects.  These summary overviews are published on the Field’s website so that they 
are available to the public. 
 
 
NCCAM Funding 
In May 2007, the National Institutes of Health awarded the Center a $2.1 million five-year grant to sustain and 
continue the essential work of the Cochrane CAM Field at the University of Maryland.  The NCCAM grant 
supports the CAM Field’s objective of informing healthcare consumers and providers of the benefits and risks of 
complementary and alternative therapies. From the start date of the last competitive renewal (i.e. since May 1, 
2007) to the present date (i.e. June 1, 2011), this NCCAM grant has funded the preparation of 23 peer-reviewed 
research articles (including articles in leading general medical journals such as BMJ, Ann Intern Med, and the 
Cochrane Database Syst Rev and leading specialist journals such as Fertil Steril and Stat Med); 10 Cochrane 
commentary columns published in the journal Explore; 5 Cochrane Summary of Findings columns published in the 
journal Altern Ther Health Med; and 58 presentations, at local (7), national (12), and international meetings (39).  
 
 
 
This publication was made possible by Grant Number R24 AT001293 from the National Center for Complementary and Alternative 
Medicine (NCCAM). Its contents are solely the responsibility of the authors and do not necessarily represent the official views of the 
NCCAM, or the National Institutes of Health. 

Contact Information 
Eric Manheimer 

emanheimer@compmed.umm.edu 
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Integrative Medicine Practice 
 

Clinical Services 
 

 
Primary Care:   Primary care physicians (PCPs) are generally your first point of contact in the health 
care system.  PCPs are trained to help you manage all your health and wellness concerns and to work 
with you to identify the best treatment options for you.  We will also assist in coordinating your care with 
specialists, hospitals, and any other health care providers you may need to work with.  As an integrative 
medicine clinic, we are well-equipped to help you navigate the use of both standard Western medicine, 
as well as “alternative” treatments, such as herbs, supplements, homeopathic remedies, healing touch 
therapies, acupuncture, etc. 
      
Physician Consultations:  Physicians who specialize in integrative medicine combine complementary 
and alternative therapies with standard Western treatments in order to create individualized treatment 
plans that foster healing of the whole person – body, mind, and spirit.  Initial visits are comprehensive, 
information-gathering sessions in which you and your PCP will discuss your personal and medical 
history, specific concerns, and treatment needs.  Follow-up visits focus on specific recommendations and 
results.  The therapeutic relationship created is viewed as a partnership between physician and patient 
who mutually decide which combination of treatment options will be best to achieve optimal health.  
 
Acupuncture:   As an integral part of traditional Chinese medicine, acupuncture is a way of treating 
disorders and promoting wellness by inserting sterile needles into the skin at very specific points.  The 
World Health Organization (WHO) recommends acupuncture as an effective treatment for more than forty 
medical problems, including allergies, respiratory conditions, gastrointestinal disorders, gynecological 
problems, headaches, and chronic pain associated with problems like back injuries and arthritis. 
 
Chinese Herbal Medicine:  Together with acupuncture, herbology is traditionally one of the more 
important modalities utilized in traditional Chinese medicine (TCM).  Each herbal medicine remedy is a 
cocktail of many herbs tailored to the needs of the individual patient.  Chinese herbology often 
incorporates ingredients from all parts of plants (e.g., the leaf, stem, flower, root), as well as ingredients 
from animals and minerals.  One batch of herbs is typically decocted twice over the course of one hour.  
In present day, herbal medicine is made into powder form, tinctures, or pills for easier intake. 
 
Homeopathy:  Homeopathic physicians seek to cure their patients on the physical, mental and 
emotional levels; and, each treatment is tailored to a patient's individual needs.  Remedies are chosen by 
the law of similars (i.e., let like cure like).  Homeopathy is generally a safe treatment, as it uses medicines 
in extremely diluted quantities.   
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Nutritional Counseling:  Your diet creates the foundation of your health. Nutritionists work with clients 
to address health concerns to reach their health goals by creating diet plans and nutritional supplement 
protocols based on their individual needs. Nutritionists may also suggest specialized testing to help 
provide valuable insights into one's unique diet and nutrient requirements. In addition, nutritionists also 
make lifestyle recommendations to enhance health and well being.     
Provided by:  Cynthia Johnson, DrPH, MS, LDN and Margo Gladding, MS, CNS 
 
Life Coaching:  Life coaching addresses the whole person.  The emphasis is on producing action 
through realistic strategies and self-discovery.  The client teams up with a coach to develop their personal 
plan of action.  This partnership supports the client’s movement toward a fuller and more balanced life.  
Life coaching leads to a deeper sense of accomplishment and uncovers more creative and effective ways 
to process life’s situations.  Coaching is helpful with everything from dealing with transition to tackling 
stagnant goals. 
Provided by:  Jean Wehner, CTACC, NBCR 
 
Reiki:  Reiki is a powerful yet subtle healing practice used as a support for wellness on a body, mind and 
spiritual level.  It is offered through non-invasive, light touch to a clothed client on a massage table.  Reiki 
energy work helps to restore balance, increase energy flow, improve sleep and relieve pain. One of the 
greatest benefits of Reiki is stress reduction and relaxation which triggers the body’s natural healing 
abilities!       
Provided by:  Jean Wehner, CTACC, NBCR 
 
CranioSacral Therapy:  A manual therapy that involves assessing and addressing the movement of 
the cerebrospinal fluid (CSF) to promote health and maintenance of the nervous system and whole body. 
Provided by:  Joyce Frye, DO, MBA, MSCE 
 
Massage Therapy:  Massage therapy is manipulation of the soft tissues of the body using various 
hands-on techniques, based on the patient’s anatomical and physiological needs.  Your therapist will 
work primarily on the muscles, tendons, ligaments, skin, joints and other connective tissues, to aid in 
stress reduction, decreased chronic and acute pain, improved circulation, and decreased muscle fatigue, 
among other benefits.            
Provided by:  Sarah Baker, LMT, RN and Steve Hoffman, LMT, DDS 
 
Reflexology:  A non-invasive manual modality that involves the use of pressure applied to the reflex 
areas of the hands, ears, and feet.  Reflexology improves circulation and may provide relief from 
migraines, digestive problems, stress, insomnia, pain (e.g., neck, shoulders, back, jaw), as well as many 
other conditions.      
Provided by:  Jean Wehner, CTACC, NBCR 
 

Classes 
 
Tai Chi:  A potent exercise for health and self-defense.  Regular practice lowers blood pressure, 
improves muscular strength, flexibility, and promotes weight loss and overall fitness.     
Instructor:  Sean Vasaitis, PhD, MS EHS 
 
Qi Gong:  Qi Gong may be used as a daily routine to increase overall health and well-being, as well as 
for disease prevention and longevity.  It can be used to increase energy and reduce stress.  In China, Qi 
Gong is used with other medical therapies for many chronic conditions, including asthma, allergies, 
HIV/AIDS, cancer, headaches, hypertension, depression, mental illness, stroke, heart disease, and 
obesity.       
Instructor:  Kevin Chen, PhD 
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A range of integrative health services -    
all at one location 

 

We provide primary care service as well as 

physician consultations, or you can make an 

appointment to see one of our practitioners.  

Our current services include: 
 

Primary Care 

Acupuncture   *  Herbal Medicine 

Nutrition Counseling  

Homeopathy  *  Craniosacral Therapy  

Massage Therapy 

Osteopathic Manipulation 

Life Coaching  *  Reflexology  *  Reiki  

 

 

We care for the whole person, 
addressing a spectrum  

of health challenges, including: 
 

Arthritis  *  Chronic pain   

Headaches  *  Joint pain 

Fibromyalgia  *  Mood disorders 

Chronic Fatigue Syndrome 

Menstrual disorders  *  Infertility 

Stomach and bowel disorders 

And many others 
 
 

Our Values 
 

We believe that the patient and 

practitioner are partners in the healing 

process and collaborate to create 

individualized treatment programs 

We respect each person as a unique 

individual and value the important 

relationship between mind, body, 

spirit, and community in health and 

healing 

Our physicians and practitioners 

educate patients, empowering them 

to make wiser life and health choices 
 

O ur physicians are board certified 

and trained in integrative medicine.  

We offer primary care services and 

believe that, as the patient, you and your 

practitioner should work as a team to 

address your unique needs and create a 

plan for optimal health, emphasizing an 

approach to healing that values mind, 

body, and spirit. 

I ntegrative medicine. . .  
 blends the best of conventional 

medicine and complementary 

medical approaches, while emphasizing 

the importance of the healing 

relationship between patient and 

practitioner. In this approach, modalities 

such as acupuncture, herbs, and mind/

body therapies are used to address not 

only physical symptoms, but also 

psychological, social, environmental and 

spiritual aspects of health and illness. 

Integrative medicine honors the innate 

human capacity for healing, providing 

patients with choices and empowering 

their self-care. 
 

 

 

 

 
 

Blending Science with   
the Art of Healing 

 

O ur clinical practice is part of the 

University of Maryland Center for 

Integrative Medicine.  The Center is: 

The first integrative medicine program      

in a U.S. academic health center 

A National Institutes of Health  

Center of Excellence in Integrative 

Medicine for more than 15 years 

A founding member of the Consortium     

of Academic Health Centers for     

Integrative Medicine 

Our health care team partners with our 

extensive research program.  Our cutting 

edge research has been published in 

prestigious medical journals and we have 

been featured in the media worldwide. 
www.compmed.umm.edu 



 

We look forward to partnering with 
you to meet your health needs. 

 

 
 
 
 
 
 
 
 
 

Contact us to schedule an 
appointment or for information. 
 
 

 

 

 

 

 

 

 

 

 

 

 

 
University of Maryland Faculty Physicians, Inc. 

Integrative Medicine 
Family and Community Medicine 

Practice at Kernan Hospital 

2200 Kernan Drive, 2nd Floor North 

Baltimore, MD 21207-6697 

Phone: 410.448.6361 *  Fax: 410.448.1873 

Email: clinic@compmed.umm.edu 

www.compmed.umm.edu 
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University of Maryland  
Faculty Physicians, Inc. 

Integrative Medicine 
Family & Community  
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H ow it Works 
According to traditional Chinese medical theory, 

acupuncture promotes the body’s innate ability to heal 
itself by regulating and balancing the flow of Qi (“chee”) -
often described as the body’s electromagnetic energy -
along channels identified over centuries of meticulous 
clinical observation by Chinese practitioners.  Tiny       
needles are inserted along these channels at areas of 
maximum energy (i.e., the acupuncture points).  Modern  
scientific research shows that acupuncture may exert its 
effect by inducing endogenous chemicals in the brain, 
such as endorphins, to ease pain 
and other discomforts.  Recent 
studies show that acupuncture 
may reduce inflammatory pain by 
activating the neuro-endocrine 
system. 
 

T he Treatment Procedure 
An initial visit may take from 

40 minutes to an hour to complete 
and consists of a complete       
acupuncture consultation and 
treatment session.  Follow-up treatments, lasting 20 min-
utes or more, may be scheduled once or twice a week.  
Within five to ten sessions, most patients will feel benefi-
cial  results.  Chronic conditions may require more exten-
sive treatments. 
 
Often people are interested in acupuncture but afraid of 
needles; however, the tiny disposable filament needles 
used for acupuncture bear no resemblance to hypo-
dermic needles.  The brief needling sensations experi-
enced with acupuncture vary from a pinching or slight 
stinging sensation to a feeling of numbness or aching,  
and are a sign that the treatment is having a positive   
effect.   In fact, most people find acupuncture treatments 
relaxing and refreshing. 

 

I n addition to acupuncture, the Center for 
Integrative Medicine also offers: 

 
Primary Care 

Physician Consultations 
Acupuncture 

Massage 
Homeopathy 

Craniosacral Therapy 
Dietary Counseling 

Osteopathic Manipulation 
Reflexology 

Qi Gong 
Tai Chi 

And more 
 

T o make an appointment, please call: 
410.448.6361 

 
The Center for Integrative Medicine 
Kernan Hospital 
Clinical Services, 2nd Floor North 
2200 Kernan Drive 
Baltimore, MD 21207-6697 
Phone:  410.448.6361  
Fax:  410.448.1873 

 

Acupuncture services are also provided at: 
Family Medicine 

 29 S. Paca Street 
 Baltimore, MD 21201 

 
When calling for 
appt, please indicate  
desired location. 

 

 

W hat Acupuncture Does 
Most people are aware that acupuncture is 

an excellent treatment for many types of pain; 
however, acupuncture can also reduce stress and 
anxiety, aid in symptoms of cancer treatment, 
infertility, menstrual disorders, and alleviate cold and 
flu symptoms.  Alone or as an adjunct to Western 
Medicine, acupuncture provides a highly effective 
treatment for many common complaints, and may 
provide additional relief for chronic problems that do 
not respond completely to Western medical 
treatments.  The World Health Organization (WHO) 
recommends acupuncture as a treatment for a variety 
of diseases and symptoms.  If you suffer from lower 
back pain, arthritis, or complex medical conditions, 
acupuncture may help you. 

 

T he History of Acupuncture 
Acupuncture can be traced back four thousand 

years to crude stone precursors of modern needles.  
Archeological findings from the Sang Dynasty (c. 1300 
BC) revealed early medical notations, and by the Han 
Dynasty (206 BC - 220 AD) there is evidence of a 
complex acupuncture and oriental medical system.  
Acupuncture continues to evolve, and today, rooted in 
the mainstream of Asian medical systems, has 
branched out to meet the growing demand for safe, 
clinically effective and affordable health care in the 
West. 

www.compmed.umm.edu 



 
Lixing Lao, Ph.D., L.Ac.  
Professor 
Director of TCM Research 
 
Lixing Lao is a senior researcher with 
the Center and directs the Center's 
research program in TCM.  He is 
principal investigator and co-

investigator on a number of clinical trials and pre-clinical 
studies in acupuncture funded by the National Institute of 
Health and Department of Defense.  Dr. Lao was trained 
at the Shanghai University of TCM and has a Ph.D. in 
physiology from the University of Maryland.  With over 25 
years experience, Dr. Lao practices acupuncture and 
TCM, including Tui Na and herbal medicine. 
 

Marcos Y. Hsu, N.D., L.Ac. 
Oriental Medicine Specialist 
License Acupuncturist 
 
Marcos Hsu is a Maryland State 
Board licensed acupuncturist.  He 
was trained at the Chinese-Argentine 
Acupuncture Association where he 

received his first certification to practice oriental medicine 
in 1992.  Marcos received further training in TCM at the 
Maryland Institute of TCM in the U.S. and has a B.S. in 
Kinesiology from University of Maryland.  At the Center, 
Marcos has been involved as an acupuncturist in the 
osteoarthritis research trials.   
 

Barbara Kandel, M.Ac., L.Ac. 
Licensed Acupuncturist 
 
Barbara is a licensed acupuncturist 
who received her Master’s degree from 
Tai Sophia Institute in Laurel, 
Maryland. Currently Barbara practices 

acupuncture at Kernan Hospital at the outpatient clinic for 
the University of Maryland Center for Integrative 
Medicine.  Barbara is also certified in animal acupuncture 
and provides house calls for clients in Baltimore City and 
Baltimore County, and is a Reiki Practitioner.  She is also 
a research coordinator for the Center for Integrative 
Medicine.  Previously, Barbara served in the Navy and 
then worked as a clinical social worker. 

Acupuncture 

University of Maryland  
Faculty Physicians, Inc. 

Integrative Medicine 
Family & Community  

Medicine Practice 

U
n

iv
e

rsity
 o

f M
a

ry
la

n
d

 F
a

c
u

lty
 P

h
y
sic

ia
n

s, In
c

. 

