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ALLERGIC RHINITIS AFFECTS 10%-20% OF THE POPULATION, AND IT

greatly affects quality of life.1,2 Seasonal allergic rhinitis, oth-
erwise known as hay fever, is a common condition, affecting 10%-
15% of the population.3 Complications of allergic rhinitis include
acute and chronic sinusitis, hearing impairment, sleep apnea, and
daytime fatigue.1 Currently used medications for allergic rhinitis
are generally perceived as being effective,1 but about 20% of
patients are not satisfied with their treatment. 

Conventional Treatment of Allergies 
The basic principles in the treatment of common allergic diseases

are allergen avoidance, medications, and allergen immunotherapy.3

Medications include antihistamines, decongestants, mast cell stabi-
lizers, and topical corticosteroids.4 These medications are typically
effective, but they are associated with side effects such as sedation,
rebound nasal congestion, and even septal perforation.4 Thus, effec-
tive treatments that do not have significant side effects would be
desirable. The use of complementary and alternative medicine
(CAM) in patients with allergies is very common; up to one-half of
patients with asthma or rhinosinusitis have tried CAM therapies.5

Epidemiology of CAM Usage for Allergies
Usage of acupuncture and other complementary and alternative

therapies for allergic disorders has been reviewed by Schafer.6

Roughly half of asthmatics in the United Kingdom have used CAM,
with the most popular modalities being breathing techniques, home-
opathy, herbalism, and acupuncture. In Italy, of 970 outpatients of
allergy clinics, 33% of patients reported using CAM, with homeopa-
thy, herbalism, and acupuncture being most popular. In Germany,
26% of allergy patients reported using CAM, with most using only
one modality.6 Most of the CAM usage fell into one of four types:
homeopathy, autologous blood injection, acupuncture, and bioreso-
nance (autologous blood injection and bioresonance are not typical-
ly used in the United State). The most important sources of informa-
tion regarding CAM were the physician (40%) and friends and 
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family (37%), with media and non-physician health care
practitioners playing a minor role. 

Basic Science Research
Limited evidence suggests that acupuncture may play

a role in allergic disorders. The anti-inflammatory
actions of acupuncture may be mediated via the reflex-
ive central inhibition of the innate immune system.7

Neural modulation of the innate immune system
involves both pro-inflammatory and anti-inflammatory
actions, with the parasympathetic nervous system play-
ing the leading role in down-regulation of cytokine syn-
thesis and containment of somatic inflammation.7

Acupuncture is thought to affect the cholinergic anti-
inflammatory pathway.7 Multiple inflammatory media-
tors have been reported to be affected with acupuncture,
such as neuropeptides, cytokines, and other vasoactive
substances.8 For instance, IL-10-dependent T-cells are
found in those with allergic diseases, and acupuncture
may have anti-inflammatory effects via balancing pro-
inflammatory and anti-inflammatory cytokines as dis-
cussed in a review article on the anti-inflammatory and
immunosuppressive actions of acupuncture.8

A mouse model was used to investigate the impact of
electroacupuncture on models of anaphylaxis and
inflammation.9 Mice were randomly divided to receive
either electroacupuncture (true vs. sham) or to a control
condition. The control condition was used to normalize
stress across groups, and involved being kept in an
acrylic holder for 10 minutes. Electroacupuncture was

done at either Stomach 36, or at a sham point, which
was a non-acupuncture point lateral to Stomach 36.
Multiple outcomes were assessed. Acupuncture did not
significantly affect ear swelling in response to adminis-
tration of an intradermal allergenic compound. Elec-
troacupuncture inhibited the anaphylaxis model, and
sham acupuncture had no effect. Electroacupuncture
also inhibited mast cell degranulation, and it decreased
IL-6 secretion. TNF-α was not significantly affected.
This study is limited in that the published manuscript
does not fully describe the results of each of the study
interventions, true vs. sham, acupuncture vs. control,
various electrical frequencies used in stimulation, and
duration of stimulation. The authors conclude that the
electroacupuncture treatment may have various regula-
tory effects that explain its potentially beneficial effects
in anaphylactic and inflammatory conditions. 

In humans with allergic rhinitis, acupuncture has
been found to affect gene expression, improving the bal-
ance between pro-inflammatory and anti-inflammatory
cytokines.10

Clinical Trials
Clinical observation has demonstrated that allergic

disorders such as allergic rhinitis can be improved with
acupuncture.11 In 2002, Xue et al reported a two-phase
crossover, single-blind clinical trial in which 30 subjects
were randomized to receive either real or sham acupunc-
ture three times weekly for 4 weeks, and then crossed
over to the other treatment.4 No washout period was
included. The sham treatment was needling at a point
1.5 cm lateral to the true point. There was a significant
improvement noted in subjective symptom scores in real
acupuncture relative to sham. Relief medication was not
analyzed statistically because only one subject used
relief medications during the study. No side effects were
reported by any subjects during the course of the study. 

More recently, the same investigators conducted a
randomized, single-blind, and sham-controlled study.12

Eighty subjects with persistent allergic rhinitis received
either sham or real acupuncture twice weekly for 8
weeks, and then were followed for up to 12 additional
weeks. After 8 weeks of treatment, nasal symptoms
improved from baseline more with real acupuncture
than with sham acupuncture (P = 0.01). At the end of the
follow-up period, the improvement was maintained; the
difference between real and sham acupuncture was high-
ly significant. Both real and sham acupuncture were
well tolerated. 

Children with persistent allergic rhinitis may also
improve with acupuncture.13 Real acupuncture was
compared with sham acupuncture in 72 pediatric
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patients, mean age around 11 years. Patients and their
pediatricians were blinded. Daily rhinitis scores were
significantly lower in the real acupuncture group, and
this effect persisted for the 12-week follow-up period.
The relief medication scores were the same in both
groups. Visual analog scores for immediate improve-
ment were higher in the real acupuncture group com-
pared to the sham group. 

