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Welcome to Functional Medicine Update™ for May, 1998. We are witnessing a transition in the new
healthcare delivery system we call managed care. A recent article by Dr. Ronald Glasser, "The Doctor is
Not In," begins as follows:

"We are born, we live, and then we die, but these days we do so with less and less help from a medical
profession paid to discount our suffering and ignore our pain. Proofs of the bitter joke implicit in the
phrase ‘managed care’ show up in every morning’s newspaper, in casual conversations with relatives or
friends recently returned from a hospital or from what was once thought of as a doctor’s office instead of
an insurance company’s waiting room, and in a country generously supplied with competent and
compassionate doctors, 160.3 million of us now find ourselves held captive to corporate health-care
systems that earn $952 billion a year but can’t afford the luxury of a conscience or a heart."

That is a powerful beginning to this essay, which appeared in the March issue of Harper’s Magazine, a
publication that commonly has a liberal, but very insightful point of view into what is happening in our
society. Dr. Glasser, a well-known writer on medical evaluation, is a pediatrician from Minneapolis and
author of several books. In the Harper’s article he discusses the manifesto published recently in
the Journal of the American Medical Association in response to the trend toward managed care. The 1997
manifesto states the following:

"The time we are allowed to spend with the sick shrinks under the pressure to increase throughput, as
though we were dealing with industrial commodities rather than afflicted human beings…. Physicians and
nurses are being prodded by threats and bribes to abdicate allegiance to patients, and to shun the sickest,
who may be unprofitable. Some of us risk being fired or ‘delisted’ for giving, or even discussing,
expensive services, and many are offered bonuses for minimizing care."

Dr. Glasser believes the managed care system was meant not to care for sick people, but to take care of
and manage money. It is evaluated on the basis of what he calls "medical loss ratio." Medical loss ratio
refers to individuals who use expensive medical services versus recruiting people into the system who are
reasonably healthy and do not use medical services. The goal is to be a highly profitable, managed care
HMO provider. You get all the people who do not use the services, and as soon as they get sick, you try
to get them out of your system because that makes it unprofitable. It presses doctors into ever-increasing
cost constraints and judgments about how to apply technology. This article is a useful review of where we
are today in the transition phase in the evolution of our healthcare system.

I take exception to one point Dr. Glasser made, however. That is the foundation of functional, predictive,
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and preventive medicine. I use this example in this month’s discussion because it opens the door to what
we are trying to accomplish in functional medicine. With a tongue-in-cheek approach, Dr. Glasser goes
on to say:

"SICKNESS IS THE PATIENT’S FAULT, AND DEATH IS A PREVENTABLE DISEASE: Because
we live in a society that equates youth and wellness with intelligence and superior moral character, the
health-care industry can pretend that it really isn’t supposed to do anything at all. If the patient hadn’t
been so careless – if he or she had given up smoking and drinking, read the complete works of Andrew
Weil, cut down on the day’s fat intake, checked the blood pressure, ridden the stationary bicycle, ingested
the correct amounts of garlic and zinc, gotten in touch with the inner child – then the patient wouldn’t be
making so many awful noises, wouldn’t be conspiring to harm the ‘medical-loss ratio,’ wouldn’t be
bothering doctors (busy and important people, albeit overpaid) with the miserable proofs of their
weakness and stupidity."

"No health plan advertises the fact that a good many patients admitted to the hospital with a diagnosis of a
myocardial infarct have few or none of the so-called risk factors for a heart attack. They are not smokers;
they are not overweight; they are not hypertensive; they exercised; they have normal cholesterol. No plan
sends out notices or memos that one in 25 births will have a congenital defect, or that a third of patients
with diabetes run the risk of going blind."

"In truth, it is a dangerous world out there."

