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Introduction. The aim of the presented observational case series was to evaluate the experience in treating patients with
community-acquired pneumonia (CAP) within integrative medicine, particularly anthroposophic medicine in a well-experienced
and specialized unit. Patients and Methods. Patients with proven CAP were evaluated (CAP-study group) based on a retrospective
chart review. To estimate the severity of pneumonia, the pneumonia severity index (PSI) was applied. Treatment efficacy was
evaluated regarding body temperature, CRP level, leukocytes blood count, the need to be treated on ICU, and mortality. Results
were compared with the inpatient data of the Pneumonia PORT Validation Cohort. Results. 15/18 patients of the CAP-study group
belonged to risk class groups I-IIT (low and moderate risk), 2 patients to risk class IV, and one patient to risk class V (severe
pneumonia). 16/18 patients were treated with anthroposophic medicine only and 2/18 got additionally antibiotic therapy (both of
risk class IV). A significant reduction of body temperature, CRP level, and leukocytes blood count has been obtained by applying
anthroposophic medicine, while neither complications nor pneumonia-related death occurred. Compared with the control group
there was no significant difference in mortality rate, whereby no patient had to be treated on the ICU, but the duration of hospital
stay was significantly longer in the presented series. Conclusion. Inpatient treatment of CAP with anthroposophic medicine without
the use of antibiotics may achieve reasonable results in selected cases. Additional larger sized prospective controlled trials should

further clarify the role of AM in the treatment of CAP.

1. Introduction

Optimal treatment of pneumonia plays a critical role in tem-
porary medicine regarding morbidity and mortality [1-4].
In Germany, annual occurrence of pneumonias accounts for
400000 to 600000 patients, with an inpatient treatment rate
0f 30-50% [5]. Lethality amounts to 0.6% among outpatients
and from 13 to 14% among inpatients whereby a significant
age dependency is typical [4, 6].

According to treatment guidelines, applications of antibi-
otics or other specific agents are strongly recommended. The
aim of these standard treatments is to eliminate the causative
agent (bacteria, viruses or mycoides, etc.) [4]. With increasing
resistance to antibiotics [7-11], alternative treatment options

are under debate. Moreover, the increasing request of patients
on alternative treatment options [12-22] as well as cumulating
data which might indicate a potential anticancerous role
of acute inflammatory diseases and/or an adverse effect
in antibiotic treatment [23-31] is triggering the discussion
regarding treatment efficacy. In contrast, some approaches of
integrative medicine primarily intend to support the human
resources of recovery for curation (“aspect of salutogeneses”),
while reducing or eliminating the causative agents (bacteria,
viruses, or mycoids) becomes a secondary result only.
However, data on treatment efficacy in pneumonias inc-
luding complementary and alternative medicine (CAM)—in
particular anthroposophic medicine (AM)—are limited.
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The aim of the presented study is to evaluate the treat-
ment experience in applying anthroposophic medicine on a
specialized and experienced unit with focus on the treatment
of pneumonia.

2. Patients and Methods

Patients with proven diagnosis of community-acquired pneu-
monia (CAP), according to current guidelines [4], who were
treated within the Department of Homeotherapy in Heiden-
heim between March 1999 and September 2001 were regis-
tered and consecutively divided into five subgroups. There
were no further selection criteria, despite the willingness
and consent of the patients, who were requesting integrative
treatment. The Department of Homeotherapy in the Hospital
of Heidenheim (Teaching Hospital of the University of Ulm,
Germany) looks back on a 65-year experience in practising
anthroposophic medicine (AM) including a broad spectrum
of different applications within the scope of integrative
medicine (IM). The concept of integrative medicine seeks not
to weigh up conventional and alternative medicine against
each other but to optimize both forms of treatment while
intending an individualized approach [14-16, 21].

Chart review was carried out focusing on the following
parameters: initial clinical symptoms, radiologic features,
blood sample tests, and clinical followup. Clinical data
were retrospectively reviewed based on the hospital records
including medical history and on results from the contribut-
ing radiologists and laboratory.

According to current guidelines [4] the diagnostic criteria
for CAP were the clinical picture of an acute pneumonia, such
as possible fever, shivering, cough, phlegm, sputum, chest
pain, dyspnea in association with increased leukocyte and/or
CRP levels, and newly manifest infiltration in a chest X-ray
[4]. Patients with atypical manifestations, particularly elderly
people, were also included if a clinical change occurred,
like confusion or mobility impairment which could not be
explained by any other reason, but at the same time a newly
manifest infiltrate had to be spotted on the chest X-ray
[4]. All patients who did not fulfill these criteria, who had
hospital-acquired pneumonia (HAP), or who had immune
deficiency were excluded. Also, lost of followup was a reason
for noninclusion.

Results of chest X-rays were reviewed by two—and for
this case series reevaluated by additional one—independent
consultant radiologist(s) who were blinded concerning prior
diagnosis but confirming radiological signs of pneumonia.

In order to reduce potential coaffecting circumstances
five different groups were differentiated (Figure 1).

Group 1 includes patients pretreated with antibiotics
before admission to the Department of Homeotherapy; group
2 includes patients with an acute cardiac decompensation and
a congestive pneumonia (treatment of heart failure improves
usually pneumonia too in these cases); group 3 includes
patients in palliative care. All other patients were defined as
the CAP-study group: treated either with AM only (group 4)
or additionally with antibiotics (group 5).
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TaBLE I: Point scoring system by Fine et al. [32] to assign the different
risk classes of PSI.