In
te

g
ra

tiv
e

 M
e

d
ic

in
e

 

F
a

m
ily

 &
 C

o
m

m
u

n
ity

 M
e

d
ic

in
e

 P
ra

c
tic

e
 

 a
t K

e
rn

a
n

 H
o

sp
ita

l 

2
2

0
0

 K
e

rn
a

n
 D

riv
e

, 2
n

d
 F

lo
o

r N
o

rth
 

B
a

ltim
o

re
, M

D
  2

1
2

0
7

-6
6

9
7

 



 
Integrative Medicine 
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Kernan Hospital 

2200 Kernan Drive 
 2nd Floor 

Baltimore, MD 21207-6697 
Phone: 410.448.6361  

Fax: 410.448.1873 
clinic@compmed.umm.edu  
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Clinical Services 

 

Primary Care 
Physician Consultations 

Acupuncture 
Homeopathy 

Osteopathic Manipulation 
Craniosacral Therapy 

Massage 
Reflexology 

Reiki 
Life Coaching 

Qi Gong 
Tai Chi 

 

 
 

We care for the whole person, 
addressing a spectrum 
of health challenges 

 
 

Chronic Pain 
Arthritis 

Mood Disorders 
Fatigue 

High Blood Pressure 
Diabetes 

Heart Disease 
Cancer 

Bowel Disorders 
Complex Medical Conditions 

 

Brian Berman, M.D. 
Primary Care 

 
Brian Berman, MD 
Professor, Family & Community Medicine  
Director, Center for Integrative Medicine 
 

Brian Berman is Professor of Family Medicine and 
the founder and director of the University of 
Maryland Center for Integrative Medicine, the first 
center for research, education and clinical care in 

complementary and integrative medicine based in a U.S. academic health 
center.  A family physician and pain management specialist, Dr. Berman 
significantly changed his own practice of medicine over twenty years ago to 
a broader, integrative approach that includes complementary therapies and 
mind/body approaches, and has introduced this approach into the Center’s 
clinic and other clinical practices at the University of Maryland.  Dr. 
Berman’s desire to see integrative medicine receive wider acceptance has 
resulted in his becoming one of the most highly funded NIH researchers in 
this field over the past seventeen years.  
 
Currently, he is principal investigator of two NIH-funded centers studying 
traditional Chinese medicine, one of which is an international center with 
colleagues in Hong Kong.  With over 250 peer-reviewed publications and 
three books, he recently published a lead article in the Annals of Internal 
Medicine showing acupuncture to be a safe and effective treatment for 
osteoarthritis of the knee.  On the national and international front, Dr. 
Berman has taken a leadership role in promoting integrative medicine, 
based on a firm evidence-based approach.  He chaired the ad-hoc advisory 
committee to the NIH Office of Alternative Medicine when it opened in 
1992 and subsequently served on their advisory committee for 6 years.  He 
was the first chair of the Consortium of Academic Health Centers for 
Integrative Medicine, composed of 50 North American universities, and 
served on the Institute of Medicine panel on complementary medicine, 
whose report was released in January 2005.  Dr. Berman also co-founded 
and coordinates the complementary medicine field within the Cochrane 
Collaboration, an international organization dedicated to evaluating all 
medical practices through systematic reviews of the research literature.     
At a ceremony in New York City in November of 2005, Dr. Berman was 
awarded the Bravewell Leadership Award which “pays tribute to an 
outstanding person who is transforming healthcare through integrative 
medicine.” 

The Center for Integrative Medicine 
Mission Statement 

 

Emphasizing an approach to healing that values mind, body,      
and spirit, the Center is committed to evaluating the scientific 
foundation of complementary and alternative medicine, 
educating health professionals and the public, and integrating 
evidence-based complementary therapies into clinical care to help 
people achieve and maintain optimal health and well-being. 
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Clinical Services 

 

Primary Care 
Physician Consultations 

Acupuncture 
Homeopathy 

Osteopathic Manipulation 
Craniosacral Therapy 

Massage 
Reflexology 

Reiki 
Life Coaching 

Qi Gong 
Tai Chi 

 

 
 

We care for the whole person, 
addressing a spectrum 
of health challenges 

 
 

Chronic Pain 
Arthritis 

Mood Disorders 
Fatigue 

High Blood Pressure 
Diabetes 

Heart Disease 
Cancer 

Bowel Disorders 
Complex Medical Conditions 

 

Joyce Frye, DO, MBA, MSCE 
Physician Consultations 

 

 

 

Joyce Frye, DO, MBA, MSCE 
Clinical Assistant Professor,  
Family and Community Medicine  
Integrative Family Physician 

 
Joyce Frye, DO, MBA, MSCE is joining us from the University of 
Pennsylvania where she recently completed a post-doctoral 
fellowship in epidemiology sponsored by the NIH National Center for 
Complementary and Alternative Medicine to encourage research in 
complementary therapies. Prior to that, Dr. Frye had a private practice 
in OB/GYN for over twenty years, as well as chairing the Dept. of 
Gynecology at Presbyterian Medical Center in Philadelphia, Co-
founding the Jefferson Center for Integrative Medicine, and serving 
on numerous committees including the advisory committee for the 
Women's Center for Health Promotion. Trained in a variety of 
complementary modalities, Dr. Frye has been certified by the 
American Board of Holistic Medicine.  She is especially interested in 
osteopathy and in homeopathy, having served as the president of both 
the National Center for Homeopathy and the American Institute of 
Homeopathy.  Although, no longer providing primary obstetrics and 
gynecology care, Dr. Frye welcomes problems in women’s health 
care from infertility to menopause. Additionally, she will see men, 
women, and children for infections, recovery from trauma, and for  
peri-operative and cancer support. 

The Center for Integrative Medicine 
Mission Statement 

 

Emphasizing an approach to healing that values mind, body,      
and spirit, the Center is committed to evaluating the scientific 
foundation of complementary and alternative medicine, 
educating health professionals and the public, and integrating 
evidence-based complementary therapies into clinical care to help 
people achieve and maintain optimal health and well-being. 
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Clinical Services 

 

Primary Care 
Physician Consultations 

Acupuncture 
Homeopathy 

Osteopathic Manipulation 
Craniosacral Therapy 

Massage 
Reflexology 

Reiki 
Life Coaching 

Qi Gong 
Tai Chi 

 

 
 

We care for the whole person, 
addressing a spectrum 
of health challenges 

 
 

Chronic Pain 
Arthritis 

Mood Disorders 
Fatigue 

High Blood Pressure 
Diabetes 

Heart Disease 
Cancer 

Bowel Disorders 
Complex Medical Conditions 

 

Steve Hoffman, DDS, LMT 
Massage Therapist 

 
 

Dr. Steve Hoffman was a dentist in a private 
practice for many years before becoming a 
licensed massage therapist.  As an LMT, his 
overarching goal is enhancing the physical and 
emotional well-being of his clients. 

 A member of the American Massage Therapy 
Association and the National Certification 

Board for Therapeutic Massage and Bodywork, Steve is also trained 
in acupressure and Active Isolated Stretching. 

He incorporates many modalities into each massage session including 
Swedish, sports, and deep tissue massage, as well as tuina and 
myofascial release.   

In addition to providing professional massages at running, swimming, 
and bicycling competitions throughout Maryland, he has worked as a 
massage therapist at Sheppard-Pratt Hospital, holistic wellness 
centers, and gyms.  He also serves on the Sports Massage teams of 
Maryland, the District of Columbia, and Virginia and offers chair 
massage for employee appreciation, bridal showers, health fairs, and 
other events. 

In addition to massage therapy, Steve practices and teaches Tai Chi 
Chuan and Hsing Yi Chuan at the U.S. Kuoshu Academy, where he 
was and continues to be a student and disciple of Grandmaster 
Huang Chien Liang.  He is actively involved in environmental 
advocacy and enjoys carpentry, exercise, playing the guitar, and 
travelling. 

To schedule an appointment contact Dr. Hoffman at 
410-963-1934 or call the clinic at 410-448-6361.  

The Center for Integrative Medicine 
Mission Statement 

 

Emphasizing an approach to healing that values mind, body,      
and spirit, the Center is committed to evaluating the scientific 
foundation of complementary and alternative medicine, 
educating health professionals and the public, and integrating 
evidence-based complementary therapies into clinical care to help 
people achieve and maintain optimal health and well-being. 
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Marcos Y. Hsu, N.D., L.Ac. 
Acupuncture 

 
 
  
 
 
 
 
 
  Marcos Y. Hsu, N.D., L.Ac. 
  Medicine Specialist 
  Licensed Acupuncturist 

 
 
Marcos Hsu is a Maryland State Board licensed acupuncturist and 
American Naturopathic Medical Board certified Naturopath. He was 
trained at the Chinese-Argentine Acupuncture Association where he 
received his first certification to practice oriental medicine in 1992.  
He was also trained at the Chinese-Argentine Chi-Kung Association 
where he was certified to practice Chinese physical training and 
therapy, such as Tai chi and Kung Fu.  Dr. Hsu received further 
training in Traditional Chinese Medicine (TCM) at the Maryland 
Institute of Traditional Chinese Medicine in the U.S. and has a B.S. in 
Kinesiology from University of Maryland.  
 
At the Center for Integrative Medicine, Dr. Hsu has been involved as 
the acupuncturist in the osteoarthritis research trials.  He currently 
offers TCM care to patients at the Center and provides acupuncture 
service at the R Adams Cowley Shock Trauma Center in downtown 
Baltimore through their Acute Pain Management Service. 
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Cynthia E. Johnson, DrPH, MS, LDN 
Dietician/Nutritionist 

 
 

Dr. Cynthia Johnson has a doctorate in Public 
Health and M.S. degrees in Herbal Medicine and 
Health Education. She is also a licensed 
Dietician/Nutritionist.  She has studied and 
practiced periodically in the field of natural health 
for more than 18 years and has obtained numerous 
natural health certifications.   
 

She takes prides in helping hundreds of people obtain optimal health 
through private consultations, workshops, seminars, health fairs, and 
everyday conversations.  She regularly speaks at scientific 
conferences and has published articles in scholarly journals.  
Additionally, Dr. Johnson is the co-author of a book entitled The 
Legacy of African, African American and Caribbean Traditional 
Medicines: Mind, Body and Spirit. 
 
Dr. Johnson has a goal of helping the community achieve optimal 
health through education, demonstration, and practice.  She achieves 
this by focusing on one individual at a time.  Her holistic approach 
will help you reach your health goals: mind, body, and spirit.  She 
meticulously customizes each health program for each person’s 
unique requirements. 
 
 To schedule an appointment contact Dr. Johnson at 202-251-2995 or 
call the clinic at 410-448-6361.  

The Center for Integrative Medicine 
Mission Statement 

 

Emphasizing an approach to healing that values mind, body,      
and spirit, the Center is committed to evaluating the scientific 
foundation of complementary and alternative medicine, 
educating health professionals and the public, and integrating 
evidence-based complementary therapies into clinical care to help 
people achieve and maintain optimal health and well-being. 
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Barbara Kandel, MAc, LAc 
Acupuncture 

 

 

 

 

Barbara Kandel, MAc, LAc 
Licensed Acupuncturist 

 
Barbara is a licensed acupuncturist who received her Master’s degree from 
Tai Sophia Institute in Laurel, Maryland. Currently Barbara practices 
acupuncture at Kernan Hospital at the outpatient clinic for the University of 
Maryland Center for Integrative Medicine.  She is also a research 
coordinator for the Center for Integrative Medicine teaching meditation to 
research participants who are dealing with substance abuse issues.  
  
Barbara is also certified in animal acupuncture and provides house calls for 
clients in Baltimore City and Baltimore County.  She completed Reiki 
training (Level I, Level II) and advanced through the Healing Pathways 
program taught by Bonnie Tarantino at the University of Maryland Medical 
Center.  
  
Previous to her work with people and animals using acupuncture and Reiki, 
Barbara was a clinical social worker.  She has had a variety of clinical 
experiences over the course of her social work career including children and 
family therapist, school social worker, clinical team leader for Cigna 
Behavioral health, and a private practice.  In addition, Barbara served in the 
United States Navy for 7 years as a hospital corpsman where she began her 
medical career and learning that helping others is about being a good 
listener, offering compassion, and being a team player.  
 
In her spare time Barbara spends time with her dog Shanti, traveling, hiking, 
and enjoying her life with family and friends. 

The Center for Integrative Medicine 
Mission Statement 

 

Emphasizing an approach to healing that values mind, body,      
and spirit, the Center is committed to evaluating the scientific 
foundation of complementary and alternative medicine, 
educating health professionals and the public, and integrating 
evidence-based complementary therapies into clinical care to help 
people achieve and maintain optimal health and well-being. 
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Lixing Lao, PhD, LAc 

Acupuncture 
 

 

 

 
 
Lixing Lao, Ph.D., L.Ac.  
Professor, Family & Community Medicine 
Director, Traditional Chinese Medicine Research 

 

Dr. Lixing Lao is a senior researcher with The Center for Integrative 
Medicine and directs the Center's research program in Traditional 
Chinese Medicine.  He is principal investigator and co-investigator on 
a number of clinical trials and pre-clinical studies in acupuncture 
funded by the NIH and Department of Defense.  Widely recognized 
for his unique contributions to acupuncture research methodology, 
specifically in the area of placebo controls, he publishes and lectures 
extensively in this field.  

Dr. Lao was trained at the Shanghai University of Traditional Chinese 
Medicine and has a Ph.D. in physiology from the University of 
Maryland.  An experienced clinician, Dr. Lao practices acupuncture 
and Traditional Chinese Medicine, including TuiNa and herbal 
medicine. 
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Lauren Richter, D.O., M.Ac. 
Physician Consultations 

 
Lauren Richter, D.O., M.Ac. 
Clinical Assistant Professor,  
Family and Community Medicine  
Integrative Family Physician 
 

Dr. Lauren B. Richter earned a BS from 
Pennsylvania State University in General Arts and 
Sciences with a minor in premedical education and 
a degree in osteopathic medicine from the 

Philadelphia College of Osteopathic Medicine.  She chose to pursue an 
osteopathic education because it spoke to her belief that the art of medicine 
was about treating individual people, not individual symptoms.  Long 
before such beliefs became popular, Dr. Richter understood that medicine 
had to be about treating body, mind and spirit. 
 
Dr. Richter accumulated twenty years of experience in mainstream medical 
practices in Pennsylvania and Maryland. Then, a successful, personal battle 
with cancer changed her professional life. After finding that acupuncture 
restored the energy that cancer treatments took from her, Dr. Richter chose 
to attend Tai Sophia Institute in Laurel, Maryland.  She graduated from Tai 
Sophia with a Masters of Acupuncture in 2004 and now is on the teaching 
staff at the Institute. Dr. Richter recently joined the Center for Integrative 
Medicine, where she will be practicing Family Medicine.  
 
Over a professional career spanning twenty-five years, her practice of 
medicine has consistently centered on methods that have the potential to 
help people become healthy. She has utilized alternative therapies since 
opening her practice of medicine, and spends a large amount of time 
learning new approaches to healing. Dr. Richter believes that her role as 
your physician/acupuncturist is to help you attain the highest possible state 
of health through whatever means are most effective and appropriate for 
you as an individual.  Dr. Richter specializes in the integration of modern 
and traditional medical therapies, with an emphasis on the use of natural 
treatments, osteopathic manipulation and acupuncture along with 
medications and surgery. This gives you, the patient, several approaches 
from which to choose in designing your own health care program.  The goal 
is to find the CAUSE of your problems, and not just cover up the 
symptoms. 
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Jean Wehner, CTACC, NBCR 
 Reflexology, Life Coaching, & Reiki  
 
 

Jean Wehner is pleased to offer her noninvasive and 
stress reducing services to young and old alike.  
Through Reflexology, Life Coaching and Reiki she 
incorporates her listening ear, insightful feedback and 
soothing touch into each session.  Her experience 
shows that these services are excellent supports for 
individual wellness on a physical, mental and 
emotional level.   

