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Summary
Background: Complementary and alternative medicine (CAM)
and most of all anthroposophic medicine (AM) are important
features of cancer treatment in Switzerland. While the number
of epidemiological investigations into the use of such therapies
is increasing, there is a distinct lack of reports regarding the
combination of conventional and CAM methods. Patients and

Methods: 144 in-patients with advanced epithelial cancers were
enrolled in a prospective quality-of-life (QoL) study at the Lukas
Klinik (LK), Arlesheim, Switzerland. Tumor-related treatment
was assessed 4 months prior to admission, during hospitaliza-
tion and 4 months after baseline. Objective: We aimed at giving
a detailed account of conventional, AM and CAM treatment pat-
terns in palliative care, before, during and after hospitalization,
with emphasis on compliance with AM after discharge. Results:

Certain conventional treatments featured less during hospital-
ization than before but were resumed after discharge (chemo-
therapy, radiotherapy, sleeping pills, psychoactive drugs). Hor-
mone therapy, corticosteroids, analgesics WHO III and antide-
pressants remained constant. AM-treatment consisted of 
Iscador (mistletoe), other plant- or mineral-derived medica-
tion, baths, massage, eurythmy, art therapy, counseling and
lactovegetarian diet. Compliance after discharge was highest
with Iscador (90%) and lowest with art therapy (14%). Many pa-
tients remained in the care of AM physicians. Other CAM and
psychological methods were initially used by 39.9% of patients.
After 4 months, the use had decreased with few exceptions.
Conclusion: During holistic palliative treatment in an anthropo-
sophic hospital, certain conventional treatments featured less
whereas others remained constant. After discharge, chemother-
apy returned to previous levels, AM compliance remained high,
the use of other CAM therapies low.

Schlüsselwörter
Krebstherapie, palliative · Anthroposophische Medizin · CAM ·
Misteltherapie · Heileurythmie · Therapie-Compliance

Zusammenfassung
Hintergrund: Komplementär- und Alternativmedizin (CAM) und
insbesondere die anthroposophische Medizin (AM) sind bedeu-
tende Aspekte der Krebstherapie in der Schweiz. Die Anzahl
epidemiologischer Untersuchungen zur Beanspruchung solcher
Therapien ist steigend, jedoch mangelt es an Berichten über die
Kombination konventioneller und CAM-Methoden. Patienten

und Methoden: 144 hospitalisierte Patienten mit fortgeschritte-
nen epithelialen Tumoren nahmen an einer prospektiven Le-
bensqualitätsstudie in der Lukas Klinik (LK) Arlesheim, Schweiz
teil. Dabei wurde die tumorbezogene Therapie 4 Monate vor
Hospitalisation, während der stationären Behandlung und 4
Monate nach Aufnahme untersucht. Ziele: Eine detaillierte
Übersicht über die Therapie mit konventionellen, AM- und
CAM-Anteilen unter besonderer Berücksichtigung der Compli-
ance mit AM nach Entlassung sollte erstellt werden. Ergeb-

nisse: Einige konventionelle Therapien wurden während des
Spitalaufenthalts gegenüber vorher reduziert und stiegen nach
Entlassung wieder an (Chemotherapie, Radiotherapie, Schlaf-
mittel, Psychopharmaka). Hormontherapie, Corticosteroide,
Analgetika WHO III und Antidepressiva blieben konstant. Die
AM-Behandlung bestand aus Iscador (Misteltherapie), ande-
ren pflanzlichen und mineralischen Präparaten, Bädern, Massa-
gen, Heileurythmie, Kunsttherapie, Gesprächstherapie und lac-
tovegetabiler Kost. Compliance nach Entlassung war am höch-
sten bei Iscador (90%) und am niedrigsten bei Kunsttherapie
(14%). Viele Patienten blieben in der Behandlung von anthro-
posophischen Ärzten. Andere CAM- und psychologische Me-
thoden wurden ursprünglich von 39.9% der Patienten genutzt.
Nach 4 Monaten war diese Zahl jedoch bis auf wenige Ausnah-
men vermindert. Schlussfolgerung: Während der ganzheit-
lichen palliativen Krebstherapie in einer anthroposophischen
Klinik war die Anwendung einiger konventioneller Therapien re-
duziert, wogegen andere konstant blieben. Nach Entlassung
kehrte die Chemotherapie auf das vorherige Niveau zurück, die
Compliance mit AM blieb hoch und die Anwendung anderer
CAM-Therapien gering.
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Introduction