Demographics Points assigned
If male +Age (yr)
If female +Age (yr) - 10
Nursing home resident +10
Comorbidity
Neoplastic disease +30
Liver disease +20
Congestive heart failure +10
Cerebrovascular disease +10
Renal disease +10
Physical exam findings
Altered mental status +20
Pulse > 125/minute +20
Respiratory rate > 30/minute +20
Systolic blood pressure < 90mm Hg +15
Temperature < 35°C or >40°C +10
Lab and radiographic findings
Arterial pH < 7.35 +30
Blood urea nitrogen > 30 mg/dL (9 mmol/liter) +20
Sodium < 130 mmol/liter +20
Glucose > 250 mg/dL (14 mmol/liter) +10
Hematocrit < 30% +10
Partial pressure of arterial O, < 60 mm Hg +10
Pleural effusion +10

> <70 = risk class II

Y 71-90 = risk class III
> 91-130 = risk class IV
> >130 = risk class V

Pneumonia severity index (PSI) was applied in order to
indicate the severity level of pneumonia, divided into five risk
classes [32-35] (Table 1).

As shown in Tablel, patients are scored between —10
and +30 points for the different parameters. Patients were
assigned to a risk class (risk class II, III, IV, or V) according
to the number of points they scored. Identifying patients
in risk class I is extensively described by Fine et al. [32].
Fine et al. had derived a prediction rule for the prognosis by
analysing data of 14, 199 adult inpatients with CAP. This risk
score was validated on 38, 039 adults hospitalized and data
of 2287 inpatients and outpatients with community-acquired
pneumonia.

In case of missing classification data, only the available
information were incorporated into risk assessments. Con-
secutively, in these cases the patient was classified at a lower
risk category and therefore rather understaged. The amount
of missing data was documented.

Patients were informed about different treatment options
available and about the estimation of the treating physician,
whether antibiotics were needed or not. Treatments were car-
ried out only in agreement with the patients (informed con-
sent). The individualized treatments were evaluated gathering
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(n=48) “Pneumonia” in charts

Clinical signs of CAP,
(n = 26) laboratory findings, and
infiltrate in chest X-ray

]

Differentiation into groups 1-5
\ Pretreated with antibiotics
before admission (n=4)
Group 1
Chronic heart failure with
acute decompensation (n=2)
Group 2
Palliative care patients (n=2)

Reasons of exclusion:

Hospital-acquired (n=8)
pneumonia B
Missing infiltrate (n=28)
in chest X-ray
No acute pneumonia | (n=4)
| Other reasons™ | (n=2)

Group 3
(n=18) CAP-study group
Treatment with Treatment with
AM only AM + antibiotic
Group 4 Group 5
(n = 16) n=2)

FIGURE 1: Flow chart of the inclusion and exclusion processes. “Other reasons for exclusion: patients with an immunodeficiency (n = 1),
patients lost of followup (1 = 1, this patient wanted to be moved to a hospital closer to home).

information on which anthroposophic drugs and external
medical applications like compresses, packs, and poultices
each patient received or if the patients were treated with
antibiotics and/or antipyretics. The finding process for each
individual patient is based on a holistic perspective on man
and earth according to the view point of anthroposophic
medicine.

For follow-up evaluation the number of leukocytes, the
CRP level, the course of body temperature as well as the need
for treatment on ICU, and the 30-day mortality in hospital
were documented.

For statistical analysis t-test for paired samples and chi-
square test were applied. Missing data were replaced with
the last observed value carried forward (LOCF). Calcula-
tions were performed using WinSTAT (R. Fitch Software,
Germany), SAS/STAT (SAS Institute Inc., Cary, NC, USA)
and SPSS (SPSS Inc., Chicago, IL, USA). A P value of <0.05
was considered statistically relevant. Results of the presented

data were compared with data of the inpatient Pneumonia
PORT Validation Cohort [32] in regard to mortality rate,
the necessity to treat patients in ICU and the length of stay
in hospital. Statistical analysis were conducted by Thomas
Ostermann, Ph.D. M.S., Professor for Research Methodol-
ogy and Information Systems in Complementary Medicine,
Faculty of Health, Department of Medicine, Center for
Integrative Medicine, Witten/Herdecke University, Germany.

3. Results

Extending thirty months, 48 patients with “pneumonia” were
admitted to the department of Homeotherapy in Heidenheim
and treated based on anthroposophic medicine. 26 patients
(19f:7m) with a mean age of 65.5 years (19-90a; SD
19.84) fulfilled the inclusion criteria “community-acquired
pneumonia’ (see Figure 1). The comorbidities are outlined in
Table 2.



TAaBLE 2: Comorbidities of all included patients in the case series
(n = 26).

Patients (n)

Heart failure 8
Cardiac arrhythmias

Hypertension

Coronary heart disease

Myocardial infarction

Aneurysm

Anaemia

Exsiccosis

Deep vein thrombosis

Pulmonary emphysema

Pulmonary fibrosis

Chronic obstructive pulmonary disease
Dementia

Psychiatric illness

Alcohol dependency

Melanoma

Cachexia

Thyroid diseases

Pancreatic insufficiency

Cirrhosis
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Steatohepatitis
Others

—_
[\S)

18 of these patients showed no major comorbidities,
which otherwise might mainly influence the course of the
pneumonia (such as congestive heart failures, immunode-
ficiency), and therefore these 18 patients became the main
focus for the evaluation of anthroposophic medicine (CAP-
study group, see also Figurel). The distribution of risk
classification according to the pneumonia severity index
(PSI) is outlined in Table 3.

On the whole 494 items could have been evaluated for
calculating the PSI while 65 were missing. That counts for a
missing data rate of 13.1%, from 0 to 4 data tops per patient
(median 2.0). The pO, and pH value were the most common
missing data, followed by respiratory rate and in few cases
glucose and blood urea nitrogen.

16/18 patients were treated applying anthroposophic
medicine and without the use of antibiotics; in 2/18 patients,
antibiotics were applied in addition. The individualized
application plan for each patient in regard to anthroposophic
medication and treatment is outlined in Table 4.

