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Foreword to the first edition

Forewords to textbooks are usually written by the author or by an eminent
supporter of the author’s viewpoint. How, then, do you reply to someone
who asks you to write a foreword to one of his books, knowing full well
that the subject matter is that which occasioned a long, disputative corre-
spondence in a learned journal? That you are flattered? That he has a funny
sense of humour? In fact, you babble, “Yes, delighted, of course, only too
pleased”, and then you fret about what you have got yourself into. (Dr
Kayne certainly has a sense of humour, as is evidenced by his inclusion on
Box 4.1 on page 47 of ‘P.C. Computeris’. This invitation could well be his
revenge for the fact that my letter was the last one published in our long-
running sequence.)

In spite of Hahnemann'’s dislike for the apothecaries of his time, it is
understandable that some pharmacists now take an active interest in
homoeopathy. Pharmacists of a certain age are well acquainted with the cul-
tivation, preparation, action and uses of crude drugs and, although phar-
macognosy (the study of medicinal plants) is no longer an important part
of the pharmacy degree course, younger pharmacists are taking an interest
in the field of naturally occurring medicines. This has been an area of exper-
tise of the apothecary since antiquity when materials were drawn from all
over the Old World, many of them travelling along the Spice Road from the
East. Supply was necessarily sporadic and transport incredibly difficult so
it is little wonder that drugs such as cardamom, myrrh, cinnamon, opium
and rheum were valued on a par with precious metals. Few people could
afford these exotica, nor were they widely available; consequently, herbals
made much of native plants, the worts, belladonna, ergot, willow, feverfew
and dandelion being only a tiny fraction of a comprehensive list of empirical
treatments. The range available was further widened by imports from the
New World and with the inclusion of metals and minerals. The British con-
tribution was not without the bizarre since the Pharmacopaeia Londonensis,
1684, included moss scraped from a human skull (mucus crani humani); a
rarity of unrecorded effect but one possibly contaminated with, dare I say
it, subtherapeutic amounts of penicillin.

By the 18" century, the natural armamentarium was largely in place,
human anatomy was extensively charted, and a start was being made
towards an understanding of physiology. The challenge to surgeons, apothe-
caries and doctors was then to rationalise their knowledge and develop
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effective treatments. Even allowing for the imperfect knowledge of the time,
some of the fashionable 18" and 19" century treatments, such as emetics,
purges and bleeding, were baseless and of heroic proportions. Others were
honest attempts to harness new facts with varying degrees of success.
Lavoiser’s experiments with oxygen gave rise to several ‘pneumatic’ theo-
ries, Jenner’s vaccination came close to treating ‘like with like’, and Lister’s
use of phenols and cresols is credited with being the basis for the late 19"
century popular treatment of croup and whooping cough in children, where
the unfortunate infant was held in fumes rising from one of the tar boilers
then used for street repair or shipyard caulking. Hahnemann'’s theories arose
in this milieu and, whereas many of the other fashions in treatment evolved
and faded, homeopathy persists. In the light of these changes, where does
homoeopathy stand today? Both homoeopaths and allopaths can live com-
fortably with the use of natural medicines, herbal and inorganic, as proven
agents in the treatment of symptoms and disease. It is certainly possible to
accommodate the hypothesis of ‘like treats like’ as an empirically estab-
lished approach to treatment. Modern practitioners would be brave indeed
if they adopted a narrow, blinkered view of any condition presented by any
patient, and this is underlined by the fact that government agencies and
health insurers throughout the world are now increasingly demanding
defined quality of outcome for all the treatments for which they pay. In
doing so, these agencies are seeking a cost-efficient way of attaining the
World Health Organization definition of health which Steven quotes later
but which bears repetition here:

‘A state of complete physical, mental and social well-being and not merely
the absence of disease’

Best practice in health care has always tended towards consideration of
the patient’s circumstances as well as of the condition and, clearly, this
‘holistic” attitude to care is now being adopted so enthusiastically that it is
being made a condition of contract for practitioners.

Thus, three of the bases of homeopathy are commonly accepted which
only leaves the contentious question of dilution. To make a reasoned
decision on this requires an open mind, a preparedness to consider all the
arguments. Steven Kayne has provided a wealth of well-documented infor-
mation to enable you to reach your own conclusions. Steven and I obviously
have divergent views on this topic but, having said that, I have always
believed that having faith in the practitioner and in the treatment takes
patients half way to winning the battle for health.

LM.C. 1997.



Foreword to the second edition

It says much for the public thirst for information on health matters that
Dr Kayne has brought forth a new edition of his original Introduction and
Handbook. As humorous as he is erudite, Steven has sought to confuse me
again by moving my favourite item ‘P.C. Computeris’ from the above quoted
p 47 to Box 4.1 on page 89. Readers will no doubt be as relieved as I am to
find that he continues to recommend the antidotes to this preparation,
namely Maltus singlus major and Vinum rubrum, in allopathic form.

The new edition is much expanded but remains distinctly user friendly.
The change in title to Homeopathic Pharmacy — Theory and Practice is no
mere cosmetic change but denotes a determined attempt to consider both
the educational and the research aspects of homoeopathy in detail. This is
timely given the re-ignition of the debate on efficacy fired by the work of
Aljing Shang et al. as reported in Lancet (26.8.05). Indeed, Steven goes so far
as to seek valid ‘gold standard’ alternatives to existing clinical trial concepts.
Whether this approach will ever bridge the gap between the entrenched
positions of the protagonists in the dilution debate remains to be seen but
it is a route worthy of scientific exploration.

L.M.C. September 2005.
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Preface

This is a good time to publish a book on homeopathic pharmacy. Not only
did we celebrate the 250th year of the birth of Samuel Hahnemann in 2005,
but the opportunities for a proper integrative healthcare system have never
been greater. When I was writing the first edition of this book, more than 10
years ago, healthcare delivery was taking place in a very different environ-
ment: general practitioners diagnosed and prescribed, pharmacists dis-
pensed and counselled patients — albeit with some hesitation — and nurses
looked after patients with the same traditional skills they had used for cen-
turies. On a corporate level, none of us talked to our non-medically quali-
fied practitioners. On a personal level, some of our best friends were
professional homeopaths and we interacted frequently.

In the UK, the shift from a product-oriented health service to a patient-
oriented service and the granting of NHS prescribing rights to healthcare
professionals other than doctors have brought about a totally different situ-
ation. ‘Fire-fighting” disease is no longer our main aim; instead this is merely
one of many, situated half way along a continuum extending from the pro-
motion and maintenance of good health at one end to ongoing support and
rehabilitation at the other.

An integrative healthcare system and the creation of a team approach
to patient care will offer real benefits both clinically and economically.
Homeopathy has enjoyed a special status since the NHS was set up but it
surely cannot be too long before other disciplines become equally valued. It
is to be hoped that as current dialogue with professional homeopaths and
fellow practitioners in other disciplines progresses, their potential contribu-
tion within an expanded NHS will be recognised too.

Evidence based medicine is an important issue and undoubtedly there
are substantial gaps in our knowledge as far as homeopathy is concerned.
In many instances we do not know how, why or even whether it works.
Although we have moved on greatly in the past decade there is still much
more to do before we can offer the sort of evidence that is acceptable to col-
leagues, patients and purchasing authorities. Despite this, people do appear
to benefit from homeopathy and that is what really matters.

Now that homeopathic pharmacy has acquired a generic status (that is,
it has become a subject in its own right and not just something pharmacists
do) I have tried to make this second edition of Homeopathic Pharmacy more
appealing to homeopathic practitioners in general. Chapters have been
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updated and in some cases expanded and reorganised. As in the first edition,
some important material is repeated so that chapters may be read in isola-
tion without the need to flick back and forth. Topics that appear in more
than one chapter are cross-referenced. The main thrust of the book remains
unchanged — it is intended to support the provision of homeopathic health-
care by practitioners at preliminary and intermediate levels.

Finally, I offer my thanks to all those colleagues who have taken the time
and trouble to contact me with helpful suggestions. Comments are always
welcome.

Glasgow Steven Kayne
August 2005 steven@scottish-saltire.com
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INTRODUCTION

DEFINITION OF CAM

TYPES OF CAM

Complementary and alternative medicine (CAM) is frequently defined by
what it is not, rather than what it is. Thus, it may be described as being not
taught formally to health professionals” or ‘not scientifically tested’. Current
definitions often obscure the debate about holism and integrative care and
give therapies and therapists precedence over patients in the design of
healthcare systems (Leckridge, 2004); for example:

CAM is a group of non orthodox and traditional therapies that may be used
alone, or to complement orthodox or other non orthodox therapies, in the treat-
ment and prevention of disease in human and veterinary patients.

The Cochrane Collaboration (2000) offers a wider definition:

CAM is a broad domain of healing resources that encompasses all health
systems, modalities and practices and their accompanying theories and beliefs,
other than those intrinsic to the politically dominant health systems of a par-
ticular society or culture in a given historical period. CAM includes all such
practices and ideas self-defined by their users as preventing or treating ill-
nesses or promoting health and well-being. Boundaries within CAM and
between the CAM domain and that of the dominant system are not always
sharp or fixed.

Health is defined in the preamble to the constitution of the World Health
Organization as being ‘a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity” (WHO, 1946).

A distinction can be made between complementary and alternative
medicine, for example herbalism and homeopathy, associated with the
administration of medicines or ‘remedies’, and complementary and alter-
native therapies. The latter includes interventions that rely on procedures
alone. In this book, however, the term CAM will be used to describe both
applications.

Complementary and alternative medicine is a term applied to well over
700 different treatments and a large variety of diagnostic methods. It
also includes an uncertain number of traditional therapies that are associ-
ated with particular ethnic groups or geographic locations (for example,
Traditional Chinese, Indian, African or New Zealand Maori medicine). Some
are well known, while others are exotic or mysterious and involve spiritu-
alism. Some may even be dangerous.
The more commonly used disciplines include the following:

® Acupuncture: a Traditional Chinese discipline that involves the insertion
of needles at predefined points on imaginary lines or ‘meridians’ on the
body; it seeks to restore the balance of positive and negative (yin and yang)
forces within the body.

® Aromatherapy: involves the use of essential oils, normally administered
by inhalation or massage.
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® Ayurveda: a therapy of Indian origin. It is based on principles derived
from ancient Hindi scriptures, combining holistic therapies such as
homeopathy, naturopathy and herbalism in the treatment of body, mind
and spirit.

@ Chiropractic: uses vertebral manipulation, massage and other techniques
to treat musculoskeletal conditions.

® Medical herbalism: uses herbal remedies to strengthen and support body
organs whose functions have become depleted.

® Homeopathy: characterised by the administration of small quantities of
medicines that in much greater concentrations precipitate appearance of
the symptoms of the disease being treated.

e Iridology (or iridiagnosis): a diagnostic method based on a detailed study
of markings on the iris of the eyes and noting changes that are related to
diseased organs.

® Massage: rubbing and kneading of the body, normally with the hands.

e Naturopathy: a complete system that uses diet and exercise together with
non-orthodox therapies to improve all aspects of a person’s health status.

® Osteopathy: uses various manipulative techniques to restore and main-
tain musculoskeletal function.

@ Reflexology: a type of massage treatment where certain areas on the soles
of the feet and the hands are compressed and massaged to stimulate the
blood supply and relieve tension. These areas are associated with various
organs or body functions.

@ Shiatsu: a Japanese form of massage involving the stimulation of many
different ‘pressure points’ in the body by finger pressure. It is often used
on the face, in conjunction with aromatherapy or herbalism.

CLASSIFICATION OF CAM

There are several different methods of classifying CAM. The following are
among those quoted most frequently in the literature:

Classification by system of therapy

Petroni presents a classification of the different approaches in CAM that has
been in currency for many years (Petroni, 1986):

e Complete systems of healing including acupuncture, chiropractic, herbal-
ism, homeopathy, naturopathy and osteopathy

® Specific therapeutic methods including aromatherapy, massage and
reflexology

® Psychological approaches and self-help exercises including relaxation,
meditation and exercise

@ Diagnostic methods including hair analysis, iridology and kinesiology.

Classification based on the House of Lords' report (2000)

In a letter dated 28 July 1999, the UK House of Lords science and technol-
ogy committee (sub-committee 111) issued a ‘call for evidence’ to numerous
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organisations and individuals related to complementary medicine. The
request related to six areas — evidence, information, research, training, regu-
lation and risk — as well as provision within the National Health Service
(NHS). The 140-page report was published in November 2000 (House of
Lords, 2000). It divided CAM into three groups and set out major recom-
mendations for action on the development of integrated conventional and
complementary health services in the UK.

® Group 1 embraces disciplines which have an individual diagnostic
approach and well-developed self-regulation of practitioners. Research
into their effectiveness has been established, and they are increasingly
being provided within the National Health system. The report says that
statutory regulation of practitioners of acupuncture and herbal medicine
should be introduced quickly and that such regulation may soon become
appropriate for homeopathy too.

® Group 2 covers therapies which do not purport to embrace diagnostic
skills and which are not well regulated.

® Group 3 covers other disciplines which are either long established but
indifferent to conventional scientific principles (3A), or which lack any
credible evidence base (3B).

There have been criticisms of this classification. For example, the inclu-
sion of Chinese Herbal Medicine in Group 3A would seem to ignore the exis-
tence of research that has shown this therapy’s usefulness in many disorders
and supports its provision in state hospitals throughout China, alongside
conventional medicine (Dharmananda, 1997). Although the research is of
variable quality, it should not be ignored. Promising trials have also been
carried out in the West, on a Chinese formula for atopic eczema. It concluded
that there was substantial clinical benefit to patients who had been unre-
sponsive to conventional treatment (Sheehan et al., 1992).

The committee recommended the formation of a single, national
regulatory body for each CAM modality (Section 5.5). In the fullness of
time, every UK-based CAM practitioner should, ideally, become subject
to a unitary regulatory authority (Clarke et al., 2004). This has already been
accomplished for chiropractic and osteopathy, each of which has several
practitioner associations but only one statutory regulator charged with
enforcing the legal protection of title, maintaining a register of practitioners,
and defining and defending nationally defined standards.

The NCCAM classification

The US National Center for Complementary and Alternative Medicine
classifies CAM in five domains (www.nccam.nih.gov /health/whatiscam/):

Alternative medical systems
Mind-body interventions

Biologically based therapies
Manipulative and body based methods
Energy therapies.
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PRACTISING CAM
The holistic approach to health care

The origin of the word ‘holism’ is attributed to Jan Christian Smuts

(1870-1950), a South African botanist and philosopher in whose memory the

international airport at Johannesburg is named. Smuts, who was Prime

Minister of his country after the First World War, wrote a book entitled

Holism and Evolution in which he described holism as ‘the principle which

makes for the origin and progress of wholes in the universe’ (Smuts, 1926).
He further explained his idea thus:

e Holistic tendency is fundamental in nature.

® It has a well marked ascertainable character.

@ Evolution is nothing but the gradual development and stratification of
progressive series of wholes, stretching from the inorganic beginnings to
the highest levels of spiritual creation.

The concept of holism is a great deal older than the word we now use to
describe it, dating back at least to Cicero (106BC—43BC), to whom the fol-
lowing opinion has been attributed: ‘a careful prescriber, before he attempts
to administer a remedy or treatment to a patient, must investigate not only
the malady of the person he wishes to cure, but also his habits when in
health, and his physical condition’.

The precise definition of what is now understood by a ‘holistic approach’
seems to vary between practitioners (Coward, 1989). Rosalind Coward
found that some practitioners consider holism as the ability to integrate
different treatments for different needs, such as using herbal medicine for a
specific ailment, acupuncture for chronic pain or hypnosis to stop smoking.
A small minority stressed that holism implied links between individual and
environment and suggested treatments which would not only balance the
internal parts of an individual but would also balance the relationship
between the individual and the environment. More generally, however,
practitioners and patients define holism as the treatment of the whole
person, an approach that considers body, mind and spirit as a single unit.

When a person attends a homeopath for the first time to seek treatment
for a longstanding or chronic condition, the consultation may last anything
up to 2 hours, although 3040 minutes is more usual. In the case of acute
self-limiting conditions the consultation can be reduced to a few key ques-
tions (see Ch. 8).

The practitioner needs to obtain information on how a patient functions in
anormal state of well-being —in short, what makes him or her tick. To do this,
patients are asked a whole list of seemingly unrelated questions, for example:

What sort of food do you like — sweet, salty, spicy or bland?
What sort of weather do you prefer — hot, cold, windy, rainy?
Do you like to be in company or alone?

Are you an extrovert or an introvert?

Do you normally fall asleep quickly and do you dream?

If you dream, what do you usually dream about?

Do you have a favoured sleeping posture?
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It has even been suggested that handwriting and the patient’s favourite
colours could be useful in establishing various personality traits, and there-
fore in choosing an appropriate remedy (Mueller, 1993).

Having built a picture of the patient’s normal state of wellness, the prac-
titioner can begin to investigate the reason that prompted a visit. The aim
is to treat people’s ailments in such a way that each person can return to
their own particular state of health or ‘well-being’, rather than to some
average state based on the population as a whole. A good example of this
might be a sportsperson who, having sustained an injury during a game, is
carried off to hospital for treatment and then spends some time recovering.
When is this patient better? When he or she is able to leave hospital? Return
to work? Kick a ball around the garden with a son or daughter? It is now
generally accepted by the medical professions that such a patient would
only be considered better when able to regain their team position and play
at the same level as before the injury.

Environmental and social factors have to be considered too. All diseases
result from a combination of genetic and environmental factors, necessitat-
ing the adoption of a more individualistic approach to treatment in many
instances. For example, some farmers suffer symptoms of poisoning after
dipping sheep with insecticides containing organophosphates while others
do not. These compounds act by inhibiting acetyl-cholinesterase, an enzyme
that can vary widely in its activity within the population. If exposure to
the organophosphate is relatively minor there could be sufficient excess
activity of the enzyme present to accommodate some reduction in activity
without the effects being noticed. If, however, enzyme activity is at a criti-
cal level the slightest exposure to the organophosphate will cause symptoms
of poisoning.

Lifestyle and family status may also affect a person’s ability to combat
disease. A degree of anaemia that was unnoticeable to an inactive person
might be seriously incapacitating to an energetic person playing sport at
altitude.

Pain thresholds, like other aspects of the person, can vary widely with
age and gender.

It may be necessary to involve more than one health professional to treat
all aspects of a disease. This idea is being slowly accepted by orthodox prac-
titioners and it is becoming more common for physicians to involve, for
example, social workers and others in constructing an individualised treat-
ment plan.

It might help to understand the holistic approach better if we consider
for a moment two different ways of treating the following (hypothetical)
case:

A foreign tourist is knocked down by a cyclist while crossing the road
and looking the wrong way to check for oncoming traffic. He sustains a
number of lacerations to his arm but does not seek medical help and the
wound subsequently becomes infected. This unfortunate person then con-
tracts septicaemia and eventually dies. The series of events can be repre-
sented in a linear fashion, as shown in Figure 1.1.

There is a clear link here between the fall and the injury, the injury and
the infection, and so on. The link between the fall and death is rather more
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Figure 1.1 The linear Fall |:>| Injury |:>| Infection |:>| Septicaemia|j>| Death

approach to treatment

Figure 1.2 The holistic

Death
approach to treatment

Fall
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Septicaemia Infection

ﬂ
ﬁ

tenuous. This means that each episode is treated in isolation, when in fact
they are all interrelated. If we now look at the scenario in a holistic way we
see an altogether different approach. Here we relate each of the medical
states back to the patient individually and look at treating each one
(Fig. 1.2).

The holistic practitioner thus needs to know the answers to a number of
questions; for example:

e Why didn't the tourist hear the cyclist? Perhaps he was deaf, or
inebriated?

® Why didn’t he bother to have the lacerations treated?

e What were the environmental factors that caused his wounds to become
infected?

In this way a complete picture of the patient can be painted and an indi-
vidualised treatment plan designed, though in this case the patient outcome
could not have been improved without earlier intervention — once septi-
caemia had set in it was too late. Of course there is also a linear relationship
between the sequence of events, but the ‘systems approach’ just outlined
adds to and complements the healing process.

The holistic approach may be demonstrated by the following two cases:
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Case Study: 40-year-old patient

Mr J, aged 40, requests something to treat
spasmodic diarrhoea. You note that he is wearing
protective clothing that has paint splattered on it
and he walks with a pronounced limp.

Conventional thinking might lead you to offer an
antidiarrhoeal drug. If a closer look is taken,
however, additional facts emerge. As well as the
normal questions that a medicines' assistant or a
pharmacist might ask in an OTC situation involving
a request for a diarrhoea remedy, the following
would be important to consider:

1. His clothing suggests that he might be a
painter.

2. The spasmodic nature of the condition might
indicate association with a particular work
procedure.

3. The limp might be important.

Case Study: 20-year-old patient

Ms L is a 20-year-old woman with red rings around
her eyes who asks in a soft voice for something to
stop diarrhoea. Half way through the conversation
she yawns and apologises profusely. The following
can be determined without asking any questions:

1. The red eyes may signify that she has been

crying.
2. The yawn might indicate a lack of sleep.

It transpires that Mr J is in fact a painter and
decorator with an allergy that is worse when he
works indoors and the paint fumes are confined. He
confirms that this is precisely when his diarrhoea is
at its most troublesome. When he last went to his
GP he was prescribed an antihistamine, but it made
him drowsy and he fell off his ladder - hence the
limp. In the light of this information the patient
might be counselled to help him manage the
problem more efficiently. He could be offered a more
appropriate antihistamine (so he does not fall off his
ladder again!) or a homeopathic remedy, either alone
or on a complementary basis.

3. The general appearance is possibly consistent
with Ms L being a student.

Ms L is indeed a student, who has been studying all
night and is extremely anxious about her
forthcoming examinations. Here a homeopathic
remedy for anxiety - Argent nitricum (Argent nit) -
would be appropriate. This remedy also has
antidiarrhoeal properties.

Thus, by adopting a holistic approach, we reveal that two apparently
similar cases of diarrhoea require quite different approaches.

Another feature that is taken into consideration in applying the holistic
concept is the patient’s personality. This is not totally foreign to orthodox
practice. It is often the case that patients seeking treatment for various minor
conditions are advised differently according to their attitude or demeanour.
A loud, bombastic person is likely to be treated rather less sympathetically
than a quiet mild-mannered one, and may even be offered a different med-
icine. This approach is typically carried out in a rather covert manner; in a
pharmacy it may follow a whispered consultation among staff in the back
of the premises. In one American study, medical staff were found to have
given placebos to unpopular patients who were suspected of exaggerating
their pain or had failed to respond to traditional medication (Goodwin et



INTRODUCTION TO CAM

11

al., 1979). The holistic practitioner fully acknowledges that people have dif-
ferent personalities and overtly treats them while taking this fact into con-
sideration. Thus people suffering from similar symptoms may be subject to
very different interventions; similarly, a particular intervention may be used
to treat an array of different symptoms in different people.

The question as to how GPs and non-medically qualified trained profes-
sional practitioners (see Ch. 12) describe their homeopathic treatment
models for asthma and allergy has been investigated (Launse and Rieper,
2005). Six GPs and 11 professional homeopaths participated in semi-
structured interviews. The main difference was in the descriptions of the
purpose of treatment. While GPs understood asthma and allergy as inde-
pendent entities in reference to physiological reactions and conditions, the
professional homeopaths understood asthma and allergy as symptoms of
something underlying. However, the GPs developed, on the basis of their
clinical experience, a more multifactorial explanation of asthma and allergy.
Further, the professional homeopaths did not consider it entirely necessary
to make a diagnosis before treatment was initiated. A working hypothesis
or assumptions can be disproved or confirmed by the effect of medicine. It
was not the asthma or allergy that determined which homeopathic medi-
cine was chosen, but the person’s overall symptom or reaction pattern. The
purpose of the interview was to identify the homeopathic medicine and not
the disease.

Obviously it is impossible to spend the time necessary for a full CAM
consultation in a busy healthcare environment such as in a pharmacy.
In homeopathy there is a range of homeopathic remedies, known as
polychrests, which have a wide spectrum of activity (see Ch. 8). Experience
over many years has shown that they can be used to treat a large number
of simple, self-limiting conditions without the need for the protracted inves-
tigations implied above. There are also remedies that are considered to be
specific for a given condition. This book concentrates mainly on specifics
and polychrests, and how they can be used in the treatment of acute
problems, although chronic disease and other remedies will be mentioned
as well.

Many manufacturers also have ‘specialities” — herbal and aromatherapy
products and also mixtures of homeopathic polychrests and other remedies
(known as complexes) that give specific indications for use: ‘for rheumatic
pain’, ‘for colds and flu’, etc. (see Ch. 4). Homeopathic complexes are
extremely popular in many countries: in the USA for example, almost 90%
of all health food outlets keep them (see Ch. 8).

The holistic approach to treating patients using interdisciplinary care is
being increasingly embraced in modern orthodox medicine. In a study
carried out among elderly patients in Airedale, England (Aveyard, 1995),
nearly 76% of respondents were considered to be in need of help or com-
plete supervision with medicine administration. The author concluded that
there was a definite need for a pharmaceutical contribution to ‘the multi-
disciplinary assessment of such people’ (Aveyard, 1995). The healthcare
strategy documents issued by the health authorities of all four countries
in the UK in the period 2001-2004 were based on putting patients at the
core of the healthcare system. In Scotland, the pharmaceutical community
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has embraced care, a holistic culture involving interdisciplinary cooperation
was quickly established.

Not all members of professions making a contribution to the health
team are in accord with the concept of holistic therapy (McKee, 1988). The
sociological literature often highlights the fact that in concentrating on
individuals, the needs of the wider community may be overlooked. When
responsibility for maintaining a healthy lifestyle is shifted to a single person,
the social structures that constrain individual behaviour and lifestyle choices
may thereby be obscured (Labonte and Penfold, 1981). It has been suggested
that this emphasis on such apparent weaknesses in the holistic view may be
the reason for its lack of acceptance in the past.

The alternative and complementary approaches to health care

Some years ago the following tragic headline appeared in a newspaper:
‘Child killed by homeopathic remedy’. The story related the case of an infant
who had died from meningitis, having been given homeopathic medicines
(or ‘remedies’ as they are often called) by her parents in place of the antibi-
otics prescribed by their family doctor. A far more accurate heading would
have been ‘Child dies through lack of antibiotics’. More recently there have
been reports in the pharmaceutical press of a patient trying to treat insulin-
dependent diabetes with homeopathy.

These cases demonstrate the unfortunate approach adopted by some
people who believe they must have homeopathy or nothing. This idea has
been refuted since the earliest days of homeopathy. As an example, in his
address to the first annual meeting of the British Homeopathic Society, held
in August 1846, Dr F. H. Quin, generally credited with introducing homeo-
pathy to Britain, counselled against rejecting orthodox medicine out of
hand:

In order to build a temple to Hahnemann it is not necessary to endeavour to
destroy that raised to Hippocrates . .. Let us admire and do justice to their
[here he was referring to his allopathic colleagues] learning and honourable
conduct, whilst we lament their blindness to the great truths contained in our
doctrines. (Quin, 1862)

This was, however, a rather different view to that expressed by
Hahnemann, the founder of homeopathy, who disliked the idea of ‘half
homeopaths’, as he called homeopathic colleagues who also used non-
homeopathic medicines in their practice.

The words ‘complementary’” and ‘alternative’ are often used inter-
changeably (please note the spelling ‘complementary” — with an ‘e” in the
middle; ‘complimentary” has quite a different meaning). In the past, UK
health professionals tended to use the former term only, because it implied
an ability to complement, or complete, other treatments. It was believed that
CAM was more likely to be used concurrently with other therapies rather
than in isolation (Sharma, 1992). It is not unusual for homeopathic physi-
cians in the UK to prescribe an antimicrobial and a homeopathic remedy
(e.g. Belladonna) on the same prescription form. Further, in some cases CAM
practitioners may use more than one complementary discipline in a treat-
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ment schedule. For example, asthma may be treated by a whole range of
therapies including relaxation, breathing exercises, hypnosis, chiropractic,
homeopathy and massage (Ernst, 1998).

As noted above, the terms ‘alternative’ and ‘complementary’ are often
used interchangeably to describe a large number of holistic therapies.
“Alternative’, however, implies that one must choose between two courses
of action, for example, whether to treat a patient with orthodox medicine
alone (sometimes called allopathy, a term that implies the use of drugs that
have opposite effects to the symptoms) or with homeopathy alone. In fact,
as described, there are many instances when patients can enjoy the best of
both worlds by using homeopathy to support other medical disciplines.
Further examples might include:

@ In both the meningitis and diabetes examples given above, homeopathy
could have been used alongside orthodox medication.

e Homeopathy provides a method of treating minor conditions suffered by
HIV-positive and AIDS patients where orthodox medication is likely to
interact with existing drug regimens. Some workers even think that
certain aspects of AIDS might be treated successfully with homeopathy
(Rastogi et al., 1993), although there is no clear-cut evidence that this is
so. Silver (1993) has reported the use of different mother tinctures and
nosodes (see Ch. 8) during inert phases of the disease and claims that the
use of potentised drugs can be of major importance where patients take
prescribed medicines such as AZT and fluconazole, to reduce or neu-
tralise side-effects. Homeopathy also provides a method of addressing
psycho-emotional factors.

® Drug abuse is another example of the complementary applications of
homeopathy. There has been increasing recognition that the problems of
drug abuse are not homogeneous, but are symptoms associated with a
wide variety of social and environmental problems. Treatment for indi-
viduals abusing drugs needs to offer different approaches to deal with
the physical craving, but also medicines geared to their highly individ-
ual needs. Remedies can be used to treat nervous excitement and sleep-
lessness, persistent nausea, vomiting and colic without interfering with
the detoxification programme. In an Indian study, homeopathic treatment
is reported to have been successful in supporting a group of 30 addicts
undergoing opiate withdrawal (Bakshi and Singhal, 1993).

® The successful treatment of gum disease should include a consideration
of the patient’s resistance to the problem. Homeopathy can help greatly
by complementing orthodox therapy in providing support for lowered
resistance to dental problems (Stevenson, 1994).

These examples all demonstrate how homeopathy can assume a comple-
mentary role, supporting a course of orthodox treatment rather than replac-
ing it. There are occasions — for instance where the body needs relatively
large amounts of vitamins, minerals or hormones to correct some deficiency
— when homeopathy cannot be used alone. Thus, there are no homeopathic
iron tablets, HRT drugs or oral contraceptives. Having said that, the remedy
Medorrhinum has been reported as curing iron deficiency anaemia (Schore,
1993), and some homeopaths claim success in treating conditions that would
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normally require hormone replacement therapy (HRT) but where the
patients concerned are unsuitable for HRT because they have had hysterec-
tomies for malignancy.

There are, in addition, conditions for which we do not have any
suitable orthodox medicines. For instance, complementary medicines can
offer a solution for morning sickness in pregnancy, or anxiety prior to
examinations.

The term ‘complementary’, since it implies a degree of flexibility, is to be
preferred to ‘alternative’ in the healthcare environment. A similar shift in
attitude towards a complementary approach has recently been adopted by
the British Medical Association (BMA, 1993). Not all homeopaths agree with
the distinction between the two terms, however, believing that we should
not use either, and that the use of such terms will lead to a marginalisation
of homeopathy and a tendency by colleagues to equate allopathy with
medicine or pharmacy in total.

In recent years there has been a move towards using the term ‘comple-
mentary and alternative medicine” (CAM), a designation popular in North
America. Certainly there is evidence that clients purchasing homeopathic
medicines over the counter in a pharmacy do so instead of, rather than in
addition to, orthodox medicines (Kayne et al., 1999).

According to Guajardo et al. (1994), we should be campaigning to have
homeopathy viewed as a specialty. Like other specialties, homeopathy (or
‘homeotherapeutics’) depends on a broad scope of application, a depth of
expertise and a research programme for its survival and growth. These
elements should be encouraged.

FACTORS PROMPTING THE CURRENT INTEREST
IN COMPLEMENTARY AND ALTERNATIVE THERAPIES

The most significant factor leading to the re-emergence of complementary
and alternative medicine in modern times was the events surrounding the
use in pregnancy of the drug thalidomide to treat morning sickness. Soon
after the drug was introduced in Europe in 1956 a shocked public became
acutely aware of the risks associated with the administration of medicines,
for within 5 years more than 8000 deformed children had been born to
mothers who had taken the drug during the first trimester of their preg-
nancy. From these tragic occurrences regulatory authorities all over the
world learnt of the dangers of drug approval without proper testing pro-
grammes (BMA, 1990).

With gathering intensity, consumers began asking searching questions
about the use of prescribed medication and the issue of accountability
became a much more important one for major pharmaceutical producers.
By 1981, awareness of adverse drug reactions was such that 36% of all
patients admitted to a hospital in Boston were identified as suffering from
iatrogenic symptoms (Steele et al., 1981). In consequence patients began
seeking alternative unorthodox treatments and the demand for comple-
mentary medicine took off, alongside the so-called ‘green revolution’. The
principle of choice has created a new market-led environment rather than
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the previous product-led situation where relatively uninformed patients
were treated as their doctor or pharmacist decided and had little input into
the management of their own condition. These changes have meant that
the way healthcare providers practise has had to change as well, with a
requirement to provide better patient service in terms of facilities and
advice. The demand for complementary medicine is one result of this chang-
ing scenario.

In recent years other factors have changed the whole process of health-
care delivery in the UK, facilitating the uptake of CAM. These include:

@ The development of a healthcare system that puts patients at its core and
respects individual choice.

e The increasing numbers of drugs removed from the market due to
adverse reactions.

e The wider availability of diagnostic screening, placing emphasis on
prophylaxis.

@ The opening up of prescribing under the UK National Health Service to
professions allied to medicine and professional and non-medically quali-
fied therapists.