While I congratulate Dr. Glasser for helping the reader understand the origin of problems with the present
medical system − he eloquently points out that the excessive focus on medical loss ratio through managed
care as a way of purportedly increasing cost efficiency of healthcare delivery occurs at the expense of
quality care to the medically disadvantaged, I take exception to his view on the value of predictive
medical services. He suggests that sickness is now being defined as the patient’s fault. "Because we live
in a society that equates youth and wellness with intelligence and superior moral character," he says, "the
health-care industry can pretend that it is not really supposed to do anything at all." He implies that a
doctor who is providing preventive medical services – what we might call functional medicine – is not
doing real medicine. The illustrations incorporated into this essay are photographs of intubated,
anesthetized patients receiving high technology "real" medicine. The examples with which Dr. Glasser
uses to reinforce his thesis that illness strikes even the best-intended individuals and wellness medicine is
of little value include: myocardial infarction in the absence of the usual risk factors for heart disease, the 1
in 25 infants born with a defect, and the one third of patients with diabetes who risk going blind.
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This month in Functional Medicine Update™, we have our own clinicians from the Functional Medicine
Research Center (FMRC) in Gig Harbor, Washington as Clinicians of the Month. These are people doing
the difficult clinical work that results in my being able to talk about the implications of these clinical case
studies on Functional Medicine Update™. The three people who are going to represent our center include
Eleanor Barrager, a registered dietitian from Australia; Barbara Shiltz, a nurse with her master’s degree
in nutrition and nearly 20 years experience in areas of standard medicine and, more recently, functional
and nutritional medicine; and Dan Lukaczer, clinical services manager, a naturopathic physician and
graduate of Bastyr University.

B: Eleanor Barrager, please tell us about the purpose and history of the Functional Medicine Research
Center and the kind of work you are looking at there.

EB: When we established the Functional Medicine Research Center about six years ago, our goal was to
have a research center devoted to the development of integrated clinical therapies, as well as new
assessment technologies to assist the practice of functional medicine in a clinical setting. We began with
just a few patients with particular disorders and used a variety of functional tests. We tried to determine
aspects of their unique biochemistry and physiology that might be contributing to their signs and
symptoms.

If several patients responded to a similar intervention for the same types of signs and symptoms, we then
developed pilot studies to see if we could reproduce these results in other patients with similar symptoms.
In some cases, we were very excited to have not only reproducible results, but also very good efficacy in
our treatment protocols. This led to the development of multi-centered, IRB-approved clinical trials.

Several laboratories expressed willingness to work with us to develop functional tests from which we
were able to assess various parameters in these chronically unwell patients. Those tests measured things
like intestinal permeability, digestive function, and detoxification ability. Our own in-house food
technology and quality control departments work with us at the FMRC to develop various delivery forms
of nutrients to nutritionally support some of the functional disorders we uncover in our patients. A
number of employees here at HealthComm have been willing guinea pigs, assisting us in the development
of lab tests and intervention programs over the years. I am also proud to say we have followed the
principle of primum non nocere(first, do no harm), respect for patients and participants, full disclosure,
and voluntary consent. As a result, we have had many willing volunteers and participants.

Not all the activities have been conducted at the Gig Harbor site in Washington. Many clinicians
participating in our multi-centered clinical trials offered their time, skills, staff, and facilities to help us
develop a functional medicine approach. If FMU listeners would like more information about our on- and
off-site studies, including nutritional modulation of detoxification pathways, delivery of nutritional and
dietary modifications to improve gastrointestinal function, and, more recently, research looking at the
antigenicity of rice protein and rice flour, they can contact us here at HealthComm. We will send copies
of research reports or reprints so that they can read in more detail about the exciting work we have been
doing over the past six years.
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JB: It has been amazing to watch the evolution of the research center, the studies we have engaged in,
and the quality of staff we’ve developed over the last six years. One of those staff members we are
pleased to have with us is Barbara Schiltz. Barbara has been involved with patient management and
clinical trials, and she is currently engaged in an off-site clinical trial in Arizona with one of our physician
colleagues who has offered his office and some of his patients to participate in this study. Barbara, could
you tell us a bit about the current FMRC trials?

BS:

I’ll tell you about the trial I am working on here in Arizona. We are working with chronic fatigue
immune dysfunction syndrome patients. We are testing their detoxification pathways, immune systems,
and antioxidant levels on a placebo arm, or a regular intervention arm, using a medical food, some
supplements, and an elimination diet.
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