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Conclusion
Palliative care offers a number of unique contributions to
the advancement of care at the end of life. Perhaps its most
valuable contribution is in providing a model of care that
addresses the physical, psychological, spiritual and social
needs of all patients. This holistic approach deserves wider
implementation in other fields of medicine.
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Complementary medicine: is it more acceptable in 
palliative care practice?

Allan Kellehear

PALLIATIVE CARE makes a full-time occupation of the art
of caring. For people whose disease is incurable but for
whom health and hope remain important goals in life,
palliative care meets the interdisciplinary challenge of care
in the very shadow of death. It combines the best symptom
management practices that scientific medicine can offer with
a multidisciplinary approach to caring. It recruits the tradi-
tions of bedside medicine, counselling, pastoral care and
community volunteer work, as well as social supports and
public health services.

In these styles of care, the palliative approach goes a step
or two further than many other branches of medical care.
Palliative care has a working relationship with what has been
variously called “alternative”, “complementary” or “tradi-
tional” healthcare. How has this situation arisen in a
broader culture of medical scepticism and resistance to
complementary therapies, and are there lessons to be learnt
regarding practice and attitude in the wider medical world?

Palliative care: the interdisciplinary imperative
Palliative care, having its formal origins in religious history,
has had a pastoral and social dimension from its earliest
inception. Modern palliative care services have continued
this tradition, first through the pioneering work of Cecily

Saunders in the United Kingdom1 and later in the World
Health Organization’s philosophy of “whole-person care”
and the acceptance of the natural inevitability of death and
dying.1 Whole-person care has been central to the mission
and philosophy of palliative care. To assist a person to “die
as they have lived” is to commit to a service approach that
reflects the social, spiritual and psychological complexity of
a life lived in community. The final physical illness is only
one part — perhaps the health-related prompt to reorganis-
ing other aspects of a person’s community life and identity
at the end of life.

In this multidisciplinary context, medicine has become a
vital but equal player among other acknowledged contribu-
tors to quality of life at the end of life. Effective physical
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modalities as providing supportive roles.
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management is crucial to quality care of the dying person,
but so, too, is the spiritual care from pastoral workers or the
comfort and support gained, for example, from music
therapists or companion animals.2-5

Complementary health practices such as aromatherapy,
massage or music therapy have been accepted and integ-
rated into palliative care because the practice of medicine in
this specialty happens alongside a multidisciplinary culture
of practitioners. In many other healthcare occupations,
complementary therapy is seen not as a rival, “unscientific”
service provider, but rather as an adjunct provider within the
special and limited area of social, psychological or spiritual
support.

The interdisciplinary approach has transformed the atti-
tude of practitioners and the practice of medicine in the field
of palliative care. The recognition by medical leaders of the
social and spiritual elements of care at the end of life has
been facilitated by a necessary commitment to interdiscipli-
nary practice. This historical journey in end-of-life care is
now being repeated in the parallel journey that the wider
medical profession is currently undergoing.

The medical profession is revising and debating its own
transition from an identity of “medical care provider” to one
of “healthcare provider”. In other words, medicine is begin-
ning to see itself as simply one profession working alongside
an ever-broadening number of other professions within
public health, most of whom share the same social goal of
support.

Medicine and the “alternatives”

Outside the field of palliative care, the medical profession
has a long history of antipathy and resistance towards
complementary healthcare. As late as the 1980s, the Royal
Australian College of General Practitioners produced a
defensive and critical examination of complementary medi-
cine, attributing its popularity principally to the media being
more interested in “headlines” than “accuracy”.6 A 1986
British Medical Association report equated complementary
medicine with primitive superstition.7

But just a few years later, attitudes from peak medical
bodies and writers demonstrated important changes. In
1993, the British Medical Association began to advocate
“collaboration” with complementary medicine and issued a
call for greater organisation and controls for its practition-
ers.8 Maddocks, in a tempered and considered review of
complementary medicine, advocated better working rela-
tionships between the medical profession and complement-
ary practitioners and suggested that each could learn from
the other.9

Nevertheless, one characteristic of medical discussions
about complementary medicine has endured over the years
— the adversarial language used by the medical profession
in depicting complementary practitioners. Medicine has
frequently painted itself as scientific, safe, proven and
“realistic”. Complementary medicine is often portrayed as
unproven, unscientific and dangerous, and its practitioners
have been labelled purveyors of false hope.

