AT WORK - SURGERY

biological psychiatry and psychological interventions with

traditional and complementary medicine (CM) to provide
holistic patient-centered care. Using non-hierarchical interdis-
ciplinary teamwork, the patient and practitioner are able to
explore psychological paradigms involving biological, cultural
and spiritual dimensions of health and illness. Beneficence,
avoidance of harm and informed consent are core ethical
principles of practice. As well as addressing immediate mental-
health problems, the patient is encouraged to become actively
involved in their own prevention of mental illness and mainte-
nance of mental health.

Benefits of IMH include the possibility of a truly scientific
approach to healthcare, with an emphasis on evidence-based
medicine that responds to the individual circumstances of the
patient.! Synergistic, multidimensional therapies are offered;
there is active participation from the patients; and a greater fo-
cus on primary and secondary prevention. As in other areas of

Integrative mental health (IMH) combines conventional

medicine, using a holistic model extends the focus to include |
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The Australian scene

Many Australians use CM for mental health. Recent ABS
statistics found 8.2% of Austrahaf}x vitamins, minerals or
herbs for their mental well-being! [see 2009;8(4):8]. In
lieu of mapping of integrative services; let alone IMH services,
in Australia, we observe a gra and-steady increase in the

number and types of IM;H\s}&r\ operating in Australia.

These range from:
/J\ —)
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1. Solo practitioners (GPs, psychiatrists, mental healthcare work-
SUMMARY ers) offering IMH care using various combinations of therapies
and referring patients to other ;izzq ioners in a virtual team

2. Integrative clinics comprising of(doc psychologists and

Integrative mental health (IMH) aims to use TCAM practitioners offeringr | healthcare as part of
the best available evidence to provide holistic their primary-care SCrViCCi%I
solutions for the management and prevention of 3. Specialised IMH sewm g intensive ‘in-patient’-
mental-health problems like services for mental @lthl nd addiction.

SN

St John’s wort, kava, omega-3 fatty acids have
the strongest evidence to support their use

The patient is included as a central, active
participant in the IMH team

&

For patients refusing standard psychiatric N
treatment, IMH offers alternate options L

A holistic approach to management should .
include the patient’s spirituality !

IMH practitioners have honed their clinical skills

generally take a heuristic and commonsense

approach to treatment %& _

Psychiatry, with its inherent complexities and -
comorbidities, lends itself to IMH y

Issues of patient confidentiality, consent and
practitioner lack of training in mental illness
specific to IMH
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Assessment and diagnosis
IMH uses orthodox psychiatric diagnostic criteria. The DSM
IV-TR is most commonly used in Australia. The DSM IV-TR is
a diagnostic system with five axes: (I) primary psychiatric clini-
cal disorders including psychotic illnesses, mood and anxiety
disorders, substance abuse and eating disorders, developmental
and learning disorders; (II) personality and mental retardation;
(I1I) medical conditions; (IV) psychosocial and environmental
problems; and (V) global assessment of functioning.
Subsequently, depending upon practitioner qualifications
and training, the IMH assessment can also include other diag-
nostic criteria from traditional medicine systems such as Chi-
nese, Ayurvedic and Western naturopathy, as well as emerging
nutritional and energetic therapies. Included in these extend-
ed views on actiology and diagnosis is an exploration of the
spiritual, energetic and neurobiological dimensions of mental
health.

Assessment tools include clinical history, self-report ques-
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including pharmacotherapy, electroconvulsive therapy and
medical treatment where appropriate. Non-pharmacological
modalities, such as psychotherap);,/ ditation and exercise,
which are an integral part of treatrhent
less severe conditions may be contraindicated in some acute
presentations [see table, p 24].

]

Scientific evidence is/g?é%sgs r the use of allopathic
medicine, particularly psychotropic medication, in the treat-
ment of acute and severe \gr/{%{l illness, specifically schizo-
phrenia and bipolar digcirdér\gnd, to a lesser degree, depressive/
anxiety disorders ané\g sg)j)/élity disorders. In the former, CM

modalities have a secondary and adjunctive role unless other
déeﬂfects of pharmaceuticals are intoler-

evidence e {rﬁ;&:
able dtlcnht/(r);uses consent to allopathic medicine and
does not the criteria for involuntary treatment under the
Merytﬁ*H?\«t ct.'1?