The use of complementary and alternative medicine (CAM)
in the treatment of cancer has become increasingly popular in
western countries. In European and US studies, the estimated
proportion of cancer patients using CAM varies from 7–83%
and is especially high in breast cancer patients and palliative
situations. The reasons for this are manifold and include dis-
satisfaction with conventional cancer therapy, the desire for
more self-activity and the hope for enhancement of immune
and organ functions [1–4]. However, contrary to initial con-
cerns [5, 6], conventional therapy is usually not abandoned by
such patients. The majority use CAM to complement conven-
tional treatment [4, 7–10], often with the intention to alleviate
side effects [9, 11]. The increased public interest has elicited
corresponding research activities into the prevalence and rea-
sons for the use of CAM in cancer treatment [1, 4, 11]. How-
ever, to date, there is an almost complete lack of inquiries into
the change of this use over time. If the use of CAM is associat-
ed with unmet needs in conventional cancer therapy [12–16],
then it has to also be expected that dissatisfaction with or a
lack of perceived effects of a chosen CAM method will result
in a subsequent search for other CAM or conventional
modalities, especially in the palliative treatment situation [17].
In Central Europe and especially in Switzerland, one of the
most popular complementary cancer therapies is anthropo-
sophic medicine (AM), namely mistletoe therapy [9, 18, 19].
Mistletoe treatment has been studied extensively, but the evi-
dence for a life-prolonging effect in various tumors in adjuvant
or palliative situations remains controversial [20–23]. Well doc-
umented are immunological, gene-repairing and cytotoxic ac-
tions of mistletoe preparations and their components [24–27].
Some studies report improvements in quality of life (QoL), but
usually in the context of mistletoe therapy alone, i.e. indepen-
dent of a specific therapeutic setting of AM [21, 27–30]. On the
other hand, AM is well known for its holistic approach, espe-
cially in AM hospitals providing a wider range of facilities, in-
cluding arts, therapeutic eurythmy, diet and counseling. How-
ever, so far, systematic studies on the effect of holistic anthro-
posophic tumor therapy have been lacking. For this reason, a
composite research project on the effects of holistic AM cancer
treatment on the QoL of patients with advanced cancers has
been performed in the framework of the Swiss National Foun-
dation program NFP34 between 1995 and 1998 [10, 31–37].
This included a prospective observational study at the Lukas
Klinik (LK) in Arlesheim, Switzerland, with the aims to docu-
ment therapy patterns of in-patients with advanced cancer and
their compliance with AM over time and to investigate the lon-
gitudinal course of their QoL during and after hospitalization
at LK. The LK is a well-known AM hospital specialized in can-
cer treatment and frequented by patients from all regions of
Switzerland, Germany and other countries. The study was ap-
proved by the Ethics Committee of the University of Bern, and
informed consent was obtained from patients.

In this paper we give a detailed account of conventional, AM
and other CAM cancer treatments within 4 months prior to
admission, during in-patient treatment and after hospital dis-
charge up to months 4 from baseline, with special focus on
compliance with AM prescribed at LK after hospital dis-
charge. Data originate from the 144 patients who took part 
in the longitudinal QoL study at LK and whose QoL devel-
opment will be shown in a second publication. This paper
provides the first transparent overview of the entire con-
ventional and unconventional palliative cancer therapy and
its change over time in anthroposophically treated cancer
patients.