However, for some time now, the alleged contrasts and
perceived rivalry between mainstream and complementary
medicine have not been reflected in reality. In the 1980s and
1990s, it was observed that complementary medicine relied
on orthodox medicine for its props (eg, white coats, office
designs and referral conduct).10-12 Moreover, there is wide
recognition from complementary practitioners of the effec-
tiveness and value of orthodox medical treatments, espe-
cially in matters to do with accidents, emergencies and
infections and for those very near death. In such circum-
stances, most complementary practitioners refer and defer
to their orthodox medical colleagues.11,12 Complementary
practitioners also rely on orthodox medicine for screening
procedures, often getting their diagnosis “second-hand”
from patients. Most of their patients are either healthy
people in search of better ways to maintain or improve their
own health or people who are chronically or incurably ill —
patients whom orthodox medicine itself struggles to help.

On the other hand, the medical profession is no “mono-
lithic whole”.13 Medicine has many subgroups and cultures
within its own ranks. The varying opinions of its members
are reflected in the changing attitudes of the peak bodies
that profess to represent medicine’s views. A significant
number of complementary treatment modalities (eg, acu-
puncture, vitamin and mineral therapy, and manipulation)
are currently offered by orthodox medical practitioners.10

Furthermore, a Monash University medical graduate survey
revealed that 94% of recent Monash graduates planned to
practise some form of natural therapy alongside conven-
tional medicine.14 Clearly, both attitudes to and relation-
ships with alternative modalities of medicine are changing.

Medical practice as healthcare practice?

There is little doubt that complementary medicine is more
acceptable in palliative care than in other areas of medicine.
The reasons why palliative care has been at the forefront of
this acceptance may shed light on the growing acceptance of
complementary therapies in other areas of medicine.

From its early experiences of care for the dying, palliative
care took for granted the necessity of placing patient values
and lifestyle habits at the core of any design and delivery of
quality care at the end of life. If the patient desired
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complementary therapies, and as long as such treatments
provided additional support and did not endanger the
patient, they were considered acceptable.

The care of dying people is also one of the first areas of
medical practice in which the profession found memorable
lessons about scientific limits to its own power. It is also the
interface of medical practice where the cutting edge of its
bedside art explores the most creative possibilities. The
limits to science and the possibilities in the art of caring
within the medical profession are the first and most lasting
impetus for interdisciplinary designs in healthcare. These
are clearly seen in palliative care, but their possibilities for
enhancing quality of life now stretch into all major areas of
medicine.15

These kinds of social insights, obviously relevant to the
broader healthcare system, have led to greater interest in, if
not acceptance of, complementary medical practices. Now,
interest in scientific evaluations in medicine embraces all
types of treatments, not simply its own. For their part,
complementary practitioners are taking a greater interest in
professional regulation, scientific and social research, and
training. Orthodox medicine renews and strengthens its
interest in the interpersonal and interdisciplinary dimen-
sions of communication, support, and the diverse social and
cultural meanings and experiences of health itself.

The process (suggested by Maddocks9) of orthodox and
complementary medicine developing closer working rela-
tionships and embracing opportunities to learn from one
another is clearly under way. The field of palliative care — a
field in which the goal is maximising patient comfort and
wellbeing rather than finding a cure — may have been an
important impetus for diplomatic progress between the two

traditions of healthcare. It can still be a challenging, if not
controversial, role model for professional development for
the wider world of medicine.
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