The strongest current scientific evidence for CM therapies

rehabilitation for

tal'héalth are for some of the St John’s wort [Hypericum

tionnaires such as the Beck’s Depression inventory II (BDI | ggc:;fo\yzcum; see JCM 2009;8(1):6, 8(4):5]" and kava [Piper
11)%, Hospital Anxiety and Depression Scale (HADS)S,E%tWimm; see JCM 2007;6(6):36-9]" extracts for the treat-

pression Anxiety Stress Scale (DASS)¢, Short-form DASS-217
and Kessler Psychological Distress Scale (K10), a biolﬁ
cal screening from physical
examination and further in-
vestigations as clinically indi- . a
cated. Depending upon the also IIICNQ 0
other therapeutic modalities al lici
chosen, extended nutritional
and hormonal assessment;
more extensive and in-depth % o
psychological interview; and ot iagnostic tools, such as
iridology, kinesiology, tongue and Yﬁe agnosis may be in-
corporated. N

The IMH practitioner
incorporates orthodox
dynamic, social and
grating them wher
other paradigms.!° “at first seem to be a vague or complex
psychiatric ¢ d;ﬁ@\i)\ ten with comorbidities, can potential-
ly be more clearly categorised using another diagnostic system,
thus expan agement options.

Mayg%meg ptions

Ma ageﬁi\ t options are guided by the diagnosis, severity and
i e condition/s. Selection of treatment modalities

n formulate a diagnosis that

m | health assessment can
r diagnostic criteria from
traditiq/nilﬁngdicine systems such as Chinese,
eﬂic and Western naturopathy

nt of depression and anxiety respectively; and the use of
ega—3 fatty-acid supplementation for a range of mental-
health problems [see JCM
2006;5(6):56-7]." Exercise,
meditation, acupuncture
and other CMs have varying
levels of evidence to support
their use.!¢-2

Integrating
biomedicine with CM raises
concerns about interactions.”>? Many St John’s wort extracts
are known to interact with a large number of pharmaceuti-
cals and confer a potential risk of increasing adverse reactions
from antidepressants.” As is the case with pharmaceutical
antidepressants, the use of St John’s wort includes the
potential risk of switching from depression to mania in bipolar
disorder. Conversely, there is increasing evidence for positive
interactions with the concurrent use CM (e.g. omega—3, fo-
lic acid, S-adenosylmethionine and L-tryptophan with
antidepressants).

Aside from a limited number of psychotherapy protocols
(e.g. interpersonal psychotherapy, cognitive behavioural ther-
apy and possibly long-term psychoanalytic therapy®), many
of the psychological interventions used by clinical psycholo-
gists and psychiatrists also lack clinical trials to support their
use.’*3! New holistic psychotherapeutic models are beginning

orthodox

to integrate CM with orthodox psychological treatments, in-
cluding the mindfulness movement, positive psychology and
body-centered psychotherapies.?-

e £
“ \B‘Q%D{ heir evidence basis, cost benefits, availability and
acc ility to the patient and practitioner. Severe, acute and/
— life-threatening conditions are best managed on the basis of

/
\& idence with orthodox medical and psychiatric interventions
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Integrative mental healthcare options

Severity

Diagnostic
Examples

Goals: holistic,
integrated, patient-
centred, evidence-based

Integrative mental-
health team

Location

Therapeutic
interventions

Medicare
&
A holistic\dpproach. to management should include the
patient’s spirituality [see JCM 2005;4(5):93—6]. This can be

knowledge of religious and spiritual beliefs within
cultural settings is essential in helping differentiate commonly
d belief /systems from schizotypal or delusional ideation.
ityi alues and beliefs, and identifying previous coping
mechadisms, may help direct management.%

elf-report questionnaires may be used to monitor out-

@mes from interventions, with K10 easy to use in a busy clini-
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cal practice.®” Alternate outcome measurement tools that take
a patient-centred approach, e.g. the Psychological Outcome
Profile (PSYCHLOPS)*3, along with the SF-12 and RAND-
12 that cover both mental and physical aspects of well-being®,
may be more appropriate in the integrated setting.

Most IMH practitioners who have honed their clinical
skills generally take a heuristic and commonsense approach
to treatment; the same approach that has led over millennia
to the development of traditional medical models and mo-
dalities. Interestingly, an integrative model of health is already
inherent in most traditional medical systems. For example, in
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Tom presented at 27 years of age with

a history of bipolar disorder with manic
episodes from the age of 21. These

had a seasonal component, requiring
hospitalisation every spring and
dysphoric episodes in winter. Although Tom’s symptoms would
resolve with use of antipsychotics and lithium, he complained
of side-effects and was not compliant with pharmacotherapy
and psychiatric follow-up between hospitalisations.

Tom sought psychiatric management with
non-pharmacologicalinterventions. He began an eclectic
combination of psychotherapies including psycho-education,
insight-orientated and cognitive behavioural techniques.