 
Jean’s holistic practice, Light the Path, has been evolving since late 1980’s.  
In 1990 after completing a four year program with Our Lady of Guadalupe 
Renewal Center in Maryland, she was certified as a Spiritual Director.  She 
presently qualifies as a Reiki Master.  After her certification as Life Coach 
from Coach Training Alliance she began practicing as both a Life Coach 
and Reiki Master.  Jean, currently one of only 18 Nationally Certified 
Reflexologist in the State of Maryland, received her National certification 
from the American Reflexology Certification Board in early 2009.   
 
Reflexology can help restore and maintain the body’s natural equilibrium.  
It is suitable for all ages and may bring relief from a wide range of acute 
and chronic conditions.  Some of the benefits of reflexology include: 
 
• Boosted immune function 
• Reduced pain  
• Improved sleep 
• Relieved stress and tension 
• Improved digestion and elimination 
• Increased energy and stamina 
• Lowered blood pressure 
 

To schedule an appointment, contact Jean at 
443-445-3732 or LightThePath@comcast.net. 

Website:  www.JeanWehnerCoach.com 
  

The Center for Integrative Medicine 
Mission Statement 

 

Emphasizing an approach to healing that values mind, body,      
and spirit, the Center is committed to evaluating the scientific 
foundation of complementary and alternative medicine, 
educating health professionals and the public, and integrating 
evidence-based complementary therapies into clinical care to help 
people achieve and maintain optimal health and well-being. 
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Carlo DiClemente, PhD & 
Melanie Bennett, PhD 

present 
 

Motivational Interviewing and  
the Process of Change: 
Maximizing the Effectiveness of  

CAM approaches to Smoking Cessation 
 

Monday, October 24, 2011 
12:00pm – 1:20pm 

East Hall Conference Room 
520 W. Lombard Street 

 
For a discussion of: 

The Transtheoretical Model * The Stages of Change * Motivational Interviewing 
The utility of Process of Change theory in the application of CAM/IM techniques 

The Center for Integrative Medicine 
Journal Club 

For more information or to RSVP, please contact Michael Earley at 206-755-0345 or michaeldearley@gmail.com. 
Please feel free to bring a lunch.  Tables will be provided for that purpose. 
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Ayurvedic Medicine for 
Health Professionals

PREVENTION, DIAGNOSIS AND TREATMENT IN MAHARISHI AYURVEDA

Expand the scope of your health care practice by learning the 
principles and practice of Ayurveda, the world’s oldest system 
of natural health care.
Develop practical skills for the prevention, diagnosis and treatment of disease— 
including Ayurvedic pulse diagnosis—that can be immediately applied in your 
clinical practice, as well as your own life.
Receive 24 hours of AMA PRA Category 1 Credits™ for the 4-module online course, or 
28 hours of AMA PRA Category 1 Credits™ for the combined online and live course.
You’ll receive an extensive printed syllabus, including valuable protocols for address-
ing many common chronic conditions. The course is taught by medical doctors with 
over 25 years of experience in integrating Maharishi Ayurveda into modern medical 
practice.

Course Format and Schedule 
This 56-hour course is taught in four modules. Modules 1 and 4 are o�ered both live 
and online. Modules 2 and 3 are o�ered online only.
All four modules may be taken online. However, to qualify for MAAA certi�cation 
of successful completion of this Level 1 course, the participant must attend at 
least one live module.

Live Modules Locations and Dates

Scripps Center for Integrative Medicine, San Diego, CA
Module 1: June 2-3, 2012 Module 4: October 13-14, 2012

University of Maryland Center for Integrative Medicine, Baltimore, MD
Module 1: June 9-10, 2012 Module 4: November 3-4, 2012

For Registration and More information:
www.clinical-ayurveda.org   info@ayurveda-courses.org

877-540-6222

A 56-hour training program co-sponsored by 
Scripps Center for Integrative Medicine, 
University of Maryland Center for Integrative 
Medicine, and InforMED, in association with 
Maharishi Ayurveda Association of America.

“ This program is a must for 

anyone who wants to 

understand how disease 

occurs and how true healing 

can be o�ered.”

Trupti Gokani, MD
Neurologist, Founder and 
Medical Director, North Shore 
Headache Clinic, Chicago

Continued on other side…



Ayurvedic Medicine for Health Professionals
PREVENTION, DIAGNOSIS AND TREATMENT IN MAHARISHI AYURVEDA

Course Faculty
The course faculty and development committee comprise a renowned group of international 
Ayurvedic experts including Vaidyas (Ayurvedic physicians from India) and modern medical 
doctors with over 25 years of clinical experience in Ayurveda.

STUART ROTHENBERG, MD, FAAFP. Dr. Rothenberg is National 
Director of Health Professional Training of Maharishi Ayurveda 
Association of America. He was founding medical director of the �rst 
Maharishi Ayurveda clinics in the United States and has more than 25 
years of experience in leading Maharishi Ayurveda training courses.

NANCY LONSDORF, MD. Dr. Lonsdorf is a specialist in integrative 
medicine, clinical faculty member at Maharishi University of Manage-
ment, and former medical director of The Raj Maharishi Ayurveda 
Health Center. She is an expert in women's health and Maharishi 
Ayurveda, and has authored several books on this subject.

ERMINIA (MIMI) GUARNERI, MD, FACC, Guest Faculty. Dr. Guarneri is 
Founder and Medical Director of Scripps Center for Integrative 
Medicine in La Jolla, California. One of the leading national voices in 
integrative medicine, she is Chair of the Bravewell Clinical Network 
and a founding board member and President-elect of the American 
Board of Integrative and Holistic Medicine.

ROBERT SCHNEIDER, MD, FACC, FABMR is a leading NIH-funded 
researcher on Maharishi Ayurveda. He is Director of  the Institute of 
Natural Medicine and Prevention and Dean of the Maharishi College 
of Perfect Health at Maharishi University of Management (USA).

Accreditation
This activity has been planned and implemented in accordance with the Essential Areas and 
Policies of the Accreditation Council for Continuing Medical Education through the 
co-sponsorship of InforMED, University of Maryland Center for Integrative Medicine, and 
Scripps Center for Integrative Medicine, in association with Maharishi Ayurveda Association 
of America. InforMED is accredited by the ACCME to provide continuing medical education 
for physicians. 

InforMED designates Online Modules 1, 2, 3, and 4 of this educational activity for a maximum 
of 6 AMA PRA Category 1 Credits™ per Module.  InforMED designates Live Modules 1 and 4 of 
this educational activity for a maximum of 8 AMA PRA Category 1 Credits™ per Module. 
Physicians should only claim credit commensurate with the extent of their participation in 
the activity.

Program Fees
Physicians: $450 per online module, $495 per live module. Allied health professionals: $360 
per online module, $390 per live module. Reduced fees are available for Scripps or University 
of Maryland medical sta�; ABIHM/AHMA members; students, residents, and fellows; and 
those registering for all four modules at the same time.

Registration and information:
Visit www.clinical-ayurveda.org   Email: info@ayurveda-courses.org
Phone: (877)- 540-6222

“ This course has given me a new 
approach to all my patients – 
simple and complete. It o�ers 
them a chance to participate in 
their own health care and to 
understand the healing process.”

Michael Clements, MD; 
Geriatric medicine, Ruidoso, NM

What you will learn
• Prevention—Learn how to 

identify imbalances before they 
manifest as disease and eliminate 
them through e�ective natural 
medicine approaches.

• Pulse Diagnosis—Learn 
non-invasive diagnostic modali-
ties, including Ayurvedic pulse 
diagnosis.

• Diet and Nutrition—O�er clients 
an individualized approach to diet 
and nutrition that addresses 
underlying imbalances at the root 
of their illness.

• Chronic Disorders—Discover new 
and practical non-pharmacological 
approaches to enliven the body's 
natural healing mechanisms and 
address the causes of common 
chronic disorders.

• Detoxification—Learn how to 
apply traditional Ayurvedic 
procedures for clearing toxins from 
the body that may be a cause of 
chronic disorders.

• Stress Reduction— Learn how to 
apply scienti�cally validated 
approaches to stress-reduction 
and mind-body balance.

• Lifestyle Changes— Learn how to 
individualize daily routines and 
lifestyle recommendations 
according to your patient’s 
mind-body type, to prevent 
behavioral mistakes that cause 
health problems.



 

University of Maryland Center for Integrative Medicine’s  
Healing Pathways 

200+ Hour Yoga Teacher Training 
with Reiki Master Certification 

• Experience a transformative year of yoga that combines over 100 asanas 
with visualization, guided imagery, meditation, and toning with quartz crystal 
singing bowls 

• Explore current research in the field of yoga, mindfulness and integrative 
medicine 

• Earn a Reiki Master certification; CEUs for nurses and social workers available 
  
 
 

      September 20, 2012 - May 16, 2013 

For more information and to apply, contact: 
Bonnie Tarantino, MFA 

btarantino@compmed.umm.edu or 410-274-7079 
 
 
 
 
 
 
 
 
 
 

www.compmed.umm.edu 
 



 

University of Maryland Center for Integrative Medicine’s  
Healing Pathways 

200+ Hour Yoga Teacher Training 

 
Application 

for the 2012 – 2013 Session 
 
 
 

For additional information:  Bonnie Tarantino, MFA 
btarantino@compmed.umm.edu 

410-274-7079 
 
 
 
 
 
 
 
 
 
 
 

www.compmed.umm.edu 
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 Course Objectives 
The University of Maryland Center for 
Integrative Medicine’s Healing Pathways Yoga 
Teacher Training is designed to prepare 
health care professionals to use yoga as an 
integrative tool in the health care profession. 
    

This unique training gives special attention to 
the health benefits of yoga while providing a 
thorough explanation of postures, yoga 
philosophy, meditation, toning and chanting.  
In addition, current research in the medical 
field is included in the course material, 
showing the current trends in the field of 

healing yoga. 

As health care professionals, the risk of burnout and compassion fatigue is great. This particular 
yoga includes proven tools for self-care including Reiki, journaling, and group support through 
social media and mentoring.   

The Reiki training portion of the class guides our students toward a heightened sense of the 
energy system and gives them potent tools for teaching, creating a healing class space, leading 
meditations, and enhancing one’s personal practice.  All Yoga teachers will graduate, not only 
yoga teachers, but also as Reiki Masters.  Reiki masters can provide Reiki treatments as well as 
teach Reiki to others. 

Course Instructors 
Bonnie Tarantino, MFA – Bonnie has worked for the University of Maryland Center for Integrative Medicine for over 
10 years as their Director of Yoga Programs. Bonnie started practicing yoga at age 18 and has studied Sivananda 
Yoga, Prana Yoga and Thai Yoga.  In addition, Bonnie blends yoga with Reiki and has been a practicing Reiki Usui and 
Karuna Reiki Master for over fifteen years.  Bonnie has trained hundreds of heath care professional in Reiki and yoga 
and has published research revealing the importance of training health care professionals in the self care using 
integrative tools.  Prior to working for the Center, Bonnie owned and operated 
her own yoga and wellness studio in Storrs CT.  Bonnie has been a member of 
the Yoga Alliance since its inception in 1999. 
 

Nancy McPartland, LCSW-C – Nancy’s passion for yoga began in 1996 and she 
became a certified Iyengar teacher in 1998 through the Columbia Yoga Center. 
In 1999, Nancy completed the Radiant Child Teacher Training. In 1999, Nancy 
also had the privilege of studying with John Friend, founder of Anusara Yoga, 
and has been "flowing with grace" since that time. Nancy brings a skillful 
awareness of the postures along with the desire to help her students connect 
to the divine goodness that resides in each one of us. She has been working as 
a Family Therapist for the last 15 years and often explores the emotional 
benefits of the postures, using Yoga as a means to mental and physical health. Nancy most recently received her 
aerial yoga certification program at Yoga on York and teaches as several studios throughout Baltimore. 

 

  Bonnie Tarantino & Nancy McPartland  



Training Dates 

In creating this comprehensive training, we not only want to provide a dynamic 
weekly class but we also want to help create and support a change in lifestyle.  We 
believe that ten months of yoga will not only help create a very skilled yoga teacher, 
it will also help support your desire to create a more healthy and yogic way of life.  
For 35 weeks we will meet every Thursday from 6-9pm.  In addition to these classes, 
participants will be required to attend additional yoga classes each week to enhance 
and strengthen their personal yoga practice.  Five full-day Reiki retreats and a two-
day concluding intensive are included in the experience. 

Class materials include a yoga teaching manual, three Reiki manuals, weekly yoga 
meditations, a yoga dvd, daily social media group support, and current research 
publications. 

All classes start promptly at 6:00 and run till 9:00, unless noted* 
 

• Class begins - September 20th, 27th 
• October 4th, 11th, 18th, 25th 
• All Day Reiki Level I – October 27th  
• November 1st, 8th, 15th 
• All Day Reiki – November 10th   
• Change to Tuesday, November 20th for Thanksgiving 
• Break from November 20th – December 13th (due to staff training in India) 
• December 13th and 20th 
• January 10th, 17th, 24th, 31st 
• All-day Advanced Reiki Training – Saturday, January 26th 
• February 7th, 14th, 21st & 28th 
• Reiki Masters Training – Friday, February 22nd and Saturday, February 23rd 
• March 7th, 14th, 21st, & 28th 
• April 4th 11th, 18th, 25th 
• May 2th, 9th & 16th 
• *Intensive Retreat – May 17th and 18th 

 

Cost of Training 
UMM Students and Healing Pathways Graduates 
 .................................. $2,400.00 
UMM Faculty and Staff  ..... $2,600.00 
Public  ......................... $2,850.00  
(Reiki master fee included) 
 
UMM students, faculty, staff and Healing Pathways 
graduates will have priority for the 20 spots available. 

 
Classes Held at: 

The University of Maryland Baltimore 
SMC Campus Center & Karme Wellness Center 

 
For directions: 

www.umaryland.edu/smccampuscenter/about2/directions.html 
www.karmewellness.com  

 

  Schedule of Classes &
 Costs 



  

 
Thank you for your interest in the University of 
Maryland Center for Integrative Medicine Yoga 
Teacher Training.  In order to ensure the best 
training possible, we require you to fill out this 
application.  Please answer these questions 
thoroughly and honestly.  We will contact you 
with our decision once your application has been 
reviewed.  
 
 
   Applicant Information 

Name _______________________________________________ 

Address___________________________________________________________________________ 

City, State, Zip_____________________________________________________________________ 

Work email _________________________________Home email _____________________________ 

Cell Phone___________________ Day Phone ______________   Evening Phone ________________ 

Preferred way to contact you ________________________________________________________ 

Date of Birth _____________________________ Gender_________________ 

Yoga Experience – Please tell us about your previous experience with yoga: Yrs of practice _____ 

Types of yoga studied _______________________________________ Where? __________________ 

Average times of practice per week______ Duration _____ Do you have a home practice? ______ 

Why do you want to be a yoga instructor? _______________________________________________ 

__________________________________________________________________________________ 

___________________________________________________________________________________ 

Are you currently a UMM Student, Faculty or Staff or Healing Pathways Graduate? ____________ 

If so, please list the school, the department and title you hold.  If not, please list your current 

form of employment. _______________________________________________________________ 

___________________________________________________________________________________ 

Please list any integrative training you have attended and are currently certified in (i.e., 

acupressure, aromatherapy, meditation) _______________________________________________ 

___________________________________________________________________________________ 

How do you plan on using these new skills in your life and work? ____________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

What makes you a unique candidate for this training? _____________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

Application 
Fall 2012 

Page 1 
 



  

Application 
Fall 2012 

Page 2 

 
This intensive year of training requires a large 
commitment on your part as well as ours.  We want 
to be sure you understand the dedication that is 
expected.  The following chart lists in detail the 
200+ hours. This class is designed to impact your 
life and train you to become an incredible yoga 
instructor and Reiki master.  For it to be effective, 
your attendance is crucial.  Please fill out the 
following quick chart to see if this time 
commitment is possible.  