THE PROFILE OF CAM USERS

Increasingly research has begun to investigate the prevalence of CAM use
and the profile of CAM users. Users are more likely to be female, be better
educated, have a higher income, and be employed (MacLennan et al., 2002).
Research also reveals that users tend to employ CAM alongside conven-
tional health services, are more likely to be married than not, to be aged
between 35 and 49 and to have poorer health status than non-CAM users
(Adams et al., 2003). They are more likely to have used CAM before their
current illness than non-users (Harris et al., 2003).

The majority of CAM profile work has been undertaken in North America
(Russell, 2004), with research by Eisenberg et al. (1998) being widely quoted
in the literature. According to a US nationwide survey, 36% of US adults
used some form of CAM during the previous 12 months (CDC, 2004). And
when prayer specifically for health reasons is included in the definition of
CAM, the percentage of US adults using some form of CAM rose to 62%.
The survey was developed by the National Center for Complementary and
Alternative Medicine (NCCAM) (http://nccam.nih.gov) and the CDC’s
(Centers for Disease Control and Prevention) National Center for Health
Statistics (NCHS) and included interviews from 31044 adults aged 18 years
or more.

Survey results indicated that CAM was most often used to treat back pain
or back problems, head or chest colds, neck pain or neck problems, joint
pain or stiffness, and anxiety or depression. The 10 most commonly used
CAM therapies and the percentage of US adults using each therapy are:
prayer for own health (43%); prayer by others for the respondent’s health
(24%); natural products such as herbs, other botanicals and enzymes (19%);
deep breathing exercises (12%); participation in prayer group for own health
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(10%); meditation (8%); chiropractic care (8%); yoga (5%); massage (5%); and
diet-based therapies.

The profile of homeopathic consumers

In a study carried out between December 1996 and March 1998, 120 com-
munity pharmacies were selected randomly from the British Homeopathic
Association’s list of independent and small chain (less than five outlets)
pharmacies known to sell homeopathic remedies (Kayne et al., 1999). Of
these 120 pharmacies, which were located across England, Scotland and
Wales, 109 (91% of the total) agreed to participate in the study. Questionnaire
cards were offered to buyers of homeopathic remedies on a first-come first-
served basis. The questionnaire covered five main areas: (a) personal infor-
mation about the buyer; (b) information about the remedy (for whom it was
bought? what it was for? how often and for how long it was taken?); (c)
reasons for buying a homeopathic remedy; (d) whether or not the remedy
was considered effective; and (e) what other complementary treatments
were used on a regular basis or whether they were taken as monotherapy.

The survey showed that it is generally the higher socio-economic groups
who buy OTC homeopathic medicines. With frequently higher discretionary
incomes, these groups may also be less price sensitive than other groups.
This may mean that pharmacies can use more flexible pricing policies. It
may also suggest that buyers of OTC homeopathic medicines are intelligent
enough to become well-informed about their purchases and be in a position
to make a sensible assessment of the products.

However, there is some recent evidence to suggest that the market is
developing and the use of CAM may now be wider than found in this survey
and no longer confined to any circumscribed socio-economic group (Wolsko
et al., 2000). A Norwegian study found considerable differences in the
homeopathic consumer profile over a 13-year period between 1985 and 1998
(Steinbekk and Fennebg, 2003). The authors concluded that patients visit-
ing homeopaths in 1998 differed in age and in diseases treated compared to
previous users of homeopathy and general practice patients.

There was a predominance of polychrest homeopathic medicines bought
by respondents. This is understandable for they are the type of remedies
best suited to the OTC environment. With polychrests buyers can readily
equate remedies with ailments and so buy the medicine most likely to be
effective for their particular condition. Retailers also benefit by not having
to offer what can be lengthy and complex advice to buyers. Point-of-sale
materials such as charts and leaflets available in some of the multiples
largely obviate the need for advice from the pharmacy staff which can be
very costly in terms of staff time. They may also reduce the need for exten-
sive training for staff in homeopathy. However, the very large number of
homeopathic medicines available and the complexity of matching remedies
and ailments may still be confusing to some patients who will seek advice
from the staff. One problem is that there may be several remedies for
the same ailment. Some patients also like the comfort of a confirmatory
word from the pharmacist or another member of staff when buying untried
medicines.
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Most of the buyers of homeopathic medicines in this study had bought
them before, though they were not asked how many times or for how long
they had been buying them. The authors suspected that many respondents
had bought them for many years and that any advertising that does take
place is not very effective in bringing new buyers into the market and
generating sales.

Concern was expressed at the excessive length of time for which
some respondents had taken their remedies; this ranged from a few days
to several years. Most homeopathic remedies offered for sale over the
counter are designed for short-term administration. Long-term chronic
conditions are best treated under the guidance of a practitioner. While
taking homeopathic medicines for long periods should not do any harm,
since the medicines are not in themselves harmful, patients may suffer
because they may not be receiving appropriate treatment for their condition.
On the other hand, there are many skilled and knowledgeable people who
may be self-treating effectively over longer periods of time, so no firm con-
clusions can be drawn. Another factor which allows patients to continue to
use the medicines longer than advised is the number of tablets in a typical
container, namely 125. Taken at a rate of three tablets per day, a single
container will last well over a month, which could be too long for an acute
condition.

Almost all homeopathic medicines are classed as GSL (general sales list)
in the UK and may thus be distributed through health stores and groceries
as well as pharmacies. Homeopathic remedies are considered to be medi-
cines under UK law and there is a feeling among many health profession-
als that sales of all medicinal products should be restricted to places where
professional advice is available. In fact, some studies have shown that staff
in health stores are often better trained than staff in pharmacies and the
major pharmacy groups are working to rectify this by improving the train-
ing given to pharmacy staff on homeopathy and other complementary
treatments.

A further issue is that of licensing regulations. EU Directive 92/73/EEC
presently precludes claims of efficacy on newly registered remedies,
although this does not prevent the formulation of local national rules to
allow restricted claims in the future. At the time of writing there is discus-
sion concerning the formulation of a scheme that will allow products not
covered by the European Directive (e.g. injections) to be licensed and make
limited claims of therapeutic benefit (see Ch. 2).

It is thus important for unskilled purchasers to be able to obtain advice
from a source other than the product label and this is often achieved by
point-of-sale materials, specifically charts and leaflets. In fact some remedies
do have claims of efficacy on the label. These are products with product
licences of right (PLR); these were granted to all products on the market at
the time of the Medicines Act 1968. As yet there are no plans to require PLR
to be converted to full product licences.

A study was carried out in Manchester on a sample of health store clients
(Reid, 2002). Results were largely similar to those obtained by Kayne et al.
(1999). In addition, Reid found 13% of respondents were using homeopathy
concurrently with prescription drugs.
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THE REASONS FOR THE DEMAND FOR CAM

Push factors
Perception of drug risks

The demand for CAM is in part a search for a broader range of therapies,
but is also a call for a different approach to care, with less emphasis on drugs
and a more ‘whole person” approach (Reilly, 2001). Mostly, people look to
CAM when orthodoxy has failed. But CAM is also increasingly becoming a
first-line intervention for some, because of the worry about the side-effects
of conventional treatments and a perception that orthodoxy has become
dehumanised.

Vincent and Furnham (1996) divided the reasons into “push’” and “pull’
factors. Push factors relate to the perceived dangers of using conventional
medicines, such as drug toxicity and invasive techniques, which encourage
patients to seek safer alternatives. Pull factors are those that encourage
people to use complementary treatments (usually for particular complaints)
while at the same time continuing to use orthodox treatments for other com-
plaints. There are several reasons why people choose to use homeopathic
medicines. These reasons can be expressed in terms of Vincent and
Furnham’s push and pull categories:

Perceptions of drug risks have been found likely to influence patients’ treat-
ment choices (Von Wartburg, 1984). The attitudes and perceptions of a rep-
resentative sample of Swedish adults with respect to a number of common
risks have been studied by Slovic et al. (1989). Respondents characterised
themselves as people who disliked taking risks and who resisted taking
medicines unless forced to do so. Evidence for safety and efficacy appeared
to make people much more tolerant of any risks. Prescription drugs (except
for sleeping pills and antidepressants) were perceived to be high in benefit
and low in risk. Homeopathic remedies were not included in the study, but
the results for herbal medicines showed an extremely low perceived risk,
only slightly higher than vitamin pills, and a perceived benefit approxi-
mately equal to vitamin pills, contraceptives and aspirin. The distinction
between homeopathic and herbal preparations is not always readily appre-
ciated by the general public (Kayne, 2005). For the purposes of this discus-
sion a parallel will be drawn between the two as far as patients’ perceptions
are concerned. Homeopathy and the other related therapies that collectively
make up complementary medicine are considered by many people to be
attractive because they have acceptable risk:benefit ratios.

Disenchantment with orthodox medicine

It has been suggested that people who choose complementary medicine may
do so from disenchantment with, and bad experiences of, orthodox medical
practitioners, rather than a belief that traditional medicine is ineffective
(Furnham and Smith, 1988). It is known that several factors affect the length
and quality of a consultation in orthodox medicine (OM), including: the
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socio-economic status of the patient, the gender of the practitioner and the
gender of the patient (Saxena et al., 1995; Howie et al., 1999: Deveugele
et al., 2002).

Bakx (1991) has summarised some of the possible reasons for the
development of widespread discontent with OM amongst users of CAM.
OM has:

o culturally distanced itself from the consumers of its services

e failed to match its promises with real breakthroughs in combating disease
created by modern lifestyles

® alienated patients through unsympathetic or ineffectual practitioner—
patient interaction.

With the advent of healthcare consumerism, and as a result of a finite
health budget, people are now encouraged to be largely responsible for their
own health. And that does not apply only to self-treating trivial ailments. It
means having a ‘responsible’ lifestyle too.

Balint and co-workers have reported a series of investigations based on
the analysis of doctor—patient consultations to answer the question: “Why
does it happen so often, that, in spite of earnest efforts on both sides, the
relationship between patient and doctor is unsatisfactory and even
unhappy?’ (Balint, 1971). Balint pointed out that these situations can be truly
unfortunate; the patient is desperately in need of help and the doctor tries
his or her hardest, but still, despite sincere efforts on both sides, things go
wrong. One conclusion reached by the researchers was that the doctor
should arrive at a diagnosis not on the basis of physical signs and symp-
toms alone, but also from a consideration of the so-called ‘neurotic’ symp-
toms. It is likely that many doctors’ beliefs, personality and behavioural
standards affect the way in which patients are treated. This means that the
management of a patient’s disease may vary widely according to the prac-
titioner consulted. Time is an important factor. In one large English survey
12% of patients complained about having insufficient time with their general
practitioner, but this figure rose to 30% when patients were seen for 5
minutes or less (Department of Health, 1998).

With CAM a diagnosis is not necessarily required as a prelude to a pre-
scription. The intervention is based on symptomatology and the individ-
ual’s characteristics and though the consultation takes longer it involves a
higher degree of patient interaction and may therefore be perceived as more
sympathetic.

Furnham et al. (1995) asked three groups of CAM patients and an OM
group to compare the consultation styles of GPs and CAM practitioners.
CAM practitioners were generally perceived as having more time to listen.
Ernst et al. (1997) tested the hypothesis that patients judge the manner of
non-medically trained complementary practitioners more favourably than
that of their GPs.

It may be that the discontent is due not just to the failings of conventional
medicine itself, but to a new consciousness of the value of involving the
individual in his or her well-being and a new sense of the value of being
‘natural’. Patients are no longer willing to be treated in a paternalistic ‘I
know best” manner with standardised medication. They want a sensitive
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recognition of themselves as an unwell person, rather than accept treatment
for a disease in isolation.

Reduced efficacy of existing medication

Pull factors

Some patients are thought have turned to homeopathy as a result of a
dissatisfaction with the efficacy of allopathic medicine (Avina and
Schneiderman, 1978). This has, rather unkindly, been called the ‘Have you
got something else?” syndrome. Skin conditions treated with steroids fall
into this category; as time proceeds, patients often claim that the efficacy of
the various topical preparations available lessens.

Time to consider more than just symptoms

Financial reasons

It has been suggested that homeopathy appeals to patients who like the
feeling that attention is being paid to more aspects of themselves than just
the symptoms (English, 1986). In a survey of 161 CAM practioners carried
out by White et al. (1997) it was found that the mean time spent with
patients for a first consultation was 75 minutes (Acupuncture), 90 minutes
(Homeopathy) and 40 minutes (Chiropractic). Subsequent consultations
were between a third and a half less. There is substantial interpractice vari-
ation in consultation length of allopathic GPs in the Uk, from a mean of 5.7
minutes to one of 8.5 minutes (Carr-Hill et al., 1998). In some practices the
longest average GP consultation time is about twice that of the shortest.
However, correlational analysis of patients from nine GP practices was used
to test the hypothesis that patients’ perceptions of consultation length are
influenced not just by actual consultation length, but by other aspects of
their experience of consultations (Cape, 2002). Patient concerns about time
may be as much about quality time as about actual time.

National Health prescribing. In the UK homeopathic remedies may be
prescribed on GP10/FP10/WP10 forms (and also on doctors’ stock forms in
Scotland). The net ingredient cost is, on average, substantially less than the
cost of the newer orthodox medicines for a similar course of treatment,
although this figure does not take into account the longer consultation times
and does vary widely. In the case of older non-proprietary allopathic drugs
the costs may be lower than homeopathic remedies.

A comparison of prescribing costs is presented in Table 1.1. The allopathic
drugs are examples of those frequently prescribed within each therapeutic
group. The homeopathic remedies are not direct equivalent medications to
the allopathic drugs, but are merely given as examples of the type of reme-
dies that might be considered for symptomatic treatment.

Apart from Jeremy Swayne (1992) who carried out a study on the pre-
scribing costs of 21 doctors, there has been relatively little economic evalua-
tion work to examine the cost-effectiveness of homeopathy. The results
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Table 1.1 Comparison of

costs of allopathic and Therapeutic Allopathic drug Cost Example of homeopathic  Cost (£)
homeopathic treatment JIoUD (€)  symptomatic drug
Analgesics Co-dydramol 1.75  Belladonna 2.20
Paracetamol 0.75
Antiasthmatic Salbutamol inhaler 1.78  Ipecacuanha 2.20
Beclometasone 8.24
Antirheumatics  Diclofenac retard 12.72  Rhus tox 2.20
Ibuprofen 400 mg 2.46
Piroxicam 20mg 3.13
Cardiovascular  Propranolol 0.54  Baryta mur 2.20

Nifedipine retard 8.50

Diuretics Amiloride 1.51  Apis 2.20
Co-amilofruse 2.58
Furosemide 0.64

Gl tract Famotidine 9.80 Arsen alb 2.20
Ranitidine 5.13

Hypnotics Temazepam 0.62  Coffea, Passiflora 2.20
Zopiclone 3.26

Laxatives Ispaghula 424 Nux vomica 2.20
Lactulose 2.00
Senna 0.86

suggested that doctors practising homeopathic medicine issue fewer pre-
scriptions and at a lower cost than their colleagues. Unfortunately, there
were several serious limitations to the study, not the least being that the
sample was too small to allow generalisations to be made. As with the com-
parisons above, no account was taken of the extended consultation times
involved. When it was published the survey gained widespread attention
in the press and the results have certainly contributed to discussions on
widening the availability of homeopathy in the health service. Similar cost
advantages have been identified amongst German dental surgeons
(Feldhaus, 1993).

Jain (2003) collected data for 4 years on 100 patients treated homeopathi-
cally. Costs of homeopathic remedies and costs of conventional drugs that
otherwise would be prescribed for these patients was calculated for the total
duration of treatment. Average cost savings per patient was £60.40 As with
Swayne’s study, no allowance was made for the prescribers’ consultation
time and there is the possibility that patients were chosen according to the
potential likelihood of savings being made rather than at random.
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Slade et al. (2004) claimed an annual saving of £2807.30 in a study that
evaluated the effect of a GP led practice-based homeopathy service on symp-
toms, activity, well-being, general practice consultation rate and the use of
conventional medication. A limitation of this result was the absence of a
control group.

A study was carried out in 80 general medical practices in Belgium where
physicians were members of the Unio Homeopathica Belgica. All patients
and their physicians visiting the practices on a specified day completed a
questionnaire (Van Wassenhoven and Ives, 2004). A total of 782 patients pre-
sented with diseases of all major organ systems Patients were very satisfied
with their homeopathic treatment, both they and their physicians recorded
significant improvement. Costs of homeopathic treatment were significantly
lower than conventional treatment, and many previously prescribed drugs
were discontinued.

Trichard et al. (2005) carried out a pharmacoeconomic comparison
between homeopathic and antibiotic treatment strategies in recurrent acute
rhinopharyngitis in children and concluded that the former could a offer
cost-effective alternative.

A report commissioned by the Prince of Wales into the cost of comple-
mentary medicines sparked controversy in August 2005 even before its
scheduled publication later in the year (Henderson and Pierce, 2005). Prince
Charles asked an independent economist to work out how much such thera-
pies could save the UK National Health Service. A draft of the report was
sent to Professor Ernst in Exeter who criticised it publicly, saying that the
conclusions were ‘outrageous and deeply flawed” and there was a danger
that ‘unproved treatments could be integrated into the NHS at the expense
of other treatments’.

There is also some advantage to the patient of having prescribed homeo-
pathic remedies, because in nearly all cases the cost of the remedy will be
less than the UK prescription tax and pharmacists will generally invite
patients who are subject to it to buy the remedies OTC at the lower retail
price (see below).

OTC purchases. In the UK most homeopathic remedies retail at about
half the cost of an average OTC sale for a similar course of treatment, making
them an attractive buy for customers.

Ernst and White (2000) have reported that, on average, British CAM users
spent approximately £13.62 on CAM per month, which extrapolates to an
annual expenditure of £1.6 billion for the whole nation. There is some evi-
dence that the price may be rising; in a survey carried out in a health author-
ity area in Wales 3 years later (Harris et al., 2003), 49.6% of the respondents
(534 people) reported using at least one type of CAM during the past 12
months: 16.4% (221) said they had consulted a CAM practitioner (average
cost per person, £28 per month); 15.4% (166) indicated using CAM tech-
niques (average cost per person, £16 per month), and 42.3% (456) reported
using OTC diets, remedies or supplements at an average cost of £10 per
month per person.

In Australia a rising trend has also been identified: a 120% and a 62%
increase in the cost of alternative medicines and therapists, respectively,
between 1993 and 2000. In 2000 expenditure on alternative therapies was
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nearly four times the public contribution to all pharmaceuticals (MacLennan
etal., 2002).

The ‘green’ association

Complementary medicine is often portrayed as being ‘natural’ by the media
and this approach appeals to the fads and fashions of the ‘green’ lobby. We
will see the importance of media exposure shortly. Together with a signifi-
cant spin-off from royal interest, this has had the effect of making more
people aware of the potential advantages of homeopathy and of stimulat-
ing demand.

Encouragement by the media

There is no doubt that patients are being encouraged to question the suit-
ability of existing treatments. For instance, in her book entitled Controversies
in Health Care Policies, the celebrated English Rabbi Julia Neuberger states
that patients should ask their family doctor a series of questions, including
the following:

e What is the likely outcome if I do not have the treatment you are
offering?

® What alternative treatments are available?

® What are the most common side-effects?

® Would you use this treatment?

Newspapers are also encouraging patients to ask questions about their treat-
ment and so make doctors accountable. ‘Patient power makes the doctor
think twice’ stated the Glasgow Herald on 9 December 1994. Such a trend has
not gone unnoticed by the medical profession, as the following comment
from a British Medical Journal leader shows: ‘Patients are sophisticated con-
sumers who are challenging the unique authority of doctors.” Such devel-
opments are affecting all health professionals, not just our medical
colleagues.

Royal support

The Royal Family have always been keen proponents of homeopathy. In par-
ticular, Prince Charles’ patronage of homeopathy is well documented and it
is thought that this has encouraged many people to try the remedies. His
grandmother, the late Queen Mother, was patron of the British Homeopathic
Association for many years.

Cultural reasons

Increased demand has been generated by mobility across national borders
of people whose cultural backgrounds emphasise the use of holistic forms
of medicine. Thus, migrants from the Indian subcontinent, and from China,
take their customs with them when they migrate. Either from an inherent
mistrust of Western medicine or from a misunderstanding of what it can
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achieve, such people prefer to continue using traditional methods that have
proved successful over many centuries.

For all the above reasons there has been a significant and steady increase
in the number of requests for homeopathic medicines in pharmacies and
health stores over the past 15 years, and this has been matched closely by a
similar trend with requests for homeopathic veterinary preparations for the
treatment of both domestic and farm animals.

THE MOST POPULAR APPLICATIONS OF CAM

Perceptions are notoriously fickle and are often based on misconceptions.
Knowing what our patients think about holistic treatments and where they
obtain their information is important in designing education programmes
and introducing the disciplines to new patients. Vincent and Furnham (1994)
have examined the perceived efficacy of acupuncture, herbalism, homeopa-
thy, hypnosis and osteopathy. They showed that conventional medicine was
clearly seen by the majority of respondents as being more effective in the
treatment of most complaints. Complementary medicine, on the other hand,
was seen as being most useful in specific conditions, including depression,
stress and smoking cessation (where hypnosis was superior to conventional
medicine), and in the treatment of common colds and skin problems. Among
those with a strong belief in complementary medicine, homeopathy and
herbalism were also seen as valuable in chronic and psychological condi-
tions. Overall, for all conditions, herbalism appeared slightly more popular
than homeopathy and acupuncture, but homeopathy was favoured in the
treatment of allergies.

A telephone survey at the end of 2000 carried out by the University of
Exeter for BBC Radio revealed that 20% of people contacted in the UK had
used some form of CAM in that year, with herbalism, aromatherapy, homeo-
pathy, acupuncture, massage and reflexology proving the most popular
therapies (Ernst and White, 2000). This compares with the 1991 figure of 26%
quoted by Fisher and Ward (1994) and the figure of 10.5% derived from a
pilot random study by Vickers (1994). Among patient populations there is
a variability in the usage of CAM ranging from 17% in diabetic patients
(Leese et al., 1997) to 69% of patients with psoriasis (Clark et al., 1998). CAM
therapies are popular with patients who are HIV seropositive despite effec-
tive drug treatments, potential drug interactions and overlapping toxicities
(Bica et al., 2003). If potential clients can be directed towards homeopathy
with its positive risk:benefit ratio potential adverse reactions can be avoided.
Sparber et al. (2000) have identified and characterised patterns of use of CAM
by HIV/AIDS patients participating in clinical trials in a research setting. A
total of 91% of the cohort (n = 100) had used at least one CAM therapy to treat
dermatological problems, nausea, depression, insomnia or weakness.

UK regional usage was shown by Ernst and White to be highest in Wales
(32%), and south-east England (23%) and lowest in the west midlands (16%)
and northern England (13%). The main reasons for trying CAM were its
perceived effectiveness, a positive inclination towards it, and its relaxing
effects. Rates in the UK are appreciably lower than in many other European
countries. For example, in Germany up to 65% of respondents may now use
CAM, in the Netherlands 50-60% and in France 50%.
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Table 1.2 Comparative usage of complementary medicine (Fisher and Ward, 1994)

% of population using: = Complementary Acupuncture Homeopathy Osteopathy Herbal medicine
medicine chiropractic

Belgium 31 19 56 19 31
Denmark 23 12 28 23 No info
France 49 21 32 7 12
Germany 46 No info No info No info No info
Netherlands 20 16 31 No info No info
Spain 25 12 15 48 No info

UK 26 16 16 36 24

USA 34 3 3 30 9

THE MARKET FOR CAM

If one compares the popularity of examples of complementary medicine
across several countries some interesting idiosyncrasies emerge with respect
to individual preferences and the estimated percentage of the population
using complementary medicine. Table 1.2 shows that consumer surveys
demonstrate positive public attitudes to complementary disciplines in many
countries, with France and Germany leading the way. In Spain and the UK
the most popular treatments appear to be the manipulative disciplines.
Herbal medicine is more popular than homeopathy in the UK.

The retail market for herbal, homeopathic remedies and aromatherapy oils,
taken or used independently or in conjunction with therapy, is believed to
have shown growth of 10-15% per year throughout much of the 1990s,
although it fell to 7.3% in 2002 and to 5% in 2003. It is expected to rise to
over 6.9% in 2006 and 6.5% by 2007. These variations in market value are
largely the result of regulatory activity in herbal products, and of certain
reports regarding safety and efficacy (Keynote Publications, 2003).

The major retail outlets for herbal and homeopathic remedies remain
pharmacies and drugstores, followed by health-food stores. The removal
of the final part of resale price maintenance, on OTC medicines, has also
allowed grocery multiples to expand their medicines shelf space signifi-
cantly (as well as open in-store pharmacies), which has indirectly boosted
their sales share for alternative remedies.

Aromatherapy oils, however, are sold through a much wider selection of
retail outlets, although sales through chemists and drugstores account for
57% of the total (Keynote Publications, 2003).

A report from the US Institute of Medicine, prepared at the request of the
National Institutes of Health and the Agency for Healthcare Research and
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Quality, has assessed what is known about Americans’ reliance on comple-
mentary and alternative medicine (Marwick, 2005). It estimated that more
than a third of American adults routinely use CAM, spending in excess of
$27 billion a year.

The homeopathic market

Following heightened interest in the risk:benefit ratios of medicines in the
1960s and 1970s, homeopathy enjoyed a spectacular revival, growing
steadily to an annual market value of around £29 million (Mintel, 2003), of
which about half is likely to be OTC with the remainder being prescribed
by homeopathic practitioners (Abecassis, 1997). The UK market for all OTC
pharmaceuticals in 2002 was £1.73 billion and in 2003 it was estimated
at £1.77 billion. These figures represent approximately 16% of the total UK
pharmaceutical market of £10.29 billion and £11.27 billion respectively
(ABPI, 2003). Thus, the OTC market for homeopathic remedies is very small,
accounting for less than 1% of the UK pharmaceutical market. Yet, despite
its small size, it is still significant for a number of reasons. These include:

e the growing acceptance of complementary treatments by health profes-
sionals and the public

® the large number of people now using such treatments on a regular basis

o the effect of complementary treatments on health status

@ the confounding effect on clinical trials because many people are unwill-
ing to admit using such treatments, for fear of admonishment (Vickers,
1994)

o the high usage by older people, females and health practitioners.

In the USA, a survey of 1600 natural foods retailers chosen at random
revealed a 23% increase in homeopathic sales between 1991 and 1992,
according to a review (Borneman, 1994). Industry sources are currently
quoting an aggregate growth rate of 10-14% (Borneman, personal commu-
nication, June 2004). The 2002 estimate of the American Homeopathic
Pharmaceutical Association showed sales in the USA to be approximately
$400 million. Furthermore, while sales to the traditional markets of practi-
tioners and natural food stores remain strong, particular growth is being
seen in sales to drug store chains and mass merchandisers. It is estimated
that 94% of natural food stores, 50% of independent pharmacies and 95% of
chain pharmacies and mass merchandisers (e.g. Wal-Mart) now carry at least
one homeopathic pharmaceutical product. Independent and chain groceries
have also entered the field. The most typical medicines sold are for teething,
leg cramps, coughs, colds and flu, allergies, sinus congestion, muscle sore-
ness, stress and insomnia. Top-selling products include Cold-Eze and Zicam
(cough/cold), the Boiron product Oscillococcinum (influenza), Hyland’s
Teething Tablets (paediatric dentition) and Hyland’s Leg Cramps (anal-
gesic). Arnica is reported to be the best-selling single remedy. As in other
countries, the increasing demand by consumers is stimulating a reactive
response from the market. This social trend is anticipated to support growth
in the immediate future (Borneman, personal communication, November
2004). In Borneman’s 1994 review, an estimate of the value of the world
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market for homeopathy was stated as being around US$1.15 billion. Several
important markets were omitted from this estimate; the true figure is prob-
ably nearer $3—4 billion.

THE INTEGRATION OF CAM INTO HEALTH CARE

The rapid rise in demand for homeopathy and other CAM disciplines has
largely occurred outside the auspices of conventional medical practice and
comparatively little is known about how CAM may be integrated into main-
stream care.

In the US, the term ‘integrative medicine’ is considered to mean more than
simply combining conventional medicine and CAM; it is a whole system that
includes the patient-practitioner relationship, multiple conventional and
CAM treatments and the philosophical context of care (Bell et al., 2002). The
dynamics of relationships between practitioners and clients are critical to the
effectiveness of healing as a process of transformation (Bolles and Maley,
2004). Conscious examination of practitioners’ emotional availability in
relationship-centred care may be important in determining primary roles in
delivering care. Bolles and Maley also suggest that the relationship between
the healers involved in patient care is also of importance All these factors,
together with the characteristics of the physical space in which healing is
practised (including light, music, architecture and colour), contribute to the
establishment of an optimal healing environment (Jonas and Chez, 2004).

A successful integrated healthcare system has been developing since the
mid-1980s at Marylebone Health Centre in London and the personnel
involved have written a guide to help clinicians, therapists and other health
professionals discover their own best approach to integrate CAM into their
existing practice (Chaitow et al., 2002). In 1995 Paterson and Peacock
described an urban NHS practice in the west of England where four general
practitioners worked closely with nine complementary therapists (Paterson
and Peacock, 1995). This model was still working well 5 years later
(Paterson, 2000). Working in a primary care setting, Riley et al. (2001) found
that homeopathy (1 = 281) appeared to be at least as effective as orthodox
medical care (1 = 175) in the treatment of patients with the following prob-
lems: upper respiratory tract complaints including allergies, lower respira-
tory complaints including allergies, and ear complaints.

In a questionnaire survey of primary healthcare workers in north-west
London, general practitioners were targeted in a postal survey; other
members of the primary care team, such as district and practice nurses, were
targeted via colleagues (Van Haselen et al., 2004). The questionnaire assessed
healthcare professionals’ perspective on complementary medicine, referrals,
ways to integrate complementary medicine into primary care and interest
in research on CAM. The results demonstrated considerable interest in CAM
among primary care professionals, and many are already referring or sug-
gesting referral. Such referrals are driven mainly by patient demand and by
dissatisfaction with the results of conventional medicine. Most of the respon-
dents were in favour of integrating at least some types of CAM in main-
stream primary care. There is an urgent need to further educate/inform
primary care health professionals about CAM.
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Evidence from the US suggests that once set up, integrative medicine
clinics are effective (Scherwitz et al., 2004). Fifteen months after opening a
clinic in San Francisco, the authors evaluated patient satisfaction from 146
patients after they visited with one of four healing clinic physicians. The
results showed a high degree of satisfaction. Patients were also found to
have been able to recall and follow a complex treatment regimen.

There is claimed to be evidence in Australia of widespread acceptance of
acupuncture, meditation, hypnosis and chiropractic by GPs and lesser
acceptance of homeopathy and other therapies (Pirotta et al., 2000). Barrett
(2003) predicts that some degree of integration will occur throughout much
of the United States. In his paper Barrett identifies potential barriers and
facilitators to potential integration of medical disciplines and argues for an
accessible multidisciplinary and evidence based approach.

It has been shown that education at medical school does appear to influ-
ence attitudes to CAM (Furnham, 2003). As their orthodox medical training
proceeds, medical students seem to increase their scepticism about CAM.
This could affect their later willingness to integrate CAM into orthodox
practice.

Leckridge (2004) has proposed four models of delivery of CAM and bio-
medical care. These are:

e the market model in which there is no regulation or other state
involvement

® the regulated model in which there are regulations to protect consumers

® the assimilated model in which CAM is no longer complementary but
integrated in practice

e the patient-centred model which emphasises team working and full
integrative care pathways across professional healthcare boundaries,
producing a system designed for the benefit of the patient rather than for
therapists or industries.

Leckridge suggests that only the patient-oriented model is likely to support
the development of truly integrated medicine.

The Foundation for Integrated Health (http://www.fihealth.org.uk/)

In 1997 the Prince of Wales was responsible for an initiative that resulted in
the establishment of the Foundation for Integrated Health. The Foundation’s
activities include the following:

® it encourages the complementary healthcare professions to develop and
maintain statutory or voluntary systems of self-regulation

® it encourages the complementary healthcare professions to develop
nationally recognised standards of education and training

® it is increasing access to integrated health care

@ itis making information about integrated health care available to patients,
practitioners, press and the public through its website, quarterly news-
letter, publications, news releases and seminars

® it is actively raising additional funds which will enable it to expand the
above programmes in order to facilitate integrated health care in the UK.
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SOURCES OF INFORMATION FOR PROSPECTIVE CAM USERS

Figure 1.3 Sources of
information on homeopathy

In a survey of 52 customers attending a Manchester pharmacy (Alton and
Kayne, 1992) it was found that the biggest proportion of respondents
claimed to obtain their information from the media and their friends or
relatives (Fig. 1.3).

Of those people who said they asked a health professional for help, more
people asked their pharmacist about homeopathy than all other profession-
als added together. Unfortunately, in another study by Davies and Kayne
(1992), although 96% of a sample of pharmacists and their staff had heard
about homeopathy, most were unable to identify the main features of the
discipline (Table 1.3). Similar results were found by other researchers
(Vincent and Furnham, 1994).

School,
college, etc.

Friends &

. relatives
Media/leaflets

Other

Trying
the product

GP and nurses

Pharmacist

Table 1.3 Perceptions among pharmacy staff as to why homeopathy is effective

Reason for homeopathy
being effective (more than
one answer possible)

Pharmacists n = 17 Technicians n = 20 Assistants n = 38 All n = 75

Contains herbal ingredients 18% 50% 60% 47%
Because of 'like to treat like' concept 35% 25% 20% 25%
Because people have ‘faith’ in it 77% 30% 48% 50%
Because very small dose involved 0 10% 1% 8%
Because of the preparation method 0 0 0 0

Other reasons

18% 15% 3% 10%
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Most of the respondents thought homeopathy worked either by faith
alone or because it was herbal in nature, neither of which is entirely true.
There is considerable evidence to show that a placebo effect is not the only
thing responsible for the apparent efficacy of homeopathy, and only about
60% of the source material is herbal. These results cast doubt on the ability
of the pharmacist to give accurate advice. It was thought that pharmacists
working for multiples were likely to be more knowledgeable than their
independent colleagues, due to the provision of in-house training
(Islam, 1996). However, with the availability of continuing professional
development resources by the relevant authorities in the four UK home
countries, all pharmacists are able to obtain information much more readily
than in past years.