In 2008, a German group also investigated acupunc-
ture for allergic rhinitis in a large trial where the
acupuncture was reimbursed by insurance only if sub-
jects participated in the research study.14 Subjects were
randomized to receive either up to 15 acupuncture ses-
sions over a 3-month period, in addition to usual care, or
to a usual care control condition that did not include
acupuncture until after the first 3 months of the study.
Those who did not consent to randomization received
acupuncture treatment. A total of 981 subjects accepted
randomization, and 4,256 did not and thus were includ-
ed in the nonrandomized acupuncture group. At 3
months, scores on the Rhinitis Quality of Life Question-
naire improved significantly in the acupuncture group
relative to the control group, with each of the factors,
such as sleep, nasal symptoms, eye symptoms, and
activities, each being statistically improved in the
acupuncture group. Overall health-related quality of life
was also improved in the acupuncture group. While
refusal to consent to randomization raises concerns
about bias, no differences were found between those
who chose randomization vs. those who did not, sug-
gesting lack of a selection bias in the subjects. 

In contrast, in a small study with 40 subjects with
allergic rhinitis and a positive skin test, no differences
were found between true acupuncture and sham
acupuncture.15 IgE levels were compared between true
and sham acupuncture and, with the exception of one
allergen, there were no differences found between
groups. It is possible that this study was underpowered,
even though this was the largest study published at the
time (2004). The authors comment that the sham
acupuncture should be considered “weak acupuncture,”
rather than placebo acupuncture. 

Safety
Acupuncture is generally considered to be a safe pro-

cedure.16,17 In the large Brinkhaus study with more than
5,000 subjects, roughly 11% of subjects experienced an
adverse event. Of these, 69% reported minor local
bleeding or hematoma, 9% had needling pain, 4% had
local infections at needle insertion site, 2% had vegeta-
tive symptoms, and 16% had other adverse events.14 No
life-threatening adverse effects were reported. In the

pediatric study,13 no serious adverse effect was noted in
either group. Lightheadedness and numbness at the
insertion site were noted with equal frequency in both
the sham and real groups, and these effects were mild
and transient. 

Conclusion
Based on the above studies, it is possible that

acupuncture is a helpful adjunct to usual care for
patients with allergic rhinitis. No studies compared
acupuncture alone to medication alone, however, and to
determine if acupuncture is more effective or better tol-
erated than medication a comparative study would be
required. Acupuncture is generally without serious
adverse effects, and it may prove to be a helpful addition
to the armamentarium for allergic rhinitis.   ❖
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Mediterranean Diet for New
Onset Type 2 Diabetes:
Effective or Not?
A B S T R A C T  &  C O M M E N T A R Y

By James C. Scheer, DO, MS

Dr. Scheer is Associate Medical Director of the NorthEast
Internal & Integrative Medicine Program, Carolinas 
Medical Center-NorthEast in Concord, NC; he reports 
no financial relationship to this field of study.

Synopsis: In this randomized clinical trial, patients
with newly diagnosed type 2 diabetes assigned to a
Mediterranean-style diet had better glycemic control
and were less likely to need oral antihyperglycemic 
drug therapy than patients assigned to a low-fat diet.

Source: Esposito K, et al. Effects of a Mediterranean-style
diet on the need for antihyperglycemic drug therapy in
patients with newly diagnosed type 2 diabetes: A randomized
trial. Ann Intern Med 2009:151:306-314.

RESEARCHERS AT A NAPLES, ITALY, TEACHING HOSPITAL

conducted a prospective randomized trial to com-
pare the effects of a Mediterranean-style (Med) diet vs. a
low-fat (LF) diet on the need for antihyperglycemic drug
therapy in patients with newly diagnosed type 2 diabetes.
A total of 215 overweight (BMI > 25 kg/m2) adults with
newly diagnosed type 2 diabetes were enrolled who had
hemoglobin A1c (HbA1c) levels < 11%, had never been
treated with antihyperglycemic drugs, had been seden-
tary, and had a stable weight (± 2 kg) over the prior 6
months. At enrollment, the average age was 52 years,
average BMI was 29.6 kg/m2, average HbA1c was

7.73%, 25% were on medication for hypertension, and
15.5% were being treated for hyperlipidemia.

The patients were randomly assigned to either the
Med diet or the LF diet. Participants were taught to pre-
pare meals at home. Staff members involved in the inter-
vention were aware of group assignment, but those who
assessed achievement of the primary outcome were
blinded to the intervention. 

The Med diet was rich in vegetables and whole grains
yet low in red meat. Poultry and fish were encouraged.
Energy intakes were restricted to 1,500 kcal/d for
women and 1,800 kcal/d for men in both groups. For the
Med diet, no more than 50% of calories were to be eaten
from complex carbohydrates, with no less than 30%
from fat. The main source of added fat was 30-50 g/d of
olive oil.

The LF diet was based on the American Heart Associ-
ation guidelines; it was rich in whole grains and restrict-
ed additional fats, sweets, and high-fat snacks. No more
than 30% of calories were to be eaten from fat and no
more than 10% of calories from saturated fat.

Nutritionists gave dietary advice to both groups on a
monthly basis for the first year and then bimonthly
thereafter. Participants kept dietary diaries after being
instructed how to record their intake using food models
as examples of portion size and using actual weights or
amounts in terms of common measures. Dietary adher-
ence was assessed by session attendance and review of
diaries. Aerobic exercise was encouraged toward a grad-
ual goal of 175 minutes of moderate-intensity physical
activity (e.g., walking) per week.