With regard to parameters which indicate efficacy of
treatment (in these series AM treatment) the body tem-
perature, the leukocyte blood count, and CRP levels were
documented. 70% of patients were free of fever after 72 hours
(3d) consecutive to the onset of AM treatment. The maximal
duration of febrile body temperature amounted to 10 days
(Figure 2). In one patient (who has got additionally antibi-
otic therapy), allopathic antipyretic therapy (Novaminsulfon
acid) was applied per os over a period of 5 days. Despite
two patients (out of palliative care group 3) in all patients
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FIGURE 2: Course of temperature in group 4 (patients with AM only
in the CAP-study group). Figure 2 shows the number of patients
with body temperature above 38°C within the first ten days.
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FIGURE 3: Course of CRP in group 4 (patients with AM only in the
CAP-study group). CRP value 1-3 days shows the highest CRP level
within the first three days, CRP value 4-9 the lowest value within this
time span, and CRP before admission value at the end of treatment
in hospital.

a highly significant decrease of initially elevated CRP levels
was observed (Figure 3 and Table 5) beside normalization of
leukocyte blood count in cases of initial leukocytosis (Tables
8and9).

The mean duration in hospital within the CAP-study
group (n = 26) was 20.2 days (Table 7). None of these patients
needed to be treated on the ICU, compared to 9.2% within the
control group, ranging from 4,3% to 5,9% in lower risk classes
I-1I1, 11,4% in risk class IV, and 17,3% in risk class V whereby
the duration in hospital is ranging from 5 to 11 days [32].

On the whole, one patient died for not pneumonia-related
reasons (out of palliative care group 3), within the patients
who fulfilled the inclusion criteria (groups 1-5, n = 26;
3.8%). In comparison to the control group (mortality rate of
8%), no significant difference (P = 0.44) within statistical
analysis, using the chi-square test, was observed (Table 6).
Two of the primarily excluded patients with HAP (n = 22, see
Figure 1), who belonged to palliative care patients, died (age
90 and 91). In order to estimate whether a selection bias might
influence not seeing a significant difference in comparison
to the control group chi-square-test was applied also on



Evidence-Based Complementary and Alternative Medicine

TABLE 3: Patients of groups 1-5 according to risk class of PSI.

Risk class I Risk class IT Risk class III Risk class IV Risk class V. Total

No. of all patients
Patients treated with AM after few days antibiotics (group 1)
Patient with heart failure and acute decompensation (group 2)
Palliative care patients (group 3)
CAP-study group

Patients treated with AM alone (group 4)

Patients treated with AM + antibiotics (group 5)

9 6 4 4 26
2 1 1
1 1 2
1 1 2
7 5 1 16
2 2

the whole collective included (excluded patients plus groups
1-5, n = 48) obtaining a mortality rate of = 6.3% compared to
8.0% in the PORT control group (P = 0.69), indicating also
no significant difference.

The CRP level was reduced significantly (P = 0.000) in
all patients with CAP (n = 26, Table 5). Within the subgroup
“treated with AM only” (group 4, CAP-study group) also a
significant reduction of CRP levels was observed within 4-
9 days and until discharge (P = 0.001 and P = 0.003, resp.).
Within the subgroups pretreated or additionally treated with
antibiotics (group 1 plus group 5) a significant reduction of the
CRP level was only observed after 4-9 days until discharge
(P = 0.04, Table 5).

There were no additional complications observed within
the presented study.

In order to present the data most transparent, each
individual course is outlined within Tables 8, 9, 10, 11, and 12
according to the groups.

4. Discussion

From the background of achieving high cure rates, antibiotic
therapy for community-acquired bacterial pneumonia is the
treatment of choice today. However with increasing resistance
to antibiotics, unpleasant adverse effects and not least with
rising request of patients to be treated within the scope of an
integrative approach, alternative treatment options are under
debate. Moreover, available data in this context is limited
within the established medical literature. Therefore, the aim
of the presented observational case series is to evaluate
the experience in treating community-acquired pneumonia
(CAP) with anthroposophic medicine (AM) within a highly
specialized and well-experienced medical unit. The data of
the presented observational case series are documenting the
availability of an integrative treatment option for the treat-
ment of CAP in hospital with good and comparable results
in certain cases, in the context of such a specialized medical
unit. Herewith, the presented study reports on unique data on
a very relevant topic. However, due to the retrospective study
design, the small number of patients, and a mutually not to be
underestimated selection bias, the weight of conclusions for
future treatment strategies in bacterial pneumonias is limited.
Therefore, controlled prospective trials remain to further
clarify the role of integrative medicine in the treatment of
pneumonias.

Out of 48 patients with pneumonia, 26 had CAP, and
18 patients out of these were primarily treated with AM
(CAP-study group, see Figure 1 and Table 3), while two of the
latter got additional antibiotic treatment during their course.
The individual anthroposophic treatment (as outlined in
Table 4) did significantly reduce body temperature, CRP level
(P = 0.03), and white blood cell count, while no statistical
difference with regard to morbidity or mortality was observed
(P = 044; P = 0.69), but a 2-3-fold longer hospital stay
was necessary in comparison to the conventional standard
antibiotic treatment of bacterial CAP in the control group
[36] (Table 7). This is in line with published data concerning
the antibiotic treatment of CAP [37], while there are no
comparable studies on CAM or AM regarding inpatient
treatment of CAP. Within the CAP study group, there was no
pneumonia-related death observed, and none of the patients
needed to be treated on the ICU. Anyhow, it is questionable,
whether the investment of a multifold longer hospital stay—
at least with regard to the costs—might be at any time
convincing in order to support the integrative approach in the
management of pneumonia. However, despite the economi-
cal aspect at first step, which favours the antibiotic treatment,
there are also critical data on long term adverse effects
in context with antibiotic and antiinflammatory treatments
published [27-31, 38], such as pro-cancerous effects and/or
relations to the genesis of immunological disorders, for
example, in melanoma of the skin [27], in breast cancer [31],
and also in hemato-oncological diseases like acute lymphatic
leukaemia [30] or non-Hodgkin lymphoma [31]. The use of
antibiotics and antipyretic drugs seems to play a major role
in the development of allergies and/or autoimmune diseases,
too [38]. But these long term sequelae of antibiotic and
antipyretic/anti-inflammatory drugs as well as a potential
benefit by using alternative approaches are very difficult to
evaluate and therefore remain to be further investigated in
future studies. From the view point of integrative medicine,
the intention to mobilize human natural resources of recov-
ery (salutogenic approach) should reduce adverse events
or any other harms to the patients but still remain to be
proven yet. Moreover, the rate of recurrence might be a
supplemental challenging issue with regard to treatment
efficacy and sustainability. Whether the character of approach
(integrative and salutogenic or allopathic) may substantially
influence the recurrence rate of pneumonia or other sequelae
diseases should be consecutively of interest, also regarding
the economic debate.
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TABLE 5: Statistical analysis of CRP course.