The results on awareness in the UK compare favourably with those in the
USA. In a study by Nelson et al. (1990) 86.4% of a sample of 434 British phar-
macists said they knew ‘something about’” or ‘a lot about” homeopathy. In
contrast, only 55.8% of a sample of 197 American pharmacists claimed a
similar amount of knowledge. The authors point out though that the results
may not have been representative of the profession because the US response
rate was only 19.7%, compared with 63% for the UK. Interestingly, acupunc-
ture was thought to be the most useful complementary discipline by a
majority of both nationalities of pharmacists, despite the fact that osteo-
pathy and chiropractic are more popular disciplines in both countries (see
Table 1.1).

Another source of information is the CAM practitioner. In a survey by
Long et al. (2001) questionnaires were sent out to CAM organisations
representing a single CAM therapy. The primary aim of the survey was to
determine which complementary therapies were believed by their respec-
tive representing professional organisations to be suited for which medical
conditions. The respondents were asked to list the 15 conditions they felt
benefited most from their CAM therapy, the 15 most important contra-
indications, the typical costs of initial and any subsequent treatments and
the average length of training required to become a fully qualified practi-
tioner. The conditions and contraindications quoted by responding CAM
organisations were recorded and the top five of each were determined. Two
or more responses were received from CAM organisations representing
twelve therapies, including aromatherapy, Bach flower remedies, homeo-
pathy, hypnotherapy, magnet therapy, massage, nutrition, reflexology, Reiki
and yoga. The top seven common conditions deemed to benefit by all twelve
therapies, in order of frequency, were: stress/anxiety, headaches/migraine,
back pain, respiratory problems (including asthma), insomnia, cardiovas-
cular problems and musculoskeletal problems. Aromatherapy, Bach flower
remedies, hypnotherapy, massage, nutrition, reflexology, Reiki and yoga
were all recommended as suitable treatments for stress/anxiety.

A questionnaire mailed to a random survey of Californian physicians has
revealed that 61% of the respondents did not feel sufficiently knowledge-
able about CAM safety or efficacy, and 81% wanted to receive more educa-
tion on CAM modalities. The authors conclude that these findings raise
important issues for medical education and patient care (Milden and
Stokols, 2004).
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At the World Pharmacy Conference (FIP) in Singapore in 2002, a survey
was carried out among participants to determine the patterns of use, knowl-
edge and attitudes toward CAM (Hwee-Ling et al., 2003). A total of 27.4%
of the sample (1 = 420) said they were interested in attending talks and
seminars on homeopathy; more than half the sample agreed that it was
important to have a basic understanding of CAM. Only 8.3% had used
homeopathy themselves during the past 12 months.

Safety issues

No formal dedicated system exists for health professionals to report adverse
reactions to CAM, although in some instances orthodox reporting systems
are available and can be amended as appropriate. The difficulty here is that
mechanisms do not usually exist to act on these data.

The public generally perceive that CAM is entirely safe, whereas in fact
some disciplines (e.g. herbalism) have some remedies which are potentially
toxic if they are not used according to instructions. Contraindications and
interactions with orthodox drugs being taken concurrently may also be
potentially dangerous (Brinker, 1998). More needs to be done to assess the
composite effects of many herbal remedies. An important part of the assess-
ment of CAM modalities is the therapeutic—toxicologic safety profile
(risk:benefit ratio), and further research evaluating the clinical efficacy and
mechanism of action of various CAM interventions for asthma is greatly
needed (Bielory et al.,, 2004). Certain manipulative therapies can also
cause damage if not performed correctly. Specific safety issues as far as
homeopathy is concerned will be dealt with in Chapter 8.

CAM RESEARCH

The position with regard to research in homeopathy is discussed at length
in Chapter 11. Here a brief review of CAM research in general is given.

Many - if not all - CAM disciplines suffer greatly from an inability to
provide robust evidence acceptable to orthodox observers. It is important
that CAM practitioners adopt the principle of evidence based medicine
sooner rather than later. It promotes the idea that for each form of treatment
the evidence regarding clinical effectiveness should be systematically
reviewed and the results implemented into practice.

Giovannini et al. (2004) have analysed the diversity of CAM research
across seven European countries (Germany, UK, Italy, France, Spain,
Netherlands, Belgium) and the USA. In total, 652 abstracts of articles
were assessed (Germany, 137; UK, 183; Italy, 39; France, 47; Spain, 24;
Netherlands, 17; Belgium, 22; US, 183). The vast majority of CAM research
was of a medical nature and published in medical journals. The majority of
articles were non-systematic reviews and comments, analytical studies and
surveys. The UK carried out more surveys than any of the other countries
and also published the largest number of systematic reviews. Germany, the
UK and the US covered the widest range of interests across various CAM
modalities and investigated the safety of CAM.



32

INTRODUCTION

Funding of research

Quality of research

The following are some of the difficulties associated with providing the
necessary evidence:

A major problem relates to the availability of research funding although
this situation has improved in recent years (Bensoussan and Lewith, 2004).
The House of Lords report on CAM (House of Lords, 2000) recommended
that the UK government should provide seed funding for research.
Dedicated research funding (an estimated £5 million over 3 years) was to be
provided to create centres of excellence and develop the infrastructure for
high quality research. The focus of this programme is on research capacity
building. Host institutions have been identified to give methodological
advice, help develop appropriate skills, provide research support, and house
post-doctoral and doctoral research awards. This process creates a support-
ive environment that allows for mentoring, appropriate review and the
generation of high quality proposals. Before this, less than one-tenth of 1%
of the NHS research budget went towards CAM research. This dedicated
seed funding more than doubles previous allocations. Research funding
from UK medical charities has also increased from £70 000 (0.05% of the
research budget) in 1999 to more than £400 000 (0.31%) in 2002 (Wider and
Ernst, 2003). Ernst (2005) described these amounts as ‘dismal’. In the
USA, the US Senate has set aside money for CAM research. The Office of
Complementary Medicine, established in 1992, has grown to become the
National Center for Complementary and Alternative Medicine (NCCAM),
the 27th Institute of the NIH (National Institutes of Health), with a research
budget of about US$113 million in 2003 (see Appendix 1 for address).

In the past, the evidence available has been sparse. In a review of recent
advances in the status of CAM, Vickers (2000) states that the quantity of
applied health research is growing rapidly and the quality is also improv-
ing. Following an evaluation of the quality of randomised controlled trials
(RCTs) of CAM interventions for specific diagnoses to inform clinical deci-
sion making Bloom et al. (2000) also concluded that the overall quality of
evidence for CAM RCTs was improving slowly.

Classification of research

A full review of research into CAM is beyond the scope of this introductory
chapter. The following will illustrate some of the work that has been carried
out under four headings:

Randomised clinical trials and meta-analyses

The number of randomised trials of CAM has approximately doubled every
5 years and the Cochrane Library (www.cochrane.org/index0.htm) now
includes over 60 systematic reviews of CAM interventions. RCTs with
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varying degrees of quality of methodology exist in many disciplines includ-
ing herbalism, homeopathy and acupuncture, some testing the therapy itself
and others applied to individual interventions (Kayne, 2002).

It has been observed that the RCT does not always fit well with the under-
lying principles of disease causation and treatment of CAM (Hilsden and
Verhoef, 1998). Many forms of CAM take a holistic approach to the diagno-
sis and treatment of disease, where the patient plays an active and key role
in healing and treatments are often highly individualised. Therefore, the use
of placebos, blinding and random allocation to structured treatment proto-
cols in an RCT setting is often contradictory to the principles of CAM. There
are other problems with RCTs (see Ch. 11). Nonetheless, such research is
necessary to satisfy the provision of an evidence base acceptable to the
scientific community.

Objective outcome measurements

These measurements have been developed to obtain some idea of the extent
of positive or negative outcome. Examples include the Visual Analogue
Scale, the Overall Progress Interactive Chart and the Glasgow Homeopathic
Hospital Outcome Scale. These measures were developed for use in study-
ing outcomes resulting from homeopathic treatment and are covered in
Chapter 11.

Clinical audit

Abbot and Ernst (1997) quote three examples of what they consider to be
good CAM audit studies:

@ The first was an audit of acupuncture practice in a rheumatology unit that
arose from a need to improve and standardise treatment, ensure that
patient referrals were appropriate and that measurements of outcome
were sensitive and meaningful (Camp, 1994).

@ The second described how a service offering osteopathy for back pain was
rapidly adapted to meet the requirements of local GPs (Peters and Davies,
1994).

@ The third, involving an extensive audit of a German hospital specialising
in Chinese medicine, resulted in improvements in the hospital’s efficiency
(Melchart et al., 1997).

Anecdotal evidence and case studies

This type of evidence is the basis of many CAM procedures. It usually refers
to a collection of single episode reports collected in the literature over many
years. This traditional bibliographical evidence is acceptable to regulatory
authorities for certain licensing procedures. To be acceptable to orthodox
colleagues, anecdotal reports must be well documented and outline new
findings in a defined setting. CAM reports rarely include this detail and tend
to be statistically non-significant because of the small sample size. Of course
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if one had enough anecdotal reports then the probability of success might
be more predictable, but one is still faced with an inability to answer the
question “Would they have responded positively without treatment?” One
often hears patients saying ‘Yes, I got better, but I don’t know if it was the
treatment that did it or whether I got better on my own’.

RECENT DEVELOPMENTS IN CAM

Vickers (2000) has noted the following recent advances in CAM:

@ There is now good evidence supporting the use of some complementary
medicine treatments.

@ Guidelines and consensus statements have been issued by conventional
medical bodies.

® Organisations have recommended some complementary medicine
treatments.

® Complementary medicine is increasingly practised in conventional
medical settings, particularly acupuncture for pain, and massage, music
therapy and relaxation techniques for mild anxiety and depression.

® There is a more open attitude to complementary medicine among
conventional health professionals; this is partly explained by the rise of
evidence based medicine.
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SAMUEL HAHNEMANN (1755-1843), THE FOUNDER

Approximately 160 km from Berlin, on the banks of the broad River Elbe in
eastern Germany, lies Meissen, an ancient Saxon town founded by King
Henry Iin AD 929 (Fig. 2.1).

It was here that Christian Friedrich Samuel Hahnemann, the founder of
homeopathy, was born close to midnight on 10 April 1755, in a three-storey
corner house known as the Eckhaus (Fig. 2.2). His parents were Christian
Gottfried Hahnemann, a painter at the famous local porcelain factory,
and Johanna Christiane, the daughter of Quartermaster Captain and Mrs
Speissen (Fig. 2.3). To avoid confusion with the many other family members
called Christian, the infant was known by his third name, Samuel.

The house no longer stands, having been taken down in the early 1900s,
although a property on the corner of Hahnemannplatz and Neumarkt,
formerly a hotel but in recent years occupied on the ground floor by a
dental practice, has an appropriate plaque commemorating the place of
Hahnemann’s birth. There is also a bust of the founder mounted on a stone
column in a small town centre park (Fig. 2.4).
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Figure 2.1 Places of
homeopathic interest in
Germany

Figure 2.2 Samuel
Hahnemann's birth place
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Figure 2.3 The Hahnemann
family tree
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Samuel was admitted to class two at the local school in July 1767. He took
to studying enthusiastically, excelling particularly in languages, so much so
that by the time he was 13 he was teaching fellow pupils Hebrew.
Unfortunately, the family’s economic circumstances were such that his
father attempted to divert his interests away from book learning towards a
more practical type of vocational training and, shortly before his 15th birth-
day, Samuel was sent to work in a grocery store in Leipzig to obtain the nec-
essary experience to become a merchant. This did not appeal, and it was not
long before he returned home, where his mother hid him until the news
could be broken gently to his father without fear of reprisals.

The youthful Samuel continued studying, even making a secret clay
candlestick in which to place a taper so that he could read his books furtively
late at night. In the spring of 1775 he left school and, with the equivalent of
about €10 from his father and a bag full of carefully folded clothes, he entered
the most famous educational institute in Germany, the University of Leipzig,
founded in 1409 (Cook, 1981). Unfortunately there were no opportunities
for clinical work at Leipzig, so in 1777 he moved on to Vienna, where he
took up residence in the hospital of the Brothers of Mercy of Leopoldstadt.
By the time he was 24, Hahnemann was fluent in at least seven languages. He
ultimately translated over 20 major medical and scientific texts.

Hahnemann’s meager funds soon ran out, and he was obliged to spend
21 months cataloguing books and coins for the Governor of Transylvania.
In 1779 he returned to his studies, this time at the Frederick Alexander
University in Erlangen, where he finally obtained a degree in medicine in
August of that year. Dr Hahnemann took up the post of Medical Officer
of Health to the township of Gommern at ‘a fairly substantial salary” soon
after becoming engaged to Johanna Leopoldine Henriette Kiichler, the step-
daughter of a local apothecary. After his marriage in 1782, he spoke of
renouncing the practice of medicine altogether, worried about the possibil-
ity of doing more harm than good with contemporary practices. At this time,
disease was viewed as an invader to the body, to be fought with whatever
chemical or method that was currently in favour. Blood-letting, purgatives,
emetics and leeches were all used, as was the administration of large quan-
tities of chemicals such as arsenic and mercury. Indeed, it was the ingestion
of large quantities of mercury that led to the death of George Washington
in the final years of the 18th century, and to a rise in the popularity of herbal-
ism. Medicine and pharmacy were practised in a competitive environment;
patients often consulted several practitioners. Not infrequently the patient
died, and the practitioners all blamed each other — especially the last one in
the chain. If the patient recovered, however, then they all claimed responsi-
bility. Increasing dismay at contemporary methods of treatment, particularly
repeated venesection, led Hahnemann to withdraw finally from medical
practice. The family moved to Dresden and he concentrated on writing from
1785 to 1789.

Hahnemann was not impressed either by the apothecaries of the day, in
spite of their considerable period of training and apprenticeship and final
examinations conducted by physicians. He became embroiled in a general
dispute with the apothecaries over the power accruing to their privileged
position. In a small but significant work entitled Aesculapius in the Balance
Aimed at “Those Who Are Not Doctors” he made an appeal against the monop-
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olies of the Apothecaries” Guilds to prepare and dispense medicines. He had
particular distaste for the complicated mixtures of drugs being offered to the
public, the high prices charged and the practice of adulterating raw materi-
als by unscrupulous members of the profession. Statutes were being drawn
up to regulate these matters, but progress was slow. Not surprisingly, the
apothecaries saw an erosion of their profits on the horizon, and resisted the
measures strongly. Hahnemann was beginning to use ever decreasing
amounts of medicine, and believed in the power of ‘simplexes’ or individ-
ual medicines, rather than complex mixtures. He maintained that no
licensed apothecary could be trusted to adopt the correct technique in
preparing his remedies and suggested that his medical colleagues produce
their own remedies — and all this despite the fact that his brother, Samuel
August, and his father-in-law, Herr Kiichler, had both received an apothe-
cary’s training. In 1793, Hahnemann published his Apothecaries’ Lexicon in
four volumes. It was described by one reviewer as ‘an excellent work that
every apothecary should procure’. The book outlined the procedures (and
precautions) that should be observed in an ideal pharmacy.

Another example of Hahnemann’s work during this period was a report
on a new wine test that was subsequently adopted officially in Prussia. This
test allowed the wine trade to differentiate between wine adulterated with
a solution of lead salt by dealers anxious to sweeten it (a criminal offence)
and wine containing iron. His work Poisoning by Arsenic was dedicated to
‘Good Kaiser Joseph” and led to the development of a method for detecting
arsenic in the stomach contents of poison victims.

Hahnemann took up residence as Court Physician in a modest corner
house in the small town of Koéthen (see Fig. 2.1) situated at 270 (later 47)
MauerstrafSe (‘Wall Street’). The house was described by Stephen Hobhouse
(1933) following his visit in 1931 as being of two stories, quite picturesque
with a wooden balcony, and situated close to the city wall. In 1991, when 1
visited, the area was in disrepair but the house was subsequently restored
in the late 1990s and served for a time as a homeopathic resource centre.

Homeopathy — and Hahnemann — gained much popularity following the
terrible winter of 1812 that took its toll of Napoleon’s soldiers fighting in
Russia. Following the defeat of the ‘Grande Armée’ in a 3-day battle in
Leipzig in 1813, a fearful epidemic of typhoid broke out. Hahnemann treated
180 cases with homeopathy and lost only one patient. His fame rapidly
spread throughout Europe.

Hahnemann's last important medical work was entitled Chronic Diseases,
their Nature and Homeopathic Treatment. The book was initially published in
Dresden in 1828 and eventually ran to 1600 pages and five volumes. It
attracted considerable criticism among homeopaths as well as allopaths,
owing to statements to the effect that seven-eighths of all chronic diseases
were due to a hereditary or acquired ‘taint’ or miasm, called the psora. Many
of his critics interpreted this hypothesis as blaming all such chronic condi-
tions on the skin condition scabies. However, Hahnemann had in fact
intended the term “psora’ to include a much wider class of diseases than just
scabies or psoriasis (Mitchell, 1975). The subject of miasms will be dealt with
in greater detail in Chapter 8.

In 1831-1832 an epidemic of cholera spread across Europe, causing many
deaths. Hahnemann issued several pamphlets on the subject, advocating the
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use of the single medicine Camphor. As he had not treated, or even seen,
one single cholera patient the depth of his belief in the efficacy of a single
medicine was quite remarkable. Hahnemann postulated that cholera could
be attributed to an organism (or ‘miasm’) and that the disease could be prop-
agated by personal contact. This led him to demand isolation and disinfec-
tion — and also to the suggestion that medical staff were the most likely
source of infection. Following this success an increasing number of doctors
from all over Germany and beyond came to seek advice.

Johanna Hahnemann died in 1830, having borne eight daughters and two
sons, and although Samuel was well looked after by his family, he was rather
lonely. In his 80th year, a 34-year-old Parisienne requested a consultation.
The woman was Melanie D’Hervilly-Gohier, the adopted daughter of the
French Minister of Justice. One report suggests that she alighted from a mail
coach outside the local inn dressed in man’s clothing and gave instructions
for two heavy trunks to be taken up to her bedroom. When the hairdresser
appeared next morning in accordance with local custom to shave the young
man he was surprised to find a lady who was lacing up her stays. Showing
no sign of embarrassment Melanie invited the perplexed hairdresser into
her room and explained how she would like her hair curled (Hunt, 1993).
She succeeded in fascinating Hahnemann by her intelligence, her unusual
degree of culture and her natural grace, much to the chagrin of his daugh-
ters. Despite Melanie being less than half his age, Samuel Hahnemann
married her on 28 January 1835, in a union said to be based on an enthusi-
asm for the new form of healing. The newlyweds moved to Paris where
Melanie secured permission for her husband to practise in the city through
her influence with King Louis Philippe, a concession which was initially
refused by the medical faculty. Now that he was living in a major metrop-
olis the old doctor, who had only recently announced his wish to retire from
practice, was far more accessible. He became surrounded by adoring clien-
tele, not just from his adopted homeland, but from abroad as well.

On one occasion a poor lad of 12 years named John Young was brought
from Scotland by a wealthy benefactor. The boy had been ill for 2 years and
his own doctors had abandoned hope. After an examination lasting an hour
and a half, Hahnemann declared himself able to help and the boy subse-
quently recovered. Unfortunately the literature does not record exactly what
was wrong with John.

On his 86th birthday the town council of Meissen conferred the freedom
of the city on Hahnemann, a gesture that he appreciated very much. A
couple of days after his 88th birthday, on which Hahnemann was in great
health and spirit, he became affected with bronchial catarrh, a condition to
which he had been prone every spring for about 20 years. This time the
illness was more protracted, lasting for 10 weeks. Hahnemann prescribed
for himself, but seemed to know that the end was drawing close. At 5 a.m.
on 2 July 1843, Hahnemann died. Melanie Hahnemann had her husband
embalmed, and requested police permission to keep him unburied for 20
days. She spent much of the time before the secret funeral in the early hours
of 11 July weeping beside the body. Hahnemann’s third daughter, Amalie,
her son Leopold (who practised homeopathy in London) and three servants
were the only mourners present.
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Mitchell (1975) writes that Leopold said later that Melanie berated the
bearers for scraping the walls of the hallway as his grandfather’s coffin was
being carried out the house, not out of respect for her husband but on
account of the expense of repairing the wall!

In 1898 the authorities in Paris sanctioned an exhumation from the small
Montmartre grave where Hahnemann was initially buried, and he was
finally laid to rest in the beautiful Pere Lachaise cemetery close to the graves
of Rossini, Moliere and Gay-Lussac. The ceremony was attended by repre-
sentatives of the medical profession from all over Europe.

In 1900 a monument of Scottish granite was erected and later the follow-
ing inscription chosen by Hahnemann was added:

Non inutilis vixi (I have not lived in vain)

As Dr Margery Blackie wrote in her book The Patient Not the Cure (Blackie,
1976):

Hahnemann was not alone in recognising the shortcomings of medical prac-
tice and theory in his time; but he was in the forefront of those who, in a society
plagued with epidemic, sought the swiftest, gentlest and most permanent
means for the restoration and preservation of health.

The Faculty of Homeopathy possesses a number of interesting pieces of
Hahnemannian memorabilia at their Hahnemann House headquarters in
Luton, including a case of Hahnemann’s remedies, his caps (Fig. 2.5), pipes,
desk and an original photograph of him taken on 30 September 1841 by H.
Foucault of Paris (Fig 2.6).

The photograph was originally the property of the Revd T. Everest, who
recorded:

It was a dark rainy day, with violent gusts of wind, all which circumstances
by increasing the difficulty of taking the photograph, have given the counte-
nance of Hahnemann an air of stiffness. Hahnemann was, moreover, rather
unwell that day.

The founder was also prone to presenting locks of his long, flowing grey
hair to admirers, and several samples have survived.

Figure 2.5 Two silk and
velvet caps belonging to
Samuel Hahnemann (courtesy
of the Faculty of
Homeopathy)
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Figure 2.6 Samuel
Hahnemann in 1841
of the Faculty of
Homeopathy)

(courtesy [

THE BIRTH OF HOMEOPATHY

In 1790, Hahnemann translated and annotated a materia medica by the great
Scottish physician William Cullen (1710-1790). Cullen, who was respected
for his innovative teaching methods throughout Europe, was the first
Professor of Medicine at Glasgow University, subsequently moving to
Edinburgh University in 1755. His procedures for treating disease, together
with those of his pupil John Brown (1735-1788), were based on blood-letting
or the administration of antispasmodics and stimulants. Cullen’s work had
been first published in London some 17 years earlier, with a reprint appear-
ing in 1789. In this second edition Dr Cullen devoted 20 pages to Peruvian
bark, also known as Cinchona after the Duchess of Cinchon, for whose
benefit the medicine had been used. The drug was brought to Spain in 1640
by missionaries and has been used widely ever since for the treatment
of a condition then known as the ague or marsh fever but now called
malaria. It was suggested by Cullen that Cinchona was effective because of
its astringent properties.

During his time with the Governor of Transylvania, Hahnemann had
spent almost 2 years in the marshy lands of lower Hungary, where a sub-
stantial number of people suffered from marsh fever. He was thus able to
acquire a thorough knowledge of the condition, so his interest in Cullen’s
statements was intense. Hahnemann knew of many other astringents that



HISTORICAL BACKGROUND OF HOMEOPATHY 47

were not antimalarials and so he decided to test the drug on his own body,
a practice that was not unusual in his time. He consequently took substan-
tial doses of the medicine, carefully noting down all the physical and mental
symptoms that occurred, reporting the following experiences:

I took by way of experiment twice a day four drachms of good China [the Latin
name for Cinchona bark] for several days. My feet, finger ends etc. at first
became cold; I grew languid and drowsy; then my heart began to palpitate and
my pulse grew hard and small; intolerable anxiety, trembling, prostration
throughout all my limbs; then pulsation in the head, redness of my cheeks,
thirst, and in short, all these symptoms which are ordinarily characteristic of
intermittent fever made their appearance, one after the other, yet without the
peculiar chilly shivering rigor. Briefly even those symptoms which are of
regular occurrence and especially characteristic — as the stupidity of mind, the
kind of rigidity in all the limbs, but above all the numb, disagreeable sensa-
tion which seems to have its seat in the periosteum, over every bone in the
body — all these made their appearance. This paroxysm lasted two or three
hours each time and recurred if I repeated this dose, not otherwise. I discon-
tinued it and was in good health (Bradford, 1895).

Hahnemann found that the toxicity reflected in the above drug picture of
Cinchona (now more usually known as China) mirrored closely the symp-
toms that could be found in a person suffering from marsh fever.

A year before his experiment, Hahnemann had noted that syphilis was
cured by mercury not, as was popularly supposed, because it aroused sali-
vation, perspiration, diarrhoea and increased urination, but because it
awakened what he termed ‘mercurial fever’, a fever which resembled in
some ways the disease it was capable of curing. Thus at the time of the
Cinchona experiment he had already noted at least one other instance of an
apparent similarity between a drug’s curative and its poisoning symptoms
(Mitchell, 1975).

Through his discovery of the power of Cinchona bark and mercury to
produce the symptoms of disease, as well as an ability to cure that disease,
Hahnemann had caught sight — albeit briefly — of what can be described as
a’law of cure’. To him the observations on Cinchona matched in importance
Archimedes’ bath water and Newton’'s falling apple.

These remarkable observations were not entirely novel, for similar phe-
nomena had been made before by at least two workers. Hippocrates writing
in the 4th century BC recommended treating vomiting with emetics. Almost
300 years before Hahnemann'’s observations, Paracelsus had declared that,
if given in small doses, ‘what makes a man ill also cures him’. Paracelsus
was the adopted name of Philippus Aureolus Theophrastus Bombastus von
Hohenheim, an itinerant physician and alchemist born in Switzerland in
1493. He was reputed to have cured many persons of the plague in the
summer of 1534 by administering orally a pill made of bread containing a
minute amount of the patient’s excreta he had removed on a needle point.
Elizabeth Danciger (1987) points out in her book The Emergence of
Homeopathy that various people have tried to link the work of Paracelsus to
that of Hahnemann, and certainly there appear to be many similarities.
Hahnemann is said to have refuted any connection when asked by his
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followers, but with the extensive study of the medical literature he carried
out it is inconceivable that he was unaware of the work of Paracelsus (Haehl,
1922).

Two further pieces of evidence supporting Hahnemann’s embryonic law
of cure may be related. The first concerned the treatment of scarlet fever in
children, a disease that was endemic in Hahnemann's time. The toxic symp-
toms of Belladonna ingestion were well known, usually as a result of delib-
erate criminal acts of poisoning. Hahnemann had long established a close
link between these toxic effects and the clinically recorded symptoms of
scarlet fever, both of them producing a reddish skin eruption. He postulated
that the drug could be used as a prophylactic to the disease as well as a treat-
ment. It was not until 1812 that steps were taken by Hahnemann's colleagues
to test this idea, when a fatal epidemic of scarlet fever prompted requests
for help to stem the rapidly escalating mortality rate. Hahnemann sent three
grains of carefully prepared extract of Belladonna that were to be triturated
in a small mortar with an ounce of distilled water. To this an ounce of dis-
tilled water and an equal quantity of alcohol was to be added. A drop of this
was to be added to 3 ounces of distilled water and an ounce of alcohol. In
this form it was to be given, the dose being one drop to children under 9
years, two drops to those above that age, every 3 or 4 days. There were
numerous reports from grateful colleagues convinced that the administra-
tion of Belladonna had minimised the effects of the disease (Black, 1843). A
second piece of evidence that cannot be easily corroborated, but makes a
good story, concerns the adoption of Sepia as a homeopathic remedy.
Hahnemann was having his portrait painted by an artist in Leipzig. The man
complained incessantly about a condition that might well be described as
‘depression’ in modern terms. He was using Sepia derived from the ink of
the cuttlefish as his paint, and Hahnemann noticed that after dipping his
paintbrush in the ink the artist licked it to bring the bristles to a sharp point.
Hahnemann thought that the artist might be suffering ill effects from this
procedure, so he took a sample of the paint. This was made into a homeo-
pathic remedy and administered to the artist, whose mental symptoms were
resolved rapidly.

Hahnemann then tried a number of active substances singly on himself,
on his family and on healthy volunteers to obtain evidence to substantiate
his findings. In each case he found that the remedies brought on the symp-
toms of diseases for which they were being used as a treatment. He called
the systematic procedure of testing substances on healthy human beings in
order to elucidate the symptoms reflecting the use of the medicine a proving,
from the German Pruefung, meaning a test or trial. Each “prover” had to be
a healthy person who was not allowed to smoke, drink brandy, wine, tea or
coffee or eat spicy foods. To ensure that all the symptoms were accurately
recorded, distractions such as playing billiards, cards or chess were also
banned. The provers were told to carry a notebook at all times so that any
reactions could be recorded whenever they were experienced. Hahnemann
examined the provers’ reports closely to ensure that the results were not
exaggerated. He adopted a cautious approach to his exciting discovery.

The proving was not only a practical method for determining the cura-
tive powers of medicines, but was also of great theoretical importance to the
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empirical view of medicine where experience rather than deduction was
used as a guide to therapeutic procedures. The other view of medicine was
known as the ‘rationalist tradition’, and derived its models for treating
disease from a consideration of body systems and the application of various
accepted paradigms — what might be called a ‘scientific approach’ in modern
terms.

Empirics maintained that the physician could not possibly know with
accuracy what was going on inside any particular body, and should not
base treatment on assumptions. The medicinal use of a substance was
based on its physical form or colour. Thus, red coral was used for hae-
morrhages and walnuts for brain diseases. This traditional interpretation
of similarity was applied to medicine through the Doctrine of Signatures.
After Hahnemann'’s provings the term ‘similarity” became associated with
individual symptoms rather than global physical characteristics. Further,
the provers revealed mental and emotional symptoms as well as physical
ones, and this was also highly significant because it led to a narrowing
of the qualitative gap between physical and mental disease. Homeopathic
prescribers began to use the same medicines to treat both; it was to be
almost 150 years before a similar approach was adopted by all orthodox
practitioners.

For the next 6 years Hahnemann tested the hypothesis gained through
the experimentation with Cinchona until he was satisfied that he had iden-
tified a reliable method of selecting medicines based on the concept of like
to treat like, expressed as the Law of Similars. He realised the need for indi-
vidualising treatments, accepting that not all patients would react to treat-
ments in the same way. The method of prescribing according to the Law of
Similars he called ‘homeopathy’, from the Greek words homoios (similar) and
pathos (disease or suffering). The term first appeared in writing in 1807. All
treatment by the then universally accepted Law of Contraries he termed
‘allopathy’ from alloios, meaning contrary. This term is now used inaccu-
rately to describe the whole practice of non-homeopathic medicine; it
implies that orthodox practitioners prescribe only medicines that act as
direct opposites in all cases, and this of course is not so. It takes no account
of such treatments as replacement therapy, correction of hormone imbal-
ances or the support given to malfunctioning organs.

Hahnemann had also noticed in his practice that most medicines
appeared to have two actions — a primary (or direct) action and a secondary
(or indirect) action. He stated that both the primary and secondary actions
of a drug can be detected in every part of the body; additionally every med-
icine is associated with both mental and emotional symptoms. Significant
doses of medicines elicit a powerful primary action followed by an equally
strong secondary action, while homeopathic doses normally yield only
primary actions.

A good illustration is offered by the action of Opium. This medicine first
produces a fearless elevation of spirit, a sensation of strength and high
courage, etc. After some hours, however, the patient becomes relaxed,
dejected and confused. Hahnemann therefore welcomed as a first action
some exacerbation (or aggravation) of the patient’s symptoms. I will return
to the practical implications of aggravation in Chapters 5 and 8.
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THE PRINCIPLES OF HOMEOPATHY

The Organon

Hahnemann’s most famous work was the Organon of the Rational Art of
Healing (1810), also translated as the Organon of a Rational Approach to
Practical Medicine and the Organon of the Medical Art. It ran to five editions
during Hahnemann’s lifetime, each of them revised by the author and some
being prefixed with the motto Sempere aude (‘Dare to be wise’). Although
criticised by many colleagues, the work is often referred to in modern writ-
ings. A year before he died, Hahnemann completed the manuscript for a
sixth edition (Hahnemann, 1842) but this remained unpublished for 79 years
until Richard Haehl (1921) and William Boericke (1922) produced German
and English versions respectively. Hahnemann'’s original manuscript of the
Organon is now in the library of the University of California at San Francisco.

In spite of its centrality to homeopathic practice, the Organon remains dif-
ficult, obtuse and remote to many practitioners. At the level of the individ-
ual paragraphs, this is due largely to the cumbersome German sentence
structure (Singer and Oberbaum, 2004).

The Organon comprises a preface, an introduction and 291 numbered para-
graphs, termed aphorisms (denoted by the symbol §). There is no table of
contents and there are no chapter headings. Hahnemann provided a synopsis
of the Organon including a list of the aphorisms in abbreviated form. Unfor-
tunately, this did little to elucidate the document’s structure. This unhelpful
presentation, generally maintained by subsequent translations, has tended to
obscure the highly structured argument inherent in Hahnemann’s treatise.

A translation by O’Reilly (1996) has made the work far more accessible. It
includes a table of contents that offers a grouping of the aphorisms by subject:

Mission, (§1-2). This is a statement of the physician’s mission and the
highest ideal of cure.

Plan, (§3-5). In this short section Hahnemann details the three prerequisites
to fulfilling the stated mission, i.e. ascertaining: (1) what is to be cured in
the patient, (2) what is curative in medicines and (3) how to adapt the
medicines to the patient.

Premise, (§6-8). Hahnemann felt it necessary to assert the philosophical
premise upon which the ensuing argument, and indeed homeopathy, is
based. Hahnemann places homeopathy firmly within the realm of
empirical medicine.