The primary outcome measure was time to introduc-
tion of antihyperglycemic drug therapy. HbA1c was
measured at baseline and every 3 months thereafter. Par-
ticipants who had a HbA1c > 7% were given an addi-
tional 3 months to reinforce dietary guidance and physi-
cal activity. If the HbA1c level remained > 7%, a drug
regimen was introduced.

The investigators found a significant difference in the
need for antihyperglycemic drug therapy at 18 months
(12% in Med vs. 24% in LF) and at the end of the trial at
4 years (44% vs. 70%). HbA1c decreased by 1.2% in the
Med group vs. 0.6% in the LF group at 1 year and by
0.9% vs. 0.5% at 4 years. Dietary energy intakes
decreased in both groups (compared to baseline) but
were not significantly different in any study year. The
percentage of carbohydrate intake decreased and the
percentage of monounsaturated and polyunsaturated
fatty acid intake increased and persisted throughout the
trial in the Med group compared to the LF group. There
was no significant difference in the amount of exercise
each group reported throughout the study. And while
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there was a 2 kg greater weight loss (6.2 vs. 4.2) in the
first year comparing the Med group to the LF group, the
difference was negligible at years 3 and 4. The authors
postulate that the consumption of monounsaturated fatty
acids, shown to enhance insulin sensitivity,1 best
explains the favorable effect of the Med diet on the need
for antihyperglycemic drug therapy.

■ COMMENTARY
Results of several epidemiological and randomized

clinical trials suggest that a Mediterranean-style diet
improves cardiovascular risk in healthy people and indi-
viduals with the metabolic syndrome.2 A prospective
cohort study in Spain found that healthy patients adher-
ing closely to a Mediterranean diet had a 35% relative
reduction in the risk of developing diabetes.3

In a 2-year trial comparing three weight-loss diets
(Med vs. LF vs. low carbohydrate [LC]) in moderately
obese participants, among diabetic participants (14% of
those in the study), changes in fasting plasma glucose
and insulin levels were most favorable in those assigned
to the Mediterranean diet, whereas the reduction in
HbA1c was greater (0.9%) in the LC diet group.4

The current study does suggest that a Mediterranean-
style diet seems to be preferred to a low-fat diet for
glycemic control in patients with newly diagnosed type
2 diabetes.

The authors stated their objective was to compare the
effects of a low-carbohydrate, Mediterranean-style diet
to a low-fat diet in newly diagnosed type 2 diabetics.
The Med group consumed approximately 200 g or 800
kcal (at least 42% of total) in complex carbohydrates
daily. A low-carbohydrate diet is usually in the 20-100
g/d range. Yet, upon a closer look at the data in this
study, relative to the baseline diet, carbohydrate intake 
(-9.4%) was in fact the biggest change in the Med diet
group, followed by monounsaturated fat intake (+5.9%).
The change in the LF diet group was less than a 2%
reduction in both of these. 

Study design weaknesses include that the trial,
although randomized, was unblinded, and dietary intake
was self-reported. The researchers missed an opportuni-
ty to capture additional clinically important data by not
including a true low-carbohydrate arm in the trial. Fur-
ther, no effort was made to quantify fish or fish oil
intake, which could be important because omega-3 fatty
acids also improve insulin sensitivity.5

Despite these limitations, this study adds to the credi-
bility of the Mediterranean diet in improving cardiovas-
cular risk factors; and now in newly diagnosed type 2
diabetics, in postponing the need for medication. How-
ever, it is unclear if the benefit is from a diet lower in

carbohydrates, or higher in monounsaturated fats, or a
combination thereof. ❖
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Squeezes, No Wheezes?
Spinal Manipulation 
and Asthma
A B S T R A C T  &  C O M M E N T A R Y

By Russell H. Greenfield, MD, Editor

Synopsis: The conclusion of this systematic review, 
that spinal manipulation is of no benefit to patients
with asthma, is acceptable when considered within 
its narrow framework. It is, however, irreparably 
hampered by the limited nature of the existing data,
and an all too apparent bias. 

Source: Ernst E. Spinal manipulation for asthma: A systemat-
ic review of randomised clinical trials. Respir Med 2009;103:
1791-1795.

THE SINGLE U.K. AUTHOR, WELL-KNOWN FOR HAVING

published numerous systematic reviews and meta-
analyses on complementary and alternative therapies,
turns to the subject of manual medicine, the stated goal
being to critically evaluate and summarize available evi-
dence (limited to randomized controlled trials, or RCTs)
addressing the effectiveness of spinal manipulation for
the treatment of asthma.

Data extraction and assessment of methodological
quality (using the Jadad score) were each performed by
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two independent reviewers. Four electronic databases
were searched (Amed, Embase, Medline, and Cinahl)
without language restrictions, and bibliographies and
departmental files were hand searched.  

The literature searches yielded a total of 35 articles,
only three of which met study criteria for inclusion. All
three were deemed to be of high methodological quality.
All were studies of chiropractic spinal manipulation
(high-velocity, low-amplitude thrusts to dysfunctional
segments) using sham-manipulation as the control inter-
vention. Treatment periods ranged from 1 to 3 months,
and lung function tests were performed in all studies to
assess the impact of the interventions. Results were neg-
ative across all three studies, with no identifiable evi-
dence that true manipulation was more effective than
sham-manipulation in improving either subjective symp-
toms or lung function. The author concluded that spinal
manipulation is not an effective treatment for asthma.

■ COMMENTARY
A significant number of practitioners of manual ther-

apies believe that spinal manipulation can have positive
clinical impact for people with asthma. This belief is
girded by published case reports and uncontrolled trials
reporting clinical efficacy. Positive outcomes have also
been reported in small studies of osteopathic manipula-
tion and massage therapy, though the studies are flawed
methodologically. The few published RCTs that address
spinal manipulation, however, all focusing specifically
on chiropractic care, tell a different story as related
through this systematic review, with consistently nega-
tive conclusions reported. It appears that chiropractic
spinal manipulation is not effective in the setting of asth-
ma, at least on the basis of three RCTs. 