CRP level (mg/L) Initial (1) 4-9 days (2) End of treatment (3)
All included patients, group 1-5 (n = 26)
P value CRP from (1) to (3) P =0.00

P value CRP from (1) to (2) and (2) to (3)

CRP values (1), (2), and (3)

Patients treated with AM only, group 4 (n = 16)
P value CRP from (1) to (3)

P value CRP from (1) to (2) and (2) to (3)
CRP values (1), (2), and (3)

Patients treated with AM and antibiotics, groups 2 and 5
(n=6)

P value CRP from (1) to (3)
P value CRP from (1) to (2) and (2) to (3)
CRP values (1), (2), and (3)

129 (SD 114.13)

161.22 (SD 130.06)

30.12 (SD 39.74)

P =0.00 P=0.12

46.10 (SD 56.01) 17.20 (SD 41.97)

P =003
P ="0.01 P =0.057
43.40 (SD 56.01) 3.51 (SD 2.98)
P =0.575
P = 0.464 P =004

50.60 (SD 13.11) 23.85(SD 8.91)

This table shows the statistical analysis of CRP decrease from the initial to the second and third value and from the second to the third value. T-test for
paired samples was applied. (Initial, 1-3 days (1), 4-9 day (2), End of Treatment (3))

TaBLE 6: Complications in comparison to control group (Pneumonia PORT Validation Cohort [32]) in regard to mortality rate and the

necessity to treat patients in ICU.

Study series Control group (n = 1343) P value
Treated on ICU 0/26 (0%) 124/1343 (9.20%) P=0.10
Mortality study series (1 = 26) 1/26 (3.8%) 107/1343 (8%) P=0.44
Mortality with excluded patients (1 = 48) 3/48 (6.25%) 107/1343 (8%) P =0.69
TABLE 7: Length of hospital stay.
Risk class I Risk class IT Risk class IIT Risk class IV Risk class V
Study series (n = 26) 19 21 9 29 23
Control group (n = 1343) 5 6 7 9 1

In addition, also multiresistance of pneumonia inducing
bacteria has become a rising and challenging issue at present
[7-11], which might be solved at least in selected patients
who could be treated with anthroposophic medicine instead
of antibiotics. Consecutively, selection criteria which may
indicate secure application of integrative treatment options
remain also to be further evaluated. In the presented course
of patients with CAP the indication to additionally apply
antibiotics appeared whenever a patient did not show any sign
of recovering within three days after onset of treatment (like
in two patients of the CAP study group) or if a progressive
deterioration was obvious regarding parameters, such as
dyspnea, body temperature, CRP level, or white blood cell
count.

With regard to the well-validated classification of CAP
into different levels of severity (PSI: pneumonia severity
index), 15/18 patients of the CAP-study-group belonged to
lower risk classes I-III, and all of these were treated with
AM only (Table 3). Two patients of risk class IV were treated

with antibiotics in addition to AM. Finally one patient
classified into risk class V could also be treated with AM
only. These data may show the practicability of AM in the
treatment of pneumonia in principle, but neither do the
low number of patients and the retrospective design allow
to conclude reliable expectations on treatment results nor
do they indicate certain limitations of the anthroposophic
therapeutic concept. Therefore controlled prospective studies
remain to be performed in order to clarify strengths and
limitations of the integrative approach in the treatment of
pneumonia.

Anyhow it is worth to notice that even severe pneumonias
might be approachable by applying AM only, as indicated
by the patient classified in risk class V. This is in accor-
dance with recently published data reporting a successful
treatment course in a case of a 96-year-old female with
severe pneumonia, lung abscess, and associated septicemia,
treated with AM only (without antibiotic) [39]. Therefore, it
needs years of experience as well as a time-intense dedication