Principles, (§9-27). In this section, Hahnemann develops the argument for
treatment based upon the Law of Similars.

Mechanism, (§28-70). Hahnemann digresses to discuss the mechanism and
its underlying science, a comparison with the allopathic method of cure
and a summary of the principles of homeopathy.

Practice, (§71-285). This section discusses in depth the three prerequisites to
homeopathic practice, according to the plan laid out in the Plan.

Appendix. This brief section is really an appendix on other modes of
non-conventional medicine common in Hahnemann'’s time including ‘the
dynamic power of magnets, electricity, mesmerism and baths of pure
water’.
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The three important principles of homeopathy outlined in the Organon
are considered below:

Like cures like

This principle first appeared in an ‘Essay on a new principle for ascertain-
ing the curative power of drugs’, published in Hufeland’s Journal in 1796:

One should proceed as rationally as possible by experiments of the medicines
on the human body. Only by this means can the true nature, the real effect of
the medicinal substance be discovered. One should apply in the disease to be
healed, particularly if chronic, that remedy which is liable to stimulate another
artificially produced disease as similar as possible; and the former will be
healed — similia similibus — like with likes. That is, in order to cure disease,
we must seek medicines that can excite similar symptoms in the healthy
human body.

This statement has been formalised in the Law of Similars, and we look
at this in more detail on page 151. The Law of Similars implies a match
between the primary symptoms of the remedy and the symptoms of the
patient (Coulter, 1994). Examples of such treatment might be the use of
Coffea (from the green coffee bean) to treat insomnia or Apis (from the bee)
to treat stings and histamine type reactions. A remedy to treat alcoholism is
obtained from the succulent used to make tequila; and Lactrodectus is a
spider whose venom causes symptoms similar to angina and is therefore
used to treat the condition. At first sight, this is rather different from the allo-
pathic approach, when the use of a laxative to treat diarrhoea might be
viewed rather strangely! However, there are many examples of this practice
in orthodox pharmacy (Townsend and Luckey, 1960; Anon., 1987). Above a
threshold dose, digoxin causes many of the arrhythmias for which it is a
conventional treatment, aspirin in large doses causes headaches and several
powerful chemotherapeutic agents are actually carcinogenic themselves.
This may be a convenient analogy, but it must be acknowledged that,
although these orthodox medicines appear to follow the Law of Similars,
they are not prescribed holistically.

A further example, referred to by Medhurst (1995) in an article describ-
ing a rational approach to homeopathy, is the ongoing discussion on the pro-
tective effects of low doses of ionising radiation against the cumulative toxic
effects of radiation. Therapeutic developments are now being planned as a
result of this initiative.

The term ‘hormesis” describes the notion that small doses of a toxin can
be helpful. It has been used to describe the stimulatory effect of homeopathic
doses of toxins upon in vitro and in vivo biological systems.

Provings

All remedies have a ‘drug picture’, a written survey of the symptoms noted
when the drug was given to healthy volunteers, a process known as
‘proving’ the drug (see Ch. 1).
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Theoretically, the proving of a substance refers to all the symptoms
induced by the substance in healthy people. According to Belon (1995), these
symptoms come from three sources:

® Experimental provings (or experimental pathogenesis): these are carried
out using various non-toxic doses on subjects of different ages and
gender, hence of unequal receptivity. They mainly cause ‘changes in the
way of feeling or acting’, that is, in general symptoms or general behav-
iour. While, in the beginning, Hahnemann used mainly mother tinctures
and low potencies for homeopathic provings, he later switched to cen-
tesimal dilutions (30c), and many of his followers did the same. Most
recent provings have been conducted with ultramolecular dilutions
(>12¢). It is highly unlikely that any original molecule is present in such
medicines (Weingédrtner, 2002). This raises the question whether the
symptoms experienced by volunteers in homeopathic provings are mere
placebo background noise (i.e. responses associated with placebo intake,
such as expectation), or if they are different from placebo; this in turn
raises the question of the possible mechanism producing specific symp-
toms (Walach et al., 2004). The authors concluded that homeopathic
proving symptoms appear to be specific to the medicine and do not seem
to be due to a local process. However, since this was a pilot study using
only a small number of provers, the work needs to be replicated.
According to Walach (2000), Weingértner (2002) and Milgrom (2004) the
action of homeopathic medicines has to be sought in something more
general and cannot be experimentally isolated and pinned down to the
consequence of the medicine alone. This could be the whole context of
homeopathic treatment, including the patient, the practitioner and the
remedy, with the remedy alone having a clear-cut effect only in this
context, as proposed by Milgrom (2004), or it could be the remedy and
the whole of its preparation history, together with the homeopathic expe-
rience that contains and produces the effect, and not only the remedy as
such, as proposed by Walach (2000) and Weingéartner (2002).

® C(Clinical toxological effects: these may be acute, chronic, voluntary or
accidental. Given the high doses involved they usually produce organic
lesions.

® C(Clinical therapeutic observation: this observation has caused the patho-
logical symptoms regularly cured by the remedy to be included in the
drug picture. Some of these symptoms may have already been noticed
during experimental provings and some may not. This is the source of
many seemingly strange rubrics that one notices in some of the drug
pictures.

In some instances the whole drug picture may be derived from toxico-
logical or clinical observations and not from a true proving. For example,
the drug picture of an organophosphate is based on the symptom picture
resulting from accidental exposure of seven people to two such chemicals
(Edwards et al., 1994). The drug pictures are collected together in weighty
books known as materia medica, many of which have been computerised.
These are usually consulted when an appropriate remedy is being chosen
to treat a patient, as we shall see in Chapter 8. Until now, the most impor-
tant method of studying homeopathic remedies has been to look at indi-
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vidual drug pictures in isolation. Another method, described by Scholten
(1993), considers groups of mineral remedies (e.g. Natrum mur, Natrum
phos and Natrum sulph), extracting that which is common to the drug pic-
tures. These symptoms are then used in the various remedies that contain
that chemical element. Blackie adopted a similar approach when describing
the Natrum salts (Blackie, 1986).

A protocol for provings has been developed by the US based David Riley
(Riley, 1995) and a number of remedies investigated in the USA (Riley and
Zagon, 2005) and elsewhere. Sherr (1994) has also written a book on the
methodology of homeopathic provings.

Fayeton and Van Wassenhoven (2001) have identified a need to clinically
verify the symptoms from homeopathic proving and collect clinical symp-
toms not derived from homeopathic provings. This work has been started
by Van Wassenhoven (2004) who carried out a clinical verification of
Veratrum album within the framework of a specific homeopathic method-
ology. He verified the outcomes of patients prescribed Veratrum album by
correlation against rubrics. The data from 24 patients were analysed and a
good correlation in the results found. It is hoped that an evidence based
repertory will be available in 2008.

Minimal dose

It is in this area that many people have extreme difficulty in accepting that
homeopathic remedies can possibly work. When Hahnemann did his origi-
nal work he gave substantial doses of medicine to his patients, in keeping
with current practice, sometimes causing aggravations that, in some cases,
amounted to dangerous toxic reactions. He experimented by diluting out
his remedies in the hope of increasing safety. The advantages of simple dilu-
tion were clearly limited, for the medicine quickly became too weak to be
effective. Hahnemann then submitted each dilution to a series of vigorous
shakes or succussions and discovered that progressive dilutions were then
not only less toxic but also more potent. It is not known exactly how
Hahnemann came upon the procedure; most likely it arose from his knowl-
edge of chemistry and alchemy.
Tyler (1980) quotes Hahnemann in regard to common salt:

If it be true that substances which are capable of curing disease are on the
other hand capable of producing diseases in healthy organisms it is difficult
to comprehend how all nations, even savages and barbarians, should have used
salt in large quantities without experiencing any deleterious effects from that
mineral. Considering that salt, when ordinarily used has no pernicious effect
upon the organism, we ought not to expect any curative influence from that
substance. Nevertheless salt contains the most marvellous curative powers in
a latent state.

A teaspoonful of salt is unpleasant to take, and has little effect other than to
make a patient very thirsty. However, when the remedy is serially diluted
down to one part in a million it becomes extremely active in the treatment
of many conditions, including violent and prolonged sneezing. Similarly
gold, silver, charcoal and silica take on medicinal properties when they are
diluted according to homeopathic procedures. Modern pharmacists are not
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Potentisation

Arndt Schulz Law

alone in wondering how this could possibly happen. Even Hahnemann was
surprised.

In the preamble to volume 4 of his Materia Medica Pura, Hahnemann asks:
‘How can small doses of such very attenuated medicine as homeopathy
employs still possess great power?” He then suggests that one can attribute
this effect to the way in which the medicine is prepared. The preparation
procedure (described in detail in Ch. 4) is very specialised, involving
shaking or succussion at each dilution level. Because the remedy becomes
stronger acting — that is, more potent — the process is known as potentisa-
tion. For very acute conditions one might well use centesimal potencies of
30c or more, that is, remedies diluted serially in steps of one part in 100
down to one part in 10® (see p. 92). In this area it is extremely difficult to
explain how the remedy works — indeed it is difficult to explain how homeo-
pathy works at almost any level! Sceptics make much of the huge dilutions
that are involved in some homeopathic treatments, many, it is claimed, that
result in potencies that exceed Avogadro’s number. Amedeo Avogadro
(1776-1856) demonstrated that the number of molecules in one mole of
any substance is 6.02554 x 10%. (The value seems to vary in the literature
amongst the lower decimal places.) Depending on the material involved,
once it has been diluted beyond 12c (mathematically equivalent to 24x
on the decimal scale) the Avogadro number has been exceeded and no mol-
ecules of medicine are theoretically left in solution. This idea has led James
Randi (of whom we shall hear more in Ch. 11) to comment on his website
that ‘Dr. Steven Kayne, yet another homeopathic pharmacist...is...a
person who prepares nothing, though with great scientific expertise” (Randi,
2001).

However, homeopathy is not only about such huge dilutions. Potencies
such as 6¢ (see Ch. 4) are used frequently, and at this level there are still
molecules left in the solution. In practice there is a cut-off point as the
Avogadro limit is approached above which molecules, though theoretically
still present, cannot be detected with present methods. Some homeopaths
claim that this limitation of present techniques of measurement may pro-
vide an explanation for the apparent lack of active material in the very high
dilutions too — that is, molecules are present, but simply cannot be found.
However, with some potencies, for example 6x (107, quantities of drug
present are of the same order as normally prescribed amounts of thyroxine
or digitalis.

A hypothesis known as the Arndt Schulz Law has been used rather sim-
plistically to help explain the phenomenon of potentisation. In the 1880s Dr
H. R. Arndt and Professor H. Schulz of the University of Greifswald in
Germany were interested in homeopathic actions. They formulated a law
based on the following observations (the allopathic interpretations are given
in parentheses):
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Law of Cure

Single remedy

® small stimuli encourage living systems (e.g. immunisation)

® medium stimuli impede living systems (e.g. interfere with biochemical
pathways)

® strong stimuli destroy living systems (e.g. chemotherapy agents).

Thus, as solutions of homeopathic remedies become weaker, they should
be expected to encourage the healing process. However, this does not
explain the position when Avogadro’s number has been exceeded.

There is a homeopathic Law of Cure associated with minute dose levels. It
states:

The quantity of action necessary to effect a change in nature is the least pos-
sible, and the decisive amount is always the minimum.

The minute dose was an empirical discovery, and the ‘law’ is deliberately
ambiguous. It is taken to mean that not only should a minute dose be admin-
istered, but that the dose should not be repeated at too frequent intervals.

Although Hahnemann experimented with the idea of multiple prescribing,
his final principle was that of using a single remedy to treat patients’ ills,
because he believed that patients could not suffer from more than one
disease at a time; symptoms, however diverse, were therefore all linked to
a single cause. ‘In no case under treatment is it necessary to, and therefore
not permissible to, administer to a patient more than one single, simple med-
icinal substance at one time,” he wrote in the Organon. Classical homeopaths
observe this rule carefully. All the drug pictures in the materia medica have
been determined on this basis. Provings have not been carried out on mix-
tures of remedies and it is not known how — or if — remedies interact. Many
health professionals would welcome this approach in modern orthodox
medicine and be pleased to see the demise of polypharmacy. The combina-
tion of competing ingredients (e.g. expectorants and linctuses) in some OTC
cough mixtures certainly appears to defy logic!

Having said this, it has become the practice among some practitioners,
especially in France and Germany, to augment the classical approach by the
use of remedy mixtures with specific indications. Many appear to be effec-
tive in treating the symptoms of a range of common complaints.

The above three principles of practice, together with a holistic approach
to treatment, form the basis of homeopathy.

A summary of Hahnemann’s life and main publications is provided in
Box 2.1.
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Box 2.1 Summary of Hahnemann's life and main publications

1755 Born at Meissen

1779 Qualifies in medicine at Erlangen

1782 First marriage

1782-1805 Years of wandering

1790 Cinchona experiment

1810 Publishes first edition of the Organon

1811 Leipzig. Provings which result in publication of the Materia Medica Pura
1821 Kéthen. Period of semi-retirement. Publication of The Chronic Diseases
1830 Death of first wife

1835 Marriage to Melanie. Moves to Paris

1843 Death in Paris
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Homeopathy is found in many countries worldwide, and outside Europe
each has its own particular way of dealing with the therapy. The following
account is not meant to be comprehensive; rather, it represents some of the
countries with which I have had contact and is meant to indicate how widely
homeopathy is practised.

HOMEOPATHY IN THE UK

Although preceded by a Dr Belluomini, the first British homeopath is gen-
erally considered to have been Dr Frederick Hervey Foster Quin (Hamilton,
1882; Jenkins, 1989; Leary, 1994a). Quin was born in London in February
1799. Despite a lack of firm evidence, it is widely stated in the literature that
he was the illegitimate son of the Duchess of Devonshire whose maiden
surname, Hervey, was included in his own. In 1817 he entered Edinburgh
University, the first British university to offer a formal medical training. He
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graduated as Doctor of Medicine 3 years later at the tender age of 20 years,
having presented a thesis on arsenic. On his return to London, and with the
Duchess of Devonshire’s influence, Dr Quin, known as the ‘Cheery Doctor’
because of his happy disposition, was appointed physician to the exiled
Napoleon I, who had just discharged his Irish doctor. Unfortunately the
Emperor died before Quin could take up the position on St Helena.

Dr Quin met Dr Necker, a disciple of Hahnemann’s, in Naples and this
prompted him to go to Leipzig to meet the founder in 1826, and find out
more about the new system of medicine. Unfortunately the visit was not
wholly successful from a medical standpoint, although the men became
good friends.

During the great European cholera epidemic, Dr Quin went to Moravia
to study the disease, and as a result of a deeper insight into the effective
workings of Hahnemann’s method his doubts began to evaporate. On his
return he practised homeopathy in London, first in King Street, St James’s
and then at 13 Stratford Place, despite being forbidden to do so by the
College of Physicians. Now fully convinced as to the worth of homeopathy,
Dr Quin went to visit Samuel Hahnemann again, this time in Paris, where
he studied with his mentor for several months.

A contaminated water pump in St James’s, London, was suspected as the
source of the cholera epidemic that reached Britain in 1853. The facilities of
the London Homeopathic Hospital, founded by Quin in 1850, were turned
over completely to the treatment of cholera victims. The outbreak occurred
just as the General Board of Health came into being under the first Public
Health Act. This meant that for the first time accurate statistics on health
were available. In 1854 a report to the House of Commons gave the figures
of death from cholera under orthodox treatment as 59.2% and under homeo-
pathic treatment as 16.4% (10 out of 61 cases). In all 54 000 people died.
These figures have to be viewed with care for at this time in many instances
there was more risk from the treatments than from the disease being treated.
It has been suggested that it may have been the withdrawal of dangerous
treatments rather than the application of homeopathy that led to an appar-
ent success for Hahnemann’s methods. For example, every patient admit-
ted to the Middlesex Hospital received a hot bath at 104°C followed by an
emetic of mustard and salt, repeated once or more if the vomiting that
ensued was not substantial. Hot fomentations and turpentine applications
were applied and the whole chest was covered by a mustard plaster.
Typically these procedures were then followed by the use of calomel, cod
liver oil or lead acetate (Leary, 1994b). Dr Bernard Leary has pointed out that
the expected mortality rate for patients not treated for cholera at all is stated
as being around 50% in modern textbooks. However, given that the mor-
tality rate claimed by the London Homeopathic Hospital in this epidemic
was a mere 20%, it seems that a lack of debilitating procedures could not
have been the only contributory factor to this relative success. It is likely that
homeopathy played some active part in the recovery process, otherwise the
death rate would have been much higher. Success in treating cholera and
yellow fever was reported in the USA (see below).

A pilot study of the homeopathic treatment of cholera in Peru by Gaucher
et al. (1993) appeared to show that it was effective, but a subsequent double-
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blind study found no difference between active and placebo treatments
(Gaucher et al., 1994). Dr Gaucher has also considered the role of homeo-
pathy in the treatment of tetanus and concluded here that homeopathy is
effective in combination with orthodox treatment, but not on its own
(Gaucher, 1995). The efficacy of such treatments is thus still to be resolved.

As a result of the apparent historic ‘success’ in treating cholera, a clause
was added to the 1858 Medical Act during its passage through Parliament
to ensure that properly qualified physicians could not be denied admission
to the medical registrar merely because of an interest in homeopathy.

Dr Quin suffered from ill health throughout his life; latterly he was trou-
bled with arthritis. His last illness was very brief, a sudden chill brought on
a severe attack of bronchitis which his feeble constitution was unable to
withstand, and he died on 18 November 1878.

Other outstanding British homeopaths were Drysdale, Hughes, Russell
and Dudgeon. Of these, Dudgeon practised in Liverpool and made many
contributions to the homeopathic literature but is probably more widely
known for constructing the original sphygmomanometer.

In modern times, Dr John Weir of Glasgow was a great influence on the
practice of homeopathy, restoring the classical nature of prescribing in
Britain. He did much to establish the credibility of homeopathy and suc-
ceeded in breaking down many of his colleagues’ prejudices. He was the
instigator of the first educational meetings for doctors. His contribution was
immense and on his death in 1971 it was a heavy responsibility that fell on
the shoulders of the Dean of the Faculty of Homeopathy, Dr Margery
Blackie. Dr Blackie was responsible for a rapid renewal of interest in homeo-
pathy amongst British allopathic doctors. She was responsible for setting
up courses and expanding the Faculty membership. Like John Weir (later
Sir John), Dr Blackie was appointed Royal Physician, the first woman to hold
this honour. I was privileged to work with Dr Blackie during the 1970s at
Thurloe Place, London. Her rooms provided an excellent venue for a series
of highly memorable parties that served to release the tensions of the long
courses that took place at the Royal London Homeopathic Hospital (RLHH).

Scotland has always enjoyed an important homeopathic tradition. Dr
Hamish Boyd was largely responsible for nurturing a resurgence of interest
both in that country and further afield. Since the 1970s, there has been a sub-
stantial rise in the amount and quality of homeopathic research by physi-
cians, veterinary surgeons, pharmacists and podiatrists.

Pharmacy Own label homeopathic remedies were widely available from branches of
Boots (priced at 6d. each) during the 1930s but with the development of the
OTC market they fell out of favour until reintroduced in 1992. The pros and
cons of homeopathy were discussed in papers in the pharmaceutical press
in 1981 (Steinbach, 1981) and again 10 years later (Kayne, 1991). A debate at
the British Pharmaceutical Conference in Birmingham 1992 supported a
growing interest in the discipline by backing the supply of homeopathic
remedies in pharmacies (Anon., 1992). Exposure to homeopathy and other
complementary disciplines crept into the undergraduate (and postgraduate)
training programmes during the 1990s and articles now appear regularly in
the journals.
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Within the discipline of homeopathic pharmacy in Britain, John
Ainsworth, FRPharmS, deserves particular mention. In a distinguished
career spanning well over 40 years, John was responsible for raising the
profile of homeopathic pharmacy and developing important links with col-
leagues in Europe. Both John and the late Mervyn Madge, FRPharmS, a past
member of the Council of the Royal Pharmaceutical Society of Great Britain,
served as Chair of the British Homeopathic Association.

The main British organisations

After an abortive attempt in 1837 to found the British Homeopathic Society
with five colleagues, Dr Quin eventually achieved his aim in 1844 at a dinner
party held in his house to commemorate the death of Hahnemann a year
earlier. Among the laws and regulations of the new Society were the following;:

1. membership is open to medical practitioners and medical students only

2. new members are expected to prepare a Dissertation or paper before
the Society

3. members who reside in London or within five miles of the Society’s
rooms (or who reside outwith London but happen to be in the Capital
on the date of a meeting) shall be subject to a fine of 1s. for being absent
from any ordinary meeting at which a quorum is not formed.

It was not until 1860 that the British Homeopathic Society began to issue
a record of its proceedings. The first publication was called the Annals and
Transactions of the British Homeopathic Society and the London Homeopathic
Hospital. Subsequently it was known as the Journal of the British Homeopathic
Society (1893) until 1913, when the Society took over the running of the
British Homeopathic Journal, a monthly periodical launched 2 years previ-
ously. The journal became quarterly in 1920 and has remained the official
organ of British homeopathy ever since. It has now been renamed simply
Homeopathy.

In 1943 the British Homeopathic Society became the Faculty of
Homeopathy and was incorporated under the Companies Act 1929 as a
company limited by guarantee without share capital. It was then thought
expedient that members of the existing Faculty should be incorporated and
have powers conferred upon them by an Act of Parliament, and the Faculty
of Homeopathy Act 1950 was passed. Under this Act, the Faculty has respon-
sibilities to advance the principles and practice of homeopathy. Traditionally
it was medically orientated, with only physicians and veterinary surgeons
able to achieve membership. In recent years other professions including
dentistry, midwifery, nursing and pharmacy have secured equal status.

In 1995 the Faculty relinquished its training duties and assumed an
accreditation role for postgraduate courses offered in the UK by the
Academic Department of Homeopathic Medicine in London and Glasgow
and other educational groups in Oxford and Bristol as well as overseas. The
Faculty also maintains a list of its Members, Diplomates and Associates.

In 1902 the British Homeopathic Association (BHA) was formed.
Although it has always attracted a number of representatives from the
medical professions, it exists primarily to spread the use of homeopathy
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among the general public. The Association ran seminars, training sessions
and ‘road shows’ throughout the UK and had an impressive stock of books
and self-help pamphlets at its London headquarters in Devonshire Street. It
published a quarterly journal called Homeopathy for many years (not to be
confused with the renamed British Homeopathic Journal currently published
by the Faculty of Homeopathy). This was discontinued and replaced by the
title Health and Homeopathy following the merger with the Homeopathic
Society (see below). Although the BHA merged with the Faculty of Homeo-
pathy in 2001 it has managed to maintain its own identity. The Queen Mother
was patron of the BHA until her death in 2002.

The Homeopathic Trust (Patron HRH The Duke of Gloucester) was a reg-
istered charity that supported the training in homeopathy of statutorily reg-
istered health professionals, and funded research and educational activities.
The Trust worked to advance homeopathy and secure its general availabil-
ity and supported the Faculty of Homeopathy financially. The Scottish
Homeopathic Research and Educational Trust (SHRET) has similar aims.

The Homeopathic Trust (HT) merged with the British Homeopathic
Association in September 2000 and no longer exists as a separate entity. All
the HT’s funds were transferred to the BHA, and the HT’s work is now part
of the BHA's efforts.

The Blackie Foundation Trust was formed by Dr Margery Blackie to
promote education and research into the science of homeopathy. During the
1980s and 90s it actively supported an annual Blackie Memorial Lecture and
organised symposia, the proceedings of which are published on an occa-
sional basis. The Trust also funded research projects and offered help and
advice to researchers through the British Homeopathic Research Group. The
Foundation is largely quiescent at the time of writing.

The Homeopathic Society was the public membership division of the
charity the Homeopathic Trust, with which it merged in 1990 to further their
mutual aim of securing the general availability of homeopathy in primary
care. Founded in 1958 as the Hahnemann Society, it published a quarterly
magazine entitled Health and Homeopathy but in 1999 the Society was com-
pletely subsumed by the BHA.

The Society of Homeopaths is the largest organisation registering
homeopaths in the UK. The Society was founded in 1978 to forward the
development of the profession. Its aim is high-quality homeopathic health
care for all. Registered members (RSHom) complete 3 years full-time or 4
years part-time training and then undergo a further period of clinical super-
vision before becoming eligible for registration. The Society publishes a reg-
ister of homeopaths with proven ability who have satisfied the registration
criteria set out in the Society’s Registration Standards and Procedures. These
practitioners (often called professional homeopaths or non-medically qual-
ified practitioners) have agreed to abide by the Society’s Code of Ethics and
Practice, and are subject to complaints and disciplinary procedures.

The British homeopathic hospitals

London

The Royal London Homeopathic Hospital has its origins in premises secured
by Dr Quin at 32 Golden Square. The British Homeopathic Society opened
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a hospital there with 25 beds on 10 April 1850 (the anniversary of
Hahnemann's birthday). The cost of fitting out the premises was given as
£493 12s. 6d. By 1859 the hospital was proving to be too small, and Dr Quin
then bought three houses in Great Ormond Street, including one that was
the headquarters of the antislavery struggle, for conversion at a cost of
nearly £15 000. This building was in use for 36 years, during which time the
cumulative numbers of patients increased to over a quarter of a million.

Many of the great names in British homeopathy - including Robert
Cooper, Richard Hughes, James Compton Burnett, John Henry Clarke,
Edward Bach, Charles Wheeler, Donald Foubister and many others — have
been associated with the hospital. Robert Dudgeon was a stalwart of the
hospital in the late 19th century, and something of a polymath. Apart
from translating virtually all of Hahnemann’s voluminous writings into
English, he invented the sphygmograph, a device for recording the pulse, a
marvel of Victorian miniature engineering, as well as spectacles for use
underwater.

A cache of 300 volumes containing the case notes of 1426 patients treated
at the hospital between 1889 and 1923 was discovered in the vaults in 1992.
Most patients appeared to be manual workers including lacquerers, fancy
box makers, ostrich feather workers, fancy stationers, and other long-
vanished occupations. Phthisis and consumption (both forms of TB), bron-
chitis, theumatism, gastric ulcer and female health problems were among
the most common diagnoses. Outcomes of treatment varied from specialty
to specialty: for diseases of women, for example, 74% were reported cured,
19% improved, 5% were unchanged and 2% died; for respiratory problems
62% were cured, 21% improved, 4% unchanged and 13% died. Duration of
admission averaged over a month.

The case notes show the so-called ‘new wind from Chicago’ blowing
through the hospital. The ‘new wind” was the high potency, repertory-based
homeopathy of Dr James T. Kent of Chicago. It arrived with a paper read
by Dr Octavia Lewin in 1903, and within a decade had revolutionised prac-
tice at the hospital, which was to remain a bastion of Kentian homeopathy
for many years to come. Dr Lewin herself was the first in a line of distin-
guished women homeopathic physicians on the staff of the RLHH, although
her successors Drs Margaret Tyler and Margery Blackie are better known.

The RLHH suffered severe bomb damage during the Second World War.
The gallantry of the staff during the raids was recognised by the award of
four George Medals. During this period refugees from Nazi persecution,
notably Drs Otto Leeser and Erich Ledermann, joined the staff.

Various extensions and modifications were carried out to the London
Homeopathic Hospital in the ensuing years (Fig. 3.1). In September 1948, in
time for its centenary celebrations the following year, King George VI con-
ferred the title ‘Royal” on the hospital. During the 1950s and 60s the RLHH's
influence spread internationally through young overseas doctors who
attended the hospital for clinical attachments. These include Dr Diwan
Harish Chand, homeopathic physician to the President of India and the
influential Argentine homeopath Dr Francisco Eizyaga.

The Royal London Hospital reached its peak in the early 1970s when it
had 170 beds, over 20 000 outpatients and 152 nursing staff. Since then facil-
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Figure 3.1 A plaque
commemorating the 1909
extension at the Royal
London Homeopathic Hospital

ities have declined as a result of National Health Service rationalisations. On
18 June 1972 the RLHH suffered a devastating blow when a Trident airliner
crashed at Staines, close to Heathrow airport. Sixteen doctors and col-
leagues, including Dr John Raeside, who had been on their way to the
International Homeopathic League Congress in Brussels, were killed. This
marked the beginning of a period of sharp decline. NHS reorganisation
resulted in loss of independence and a series of closures. The operating
theatres and surgical, children’s and geriatric wards were closed, and the
number of beds fell to 45.

The RLHH responded actively to these changes, developing and diversi-
tying its complementary medicine services. Dr Ralph Twentyman pioneered
complementary cancer care, Dr Anthony Campbell established an acupunc-
ture clinic and Dr Michael Jenkins developed environmental medicine. The
RLHH also introduced manual medicine and autogenic training. All of these
were the first, or among the first, services of their kind in the NHS.

Nevertheless, by the early 1990s many perceived closure of the hospital
as inevitable. This was averted by a bid to become an autonomous NHS
Trust. The success of the bid owed much to the Trust’s first Chairman, Dr J.
Dickson Mabon, who, apart from being a homeopathic doctor, had been an
MP and Government Minister for many years. The public consultation on
the RLHH’s Trust bid attracted one of the largest postbags for any such
application, letters from the public were overwhelmingly supportive, and
the RLHH became a Trust on 1 April 1993 (Fig. 3.2).

The Trust made a number of major changes, including the establishment
of the NHS’s first musculoskeletal service and an academic centre with
directors of education and research. A range of multidisciplinary packages
of care, including complementary cancer care, were set up. But eventually
the financial burden of maintaining a Board and the associated management
structure proved too great and in April 1999 the RLHH Trust merged with
Parkside Health NHS Community Trust. This arrangement was shortlived
because in April 2002 Parkside, along with all other Community Trusts, was
abolished. However, this period resulted in an enduring achievement: the
acceptance by the NHS of an ambitious plan to completely redevelop the
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Figure 3.2 Royal London
Homeopathic Hospital in
2005

Glasgow

hospital’s building, at a cost of £18.5 million. Work began in summer 2002
and was completed in 2005.

Following the demise of Parkside, the RLHH joined University College
London Hospitals NHS Foundation Trust (UCLH), as apart of its Specialist
Hospitals Board, alongside other famous names such as the National
Hospital for Neurology and Neurosurgery, Queen Square and the Elizabeth
Garrett Anderson women'’s hospital. UCLH is a large NHS Trust with strong
academic links. There is widespread enthusiasm amonyg its clinicians to inte-
grate homeopathy and other forms of complementary and alternative med-
icine in their work.

Joining UCLH, combined with the redevelopment of the building, com-
pletes a dramatic revival in the fortunes of the RLHH. It now stands well
placed to become a 21st century centre of excellence for homeopathy and
other forms of complementary and alternative medicine.

Ahomeopathic dispensary was opened in Glasgow in about 1880 by a group
of doctors but after a few years of good work closed down through lack of
funds. Subsequently a consulting room was set up in 1909 by Dr
R. G. Miller, following his return from tutelage under Dr Kent in Chicago,
but this also closed because it could not cope with the demand. Some 5 years
later a house on Lynedoch Crescent (having been purchased with a legacy
from Miss Houldsworth of Ayr) opened as the Houldsworth Homeopathic
Hospital, with 12 beds and four cots. A further legacy from the Houldsworth
family enabled the inauguration of a much larger facility in Great Western
Road in 1931, then known as the Glasgow Homeopathic Hospital. Despite
plans in 1938 for a substantial new hospital with 200 beds being interrupted
by the Second World War, it was not until 1999 that a new facility became
available.
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Figure 3.3 Glasgow
Homeopathic Hospital

In 1921 Mr and Mrs Fyfe gifted the Homeopathic Children’s Hospital on
the east side of the city; this closed in 1981, ostensibly because of falling
demand, and an outpatients’ clinic was set up at a health centre in nearby
Baillieston. When the hospital vacated the Houldsworth premises in Lyne-
doch Crescent the building was converted into a busy outpatients’ clinic
which functioned until it was transferred to Great Western Road in 1987.
At the same time the bed capacity at the hospital was reduced from 31 to 20.
Following rationalisation of homeopathic services in the Glasgow area in
1995, all outpatient facilities were then transferred to Great Western Road.
These premises were sold in 1999 and the first phase of a new purpose built
hospital opened in the grounds of the Royal Gartnavel Hospital in Glasgow.

The hospital was designed by Maclachlan Monaghan Architects, who
were selected for the job after winning a national competition. The aim was
to create a building in keeping with homeopathic ideology linking harmony
with healing. The architects achieved a look which is both contemporary
and welcoming with lots of light and space. Inside the colours are soft and
clear and Jane Kelly the artist has worked closely with the architects to create
a very attractive interior with lots of natural materials, comfortable seating
and beautiful plants (Fig. 3.3).

The hospital is the base for the Scottish branch of the Faculty of
Homeopathy who are extremely active in promoting homeopathic educa-
tion and research among health professionals. After securing an earlier
reprieve, the Baillieston Clinic was unfortunately closed during 1996.

A more detailed history of homeopathy in Glasgow may be accessed at
http:/ /www.homeoint.org/morrell / glasgow / preface. htm.

Tunbridge Wells

The Tunbridge Wells Hospital (Leary, 1993) developed from a dispensary
that opened in the Pantiles in 1863 and moved to Hannover Road in 1886.
The following year two houses were purchased in Upper Grosvenor Road
and a hospital was opened in them in 1890. By 1902 this hospital had
doubled in size. The following year the present hospital was opened in
Church Street, the freehold having been purchased by Dr Francis Smart. A
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Bristol

Other hospitals

new wing was added in 1921 and named as a memorial to him. There were
further extensions in 1930. The hospital has 10 beds reserved for homeo-
pathy and a further 20 for surgery and rheumatology.