 
Commitment Date and time Yes, I can No, I can’t 

34 /three-hour Thursday night 
classes September 20, 2012 - May 16, 2013   

Reiki level I  Sat, October 27th     10am – 5pm  
 

 

Reiki Level II Sat, November 10th  10am – 5pm  
 

 

Advanced Reiki  Sat, January 26th     10am – 5pm  
 

 

Reiki Masters class Fri & Sat. February 22nd & 23rd 10am – 5pm  
 

 

Personal yoga and Reiki practice ½ hour a day  
 

 

51 hours of additional yoga classes Weekly hour and a half yoga classes  
 

 

Two day intensive May 17th & 18th   9am – 7pm  
 

 

Assisting in real classes 5 hours  
 

 

Three-page paper 
creating a specific yoga sequence 
for a specific illness or injury 

N/A 
  

 
This is an intensively physical class and your health and well-being is important to us during its 
duration.  Are there any disabilities, illnesses, or conditions that we need to be sensitive to or that 
may effect your full participation in this program?  __________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Please list the schools your have attended and the degrees you have obtained. 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
In your organization, do you currently play a role in bringing integrative tools into your workplace?   
If so, please explain.  If you do not, do you see a need for this in your work environment? 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
 



CIM Celebrates 20 Years of Transforming Medicine 

E-Newsletter  

Summer 2011 

East Hall (shown here (R) next to the historic Davidge Hall) 
was officially “opened” at the 20th Anniversary & Ribbon 
Cutting Ceremony on May 17, 2011.  

Integrative Medicine Elective a Top Choice  
for 4

th
 Year Medical Students 

 
 “A truly empowered patient is the ideal patient,” Delia Chiaramonte, 
MD CIM, Director of Clinical Education , wrote in an opinion piece for the 
Journal of the American Medical Association. It’s a point of view she         
impresses upon 4th year medical students taking the Integrative Medicine 
elective.  Read More Here 

In Memorium 
Elizabeth (Lisa) Kimbrough Pradhan, PhD 

Assistant Professor 
 

 This past January, the Center for Integrative Medicine lost a dear 
friend and colleague when Lisa Kimbrough died of brain cancer. She 
dedicated her career to investigating mind/body medicine and had 
earned an international and national reputation for her research in this 
field and was studying the effectiveness of Mindfulness-based Stress 
Reduction (MBSR) and meditation to help victims of childhood abuse, 
persons suffering from depression, and those afflicted with painful     
rheumatoid arthritis.  Read More Here 

Brian Berman, M.D. is appointed to  
the NCCAM Advisory Council  

  
 Brian Berman, M.D. has been appointed to the Advisory Council for 
the NIH National Center for Complementary and Alternative Medicine 
(NCCAM).  The council serves as the principal advisory body to NCCAM, the 
lead federal agency for complementary and alternative medicine (CAM) 
research, and a component of the National Institutes of Health.   

Read More Here 

Delia Chiaramonte,  
Director of Education 

 CIM 20th Anniversary & Ribbon Cutting Ceremony 
 

 On Tuesday, May 17, 2011, the University of Maryland School of Medicine’s Center for 
Integrative Medicine celebrated its 20th Anniversary and cut the ribbon on its offices at East Hall 
on the UMB campus. More than 100 friends and supporters attended and listened to remarks by 
Senator Barbara A. Mikulski and University officials including President Jay Perman, School of 
Medicine Dean Albert E. Reece, and CIM Director Brian Berman about the Center’s contributions 
and its future goals.                  Read More Here 

...what we can do  
together 

 

     Your gift to the Center for 
Integrative Medicine is a    
wonderful way to say “thank 
you” to a caregiver for a job 
well done, to honor or      
memorialize a loved one, or 
to suppor t  research,        
education and clinical care in 
areas meaningful to you. To 
celebrate the Center’s 20th 
anniversary, a generous 
anonymous donor will double 
each gift made to the Center 
for Integrative Medicine. 

 

         Learn More Here 

Patricia (Pat) 
Ravella, CRNP, 
PhD, has joined 
the clinic as a 
Family Nurse 
Practitioner. She 
brings to the 
clini  

In the News 

 

      Brian Berman, M.D., 
describes the history of the 
University of Maryland Center 
for Integrative Medicine and 
the growth of integrative 
medicine in the U.S. in an 
article “The Triumph of New 
Age Medicine,” which is in the 
July/August 2011 edition of 
The Atlantic. 
 
     In an April 2011 U.S. News 
& World Report article entitled 
“Medical Schools Embrace 
Alternative Medicine,” Delia 
Chiaramonte, M.D. notes that 
medical students who learn 
about integrative medicine 
also learn the importance of 
taking better care of their own 
health to be more effective 
healers. 
 
     Chris D’Adamo, Ph.D. 
was quoted in Men’s Health 
Magazine (August 2011), as 
an expert  on d ietary 
supplements that work. 

To add or remove your name from our e-mail list, please email us at hbosk@compmed.umm.edu. 
General questions or comments? Email us at info@compmed.umm.edu or call 410-706-6166.  

Research Trials 

 

Are you eligible to participate 
in one of our research trials?   

     

    Click Here to See 

Photo:  Harry Bosk 

Classes 

 

Weekly Tai Chi & QiGong 
classes are offered at our 
Kernan Hospital location. 

     

Read More - Tai Chi 

Read More - Qi Gong 

Our 2012 Conference “Healing the Whole Person” is scheduled for April 14, 2012 and will feature 

keynote speaker Dr. Andrew Weil.  Check our website and Facebook for updates. 

What They Said…   
Highlights of Remarks from the Ceremony 
 
If we can change healthcare, we can change the world, 
U.S. Senator Barbara A. Mikulski. During her remarks, Senator 
Mikulski praised the Center for Integrative Medicine for 
advancing an understanding of complementary medicine in the 
United States and its pioneering research initiatives. 
 
For links to additional quotes and videos of the speakers, 
please click here. 

(Photo:  Mark Teske, SOM) 

Imagine... 

Officially cutting the ribbon to East Hall are (left to right) 
UMB President Jay A. Perman, School of Medicine Dean 
Albert E. Reece, CIM Director Brian Berman, Kohlberg 
Foundation Executive Director Nancy McCabe, and Tussi 
Kluge of the John W Kluge Foundation. 

We are now on                       ! “Like us” today for the latest news and updates about the Center and integrative medicine. 

(East Hall photo:  R. Owens, CIM; Ribbon Cutting photo:  M. Teske, SOM) 

Clinic Update 

clinic her experience in CAM, 
as well as family medicine, 
internal medicine, weight 
management, mental health, 
dermatology, and more. 

 Read More Here 

http://somvweb.som.umaryland.edu/absolutenm/templates/?a=1470&z=13
http://somvweb.som.umaryland.edu/absolutenm/templates/?a=1469&z=13
http://somvweb.som.umaryland.edu/absolutenm/templates/?a=1543&z=13
http://www.compmed.umm.edu/20_Years_of_Integrative_Medicine.asp
http://www.compmed.umm.edu/support.asp
mailto:hbosk@compmed.umm.edu?subject=Subscribe%20to%20e-Newsletter
mailto:info@compmed.umm.edu
http://www.compmed.umm.edu/research_clinical.asp
http://www.compmed.umm.edu/classes_taichi.asp
http://www.compmed.umm.edu/classes_qi.asp
http://www.compmed.umm.edu/Conference_2012.asp
http://www.compmed.umm.edu/20_Years_of_Integrative_Medicine.asp
http://www.facebook.com/pages/University-of-Maryland-Center-for-Integrative-Medicine/139002792829480
http://www.compmed.umm.edu/Patricia_(Pat)_Ravella,_CRNP,_PhD.asp


Appendix D: 
Health & Wellness  
Conference 2012 



Saturday, april 14, 2012  HiltON BaltimOre

Program Booklet 

ExPLorE.  ExPEriEncE.  EngagE.

& 
Center for integrative medicine

university of maryland School of medicine 

conference
Health Wellness 



The Center for Integrative Medicine is committed to evaluating 

the scientific foundation of integrative medicine, educating health 

professionals and the public, and integrating evidenced-based 

complementary therapies into clinical care. Founded in 1991, the 

Center was the first of its kind at a US academic health center. As a 

National Institutes of Health Center of Excellence for over 15 years and 

the coordinating center for the international Cochrane Collaboration 

Complementary Medicine Field, we are a leader in producing scientific 

evidence in integrative medicine.

Our goal is to help people achieve and maintain optimal health and 

wellness by emphasizing an approach to healing that values mind, body, 

and spirit. We honor a person’s innate capacity to heal, providing our 

patients with choices and empowering their self-care.

Each and every gift makes a difference by helping the Center to achieve 

our research, educational, clinical and cross-cultural collaborative 

priorities. To make a gift, please call 1 (877) FUND-SOM or donate 

online at compmed.umm.edu/support.asp.

about

how to donate



& 
Center for integrative medicine

university of maryland School of medicine 

conference
Health Wellness 

The University of Maryland Center for Integrative Medicine Health and Wellness Conference: Explore, 

Experience, Engage is a one day symposium for healthcare professionals and the lay public. The 

goal of the conference is to provide attendees with an understanding of integrative medicine and 

how different evidence based modalities, many practiced in different cultures and medical systems, 

promote health and well-being and can be incorporated into conventional health care.

Saturday, april 14, 2012  HiltON BaltimOre

explore. experience. engage.
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Conferenceagenda
7:30 am

8:00 am

8:30 am

9:00 am

9:30 am

10:00 am

10:30 am

11:00 am

11:30 am

12:00 pm

12:30 pm

1:00 pm

1:30 pm

2:00 pm

2:30 pm

3:00 pm

3:30 pm

4:00 pm

4:30 pm

5:00 pm

Registration and Exhibitor Area Open

Morning Break

Afternoon Break

Continental Breakfast
8:00 – 9:00

Keynote: Dr. Andrew Weil
Spontaneous Happiness

9:00 – 10:00

East Meets  
West

Dr. Lixing Lao, Ph.D., L.Ac.

Changing Your 
Mind, Changing 

Your Pain
Brian Morrison, D.C.

The Exercise 
Prescription
Lynne Brick, R.N.

Busting  
Stress

Delia Chiaramonte, M.D.

Cancer Care 
for the Whole 

Person
Chris D’Adamo, Ph.D. & 
Ting Bao, M.D., L.Ac.

Holistic 
Dentistry

Judy Yu, D.M.D.

Move into  
Optimum Health

Megan Rich, P.T.

High Touch  
Healing in a High 
Tech Health World

Donna Audia, R.N., 
Lolly Forsythe-Chisolm

Creating a More 
Effective  

Healthcare System
Jeffrey Bland, Ph.D.

Healing the 
Healer

Bonnie Tarantino, M.F.A.

Ayurveda
Food Used as 

Medicine
Susan Weis-Bohlen

Therapeutic 
Yoga

Suzy Pennington,  
Cert. Iyengar Inst., E-RYT 500

Mindful 
Eating

Catherine Kelleher,  
Sc.D., M.P.H., M.S., R.N.

Wellness in Your 
Workplace

Delia Chiaramonte, M.D., 
Chris D’Adamo, Ph.D., 
Rebekah Owens, L.M.T.

Tips to Age  
Successfully

Steven Gambert, M.D.

Mindfulness Based 
Stress Reduction

Catherine Kelleher,  
Sc.D., M.P.H., M.S., R.N.

Holistic Health  
for Women
Joyce Frye, D.O.

In Google  
We Trust?

Delia Chiaramonte, M.D.

Reinvigorate 
Your Body  
and Mind

Kevin Chen, Ph.D.

Supplement  
Your Dietary 

Supplement IQ
Chris D’Adamo, Ph.D.

Fatigue
What Do Adrenals 

Have To Do With It?
Lauren Richter, D.O.

Food as Medicine 
to Food as  
Information

Deanna Minich, Ph.D.

The Future of Medicine
Panel Lunch: Brian Berman, M.D., Jeffrey Bland, Ph.D., Delia Chiaramonte, M.D., Stephen Schimpff, M.D.

1:00 – 2:20

Humanism in a High Tech Environment: Is it Possible and How Does it Look?
Plenary Session: Dr. Thomas Scalea

2:30 – 3:30
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4:00 – 5:00

11:45 – 12:45

10:15 – 11:15
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4:00 – 5:00

11:45 – 12:45

10:15 – 11:15

4:00 – 5:00

11:45 – 12:45
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4:00 – 5:00
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4:00 – 5:00

11:45 – 12:45

10:15 – 11:15

4:00 – 5:00

11:45 – 12:45 11:45 – 12:45

1:00 pm Raffle Drawing



Conferenceagenda
Spontaneous Happiness
Andrew Weil M.D.
Dr. Andrew Weil’s new book, Spontaneous Happiness, redefines 
the notion of happiness and demonstrates the limitations of the 
biochemical model of mental health. He presents a vast, scientifically 
proven array of integrative treatment strategies for low mood and 
depression, drawing on techniques from Ayurveda, Buddhism, 
acupuncture, psychotherapy, mindfulness training, and much more. Dr. 
Weil will discuss many of the concepts contained in the book and their 
importance for wellness.

East Meets West
Lixing Lao, Ph.D., L.Ac.
Acupuncture is part of an ancient Chinese medical tradition based on 
theories of energy flow and balance. As it has become more accepted 
in the Western medical system, scientific explanations for the efficacy 
of acupuncture have emerged. Ideas such as ‘endorphin theory,’ ‘gate 
control theory’ and others help physicians and scientists to understand 
the effectiveness of acupuncture that is often observed in clinical 
research. Dr. Lixing Lao will discuss the Eastern and Western theories 
of acupuncture and explore its role in alleviating pain and improving 
functioning.

Busting Stress
Delia Chiaramonte, M.D.
Stress is a condition of both the body and the mind. Learn about 
how the sympathetic nervous system and hypothalamic-pituitary-
axis, the central controllers of the stress response, are an important 
component in stress management. In this session with Dr. Delia 
Chiaramonte, discover how stress can affect the cardiovascular 
system, the immune system and the gastrointestinal system and 
explore the evidence behind effective stress reduction techniques.

High Touch Healing in a High Tech 
Health World
Donna Audia, R.N., Lolly Forsythe-Chisolm
Healthcare delivery is changing. Today, the R Adams Cowley Shock 
Trauma Center at the University of Maryland integrates Reiki, music 
therapy, acupuncture, and other complementary therapies with its 
state-of-the-art technologies to promote healing of trauma patients. 
Donna Audia, RN, will discuss her experience as a pain management 
and integrative medicine nurse coordinating and providing 
complementary therapies at the patient’s bedside. She will explain its 
effect on physical, psychological and spiritual healing. Audia speaks 
frequently to nurses and hospital administrators about why she 
believes this type of care will become more prevalent in hospitals.

Holistic Health for Women
Joyce Frye, D.O.
From menstrual irregularities to prevention of osteoporosis, women 
of all ages are seeking natural ways to stay healthy. Join gynecologist 
Joyce Frye, DO to explore cutting edge issues, and new solutions, in 
women’s health, including environmental “xenoestrogens”, bio-identical 
hormones and how gut flora impacts estrogen metabolism.