Tom commenced mindfulness meditation and yoga for stress
management; optimised sleep patterns and diet; used St
John’s wort extracts for his dysphoria; and was referred
foracupuncture. His family was enlisted to helpin relapse
prevention by supporting his self-care and watching f
warning signs of mania.

Although Tom stayed well on this management
6 months, he relapsed again in spring, resulting |ﬁ/a
two-month involuntary acute psychiatric admlss o\n\ ))
Following discharge, Tom continued to refus@ \Eah on.
In addition to his prewous management

rly

strl led on

n optimal
response atapproxmatelySg EPA, 2. gai(l),\gportmg
his thoughts speeding up, an earlyiir ing sign of mania,

whenever he attempted to redl}c\e t \HES@
Two years later, Tom moved fato pursue his career
and discontinued all treatm rthan regular fish oil,

fish oil to flaxseed oil because ofhls vegetarianism. His
condition su sequei terjorated over a three-month
periodandre t@ﬂj\%rﬁission for two months. Tom’s
d aEéi on olanzapine, but he discontinued
medication harge and return to Australia. He has
since recommenced his usual treatments, including high-dose
fis% ,and has been euthymic and well for the last five months.
Yis cas}hl lights the common and difficult issue of
e \en\thentallllness, and balancing paternalisticand

“ \kgﬂgnﬁ cted approaches within the IMH model of care,
%% 1ding on illness severity. It exemplifies the combined use
(

- 3range of CM modalities and raises questions about the
( %ctive ingredients’inan IMH treatment regime.

traditional Chinese and Ayurvedic medicine, meridians and
dosha states correspond to, maintain and integrate all aspects
of a individuals’ structural, physmf ical, emotional, intel-
lectual, lifestyle and spiritual c}a acot\i‘(\;\\s\&cs Corresponding
treatments for imbalances in thés% are therefore implic-
itly multidimensional.

There is a danger for the- modern practitioner that, in sim-
ply abstracting and prescribing the ‘best’ of the CM therapies
without including the 'c;@hg dﬂ model from which it arose,
may potentially reddce ef?ectlveness 90-42 The evidence basis
for the CM theraple\shmsf/arlse from research that takes into
account the underlying models rather than simply assessing
singular mmdal CB\\Olﬁ%SldC of their theoretical context. Using

roach o can help integrate these concepts to create a
a aée ent plan.

coheswer
AN
The IMH team
Con nthFéll mental-health services commonly operate using
‘j (a h}rarchlcal structure. Community mental-health teams and

‘ e,gzanagers are used to help coordinate care for people with
Nere, chronic mental-health problems.## This approach is

&4

ost clearly appropriate in severe, life-threatening illness and
where the patient meets the criteria for involuntary treatment.
However, their effectiveness continues to be challenged in the
context of less acute illnesses and broader diagnosis.® A tiered
approach with a shift to an IMH approach may be more ap-
propriate in the latter context and also in the former as patients
improve and leave the acute setting,

The evidence basis for CM must arise from
research that takes into account the underlying
models rather than simply assessing singular
modalities outside of their theoretical context

The IMH practitioner utilises a broader base of knowledge
and clinical experience to provide optimal care. Best practice
involves a diverse and qualified clinical team with mental-
health experience or expertise. As well as conventional mental
healthcare providers, CM and allied-health practitioners, the
team may also include key people from the patients family
and social networks.

Perhaps the greatest challenge to any team approach is
creating a seamless and flexible dynamic that meets patients’
needs. Team members will have different skills and levels of
training. They may use different systems and ideologies to ex-
plain mental illness and guide their management.” Adding lay
people to the team creates further complexities, most impor-
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tantly in mental health, issues of patient confidentiality and
lack of professional training with mental illness.

In integrative medicine, the patient is optimally placed in
the centre of a hub—spoke arrangement with patient autonomy,
active participation and shared responsibility encouraged.®
The patient is encouraged to activate different members of the
team according to need, and engage in shared decision-mak-
ing.”” This is complicated in mental illness where, depending
upon the patient’s mental state and capacity and the complexi-
ty of the team and management context, one or two key mem-
bers may be needed to formally act as case manager, guardian
and/or patient advocate. Such a role is particularly important
with acute psychotic illness and life-threatening situations of
reduced self-care or suicidality.

There are only a handful of primary-care clinics in Aus-
tralia offering IMH care, so for the majority of patients and
GPs seeking integrative services, the IMH team will need to
use a virtual model. However, as the integrative approach to
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