The history of homeopathy in Bristol began in 1852 with the establishment
of a dispensary in Queen Square. The Cotham House and grounds were pur-
chased by Mr and Mrs Melville Wills of the cigarette firm W. D. & H. O.
Wills in 1917, and donated to the hospital in memory of their son who was
killed while trying to rescue a wounded brother in the First World War. The
foundation stone of the present hospital was laid in the grounds of Cotham
House by the then Prince of Wales (later Duke of Windsor) in 1921, and the
new building opened by Princess Helena Victoria in 1925. The Bristol
Homeopathic Hospital continued to provide a full range of services until
1986 when the inpatient facilities were transferred to the Bristol Eye
Hospital, where they continue to be provided, and outpatient services were
moved to the ground floor of the Cotham Hill site. In 1994, following the
sale of the main building to the University by the Bristol and District Health
Authority, a new purpose-built Department has been provided in the
Annexe buildings adjoining the original Cotham House. The Bristol hospi-
tal is active in research and education (Fig. 3.4).

The above hospitals all provide treatment under the UK National Health
Service. There is also a privately run homeopathic clinic in Manchester.

In the early days of British homeopathy the Liverpool branch of the British
Homeopathic Society was particularly active. A hospital was built and
equipped in the city by Sir Henry Tate of Tate & Lyle, the sugar refiners, in
1837 and served the community for many years before its eventual demise
in the 1970s. An outpatient clinic still exists.

Around the start of the 20th century there were homeopathic hospitals in
Bath, Birmingham, Bournemouth (Hahnemann Convalescent Home),
Bromley (Phillips Memorial Homeopathic Hospital), Eastbourne, Leicester,
Liverpool, Plymouth (Devon and Cornwall Homeopathic Hospital), St
Leonards (Buchanan Hospital) and Southport.

HOMEOPATHY IN AFRICA

South Africa provides an environment in which homeopathy can make con-
siderable progress. The ongoing ‘war’ between medically qualified doctors
and dentists and non-medically qualified homeopaths has been resolved.
The two codes are now working side by side. Homeopaths are able to
request medical tests, receive referrals from other health professionals, hos-
pitalise patients when necessary and visit hospitals as part of their training
programme. A comprehensive training course is offered by institutions in
Durban and Johannesburg. This was set up in association with the statutory
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Figure 3.4 Bristol
Homeopathic Hospital

body with whom all homeopaths must register. On a recent visit I was
impressed by the training facilities available and the intensity of the 6 year
curriculum. There are approximately 450 registered homeopaths in South
Africa.

Training for health professionals (physicians, dentists and pharmacists)
has been provided by the British Faculty of Homeopathy with local assis-
tance. Students have sat both the Primary Care Certificate and the more
advanced MFHom examinations. However, veterinary homeopathy is in its
infancy. A number of South African medical homeopaths have settled in the
UK where their contribution to homeopathic practice and education has
been greatly appreciated.

Homeopathy has been practised in Nigeria for at least 40 years, with the
first formal organisation, the All Nigeria Homeopathic Medical Association,
being founded in 1961, shortly after the country gained independence from
Britain. Dr Peter Fisher visited Nigeria in 1989 and found it difficult to iden-
tify the number of homeopaths practising, partly because of the problem of
defining exactly what constituted a homeopath (Fisher, 1989). There were
about 50-100 homeopaths with an ‘acceptable’ level of training at that time.
Generally speaking the standards of training were below what would be
expected in developed countries. Dr Fisher said that there were a number
of homeopaths in and around the federal capital Lagos and in the east of
the country, particularly in Imo and Anambra states. By 1991 some progress
had been made, with acceptance of the medical and dental professions
having been secured (Okpokpor, 1991). Further advances have been ham-
pered by political pressures.
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HOMEOPATHY IN ASIA

Dr Mitchell gives a good account of homeopathy in India (Mitchell, 1975).
He claims that homeopathy can be traced in India to as early as 1810, having
been introduced by a German geologist working in the country on a survey.
Remedies were distributed to servants and poor Bengalis. At some later
time (no date is available) an Englishman called Mullins arrived in Calcutta,
at that time the capital of India, and administered homeopathy to the poor.

The third important character in Indian homeopathy was Julian Martin
Hoenigsberger, who was described as an ‘adventurer’. He had spent 35
years travelling throughout the East and set off to study homeopathy under
Hahnemann in the 1830s. On his way back to India in 1839 he contracted
cholera in Vienna and is reported to have cured himself within 6 hours with
homeopathic Ipecacuanha. Hoenigsberger was appointed physician to the
Court of Lahore. He won fame by treating the Maharajah of Punjab suc-
cessfully, but incurred the hostility of Indian doctors. The Civil Service and
the military provided some notable amateur homeopaths.

Calcutta became the centre of homeopathy in India, the discipline
growing through the agency of physicians and lay homeopaths. Because of
its huge geographical area and population, India has always had a shortage
of medically qualified practitioners; lay practitioners therefore perform an
important role in supporting medical services. In 1861 Babu Razan Dutta, a
man who had acquired a sound knowledge, took over a homeopathic prac-
tice from a French doctor whom he had sponsored but who had proved
inadequate. About 6 years later, the Indian physician Mahedra Lal Sircar
popularised homeopathy and the discipline has flourished ever since.

Homeopathy is recognised and actively encouraged by the central Govern-
ment, with sponsorship of homeopathic clinics, dispensaries and hospitals
throughout the country. India has many homeopathic journals and publishes
a large range of the classical homeopathic books, many of which are exported.
The name of B. Jain, publishers, of Delhi is well known throughout the world.

Dr P. Sankaran (1922-1979), the father of the well-known Indian homeo-
path Rajan Sankaran, was one of the greatest homeopathic teachers and
practitioners in India. P. Sankaran’s writings were based on his clinical expe-
riences in his busy practice. He was a convert to homeopathy, having been
cured by it after allopathy and Ayurvedic medicine had failed. He took up
the study and practice of homeopathy with intensity and passion, studying
in London under the guidance of Dr Blackie and other revered names in
British homeopathy. His son Rajan graduated from the Bombay (Mumbai)
Homeopathic Medical College (now known as Smt. Chandaben Mohanbhai
Patel Homeopathic Medical College). He is well known for teaching psy-
chology and philosophy and a concept known as the ‘soul of remedies’.

The regulatory situation in Israel is rather confusing. The influx of Jewish
refugees from countries of the former Soviet Union has caused a substantial
increase in demand for homeopathy. A large number of the immigrant prac-
titioners are preparing their own remedies (as indeed Hahnemann and his
followers did) but without any standards being enforced. Contact with
Europe (mainly through visiting lecturers from France, Germany and the
UK) has helped to establish trained practitioners, and at the time of writing
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discussions are in progress to regulate homeopathic practice and manufac-
ture (A. Moschner, homeopathic pharmacist, Tel-Aviv, personal communi-
cation, October 1999). The Israel Association of Classical Homeopathy is
active in promoting homeopathic practice and maintains contact with the
Israeli authorities.

Malaysia received its introduction to homeopathy during the Second
World War through Indian soldiers who were fighting with the British Army
and influence from the subcontinent is still strong. Teaching began in 1979
under the auspices of the Faculty of Homeopathy Malayasia. There were
four homeopathic medical centres in the country in 1988 (Nasir and Zain,
1988). Enquiries have established that although the Government allows
complementary medicine there are no formal registration procedures for
practitioners. An organisation called the Registered Malaysian Homeopathic
Medical Practitioners Association was established in 1985 to unite all
qualified homeopathic practitioners. Without standards it is uncertain as to
exactly what constitutes qualification. The group has about 500 members.

Singapore recognises homeopathy but there is no legislative framework
to control its practice. Few, if any, practitioners are medically qualified.

HOMEOPATHY IN AUSTRALASIA

Some time in the 1840s Dr Albert Scholz, a military surgeon, migrated from
Silesia to southern Australia and brought with him the practice of homeo-
pathy, importing his remedies from Germany. After 20 years in the Barossa
Valley he moved to Jindera, near Albury. By the 1850s a small number of
British homeopaths were practising in Sydney and Melbourne, where a 60
bed hospital opened in 1869. The holistic nature of homeopathy and herbal-
ism appealed to the population, much to the chagrin of the orthodox medical
profession, especially as there was no legislation to guarantee their monop-
oly at this time. However, subsequently the medical profession established
the authority to limit the practice of medicine to those considered ‘suitably
qualified” and homeopathy began to decline. In the 1920s doctors moved to
limit the numbers of their own members for whom homeopathy was an
approved therapy as well. The situation is considerably improved now and
pharmacies throughout Australia are seeing an increase in the demand for
homeopathic medicines. At present there is no requirement for non-
medically qualified homeopathic practitioners to be registered in Australia
(de Brenni, personal communication, December 1994). There have been calls
for an expansion of research in Australia over the next 5-10 years and
Bensoussan and Lewith (2004) have proposed a funding model based on a
proportion of the GST (VAT) collected on CAM sales and services.

The origin of homeopathy in New Zealand is linked with the name of Dr
William Purdie, a graduate of Glasgow Medical School, who arrived at Port
Chalmers in South Island from Port Glasgow in 1849. Subsequently most
homeopathic development took place in the north (McDermott, 1991). A
Homeopathic Association was established in 1857 and a hospital and dis-
pensary opened in Auckland a year later, only to close after 5 years when
the Government appropriated the buildings for official offices. Homeopathy
was recognised in the Pharmacy Act of 1880 as a valid system of medicine,




72

INTRODUCTION
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but prescribing declined during the next 80 or so years as modern high-
powered drugs became available, until the incorporation of the New
Zealand Homeopathic Society signalled a revival in 1962. Today the Society,
based in Auckland, has a library of books and tape-recorded lectures. It is
estimated that 80% of New Zealand pharmacies now keep homeopathic
remedies. Training courses for pharmacists and non-medically qualified
homeopaths are readily available through several colleges of homeopathy.
The schools of pharmacy in Auckland and Otago give exposure to comple-
mentary medicine to undergraduate pharmacy students.
Training opportunities for doctors are at their own expense.

HOMEOPATHY IN EUROPE

A detailed history of homeopathy in Germany may be found at
http:/ /www.hpathy.com/Status /homeopathyGermany.asp. From its birth-
place, homeopathy spread throughout Europe and beyond (Gaier, 1991). The
first phase, in the 1810-1835 period, included Austria, Belgium (1829),
France (1830), Hungary, Italy, the Netherlands (1827), Poland (1820s), Russia
and Switzerland (1832), followed in 1820-1850 by Greece, Ireland, Portugal
(1838), Scandinavia and Spain (1833).

Commemorative sites honouring Hahnemann in Germany are few and
far between (see Ch. 2) but the German Post Office did issue a special stamp
in 1996 (Fig. 3.5).

Of particular note in the Netherlands is Jan Scholten. Scholten is known
for working with remedy groupings, particularly mineral salts. His books
Homeopathy and the Minerals and Homeopathy and the Elements are now con-
sidered fundamental texts for understanding and utilising mineral remedies
in the periodic table. The concept of the whole new perspective of the
periodic table is now being applied to the plant families and other areas
of homeopathic materia medica.

Although only officially allowed in Russia since 1992, homeopathy was
unofficially widely available in the former Soviet Union, many practition-
ers preparing their own remedies. Homeopathy is taught in medical schools
and minimal standards have been introduced to try and standardise reme-
dies, many of which are now being prepared by pharmacies. International
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congresses are held by the Russian Homeopathic Association on an irregu-
lar basis (http://www.homeoint.org/books4/kotok/).

Homeopathy is currently available in Bulgaria, Hungary, Poland and
Romania. It is generally restricted to medical doctors but in some cases phar-
macists are also involved. Small active communities are working hard to
establish its popularity.

HOMEOPATHY IN LATIN AMERICA

Homeopathy is practised in Argentina, Brazil and Mexico. Of the three,
Mexico is the best organized (P. Guajardo of the Instituto de Investigaciones
en Ciencias Veterinarias, University de Baja California, Mexico, personal
communication, October 1999), with training to become a medical doctor and
homeopath available from two facilities in Mexico City. Three other institu-
tions offer postgraduate training. In 1996 the National School of Medicine
and Homeopathy (Escuela Nacional de Medicina y Homeopatia) celebrated
its 100th anniversary. In fact, homeopathy in Mexico dates back to 1850, when
migrating physicians from Spain taught local physicians (]. A. Oceguera,
Seccién de Estudios de Posgrado e Investigacién, Escuela Nacional de
Medicina y Homeopatia, Mexico DF, personal communication, translated by
German Guajardo-Bernal, October 1999). One of the first successes was
attributed to a Dr Carbo who in 1854 treated 45 patients during a yellow fever
epidemic on the island prison of San Juan de Ulda. His success was rewarded
by President Antonio Lépez de Santana who granted Dr Carbo a certificate to
practice medicine in Mexico. In 1867, the first homeopathic pharmacy was
founded and this was followed by the first homeopathic hospital at San
Miguel de Allende Guanajuato 4 years later.

Many pharmacies now keep remedies and several others manufacture.
Although only medical practitioners are supposed to practise homeopathy
there are many other non-medically qualified practitioners operating. One
state in Mexico even allows training for these practitioners. Dr Sanchez
Ortega is a Mexican homeopath known throughout the world for his writ-
ings on miasms (see Ch. 7).

In Brazil, homeopathy as a therapeutic option to the services provided by
traditional medicine only became a politically viable possibility in the 1980s
in spite of the existence of homeopathic medicine in the country since 1840
(Luz, 1992). There are problems overcoming resistance from academic and
clinical sources. Only medical doctors, dental surgeons and veterinarians are
legally able to prescribe homeopathic remedies. However, supplies are also
possible from pharmacies and Drogeries whose exact status I found difficult
to identify while attending a convention in early 1999. They appeared to sell
most of the items found in pharmacies but without a qualified pharmacist
on the premises. There is a small but active group of homeopaths in the
country, using different approaches to prescribing.

Argentina also has a small number of homeopaths (around 1500) but
relatively little is known about the methods being used to treat patients
or the distribution of the services on offer. Dr Eugenio Candegabe is known
as a leading South American homeopath who was a founding member
of the Argentine School of Homeopathic Medicine in Buenos Aires.
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His interest in homeopathy began as a result of successful homeopathic
treatment of members of his family, and in 1954 he went on to study the
subject under his great mentor, Dr Tomds Pablo Paschero, with whom he
subsequently worked closely. Dr E. Candegabe served as Professor of
Materia Medica from 1971 until 1986, when he was nominated Emeritus
Professor.

Homeopathy is popular in Costa Rica with over half the population using
the therapy regularly. Training is available for both medical doctors and non-
medically qualified practitioners.

During 1999 I visited Cuba and was delighted to find that the discipline
was well organised in this republic of 20 million people. Some Mexican
doctors helped reintroduce homeopathic practice to Cuba 1992 when it was
incorporated into the National Health Service. A year later some Brazilian
homeopaths offered the first formal medical training. Other health profes-
sions — pharmacy, dentistry and veterinary surgery — followed shortly after.
There are now a total of 922 homeopaths in Cuba including 320 physicians,
220 veterinary surgeons, 161 pharmacists and 141 dentists. Teaching uses a
national homeopathic curriculum and leads to the award of a diploma after
1 year of study. Unfortunately, further development is being hampered by a
shortage of literature and remedies, particularly in the hospital environment.

All the municipalities around Havana and many elsewhere in the island
offer homeopathic facilities through family doctors and clinics. Many phar-
macies, including a magnificent new homeopathic pharmacy in Havana,
dispense homeopathic prescriptions. They are all state owned. The 48
homeopathic dentists in the capital have performed 667 extractions collec-
tively with the aid of "homeopathic anaesthesia” achieved with the remedy
Hypericum 200c given by mouth. Gathering statistics about consultations is
a little difficult because homeopathy is officially included with other thera-
pies under the heading “Traditional Medicine’ by the health authorities but
it is known that there is considerable sympathy for the discipline at high
levels within the Government. I was privileged to meet with the Minister of
Health who reiterated a commitment to providing homeopathic facilities.
Homeopathy is used by the medical facilities at Havana International
Airport. Almost all the 200 patients who attended last year improved within
20 minutes of receiving their medicines; some 49 different remedies were
used, the most popular being Baryta carb and Nux vom.

A considerable amount of homeopathic research is being carried out, par-
ticularly with animals. For example, homeopathic veterinary surgeons have
reported that homeopathy can be used as a growth promoter for animals
in the food chain, especially cows, pigs and chickens, and also to treat
mastitis.

HOMEOPATHY IN THE USA

History

Homeopathy was brought to the USA in 1825 by Hans Burch Gram
(1786-1840), a doctor born of Danish parents in Boston. He was trained in
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Copenhagen by Dr Lund, a pupil of Hahnemann’s (Winston, personal com-
munication, January 1995). Within a few years of his return to New York, Dr
Gram converted several orthodox practitioners in the New York City area
and one, Vanderburgh, was responsible for teaching homeopathy to several
other physicians who in turn spread it to other states in New England and
the Mid-West. At this time there were many practitioners of botanical med-
icine, some of whom had learnt from Native American herbalists. At a time
when regular medical training consisted of 6 months of lectures and 2 years
of supervised practice, the care offered by the herbalists was often better
than the bleeding, purging and taking of chemicals prescribed by the ortho-
dox physicians.

At about the same time that Gram settled in New York, William
Wesselhoeft and Henry Detwiller, two German physician émigrés who were
living near Bethlehem, Pennsylvania, began studying Hahnemann’s
Organon and Materia Medica. When Detwiller cured a patient with a dose
of Pulsatilla in 1828, the two became homeopaths. By 1833, when Dr
Constantine Hering arrived in the US, the practice of homeopathy was well
under way in the German communities in the area around Philadelphia.
Hering was born at Oschatz, Germany, in 1800, and first studied homeopa-
thy with the intention of writing an essay refuting Hahnemann's teachings,
but instead was converted to them (Fie, 1990). Hering emigrated to America
and became the guiding force behind American homeopathy, founding in
1835, together with several other physicians, the first medical school in the
world to teach homeopathy. Although the Allentown Academy, as it was
called, lasted for only 2 years before its funds ran out, it became the train-
ing ground for some of the finest homeopathic doctors of the next genera-
tion. In 1844, 3 years before the American Medical Association was formed,
Hering, with a group of doctors from New York and Boston, founded the
American Institute of Homeopathy, and this body is still in existence. Four
years later Hering, Williamson and Jeanes founded the Homeopathic
Medical College of Pennsylvania, later to become the Hahnemann Medical
College.

By the 1880s there were over 20 homeopathic medical colleges in the USA
and every state had a homeopathic medical society. As the century drew to
a close, however, most of the homeopathic schools began to teach what
might be called a symptomatic or ‘this for that” approach to homeopathy
and ignored the holistic teachings of Hahnemann. In 1880, shortly before the
death of Hering, a group of physicians, headed by Adolph Lippe and H. C.
Allen, established the International Hahnemannian Association (IHA). The
IHA decried the move away from Hahnemannian teaching and began to
establish its own educational institutions.

At the same time, James Tyler Kent began his study of homeopathy in St
Louis, and emerged as one of the prominent homeopathic practitioners and
educators for the next 30 years. It was Kent who restored the classic features
of homeopathic practice. He left a lasting memorial in the form of his huge
text Repertory of the Homeopathic Materia Medica.

A little known fact of history is that homeopathic medicine developed its
popularity in the USA (as well as in Europe — see above) because of its suc-
cesses in treating the infectious epidemics that raged during the 19th century



76

INTRODUCTION

(Ullman, 1991). In 1849 the homeopaths of Cincinnati claimed that in over
1000 cases of cholera only 3% of the patients died. To substantiate their results
they even printed the names and addresses of patients who died or who
survived in a newspaper (Bradford, 1900). The death rate of patients with
cholera who used conventional medicines generally ranged from 40 to 70%.

The success of treating yellow fever with homeopathy was so impressive
that a report from the US Government’s board of experts included several
homeopathic medicines, despite the fact that the board was primarily com-
posed of conventional physicians who despised homeopathy (Coulter, 1979).

In 1910, an evaluation of medical education in the USA led to the closing
of many medical schools, among them most of the homeopathic schools.
In 1916, Kent died, and it was his pupils who in large part helped to keep
homeopathy in the USA alive during a time when it was seen as unscien-
tific and old-fashioned.

In an 1890 issue of Harpers Magazine Mark Twain acknowledged the
special value of homeopathy, noting, ‘The introduction of homeopathy
forced the old school doctor to stir around and learn something of a
rational nature about his business’ (Twain, 1890). Twain also asserted: “You
may honestly feel grateful that homeopathy survived the attempts of
the allopathists [orthodox physicians] to destroy it.”

In 1922, Julia M. Green, MD, founded the American Foundation for
Homeopathy, in an effort to continue training physicians in homeopathy.
When Hahnemann College in Philadelphia stopped teaching even its elec-
tive course in homeopathy in 1959, it looked as if the discipline was all but
dead. The resurgence in the rise of natural therapies led to the development
of the two naturopathic colleges on the west coast, and the emergence of a
new crop of well-trained homeopaths.

The roots of the homeopathic pharmaceutical industry in the USA stem
from a handful of companies founded between 1840 and 1910. Of the active
companies remaining, only Standard Homeopathic (1903) and Luyties
Pharmacal (1853) are still American owned. The rest are now owned by
European interests. Boericke and Tafel (1843) is Dutch owned and Borneman
(1910) is French owned. In addition, numerous new companies have estab-
lished themselves, including Natra-Bio, Dolisos and HomeoLab. An increas-
ing trend is the development of marketing companies who do not produce
their own products but sell their own brands made under contract
(Sunsource, Pharmavite, NaturaLife, Lake Pharmaceutical and Schmid
Laboratories). The trend for non-pharmaceutical companies to enter the field
continues with an increased number of allopathic marketers exploring the
field (Borneman, personal communication, November 2004).

The National Center for Complementary and Alternative Medicine (NCCAM)

In October 1991, the US Congress passed legislation (P.L.102-170) that
provided $2 million in funding for fiscal year 1992 to establish within the
National Institutes of Health (NIH) a centre to investigate and evaluate
promising unconventional medical practices. The NIH is one of eight agen-
cies under the Public Health Service (PHS) in the Department of Health and
Human Services (DHHS).
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The NCCAM is dedicated to exploring complementary and alternative
healing practices in the context of rigorous science, training CAM
researchers and disseminating authoritative information to the public and
professional communities.

The four primary areas of focus are:

the support of clinical and basic science research projects

provision of research training and career development

sponsoring of conferences and educational exhibits

the integration of scientifically proven CAM practices into conventional
medicine.

The NCCAM Strategic Plan (2005-2009) presents a series of goals and
objectives to guide NCCAM in managing its portfolio in the future. This
action is in order to concentrate on efforts likely to yield the greatest impact
on the health and well-being of people at every stage of life, using the fol-
lowing set of master health goals as important, but not exclusive, selection
criteria:

@ Enhance physical and mental health and wellness

® Manage pain and other symptoms, disabilities, and functional
impairment

® Have a significant impact on a specific disease or disorder

® Prevent disease and empower individuals to take responsibility for their
health

® Reduce selected health problems of specific populations.

The document is based on extensive public input, the advice of NCCAM
staff, and the recommendations of a distinguished group of outside experts.
In this document, NCCAM’s first 5 years are reviewed. Goals for four strate-
gic areas have been specified:

® Investing in research

® Training CAM researchers

e Expanding outreach

® Advancing the organisation.

The document can be viewed and/or downloaded at http://
nccam.nih.gov/about/plans/2005/index.htm. A more detailed history
of homeopathy in the USA may be accessed at http://www.
homeopathic.com/articles/intro/history.php.

Samuel Hahnemann Memorial, Washington DC

An impressive memorial to Samuel Hahnemann stands to the east of the
Scott Circle, near the cross-section of Massachusetts and Rhode Island
Avenues, Washington DC. The idea of a monument to Hahnemann was pro-
posed in 1881 by J. H. McClelland, but a further 19 years was to pass until
it was authorised by Congress in January 1900. The sculptor was Charles
Henry Niehaus, a resident of Cincinnati, who used as his model a bust of
Hahnemann aged 82, given by Melanie Hahnemann, the Founder’s colour-
ful second wife. The architect was J. Harder of the firm Israel and Harder,
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New York. The monument was the gift of the American Institute of
Homeopathy and was unveiled the following June. The bronze statue shows
Hahnemann seated on a pedestal centered in front of a curving wall of New
Hampshire granite. The pedestal bears the well-known principle of home-
opathy, expressed in the Latin phrase Similia similibus curantur. Four large
bronze bas-relief panels on the wall depict Hahnemann as a student sur-
rounded by books, a chemist in the laboratory, a teacher in the lecture room,
and a physician at the bedside. In June 2000 a ceremony was held in the
presence of an international audience to rededicate the memorial. As in 1900
a marine band played and a colour party from the US Forces added
formality to the rededication ceremony. The US President was not present
on this occasion, but he did send a letter of congratulation.
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Preparing the remedy
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THE HOMEOPATHIC PHARMACOPOEIA

In the very simplest terms homeopathic remedies may be defined as being
‘medicines used according to the principles of Samuel Hahnemann’. This is
not entirely true, however, for several ‘new’ ways of using homeopathy have
emerged since Hahnemann’s time, for example drainage therapy (see
Ch. 8). Complex remedies have never been subject to provings (although
their constituents may have been proven individually) so they cannot be
administered according to the similimum. Mother tinctures are generally
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considered to be homeopathic, but many have not been proven either and
are used more in a herbal manner than homeopathically. Modern definitions
tend to focus on what remedies are rather than how they are used. The wide-
ranging definition given in both the EU Directive for Medicinal Products
(1992) and UK Statutory Instrument (SI 1995/308) is as follows:

Homeopathic medicinal product means a medicinal product (which may
contain a number of principles) prepared from products, substances or com-
positions called homeopathic stocks in accordance with a homeopathic manu-
facturing procedure described by the European Pharmacopoeia or, in the
absence thereof, by any pharmacopoeia used officially in an (EU) member state.

The UK Medicines and Healthcare Products Regulation Authority
(MHRA) and other European regulatory bodies uses the term stocks for the
starting solutions, usually mother tinctures, from which homeopathic poten-
cies are prepared.

For many years, British manufacturers relied on a selection of foreign ref-
erence works for most of their information, particularly with regard to the
analysis of starting materials. They used principally the German Homeopathic
Pharmacopoeia (Homéopathisches Arzneibuch or HAB), with its various sup-
plements, together with the French and the Homeopathic Pharmacopoeia of the
USA (HPUS), the first of which was produced by the American Institute in
1897 with the help of Otis Clap and Sons. This became the official text in
1938. The German Homeopathic Pharmacopoeia, usually abbreviated to HAB
or GHP, was first published in 1825 by Dr Caspari of Leipzig and then
again by Schwabe in 1872, and was translated into English by the British
Homeopathic Association in 1990. The English version is now available from
ECHAMP, the European Coalition on Homeopathic and Anthroposophic
Medicinal Products, at the following website: http://www.echamp.org/
home.php.

There is also an Indian Homeopathic Pharmacopoeia in four volumes pro-
duced with the help of the Indian Homeopathic Pharmacopoeia Committee
appointed in 1962 (Banerjee, 1991).

The first edition of the British Homeopathic Pharmacopoeia was published
by the British Homeopathic Society in 1870 with later editions in 1876 and
1882 by E. Gould and Son of London. It then went out of print for over a
century. New editions of the BHomP were published by the British
Association of Homeopathic Manufacturers (BAHM) in 1993 and 1999. The
book is in a clear loose-leaf format and reflects many of the current practices
developed by British manufacturers by adapting German methods. It is
designed to be used in conjunction with the HAB. The British Homeopathic
Pharmacopoeia (BHomP) has no official status, having not been adopted as
a national standard by the MHRA. The first section of the book contains
background information to the manufacture of homeopathic preparations,
including abbreviations, analytical methods, reagents and general regula-
tions for the manufacture of homeopathic medicines. Cross-reference is
made to the HAB and other pharmacopoeias. At the start of the section on
manufacturing methods there is an index to all the methods of preparation,
referencing the source of the method concerned. The monographs are set
out in the second part. The development work for the British methods and
monographs took place in the laboratories of BAHM members.
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Unfortunately some of the standard methods of manufacture are not
as specific as they could be, especially with regard to diluents. Another
important omission is the lack of standardisation for unit dose forms. The
inclusion of Bach flower remedies in the book causes concern to many
homeopathic pharmacists, for the reasons outlined in Chapter 10.

Following many years’ work by the Scientific Committee of the
International Committee of Homeopathic Pharmacists (CIPH), the German
Health Ministry took the initiative in 1988 to invite member countries to an
informal meeting to discuss the feasibility of establishing standards for
homeopathic medicines. Later that year, in November, an international
meeting convened in London by the Faculty of Homeopathy adopted a pro-
posal to establish a European Homeopathic Pharmacopoeia Commission
comprising representatives from the then 12 members of the European
Community. In May 1989 the Chairman of the European Pharmacopoeia
Commission invited representatives of the main homeopathic manufactur-
ers, pharmacists and representatives of several European Health Ministries
to a meeting in Strasbourg. It was greed that a European Homeopathic
Pharmacopoeia should be produced for use in the EU and EFTA countries.
Subsequently it was agreed that the European Pharmacopoeia should
include homeopathic monographs and the first appeared in 2002.

SOURCES OF RAW MATERIALS

In many instances it is not possible to be specific about the exact source of
material and to equate it exactly with the material used by Hahnemann and
others in early provings. For example, we do know that the drug picture of
Apis mellifica, the bee, was derived originally from provings of bee venom,
whereas now the whole insect is used. The controversy over this particular
remedy has raged for a long time. In his book Guiding Symptoms (1879)
Constantine Hering wrote:

It is foolish to take the whole bee with all the foreign matter and impurities.
There is but one kind. It is the pure poison, which is obtained by grasping the
bee with small forceps and catching the minute drop of virus suspended from
the point of the sting.

It is claimed that some manufacturers do not adhere to the standardised
practices set down by Hahnemann (Barthel, 1993). Among more modern
remedies becoming available there is considerable discussion as to the
source for RNA and DNA remedies.

Despite these potential problems, homeopathic pharmacy routinely pro-
duces over 3000 remedies, of which about 1250 are in common use, in a
variety of potencies (Ainsworth, 1991).

For details on how remedies prepared from the following sources are
used in homeopathic practice, see Chapter 8.

Plant material

About 65% of all remedies are prepared from extracts of plant materials, and
because of this homeopathy is often confused with herbalism by many
people. The manner of producing the two types of medicine is quite dif-
ferent, however. Herbal products are generally the result of an aqueous or
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Figure 4.1 HPLC traces of
Urtica from different sources.
A: Tincture of the whole fresh
plant of Urtica dioica. B:
Tincture of the whole fresh
plant of Urtica urens.
(Courtesy of Weleda, UK Ltd.)

alcoholic extraction alone, whereas in homeopathy an additional dilution
process is involved. Either the whole plant may be used or only the leaves,
flowers, stems or roots as specified in the pharmacopoeia monographs. The
species of plant, the parts taken, the time of collection and the extraction
procedures may well differ according to the particular pharmacopoeia
monograph being consulted (Belgian Pharmaceutical Society, 1995). For
Calendula, for instance, the HPUS specifies flower tips, the French
Pharmacopoeia specifies fresh leaf tips, and the HAB the whole aerial flower-
ing parts. Depending on where the plant material is grown, harvesting may
extend over several months, and the active ingredients vary in both quality
and quantity. Patients’” delight at being offered familiar remedies abroad
should be tempered by the strong possibility that these remedies are likely
to differ in therapeutic strength from those obtained at home. It is impor-
tant that incoming foreign travellers are also made aware of this fact. Figure
4.1 represents high-performance liquid chromatography (HPLC) traces of
Urtica mother tincture derived from two different species of the plant. A
clear difference in the peak patterns and therefore the constituents can be
seen.

Work carried out by a homeopathic Master’s student at Durban Institute
of Technology using NMR spectroscopy has demonstrated differences in the
traces associated with remedies obtained by different methods of produc-
tion (Hofmeyr, 2004).

The specimens are usually collected in dry, sunny weather and cleaned
by careful shaking, brushing and rinsing with distilled water. They are then
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examined to ensure the absence of moulds and other imperfections. Berries,
fruits and seeds are generally gathered when ripe and must be perfect.
Non-resinous barks are harvested from young trees late in the autumn or,
depending on the species and if resinous, at the development of blossom.
Woods are collected from young trees and shrubs before the sap rises. A
record is kept of all growing conditions and time of collection. Fresh plant
material is really desirable, but for a variety of reasons dried specimens are
sometimes used. Arnica, for example, grows best above 3000 m and is often
subject to conservation orders at certain times of the year, while Nux vomica
is readily available by the sack-load, but difficult to obtain in the very small
quantities required by pharmacists. Soil differences may mean that the easily
accessible plants are not the most suitable. Crataegus, the hawthorn, varies
in quality from country to country, while Hydrastis from Canada is pre-
ferable to samples from USA. These difficulties may be appreciated if one
considers the analogy of wines: grapes grown in different soil and climatic
conditions, even if adjacent to each other, can produce wines with totally
different characteristics.

Animal and insect material

This material must be obtained from healthy specimens. Lactrodectus is a
spider whose venom is sometimes used in the treatment of angina. The bee
yields Apis, a remedy used to treat peripheral oedematous conditions and
the effects of stings. Apis is a good example of the origins of homeopathy
in folk medicine. The remedy was introduced by a Dr Frederick Humphries
following the intervention of a Native American to help treat a young boy
in Providence, Rhode Island, in 1847, although it had been used a few years
earlier to treat horses by a German clergyman.

Jeremy Sherr proved a remedy derived from the scorpion in 1985. The
insect has been known to be a medicine since the earliest times; specimens
burnt alive have been used in the treatment of gall stones, and their ash used
as a diuretic and for renal colic. Sherr killed his scorpions by injecting 95%
alcohol into their rectums; he preserved them in a similar vehicle. They were
then triturated for 3 hours with yet more 95% alcohol, using a pestle and
mortar, and he eventually potentised the resulting solution in the normal
way (Sherr, 1990).