Evidence-Based Complementary and Alternative Medicine

- “eouds£p pue
««Sun o= ow ~% cwninds ToAdJ UOTSSTWpE torssardo . . [oAd] .
12001 0o quan oy ut red . a Le 8'sT 8% — I (i}23 n or 4 8
SIPPICE 9t Ul 3EAIGHI pue ‘uonsneyxs YSnoD
“Burzaaypm
830 ‘spunos Temajd
“UONIPUOd [e1aUa3 1004 Astmag 10 0TI 011 el z 9'8¢ n s 4 <L
Iomo[ pue a[pprur JySx @.awswu A1 D6 I
arenyut SBre eniuy 01 dn “[oam suo 10§ Humom
*s3un[ oy} uo spunos
Surpped ‘uonIpuod
"$9QOT S[ppIW pue  Te1oudd 1004 ‘SHISNUIS SSOUTZZIP . . . . . .
Jomo[ dyeny[yur a8re] ‘wninds yim y8noo  pue SEWwo)s ‘SHISNUIS o€ 23 w96 o 06 € £6¢ I & W 3
Suons jo skep 7 ‘D 0%
0} dn 19495 Jo eam duQ
“3uny a3 U0 spunos
Surppern pue sdif a1 Jo
‘Bunjoyyjo  stsoueld ‘eduds{pAyoey, eruownaud [oA9] .
jxed 3o Jomo[ 2yen[yu] “UOISSIWIPE  JU21IN031 “eruarydoziyog L€ el [ewWION £ cee I 8 d4 5
03 Jo11d sfep ¢ eoudsAp
pue wninds yym ySno)H
“Suny
a1} uo spunos Jurper
y8u [e1ajeoseq .wozeswU Eoﬁwﬂoom proxdpags jo eurouape 08 €1¢ THy 79 -08¢ o1 T6s n s 4 ¥
: i uorsuayradAy Terrolry
eI JUT [[eWS “uorssTwpe 0} Jorid
sAep ¢ 1049] pue y3noH
"UOT)IPUOD [BIUIG 100
*2qo1 3yStx “Suny ayj jo aprs JyStr oy snneday . . . .
1oddn ayenyur o81e7 uo spunos Surpperd pue  Sur{uedwoosoe 4Asumoyg 6¢9 ece i 1281 € g6e I or W€
onseds ' 1% 03 dn 1049
*s3un[ oy} uo spunos
Surpped pue sy
P ‘uonIoxo uo eaudsAp s1s07e)s donjeday pue s
[yorom £y1s9q0 ‘uonipuod  ‘snrydouoreddSurrmoar 0 91 611 19491 / 6'6¢ 1 o d e
Jo e3ury 2y ur Aen U] : i ] - [eWLION
[e19Ua8 J00{ “1oAJJ syisnuts ‘sunedapy
JO YoaMm U0 ‘skep (T 10}
[ySnoo pue JeoIy) 210§
"s3uny oy wo spunos uorsnnoidostp
. Surpperd ‘uonrpuod .
Y erouag 1004 1 0p 03 dn [ A2HA PUE SHISHES 69 8'99 1% ¥y 8Pl T8e 4% I
Y311 1oMO] pue 2qO] I d 0. QUOIPULS JnowIng ¢ ¢ I d
arnjeraduud) ToAdJ YIIM . dou
3391 1oddn ayenyur a8rey SurgBnos skep swos 104 snneday Lsumajg
uorssrupe uo sSurpuy pus  (shep 6-%) (skep ¢-1) pud urdaq w3y SSEP
Ke1-x 1s9UyD v:m Liosry ?uw@uz sanIpIqIowo)) o el P - ut»u.oxsoq Mww_wwwm arnjeradway, o a8y x5 N

‘(¥ dnoi8) A[uo jusunjean) Wy yim sjuonied :dnoid Apnis-qy) :g a14V],



Evidence-Based Complementary and Alternative Medicine

"sgun|
a3 uo spunos SurpeI)
"UonIpu0d [eIdUT

erwiAye

sguny jo ’ ¢ . . [9A9] .
yred ySis samof arenyul pauayeam ‘wmnds pue ‘uorsuaiadAy €0 €0 9 [ewion (4 473 m <9 d ¢l
: arex ‘y3noo £1p D .76¢ [eLIo}IE T9OUED JSeIg
UOISSIWIPE J& “UOISSTWpe
03 Jo11d PT J9Ad]
"sgun|
2y} uo spunos Jurpperd N,
pue ouereadde . e
‘sreuowund 100 pue pa109[3au “yyearq PUP WISIIOYOSI® STroTH:
‘s1s01qy ‘BwsAydura  JO SSULIOYS ‘SISOuRAd AypedorBuvoriu . . . . .
pasunouoid ‘2qo ‘uonIpuo? [e1ouad [eIga10 At 9°6S ¥9'9 L¥'81 (4 9'8¢ m 49 4 ¢
i JIM SISOJRWOIQIJOINAU
JyStr zomor ajenyu]  100d Oe3s [eUONIINU .
pue ‘s3uny 9y jo sIsoIqy
Prq v Ul UOISsIpt 3V sruoIyd “ewrasAydur
D.6¢€ 03 dn arnjeradwe) ruory qdurg
cwninds pue ydnop
erwylyLre pue ‘sguny
243 JO 2O papIs-9[
520 eoudsA (T a1} JO SULINUIS YIIM
B — "3)€)$ [EUONLNNU Peq  UONIPUOD SISO[NIIIqN) 1L £09 987 Y9 €Iyl 9 0'6¢ MmI 8 4 1
[PPIC 2 19 ‘uonIpuod [erouad 1004 -3sod ewasfydwo 03 anp
Kouamignsur £10yexidsax
aatrssaxdoxd sruory)
‘Buryjeaiq
[BULION "UOT}IPUOD
[e1ouad 1004 D F'0F NO——
0y dn arnyeradwo) e pue torinoas Asdardo . . . . .
"$9qOT S[pprw oyenyul  syeams Jydru snid ‘skep ME S@M . %Gsw e gy oce 4 evil ¢ o6e I e« W o
M?J ISB] Y UT 9SIOM fearp Hild
303 yorym oprs JyS1x
a3 uo ured 3591 ‘Y3noy
"Spunos
Suryjearq paonpay
'sgunj jo “UONIPUOD [RIAUT msoﬁwbﬁtb%ﬁ ) . . .
1red JySi Jomo[ SeIU]  100d . 6€ 03 dn 19A3) P pue Sworpuss ro ¥sC 8¢ %99 €SL1 6 0°0% o ¥ d 6
ydnoo L1p uorssrwpe wnoung sunald
a10J2q Aep auQ
uorssTtwpe uo sgurpuy puo  (shep g-%) (sAep ¢-1) pud urdaq w3y SB[
Ae1-y 1s9UyD ‘ sanIpIqIowo) i onqajqns  armeradway, a8y xog IN
pue AIOISTY [eIIPIN 440 LK) i 10) OT  ahoona] fep1smg sty

‘panunuoy) :g AIAV],



Evidence-Based Complementary and Alternative Medicine

10

IeaJ 4 JUAWIRAI) JO PUD Je JYD PUd JYD "ueds SN SIY) UIYILM IN[BA ISIMO] oY) 36 [[1} F SAeP JyD "syuanedur se s£ep 22113 511y o) uryim anea 3saySiy :sAep pI¢ pue 1sT JyD "pauriojrad
Surp10531 I9Y)INJ OU ‘$9)4500M9] [eWLIOU JO dsed U] ‘Terdsoy ay) Jo a3reydsIp Je $91£500N9] JO JUNOD JY) pU O "SALP 221} ISIY Y} UIYIIM $31£500N3] Jo Ioquunu JsaySIy :$914500007T ) _0'8¢ MO[oq sarnjerodway
smoys juaned oy Aep 351y oy :aanjeradurs) J[LIqajqNs Aep ISIT PIUIINO SABP 2217} ISI Y} UTYIM drnjeradurd) parnseswr JsaySiy oy st 2njeradwa) [z¢] [ 10 UL Io)e SSe[D NSLI O[BW :JA] O[RW 3 XS