Patients and Methods

Patients
Between May 1995 and May 1998, all newly admitted patients at LK, suf-
fering from incurable, locally invasive or metastasizing epithelial carcino-
mas with primary tumors of the breast, lung, gastrointestinal tract, liver,
gall bladder, pancreas, uterus, cervix uteri or ovary or with unknown pri-
mary sites were at first registered in a registration study which served to
compare the patient population of the LK and of the Institute of Medical
Oncology at the University of Bern with respect to sociodemographic and
medical characteristics, basic QoL as well as beliefs and attitudes towards
conventional and unconventional treatments. The results of these com-
parisons have been published earlier [10, 34, 36]. The 166 patients of the
registration study were then asked to participate in our prospective, ob-
servational QoL study. 144 patients agreed [10]. Their medical character-
istics are displayed in table 1.

Therapeutic Concept
Historically, AM has evolved from the work of Rudolf Steiner, PhD, Ita
Wegman, MD, and other physicians since the 1920s [38]. Conceptually, it
is based on the notion that the human being does not only consist of mat-
ter and material energies, but also of specific forces of life, soul and spirit
[39]. Thus, health and disease are not explained solely on the basis of mol-
ecular interactions, but as the result of differentiated interactions be-
tween physical, vital, psychic and spiritual causal factors within the hu-
man being as a whole. In therapy, effects are aimed not only at the physi-
cal level by means of conventional pharmacotherapy, surgery etc, but also
at the levels of life forces, soul and spirit by a diversified array of thera-
peutic measures: medicinal substances from the mineral, plant and animal
kingdoms, art therapy, exposure to colored light, modeling, music and
speech therapy, and therapeutic eurythmy, a movement therapy tailored
to the enhancement of harmonious interactions between the functions of
body, soul and spirit [40]. Also, emphasis is put on a close carer-patient re-
lationship to support the patients’ coping efforts with the disease. Con-
ventional therapeutic procedures are used as well, for AM is not meant to
be an alternative to conventional medicine but an extension or a comple-
mentation thereof [38, 39]. Taken together, these measures theoretically
correspond to various patient needs often cited in the literature as rea-
sons for the use of CAM [7–11, 41–43]: inclusion of body, soul and spirit,
support of organ functions, enhancement of immune processes and bal-
ancing of treatment side effects, active involvement of the patient, but al-
so continuation of necessary conventional treatments.

Therapy Assessment
Therapies used in the 4 months prior to hospital admission were assessed
in a structured patient interview upon entry to LK, carried out by an in-
dependent external study coordination team from Bern University [10].
For chemo- and radiotherapy, the accuracy of patient reports could be
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checked by the available oncological reports. Treatment administered at
LK was documented prospectively by detailed entries on preprinted
charts. It comprised all elements of conventional, anthroposophic and
other CAM therapies. Treatment carried out after hospital discharge was
assessed at month 4, again by the Bern team, using the same interview
technique, but, for logistic reasons, via telephone.
Compliance with anthroposophic treatment after discharge from LK was
calculated as the proportion of patients still using the therapy compo-
nents prescribed at LK 4 months after discharge. This concerned mistle-
toe (Iscador, Weleda, Schwäbisch Gmünd, Germany) and/or other AM
preparations, external applications, therapeutic eurythmy, art therapy, di-
et and counseling. In order to check whether compliance with AM was
dependent on performance status, psychosocial or context factors as as-
sessed in the structured interviews, these 7 therapy components were set
in relation with the following 7 independent variables: gender, ECOG

performance status 0 + 1 vs. 2 + 3, aftercare by anthroposophic or non-an-
throposophic physicians, living alone or with others, active or passive cop-
ing style, the conviction of being able to exert an influence on the disease
by oneself and expectations of AM to influence tumor growth or ‘only’
QoL. Thus, 49 contingency tables were formed, and testing was carried
out using Fisher’s exact test. The level of significance was set at 0.05, and
p < 0.1 was interpreted as a trend.