The insect remedies are usually quick acting, and are especially useful in
inflammatory and immune responses. Examples of remedies from some
insect and marine sources are summarised in Table 4.1. There are also reme-
dies made from snake, lizard and salamander venoms (Walker, 1995). Other
sources are musk oil and the juice of the cuttlefish (Sepia).

It is important to be aware of any common remedies made from animal
or insect material, as patients occasionally ask not to be treated with medi-
cines derived from these sources.

Biological material

Material may be used from healthy animal or vegetable secretions or from
bacterial cultures; the resulting remedy is then known as a sarcode. It may
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Table 4.1 Examples of ]
remedies made from animal/ ~ Remedy Source Main use
insect tissue . -~ . _
Apis mellifica Honey bee: crushed Oedema, inflammation

Astacus fluviatilis

Crawfish

Urticaria

Badiaga (Spongilla fluv)

Fresh water sponge

Soreness of muscles

Blatta orientalis

Indian cockroach

Asthma

Cantharis vesicator

Spanish fly

Burns, cystitis

Cimex lectularoius

Bedbug

Intermittent fever

Coccus cacti

Cochineal (insect)

Spasmodic/whooping cough

Formica rufa

Crushed live ants

Arthritic conditions

Helix tosta Snail, toasted without shell Haemorrhage, chest diseases
Homarus Lobster digestive fluids Dyspepsia, sore throat
Latrodectus mactans Spider Angina

Pulex irritans Common flea Prickly itching skin

Tarantula hispanica

Tarantula (spider)

Nervous hysteria

also be derived from diseased tissue, when the finished remedies are known
as nosodes. For example, Pertussis is a sarcode produced from a culture,
while Pertussin is a nosode prepared from infected sputum. A third variant.
known as a tautopathic (see below), is made from the allopathic vaccine. This
differentiation is important for it has implications for the way in which these
remedies are used. Often, it is unclear from the label whether an old remedy
is a nosode or a sarcode. This is due to the records of original source ma-
terial being lost. Staplococcus is a remedy that falls into this category.
Modern manufacture involves the fixing of infective material before extrac-
tion. The preservation of accurate records is an important development.

Sarcodes may be used according to the similimum or as a prophylactic.
Examples of sarcode source material are:

@ plant sarcodes: Terebintha, the oleic exudation from pine trees
@ animal sarcodes: RNA and DNA; Cholesterinum, Folliculinum
® bacterial sarcodes: Penicillin derived from a culture.

Nosodes may be used to treat pathological conditions; some historical
nosodes also have drug pictures. Examples of nosode source material are:

@ plant nosodes: examples include remedies derived from Secale cornutum
(ergot); Ustilago maydis (corn smut); Solanum tuberosum aegrotans
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(diseased potato). A drug picture of the latter, accredited to Benoit More
(1809-1858), may be found in a fascinating book entitled Homoeopathy in
the Irish Potato Famine (Treuherz, 1995). The isopathic use of this remedy
is advocated by inoculation of healthy potatoes as a form of prophylaxis
against the blight (Kennedy, 1997)

@ animal nosodes derived from pathological secretions, for example: Ambra
grisea (from sperm whale)

® microbial nosodes derived from pathological samples, for example:
Syphilinum (Lueticum) spirochetes in syphilitic exudate; Variolinum
from smallpox vesicle

® pathological autonosodes: made from patients’ own body fluids, exu-
dates and infected lesions (e.g. vesicles and pustules) can be useful in
dealing with long-standing chronic infections, particularly those showing
resistance to orthodox homeopathy. This treatment is not carried out rou-
tinely and the preparation of the remedies necessitates substantial pre-
cautions to prevent the spread of disease.

Treatment using remedies in this group is often termed isopathic and
involves treating ‘same with same’, as opposed to classical homeopathy,
when ‘like is treated with like’.

Chemical material

About 30% of all source material is chemical in nature. Highly purified lab-
oratory grade material is rarely used in the preparation of remedies. The
original provings carried out by Hahnemann used naturally occurring
chemicals together with their trace impurities, which are considered to con-
tribute to the overall activity of the remedy in a symbiotic way. Thus Calc
carb is obtained from the middle layers of mussel (or oyster) shells and is
not prepared in the laboratory. Considering how far Hahnemann’s home
was from the nearest oyster beds it is perhaps surprising that he should have
chosen this source when other forms of the mineral were far more accessi-
ble locally. Natrum mur is derived from sea salt and Sulphur is obtained
from a naturally occurring source; neither is prepared pure in the labora-
tory. A remedy known by the delightful name of Skookum chuck comprises
chemical salts obtained from the water of Medical Lake near Spokane,
Washington. Sanicula is a similar remedy from the water of Sanicula
Springs, Ottawa, Illinois. The springs have long since dried up, however,
and there is barely enough remedy in circulation to satisfy requirements
(Satti, 1997). Hecla lava is derived from the laval flow of Mount Hecla in
Iceland. One synthetic success can be recorded, however. Petroleum was for-
merly obtained from the naturally occurring Rangoon rock oil but during
the war years the source was inaccessible. In this case the chemically pure
substitute was found to be as active as the original material.

Miscellaneous source material

This grouping covers a mixed bag of source materials including allergens
such as pollens, flowers, cat and dog hair, feathers and various foods (coffee,
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chocolate, eggs, milk, etc.), known as allergodes, together with about 150
allopathic drugs and vaccines including aspirin, chloramphenicol and peni-
cillin known collectively as tautodes or tautopathic remedies. Remedies
made from industrial chemicals (e.g. solvents, paints, etc.), insecticides (e.g.
organophosphates, sheepdips, etc.) and household fluids (e.g. disinfectants,
washing-up liquids) are also said to be tautopathic. They are generally (but
not exclusively) used for the isopathic treatment of allergies and chemical
irritation.

Propolis is a brownish resinous material derived from the buds of trees.
It is also called ‘bee glue’ for it is used by bees to seal cracks in the hive
comb, or for covering foreign objects in the hive that cannot be removed.

The remedy Tela aranearum is prepared from the web of a fully grown
cross or garden spider (Schober and Luckert, 1994). According to Hering:

the insect is made to run along a hoop and then made to fall by shaking, so
that it hangs by its own thread. The hoop is then rotated and as much thread
as possible extracted . . . in order to extract one grain several hours of stren-
uous work (involving many spiders) are necessary.

The drug picture of Tela is rarely listed but doses of the remedy are reported
to have engendered a peaceful happy mood and an undisturbed refreshing
sleep. In today’s stressful world it is surprising that it does not enjoy more
exposure.

There are a few remedies in the materia medica, for example Electricity
(electric current), Radium bromide (radiation), Sol (sunshine), X-ray and
Mag pol Aust (magnetism), that are made by exposure to the agents indi-
cated. Another example is Luna (moonlight). A proving for this remedy was
carried out by King and Lawrence in England in 1993.

New sources of remedies

The list of remedies available has grown in recent times. Some of the newer
remedies do have full drug pictures (Julian, 1979), and from time to time
new provings are reported in the journals. Modern provings of Chocolate
have revealed an extensive drug picture containing emotional applications
such as ‘excitement, difficulties in concentrating, and aversion to company’
(Dynamis School, 1994a). The US Food and Drug Administration (FDA) has
published a monograph for chocolate manufacturers that specifies that up
to 4% by weight may contain cockroach “parts’ since it is impossible to
prevent the insects from contaminating vats in which chocolate is manu-
factured. A homeopathic remedy manufactured from chocolate in the USA
may therefore show different characteristics to a similar remedy manufac-
tured in Northern Europe. One British producer offers a potency made from
the Berlin Wall, and claims success in treating patients suffering from trem-
bling associated with terror. Hydrogen has also been proved (Dynamis
School, 1994b). At the Russian Homeopathic Congress in Moscow in 1992,
a remedy called Aqua crystalisata (ice) was reported by a participant. The
preparation was made by adding ice crystals to alcohol and potentising
the resulting solution. It appeared to have a localised role and “activated the
liquid crystal protein in the body” according to the Lithuanian doctor who
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Box 4.1 PC Computeris

Progress in producing new remedies is slow and laborious. A relatively recent
addition to the materia medica known as 'PC Computeris' was first reported by
Dr Barry Rose. The source material has been extensively used by him, and the
provings are therefore statistically reliable. The drug used by Barry for this
proving can be obtained from a specialized high street store or through the
post. It comprises three separate parts: a central processing unit (CPU), a
keyboard and a video display unit (VDU), none of which seem to be much use
unless connected to the other two. An electrical source is essential. The drug
apparently causes a form of insomnia during which the patient may be found
tapping on the keyboard for several hours at a time. The symptoms seem to be
worse between midnight and 3 a.m. Very often the patient becomes involved
in a conversation with the screen, and this periodically degenerates into a
one-sided swearing match. The screen for its part merely flashes its cursor
repeatedly, inviting even more abuse. Experimental work carried out by the
author has shown that the effects of the drug can be antidoted by the use of
a mother tincture known as Maltus singlus major, an amber-coloured liquid
originating from an aqueous cereal extract. Another liquid remedy, Vinium
rubrum, is said to have a similar effect. Excessive amounts of either have been
known to result in a dissociated type of reaction leading to confused entries on
the VDU. The source of supply of these liquids is critical.

While promising to be an effective remedy, PC Computeris should not be
overused, for such action inevitably results in the output of garbage. (I am
obliged to Dr Barry Rose, former Dean at the Faculty of Homeopathy, for
permission to adapt the above from an article of his that first appeared in the
British Homeopathic Journal in June 1987.)

presented several case studies, including the treatment of obesity (Kayne,
1992). An attempt has been made to prove Sequoia sempervirens, the
Californian redwood. Possible indications include ailments from grief and
Lyme’s disease (Birch and Rockwell, 1994). Bonnet, long associated with
the toxicology of insects, has highlighted several new remedies including
the venoms of the Laxosceles spider (Bonnet, 1996) and the Androctonus
scorpion (Bonnet, 1997).

Homeopathic dilutions of RNA have also been used clinically (Riley and
Zagon, 2005).

For a final new remedy, see Box 4.1.

PREPARATION OF REMEDIES

The following approach is not suggested, but may serve as an amusing
interlude:

Take a sparrow’s leg, the drumstick merely,
Place in a tub, filled with water nearly,
Set it out doors, in a place that’s shady;
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Extraction

Let it stand a week (three days for a lady);

Drop a good spoonful in a fine large kettle,
Which should be of tin (or any sim’lar metal);
Add one grain of salt; for thickening — one rice kernel.
To light the fire — use the Homeopathic Journal.
Fill the kettle up and set it a-boiling

Strain the mixture well, to stop it oiling;

Let the liquor stew for an hour — no longer,

(For a man, of course it’ll need to be stronger.)
Should you now desire the soup to be ‘flavoury’,
Stir it well, once round, with a stick of savoury.
When the broth is made, nothing can excel it,

So three times a day, let the patient smell it.

If he chance to die, say "T’was nature did it’,

If he chance to live, give the soup the credit.

(Adapted from an anonymous poem published in the British Homeopathic
Journal in April, 1994, with the Editor’s permission.)

Mother tinctures are the liquid preparations resulting from the extraction of
suitable source material with alcohol/water mixtures which form the start-
ing point for the production of most homeopathic medicines. Comminution
followed by standard percolation, maceration and squeezing techniques are
used on fresh plants (which yield around 350 ml of juice per kg) and suc-
culents (which yield up to twice the plant harvest), while dried specimens
are subjected mainly to percolation with alcohol on a column similar to those
illustrated in Figure 4.2.

It has been shown that the concentration of alcohol used in the extraction
process can affect the quality of the final product and that the best solvent
is 70% w/v alcohol (Nandi, 2002).

The resulting solutions are strained and can contain one part drug to three
parts mother tincture, although this strength can vary from 10 to 50%
depending on the species and monograph being used. When the final tinc-
ture represents one-tenth of the concentration of original drug it is, in effect,
a Ix dilution.

Methods of preparing mother tinctures differ between the FrHomP and
HAB. In the former it states that the material is macerated for at least 3 weeks
whereas the HAB specifies that it is left for at least 10 days at a temperature
not exceeding 20°C.

In later life, around 1835, Hahnemann is reported to have stopped using
the mother tincture method of preparing potencies for soluble source ma-
terial, preferring to process crude plant drugs, expressed juices and fresh
plants by trituration with lactose (Dellmour, 1994). Trituration is the grind-
ing of powders in a mortar with a pestle. It is the primary mode of mixing
used for the preparation of powdered dilutions in homeopathy. Initially this
trituration process was taken to the 12c level, but subsequently he changed
to the 3¢, producing higher potencies in fluid form. Compared with medi-
cines produced from mother tinctures and solutions, this offered advantages
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Figure 4.2 Percolation
columns

in more powerful action, longer shelf-life and retained constituents.
Hahnemann processed a total of 54 mineral and plant remedies in this way.
Although it would appear to be beneficial, the method is not generally used
by modern producers other than for insoluble material.

Two other methods of extraction are available, although Hahnemann
claimed that they produced remedies with different degrees of therapeutic
activity.

Hahnemann knew of the medicinal use of powdered gold from his study
of the early medical literature and in 1818 he triturated Aurum (as gold leaf)
with lactose, finding the 1c potency to be effective in the treatment of suici-
dal depression. He triturated the remedy to produce higher potencies and
subsequently suggested that the process should be adopted as a general
method for making lower-potency remedies in homeopathic pharmacy.

With insoluble chemicals such as Aurum (gold), Plumbum (lead) or
Sulphur (and many isopathic preparations) the solid material must be trit-
urated and serially diluted with lactose powder using a pestle and mortar
in a precise and documented manner. The process should be carried out in
a warm dry atmosphere with perfectly clean equipment. According to the
HAB, the lactose should be divided into three parts, and a third of the
diluent is triturated with the starting material for 6 minutes and then
scraped off the mortar and pestle with a spatula for 4 minutes. The process
is repeated before adding the second and third aliquots in a similar manner.
The length of time and physical effort required for the trituration can vary,
depending on the material being processed. Hard substances (e.g. Zincum
met) produce finer particles than do soft substances (e.g. Plumbum met).
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Potentisation

Dilution

When triturating Ferrum met, moisture must be removed by warming up
the mortar from time to time.

The resulting triturate may be compressed directly into trituration tablets
or administered as a powder if the remedy is required at potencies where it
is still insoluble. More usually, however, trituration continues until the par-
ticle size has been reduced sufficiently to facilitate the preparation of a solu-
tion, usually achieved after three to six serial dilutions, depending on the
scale being used. This solution is sometimes inaccurately called a mother
tincture, but in fact could be a 6x or even 8x potency. From this point the
standard potentisation procedure described in the following section can be
followed. Some remedies are therefore not available as mother tinctures or
very low potencies; for example, the first potency of Sulphur that can be
made by surface inoculation of blank tablets is a 6x. (A supplier will be able
to advise on this matter.)

In the case of soluble chemicals, solutions of known concentration in dis-
tilled water or alcohol can be initially prepared. Argent nit is prepared as a
10% solution (equivalent to 1x) while Merc cyan and Kali perman are both
prepared as a 1% solution (equivalent to 2x or 1c). There is also an extrac-
tion process based on the use of equal weights of alcohol and glycerol on
raw material of plant origin, for example buds, shoots or more rarely
rootlets, seeds, or bark (Belgian Pharmaceutical Society, 1995).

With some remedies, for example Arnica or Calendula, the mother tincture
may be applied directly to the skin, or it may be diluted and used as a gargle;
Crataegus mother tincture is often administered as five drops in water.
Most other mother tinctures, however, are subjected to a very special two-
stage process involving dilution and succussion. Because it increases the
therapeutic strength, this process is known as potentisation. It is also called
dynamisation. There are several methods of potentisation, of which the
Hahnemannian method, devised by the Founder after a series of experi-
ments, is the most common in the UK. Other methods are described below.

The Hahnemannian method offers two scales of dilution, centesimal and
decimal. In the former, one drop of mother tincture is added to 99 (or 9)
drops of diluent in a new clean screw cap glass vial (Fig. 4.3).

In modern pharmaceutical practice it is common to use a triple distilled
alcohol and water system, the strength of which varies from 20 to 60%, in
the preparation of homeopathic dilutions. Hahnemann in 1827 recom-
mended good brandy as a diluent. Brandy contains a lot of accompanying
substances in addition to ethanol.

Lorenz et al. (2003) compared two dilution media to investigate the
diluent’s influence. Within the limitations of the test system the dilution
media were as similar to good brandy as possible and like purified ethanol.
Dilutions of histamine were prepared with both media. As test system they
used modified basophil activation in an in vitro cell system. The results
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Figure 4.3 The
potentisation process
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appeared to support the hypothesis that the dilution medium may influence
the effects of high dilutions. This could be of importance for homeopathic
pharmaceutical practice as well as for ultra-high dilution experiments.

Traditionally a single drop of mother tincture was obtained by tipping
the container and carefully manipulating a cork stopper. This required a
great deal of dexterity and often lead to minute traces of cork becoming
incorporated into the potencies (R. Davey, personal communication, January
1995). To ensure no such contamination occurs, a disposable glass capillary
or dropper bottle is now used for this transfer. For accuracy the 99 drops are
usually measured with a special calibrated glass pipette.

The solution resulting from admixture of the two liquids is subjected to the
vigorous shaking with impact known as succussion. In Hahnemann’s day
the procedure was effected by striking the vial on a large leather-bound
book, typically the family Bible. Nowadays, in a more secular environment,
the same effect is usually obtained with a special mechanical shaker.

There are a few pharmacists who still succuss by hand, striking the vial
on the heel of their palms. For quite some time Hahnemann could not decide
on the number of succussions necessary. The extent to which the vials are
shaken depends on the individual concerned and the pharmacopoeia being
used — somewhere between 20 and 40 times is often quoted as being appro-
priate, although one British manufacturer claims to hand-succuss for
20 minutes and another machine-succusses for 10 seconds (Griffiths, 1993).
The French Homeopathic Pharmacopoeia of 1965 (eighth edition) sets the
number at 100.

Within each manufacturing process the number of succussions remains
constant. A comparative study of the merits of hand-succussion and
machine-succussion has been carried out (Jones and Jenkins, 1983). The
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study used the remedy Pulsatilla at 4c and 8c potencies, known to produce
an increase in the growth of yeast, and found a gradual increase in the
growth response rate of yeast cultures in the remedies that had been hand-
succussed up to 60 times. Above this no further enhancement was observed.
Unfortunately the workers were unable to formulate a result for the mechan-
ical potencies and so a comparison could not be made. They suggested that
a wait period of around 3 minutes between successive dilutions may be
advantageous. We know from clinical observations that this agitation is
vitally important to the therapeutic efficacy of the remedy; dilution alone is
not sufficient to produce the phenomenon.
Vithoulkas (1980) has commented on the subject as follows:

Succussion adds kinetic energy to the solution which is crucial. If one merely
succusses a solution without diluting it further, a raise in level of only one
potency occurs, regardless of how many times it is succussed,; therefore both
succussion and dilution are required. We also know that the more there is
succussion and dilution, the more the therapeutic power is increased, even
beyond the point of there being even one molecule of the original substance
remaining.

It has been argued that succussion drives the homeopathic tincture under-
going potentisation to a turbulent regime where vortices continually form
and disappear, ranging in size from the linear extent of the container to a
minimum scale determined by viscosity and the rate of energy dissipation
(Torres, 2002). Input of mechanical energy cascades down this population of
eddies and becomes available at the microscopic level to perform work
(chemical, electrical, etc.). A structure generated in the tincture would be
interrupted by vortices smaller than it, and this sets definite limits on the
strength of succussion so the power input leads to larger vortices than the
structures one is trying to create and preserve through potentisation. This
hypothesis has still to be tested experimentally although Torres has sug-
gested a method.

If one merely succusses a solution without diluting it further, a raise in
level of only one potency occurs, regardless of how many times it is suc-
cussed; therefore both succussion and dilution are required. We also know
that the more there is succussion and dilution, the more the therapeutic
power is increased, even beyond the point of there being even one molecule
of the original substance remaining. The structure of solvent molecules may
be electrochemically changed by succussion, enabling it to acquire an ability
to ‘memorise” an imprint of the original remedy. It is acknowledged that this
concept is difficult for many highly trained personnel with scientific back-
grounds to accept. Whether succussion imparts a certain energy or whether
it merely facilitates complete mixing is, like much of homeopathy, still a
topic for lively debate. We will look at some more theories on how the poten-
tisation phenomenon is thought to work in Chapter 11.

Successive dilution and succussion may permanently alter the physico-
chemical properties of the aqueous solvent (Elia et al., 2004). The modifica-
tion of the solvent could provide an important support to the validity of
homeopathic medicine which employs ‘medicines without molecules’. The
nature of the phenomena described by Elia et al. remains unexplained.
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Adult toads, Bufo melanostictus, were administered Nux vom 30, prepared
with and without succussion, on the tongue (Sukul et al., 2001). The remedy
was mixed with sterile distilled water at the rate 0.05 ml/ml water and given
orally 0.05 ml/individual. The control consisted of blank ethanol solution.
Nux vom 30 was prepared by successive dilution and succussion in 30 steps,
Nux vom 30 u was prepared by successive dilution only. Four hours after
treatment, toads were given 25% ethanol i.p. at 8 g/kg body-weight. The
duration of ethanol-induced sleep time was recorded for each toad. Both
Nux vom 30 and Nux vom 30 u significantly reduced ethanol-induced sleep
time in toads as compared to their respective controls. Electronic, infra-red
and nuclear magnetic resonance spectra of Nux vom 30, Nux vom 30 u and
their diluent medium (90% ethanol) show marked differences from each
other. These dilutions and ethanol 30 and ethanol 30 u show marked elec-
trochemical differences from each other The difference has been attributed
to the variation in intra- and inter-molecular association of ethanol and
water.

A homeopathic model was developed to study the influence of high-
diluted solutions on the velocity of metamorphosis of the frog Rana cates-
beiana induced by their thyroid glands (Guedes et al., 2004). In this model,
thyroid glands added to the water of a basin (final concentration 107 by
weight) slowed down by 17.1% the velocity of development of tadpoles.
We postulate that thyroid hormones, prepared according homeopathic
techniques, transmit specific information to the solution. The possibility
of storing information from molecules and subsequent transfer to a physi-
ological system may open new therapeutic and technical methods.
Unfortunately the results can be criticized by virtue of the fact that the
researchers used unsuccussed diluent as a control.

Sukul et al. (2002) hypothesize that the structure of the active molecule
imprinted on water polymers during the process of potentisation. The
specifically structured water interacts with the active sites of o-amylase,
modifying its activity. Ethanol molecules have large non-polar parts stabilis-
ing the water structure and thus retaining activity for a longer time.

Terminology - centesimal and decimal scales

After the initial process, successive serial dilutions follow, using fresh glass
vials at each stage, until the solution reaches 12¢, 30c, 200c and so on; the
number refers to the number of successive (1 in 100) dilutions and the letter
‘c’ indicates the centesimal method (see Table 4.2). Some key intermediate
potencies are usually preserved, so that stocks can be reconstituted without
going right back to the mother tincture, while the rest are discarded.

The letter ‘c’ is sometimes left out when describing the potency. In the
absence of any letter, centesimal (and not decimal) potencies are implied.
Another variation is the addition of a letter ‘H’ after the ‘¢’ (e.g. 6¢H), which
refers to the classical method of dilution attributed to Hahnemann. Very
high centesimal dilutions are usually expressed with Roman numerals. They
are commercially made robotically, often using Korsakovian methods
(see below). The 1000 dilution is denoted simply by the letter ‘M’, while a
10 000 potency (i.e. a 1 in 100 dilution carried out serially 10 000 times) is
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Table 4.2 Centesimal
potencies

Dilution Concentration Centesimal potency
1:100 107 1c or 1cH

1:10 000 10™* 2¢c or 2cH

1:1 000 000 10°¢ 3c or 3cH

1:10" 107" 6¢ or 6¢H

1:10%° 107 15¢ or 15¢H

1:10%° 10°% 30c or 30cH

1:10%° 1074 200c or 200cH
1:10%%° 10720° 1000c or M

1:10%0000 10720000 10 000c or 10M

denoted by 10M. There are some ultra-high potencies - CM (10°), MM (10°)
and even higher — but their use is limited.

The way in which the first potency (a 1c) is made varies according to the
pharmacopoeia. This has implications for higher potencies. Table 4.2 may
not reflect the strengths of potencies obtained outside the UK. In the FrHomP
the 1c potency is made by adding one part of mother tincture by weight to
99 parts of 60-70% alcohol, but commonly the 1c potency is also made by
adding three parts of mother tincture to 97 parts of alcohol. In the HAB it is
made by adding two parts by weight to 98 parts of 43% alcohol, while the
HPUS directs that a 1 in 10 dilution of a 10% mother tincture be prepared
in 88% alcohol. These differences mean that remedies may differ from
country to country even though the potencies appear to be the same.

The decimal dilution method (attributed to American homeopath
Constantine Hering) is similar, except that the process involves adding one
drop to nine drops of diluent. The potencies are designated by a number
with the letter ‘x” following it. Thus 6x represents a 1 in 10 dilution carried
out serially six times, each with a burst of succussion. In some countries the
X" is replaced by a letter ‘D’ before the number, signifying the number of
dilutions. Thus Euphrasia D6 is just another way of expressing the remedy
Euphrasia 6x. Examples of decimal potencies are given in Table 4.3.

From Tables 4.2 and 4.3 it can be seen that mathematically 6x equals 3c,
both being equivalent to a dilution of 1 in 1 000 000, or 107, but because
the former involves six bursts of succussion and serial dilution, and the
latter only three, they cannot be considered to be equivalent homeopathi-
cally. In this case the decimal dilution is considered to be the stronger
therapeutically.

Dilution on a grand scale or, as some unkind critics have suggested,
placing 5 ml of drug solution at the source of a river and collecting it down-
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Table 4.3 Decimal

potencies Dilution Concentration Decimal potency
1:10 107 1x or D1
1:100 107 2x or D2
1:1000 107 3x or D3
1:10000 107" 4x or D4
1:100000 10°° 5x or D5
1:1000000 107 6x or D6
1:10% 107 30x or D30

stream, will not work because of the lack of succussion. It is for this reason
that fluoridisation of the water supply or the permitted impurities in water
for injection BP are not homeopathically active. Silica glass also seems to
play some part in holding the power of the remedy, perhaps in surface recep-
tor sites, and so it is necessary to use a series of carefully prepared vials.
Ideally vials should not be reused, but washing with distilled water and
heating in an oven at 150°C for 8 hours should be sufficient to destroy resid-
ual material. Problems to be averted during potentisation include cross-
contamination from potency to potency or contamination from airborne
chemicals.

Other methods of potentisation

Korsakovian potentisation method. General Simeon Nicolaevich Korsakov (or
von Korsakoff) was probably the first Russian homeopath. Although not a
doctor, he was given the task of preparing Tsar Nicholas I's remedies when
he was travelling. He is known principally for his work with high potencies
and for the development of the Korsakov method of potentisation in 1832
(Leary, 1994). A first centesimal dilution (known as 1K or 1CK) is prepared
by adding a measured volume of mother tincture to an appropriate volume
of diluent; the resulting solution is succussed thoroughly. Rather than taking
one drop of this dilution and transferring it to the next vial sequentially, the
potency is removed from the vial by suction or inversion, leaving droplets
of solution adhering to the wall of the container. New solvent is then added,
the vial agitated vigorously 100 times and the process repeated. The first
three dilutions are carried out using alcohol of a strength similar to that
included in the mother tincture; subsequent dilutions are in distilled water.
Only one vial is used for the whole potentisation process (Belgian
Pharmaceutical Society, 1995). In the case of an insoluble substance, the
BHomP directs that the first three successive Korsakovian triturations are
prepared in lactose. Subsequent dilutions are prepared in the liquid diluent
as above. Until the mid-1950s, more than half the potencies used in France
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were prepared in this way, but by the time homeopathic medicine was
included in the eighth edition of the French Pharmacopoeia in 1965, the
Korsakovian method and almost all potencies above 30c were made illegal.
The method is still used widely in Belgium.

A variation on the method has been suggested (Brunner, 1992). Here the
multivial method is used up to the 200c level. Then one drop of the dilution
is placed into a 5 m vial and 99 drops of 43% ethanol added. Succussion is
by Hahnemann’s method using 20 succussion strokes, except that instead of
striking the vial against a hard surface the operator makes a figure of eight
motion in the air. The vial is emptied with a vigorous downward shake
leaving one drop inside, and the process repeated as required. The com-
monest Korsakov potencies are 6K, 12K, 30K, 200K and 1000K (MK).

The preparation of very high potencies is an extremely time-consuming
process using the laborious Hahnemannian method. It would take several
months to make a very high potency by hand. These potencies can be made
with the help of a robot but still take a long time and involve large amounts
of alcohol and large numbers of containers. The Helios Homeopathic
Pharmacy of Tunbridge Wells, Kent (see Appendix 1) has designed and built
a potentiser to replicate as closely as possible the action of hand-succussion
and dilution using the Korsakov method. The succussion mechanism
involves a stepper motor driven cam, which raises and lowers an arm
holding a specially designed glass vial. The arm and vial are repeatedly
bumped against a firm but elastic object as per Hahnemann's instructions —
in this case a rubber stopper. The number of succussions can be set by the
user. The desired potency is set by rotating a thumbwheel switch. The
system is controlled by programmable logic control.

The difference between the traditional Hahnemannian and the
Korsakovian methods of preparation is a subject of controversy between
homeopaths which centres on the accuracy and reproducibility of the
Korsakovian potencies. Some practitioners acknowledge that it is possible
to pass on a mixture of potencies in this method, but claim that this is unim-
portant. Other workers feel that homeopathy appears imprecise enough to
sceptics without having the additional problem of identifying a potency cor-
rectly. A 30K potency is sometimes said to correspond to a 5¢ potency, a 200K
to a 7c, but in both cases the former has undergone far more bursts of suc-
cussion than the latter, which therefore cannot be considered exactly com-
parable to the Hahnemannian potency. Surprisingly, a 1000K is considered
no better than a Hahnemannian 9c. Pharmacological activity of Korsakovian
potencies has been demonstrated in the rat (Acier et al., 1965).

Skinner potentisation method. Another potentisation method was princi-
pally used by Boericke and Tafel in Philadelphia and Ehrhart and Karl in
Chicago for very high potencies (Gaier, 1991). Here potencies are made by
a combination of Hahnemannian and Korsakovian methods up to M and
then further potentised using a Skinner dynamisator up to 10M (1 in 100
dilution 10 000 times) and CM (1 in 100 dilution 100 000 times). With this
machine, which was invented by the Scottish homeopath Thomas Skinner
(1825-1906), a single vial is automatically emptied and refilled under pres-
sure with tap water. An example of his machine is shown in Figure 4.4. Even
higher potencies (e.g. MM) can be prepared using the Skinner continuous
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Figure 4.4 Skinner
potentising machine
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fluxion method, where a flow of tap water is run over 5 ml of potency con-
tained at the bottom of a glass tube that is agitated. The original potency is
progressively washed away to obtain the required potency. With this
method it takes 75 hours and 180 litres of tap water to raise a 10M potency
to a CM. There is no wonder that sceptics find it hard to believe that a
medicine could possibly work at this dilution. How one works out the true
final potency in Hahnemannian terms is also a matter for conjecture!

Quinquagintamillesimal potentisation method (LM). Some homeopaths use
potencies based on serial dilutions of 1:50 000 at each level. These are called
either 50 millesimal potencies (abbreviated to LM) or quinquagintamillesi-
mal (thankfully abbreviated simply to Q) and became available commer-
cially during the 1950s (Barker, 1997). This rather unusual method was
suggested by Hahnemann towards the end of his life following a review of
his earlier experiments with different degrees of dilution and succussion and
is contained in paragraph 270 of the sixth edition of the Organon. They pro-
vided a method of lessening the aggravation caused by certain remedies.
Remedies were first triturated to the 3c level with lactose, before being seri-
ally diluted on the new scale:

In order to best obtain this development of power, a small part of the substance
to be dynamised (say one grain) is triturated for three hours with three time
one hundred grains sugar of milk according to the method described below up
to the one millionth part in powder form.

A degree of dubiety exists as to whether some LM potencies are prepared
exactly as Hahnemann instructed and also whether LM and Q potencies
from different manufacturers are exactly interchangeable. A modern LM1
potency is sometimes understood to represent a dilution of 1:50 000 and a
LM2 a dilution of 1:2500 000 000; that is, the potencies are made directly
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Figure 4.5 Diagrammatic
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from mother tinctures without the intervention of a 3c stage. By convention
the number signifying the level of millesimal dilution follows the scale
letters, to distinguish it from centesimal potencies. Thus 50M (rather con-
fusingly sometimes written as LM) is a 1:100 centesimal dilution carried out
50 000 times, while a LM1 potency is a 1:50 000 millesimal dilution carried
out once. Remedies prepared in this way are claimed to be more gentle, more
effective, and have a longer shelf-life.

A potency prepared by one of the methods described above in a high con-
centration alcohol vehicle may be used in the preparation of other dose
forms (when it is known as a medicating potency) or the alcohol content
may be adjusted to 20-30% and the potency administered orally (when it is
known as a liquid potency). In most cases topical preparations are prepared
by incorporating a mother tincture in a suitable vehicle, but occasionally a
potency or a trituration powder may be used instead, for example Graphites
or Sulphur.

The manufacturing process described above is summarised in Figure 4.5.

PHARMACEUTICAL PRESENTATIONS AVAILABLE

Oral dose forms

Linctus. A syrup preparation, usually containing honey or similar base in
which may be dispersed one or more homeopathic mother tinctures (e.g.
Bryonia) or 95% alcohol preparations of a homeopathic potency to the
required concentration. Intended for oral use in the treatment of coughs and
acute throat pain. Sometimes termed ‘homeopathic elixir’.