It remains possible, however, that other means of
manual intervention may be appropriate and helpful in
the setting of asthma. For example, many practitioners
focus their efforts on the thoracic cage in an effort to
enhance the bellows mechanism. This type of approach
makes mechanistic sense, and anecdotal reports of its
effectiveness make for a compelling hypothesis that
should be tested. Relaxation therapy has been suggested
to be of benefit for patients with asthma, which may
partly explain the reported efficacy of massage therapy
in this setting. Again, there is ample fodder to support
sound research in this regard.

The author’s conclusions are acceptable within narrow
confines, especially due to the limited data available with
which to perform the systematic review. What is prob-
lematic, however, is an apparent bias exhibited early in
the paper and then repeated. The first sentence of the
paper reads, “The notion that spinal manipulation is an

effective treatment for asthma might seem far fetched to
many experts … .” Later, the author references a 12-year-
old article he co-authored to support the following state-
ment: “We know that journals of complementary and
alternative medicine hardly ever publish negative
results.” A review of RCTs ideally leaves little room for
partiality, but these statements produce doubt that weak-
ens the paper beyond the limited research available to
assess.

The requirement of repeated visits and the costs asso-
ciated with isolated chiropractic spinal manipulation
seem unwarranted in the setting of asthma. We await
sound research to help delineate the place, if any, of
other forms of manual intervention as a complement to
the conventional care of asthma.   ❖

Pomegranate Juice May Not
Affect the Carotid Artery,
with Caveats
A B S T R A C T  &  C O M M E N T A R Y

By David Kiefer, MD

Dr. Kiefer is Clinical Instructor, Family Medicine, 
University of Washington, Seattle; Clinical Assistant 
Professor of Medicine, University of Arizona, Tucson; and
Adjunct Faculty, Bastyr University, Seattle; he reports no
financial relationship to this field of medicine.

Synopsis: Addressing the accumulating evidence for
pomegranate's effects on various cardiovascular param-
eters, this study explored the impact of 240 mL of pome-
granate juice daily for 18 months on carotid intima-
media thickness (CIMT), a known risk factor for stroke
and myocardial infarction. The results failed to show a
difference in CIMT or antioxidant parameters (the pro-
posed mechanism), except for subgroup analyses on peo-
ple at particularly high risk for cardiovascular disease.

Source: Davidson MH, et al. Effects of consumption of 
pomegranate juice on carotid intima-media thickness in men
and women at moderate risk for coronary heart disease. Am J
Cardiol 2009;104:936-942.

THIS DOUBLE-BLIND, PLACEBO-CONTROLLED STUDY

with an intention-to-treat analysis was designed to
examine the cardiovascular actions of pomegranate
juice, following up on some in vitro and in vivo research
showing relevant effects, such as inhibition of LDL oxi-
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dation, lowered blood pressure, and decreased angina
frequency. The primary outcome was the effect on
carotid intima-media thickness (CIMT), known to be a
risk factor for coronary artery disease, stroke, and
myocardial infarction. Subjects of this trial had to have
at least one major risk factor for coronary heart disease,
with a CIMT within very specific parameters, and no
obvious carotid stenosis. People with known coronary
heart disease, HIV, liver disease, hypothyroidism,
uncontrolled hypertension, diabetes, or who were obese,
were excluded from this trial. 

The study randomized 383 people to either 240 mL of
pomegranate juice (n = 192) or similar-appearing place-
bo drink (n = 191) daily for up to 18 months. These two
groups were similar in all parameters except that the
pomegranate group was more likely to use angiotensin II
receptor blocker medications. For the research protocol,
a carotid ultrasound was done at baseline, 12 months,
and 18 months, focusing on the CIMT of the posterior
wall of the right and left common and carotid arteries.
Research subjects had the option of an intravenous
injection of dye that would allow visualization of the
anterior wall; 52% of people agreed to this. In addition,
the research protocol included checking fasting lipids,
blood chemistries, hematology, urinalyses, apoprotein-
B100, high-sensitivity C-reactive protein, and two spe-
cialized tests to measure serum susceptibility to oxida-
tion. Of the original randomized group, 149 (76%) and
143 (75%) people in the pomegranate and placebo
groups, respectively, finished the trial.

Of the many parameters tested, only a couple of dif-
ferences between the pomegranate and placebo groups
were noted. The pomegranate group had a significant
decrease in one of the tests for oxidative stress at 12
months (P < 0.01), and a lower apoprotein-B100 (P
value not given). Of all the measurements of CIMT, only
the composite value at 12 months was significantly less
in the pomegranate group (P = 0.022), a difference that
disappeared by the end of 18 months. 

Although it was not part of the original study design,
and therefore difficult to comment on statistically, vari-
ous subgroup analyses were done. For people in the top
tertiles for baseline serum triglycerides, total/HDL cho-
lesterol, triglycerides/HDL cholesterol, and apoprotein-
B100, and the lowest tertile for HDL cholesterol, signif-
icantly lower CIMT for the anterior wall and composite
values were noted in the active group (varied P values).
There were still no differences in posterior wall CIMT.
In the top tertiles for triglycerides, total/HDL choles-
terol, and apoprotein-B100, the C-reactive protein was
significantly lower in the pomegranate group. In addi-
tion, the pomegranate group showed less progression of

CIMT in these same subgroups, the ones that typically
have faster CIMT progression.