Supplement Your Dietary Supplement IQ
Chris D’Adamo, Ph.D.
Dietary supplementation is growing in popularity. While most Americans 
take at least one dietary supplement, many people are confused by the 
regulation, safety, and efficacy of the supplements that they consume. 
Dr. D’Adamo will clarify these issues and present the latest research 
on specific dietary supplements that are effective as well as those that 
may be best to avoid. Learn about popular dietary supplements that are 
being taken for a wide variety of health conditions–ranging from arthritis, 
to immune system enhancement, to depression–and become a more 
informed consumer when choosing supplements.



Fatigue–What Do Adrenals Have To Do With It?
Lauren Richter, D.O.
Everyone gets tired, but for some people excessive fatigue makes life 
hard to enjoy. Even sleep may not relieve persistent tiredness. Adrenal 
fatigue and thyroid dysfunction affect our energy, cortisol levels, blood 
sugar, and even sex drive. In this important and informative talk, Dr. 
Lauren Richter will explain the interactions between our hormones and 
our health, as well as basic strategies for maximizing wellness and 
boosting energy.

Food as Medicine to Food as Information
Deanna Minich, Ph.D.
The traditional, ancient concept of “food as medicine” has become 
transformed into “food as information” in the 21st century. 
Breakthrough scientific research has demonstrated that the foods we 
ingest are composed of various compounds — everything from grams 
of macronutrients to milligrams of phytonutrients — that affect cell 
signal transduction, ultimately altering gene expression and phenotypic 
output. Dr. Minich will explain how the discovery of the role of food 
components in cellular communication has potential for the clinical 
application of tailoring food intake can reduce symptoms of disease and 
promote optimal wellness.

Creating a More Effective Healthcare 
System–The Functional Medicine Movement
Jeffrey Bland, Ph.D.
The next 20 years will be both a critical and exciting time in health 
care. Unless new solutions are found and implemented, the financial 
burden of the present U.S. system will outpace the national debt, and 
the cases of chronic illness such as obesity and Type 2 diabetes will 
continue to grow. Functional Medicine is a movement! It is a systems 
biology approach to personalized health care that encompasses the 
gene-environment relationship (epigenetics), lifestyle (nutrition & diet, 
mind & body, stress management & movement), and the biochemical 
individuality of each patient. Dr. Jeffrey Bland will describe how 
the growing Functional Medicine movement has taken hold among 
healthcare providers and patients who are motivated to create change 
and revolutionize health care.

In Google We Trust?
Delia Chiaramonte, M.D.
Knowledge is power, and effective medical self-advocacy requires 
an educated healthcare consumer. The Internet offers a mountain 
of medical information – some helpful and some inaccurate or even 
dangerous. Dr. Chiaramonte will teach you to effectively search 
scientific databases such as PubMed, identify medically accurate 
websites, critically evaluate a research study and avoid misleading 
information on the internet.

Changing Your Mind, Changing Your Pain
Brian Morrison, D.C.
Dr. Janet Travell said, “After an injury tissues heal, but muscles learn. 
They readily develop habits of guarding that outlast the injury/threat.” 
Our brain programs these habits, creating new pain even though 
the initial tissue injury has healed. Can you “reboot your brain” and 
decrease this pain? Chiropractor, Dr. Brian Morrison, will explain how 
treating musculoskeletal dysfunctions with manual, propriocepetive and 
kinesthetic sensory-motor therapy can help the body and brain get pain 
under control.

Mindful Eating
Catherine Kelleher, Sc.D., M.P.H., M.S., R.N.
Often we eat in response to stress or emotions and continue to eat 
even when we feel full. Mindful eating helps us to tune in to what 
triggers us to eat and respond in more satisfying ways to our emotional 
and physical hunger and enjoy our food more. University of Maryland 
School of Nursing professor Dr. Catherine Kelleher, who does research 
on mindfulness-based stress reduction and mindful eating, will offer 
practical ways to get you started on eating mindfully.

Tips to Age Successfully
Steven Gambert, M.D.
We know that we have a genetic map but is our course set? Internist, 
Dr. Steven Gambert, will draw from the latest research on aging, from 
telomeres to free radicals, and discuss strategies for avoiding age related 
illness. He will provide a blueprint to promote “successful” aging.



Conferenceagenda
Ayurveda–Food Used as Medicine
Susan Weis-Bohlen
In Sanskrit, Ayurveda means “knowledge for long life.” The 5,000 
year-old Indian science of health, Ayurveda is the oldest known medical 
system in the world. Susan Weis-Bohlen, a Chopra Center certified 
instructor of Ayurveda, will introduce you to its foundational principles, 
which include nutrition, meditation, and yoga, as well as the three 
primary mind-body constitutions (doshas). Learn how to use this 
information in your practice as well as your personal life, to create 
harmony in your environment, and balance with the elements inside 
and out. By balancing your doshas through food, daily routine and 
stress reduction, you will find your natural weight, feel enthusiastic and 
energetic, reduce toxins and increase vitality.

Cancer Care for the Whole Person
Chris D’Adamo, Ph.D. and Ting Bao, M.D., L.Ac.
People living with cancer can improve their prognosis and reduce 
treatment side effects through healthy lifestyle practices and 
integrative medical care. Dr. D’Adamo will present the latest scientific 
evidence revealing how dietary flavonoids, phenols, omega-3 fatty 
acids, and the many other components of a nutrient-dense diet as well 
as regular physical activity can improve the survival and quality of life 
for people living with cancer. Oncologist, Dr. Ting Bao will describe 
both the research and her clinical experiences using acupuncture to 
reduce pain, fatigue, and treatment-induced side effects of cancer 
patients.

Holistic Dentistry–Something to Smile About
Judy Yu, D.M.D.
The evidence supporting the important role of oral health in our overall 
health and wellness is mounting. Embracing a whole-person approach 
that intertwines both mind and body, Dr. Judy Yu will discuss how oral 
hygiene can impact everything from cardiovascular health to enhanced 
self-esteem brought about by a beautiful smile. She will also address a 
number of hot topics including mercury amalgam removal, the effects 
of hormonal changes on oral health, dental solutions for sleep apnea, 
and advances in sedation dentistry that can help put patients at ease.

The Future of Medicine
Brian Berman, M.D., Jeffrey Bland, Ph.D., Delia Chiaramonte, M.D., 
Stephen Schimpff, M.D.
The medicine of the future will be personalized and powerful. A focus 
on wellness, attention to the mind-body connection and expanding 
knowledge of the human genome will give physicians the tools to 
create highly effective, personalized treatment plans. The physicians 
of the future will practice with a collaborative and integrative approach, 
will welcome empowered patients and will attend to their own wellness 
in order to serve as health mentors. Changes in research and medical 
education are crucial and inevitable in order to bring about this exciting 
vision. Listen to a panel of expert medical leaders whose writings and 
research have influenced the medical profession, Brian Berman, M.D., 
founder and director of the University of Maryland Center for Integrative 
Medicine, Stephen Schimpff, M.D., former chief executive officer, 
University of Maryland Medical System, and Delia Chiaramonte, M.D., 
director of education, University of Maryland Center for Integrative 
Medicine, discuss the future of healthcare and medicine.

Humanism in a High Tech Environment: 
Is it Possible and How Does it Look?
Thomas Scalea, M.D.
Humanism focuses on human values and concerns and a humanistic 
approach in medicine respects patients’ interests and highly values 
their dignity and care. Renowned trauma surgeon, Thomas Scalea, 
M.D., recognizes the importance modern medical technology and the 
ways it can sometimes conflict with humanism. Join Dr. Scalea for an 
insider’s perspective on how the practice of medicine has evolved and 
the challenges of integrating a humanistic and healing perspective into 
the modern medical experience.

Healing the Healer
Bonnie Tarantino, M.F.A.
Nurses, social workers, physicians, therapists, and other care-giving 
professionals dedicate so much time and energy to their patients and 
clients that they tend to neglect their own needs. Bonnie Tarantino 
will provide practical wellness strategies that have been used to train 
more than 100 nurses at the University of Maryland and hospitals in the 



Mid-Atlantic region. In this experiential session caregivers will learn how 
to decrease feelings of burnout and discover ways to reconnect to your 
professional passion.

Reinvigorate Your Body and Mind–
Medical Qigong
Kevin Chen, Ph.D.
A healing tradition rooted in centuries old traditional Chinese medicine, 
qigong can help reduce stress and pain and reinvigorate your energy 
and spirit. Qigong integrates body movements, breathing and the 
mind. Dr. Kevin Chen, author of Chinese Medical Qigong and a qigong 
instructor, will engage you in a qigong demonstration and explain its 
principles and role in seeking optimal health. (This class incorporates 
movement. Please wear comfortable clothes.)

The Exercise Prescription
Lynne Brick, R.N.
Most of us recognize the importance of exercise in achieving optimal 
health and wellness. However, fitting exercise into our busy lives can be 
challenging. Fitness expert Lynne Brick will provide simple and practical 
advice on how to successfully incorporate exercise into your daily 
routine. Learn how basic exercises that you can perform anywhere in 
just a few minutes a day will help you live longer, increase your energy, 
make you more productive, and improve the overall quality of your life. 
(This class incorporates movement. Please wear comfortable clothes.)

Wellness in Your Workplace
Delia Chiaramonte, M.D., Chris D’Adamo, Ph.D., Rebekah Owens, L.M.T.
Work can be stressful at times for everyone. It is the inability to manage 
this work-related stress that can interfere with your productivity and 
negatively impact your physical and emotional health. A team of 
wellness experts from the University of Maryland School of Medicine 
Center for Integrative Medicine will lead this workshop offering a variety 
of quick and simple exercises, dietary strategies, massage techniques, 
and mind-body practices that can be performed at work to help revive 
your energy, increase your productivity, and boost your spirit. (This 
class incorporates movement. Please wear comfortable clothes.)

Mindfulness Based Stress Reduction (MBSR)
Catherine Kelleher, Sc.D., M.P.H., M.S., R.N.
Based on meditation practices by Buddhist monks for centuries, Jon 
Kabat Zinn created the MBSR program in 1979 at the University of 
Massachusetts School of Medicine for people suffering from different 
types of chronic pain and disease. His MBSR program kindled the 
current mindfulness movement, and today MBSR programs are widely 
used to boost well-being in everyday life. Defined simply, mindfulness 
is paying attention to one’s thoughts, emotions, and body sensations 
in a particular way: on purpose, in the present moment, and in a non 
judgmental way. Catherine Kelleher, a University of Maryland School of 
Nursing faculty member and MBSR instructor, will introduce you to the 
first steps to practicing mindfulness.

Therapeutic Yoga
Suzy Pennington, Certified Iyengar Instructor, E- RYT 500
Yoga is one of the most profound systems for health and wellness in 
the world. It does this by harnessing the mind to the body which brings 
self-awareness and a deep connection to the universe around you. Suzy 
Pennington, founder and owner of Susquehanna Yoga, will teach you 
yoga poses to address chronic areas of pain such as the lower back, 
hips and knees. Pennington has taught yoga classes to a diverse group 
of professionals including the Johns Hopkins School of Medicine, the 
U.S. Tetrathalon Team, members of the N.F.L. Baltimore Ravens and the 
Towson University Theater Arts Department. (This class incorporates 
movement. Please wear comfortable clothes.)

Move into Optimum Health
Megan Rich, P.T.
Proper alignment, core stability, spine range of motion, and balance are 
critical for enhancing performance, preventing injury, promoting healing, 
and making healthy use of time spent exercising. Learn how to safely 
and successfully integrate these skills with the scientific principles used 
by physical therapists to evolve Pilates, Gyrotonics, aquatics, and yoga 
practices. Physical therapist Megan Rich demonstrates therapeutic 
techniques and leads participants through a unique model of exercise 
that benefit both healing and healthy clients to preserve, restore, and 
improve function. (This class incorporates movement. Please wear 
comfortable clothes.)
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Andrew Weil, M.D.
Andrew Weil was born in Philadelphia in 1942, received an A.B. degree in biology (botany) from 
Harvard in 1964 and an M.D. from Harvard Medical School in 1968. After completing a medical 
internship at Mt. Zion Hospital in San Francisco, he worked a year with the National Institute of 
Mental Health, then wrote his first book, The Natural Mind. From 1971-75, as a Fellow of the 
Institute of Current World Affairs, Dr. Weil traveled widely in North and South America and Africa 
collecting information on drug use in other cultures, medicinal plants, and alternative methods of 
treating disease. From 1971-84 he was on the research staff of the Harvard Botanical Museum 
and conducted investigations of medicinal and psychoactive plants.

At present Dr. Weil is Director of the Arizona Center for Integrative Medicine at the University of 
Arizona, where he also holds the Lovell-Jones Endowed Chair in Integrative Rheumatology and 
is Clinical Professor of Medicine and Professor of Public Health. The Center is the leading effort 
in the world to develop a comprehensive curriculum in integrative medicine. Graduates serve as 
directors of integrative medicine programs around the United States, and through its Fellowship, 
the Center is now training doctors and nurse practitioners around the world.

Andrew Weil is the author of many scientific and popular articles and of 11 books: The Natural Mind; The Marriage of the Sun and Moon; From 
Chocolate to Morphine (with Winifred Rosen); Health and Healing; Natural Health, Natural Medicine; and the international bestsellers, Spontaneous 
Healing and 8 Weeks to Optimum Health. Recent books are Eating Well for Optimum Health: The Essential Guide to Food, Diet, and Nutrition; The 
Healthy Kitchen: Recipes for a Better Body, Life, and Spirit (with Rosie Daley); Healthy Aging: A Lifelong Guide to Your Well-Being, and Why Our Health 
Matters: A Vision of Medicine That Can Transform Our Future (issued in paperback (with new content) as You Can’t Afford to Get Sick. His newest 
book, Spontaneous Happiness, was published in November 2011. Oxford University Press is currently producing the Weil Integrative Medicine 
Library, a series of volumes for clinicians in various medical specialties; the first of these, Integrative Oncology (co-edited with Dr. Donald Abrams) 
appeared in 2009. Since then, Integrative Psychiatry, Integrative Pediatrics, Integrative Women’s Health, Integrative Rheumatology and Integrative 
Cardiology have been published.

Dr. Weil is the editorial director of the popular website, Dr. Weil.com (www.drweil.com), and appears in video programs featured on PBS. He can be 
found on Facebook at www.facebook.com/DrWeil and Twitter @drweil. He also writes a monthly column for Prevention magazine. Dr. Weil serves 
as the Director of Integrative Health at Miraval Resort in Catalina, Arizona. A frequent lecturer and guest on talk shows, Dr. Weil is an internationally 
recognized expert on medicinal plants, alternative medicine, and the reform of medical education. He lives in Tucson, Arizona, USA.



Keynote Speaker

Thomas M. Scalea, M.D.
Dr. Scalea, physician-in-chief, R Adams Cowley Shock Trauma Center (STC), has reorganized the world-
renowned trauma center during his 12 years as its director and chief physician. Over his tenure, the STC has 
grown from admitting 5,800 patients to over 7,700 patients annually.

An award winning trauma surgeon, Dr. Scalea believes in leadership by example. He still takes night calls and 
is a constant presence at STC typically putting in as many as 100 hours a week. In addition, Dr. Scalea is a 
special advisor to the military, continually refining the trauma training he and his staff provide for the U.S. Air 
Force C-STARS (Center for Sustainment of Trauma and Readiness Skills) program. This program began at the 
STC shortly after Sept. 11, 2001.

A prolific investigator and committed medical educator, Scalea publishes widely and has brought in trauma as 
a required course for all third year medical students.