Liquid potency. Liquid dosage form, typically composed of a 20-30%
solution of alcohol in purified water combined with one or more homeo-
pathic potencies. Intended for oral use, directly or in water via a dropper
mechanism contained within the bottle. Also sometimes termed ‘homeo-
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Solid dose forms

Figure 4.6 Solid dose forms
(from left: tablets, soft
tablets, pills, crystals and
granules)

pathic drops’. Dispensed in amber glass bottles with non-absorbent dropper
insert and screw cap.

NOTE

Homeopathic medicating potency. Liquid form of a remedy, typically com-
posed of a 95% solution of alcohol in purified water. used to prepare homeo-
pathic dosage forms by process of ‘medicating’.

Not for administration as a medicine.

Mother tincture. Alcoholic primary plant extract, where applicable pre-
pared to the standards of a national homeopathic pharmacopoeia. Forms the
source material for the preparation of subsequent potencies of a homeo-
pathic remedy. In some cases the mother tincture may be the medicine itself
and may be diluted in water for direct oral administration or for use as a
gargle/mouthwash. Dispensed in amber glass bottles, with non-absorbent
dropper insert and screw cap if appropriate.

Oral solution. Liquid dosage form, typically composed of a 10% solution
of alcohol in purified water combined with the 95% alcohol preparation of
one or more homeopathic potencies intended for direct oral use. Dispensed
in amber glass bottle with screw cap.

Solid dose forms are illustrated in Figure 4.6. They are shown in 14 g glass
vials.

In allopathic medicine, tablets and capsules are made in different forms
to control the speed at which the active ingredient is delivered. In homeo-
pathy we are not faced with a necessity for sustained release or enteric
coated preparations so the choice of carrier is governed by convenience
rather than therapeutic efficiency. There is presently no standard for solid
dose forms in the BHomP, so size and ingredients are likely to vary from one
manufacturer to another.

Crystals. Solid preparations composed of sucrose, resembling granulated
sugar and intended for oral or sublingual use. Coated (‘medicated’) with a
95% alcohol preparation of one or more homeopathic potencies and usually
administered by measuring approximately 10-20 crystals per dose. Usually
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dispensed in clear or amber glass vials with screw cap or in a single dose
sachet, similar to homeopathic powders.

Granules. These are also called ‘non-pareils’, ‘globules” and ‘globuli’,
causing some confusion with pills (see below). Very small solid spherical
preparations composed of sucrose, and intended for oral or sublingual use.
Coated (‘medicated’) with a 95% alcohol preparation of one or more homeo-
pathic potencies and usually administered by measuring approximately
10-20 granules per dose. Usually dispensed in clear or amber glass vials
with screw cap or in a single dose sachet, similar to homeopathic powders.
Size and composition vary by manufacturer, but sucrose granules of
approximately 0.8-1.0 mm diameter have been common in the UK although
a much finer product is now also used (see Fig. 4.6).

Pills. These are also called ‘pillules’, ‘granules’ or ‘globules” in some non-
English-speaking countries, causing some confusion with granules (see
above). Pills are solid spherical dose unit preparations composed of sucrose,
lactose or a compound of the two intended for oral or sublingual use. Coated
(‘medicated”) with a 95% alcohol preparation of one or more homeopathic
potencies. Pillules are often found to be non-uniform in their size and shape,
particularly if the manufacturers have obtained their stocks from food man-
ufacturers rather than from specialist producers. In many cases the pills are
built up by adding successive aliquots of liquid sucrose in a revolving drum,
and it is rather difficult to control the dimensions of the finished product
using this method. Continental European and South American suppliers
offer pillules in different sizes and their product tends to be more uniform
(weighing on average 0.0435 g) but naturally more expensive. Pillules of
approximately 3-4 mm diameter are most common in the UK. Dispensed in
clear or amber glass vials with screw cap.

Powders - individual. Made from lactose impregnated with liquid
potency, individual powders are especially useful for combined medicated
and placebo treatments or where one remedy must follow another in
sequence. The powders can be individually numbered in the correct
sequence and the patient instructed to take the powders in order. The
powders, wrapped and usually packed in multiples of 10, are generally
medicated from outside the powder paper, by dropping liquid potency on
the long edge of the bundle. The alcoholic solution passes through the
powder paper to medicate the lactose powder inside. The powders dry by
evaporation of the alcohol. It is important to use a liquid potency made up
in a high concentration of alcohol (usually 90%) to facilitate the medication
process. Some authorities recommend strengths as high as 96% alcohol
(Aubin et al., 1980). If a low concentration is used some of the lactose dis-
solves in the water content of the vehicle, giving a damp mass that clumps
together.

A solid preparation composed of lactose and intended for oral (directly
or dissolved in water) or sublingual use. Approximately 100 mg of powder
is coated (‘medicated’) with a 95% alcohol preparation of one or more
homeopathic potencies and enclosed in a paper sachet to form a single dose
unit. Individual powders are shown in Figure 4.7.

Powder - bulk. Bulk powders have a pure lactose base and are impreg-
nated with liquid potency. Their use has largely fallen out of currency.
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Figure 4.7 Powders

Tablets. A solid dose unit preparation, typically white and biconvex in
nature, about the same in appearance as a 75 mg dispersible aspirin tablet,
and composed of lactose or a compound of lactose/sucrose intended for oral
or sublingual use. Usually prepared by compression of a uniform volume
of the excipients and then coated (‘medicated’) with a 95% alcohol prepara-
tion of one or more homeopathic potencies. An alternative method of prepa-
ration exists in large scale manufacture whereby homeopathic granules are
medicated and then compressed to form the tablet in a method similar to
allopathic manufacture. Size and composition vary by manufacturer, but
lactose tablets of approximately 100 mg weight are most common in the UK.
Dispensed in clear or amber glass vials with screw cap.

Soft tablet. A solid dosage form prepared by loose compression of lactose,
intended to dissolve readily when administered by the oral or sublingual
route. Coated (‘medicated’) with a 95% alcohol preparation of one or more
homeopathic potencies. Dispensed in clear or amber glass vials with screw
cap.

Trituration tablet. A solid dose form containing largely insoluble reme-
dies (e.g. Sulphir, Graphites at low potencies) and compressed directly with
excipients into a tablet. Few examples of trituration tablets exist but histor-
ically they were used widely.

The medicating process for solid dose forms

On a large scale, blank lactose tablets, granules or sucrose pills can be surface
inoculated by spraying on the liquid remedy in alcoholic tincture or as a
syrup in a revolving pan, rather like the old method of sugar coating. The
exact amount of remedy to be applied to ensure an even covering is deter-
mined using dyes.

In smaller scale production the solid dose forms are placed in glass vials
and medicated by placing drops of high alcohol medicating potency on the
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Figure 4.8 Medicating
tablets in a 14 g vial

surface, depending on the amount of solid dose form being medicated. This
process is shown in Figure 4.8.

Two drops of medicating potency (0.2 ml) to about 10 g of dose form is
normally used, giving a final remedy content of between 1 and 2% of the
raw material. In place of the traditional ‘cork” method (see p. 93), a capillary
dropper can be used. We will return to this technique when we discuss
extemporaneous dispensing in the next chapter. As with the medication of
individual powders, it is vital that a high concentration of medicating
potency (sometimes called a ‘strong spirit’ or just ‘ss’) is used in this process,
as otherwise the tablets can aggregate. The container is agitated in a manner
similar to succussion to disperse the remedy throughout the dose form. The
most frequently asked question about this process must surely be: ‘How can
you ensure all the tablets receive medicament?” To illustrate this point the
reader is invited to take a bottle of unmedicated tablets and introduce a
couple of drops of any alcohol-based perfume. If the tablets are shaken and
then turned out on a clean surface, it will be found that every one of the
tablets will smell of the perfume. Similarly, when the high concentration
alcoholic liquid potency is applied to blank lactose tablets, the vapour is
carried throughout the container and this can be checked using an alcohol
meter. It is not necessary for every tablet to be coated to the same uniform
extent.

In treating a patient we are seeking the smallest dose of medicine that
will elicit a therapeutic response. Years of clinical observation have shown
that this medicating technique does produce remedies that are active. A
rather simplistic way of looking at this involves a key. Providing the design
is such that the key will enter the lock and turn, the length of the shank
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Topical preparations

Other dose forms

is not important. Thus, providing we have chosen the right remedy and
potency, the amount (within limits, of course) is not important. In allopathic
terms this is tantamount to saying that diazepam 2 mg = diazepam 5 mg =
diazepam 10 mg — a totally absurd suggestion. It is the number of times we
turn the key (i.e. the frequency of administration) that is the most important
factor in homeopathy, not the size of individual doses. In acute or first aid
situations the remedy is given far more frequently — up to every 10-15
minutes in some cases — whereas in chronic conditions frequencies of once
or twice a day (or even once a month) are more appropriate. We will return
to the topic of posology in Chapter 8.

Cream. A preparation for application to the skin consisting of a lipophilic
and an aqueous phase in which may be dispersed one or more homeopathic
mother tinctures or 95% alcohol preparations of a homeopathic potency to
the required concentration. The concentration of liquid component varies by
manufacturer, but 5% is most common in the UK.

Gel. A semi-solid preparation for application to the skin consisting
of liquids gelled by means of a suitable gelling agent in which may be
dispersed one or more homeopathic mother tinctures or 95% alcohol pre-
parations of a homeopathic potency to the required concentration. The con-
centration of liquid component varies by manufacturer, but 5% is most
common in the UK.

Ointment. A semi-solid single phase preparation usually based on soft
paraffin and for application to the skin in which may be dispersed one or
more homeopathic mother tinctures or 95% alcohol preparations of a homeo-
pathic potency to the required concentration. The concentration of liquid
component varies by manufacturer, but 5% is most common in the UK.

Liniment. An oil based preparation (typically arachis oil or light liquid
paraffin) for application to the skin in which may be dispersed one or more
homeopathic mother tinctures or 95% alcohol preparations of a homeopathic
potency to the required concentration. The concentration of liquid compo-
nent varies by manufacturer, but 5% is most common in the UK.

Lotion. An aqueous preparation for application to the skin in which may
be dispersed one or more homeopathic mother tinctures or 95% alcohol
preparations of a homeopathic potency to the required concentration. The
concentration of liquid component varies by manufacturer, but 5% is most
common in the UK.

Mother tinctures, either singly (e.g. Arnica for bruising, Thuja for warts
or Tamus for chilblains) or in mixtures (e.g. Hypericum and Calendula), can
be applied topically.

The clinical applications of topical products are dealt with in Chapter 9.

Eye drops. A sterile solution containing a homeopathic dilution intended to
be applied to the eye by means of a suitable dropper mechanism. These have
caused UK manufacturers difficulties recently because of the existence of
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Figure 4.9 Mistletoe
injections

unlicensed ingredients in the formulae and have been restricted to pre-
scription on a named-patient basis. Eye drops containing Calendula (minor
infections), Cineraria (certain corneal opacities) and particularly Euphrasia
(allergies) are all extremely useful when they are available. There is a ten-
dency for older clients to use Euphrasia mother tincture in the eyes. In
former times it was common practice to add a couple of drops of the liquid,
also known as ‘eyebright’, to a wine glass of tepid water and the resulting
solution used regularly as a wash or lotion to keep the eyes ‘bright and
healthy’. Eye lotions have fallen out of favour because of a lack of sterility,
and the sterile drops are to be preferred.

It should be made clear that the mother tincture must not be placed in the
eye undiluted. There have been several cases of lingering discomfort caused
by this action. I have used Euphrasia 30c in oral form at the first aid level
for conjunctivitis in an emergency situation over a holiday weekend.
Although an Indian trial on this treatment came up with an insignificant
result (Mokkapatti, 1992), I have certainly had some success with the
remedy. It remains a possible option. One customer of mine has used steroid
eye drops together with Euphrasia for years to control a recurring conjunc-
tivitis, despite the potential incompatibility (see Ch. 8).

Injections. These are especially popular in Continental Europe and in the
USA. Potencies of Ruta and Rhus tox are injected directly into painful
muscles and joints respectively. Some are available on a named-patient basis
in the UK. Preparations of Mistletoe grown on different hosts (oak, willow
and apple) and combined with different metals (copper, mercury, etc.) are
used to treat cancerous conditions. The dose regimes are often complicated,
involving a number of different strengths in each course of treatment.
Examples shown in Figure 4.9 are Abnobaviscum (Abnova Pforsheim)
and Iscador (Weleda Ilkeston). The latter is an anthroposophical product
(see Ch. 10).

Nasal sprays. These offer a convenient route of administration. There are
none currently available in the UK.

Suppositories. These are not common in the UK nowadays, but are still
available from some manufacturers. The base is solid semi-synthetic glyc-
eride or cocoa butter (Belgian Pharmaceutical Society, 1995).
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QUALITY CONTROL

Low potencies of homeopathic remedies are routinely tested using standard
chromatography in most large manufacturing laboratories. Due to the
special nature of highly diluted homeopathic preparations, however, quality
relies greatly on strict control of source material and adherence to the chosen
method of manufacture. For many years attempts have been made to iden-
tify the active ingredients in mother tinctures by scanning spectroscopy and
thin-layer chromatography (Joliffe, 1977), with varying degrees of success.
Absolute identification has eluded workers in most cases, although refer-
ence peaks have been established and can be used to ensure reproducibility
of product.

The search for suitable analytical tests continues, particularly for poten-
tised remedies. A range of sophisticated (and highly expensive) equipment
has been employed. It is now over 35 years since Smith and Boericke (1968)
reported changes in the nuclear magnetic resonance (NMR) spectrum of
ultramolecular dilutions. Fisher (1993) has reported some of the confirma-
tory experiments undertaken in the ensuing period, including work by
Weingértner (1990) relating to Sulphur potencies. NMR spectrophotometry
and Perkin Elmer spectrofluorometers have been used to study high poten-
cies at the National School of Medicine and Homeopathy in Mexico City
(Guajardo-Bernal, 1994). Precise fluorescence graph imaging has been
produced of a number of polychrests in potencies above Avogadro’s
number. Investigations based on the pH of such potencies have been carried
out.

A Brazilian worker has described a method of checking the purity of
Lycopodium potencies using ultraviolet spectroscopy (Zacharias, 1995). Two
sets of homeopathic medicines prepared from Lycopodium clavatum and
the potentised water and ethanol solvent were analysed. The spectra for
each set of remedy and potentised solvent were similar and differed from
inert solvent samples. However, Zacharias found significant differences
between the two sets of potentised medicines, suggesting the possible intro-
duction of contaminants during preparation.

Freezing points, redox potential, conductance, boiling point and density
can all be measured to assess purity, but progress along these lines is slow.
At present a number of less-embracing tests — for example, physical inspec-
tion or simple chemical tests to identify lactose and sucrose — are commonly
carried out in local manufacturing pharmacies.

The raw source materials are examined closely to ensure that the correct
species are being used, and strict adherence to the documented techniques
of preparation is maintained. Standard identification tests on lactose and
sucrose products are carried out to establish purity of the solid dose forms
prior to medication.

If mother tinctures have been bought in for manufacturing purposes,
written protocols for examining the products physically — colour, odour,
brightness, etc. — are followed, in addition to obtaining certificates of purity
from the manufacturers. Manufactured mother tinctures are subjected to a
range of chemical and physical tests to determine strength and purity.
Although not a requirement of the BHomP or the HAB monographs, many
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producers routinely carry out HPLC (or even NMR) in-house to help in the
identification of some tinctures and products.

Nuclear magnetic resonance (NMR) has been used to study homeopathic
solutions for many years (Young, 1975), often with provocative results. A
study showed that 23 different homeopathic remedies tested at different
potencies had distinctive readings of subatomic activity while the placebos
did not (Sacks, 1983). The author concluded that this demonstrated homeo-
pathy’s function was not so much chemical as energetic.

In 1996, Conte et al. reported that differences between homeopathically
potentised and diluted Nitric acid were measurable using low resolution
nuclear magnetic resonance. Milgrom et al. (2001) were unable to reproduce
this work, despite using similar instrumentation and experimental protocols
and concluded that Conte’s original results were attributable to experimen-
tal artifact originating in the glassware used for the manufacture of the NMR
tubes.

Aabel et al. (2001) recorded NMR spectra for Sulphur D4, diluted and suc-
cussed up to D30 at 300 and 500 MHz. The Sulphur solution had been poten-
tiated according to homeopathic principles with deionized water and
alcohol. The remedy Betula alba 30c (birch pollen extract) and appropriate
control solution (deionized water, unsuccussed solutions and placebo glob-
ules) were measured. The Sulphur remedies showed identical one-dimen-
sional proton spectra at both frequencies regardless of dilution/succussion
stage, from D4 to D30. Betula 30c as a potentiated solution and its controls
(ethanol dilutions and Betula diluted but not succussed) showed identical
spectra. Aabel et al. concluded that published results from NMR research
on homeopathy indicating differences between homeopathic solutions and
control samples could not be reproduced.

Figure 4.10 shows the NMR trace of a sample of Arnica mother tincture
purchased from Weleda (UK) at Ilkeston, Derbyshire. The ethanol vehicle
was removed in vacuo and replaced by d’-methanol before testing so that
its peaks did not obliterate those produced by one or more of the active prin-
ciples of Arnica. The spectra were recorded at 250 MHz. Clear peaks were
obtained for the solvents at 1.4 p.p.m. and 3.7 p.p.m. (methanol) and
4.7 p.p.m. (water). The remaining peaks were due to the active ingredients
of Arnica. Because of the difficulty of making absolute identifications of
active ingredients, comparisons against standards are widely used.

Bioassays on mother tinctures have been investigated by Davey et al.
(1992a,b). The antibacterial activity of 55 mother tinctures against three
common organisms was used as the basis of a method to investigate the sta-
bility under standard conditions for a 12-month period. It was concluded
that mother tinctures are likely to remain stable for at least a year, but that
it was wise and ethically proper to prepare fresh mother tinctures at fre-
quent intervals. Experience over many years has indicated that, although
the tinctures may be subject to certain physical changes due to maturation,
the homeopathic efficacy is not impaired, although it is common practice
not to keep common mother tinctures longer than about 2 years.

In another study the authors developed a similar method to investigate
the differences in biological activity among mother tinctures obtained from
three different suppliers (Davey et al., 1992b). In 40% of the cases there were
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Figure 4.10 NMR trace
from a sample of Arnica
mother tincture
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significant differences in antibacterial activity. Unfortunately there was at
least one deficiency in this work which was highlighted by Swayne (1992).
Davey’s thesis was based on the idea that the therapeutic property of
homeopathic medicines is derived from the physical and chemical con-
stituents of the source material alone. Swayne suggests that this is an unsafe
assumption to make; it may be that the overall total power of a homeopathic
remedy was more (or less) than might be expected from taking one par-
ticular property — in Davey’s case antibacterial activity.

The potentised tincture may have been diluted well past the level where
molecules can be demonstrated as being present. At these high potencies no
quantitative test is available, but even if it were there would be substantial
resource difficulties in carrying it out on a routine basis in the pharmacy.
Thus, it is most important that the integrity of the person or firm preparing
the remedies can be relied upon. The presence of minute traces of contam-
inants in commercially produced homeopathic potencies probably has no
serious effect on clinical results (Zacharias, 1995). Nevertheless, we should
still not neglect the quality control of mother tinctures and must ensure
that standards of cleanliness are kept up. Formerly the degree of quality
control varied greatly among manufacturers (Griffiths, 1993), but this
situation is improving slowly with the implementation of the European
Directive.

PACKAGING AND STORAGE

There has been much discussion over whether plastic or glass containers
are appropriate for solid dose forms. The original recommendations from
Hahnemann'’s time were that homeopathic remedies should be stored in
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neutral glass containers. Avoidance of soda glass and its sodium leeching
contamination over the years has resulted in a very high stability for the
medicines. It is said that some years ago, on an anniversary of Hahnemann'’s
death, one of his original remedies was administered and found to have
elicited a similar response to that expected had a fresh remedy been used.

The cost of glass bottles for homeopathic medicines can often exceed the
value of the contents, and so it is not surprising that plastic containers have
been adopted by several European manufacturers, being so much cheaper
to buy and transport than glass. The traditionalists still favour neutral glass
containers, suggesting that, firstly, it may have a part to play electrostati-
cally in ‘holding’ the potency (Anon., 1991), and, secondly, that there is a
possibility of chemicals leeching out from the plastic. The latter concern is
centred around the emotive issue that polyvinyl chloride in plastic contain-
ers has been shown to contaminate foodstuffs with vinyl chloride, and
amines used as plastic hardeners can form nitrosamines (Anon., 1980). Both
of these chemicals can cause carcinogenic reactions. Little work has been
carried out to investigate whether the fears of those eschewing plastic have
a firm foundation. Following a range of comparative tests on a range of glass
and plastic bottles, Murphy (1980) concluded that the ideal package for
homeopathic remedies is glass and that plastic containers are acceptable
only for short-term storage. Roder and Frisse (1981) studied the behaviour
of homeopathic dilutions packed in glass and plastic bottles and found that
losses in concentration occurred in both media. Among the four remedies
chosen for the study (Gold, Iron, Mercury and Zinc), Gold in 7x and 8x liquid
potencies appeared to become chemically weaker over a 3-month period,
the amount of remedy lost being dependent on concentration. The higher
potency (i.e. the weaker chemically) appeared to lose more material than the
lower of the two potencies.

The modern plastic Securitainer® (Jaycare Limited, Tyne and Wear, UK)
favoured by a British manufacturer is one example of a package manufac-
tured to a very precise specification (Harries, 1991). The container is made
of a polypropylene homopolymer, and the cap is of low density polyethyl-
ene. With advances in packaging technology there is probably no reason
why such containers should not be used for solid dose forms. However,
because of the relatively high alcohol content, it is good practice to transfer
bulk stocks of mother tinctures and liquid potencies from plastic shipping
bottles to amber glass screw capped containers if they are being kept for a
period longer than 4 weeks.

Homeopathic products are traditionally called ‘remedies’, although the term
‘medicine’ is preferred by many people. The existing nomenclature of
homeopathic remedies and the connected abbreviation system by which
remedies are identified has evolved over 200 years and is full of irregulari-
ties and mistakes. The homeopathic materia medica consists of both ver-
nacular and common names as well as Latin names. There are many
different spellings of homeopathic remedy names, different abbreviations
and differences in the parts used for the remedy preparation, so that global
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confusion is difficult to avoid. To add to the confusion, some remedies
masquerade under different names. The remedies Actaea racemosa and
Cimicifuga are one and the same remedy, as are Syphilinum and Lueticum
and the rather unusual pair Turneria and Damiana. A selection of common
remedies and their abbreviations is included in Table 4.4.

Osteoarthritic nosode is abbreviated to OAN and there are some mixtures
(or ‘complexes’) each containing three different remedies with abbreviations
like ABC, AGE and SSC. These are dealt with in Chapter 8. Complexes
produced by manufacturers are currently being licensed using the name
of a main ingredient followed by the abbreviation Co (for compound or
complex) and the company name, for example Arnica Co (Smith).

Other sources of potential confusion have been highlighted in a report
prepared by Dellmour et al. under the auspices of the European Committee
for Homeopathy (Dellmour et al., 1999). Most botanical names currently
used in homeopathy are still similar to the current botanical nomenclature
used for the source material. However, other remedies have other synonyms
that do not correspond with either the pharmacopoeias or the current botan-
ical names. For example Belladonna (Atropa belladonna), Cactus grandi-
florus (Cercus grandiflorus) and Chamomilla (Matricaria chamomilla) all
have commonly used homeopathic names that are not correct. Homeopathic
Pulsatilla is not Pulsatilla vulgaris as often stated, but Pulsatilla pratensis,
(synonym Pulsatilla nigricans). The German pharmacopoeia correctly men-
tions Pulsatilla pratensis as being the species that has undergone provings.
Although Pulsatilla vulgaris appears in both the French and German phar-
macopoeias it does not appear to have a published drug picture. Further,
the botanical nomenclature used in homeopathy does not indicate the part
of the plant that has been used. In some countries the whole plant is used,
in other countries it can be the root, the seeds, the leaves, the flower or the
fruits. An annotated checklist of currently accepted names in common use
has been produced by the Department of Botany at the UK Natural History
Museum, London (Bharatan et al., 2002).

Most zoological names currently used in homeopathy are still similar to
the current zoological nomenclature such as Apis mellifica (Bee), Latrodectus
mactans (Spider) and Vespa cabro (Wasp). Some, however, are not. For
example, Cantharis would be more correctly called Lytta vesicatoria.

Remedies from chemical sources have their problems too. Compounds
with F, Ca, Br, 1, 0, S ions are usually called fluoratums, bromatums, ioda-
tums, sulphuratums, etc. But calcium fluoride is called Calcarea fluorica in
some countries and Calcium fluoricum in others, which is not consistent
(Calcium fluoratum would be more logical).

Many of the nosode names currently used in homeopathy are in-
sufficiently specified names, for example Psorinum, Carcinosinum,
Tuberculinum, Medorrhinum. The nosodes often show different starting
materials and manufacturing methods in different communities.

In fact difficulties with nomenclature are not confined just to naming
remedies. A group of Latin American and European authors have pointed
out that international confusion also exists as to the exact meaning of many
words used routinely in homeopathy and they suggest that many inaccu-
rate or imprecise terms should be replaced (Guajardo et al., 1999). The
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Table 4.4 Examples of the
nomenclature of some
homeopathic remedies

Full homeopathic name

Homeopathic abbreviation

Common (trivial) name

Aconite napellus Acon Monkshood
Arnica montana Arn Leopard's bane
Agaricus muscarius Agar or Ag mus Toadstool
Allium cepa Allium c. or All-c Red onion
Apis mellifica Apis Honey bee

Arsenicum album

Arsen alb. or Ars

Arsenic trioxide

Aurum metallicum Aurum met Gold

Belladonna Bell Deadly nightshade
Cantharis Canth Spanish fly
Coccus cacti Cocc cact or Coc-c Cochineal

Cuprum metallicum Cuprum met or Cu met Copper

Euphrasia officianalis Euphr Eyebright
Gelsemium sempervirens  Gels Yellow jasmine
Hypericum perforatum Hyp, Hyper St John's wort

Ipecacuanha

Ipecac, Ipec, Ip

Ipecacuanha root

Lachesis

Lach

Bushmaster venom

Natrum muriaticum

Natrum mur, Nat mur, Nat-m

Sodium chloride

Nux vomica Nux vom, Nux-v Nux vomica bean
Pulsatilla nigricans Puls Wind flower

Rhus toxicodendron Rhus tox Poison ivy
Symphytum officinale Symph Knitbone or comfrey
Tabacum Tabac or Tab Tobacco

Thuja occidentalis Thuja Arbor vitae

Vespa crabro Vespa or Vesp Wasp
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International Dictionary of Homeopathy was produced with this in mind
(Swayne, 2000).

Traditionally remedies are described by an abbreviation with an indica-
tion of the potency. Remedies such as Staphylococcus and Staphisagria are
both shortened to ‘Staph” and Euphorbium and Euphrasia both to “Euph’,
so care is needed to ensure the correct remedy is ordered and supplied. With
acids the word “acid’ may come before the name rather than after it (e.g. acid
phos rather than phosphoric acid). There is an extensive list of abbreviated
names at the beginning of some editions of Kent’s Repertory.

Homeopathy needs a consistent international abbreviation system to
ensure the accurate supply of currently available remedies and the logical
incorporation of new remedies in the future. One proposal would be to take
the first four letters of each part of the Latin name of the raw material; thus
Aconite would become Acon. nape. and Arnica, Arni. mont. Something
similar has been suggested by Patel (1994). So far, however, this suggestion
has not met with widespread enthusiasm.

Attempts have been made to standardise names of common remedies
across the EU member states and an approved list is in existence but irreg-
ularities still occur. For the reasons outlined above, patients are well advised
to take any prescribed medication with them when they travel because the
remedy obtained abroad may be different from the remedy they are used to
buying in their own country. Within a particular country, it is unlikely that
any conflict will arise.

LEGAL STATUS OF HOMEOPATHIC REMEDIES

On 22 September 1992 the European Parliament adopted Directive Number
92/73/EEC designed to harmonise the regulations concerning homeopathic
medicinal products for human use throughout what was then called the EC,
but which is now known as the European Union (EU). The Directive is
divided into four chapters and 11 articles covering the scope, manufacture,
control and inspection, placing on the market and final provisions. It passed
into UK Law on 1 January 1994.

Article 1 defines a homeopathic medicinal product as: ‘any medicinal
product prepared from products, substances or compositions called homeo-
pathic stocks in accordance with procedures described in any recognised
pharmacopoeia’. In the absence of a European pharmacopoeia standard,
monographs from the BHomP, FrHomP, HAB and HPUS are presently being
used.

Article 2 deals with the labelling requirements of registered homeopathic
medicinal products.

Articles 3 and 4 apply the provisions for controlling the import, export
and manufacture of homeopathic medicinal products.

Article 5 states that all member states shall communicate to each other
all the information necessary to guarantee the quality and safety of homeo-
pathic medicinal products within the Union.

Articles 6, 7, 8 and 9 cover the registration and labelling requirements for
placing a product on the market. It is probably in this area that pharmacists
are most likely to become involved with the legislation.
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The Directive acknowledges the special nature of homeopathic remedies
and permits an abbreviated system of registration under Article 7, based on
quality and safety only, providing that:

1. the remedies are intended for oral or external use

2. the remedies are sufficiently dilute to guarantee safety. A minimum
dilution of 1:10 000 (4x) is specified for most remedies. Products
derived from substances classified as prescription only medicines must
contain no more than 1% of the smallest allopathic recommended dose.
(This represents a UK interpretation of the Article; it varies across the
EU)

3. no claims for therapeutic efficacy are made.

Under Section 2 of Article 7 no trade name is allowable and the label must
state:

the scientific name of the constituent stock plus the dilution

the name and address of the supplier and if appropriate the manufacturer
the method of administration and whether oral or topical

the expiry date

the pharmaceutical form and contents of the sales presentation

any special storage requirements or warnings

the batch number and product registration number

the words: ‘Homeopathic medicinal product without approved thera-
peutic indications’

advice to consult a doctor if symptoms persist.

The remedy must therefore be sold as a generic, and the customer is
obliged to choose the correct product by whatever method he or she can.
Advice from health professionals, from the media or from leaflets in the
retail outlet are the main sources of information.

There appear to be areas where the licensing authorities will allow some
latitude in the Article 7 regulations, particularly with respect to the naming
of homeopathic complexes. Following representations from manufacturers
on the basis of safety, complex remedies containing several ingredients are
being licensed in the UK with names of the type ‘Remedy X Co’ to obviate the
necessity of writing long lists of ingredients on a prescription, and to prevent
confusion among potential purchasers. This is similar to the approved name
system for allopathic medicines (e.g. co-proxamol, co-dydramol, etc.). Brand
names, and names that indicate possible uses (‘fantasy names’), are still
banned. In France negotiations are taking place on the naming of complexes
containing ingredients including the 1x to 4x range.

Article 9 applies to products of 3x potency and below, products with
claims of efficacy and injections. Such claims must be substantiated by the
same range of biological and chemical testing as that required for conven-
tional medicines in EU member states. It is unlikely that any homeopathic
remedy will be able to satisfy this requirement in the foreseeable future.

There is provision for another route of registration under Article 16.2
of Directive 2001/83/EC. Individual member states can introduce a set
of National Rules allowing limited claims of efficacy and the registration of
products not covered by existing legislation (e.g. injections). At the time of
writing (August 2005) the UK is still consulting on its national rules so reg-
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Figure 4.11 Routes for
licensing homeopathic
remedies 1992-2001.
(Adapted with permission
from a diagram supplied by
Weleda, UK Ltd.)

istration is currently proceeding on the basis of the abbreviated Article 7
scheme alone. There has been considerable concern about the position of
mother tinctures that currently do not fall under Article 7 legislation, being
lower than the stipulated level of 4x. Manufacturers are keen to bring
these remedies into homeopathic legislation rather than resort to the herbal
regulations and there are signs that this will be accommodated before too
long. The legislative position for homeopathic remedies from 1992-2001 is
summarised in Figure 4.11. Subsequent legislation has changed the current
Directive (See p 116), changing the numbers of effective Articles, but these
same basic historic principles remain.

The presence of a registration scheme was initially optional for member
states, reflecting the awareness and acceptability of homeopathy across
Europe. Those member states that do not introduce a registration scheme
are obliged to accept on to their market remedies registered in other member
states, so there is a strong incentive to do something positive. With no
announcement on any possible final transition date for discontinuing the
PLRs of homeopathic remedies, companies were generally rather slow to
incur the expense involved in redesigning packs and labels to satisfy the
new regulations in respect of their existing products. In many cases it is

European level National level
Products which are: Products which are:
* 4x and above * 3x and below
+ have no claims of efficacy * have claims of efficacy

* injections

Manufacturing licence National rules
quality requirements: An abridged registration
+ quality control procedures scheme, still to be
+ stability tests formulated by MCAs
Safety requirements: in EU states
« from literature

Product licence Product licence
under article 7 under article 9

Manufacturing licence
quality requirements:

* quality control procedures
* stability testing

Safety requirements:
* toxicology

Proof of efficacy:

* literature searches
o clinical trials

* expert reports

Full product licence
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permissible to give more information on the label under the old PLRs (e.g.
dose, indications for use, brand names, etc.) than on remedies licensed under
Article 7. This remains a potential source of considerable confusion among
consumers, especially when old and new packs are being sold side by side.
A multidisciplinary expert committee, known as the Advisory Board on the
Registration of Homeopathic Products, was established in 1993 to give
advice to the MHRA with respect to safety and quality in relation to human,
and where appropriate animal, use of any registerable homeopathic product
or service.

Some countries tried to extend Article 7 into areas not originally intended
to be covered by the Directive; others attempted to adapt Article 9 in such
a way as to favour their own nationals. The Directive has now been im-
plemented across all established EU member states New entrants to the
enlarged EU are taking necessary action. There is still work to be done in
the area of nosodes, presently under threat in a number of member states.