Results

Table 2 shows the conventional therapies during the 4
months before and after as well as during hospitalization.
Regarding chemo- and radiotherapy, the subjective memo-
ries of the patients coincided fairly well with the objective
data about their therapies, with a tendency to underreport-
ing: chemotherapy 42/144 = 29.2% objectively vs. 35/144 =
24.3% as remembered; radiotherapy 22/144 = 15.3% objec-
tively vs. 21/144 = 14.6% as remembered. This raises the
question of whether other therapies indicated for the peri-
ods before and after hospitalization at LK might also have
been underreported, particularly as chemo- and radiothera-
py are usually more impressive, be it due to mode of admin-
istration, effects or side effects. This ought to be kept in
mind when comparing the 3 treatment periods depicted in
table 2. Compared with the preceding period, almost no
chemotherapy or radiotherapy was administered during the
stay at LK. However, chemotherapy returned to nearly pre-
LK levels after discharge, whereas radiotherapy remained
low. Hormone therapy increased slightly. The seemingly
higher amount of corticosteroids at LK has to be questioned,
as patients apparently did not report corticosteroids associ-
ated with chemotherapy. Pain therapy with opiates (WHO
III) at LK was no more intensive than before, but increased
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Medium 
(range)

Age, years
Female 56.5 (33–86)
Male 54.5 (35–73)


Patients, 
n (%)


Sex
Female 126 (87.5)
Male 18 (12.5)

Site of primary tumor
Breast 55 (38.2)
Upper gastrointestinal tracta 10 (6.9)
Pancreas 10 (6.9)
Colon and rectum 25 (17.4)
Lung 13 (9.0)
Genital tractb 28 (19.4)
Unknown 3 (2.1)

Number of metastatic sites
0 8 (5.6)
1 35 (24.3)
2 60 (41.7)
≥3 41 (28.5)

Types of metastatic sites
Locally invasive 68 (47.2)
Lymph nodes 57 (39.6)
Bones 37 (25.7)
Lung/pleura 37 (25.7)
Liver 41 (28.5)
Brain 5 (3.5)
Ovaries 3 (2.1)
Other 22 (15.3)

WHO performance status
0 26 (18.3)
1 57 (39.6)
2 47 (32.6)
3 12 (8.3)
Not documented 2 (1.4)

Time between invasive disease 
and recruitment to study
≥3 months  80 (55.6)

aStomach, small bowel, liver, gallbladder, 
bile duct.
bCervix, corpus uteri, ovary.

Table 1. Medical
characteristics of
patients at LK parti-
cipating in the longi-
tudinal quality of live
study (n = 144)

Table 2. Conventional medical treatment of patients with advanced
cancer 4 months before (n = 144) and after (n = 92–94) as well as during
(n = 144) hospitalization at LK

Patients, n (%)


4 months beforea at LKb month 4 aftera

Chemotherapy 35 (24.3) 3 (2) 21 (22.3)
Radiotherapy 21 (14.6) 2 (1.4) 4 (4.7)
Hormone therapy 33 (22.9) 35 (24.3) 26 (27.9)
Corticosteroids 10 (6.9) 14 (9.7) 8 (8.7)
Analgesics WHO III 28 (19.4) 28 (19.4) 21 (22.3)
Analgesics WHO I/II 40 (27.8) 24 (16.7) 16 (17.2)
Sleeping drugs 39 (27.1) 21 (14.6) 19 (20.2)
Antidepressants 5 (3.5) 4 (2.8) 3 (3.2)
Other psychoactive drugs 7 (4.9) 2 (1.4) 5 (5.3)
Diphosphonatesc – 10 (6.9) –
Antiemeticsc – 23 (16.0) –

aAssessed from patient interview .
bData obtained from hospital charts.
cAssessed only at LK.