■ COMMENTARY
Of all dietary supplements, the juices have shown the

greatest increase in sales over the past couple of years.1

Pomegranate, açaí, noni, and mangosteen are all being
marketed and used to prevent and treat a wide range of
medical conditions, from cancer, heart disease, and cho-
lesterol, to diabetes and aging. For pomegranate, its pos-
tulated effects can dovetail somewhat with other plants
that have been researched significantly. For example,
pomegranate contains catechins and epicatechins, as in
dark chocolate and green tea, both cardioprotective
foods. Also, the dark red color of pomegranate comes
from its anthocyanins and proanthocyanidins, antioxi-
dant flavonoids present in some form in many fruits and
vegetables.2 Finally, the quercetin in pomegranate is
being examined for its anti-inflammatory activity, rele-
vant to many diseases. 

This study did not have the results expected from a
plant with such presumed cardiovascular potential. The
dose used (240 mL) is in line with other studies that
showed effects of pomegranate on blood pressure, lipid
profiles, and myocardial ischemia,3 so it does not seem
to be an underdosing issue, relatively common in nega-
tive herbal trials. There were a significant number of
study dropouts, but the authors used an intention-to-treat
analysis that should have adequately addressed that
issue from a statistical standpoint. Furthermore, the
authors seemed to have the correct mechanism in mind,
utilizing what we know about oxidation’s role in the
development of atherosclerotic plaques, and chose  a
well-known antioxidant source in pomegranate. 

The results in the higher tertiles of some of the baseline
parameters provide preliminary hints about pomegran-
ate’s possible effects. Caution is necessary in drawing too
many conclusions from these subgroup analyses because
it wasn’t a part of the main study design; further, studies
using these subgroups as the main focus are necessary to
avoid statistical biases. Nonetheless, despite no difference
in most serum anti-inflammatory markers for the treat-
ment group as compared to the placebo group, some of
the higher tertile subgroup analyses did show some differ-
ences in antioxidant effects, leading the authors to cling to
an antioxidant mechanism for pomegranate’s role in the
inhibition of CIMT progression, if any. 

People with more and more severe risk factors,
thought to be the groups that progress faster in CIMT
changes, showed trends toward CIMT improvements,
but, again, this would need to be clarified in a different
research study. Also, additional research is necessary to
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definitively say that this is where pomegranate has its
most important role, in people with more significant
oxidative stress and disease pathology, as opposed to
general benefit for all people. Furthermore, the authors
are right to comment on the complexity of the underly-
ing changes associated with CIMT progression, many of
which were not measured in this trial and should be the
focus of future investigations. For example, effects of
pomegranate on platelet activity, endothelial function,
and prostacyclin were mentioned as possible contribut-
ing factors not addressed by this study.

In summary, there does not seem to be a benefit with
pomegranate juice on one cardiovascular parameter,
CIMT, and some associated laboratory tests, in people
with mild-to-moderate cardiovascular risks. This study
does not allow any conclusions to be drawn about other
demographics, though some beneficial preliminary
trends appeared for people at more serious cardiovascu-
lar risk. More data are needed for this safe, but expen-
sive, treatment before it can seriously be considered as
an adjunctive therapy in cardiovascular disease.   ❖
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Food Blues: Diet 
and Depression
A B S T R A C T  &  C O M M E N T A R Y

By Russell H. Greenfield, MD, Editor

Synopsis: Taking data from a large cohort being fol-
lowed prospectively, the authors of this trial found that
a dietary pattern disturbingly similar to our “Western-
style” way of eating is significantly associated with a
greater risk for self-reported depression at 5 years of fol-
low-up when compared to an eating pattern that more
closely mimics the Mediterranean- or Asian-style diet.

Source: Akbaraly TN, et al. Dietary pattern and depressive
symptoms in middle age. Br J Psychiatry 2009;195:408-413.

WHILE A NUMBER OF RESEARCH TRIALS HAVE EXAM-
ined associations between specific nutrient intake

profiles and incidence of depression, few have explored
any association between mood and dietary patterns. The
authors of this study used data collected from Food Fre-
quency Questionnaires (FFQs) and factor analysis to
assess the presence or absence of correlation between
incident self-reported depression and dietary pattern.

Information was gleaned from participants in The
Whitehall II longitudinal prospective cohort study,
specifically from people age 35-55 years working in any
of 20 civil service departments in London (n = 3,486
participants; 26.2% women). Baseline screening (phase
1) for Whitehall II took place from 1985 to 1988 and
included clinical examinations and a self-administered
questionnaire containing sections on demographic char-
acteristics, health, lifestyle factors, work characteristics,
social support, and life events. Subsequent data collec-
tion occurred at specified times and alternated between
that gathered from mailed-in questionnaires alone (phas-
es 2 [1989-1990], 4 [1995-1996], 6 [2001], and 8
[2006]) and that collected from the questionnaire com-
bined with clinical examination (phases 3 [1991-1993],
5 [1997-1999], and 7 [2002-2004]). 

A machine-readable FFQ (similar to the one used in
the Nurses’ Health Study) with a food list of 127 items
was sent to participants. Based on the nutrient profile
and culinary use of food items, the 127 items were
grouped into 37 predefined food groups, and dietary pat-
terns were identified. Two unique dietary patterns were
identified: “whole food” (emphasizing intake of vegeta-
bles, fruits, and fish) and “processed food” (emphasis on
sweetened desserts, fried food, processed meat, refined
grains, and high-fat dairy products). Approximately 5
years later, self-reported depression was determined
using the Center for Epidemiologic Studies-Depression
(CES-D) scale. 

Analyses were limited to those participants with
available data on dietary pattern and all covariates at
phase 5 and depression at phase 7. Fascinatingly, Black
and Asian subjects were excluded from this analysis due
to “differences in eating patterns.”