While the Shock Trauma Center houses the most recent technological advances for both patient care and professional education, Dr. Scalea 
has become an advocate for integrative medicine. More than a decade ago, he began a partnership with Dr. Brian Berman to conduct research 
on the use of complementary medicine therapies for trauma patients. In addition, the Shock Trauma Center is unique for the wide range of 
complementary treatments it offers patients.

Panel Speakers

Brian Berman, M.D.
Dr. Berman, professor of Family and Community Medicine and director of the Center for Integrative Medicine 
University of Maryland School of Medicine, is recognized as a pioneer in the field of integrative medicine. 
Twenty years ago, he founded the Center for Integrative Medicine that was the first program of its kind at a 
U.S. academic health center.

A National Institutes of Health-funded researcher, he has published extensively on acupuncture and mind/
body medicine in such prestigious journals as the Annals of Internal Medicine and the New England Journal of 
Medicine. He served as the first chair of the Consortium of Academic Health Centers for Integrative Medicine, 
which now includes 50 member institutions. Additionally, Dr. Berman co-founded the complementary medicine 
field within the Cochrane Collaboration, an international organization that evaluates medical practices  
through systematic reviews of research literature. Dr. Berman was the 2005 recipient of the Bravewell 
Leadership Award for his achievements in “transforming healthcare in America and ushering in a new  
practice of medicine.”
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Delia Chiaramonte, M.D.
Dr. Chiaramonte, assistant professor of Family Medicine and the director of education at the University of 
Maryland Center for Integrative Medicine is board certified in Family Medicine, Hospice and Palliative Care 
and certified in integrative medicine. Dr. Chiaramonte creates and implements integrative medicine curricula 
for medical students and lectures extensively on integrative medicine topics to medical, lay public and 
corporate audiences. She is a Steering Committee member for the Consortium of Academic Health Centers 
for Integrative Medicine, a member of the organization’s education committee and co-chair of the research 
instrument subcommittee.

Dr. Chiaramonte’s experience practicing conventional medicine spurred her interest in integrative medicine. 

After discovering that patients with complex concerns often responded best to an integrative approach, Dr. 
Chiaramonte pursued postgraduate training in mind-body techniques, Chinese herbal medicine and positive 
psychology. Her primary interests include mind-body medicine, stress reduction, integrative wellness and 
patient advocacy.

Steven C. Schimpff, M.D.
Dr. Schimpff, author, physician, former chief executive officer of the University of Maryland Medical Center and 
member of the University of Maryland School of Medicine faculty, is in the forefront of medical education and 
patient care. He teaches residents and fellows in oncology and infectious diseases. His passion for advancing 
health care for future generations is embodied in his three books on the topic for the general public, including 
The Future of Medicine–Megatrends in Healthcare and the newly published The Future of Health Care Delivery– 
Why It Must Change and How It Will Affect You.

Dr. Schimpff is internationally recognized for his cancer research at the University of Maryland and the National 
Cancer Institute. He has published more than 200 scientific articles on cancer oncology and healthcare and is 
board certified in internal medicine, infectious diseases, and medical oncology. 



Workshop Presenters

Donna Audia, R.N.
Donna Audia, integrative therapy registered nurse at the University 
of Maryland R Adam Cowley Shock Trauma Center, works to develop 
and implement integrative medicine care plans for patients and their 
families. Some of the therapies she uses to promote the healing 
process include Reiki, sound healing, music, art, acupressure, guided 
imagery, yoga, breath work, and journaling. She frequently lectures 
about her work with patients speaking to professionals and students 
around the country as well as at the University of Maryland Baltimore. 
In 2011, she was nominated as a Daily Record Health Care Hero. Her 
prior positions as a critical care nurse and her work as a pain service 
nurse, enable her to share her experience and to bring compassion 
to patients, families and staff within the University of Maryland 
Medical Center.

Ting Bao, M.D., D.A.B.M
Dr. Bao, assistant professor, University of Maryland School of 
Medicine, earned her M.D. at the Johns Hopkins School of Medicine 
and she received formal training in acupuncture at the Helms 
Medical Acupuncture Institute which is affiliated with the University 
of California, Los Angeles. In 2006, she was awarded a Medical 
Oncology Fellowship at the Johns Hopkins School of Medicine 
and the Sidney Kimmel Comprehensive Cancer Center. During 
her fellowship she grew interested in translational breast cancer 
research and acupuncture research. Two years ago, Dr. Bao became 
a joint faculty member at the University of Maryland Marlene and 
Stewart Greenebaum Cancer Center and the Center for Integrative 
Medicine. Her long-term research goal is to integrate complementary 
and alternative medicine into oncology practice to improve the 
patient’s quality of life and prevent cancer. She continues to maintain 
an interest in research examining the biological mechanism of 
acupuncture.

  

Jeffrey S. Bland, Ph.D., F.A.C.N, F.A.C.B
Dr. Bland, chief science officer of Metagenics, and president of 
Metaproteomics, is recognized internationally for his achievements in 
the nutritional medicine field.

A nutritional biochemist and registered clinical laboratory director, Dr. 
Bland is a former professor of biochemistry at the University of Puget 
Sound, and a previous Director of Nutritional Research at the Linus 
Pauling Institute of Science and Medicine. Dr. Bland has developed 
HealthComm as a leader in the development of medical foods. 
In addition, he established the internationally respected Institute 
for Functional Medicine that trains health practitioners globally in 
nutritional and functional medicine.

He has written five books on nutritional medicine for healthcare 
professionals and five books on nutrition and health for the lay-public. 
Also, he has served as the principal author of more than 100 peer-
reviewed research papers on nutritional biochemistry.

Dr. Bland holds numerous patents for nutritional products and 
oversees the Functional Medicine Research Center and the Institute 
for Functional Medicine.

Lynne Brick, R.N.
Lynne Brick, founder and co-owner of “Brick Bodies Fitness Services, 
Inc.,” is an internationally acclaimed fitness expert. In addition to 
owning a chain of co-ed and women-only health clubs, she serves as 
a consultant to health clubs and fitness professionals and produces 
exercise videos. She has been featured in over a dozen exercise 
videos including the highly acclaimed Buns of Steel series.

Ms. Brick travels the world training group-exercise instructors and 
has conducted workshops for fitness professionals in more than 25 
countries. She is the author of Fitness Aerobics published by Human 
Kinetics and a contributing author for Fitness Theory & Practice, 
which is a comprehensive resource for fitness instruction published 
by the Aerobics and Fitness Association of America.
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Kevin Chen, Ph.D., M.P.H.
Dr. Chen is an associate professor of Family and Community 
Medicine at the University of Maryland School of Medicine Center 
for Integrative Medicine. In addition to being a certified Qigong 
instructor, he is currently working on NIH- and foundation-funded 
research projects to apply Qigong therapy and self-care methods in 
the treatment of addiction, arthritis, anxiety disorders, fibromyalgia, 
cancer and other health conditions. Dr. Chen is among the few 
scientists who have both fundamental knowledge of mind-body 
exercises and active involvement in bio-energy research in the U.S. 
He is the associate editor-in-chief of the English version textbook 
“Chinese Medical Qigong” (2010), and the publisher of Yang-Sheng 
magazine and network (http://yang-sheng.com). Dr. Chen devotes 
his career and life to the practice of body-mind-spirit integration  
and to the promotion of self-healing and positive mind through the 
non-profit organization World Institute for Self Healing (WISH)  
www.wishus.org.

Chris D’Adamo, Ph.D., C.P.T.
Dr. D’Adamo, assistant professor, Family & Community Medicine, 
Center for Integrative Medicine, University of Maryland School of 
Medicine, is a nutritional research scientist with an interest in the 
synergistic effects of diet, exercise, and genetics on the prevention 
and treatment of chronic disease. An epidemiologist, he has dual 
appointments in the Department of Family & Community Medicine 
and in the Department of Epidemiology & Public Health. He also 
holds an adjunct faculty position in the Nutrition and Integrative 
Health graduate program at Tai Sophia Institute.

Dr. D’Adamo has presented his nutritional research at national 
professional conferences and has authored peer-reviewed 
publications in Nutrition Research and The Journals of Gerontology: 
Medical Sciences as well as other medical journals. In addition to his 
academic experience, Dr. D’Adamo is a Certified Personal Trainer 
through the American Council on Exercise (ACE) and a Certified 
Sports Nutrition Consultant through the International Sports Medicine 
Association (ISMA).

Lolly Forsythe-Chisolm, B.A.
Lolly Forsythe-Chisolm is the Integrative Care Technician at the 
University of Maryland Medical Center (UMMC). As an artist, Usui 
and Karuna Reiki Master, and a yoga instructor, Lolly is responsible 
for bringing relaxation techniques to patients, families and staff as a 
part of their recovery and/or overall wellbeing. Through the Art for 
Compassion program that she developed at UMMC, Lolly combines 
art, Reiki and yoga to teach self-care through mindfulness-based 
workshops. In addition, Lolly shares her expertise by lecturing at 
conferences and offering yoga classes for UMMC staff.

Joyce Frye D.O., M.B.A., M.S.C.E.
Dr. Frye, clinical assistant professor in the departments of Family & 
Community Medicine and Obstetrics, Gynecology, & Reproductive 
Sciences at the University of Maryland School of Medicine, has 
practiced integrative women’s health care for more than 20 years. In 
Philadelphia, she founded the city’s first all women OB/GYN practice 
and served as the chairman of the Department of Gynecology at 
Presbyterian Medical Center.

She is board certified by the American Board of Obstetrics and 
Gynecology and by the American Board of Holistic and Integrative 
Medicine. With a background in psychology and additional training 
in botanical medicine, functional medicine, hypnosis, homeopathy, 
osteopathic manipulation, and epidemiology, she recognizes that 
the individual is more than her diagnosis and brings a large bag of 
tools with which to treat “the patient with the disease”. She seeks to 
advance clinical research to develop the evidence base needed to 
support integration of complementary therapies into the practice of 
health care.



Steven R. Gambert, M.D., A.G.S.F., M.A.C.P.
Dr. Gambert, professor of medicine, University of Maryland School 
of Medicine, director of geriatric medicine, University of Maryland 
Medical Center, and director of the Geriatric Medicine Program at the 
R Adams Cowley Shock Trauma Center, frequently lectures nationally 
and internationally about health care for the elderly and the process 
of aging and age-prevalent illnesses. Currently, he serves as Editor-in-
Chief of Clinical Geriatrics and he authored Be Fit for Life: A Guide to 
Successful Aging.

His research has focused on aging and he was a recipient of the 
Geriatric Medicine Academic Award of the National Institute on Aging 
and the Joseph T. Freeman Award of the Gerontological Society of 
America.

The American Health Journal national survey recognized him as one 
of America’s Best Physicians and US News and World Report listed 
him as one of “America’s Top Doctors”.

Catherine Kelleher, Sc.D., M.P.H., M.S., R.N.
Dr. Kelleher, associate professor, University of Maryland School of 
Nursing, conducts health services research and teaches health policy 
courses. Since 2006, she has been developing additional expertise 
in teaching and evaluating outcomes of mindfulness-based stress 
reduction (MBSR) interventions, and one of its derivatives, mindful 
eating. She has completed all of the MBSR teacher training courses 
offered by the Center for Mindfulness in Medicine, Health Care 
and Society based at the University of Massachusetts Worcester 
Medical School, as well as professional training in mindfulness-based 
cognitive therapy (MBCT) for prevention of depression relapse, 
mindfulness-based eating awareness training (MB-EAT) for health 
care professionals, and the Being with Dying Professional Training 
Program in Contemplative End of Life Care. In addition, she has co-
taught a MBSR series open to all UMB health professions’ students, 
and currently serves as a co-investigator for the mindful eating 
component of a funded study “Weight Loss for Black Breast Cancer 
Survivors”.

Lixing Lao, Ph.D., L.Ac.
Dr. Lao, professor, Family & Community Medicine, University of 
Maryland School of Medicine, directs research in traditional Chinese 
medicine at the University of Maryland Center for Integrative 
Medicine. He has served as the principal investigator and co-
investigator on a number of clinical trials and pre-clinical studies 
in acupuncture funded by the National Institutes of Health and 
U.S. Department of Defense. Widely recognized for his unique 
contributions to acupuncture research methodology, specifically in 
the area of placebo controls, he publishes and lectures extensively in 
this field.

Dr. Lao was trained at the Shanghai University of Traditional Chinese 
Medicine and has a Ph.D. in physiology from the University of 
Maryland. An experienced clinician, Dr. Lao practices acupuncture 
and Traditional Chinese Medicine, including Tui Na and herbal 
medicine. 

Deanna Minich, Ph.D., F.A.C.N., C.N.S.
Dr. Minich, vice president of scientific affairs at Metagenics, Inc., 
has an active role in leading the company’s global innovation and 
educational programs. She also serves at the company’s nutrition 
spokesperson educating licensed healthcare practitioners on 
nutritional therapies for chronic disease.

Dr. Minich has leveraged her educational background and leadership 
in nutritional medicine to create a class series addressing nutrition 
and its connection to the “whole self” entitled Nutrition for the Soul™, 
and has offered them in academic settings and medical clinics. The 
Nutrition for the Soul™ material is addressed extensively in her four 
published books, Chakra Foods for Optimum Health (Conari Press, 
March 2009), An A to Z Guide to Food Additives: Never Eat What You 
Can’t Pronounce (Conari Press, August 2009), Quantum Supplements 
(Conari Press, January 2010), The Complete Handbook to Quantum 
Healing (Conari Press, January 2011). A dynamic presenter, she has 
appeared on radio and television.
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Brian Morrison, D.C.
Dr. Morrison is a licensed chiropractor with over 23 years experience 
in private practice. Dr. Morrison realized early in his career that 
manipulation and manual therapy was a healing art spanning many 
disciplines. In addition to chiropractic, he studied the manipulative 
techniques of osteopathy, orthopedic manual therapy, medical 
manual therapy and various methods of physical therapy and 
rehabilitation. His practice offers a variety of techniques that focus on 
providing state of the art manual therapy combined with corrective 
rehabilitation. He believes correcting biomechanical dysfunctions of 
the musculoskeletal system aids in reducing or eliminating pain and 
restoring comfortable, healthy, efficient movement.

In 2005, the Maryland Chiropractic Association honored him 
“Chiropractor of the Year” for his role in creating collegial relationships 
between the chiropractic and medical communities in Maryland. 
Currently, he is an adjunct instructor at the University of Maryland 
School of Medicine where he teaches a module on chiropractic, pain 
and analgesia for 2nd year students and an over-view of chiropractic 
and manual therapy for 4th year medical students.

Rebekah (Beka) Owens, L.M.T., N.C.T.M.B.
Beka Owens is a Baltimore School of Massage alum and a nationally-
certified and State of Maryland licensed massage therapist.  She is 
trained in Swedish and deep tissue massage, myofascial release, 
prenatal/postnatal & fertility (preconception) massage, hot stone 
therapy, Lomi Lomi, seated massage, orthopedic massage, isometric 
muscle balancing, basic sports massage, spa therapies, reflexology, 
and Reiki.  She is also a Certified Infant Massage Instructor and 
has a Bachelor’s degree in Allied Health Management from Towson 
University.  She works full time for the Center for Integrative Medicine 
as the Coordinator and the Assistant to the Director, teaches UM 
medical students about massage in the integrative medicine elective, 
and sees massage clients in her off-hours.