‘uorsnyoa [ernafd

*sSuny
oY) uo spunos Jurpper)

Adeatporper juarmd

. *ap1s Y811 Y} Uo spunos pue ‘sIsoy1ID £rerq . . . [oAd] .
W%MMWMM ﬂwﬂ“%wﬂ Suryesaq ‘uonrpuod Arewnid “ewourdied (44 6 [ [eULION 9 8'8¢ A d 9
: [e19Ua8 100 "SISNUTS SNIAN TI2OUED ISBIIY
‘umjnds ‘ySno)H
"sgun|
whwoﬂwwwwmwm.wﬂwwm“w eruownaud ewuserdoofw
12M0[ 3] pue Nwm praouaf sood worsiupe P %ﬂ?ﬂ%m%mﬁ 6 &<l 67C Pl s P moIE 4
: 03 1o11d sfep ¢ spmyy L [euLION
$9QO] JoMO[ puE J[ppIur SBIpIEd ‘UOTJePIL)dI
. SNIOUARIUT PIATIIAT .
syenyur a3re :renruy O[] S[ULP 9943 Teruawr “ewasAyduryg
pue y3noo jo yoam duQ
"s3un|
31) U0 spunos Surpoed
2q0] ‘uonIpuod [erouad 1004 Asunayd pue ‘siserpipued
R Tp—— ‘Bunrwoa “QuoIpuss mo-uing 70¢ 91z VIL  S6EI € 6'8¢ m % 4 ¥
. [EOIUL D ,07-6¢  ‘OIN[Ief 31837 STU0IYD)
2109 “wninds noym
Sury3dnoo jo ypam auQ
£ UOTSSTWpE Uo sgurpuy pus  (sAep g—%) (sAep ¢-1) pud urdaq w3y d ssep g .
FEXRID pue Logsty eorpay PHIPIFOWOD + - iy D QD 9T audooyna ﬁwwﬁm HMEREIRL Yoy Y S N

‘panunuoy) :g A14V],



1

Evidence-Based Complementary and Alternative Medicine

qIea( ) JUAWIRAI) JO PUS JB JYD PUS I "ueds WM SIY) UIYIIM IN[BA ISIMO] Y] 36 [[1} & Aep D "siuanedur se sep 91y 1511J 9y} UIYIIM dnfea 1s9Y31Y :Aep pI¢ pue 1T D ‘pawriojrad
Sem SUIPI0d3I I9Y}INJ OU $)4500N3] [eWLIOU Jo 35D U ‘e3idsoy ay) Jo 931eydstp 18 $914500M3] JO JUN0d SYT, :pUa "> ‘sAep 931} ISIY Y} UIYIIM $31450003] JO Jaquunu }say31Y :$3)£500n3T *) 0'8€ MO[2q sarnjeradurs)
smoys Juanjed o) ep 151y Y :aanjeradus) o[1IqayqNs ABp SIT "PAUIINO SABP 9911 ISIY oY) UTYIIM dInjeradurs) panseawr 1soySTy oY) st srmjeraduwa) ) *[z€] [e 10 UL I9)e SSE[D YSII 9[eU ([ O[ewd)  XaS

*sguny ay) Jo yoewols
apIs Y311 9y} Uo punos 3} JO UOT}DSAI I]
-s3p1S 9] pure 1451 o m.EEuSu ,mocmw\»Qm .wto::m Iye zo_tﬁcom
1O SOTENYUI [OIU00) :oE.quu [e1oud! SUIDIPYNSUIDT)BIIOUR - 0'pe - [oA9] ol o8¢ KR
) ) 1004 “wninds yim juduIEaI} [eULION
SOJRII[JUT OU :[eIU] .
ySnoo pue ‘urjeoms yuarjedur Surmp
pue SULISATYS ‘UOISSTWPE 1By 9} Jo WisAInaue
Joud s£ep ¢ D.6'8€  IIM YOBIIEIIRIY 2INOY
uoneIpAysp pue
“UonIpu0od [eIdUT ‘(129840500 pue [9a1])
‘uonsauod 1004 ‘sdij onjouedo sSuny  190[N sMIIqNOP STITISAO
Areuownd [enjuad oy} uo spunos SurppeI) o1deyrIoway Anoe 0'6¢ 76 19491 9 86¢ Al 64 I 1
9§ JIPIEI0IIAI AJeII[YU] eoudsAp D, 0F-6§  “@9OYLIBIP 2I0AJS JNOE [PHHON
:12A9] pUe BIOYLIRI(] ‘uorsua)radAy [errayre
QIN[TeJ 3183 JTUOIYD)
duray
Kex-x 1s9yD uoIssiwpe uo sdupuy sanIpIqIOWo)) L pus - (sfep6-y) (sdep 1) puo utsaq onqayqns  armeradway, SSe a8y  xe§ IN
pue L1051y [EI1PIN o 440 440 40 2T Ahdoyna %.% 1SIL] sty

*(¢ dnoid) sonorqrue ym pajeany A[feuonippe pue Ny yim sjuanjed :dnoid Apnys-qy) :6 214V],