By the time of phase 7, a total of 416 participants
were categorized as having depression based on CES-D
(score > 15). Subjects who largely followed the “whole
food” dietary pattern were less likely to report CES-D
depression (odds ratio [OR], 0.64; 95% confidence
interval [CI], 0.49-0.83) after adjusting for age, gender,
and energy intake. This association was altered only
minimally after adjustment for all possible covariates
(OR, 0.74; 95% CI, 0.56-0.99). Participants who fol-
lowed the “processed food” dietary pattern, however,
were at greater risk for depression compared with those
with a lower intake of the same types of food (OR, 1.58;
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95% CI, 1.11-2.23). When additional sensitivity analy-
ses were performed on subsamples with data on BMI
and dyslipidemia, similar results were found.

The authors summarize their findings by stating that
with respect to incident depression there appears to be a
protective effect from an overall diet rich in fruits and
vegetables and fish, whereas a diet rich in processed
meats, chocolates, sweetened desserts, fried food,
refined cereals, and high-fat dairy products seems to
increase risk of depression at 5 years of follow-up.

■ COMMENTARY
Most of us have some sense that the findings of this

study ring true, even on a personal level. On an objective
level, previous studies have strongly suggested that fol-
lowing a Mediterranean-style diet can offer long-term
health benefits not limited to the cardiovascular system,
but also on cognition and mood. The regular ingestion of
omega-3 fatty acids, commonly found in cold water fish,
has been tied to improved mood states, and some studies
have explored the impact of B vitamins on depression.
The question that sticks with us, though, is, “Does the
dietary pattern contribute to incident depression, or does
a depressed person just eat less healthily?” The authors
of the present study were well aware of this issue and
expended great energy in attempts to evaluate reverse
causation through a variety of analyses, the results of
which all pointed in the direction of diet’s impact on
mood having primacy.

The results are compelling for many reasons, not the
least of which is the way the researchers controlled for a
wide variety of potential confounding factors. It’s also
easy to posit that the beneficial impact of the “whole
food” dietary pattern might be related to a high antioxi-
dant or anti-inflammatory compound intake, as opposed
to the pro-inflammatory nature and high glycemic index
of many of the foods that might be regularly ingested on
the “processed food” diet. 

Questions still linger, however, about whether behav-
iors often associated with following a healthy diet (regu-
lar exercise, for example) might have as much or more
to do with the results than simply the dietary pattern fol-
lowed. Another challenge is the lack of generalizability
of the findings due to the fact that the conclusions can
only be comfortably applied to a largely white, middle-
age population of civil service workers in the United
Kingdom. These limitations, while noteworthy, are
minor when compared to the dietary mandate that can be
drawn from the strength of the results.

Many people feel there is little they can do to help
prevent or treat mild-to-moderate depression on their
own. How refreshing as a physician to be able to share

with our patients that modifying their diets, as part of an
overall wellness plan, may not only keep their bodies
healthy, but their minds at peace, too.   ❖

From Padasana to Pain
Relief: Iyengar Yoga for
Chronic Low Back Pain 
A B S T R A C T  &  C O M M E N T A R Y

By Nancy Selfridge, MD 

Dr. Selfridge is Associate Professor of Medicine, Integrative
Medicine Department, Ross University School of Medicine,
Freeport, Grand Bahama; she reports no financial rela-
tionship to this field of study. 

Synopsis: Iyengar yoga training and practice was
shown by the authors to significantly improve function-
al disability, pain, and depression in adults with chron-
ic low back pain, compared to a control group receiving
standard medical care. The yoga group also demon-
strated a trend to reduce pain medicine use compared 
to the control group. 

Source: Williams K, et al. Evaluation of the effectiveness and
efficacy of Iyengar yoga on chronic low back pain. Spine
2009;34:2066-2076.

BASED ON A FEW STUDIES SHOWING THAT YOGA THERA-
py is helpful for treating chronic low back pain,

including a 2005 randomized controlled trial of shorter
duration by the same lead study author,1 Williams et al
hypothesized that a 24-week program of Iyengar yoga
would result in improvements in pain, functional disabil-
ity, and depression, and in reductions in pain medication
usage.

Ninety participants were identified and allocated ran-
domly to an intervention group (n = 43) or a control
group (n = 47). The intervention group participated
twice-weekly in 90-minute Iyengar yoga classes and
were directed to practice 30 minutes of yoga daily at
home on nonclass days after being supplied with props,
a DVD, and an Iyengar yoga instruction manual. Their
compliance was measured by documenting class atten-
dance and by participants submitting weekly reports on
the duration and frequency of their home practice. The
control group continued self-directed standard medical
care without any attempt to regulate treatment received
and monthly phone calls were conducted to both groups
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to collect information about medical care and the use of
pain medicine. The control group participants who were
adherent to the study requirements were “wait-listed”
and offered the yoga classes 6 months after the conclu-
sion of the study. 

Four primary outcomes were determined: pain using
a visual analogue scale, functional disability using the
Oswestry Disability Index, depression using the Beck
Depression Inventory, and self-reported medication use.
Data were obtained at baseline, 12, 24, and 48 weeks
and results for the treatment and control groups were
compared in both intention-to-treat and per-protocol
analyses for each primary outcome.

The yoga treatment group had statistically significant
reductions in functional disability, pain intensity, and
depression in both intention-to-treat and per-protocol
analyses compared to the control group. A total of 16
study participants did not complete the 24-week proto-
col. This included 12 from the yoga group, the majority
reporting reasons unrelated to the yoga therapy. There
was a nonsignificant reduction in pain medication use by
both the yoga and control groups over the course of the
study, though the yoga group showed a trend for a high-
er success rate in decreasing pain medication over time.
One adverse event was reported during the 6-month
post-treatment follow-up period that was not associated
with the yoga intervention but with physical therapy. 