In July 2001, the Commission adopted a proposal for a comprehensive
reform (‘codification”) of the EU pharmaceutical legislation, rationalising
many different regulations. It involved three important documents:

® Regulation 2309/93 that provided the legislative framework for regulat-
ing medicinal products

@ Directive 2001/93 on human medicines (in which the provisions asso-
ciated with marketing homeopathic medicines were reorganised)

@ Directive 2001/82 on veterinary medicines.

The main benefits of the new legislation to homeopathy were (T. Nicolai,
personal communication, 20 January 2005):

@ An obligation for member states to establish a simplified registration pro-
cedure for the registration of homeopathic medicines (the old Directive
left it up to the national governments to decide).

® A procedure to have low potencies follow the simplified registration pro-
cedure providing safety can be guaranteed.

® A mutual recognition procedure making registration easier and facilitat-
ing free circulation of homeopathic products through the EU. Member
states are required to agree on the registration requirements (there are
multiple interpretations of the Directive leading to registration require-
ments that differ slightly from one member state to another).

® In view of their increased use in organic farming, homeopathic medici-
nal products intended for food producing animals are now eligible for
the simplified registration procedure (Directive 2004/28/EC).

® The industrial production of homeopathic medicinal products that are
placed on the market without therapeutic indications in a pharmaceuti-
cal form and dosage which do not present a risk for the patient’ are
allowed. Single homeopathic medicines in potencies above 2c¢/4x for oral
or external administration will thus continue to be safeguarded.

@ Directive 2004/27/EC formalises regulations for the registration of
homeopathic kits containing more than one homeopathic medicine.

With input from numerous stakeholders, including input from the
European Coalition on Homeopathic and Anthroposophical Medicinal
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Products (ECHAMP) and the Pharmacy Subcommittee of the European
Homeopathic Committee, a number of homeopathic monographs appeared
in Supplement 4.1 of the European Pharmacopoeia (4th edition) for the first
time and became active on 1 April 2002. These included herbal drugs for
homeopathic preparations, iron for homeopathic preparations and mother
tinctures for homeopathic preparations.

In 2005 veterinary medicines were taken out of the overarching UK
Medicines Act 1968 and made the subject of separate legislation, with
changes in classification and supply channels for many veterinary products.
The production, licensing and supply of homeopathic remedies are included
in the Veterinary Medicines Regulations 2005 and comply with the European
codified pharmaceutical legislation mentioned above.

Elsewhere in the world, New Zealand currently does not require reme-
dies to be licensed per se, although a Code of Good Manufacturing Practice
must be observed in their manufacture. Israel is following the European leg-
islative pattern. In the USA homeopathic products are regulated as drugs
under federal law, regulation being the purview of the FDA and the
Homeopathic Pharmacopoeia Convention of the United States (HPCUS).
The legal and regulatory status of homeopathic drugs is considered to be
stable.

In addition to full or abbreviated manufacturing licences under the EU
Directive, there exists in the UK another system of licensing that allows
the manufacture of remedies on a ‘one-off’ basis. Special Manufacturing
Licences enable producers (usually registered pharmacies) to supply other
professional outlets — pharmacies, hospitals, doctors, etc. — in addition to the
public. The remedies are considered to be “unlicensed products” under the
EU Directive (i.e. they do not have a product licence obtained under
the abbreviated or full scheme outlined above) and wholesale purchasers
should be made aware of this fact, for there are certain obligations placed
upon the buyers of such products. No claims of efficacy can be made. The
facility is designed to allow a homeopathic pharmacy to prepare remedies
for colleagues who are unable to do it themselves; it is not designed for the
large-scale production of remedies for stock. Special Licence holders are
subject to regular inspections by Medicines’ Inspectors from the MHRA,
must keep manufacturing records, and are obliged to carry out limited
quality control procedures on raw materials and finished products.

FURTHER INFORMATION FOR PHARMACISTS

The Royal Pharmaceutical Society of Great Britain has a fact sheet for
pharmacists giving guidance on the preparation and use of homeopathic
remedies. It may be accessed at www.rpsgb.org.uk/members/pdf/
scifactsheethomeo.pdf.
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OVER THE COUNTER SUPPLY OF A NAMED REMEDY

With the exception of the traditional poisons in very low potencies (for
example Aconite, Belladonna or Nux vom; see Table 5.1), homeopathic reme-
dies in the UK are not restricted to prescription and can be bought freely
over the counter in pharmacies, health shops and even cash and carry stores.
This is not the case in other countries, where medical prescriptions may be
required for remedies above the 30c potency.
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Source of request

Requests to suppliers for named remedies come from a number of different
groups of people.

1. Professional customers. This group contains healthcare professionals
(registered medical practitioners, dentists, vets, midwives, etc.) who
have studied homeopathy at postgraduate level and non-medically
qualified professional practitioners (homeopaths, chiropractors,
herbalists, etc.) who may well have had several years” intensive train-
ing at colleges of homeopathy. These customers usually know exactly
what they want and there is no difficulty in interpreting the remedies
involved, although newcomers to the practice of homeopathy may
need some help.

2. Non-professional customers. Lay homeopaths may include people
with little or no formal training but who have acquired a very large
amount of experience, earn their livelihood by practising homeopathy
and, again, usually know exactly what they want. Similarly, there are
the enthusiastic amateurs, who treat family and friends and have a
good working knowledge of homeopathy.

3. Members of the public. Members of the public may know
what they want, think they know what they want, or want to use
homeopathy but have little idea of how to go about it.

Characteristics of request

Interventions

Kayne et al. (2000) identified a predominance of polychrests among
homeopathic remedies bought OTC by a sample of 407 clients in 100 British
pharmacies. This was not unexpected since this type of remedy is well suited
to the OTC environment. The results also suggested that homeopathic med-
icines are being used in an alternative way in the OTC environment, that is,
as substitutes for allopathic medicines.

Reid (2002) surveyed 75 users of OTC homeopathy who completed ques-
tionnaires while purchasing OTC homeopathic remedies in three health
food shops in central Manchester. The most frequently treated conditions
were respiratory, mental/psychological and bruises/injuries. Respondents
perceived OTC homeopathy to be effective for relieving these conditions.
There was a trend for a respondent to have first used OTC homeopathy
4 or more years previously. About 13% combined homeopathy with pre-
scription drugs. The most strongly endorsed reasons for using an OTC
homeopathy remedy were that it was a natural treatment and was per-
ceived as harmless.

One of the most difficult decisions to make for a knowledgeable supplier is
how and when to intervene in a sale. The delicate balance between antago-
nising the customer and losing a sale and satisfying one’s professional
integrity is generally only achieved after several years” experience. The fact
that the questions are for the customer’s safety and not for the supplier’s
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benefit is not always obvious to a busy customer. The classic example is
meeting what is ostensibly a simple request for a cough remedy in a phar-
macy. By the time the requirements of the appropriate written protocol for
selling medicines have been met, some patients may feel that an interroga-
tion is in progress. If customers are aware of the principles of homeopathy,
then such difficulties should not arise. As in all OTC sales, the pharmacist
has a responsibility to ensure as far as possible that customers buy the
correct medicine and take it according to instructions.

SUPPLY ON PRESCRIPTION

Requests for the following remedies may give cause for concern:

1.

Inconsistent potencies, for example, purchases of 6¢ and 30c tablets at
the same time. As a general rule in the OTC environment the lower
potency is often (but not exclusively) used for chronic conditions while
the higher is more suited to acute conditions. Mixing these potencies
might well be inappropriate.

High potencies, especially M and 10M. Many homeopathic pharmacies
will not sell such potencies without evidence that the customer will use
them ‘correctly’. These potencies are mainly used in small courses of
treatment (1-3 days), so a request for 200 tablets should be viewed with
caution.

Very low potencies. Table 5.1 summarises most of the remedies that
are restricted to prescription in the UK. This list is not exhaustive;
suppliers will advise on the up-to-date position. Such remedies are
used extremely rarely; some (e.g. Aconite 1x) are potent poisons.
Purchase of many different remedies in an attempt to treat several
conditions at once. Astute observation may mean that one or two
carefully chosen remedies will deal with several different symptoms,
obviating the necessity to use polypharmacy.

Purchases that involve homeopathic and allopathic remedies obvi-
ously being used for the same purpose. There may be potential diffi-
culties in taking the two side by side owing to aromatic flavouring
agents in the allopathic medicines inactivating the homeopathic
remedy:.

Purchases that involve homeopathic and aromatherapy products for
use concurrently. Aromatic oils are thought to inactivate homeopathic
remedies.

Large quantities of a remedy. Most homeopathic remedies offered for
OTC sale are designed for short-term administration. Long-term
chronic conditions are best treated under the guidance of a practitioner.
One factor that allows patients to continue to use the medicines
much longer than necessary is the number of tablets in a typical
container. Taken at a rate of three per day, a single container may
well last for a month or more, which could be too long for an acute
condition.

In the UK, requests for supply by prescription may originate from a number
of sources:
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Table 5.1 Examples of
homeopathic remedies
classified as prescription
only in the UK

Remedy Potency below which remedy POM
Aconite (and mixtures containing Aconite) 3c or 6x

Ammonium bromatum 3c or 6x

Antimonium tartaricum 3c or 6x

Arsenicum album 3c or 6x

Arsenicum salts 3c or 6x

Atropine 1c or 2x

Belladonna 3x (2c nearest centesimal)
Cocculus 3c or 6x

Colchicum 4c or 8x

Croton tiglium 3c or 6x

Folliculinum 3c or 6x

Gelsemium (and mixtures containing Gels)

3x (2¢ nearest centesimal)

Hyoscymus 3x (2c nearest centesimal)
Ignatia 3c or 6x
Kali arsenicum 2c or 4x
Kali bromatum 3c or 6x
Natrum arsenicum 3c or 6x
Natrum bromatum 3c or 6x
Nux vomica 3c or 6x
Penicillin (tautopathic remedy) 3c or 6x
Prednisolone (tautopathic remedy) 3c or 6x
Strychnine salts 3c or 6x
Thyroid 3¢ or 6x
Vaccine derivatives 3c or 6x
Veratrum album 3c or 6x
Veratrum viride 3c or 6x
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Format of a prescription

1.

A registered medical practitioner or a supplementary prescriber
pharmacist working under an agreed clinical management plan may
issue a National Health Service (NHS) prescription for homeopathic
remedies and this will be fully reimbursed by the Common Services
Agencies throughout the four UK jurisdictions. Homeopathic
remedies are not included in the Dental Formulary and are not there-
fore reimbursable under the NHS. The position with prescribing nurses
and other health professionals is unclear at the present time but prac-
titioners with appropriate training are likely to be authorized at a
future date. In cases where the prescription tax is payable by the patient
and exceeds the retail cost of the remedy, pharmacists should make this
known to the patient and sell the remedy over the counter. In Scotland,
registered medical practitioners may issue an NHS stock order form
for homeopathic remedies for use in their practice.

Private prescriptions represent a convenient way for homeopathic
practitioners, including professional homeopaths (also known as non-
medically qualified practitioners), to convey remedy requests to the
pharmacist. They can be written by doctors, vets or dentists in the case
of the prescription-only medicines (POM) (see Table 5.1) or by any
health professional or homeopath for all other remedies. VAT conces-
sions are allowable in the UK only on prescriptions written by quali-
fied medical or dental practitioners.

In order for a pharmacist to dispense a NHS prescription a number of ele-
ments should be present on the form:

Name and address of patient (and age if a minor)

Full details of the remedy or remedies to be supplied

Practitioner’s signature

In addition, private prescriptions should give the practitioner’s name,
address and qualifications.

Details of the prescribed medicine

1. Name of remedy

We have already seen that the names of remedies are usually Latin abbre-
viations and that care must be taken to ensure that remedies with similar
names are not confused. There are several ways of identifying remedies:

® The index in a materia medica may point out likely candidates. The

materia medica contains a list of drug pictures of all the main remedies
and therefore is a good source of information. There are a few mixtures
of remedies that have been found useful over the years (e.g. ABC, com-
prising Aconite, Belladonna and Chamomilla, for teething). These
complex remedies are not included in the materia medica and it may be
necessary to resort to telephoning the prescriber to identify the remedy.
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2. Potency

3. Dose form

A further complication is that the elements making up the mixtures may
vary. AGE may contain Arsenicum iodum, or Aconite or Arsen alb plus
Gelsemium and Eupatorium for influenza. Another example we have met
is SSC (Silica, Sulphur and Carbo veg). Many of the isopathic remedies
(e.g. some of the nosodes and allergodes mentioned in Ch. 4) do not have
drug pictures and cannot be found in the materia medica.

® The prescriber can be contacted in the case of a prescription. You should
not be coy about telephoning the prescriber to confirm a badly written
prescription or one that uses a non-standard abbreviation.

® The client may be asked to clarify the situation if he or she has used the
remedy before. Such a request might well invoke a lack of confidence if
an allopathic medicine is involved; experience shows that homeopathic
customers rarely worry about requests being clarified in this way.

The potency level should be stated, together with an indication of the dilu-
tion scale required. Most often it is given as the centesimal scale, expressed
as the letters ¢ or cH after the potency number, or the decimal scale,
expressed as x after the number (or D before it in some Continental
European countries). Remember that if there is no letter after the potency
number, then by convention the centesimal scale is implied. Thus: 6, 6¢ or
6cH all represent a 1:100 dilution serially carried out with succussion six
times and 12x or D12 both represent a 1:10 dilution serially carried out with
succussion 12 times.

High potencies such as M (1 : 100 dilution carried out 1000 times), 10M
(1:100 dilution carried out 10 000 times) and CM (1 : 100 dilution carried
out 100 000 times) are expressed as Latin numerals without the letter ‘c’
being present. Certain potencies are used more routinely than others. On the
centesimal scale 6¢, 12¢, 30c and 200c are seen frequently in the UK; in France
remedies such as 3x, 6x, 4c, 6¢, 7¢, 9¢, 12¢, 15¢ and 30c are common. The
decimal scale is more frequently prescribed in Germany (6x, 8x, 10x, etc.).
On the decimal scale 6x, 12x and 30x are seen most regularly in the UK. The
remedy mixtures referred to above are sometimes used in high potencies,
so be on the look-out for prescriptions written as AGEM calling for the
remedy AGE at M potency, and not a single remedy with that abbreviated
name.

The part played by the dose form in delivering the medicine has already
been discussed. From time to time there are suggestions that the dose form
is important in determining the speed of onset of remedy activity, but this
aspect of homeopharmaceutics has been largely ignored by researchers. In
the meantime, it is generally accepted that the choice of dose form is thera-
peutically insignificant, although there may be psychological or other
reasons why particular dose forms are chosen. Ideally the prescription or
request should state the dose form, but given the lack of therapeutic signi-
ficance the pharmacist does have some discretion in this matter.
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4. Quantity

5. Dose

Tablets and powders are prepared with lactose (‘milk sugar’) and cannot
be used in cases where the client reports the possibility of an allergic reac-
tion or intolerance. There may be religious concerns from Jewish patients
whose dietary customs would be compromised by taking a milk-based
product after food.

Pillules and crystals are sucrose. Diabetic patients may express concern if
instructed to take pills, although if they are well stabilised and the course
of treatment lasts only 2 or 3 days there is unlikely to be a problem.

For longer treatments, the remedy can be supplied in liquid potency form.
Liquids include both mother tinctures and liquid potencies. The latter are
made up in alcohol, varying from a concentration of 20% to one of 40%. If
the alcohol presents a problem, then the remedies can be made up in water
for short courses of treatment.

Solid dose forms dispensed or OTC prescribed in the UK are often sold in
7 g, 14 g or 25 g glass vials. This indicates the capacity of the container, not
the actual weight of the contents, and corresponds to approximately 55, 125
and 250 tablets respectively. Depending on the size of the tablets (or pills),
which may differ according to the manufacturer, there may be slight varia-
tions in these numbers. The remedies were traditionally sold in old apothe-
cary measures of 2 drachms, 4 drachms and 8 drachms and the rather
unusual size of modern packs reflects the metric equivalents.

Glass bottles and plastic tubes are also used by the larger suppliers.

Over-the-counter packs specify numbers of tablets rather than weights
and vary from 50 to 125 tablets. Requests may use either notation in stating
the quantity required. Homeopathic suppliers will be able to help out in
cases of uncertainty when placing an order. Liquids are usually supplied in
5 ml, 10 ml, 30 ml or 50 ml dropper bottles. Larger quantities are available
to trade customers.

Counter packs will often give suggested doses and, despite such informa-
tion also being present on a prescription, advice may be sought by the client.
This is yet another area of homeopathy where differences of opinion occur.
By convention it is generally stated that an adult dose should comprise two
tablets or pillules and the dose for a child under 12 years should be one
tablet or pillule. The patient expects this from exposure to allopathic medi-
cine and is comfortable with the notion of minors being given less than
adults. However, there is no homeopathic reason for this, for we know from
clinical observation that one unit dose will provide enough medicament to
elicit a response. Thus, both an adult and a child can be given a single unit
as a dose. As we have already seen it is the frequency of dose that is signi-
ficant, rather than the size of dose. The frequency of dosing will be dealt
with in greater detail in due course in a discussion on counter prescribing.
In general terms, it depends on whether the condition being treated is acute
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Box 5.1 Some example prescriptions for homeopathic remedies

Tablets/granules Powders Mixed powders Liquids
Prescription 1 Prescription 6 Prescription 7 Prescription 9
Arn 6 pills H Arnica 30 1-10 Crataegus 6x LP
Mitte 14 g AGE 200 powders SL 11-16 5 drops ex ag om
Sig: 1 b.d. Mitte 10 Belladonna 30c 17-26 30 ml

One 4 hrly SL 27-36

A 2 Take in order as directed

Bell 30c

Mitte 50 Prescription 8 Prescription 10
Sig: 2 t.i.d. Arnica 30 1-6 Thuja MT
735 Az ol
Sulph 6x tabs

Mitte 7 g

Sig: 1 b.d.

Prescription 4

Arn 10M - 200 tabs
1 q.i.d.

Bell 6x - 50 tabs

2 b.d.

Prescription 5

Cham 6c¢ grans

1 x OP

One dose ac for teething

(frequent dosing) or chronic (less frequent dosing). Liquids are usually pre-
scribed as “x number of drops in water’.

Tablets and pillules. Some examples of prescriptions for tablets or pil-
lules are shown in Box 5.1.

Prescription 1 is for a 14 g vial of Arnica 6c pills (i.e. a 1: 100 serial dilu-
tion carried out six times). Note that the letter ‘c’ denoting a centesimal
potency is not included, but is implied. The dose is one tablet twice daily.

Prescription 2 calls for the remedy Belladonna 30c. No dose form is indi-
cated, but from the quantity ordered we know it must be tablets or pillules.
You might consult the prescriber or patient as to his or her preference. The
dose here is stated as two, taken three times daily; a dose of one would be
equally effective.

Prescription 3 is for a 7 g vial of Sulphur 6x (i.e. a 1 : 10 dilution six times)
in tablet form. The dose is one tablet twice daily.

Prescription 4 is a little more complicated. Here the prescriber has ordered
200 tablets (equivalent to a 25 g vial) of Arnica 10M potency (a 1:100
dilution carried out serially 10000 times) together with 50 tablets of
Belladonna 6x potency (a 1: 10 dilution six times). In addition the dose of
the first remedy is one tablet four times a day and of the second two tablets
twice a day. This example serves to highlight the sort of gross inconsisten-
cies that can be identified occasionally. High potencies such as 10M are
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usually given in short courses of treatment — one to three doses are not
uncommon. A 2-month course would be highly unusual and warrant further
investigation. The size of dose should be standardised at either one or two
tablets.

Granules, crystals and powders. In comparison with tablets, doses of
granules, crystals and powder sound imprecise, but are actually quite repro-
ducible. The cap of a 7 g vial provides a useful means of transferring a suit-
able amount of medicament. The patient should be instructed to just cover
the cap liner by gently tapping out the medicated product until the cap liner
is just obscured. The amount thus obtained constitutes a dose. When the
remedy is packed in containers other than 7 g vials, another measure is pro-
vided by using a salt spoon, filled and levelled off with a knife or other suit-
able implement. Traditionally homeopaths used the small depression on the
side of the wrist formed by crooking the thumb and first finger as a measure.
This has been called the ‘anatomical snuff box’.

Prescription 5 shows how granules are ordered. It is for Chamomilla 6¢
granules, one original pack, with one dose twice daily before food for
teething. The original pack may be a 7 g glass vial, available in the UK from
two or three small suppliers, or the larger glass and plastic containers pro-
duced by the major manufacturers. Occasionally one sees prescriptions
giving ‘five granules” as a dose. This is not meant to be taken literally — the
patient is not expected to count out five tiny granules! It should be taken
as the equivalent of a ‘small pinch’. Again, remember we are seeking the
smallest amount of remedy that will ‘turn the key in the lock’. Nothing
is to be gained from taking larger amounts.

Prescription 6 shows the position of the helpful letter ‘H” when it is used
to signify a homeopathic prescription, with a dose of one powder every 4
hours. Individual powders provide a useful means of controlling single
doses. The remedy here is the complex AGE, a mixture of three remedies
required as a set of 10 powders in the 200c potency. Unfortunately, as I have
already mentioned, the ingredients making up AGE are not consistent
throughout the homeopathic community; sometimes the ‘A’ stands for
Aconite and sometimes Arsen alb, so it is advisable to check exactly what is
required. Other combinations to look out for are: SSC (Silica, Sulphur and
Carbo veg) and CGP (Carbo veg, Gelsemium and Phosphorus).

Powders are particularly useful where complicated dose regimens are
involved. The technique here is to use sets of numbered powders. Consider,
for instance, the following instructions: “10 Arnica 30c powders. Take one
twice daily. When finished, wait 3 days, then take 10 Belladonna 30c
powders. Wait a further 5 days and return to prescriber’. An elderly person
might find these instructions difficult to follow. To make things easier for
them, we can assemble a set of 36 powders, physically numbered in
sequence in the top corner. The first 10 powders would be Arnica 30c, the
next six placebo (plain unmedicated lactose), the next 10 Belladonna 30c and
the final 10 placebo again. The patient could then be instructed to take the
powders twice daily in sequence until the course is complete and then return
to the prescriber. These numbered sets of powders can be ordered from
homeopathic suppliers. If dispensing extemporaneously, care must be taken
to ensure the medicated powders are perfectly dry before combining them
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into the set. A similar use of placebo is made when only one or two
medicated powders are indicated (often these are of a very high potency like
10M). To satisfy the expectations of the patient, the course of treatment may
be extended by several days with the addition of plain lactose powders.

Prescription 7 shows how numbered powders might be prescribed. Note
that the prescription may not even mention the word ‘powders’ so unless
you appreciate what is required, interpretation is rather difficult to say the
least! Commonly, the abbreviation SL standing for Sacc lach, or milk sugar,
is used to denote placebo in any dose form, thus obviating the necessity of
writing the dreaded word on the prescription. Another commonly used
pseudonym for placebo is 110/P. Occasionally the prescriber may issue a
prescription containing different potencies of the same remedy with the aim
of treating the physical symptoms first, and then a few days later the mental
symptoms, filling the intervening days with placebo.

Prescription 8§ shows another variation, with the inclusion of 7 g tablets.
Here the prescriber requires six powders of Arnica 30c and 7 g of unme-
dicated placebo tablets, the patient being instructed to take one powder
twice a day until the powders are finished, following on with one tablet
twice daily. Placebo tablets may be prescribed alone, in which case they
appear on the form written just as SL tablets.

Liquids. In quantities up to 50 ml, liquids are usually dispensed in
dropper bottles, and a dose here can vary from one or two drops up to about
10 drops. It is not usual to give homeopathic liquids (other than products
like cough mixtures) in 5 ml spoonfuls.

Prescription 9 is for 30 ml Crataegus 6x liquid potency, directions five
drops in water each morning. In the absence of instructions to the contrary,
the medicine should be placed into half a cup of tepid water that has been
recently boiled and cooled, and sipped slowly.

Prescription 10 demonstrates how a prescription for a topical mother tinc-
ture might look. This is for 10 ml of Thuja mother tincture, with the instruc-
tions ‘apply two drops (to the affected part) daily’.

DISPENSING A REMEDY

After interpreting the prescription the prescription may be dispensed. There
are three approaches that can be taken, depending on the degree of exper-
tise available.

1. Original pack dispensing

In the early days of homeopathic experience this alternative is to be recom-
mended, particularly with the wide availability of supplies. Chances of con-
tamination are zero and in the case of a remedy supplied on prescription all
that is required is a label to be attached with the necessary instructions. A
brief discussion between practitioners and a local pharmacy will ensure that
appropriate stocks are held. Where there is no original pack size to match
the quantity ordered on NHS prescriptions exactly, UK pricing authorities
will normally allow pharmacists to claim the nearest size available.
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2. Broken bulk dispensing

The transfer of quantities of tablets or liquid from a large container to a
smaller one is a process that requires considerable care. Tablets and pills
should not be counted using a counting machine or a triangle, because these
implements cannot be cleaned sufficiently to prevent contamination from
previous medicines that have been counted. Solid unit dose forms are best
transferred by gently shaking small quantities at a time into the lid of the
stock bottle and tipping them into the final container without touching.
Liquids should ideally be transferred without the intervention of a measur-
ing cylinder, but if the latter is necessary it must be cleaned, rinsed out with
50% alcohol and purified water and dried before use.

3. Extemporaneous dispensing

For the more experienced homeopathic pharmacist or practitioner, remedies
may be prepared by adding drops of liquid potency to a bottle of blank
carriers. A number of precautions must be taken, however:

® the area used to prepare medicated products should be clean and well
away from allopathic dispensing areas

e the liquid potencies used to medicate solid dose forms should be made
up in 95% ethyl alcohol, otherwise the water in the tincture will dissolve
some of the lactose or sucrose and the finished product will end up as a
soggy mass. This is especially important for granules and crystals

® to ensure reproducibility of product the remedies should be prepared by
the same operator(s)

® a written protocol should be available to standardise the procedures to
be followed

® practise using blank tablets and alcohol until you have perfected the
technique before considering the method for dispensing prescriptions.

The medication process may be carried out in one of several ways:

Solid dose forms. A container, preferably glass, should be filled with
blank carrier (tablets, pills, etc.) and, for a 7 g vial, two drops of strong spirit
liquid potency introduced on the top with a dropper. The bottle is then
capped and agitated with a similar action to that used for succussing liquid
potencies for between 20 and 30 ‘strikes’. With a 14 g vial three drops of
liquid potency are used; with a 25 g vial four drops are sufficient.

With larger quantities of tablets and pills and for granules, crystals and
powder it is usual to introduce a second oversize container in which to
medicate. Thus 7 g of granules will be tipped into a 50 g clean glass bottle,
shaken as above until medicated, and then transferred back to the original
container. The number of drops given for medicating tablets and pills can
be reduced by one drop for granules, crystals and ‘bulk’ powder. Whenever
possible the container used for solid dose forms should be glass, ideally
amber to minimise discoloration of product owing to light. For short-term
courses of treatment, clear glass or plastic is acceptable. Larger quantities of
remedies (i.e. above 25 g, equivalent to 250 tablets) require amber screw cap
bottles.
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Individual powders are made by bundling together the required number
of wrapped blank lactose powders (usually in multiples of three, 10 or 12)
and then placing a drop of strong spirit liquid potency on the outside edge
of each powder. The medicament passes through the paper and can then be
allowed to dry off. Powders are packed in a powder envelope or box.

Oral liquids. Liquid potencies and small quantities of mother tinctures
should be dispensed in glass dropper bottles. For short-term treatments, teat
droppers will not experience undue deterioration from contact with alcohol
in the liquids and are acceptable. The major suppliers use elegant amber
screw cap bottles of capacities up to 50 ml with a plug in the neck. This plug
has a small channel in it, and if the bottle is held at an angle of about 45°
and gently tapped, exactly one drop (0.1 ml) will emerge. Unless you are
able to locate a source of these bottles for your own use (your homeopathic
wholesaler may be able to help), there is a considerable advantage to be
gained from dispensing original packs.

Mother tinctures are sometimes ordered in relatively large volumes.
Crataegus, for example, may be prescribed in quantities of 200 ml. Here an
amber screw cap medicine bottle should be used and a separate teat dropper
given out to facilitate dosing.

Topicals are best bought in, but they can be made up for short-term use
by incorporating a mother tincture or liquid potency into a base. Wool alco-
hols ointment BP and the Crookes products Unguentum M and E45 are
examples of suitable vehicles.

LABELLING THE REMEDY

Figure 5.1 Example of label
on dispensed remedy

Homeopathic remedies are considered to be medicines in the UK, and
dispensed items should be treated the same as any other prescribed items
with respect to labelling. An appropriate label is illustrated in Figure 5.1.

a Natrum Mur 6¢ Tablets

14 ¢

One to be taken dry on the tongue three times daily
half an hour either side of food as instructed by
your physician
KEEP OUT OF CHILDREN'S REACH
Ms C Lion 1 Jan 2005

The Pharmacy, High Street, Anywhere
\\ Telephone 01998 333 2222 //




SUPPLY OF A NAMED REMEDY 133

INFORMING THE PATIENT

If the patient answers ‘No’ to either of the questions ‘Have you used
homeopathy before?” or ‘Do you know what homeopathy is?’ it is appro-
priate to say a few words about the discipline. It is well known that patients
are much more likely to comply with what can be quite complicated dose
regimens if they have some input into the management of their disease.
Understanding how they are being treated is a major influence in this area.
There are several areas in which counselling should be given.

You might say: ‘Homeopathy is a form of medicine that helps your body
heal itself” or “This homeopathic medicine is safe and has been chosen for
you individually, so it should not be given to anyone else, even if they have
similar symptoms.” Advising on exactly what to say is difficult, because
demographic characteristics vary widely with geographic areas; what is
appropriate in one area might be inappropriate in another. It is a good plan
to have one or two stock phrases up your sleeve to be able to reassure
patients whenever necessary. A leaflet similar to that shown in Box 5.2
should help.

The possibility of an aggravation should be considered when counselling
patients. It was mentioned briefly in Chapter 2, and will be explained more
fully in Chapter 8.

Method of administration

Because homeopathic medicines are thought to be absorbed in the
mouth, they should be taken on a clean palate. Many homeopaths insist
that patients do not eat and drink for an hour or more either side of taking
a remedy. Indeed, some state that coffee and tea must not be taken through-
out the course of treatment. There is no absolute evidence that reason-
able consumption of coffee (three to four cups per day) has a detrimental
effect. The compromise that is generally adopted is to say that food and
drink, tobacco and products containing aromatic flavourings (for example,
toothpaste) should be avoided for at least 30 minutes either side of a
dose.

It is also important that patients are made aware of the fact that homeo-
pathic medicines in solid dose forms are not handled, so as to minimise the
possibility of bacterial or chemical contamination. The appropriate dose
should be tipped into the cap and (holding on to the cap tightly!) transferred
into the mouth without touching. Sometimes more than one remedy is pre-
scribed — for example Arnica and Ruta for a soft tissue injury —and the ques-
tion arises of how they should be taken (concurrently or sequentially). Once
again, there are no hard and fast rules, but allowing about half an hour
between the different remedies would seem to be sensible. Two or even more
ingredients can be combined into one complex dose form, which solves the
problem nicely but at the expense of offending those of a classical point of
view. As the remedy is absorbed in the mouth through the mucosa, it is
important that it is sucked slowly and not chewed. Liquid remedies can be
taken in water, and should be held in the mouth for 15 seconds to allow
absorption.
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Box 5.2 Example of an appropriate patient information leaflet

Advice for patients on the storage and taking of homeopathic remedies

® Keep the remedies in the original container.

@ Keep the remedies away from strong-smelling substances such as camphor, peppermint, perfumes, paint,
etc. and from high temperatures and direct sunlight.

® Your mouth should be free of other tastes. It is best not to take remedies within 30 minutes of food, drink,
tobacco, toothpaste or sweets.

® Homeopathic remedies should not be handled. Tablets and granules should be tipped into the cap of the
container and then administered onto the tongue. A dose of granules is a quantity sufficient to just cover
the base of the cap.

® The remedies are absorbed from the mouth and so should not be swallowed, but allowed to dissolve.
Liquids should be held in the mouth for several seconds before swallowing.

@ If any remedies are spilled do not put them back into the bottle.

® Do not stop any orthodox medication unless advised to do so by the doctor who prescribed it.

@ |f stored correctly and not handled, homeopathic remedies are thought to remain active almost indefinitely.

What is homeopathy?
Homeopathy is essentially a natural healing process, providing remedies to help patients regain health by
stimulating the body's natural forces of recovery.

It concentrates on the patient rather than on the disease in isolation.

For many years, homeopathic medicines (or 'remedies' as they are often called) have been recognized as being
a safe and effective means of treating illnesses. There are no side-effects.

The main principle of homeopathy - let like treat like — refers to the procedure of giving patients minute
quantities of medicines that in much larger quantities actually cause the symptoms being treated.

Homeopathy has developed in many countries and is now accepted widely as a credible therapy. It may be
used alone or to support other orthodox treatments in a complementary role.

In the UK it has been favoured by the Royal Family. It is recognised by an Act of Parliament.

All homeopathic remedies are available under the National Health Service. If you have any questions about
your medicine, please ask the pharmacist.
XYZ Pharmacy, Anytown
Telephone: 09980 333222

Storage

The remedies should be stored in a dry cool atmosphere away from aro-
matic odours and out of direct sunlight. Refrigeration is unnecessary, but
they should not be kept away in steamy kitchen cabinets. Providing that
there are no obvious signs of physical deterioration, remedies should remain
efficacious indefinitely, despite the requirement to place an expiry date on
the label.

SUPPLY UNDER THE UK NATIONAL HEALTH SERVICE

The right of patients to undergo homeopathic treatment