Evidence-Based Complementary and Alternative Medicine

12

“rea( 14 JusuIIRaI] JO PUS 1B JYD (PUS YD ‘Ueds S SIY) UIIIM dN[RA ISIMOT 3] :6 [[1} F SABP JyD "syuaned-ur se skep 9911 1811 oY) UIIIM anfea 1say31y :s£ep pi¢ pue Is| YD "pawiojrad
sem SUTPI0DaT I9Y)INT OU ‘s314500N3] [RULIOU JO 3sed U] Te3dsoy] a1y} Jo 95TeydsIp 18 $31430013] JO JUN0D ) :PUL "> "SABP 9T} ISITY ) UTYIIM $3]4200M3] JO T2quINU 359y :$3)£200NaT ) ('8¢ MO[2q sarnjeradura)
smoys juanjed oy Aep 181y oy :aanjerodurd) 9[11qaj-qns Aep ISIL "PauIINO SABP 991y} ISIY ) UTYIM aanjeradurs) parnseaur 1say3ry ay) st dinjerodwa) “[z¢] [e 19 dUL I9)ye SSe[D NSLI D[eW A O[BWa) i XS

“Buny
JomoT JYSII uoreny U]

*sguny ayy) Jo syred
JI2MO[ }0q UO punos
Surppemn pue Ksaqo
‘snje}s [e1oudd 1004
‘(1070e792)

P 2 jo yudunjean-aid
S1J0IqIIUY "UOISSTWpPE
03 J011d Yoom auo

10 y3noo pue ‘O '8¢
01 dn amjeraduwa)
‘eduds£p pue y3noo

AIp yam @dOD J0 ®T

(III-11 VHAN)

JIn[rey 11eaY] JIUOIYD
pue ‘s3a] ayyo sisArered
U3m soworpuds reurds
‘uorsua)radAy [er1ayre
9SBISIp 1183 AIBUO0I0D
((@d0oD)asessip
Areuournd

9AT)ONIISQO OTUOIYD)

[oAd]

VL L'¢S 0L [PULION

§'8¢ m 9 4 i4

Juowdas Jydur
JOMO[ 31} JO eI U]

"sgun|

3y} uo punos urpperd
ou ‘(auojournb)

P ¢ Jo yuauujearjord
ST0IqIIUY “UOISSIWpPE
03 soud p ¢ D 6€

03 dn 72497 Jo Yyoam auQ

wistproidyjodAy
LUWOUTDIED JTI)SBD)

[oA9]

s 0 ST [PULION

0¥ Al 89 qd €

'sduny jo yred
1oddn JySur genyuy

“Suny

14311 Jo spunos YyeaIq
[BULIOUqE PUE JeIMS
P10 ‘sdif o jo sisoue£o
‘snye)s [e1oudd 1004
PTIo

jusunyeaniaid onoiquuy
“uorssrurpe o3 Jorrd

p ¢ andnej pue wnjnds
M ySnoo T2A]

snneday
cwsIproIypod£yy

. . . [9A9]
00 At 099 [PULION

Le I s qd (4

‘Suny jySux
3y} uo ayexyyur a8xe|
‘vorsnya [eanafd aSre

‘spunos Suryyeaiq
31} Jo UonENUIE
pue ‘uontnNURW
‘snye}s erouad 100d 1A
‘(ouofoumnb
‘surrodsoreydan)
sonoiquue

ym pajearjord
s[dnymu sonjorqnue
U0 3[IYM 5 ,6¢

0} dn 19A9] JUDLINDAY

uoIsnyjo
Teanard oa8re pue
‘wstproxAyyrodAyprrua
T2OUBD JSBIIQ ‘STSOIIISKD
“eIXAYLD “BNUAWA(]

[oAd]

L£'6C 8¥ 66 [PULION

9'8¢ A 98 A I

Ke1-x 1s9yD

uorsstupe uo sgurpuy
pue L1081y [eITPIN

sapIpIqIowo) 4

urdoq
914003naT

(shep ¢-1)  pud
4O T

(skep 6-%)
fch:10]

puo
f<1:10)

duway

a[LIqyqNs
Kep isiig

ssepd

armyerodway, -

By  x9g 1IN

*(1 dno13) uorsstwpe 210J0q sonOIqIIUE YIIM pajeariald sjudryed 07 E19V],



13

Evidence-Based Complementary and Alternative Medicine

Iea( 4 JUdURAI) JO PUd Je JYD PUd JYD "ueds ST SIY) UIYILM IN[BA ISIMO] oY) 36 [[1} F SABP JyD "siuanedur se s£ep 2213 1811y o) uryim anfea 3saySiy :sAep pi¢ pue 1sT gy "pauriojrad
sem 3UIpI0daT 1Y)INJ OU $9)£500N3] [BULIOU JO 5B U] ‘Tetdsoy] ay) Jo 931eyDsIp Je $314200N3] JO JUNOD 3Y) :pUL DT 'SALP 31y ISIY Y} UTYIIM $)£500N3] JO JoqUINU JSaYSTY :$914500N9T "D ('8 MO[2q sarnjeraduwa)
smoys Juaned ayy Aep 1s1y o) :arnyerodwa) a[11qayqns Aep ISIL] “PAUIPNO SABP 921Y) ISIY AU} UTYIIM dnjeradurd) pamseawr 3saySty ayy st 2rnjeradwa) *[zg] [e 19 UL Io)Je SSe|d YSLI O[eW ] O[eWd 3 XS

*921S 113y JO

9SBAINIP TR[NIIAR[IRIJUT
aprs Y31 ajem[Iyur
:sAep Inoj 19)y€ [01UOD)

"sguny a3 o oprs Jydur
a1} Uo spunos Surpper)
‘UOT)IPUOD [eIoug

sisoquioly) uraa doap
pue “earedyed sHLINI[J

[oA9]

"uonsagU0d [BIJUD  J0OJ "UOISSTWPE 0) Jorid CTOUIOTRD [8)0T ro> 09T €5 [euLION 8 0'6¢ A8 N T
pUe 9ZIS }183Y PIseIIOUT p ¢ aanssaid oeroyy In{rey 3183y dIUOIYD)
“eareored spumad os[e 10A9] “edudsA (]
9Je)[UT OU :[erIu]
0.6¢
N - amjerodway, *sSun| uorsuaytodAy
: a3 jo punos SurppeI) [e119)1e pue ) . ) )
EEU.wMMMCNMMHﬂ& ‘8o[ uoroms padiejug  “sisoquioryy uraa daop 19 SYy |72 8T'¢l €l 0'6€ nm <L W I
) 1eay poote[uy ‘sIsoquIoIy} uroa dosp QIN[TeJ 1183 SIUOIYD)
9PTS Yo oY} UO jeIy[yu] % M POIEDE Sop
UOISSTWpE uo sgurpuy pus  (sAep g—%) (sAep ¢-1) pud urdaq dury SB[
ferrxas200 pue £103s1q [e1paI SHPIGIOWOD + - iy ERe) RRe) o1 akoodmat ﬁwwmﬂ R PRI Vs