■ COMMENTARY
Low back pain (LBP) is one of the most common

presenting problems in primary care practice, yet treat-
ing back pain can be frustrating for both patients and
physicians. The cost of treating LBP annually is esti-
mated to be as high as $60 billion per year; thus, the
authors are correct in calling this a major public health
issue.2

Practicing physicians need more tools to manage
chronic low back pain. Analysis of evidence of efficacy
for chronic pharmacologic treatment, particularly opioid
use, is not encouraging. It appears that all analgesics
provide similar short-term relief and all have obvious
risks of adverse effects. Many patients do not receive or
choose evidence-based care. In 2003, a national survey
showed that 54% of patients with back or neck pain had
used CAM within the last year. Though 80% of episodes
of acute low back pain appear to resolve within 6 weeks
regardless of treatment, a high rate of recurrence (75%)
and chronicity (72%) is the norm.3

Standard medical care (SMC) was not actually
defined in this study. According to study criteria, these
patients were only prohibited from pursuing chiropractic
treatment, massage therapy, Pilates, and acupuncture.

Knowing what patients were actually doing in the SMC
control group might greatly impact the degree of confi-
dence the authors’ conclusions merit. Analysis of
research suggests that exercise therapy that incorporates
individualized regimens, supervision, stretching, and
strengthening may produce the best outcomes.4 Interest-
ingly, this Iyengar yoga intervention appears to meet all
of these criteria. Though the asanas were predetermined,
participants were instructed to use props on an individ-
ual basis to achieve proper positioning and alignment
and were closely monitored and guided by their teach-
ers, all typical elements of Iyengar yoga style and prac-
tice. It would be interesting to see how this study inter-
vention compares to a non-yoga exercise program that
incorporates the same criteria, thus determining if yoga
practice, which also integrates breathing techniques and
mental focus, offers additive unique benefits. Compar-
ing different styles of yoga practice would also seem to
be important in making conclusions about the benefits
of specific postures. 

The authors noted that the control group also reported
improvement in all outcomes over the course of the
study and postulated that this might be due to the
prompting of monthly follow-up phone calls by the
research staff. Chronic pain is a fascinating and still
poorly understood phenomenon. Many affective ele-
ments appear to factor into the pain experience and can
modulate it.3 Certainly, support and attention are
believed to modulate pain. It is also possible, though,
that the positive anticipation of eventually participating
in the yoga classes might be affecting the control
group’s pain experience. Ultimately, with back pain,
some people just get better with the “tincture of time,”
and perhaps this is what we are seeing. 

It was very encouraging to see the compliance rate in
this study. There was an 88.5% participation in classes
and home practice compliance was 87.1%. Clearly the
yoga participants demonstrated high self-efficacy with
this level of commitment. Further, at the 6-month fol-
low-up, 67.9% of the participants were continuing home
practice an average of 3 days per week. However, a
striking finding is that of the 16 dropouts in this study,
75% were from the yoga group, though the majority
related problems with scheduling, family illness, and
loss of employment. One yoga participant dropped out
at 24 weeks due to exacerbation of low back pain,
though this was not reported by the authors as an
“adverse event.” This dropout rate may reflect the chal-
lenges of committing to a program that requires a con-
sistent 5.5 hours of devoted practice time on a weekly
basis. If a yoga intervention is too difficult a program to
access and integrate into one’s life, it really does not
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matter how well it works. 
Having a treatment recommendation that demon-

strates significant evidence of efficacy, has little risk of
harm and a high compliance potential is a huge asset in
the management of this challenging problem. Method-
ological flaws are noteworthy, but the results still suggest
specified yoga therapy to be a viable tool in our manage-
ment armamentarium for chronic low back pain.   ❖
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“Qigong Show” — 
MQ for Cancer Patients
A B S T R A C T  &  C O M M E N T A R Y

By Russell H. Greenfield, MD, Editor

Synopsis: Results of this randomized clinical trial
strongly suggest that Medical Qigong (MQ) can help
people with cancer improve their quality of life (QOL)
and lessen specific cancer- or treatment-related symp-
toms. The authors propose that MQ works in part by
attending to the emotional and psychological well-being
of the patient in addition to their physical health. Lack
of a placebo sham group and high dropout rates nega-
tively influence confidence in the authors’ conclusions.

Source: Oh B, et al. Impact of medical Qigong on quality of
life, fatigue, mood and inflammation in cancer patients: A ran-
domized trial. Ann Oncol 2009 Oct 30; Epub ahead of press;
doi:10.1093/annonc/mdp479.

THE STRESS AND ANGST ASSOCIATED WITH A DIAGNOSIS

and the treatment of cancer are well accepted, but
the optimal means with which to address the emotional
and spiritual complications of such a life-altering experi-
ence have yet to be fully determined. Interventions such
as yoga and meditation techniques have been explored
and the results have been encouraging, but the wider the
array of available stress-management options, the better

the chance a given individual will identify the path best
suited for them. The authors of the current study hail
from both Australia and the United States (Dana-Farber
Cancer Institute), and the lead author is an expert in
Qigong. These researchers set out to assess the use of
MQ to improve QOL in cancer patients as compared
with usual care.

Volunteers were recruited through their doctors’
offices at any of three large university teaching hospitals.
Initially, trained recruiters approached eligible patients
in the waiting room (81 subjects enrolled); in a later
phase of the trial, eligible subjects were simply mailed
an invitation to participate (another 81 subjects
enrolled). Participants had a wide range of types and
stages of cancer, but could not have known brain metas-
tases (average age was 60 years at baseline, and the most
common form of cancer was breast followed by colorec-
tal). Subjects attended an information session, complet-
ed an initial QOL survey, had blood drawn, and were
randomized to either MQ or control groups. Randomiza-
tion was stratified to treatment at baseline (currently
undergoing treatment or completed treatment).