Suzy Pennington, Certified Iyengar Instructor, E- RYT 500
Suzy Pennington, founder and director of Susquehanna Yoga, 
became a student of Iyengar yoga in 1993. She travelled to India 
to study with B.K.S. Iyengar who developed this form of yoga that 
emphasizes precise body alignment. One of Mr. Iyengar’s goals 
was to help people achieve harmony of the body, mind and spirit as 
experienced by yogis. Inspired by Mr. Iyengar, Ms. Pennington traded 
teaching business at the University of Baltimore for teaching yoga 
and opened Susquehanna Yoga in 1996. In addition to yoga, the 
studio offers meditation sessions and special programs for the mind, 
body and spirit.

Megan Rich, P.T.
Megan Rich, managing director and founder of Megan Rich Physical 
Therapy and the Baltimore Movement Institute, draws on her 
expertise and experience as a physical therapist and dance medicine 
specialist to offer patients an integrated approach to healing using 
movement and physical therapy. In 1987, Ms. Rich was attending 
University of Sydney, Australia for physiotherapy, teaching dance and 
choreographing for Olympic level gymnasts and studying to become 
a Pilates instructor. This experience led her to develop her unique 
practice that integrates movement and physical therapy to improve 
health and performance and prevent injury.

Currently, Ms. Rich is developing comprehensive education and 
exercise protocols and videos for patients with post hip arthroscopy 
and anterior total hip replacement. She provides backstage care 
for national touring musicals and shows for the Hippodrome. Ms. 
Rich continues to evolve and teach Gyrotonic, reformer, mat, and 
challenging pool Pilates classes.



Lauren B. Richter, D.O., L.Ac.
Clinical assistant professor, Family and Community Medicine, 
University of Maryland School of Medicine, associate medical 
director, clinic Center for Integrative Medicine and Integrative Family 
Physician, Dr. Richter possesses more than 25 years experience as 
a physician with a focus on helping people attain the highest possible 
states of health.

Dr. Richter chose to pursue a degree in Osteopathic Medicine 
because it addressed her belief that the art of medicine is treating 
individual people not individual symptoms. A successful personal 
battle with cancer changed her professional life. After finding that 
acupuncture restored the energy that cancer treatments took from 
her, she decided to attend Tai Sophia Institute in Laurel, Maryland and 
obtain a degree and license in acupuncture.

Dr. Richter specializes in the integration of modern and traditional 
medical therapies, with an emphasis on the use of natural 
treatments, osteopathic manipulation and acupuncture along with 
medications and surgery.

Bonnie Tarantino, M.F.A.
Bonnie Tarantino is founder and director of the Healing Pathways 
Program at the University of Maryland School of Medicine Center for 
Integrative Medicine. The program is designed to help healthcare 
professionals improve their health by learning mind/body therapies, 
and to use some of these therapies at a patient’s bedside. An 
accomplished Reiki Master and certified yoga instructor, Ms. 
Tarantino has taught more than 100 health professionals from 
various institutions including R Adams Cowley Shock Trauma Center, 
University of Maryland Health Care System, Walter Reed National 
Military Medical Center, Johns Hopkins Hospital and the Veterans 
Administration Maryland Health Care System Hospital.

Susan Weis-Bohlen
Susan Weis-Bohlen, proprietress of Breathe Books, was certified 
in 2008 through the Chopra Center in California, as an Ayurvedic 
consultant and teacher. Ms. Weis studied Ayurveda with Drs. 
David Simon and Deepak Chopra. She studied Ayurvedic cooking 
with cookbook author and teacher Amadea Morningstar. Through 
the practice of Ayurveda, she lost 50 pounds and lowered her 
cholesterol level by 80 points.  She has counseled hundreds of 
people on the principles of Ayurveda and taught them how to include 
Ayurvedic tools and techniques into their daily routines, helping 
people to reduce weight, increase health and vitality, and well-being.

Ms. Weis opened Baltimore’s only mind/body/spirit bookstore, 
breathe books, in 2004. She has been meditating and doing yoga 
since the mid-1990s and has been practicing Ayurveda since 2007.

Judy Yu, D.M.D.
Dr. Yu, a graduate of Temple University’s School of Dentistry, focuses 
her dental practice not only on dental health concerns, but on overall 
health, including physical, mental and environmental factors. She 
believes that many factors influence one’s health and that limiting 
the toxins, pollutants and pesticides in our body, through food, 
medicaments or the environment can really boost ones immunity.  
At her state of the art eco-friendly dental facility, Dr. Yu emphasizes 
educating patients about their conditions and their options so they 
can make informed decisions. She has been recognized as one of 
“Baltimore’s Top Doctors”. 

Dr. Yu is currently a member of American Dental Association (ADA), 
Maryland State Dental Association (MSDA), the Academy of General 
Dentists (AGD), The Maryland Academy of General Dentists and 
she has served on the Maryland State Committee for Oral Cancer 
Awareness.



The University of Maryland Medical Center is one of the nation’s oldest academic medical centers. Our patients 
benefit from the talent and experience of the finest physicians, nurses, researchers and other health care 
providers. Health care professionals from many disciplines work together as a team to cure illness, conquer 
disease, and assure the needed support for patients and their families. All of the medical center’s physicians 
are faculty members at the University of Maryland School of Medicine, the nation’s fifth oldest and first public 
medical school and a recognized leader in biomedical research and medical education.

www.umm.edu

medschool.umaryland.edu
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Sponsorship
overview

Be Well World, Inc. is a Maryland-based publisher 
of four quarterly local holistic health publications, 
as well as a consortium of 2,000 health & wellness 
practitioners. Together, we are dedicated to  
mutual support and educating the public on  
holistic health topics. For more information, visit 
www.BeWellWorld.com or call 301-663-0830.

Biologische Heilmittel Heel GmbH is a pharmaceutical 
company that develops, manufactures and distributes 
medicines based on natural substances. Being the global 
leader in homeopathic combination preparations, the 
company is a pioneer in the field of scientific research in 
natural healthcare. Heel actively fosters the concept of 
Integrative Medicine and is building the bridge between 
homeopathy and conventional medicine to improve patient 
care and health. Heel medicines are available in over 50 
countries around the world.  www.Heel.com
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Metagenics is a global life sciences company focused on improving health. Since 1983 
Metagenics has helped health care professionals and their patients throughout the world 
find solutions to their most pressing health concerns with high quality, science-based 
medical foods, nutraceuticals, and lifestyle medicine programs.  www.metagenics.com

The McCormick Science Institute (MSI) is an independent research organization 
whose mission is to advance scientific knowledge on the potential health benefits 
of culinary spices and herbs.  MSI funds new research at leading universities and 
institutions; provides characterized spice/herb samples for use in clinical studies, 
and helps disseminate information on the health-enhancing properties of culinary 
spices and herbs.  www.mccormickscienceinstitute.com

Founded by Baltimore Natives Victor and Lynne Brick, Brick Bodies Fitness Services 
is a chain of coed and women-only health clubs located in the Baltimore, Maryland 
area. Brick Bodies/Lynne Brick’s clubs have a comfortable atmosphere that is only 
possible in a privately owned and operated facility. The programs at the clubs are 
results-oriented, a reflection of Victor’s training as a physical education instructor and 
Lynne’s background as a shock-trauma nurse.  www.brickbodies.com

Crossroads Apothecary provides a wide variety of high quality, doctor recommended 
supplements and other health care products that are backed by science. From 
vitamins and supplements to homeopathic remedies to medical food products, 
Crossroads Apothecary is committed to offering only the highest-quality products that 
are proven effective and supported by peer-reviewed literature and other responsible 
scientific research. To ensure your satisfaction, we choose products that are pure, 
potent and bio-available.  www.crossroadsapothecary.com

The Institute for Integrative Health is committed to shifting the emphasis of healthcare 
from disease management to the promotion of health and wellness. We support 
scholars exploring the science of health, identify successful wellness-based initiatives 
that can be replicated, and offer trainings and forums to educate the next generation 
of professionals.  



B       Bronze

AARP is a nonprofit, nonpartisan organization with a membership that helps 
people age 50 and over have independence, choice and control in ways that are 
beneficial and affordable to them and society as a whole, ways that help people 
50 and over improve their lives. Since 1958, AARP has been leading a revolution 
in the way people view and live life.  www.aarp.org

Apothecary Wellness is a Holistic Wellness Spa & Boutique located Federal Hill. 
Apothecary Wellness is unmatched in providing therapeutic treatments, results-oriented 
skin care and educational programs in an eco-friendly, client-driven spa environment. 
Through our customized treatments including therapeutic massage, organic skincare, 
acupuncture, holistic health coaching and pre- and post-natal services, we are 
dedicated to providing you the opportunity to calm your body and mind, renew your 
spirit and nurture your innate, natural beauty.  www.apothecary-wellness.com

Tai Sophia Institute is a leading academic institution with a commanding vision to define 
the art and science of health and wellness. For more than three decades, Tai Sophia 
Institute has educated and informed leaders in health, wellness, and sustainable living 
through transformative and relationship-centered programs infused with a philosophy 
that integrates global healing and wisdom traditions, the timeless teachings of nature, 
contemporary best practices, and cutting-edge science. Accredited by the Middle States 
Commission on Higher Education, the Institute offers graduate degrees and certificates 
in a wide range of wellness topics, as well as clinical services, community workshops, 
and continuing professional education programs.  www.tai.edu

XYMOGEN Exclusive Professional Formulas has over a quarter century of experience 
in providing quality professional supplements to healthcare practitioners. As an 
independent health sciences company, XYMOGEN has introduced numerous 
innovations to the Functional Medicine community. XYMOGEN’s place as the fastest-
growing company and brand in the practitioner channel was reinforced in 2007, 
2008, 2010, and 2011 when it was recognized by Inc. Magazine as one of the Inc. 
5000 fastest-growing private companies in America.  www.xymogen.com

HUMBLE BEGINNINGS:  Nubian Heritage is the brainchild of Rich and Nyema, lifelong 
friends turned New York City street vendors.  In 1992, fresh out of college and 
without jobs, they embarked on a mission to produce natural, luxurious products 
from traditional African recipes with organic, Fair Trade ingredients. Today Nubian 
Heritage has hundreds of natural products inspired by many cultures.  Although they 
are no longer made in bath tubs or kitchen sinks, little else has changed; they are 
still obsessed with Fair Trade ingredients, ancient healing philosophies, community 
commerce and culturally authentic products.  www.nubianheritage.com
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did you
know?

Since 1995, the University of Maryland Center for Integrative 
Medicine has been a National Institutes of Health Center of 
Excellence for Research. Our findings have been published in leading 
peer-reviewed journals and have inspired further research  
and new clinical models of care. Meditation, herbs, and acupuncture 
are now used much more widely to help relieve the suffering of 
people with acute and chronic conditions, such as depression,  
pain, and trauma.

The Annals of Internal Medicine published our landmark study on the 
safety and effectiveness of acupuncture for treating osteoarthritis. 
This research brought many individuals hope of new treatment 
options that would alleviate their pain and improve their quality of life, 
without fear of adverse side effects.

The National Institutes of Health funds 
us to coordinate the Integrative Medicine Field of the Cochrane 
Collaboration, a world-renowned organization that evaluates all 
medical interventions. Through our leadership, the scientific literature 
on integrative medicine from across the globe is now being made 
available through the National Library of Medicine and the Cochrane 
Library. In addition, our work with the Cochrane Collaboration 
produces reviews of the evidence to help consumers and health 
professionals make better-informed health care decisions.

Blending technology 
with the art of healing – 
that is transformational.
We’re making breakthroughs all 

the time. But what is fundamental 

to improving care is connecting to 

patients on a personal level. 

 
Brian Berman, M.D.
Professor of Family and Community Medicine 

Founder and Director

Center for Integrative Medicine 



At the University of Maryland 
we are redefining what it means to practice medicine, 
preparing our students to be both scientists and 
healers. Along with state-of–the-art medical training, 
we encourage our students to develop their own self-
awareness and empathic communication skills. The 
combination is transforming medicine from the inside out.

Our approach to care honors each person’s innate 
capacity for healing, providing our patients with choices 
and empowering their self-care.





Be Well Practitioner Communities ... Together in Service

t301 663-0830   www.BeWellWorld.com

Promoting Holistic Health
I N  P R I N T  &  O N L I N E

2,000 Practitioners & Growing! Be Well Baltimore       Be Well Howard       Be Well Frederick       Be Well Montgomery

Conversations about you 
should include you.

You’ve earned a say about the future of Medicare and Social 
Security. That’s why AARP is taking the debate out from behind 
closed doors in Washington—making sure that you know what 
the politicians are saying and that you have a voice. When it 
comes to keeping Medicare and Social Security strong for future 
generations, you’ve earned a say.

To make your voice heard, visit                                        .



4801 Dorsey Hall Dr, Suite 201 Ellicott City, MD 21042

A professional medical practice offering patients
a truly holistic approach to health care that combines
the best of traditional medical therapies with a full
array of complementary care programs.

Our proactive, individualized approach to health
care is designed to enhance your quality of life by
achieving a healthy balance in bodachieving a healthy balance in body, mind and spirit.

WarrenRossMD.com | 410-997-5191 |  CrossroadsApothecary.com

  Conventional Medical Services
  Diet & Nutritional Counseling
  Herbal Therapy
  Medical Gym
  Acupuncture Therapy
  Natural Products Apothecary

McCormick Science Institute

The McCormick Science Institute (MSI) is an independent research 
organization whose mission is to advance scientific knowledge on the 
potential health benefits of culinary spices and herbs.  MSI funds new 
research at leading universities and institutions; provides characterized 
spice/herb samples for use in clinical studies, and helps disseminate 
information on the health-enhancing properties of culinary spices and herbs.



Directors:  Andrew P. Goldberg, MD and Jay S. Magaziner, PhD, MS Hyg

Mission: Research, education, and clinical care to prevent functional disability, reduce risk for diabetes and cardiovascular disease, and 
maximize the capabilities of those with chronic conditions.

  http://medschool.umaryland.edu/gerontology.asp

Five national, NIH-funded Centers of Excellence in diabetes, nutrition and obesity, hip fracture recovery, aging and 
rehabilitation, and stroke recovery.

The largest program in hip fracture recovery in the world. 

One of the leading Centers on Older Americans Independence in the U.S., funded by the National Institute on Aging.  

 One of the largest programs in the U.S. in stroke recovery, cardiovascular disease prevention, and obesity treatment 
in older persons.

Leading in Aging Research........... 

Addressing the public health and clinical needs of older people

1200 Light Street
Baltimore. MD 21230
443 540 4022  
Apothecary-Wellness.com

Wellness with a  
Human Touch

1200 Light Street
Baltimore. MD 21230
443 540 4022  
Apothecary-Wellness.com



STRATEGY  •  WEB   •  SOCIAL MEDIA  •  PRINT 

VISIONMARKUSA.COM    410.377.3135

CONGRATULATIONS
Congratulations to the Center for Integrative Medicine and all of the University of 
Maryland staff involved in producing the inaugural Health & Wellness Conference.

Visionmark Communications is a marketing and design consultancy. We work with our 

clients to create meaningful experiences and rewarding relationships with their customers.

Union3 Event Productions is proud to produce the Health & Wellness 
Conference 2012. Thank you to the University of Maryland Center for 
Integrative Medicine for inviting us to be a part of your team.

corporate      conference      nonprofit       weddings     green events

Info@union3events.net    443-465-9125



Offer Expires 5/15/12. Must be 25 years or older. Local residents, first time visitors only. Not valid with any other coupon or offer. Other restrictions may apply.

Try us for 14 Days FREE! 
No Obligations, No Strings Attached.