*(z dnoi3) uonesuaduwodap 2)noe YIIM INJrey 1183 STUOIYD YIIM JUdLied [ 14V],



“rea( 14 JusuIIeaI] JO pud 18 JYD JPUS YD ‘Ueds S SIY) UIIIM dN[RA ISIMOT 3] :6 [[1} F SABP J¥D "syuaned-ur se skep 9911 1811 oY) UIIIM an[ea 1say31y :s£ep pi¢ pue Is| YD "pawiojrad
sem SUTPI0DaT I9Y)INT OU ‘$314500N3] [RULIOU JO 3sed U] Te3dsoy] a1y} Jo a5TeydsIp 18 $31420013] JO JUN0D ) :PUL "> "SABP 99T} ISITY ) UTYIIM $3]4200M9] JO TaquInU 359y 31 :$3)£500NaT ) ('8¢ MO[2q sarnjeradura)
smoys juaned oy Lep 1s1yy 9y :oanjeradua) 1IqaJ-qns Aep ISIL] "PAUIPNO SABP 221Y) ISIY ) UryIm drnjeradwd) parnseaws JsaySry oy st aarnjeradwra) [z¢] "N Te 39 SUL] Io)Je SSe[d YSLI D[R (A O[] 1 XS

Evidence-Based Complementary and Alternative Medicine

14

‘Y311 9y} uo punos
[JeaIq padnNpaI pue

9pIs JYSLI JOMO] 9y} UO
punos 3urpper) ‘esoude
Jo sapostds Surrmdax
10Aq “arnjeraduay

£poq pasearour

ou pue ‘(urw/Qzl

a1e1 11831 BIpIRIATDR)
‘TonLINUTEw

. pue uonIpuod BIXIYOELD
Tomor 1S o181 u@mﬁ [e1ouad pauayeam AIoA pue ‘eruny)Ayire . . . .
: M Hw H.ozuo :w "y wwoned ppo-sead-06 “wonesuaduosap oo z61 68T 6T€T €561 L8'ST I e Al 06 W T
41 174! "UOISSTWUPE 0)  “9IN[Iej 113y dTUOIYD)
uorsnyut Ternafd agre
1o11d skep g souts snyejs
[e12ua3 JOo UOTIRIOLIIAP
‘(erworexod4y)
SouereqUIT MA[0I}OI U
padopeaap A[parinoasuo))
‘uoryesuaduwrodap
2)noe pue dInTej
1reay 103 Juanjedino
se pajean A[eonaInip
Apeaie sem Juoned
(punqtrour) s3uny oy Jo ewasAydwo
I[eaY JO 2)els [eIoUas pue ‘eIn[osqe
100d L1094 pUe s3uny erphyareAgo
"2qo[ a1 Jo punos Surppend e [oAd]
uonesuaduwooap | 6V 1 9¢ A 16 d I
1St zomoy ayenyu]  “edudsAp ‘(anurw/syeaq T amoe - [eurIoON
twwﬂmmw wwuowwd dun[rej 1reay quEu
FRALIBAY) Louarorynsur [euay
4Snod ou 12A9J ON ‘ :
uoIssTwpe uo sgurpuy puo  (shep g-%) (skep ¢-T) puo urdoq durzy SB[
Ke1-x 1s9yD sanIpIqIowo) | aIqay-qns  anjeradwa], a8y  xo§ IN
pue £103S1Y [eJ1P3IN ERo) ERifo) D T AomT Jsrd

*(¢ dnoid) syuonyed oxeo oAnjeI[[Rd ¢ HT1AV],



Evidence-Based Complementary and Alternative Medicine

of the attending physicians and care team whereby external
administration is mandatory in anthroposophic treatment of
CAP and moreover the competence in executing the task.

Anthroposophic medicine is based on modern temporary
natural science and medicine by aiming to extend these
achievements with an additional holistic view on man, earth,
and cosmos including the four aspects of elements and
therefore intends to search for a specific individual treatment
for each patient [22, 40]. AM is not intending to get in
competition with modern temporary medicine but rather
extending and eventually enriching it. Within a time of
rising professionalised medicine with standardized clinical
pathways there is almost no space for an individual treat-
ment finding. The sketched background of AM is ordinarily
excluded in conventional medicine, but within the presented
case series it was intended to include all these mentioned
dimensions of AM. It would be worth to further outline
this characteristic process of therapy finding in an extra
presentation. Further declaration of AM in detail would burst
the scope of this paper and therefore remains to be outlined
at other spaces.

Finally, within the context of the presented data it needs
to be pointed out that integrative medicine—and as in the
presented case series AM in hospital—needs a great personal
effort, due to its time-intense care procedures that call for
a high competence, and this might at least partly justify a
prolonged hospital stay. At present, the reported data do
not allow to indicate the use of anthroposophic medicine
in the treatment of CAP in general. But the presented data
are encouraging to further evaluate the role of integrative
medicine within the treatment of CAP regarding efficacy,
security, economy, and sustainability.

This case series contributed towards showing the useful-
ness of AM in the context with inpatient treatment of CAP.
The data shows that it is possible to put selected patients with
CAP on a comfortable path of recovery by treating them with
AM only. Because health conscious patients in particular opt
for CAM, and, in our case AM, we cannot exclude the aspects
of a selection bias towards healthier patients in the presented
series. Therefore, it would be particularly useful to have a
larger sized controlled prospective study on the treatment of
pneumonia patients with AM.
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