The MQ program was comprised of two supervised
90-minute sessions per week for a total of 10 weeks at
the hospital in which the person was being treated. The
MQ program was developed by the lead author and
designed to focus on the needs of cancer patients in gen-
eral. Anywhere from seven to 20 subjects were present
in class at any given time. The sessions began with 15
minutes of discussion around health issues, and were
followed by 30 minutes of stretching and specific move-
ments in the standing position, and then 15 minutes of
specific movements while seated. Subjects then engaged
in 30 minutes of meditation that included breathing
exercises and visualization. Subjects were also encour-
aged to practice MQ daily for 30 minutes at home, and
were given diaries in which to document their home
practice regimens. Control subjects were given the
opportunity to practice Qigong at trial’s end.

Overall QOL was measured using the Functional
Assessment of Cancer Therapy-General (FACT-G),
which includes four subscales assessing physical, emo-
tional, social, and functional well-being, with higher
scores reflecting better QOL. Fatigue was assessed
using the Functional Assessment of Cancer Therapy-
Fatigue (FACT-F), where higher scores reflect greater
fatigue. Mood status was determined with the Profile of
Mood State total score, with higher scores reflecting
more negative mood states. In addition, serum C-reac-
tive protein was monitored serially because some data
suggest that chronic inflammation is associated with
cancer progression and possibly survival. Measurements
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were obtained at baseline and 10 weeks post-interven-
tion in both intervention and control subjects.

Only 68% and 65% of MQ and control group sub-
jects, respectively, finished the trial. Completers attend-
ed an average of eight MQ sessions, but only half com-
pleted and turned in their diaries. Members of the MQ
group reported greater improvements in QOL than those
in the standard care group, together with greater
improvements in fatigue and mood disturbance (includ-
ing tension and anxiety, depression, lack of vigor, and
fatigue but not on subscales of anger and hostility, or
confusion). C-reactive protein levels also declined sig-
nificantly in the intervention group. No adverse events
were reported. The authors concluded that MQ may help
improve overall QOL and mood status, as well as reduce
cancer- and treatment-related symptoms, and reduce
inflammation in people with cancer.

■ COMMENTARY
Large numbers of cancer patients are using select

complementary and alternative therapies as adjuncts to
conventional medical care, often without telling their
doctors about it. While many reasons have been pro-
posed to explain this phenomenon, one theme that rings
true is that attention to the deep emotional and spiritual
wounds and scars associated with cancer treatment is
often relegated to tertiary importance, or lower, in most
hospitals and cancer treatment centers. Attention to
physical health is typically excellent but if, as many
espouse, humans are indivisible systems where balance
is paramount to good health, then equal effort needs to
be applied toward the maintenance of emotional and
spiritual health. The authors of this study are careful to
point out that the positive results of MQ for cancer
patients can be understood within this framework of
mind/body medicine, and minimized discussion of the
possible mechanism of action for MQ from traditional
Chinese medical energetic theory.

Blinding of participants was of course not possible
due to the nature of the intervention, but some method-
ological weaknesses do come to the fore, especially the
high attrition rates. The authors rightfully explain this
may be due to the fact that people with all stages of can-
cer were included in the trial. Another concern is the
lack of a placebo sham group, which would help distin-
guish between benefits that could be ascribed to person-
al attention and group interaction as opposed to the
specifics of MQ practice. In addition, the volunteer sta-
tus of the participants could certainly invite bias. The
specific postures employed were not identified in the
paper, information that could have been useful. 

Previous studies of mind/body therapies have also
suggested promise in the setting of cancer care. These
data, including those on MQ, are even more compelling
when one considers that the interventions can be per-
formed in groups.

Results of the study by Oh et al strongly suggest that
MQ deserves consideration in the treatment plan for
people undergoing treatment for cancer. The strength of
the researchers’ findings suggest not only statistical sig-
nificance, but also the potential for measurable clinical
improvement.   ❖

CME Objectives
Upon completion of this educational activity, partici-

pants should be able to:
• describe evidence-based clinical analyses of common-

ly used integrative therapies;
• make informed, evidence-based recommendations

about the usefulness and efficacy of integrative thera-
pies to patients in their practice; and

• critique the objectives, methods, results and conclu-
sions of useful, current, peer-reviewed clinical studies
in integrative medicine as published in the scientific
literature.

1. In the study reviewed, which of the following is not
representative of the Mediterranean diet?
a. It includes at least 30 g of olive oil daily.
b. It is low in red meat.
c. Carbohydrates primarily are complex types.
d. It is three times as effective as a low-fat diet in controlling

HbA1c in new onset type 2 diabetics.

2. Pomegranate contains various phytochemicals, such as
anthocyanins and proanthocyanidins, catechins, and epicat-
echins, whose mechanisms of action are thought to include
all of the following except:
a. antioxidant.
b. tumorigenic.
c. anti-inflammatory.
d. platelet inhibition.

3. Patients with chronic low back pain who participated 
in Iyengar yoga reported which of the following?
a. Improvements in pain
b. Improvements in functional ability
c. Improvements in depression
d. Less medication use
e. All of the above

Answers:1. d, 2. b, 3. e.

CME Questions
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ment options and physician office practices. Our intent is the same as yours — the best possible
patient care.

Upon completion of this educational activity, participants should be able to:
• describe evidence-based clinical analyses of commonly used integrative therapies;
• make informed, evidence-based recommendations about the usefulness and efficacy of integrative

therapies to patients in their practice; and
• critique the objectives, methods, results and conclusions of useful, current, peer-reviewed clinical

studies in integrative medicine as published in the scientific literature.

Each issue of your newsletter contains questions relating to the information provided in that
issue. After reading the issue, answer the questions at the end of the issue to the best of your
ability. You can then compare your answers with the correct answers provided in an answer key
in the newsletter. If any of your answers were incorrect, please refer back to the source material
to clarify any misunderstanding. 

At the end of the semester, you will receive an evaluation form to complete and return in an
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(404) 262-5476. You can also fax us at (800) 284-3291, or outside the U.S. at (404) 262-5525. You
can also email us at: customerservice@ahcmedia.com.
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