7 Convenient Locations • BrickBodies.com • 1-866-95-Brick

7750 Montpelier Road
Laurel, MD 20723

www.tai.edu

Join the Wellness Revolution

Tai Sophia Institute is a leading academic institution with a 
commanding vision to define the art and science of health and 
wellness. For more than three decades, Tai Sophia has educated 
and informed leaders in health, wellness, and sustainable living. 
• Graduate degree programs in Acupuncture, Health and 

Wellness Coaching, Nutrition and Integrative Health, Oriental 
Medicine, Therapeutic Herbalism, Transformative Leadership and 
Social Change

• Certificate programs in Ayurvidic Wellness 
Practices, Chinese Wellness  Therapies, Health 
and Wellness Coaching,  Herbal Studies, Medical 
Herbalism,  Transformative Leadership

• Natural Care Center offers acupuncture 
treatment and herbal consultations
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Introducing

PhytoMulti™ “The Smart Multi”
• Smart Cell Signaling 
• Smart Cell Protection 
• Smart DNA Stability Protection

Activate Health Potential
PhytoMulti goes beyond basic multivitamin/mineral support with a 

scientifically tested, proprietary blend of phytonutrients. Formulated 

to help protect cells and maintain DNA stability—verified by ORAC 

and Comet assays. This advanced formula recharges, nourishes, and 

defends cells—activating health potential like no other supplement.*

*   These statements have not been evaluated by the Food and Drug Administration. 
This product is not intended to diagnose, treat, cure, or prevent any disease.

© 2012 Metagenics, Inc. All Rights Reserved

Order Today!� 
Call: 800 692 9400

Open an Account 
 metagenics.com/newaccount

Learn More 
 PhytoMulti.com

1407 Fleet Street • Baltimore, MD 21231 • 443.681.7600 • www.tiih.org

Catalyzing new    
   ideas in healthcare



Dear SPONSORS and PARTICIPANTS,

Welcome to the Center for Integrative Medicine’s first  
Health & Wellness conference! 

Today’s conference is made possible by the University of Maryland, our Platinum Sponsor, and all of our 
other sponsors. Because of their generous support and commitment, you can truly experience the world of 
Integrative Medicine today. Thank you all!

Today’s event is the culmination of our 20th anniversary. Since our founding in 1991 —with the support of 
the University of Maryland School of Medicine —our goal has been to promote a new vision for medicine by:

	 •	 	Conducting	rigorous	evidence-based	research	of	therapies	practiced	in	other	cultures	

	 •	 Educating	the	next	generation	of	physicians	and	scientists	in	Integrative	Medicine	

	 •	 Practicing	whole-person	clinical	care	

Of course, we would also like to thank all of you who came here to participate today. It’s rare to have 
health-care professionals and interested members of the public at the same conference, but that’s one of 
the many aspects of Integrative Medicine that we find inspiring. 

We hope you continue to be engaged in our mission, and we’ll stay in touch with updates and opportunities 
to be even more involved. This conference is just the beginning of our journey together. 

Yours in Health & Wellness,

Brian Berman, M.D. 

20CELEBRATING

YEARS



520 W. Lombard Street
East Hall

Baltimore, MD 21201

410-706-6181

www.compmed.umm.edu
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Brian Berman, M.D.    Professor and Director 
 
Lixing Lao, Ph.D., L.Ac.   Professor 
       Director of Traditional Chinese Medicine 

  
Kevin Chen, Ph.D., M.P.H.   Associate Professor 
       Research Faculty 
 
Delia Chiaramonte, M.D.   Assistant Professor 
       Director of Medical Education 
 
Chris D’Adamo, Ph.D.    Assistant Professor 
       Assistant Director of Medical Education 
       Research Faculty 
 
Ruixin Zhang, Ph.D.    Assistant Professor 
       Research Faculty 
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       Research Faculty 
 
Joyce Frye, D.O., M.B.A., M.S.C.E.  Clinical Assistant Professor 
       Bravewell Fellowship Coordinator 
 
Lauren Richter, D.O., M.Ac.   Clinical Assistant Professor 
       Assistant Director of the Clinic 
 
Eric Manheimer, M.S.    Research Associate 
       Director of CAM Field Cochrane Database 
 
Susan Wieland, Ph.D.    Research Associate 
 
Claudia Witt, M.D., M.B.A.   Visiting Professor 

 



 

 

Faculty Members 
2011-2012 

 

Brian M. Berman, M.D. 
Professor, Family & Community Medicine 
Director, Center for Integrative Medicine 

Dr. Brian Berman is a tenured Professor of Family and Community Medicine, director of the 
University of Maryland School of Medicine Center for Integrative Medicine and president and 
founder of the Institute of Integrative Health.  Trained in family medicine and pain 
management as well as complementary medical approaches such as traditional Chinese 
medicine and homeopathy, Dr. Berman has dedicated his career to evaluating the efficacy, 

safety and cost-effectiveness of complementary and integrative medicine.  In 1991 he founded the first U.S. academic 
medical center-based program for integrative medicine.   

Dr. Berman is one of the most highly funded National Institutes of Health (NIH) researchers in the area of 
integrative and complementary medicine, receiving over $30 million over the past 16 years.  He is currently principal 
investigator of two NIH specialized center grants for the study of traditional Chinese medicine (TCM).  One of the 
centers is focused on the treatment of arthritis and related disorders and the other is an international collaborative 
center with Hong Kong and is focused on irritable bowel syndrome.  These center grants build on 10 years of work 
from his two previous NIH center grants and a NIH international center planning grant that has built collaborations 
with leading institutions in Hong Kong, Australia and the U.S. As part of these grants, Dr. Berman is a principal 
investigator of a Phase II clinical trial and co-investigator in a second clinical trial. In 2004, Dr. Berman’s landmark 
study showing acupuncture to be a safe and effective therapy for osteoarthritis of the knee was published as the lead 
article in the Annals of Internal Medicine.    His research publications include 3 books and over 250 articles in leading 
medical journals focused on traditional Chinese therapies, such as acupuncture, herbs and Qi Gong, mind/body 
therapies, and integrative medicine approaches for a wide range of chronic health disorders.  Many of his publications 
involve systematic reviews in Complementary and Alternative Medicine (CAM) and clinical trials in CAM and pain 
management. 

A pioneer in the field of integrative medicine, Dr. Berman was honored with the prestigious Bravewell 
Leadership Award for Integrative Medicine in 2005.  The award “celebrates and supports visionaries who have 
committed their medical careers to transforming healthcare in America and ushering in a new practice of medicine.” 
He was chair of the ad hoc advisory committee to the NIH Office of Alternative Medicine when it opened in 1992, as 
well as the report to the NIH on alternative medicine.  Subsequently, he served on their advisory committee for 6 
years.  Dr. Berman also helped found in 1996 and now serves as field coordinator for the complementary medicine 
field of the Cochrane Collaboration, an international organization dedicated to evaluating all medical practices.  He 
was a panel member of the National Academy of Sciences, Institute of Medicine’s report on complementary medicine, 
published in 2005, and was the first chair of the Consortium of Academic Health Centers for Integrative Medicine, 
which currently has 45 American universities in its membership.  



 

Lixing Lao, Ph.D., L.Ac. 
Professor, Family & Community Medicine 
Director, Traditional Chinese Medicine Program 

Dr. Lao, professor, Family & Community Medicine, University of Maryland School of Medicine, 
directs research in traditional Chinese medicine at the University of Maryland Center for 
Integrative Medicine. He has served as the principal investigator and co-investigator on a 
number of clinical trials and pre-clinical studies in acupuncture funded by the National 
Institutes of Health and U.S. Department of Defense. Widely recognized for his unique 

contributions to acupuncture research methodology, specifically in the area of placebo controls, he publishes and 
lectures extensively in this field. 

Dr. Lao was trained at the Shanghai University of Traditional Chinese Medicine and has a Ph.D. in physiology from the 
University of Maryland. An experienced clinician, Dr. Lao practices acupuncture and Traditional Chinese Medicine, 
including Tui Na and herbal medicine. 
 

Kevin Chen, Ph.D., M.P.H. 
Associate Professor, Family & Community Medicine 
Center for Integrative Medicine 
 
Dr. Chen is an associate professor of Family and Community Medicine at the University of 
Maryland School of Medicine Center for Integrative Medicine. In addition to being a certified 
Qigong instructor, he is currently working on NIH- and foundation-funded research projects to 
apply Qigong therapy and self-care methods in the treatment of addiction, arthritis, anxiety 
disorders, fibromyalgia, cancer and other health conditions. Dr. Chen is among the few 
scientists who have both fundamental knowledge of mind-body exercises and active 

involvement in bio-energy research in the U.S. He is the associate editor-in-chief of the English version textbook 
“Chinese Medical Qigong” (2010), and the publisher of Yang-Sheng magazine and network (http://yang-sheng.com). 
Dr. Chen devotes his career and life to the practice of body-mind-spirit integration and to the promotion of self-
healing and positive mind through the non-profit organization World Institute for Self Healing (WISH) 
(http://www.wishus.org). 
 

Delia Chiaramonte, M.D. 
Assistant Professor, Family & Community Medicine 
Director of Education, Center for Integrative Medicine 

Dr. Chiaramonte, assistant professor of Family Medicine and the director of education at the 
University of Maryland Center for Integrative Medicine is board certified in Family Medicine, 
Hospice and Palliative Care and certified in integrative medicine.  Dr. Chiaramonte creates and 
implements integrative medicine curricula for medical students and lectures extensively on 
integrative medicine topics to medical, lay public and corporate audiences.  She is a Steering 
Committee member for the Consortium of Academic Health Centers for Integrative Medicine, 

a member of the organization’s education committee and co-chair of the research instrument subcommittee. 

Dr. Chiaramonte’s experience practicing conventional medicine spurred her interest in integrative medicine.  After 
discovering that patients with complex concerns often responded best to an integrative approach, Dr. Chiaramonte 
pursued postgraduate training in mind-body techniques, Chinese herbal medicine and positive psychology.  Her 
primary interests include mind-body medicine, stress reduction, integrative wellness and patient advocacy. 

 

http://yang-sheng.com/�
http://www.wishus.org/�


 

Chris D’Adamo, Ph.D., C.P.T. 
Assistant Professor, Center for Integrative Medicine 
Assistant Professor, Epidemiology and Public Health 

Dr. D’Adamo, assistant professor, Family & Community Medicine, Center for Integrative 
Medicine, University of Maryland School of Medicine, is a nutritional research scientist with an 
interest in the synergistic effects of diet, exercise, and genetics on the prevention and 
treatment of chronic disease. An epidemiologist, he has dual appointments in the Department 
of Family & Community Medicine and in the Department of Epidemiology & Public Health. He 
also holds an adjunct faculty position in the Nutrition and Integrative Health graduate program 

at Tai Sophia Institute. 

Dr. D’Adamo has presented his nutritional research at national professional conferences and has authored peer-
reviewed publications in Nutrition Research and The Journals of Gerontology: Medical Sciences as well as other 
medical journals. In addition to his academic experience, Dr. D’Adamo is a Certified Personal Trainer through the 
American Council on Exercise (ACE) and a Certified Sports Nutrition Consultant through the International Sports 
Medicine Association (ISMA). 

 

Joyce Frye D.O., M.B.A., M.S.C.E. 
Clinical Assistant Professor, Family & Community Medicine 
Center for Integrative Medicine 

Dr. Frye, clinical assistant professor in the departments of Family & Community Medicine and 
Obstetrics, Gynecology, & Reproductive Sciences at the University of Maryland School of 
Medicine, has practiced integrative women’s health care for more than 20 years. In 
Philadelphia, she founded the city’s first all women OB/GYN practice and served as the 
chairman of the Department of Gynecology at Presbyterian Medical Center.  
 

She is board certified by the American Board of Obstetrics and Gynecology and by the American Board of Holistic and 
Integrative Medicine. With a background in psychology and additional training in botanical medicine, functional 
medicine, hypnosis, homeopathy, osteopathic manipulation, and epidemiology, she recognizes that the individual is 
more than her diagnosis and brings a large bag of tools with which to treat “the patient with the disease”. She seeks to 
advance clinical research to develop the evidence base needed to support integration of complementary therapies 
into the practice of health care. 
 

Lauren B. Richter, D.O., L.Ac. 
Assistant Professor, Family & Community Medicine 
Assistant Clinical Director, Center for integrative Medicine 

Clinical assistant professor, Family and Community Medicine, University of Maryland School of 
Medicine, associate medical director, clinic Center for Integrative Medicine and Integrative 
Family Physician, Dr. Richter possesses more than 25 years experience as a physician with a 
focus on helping people attain the highest possible states of health.  

Dr. Richter chose to pursue a degree in Osteopathic Medicine because it addressed her belief that the art of medicine 
is treating individual people not individual symptoms. A successful personal battle with cancer changed her 
professional life. After finding that acupuncture restored the energy that cancer treatments took from her, she 
decided to attend Tai Sophia Institute in Laurel, Maryland and obtain a degree and license in acupuncture. 

Dr. Richter specializes in the integration of modern and traditional medical therapies, with an emphasis on the use of 
natural treatments, osteopathic manipulation and acupuncture along with medications and surgery. 



 

 
Ruixin Zhang, Ph.D. 
Assistant Professor, Family & Community Medicine 
Center for Integrative Medicine 

Dr. Zhang is an assistant professor at the University of Maryland Center for Integrative 
Medicine. He has rich research experience in mechanisms of persistent inflammatory, bone 
cancer- and chemotherapy-induced pain, as well as with acupuncture in animal models.  
Articles based on his research results have been published in a multitude of peer-reviewed 
medical journals. Dr. Zhang is an editorial board member of The Open Anesthesiology Journal 
and The Open Pain Journal and Evidence-based Complementary and Alternative Medicine, and 

is an Ad hoc reviewer of over 30 peer-reviewed journals and National Institutes of Health study sections.  He also 
teaches courses in mechanisms of acupuncture on persistent pain to medical students at the University of Maryland 
School of Medicine. 
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	410-963-1934 or call the clinic at 410-448-6361.
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	In her spare time Barbara spends time with her dog Shanti, traveling, hiking, and enjoying her life with family and friends.
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	L_RICHTER_NEW
	Over a professional career spanning twenty-five years, her practice of medicine has consistently centered on methods that have the potential to help people become healthy. She has utilized alternative therapies since opening her practice of medicine,...
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	WEHNER-Jean_NEW
	To schedule an appointment, contact Jean at
	443-445-3732 or LightThePath@comcast.net.
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	Yoga_Teacher_Poster_FINAL
	Yoga_Teacher_Training_Application_FINAL
	Yoga_Teacher_Application_Cover_FINAL.pdf
	yoga teacher application 4.pdf
	Cost of Training
	UMM Students and Healing Pathways Graduates  $2,400.00
	UMM Faculty and Staff  $2,600.00
	Public  $2,850.00
	(Reiki master fee included)
	UMM students, faculty, staff and Healing Pathways graduates will have priority for the 20 spots available.
	Classes Held at:
	The University of Maryland Baltimore
	SMC Campus Center & Karme Wellness Center
	For directions: www.umaryland.edu/smccampuscenter/about2/directions.html
	www.karmewellness.com
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	2012 List of Faculty.pdf
	Faculty Brief Bios 2012.pdf
	Lixing Lao, Ph.D., L.Ac. Professor, Family & Community Medicine Director, Traditional Chinese Medicine Program
	Kevin Chen, Ph.D., M.P.H. Associate Professor, Family & Community Medicine Center for Integrative Medicine  Dr. Chen is an associate professor of Family and Community Medicine at the University of Maryland School of Medicine Center for Integrative Me...
	Joyce Frye D.O., M.B.A., M.S.C.E. Clinical Assistant Professor, Family & Community Medicine Center for Integrative Medicine
	Lauren B. Richter, D.O., L.Ac. Assistant Professor, Family & Community Medicine Assistant Clinical Director, Center for integrative Medicine
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