slightly thereafter. The prescription of mild analgesics
(WHO I/II) was reduced during hospitalization and stayed
at that reduced level. Also reduced during hospitalization
were conventional hypnotics, antidepressants and other
psychoactive drugs. Diphosphonates and conventional
antiemetics prescribed at LK are mentioned here for the
sake of completeness. However, they were not assessed in
the interviews relating to the other 2 periods.
Table 3 provides an overview of AM treatments during hos-
pitalization. 96% of patients received mistletoe therapy with
subcutaneous Iscador (3 times a week on average), 26% also
received intravenous treatment. Intrapleural or intraperi-

toneal instillation was used in 3 and 5% of patients, respec-
tively, and 2 patients received oral mistletoe drops. Other
anthroposophic treatments (mostly of plant or mineral ori-
gin) were given orally to 97% and also parenterally to 81%
of patients. With 97%, external applications were also very
common. Most patients received several different types of
external treatment on the ward, and in 85%, additional mas-
sages or baths were given in the physiotherapy department.
Likewise, 86% of patients were submitted to therapeutic eu-
rythmy and 97% to a form of art therapy, mostly to painting
or music (colored light is listed although it is not an art as
such, but it utilizes the psychophysiological effects of colors
which patients are exposed to in a brightly illuminated
room). Practically all patients received counseling with
physicians (not listed, as it is regarded as an integral part of
therapy). Depending on personal needs, counseling was
sometimes intensified by a specially trained physician or, in
cases of religious needs, by an external cleric representing
the patient’s denomination.
Since we believed that compliance with the treatment pre-
scribed at LK might depend on subsequent medical care, we
assessed at month 4 which physician had been primarily re-
sponsible for each patient’s cancer treatment after discharge
from LK. Table 4 shows that the largest group (34.8%) re-
ceived aftercare from LK physicians. When adding up the
practitioners with anthroposophic training, 48.9% of patients
received mainly anthroposophic aftercare. Slightly more pa-
tients (50%) were treated by conventional physicians, half of
which were oncologists (26.1%). At month 4 after discharge,
93.5% of patients still received AM, although in 44.6% of cas-
es a conventional physician had taken over the main care. On-
ly 5.4% gave up AM. In contrast, before hospitalization, in
141 of 144 patients (97.9%), tumor treatment had been pri-
marily in the hands of conventional oncologists, while the re-
maining 3 patients were being treated by an anthroposophic, 
a conventional and a non-medical practitioner, respectively
(0.7% each).
Regarding compliance with anthroposophic therapy, table 
5 shows the differences in compliance to various anthropo-
sophic measures after 4 months. The regular administration of
Iscador by injection was achieved most frequently (89.5%),
followed by other anthroposophic medicines (73.7%), exter-
nal applications (36.8%), therapeutic eurythmy (29.5%), diet
(21.1%) and art therapy (13.7%). If taking into consideration
only patients who received explicit written recommendations
at discharge, compliance was even higher. With regard to de-
pendence of compliance on performance status, sociodemo-
graphic or context factors and structures of patient care, no
significant connection was found. Only in 5 of the 49 contin-
gency tables a trend could be identified. Patients tended to be
more compliant with Iscador if not living alone, with other
AM medication if in the care of an AM physician, with coun-
seling or art therapy if performance was better, and with diet
if female (data not shown).
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Patients, 
n (%)

Mistletoe preparations (Iscador)
Subcutaneous injection 138 (96)
Intravenous infusion 37 (26)
Intrapleural instillation 4 (3)
Intraperitoneal instillation 7 (5)
Oral dilution 2 (1)

Other anthroposophic medicaments
Given orally 139 (97)
SC or IV injection 117 (81)

Other homeopathics/
phytotherapeutics 23 (16)

External applications
1–2 types 140 (97)
3–4 types 69 (48)

Massage/balneotherapy 123 (85)
Therapeutic eurythmy 124 (86)
Art therapies 139 (97)

Painting 66 (46)
Modeling 3 (2)
Music 47 (33)
Speech 10 (7)
Colored light 29 (20)

Table 3. Anthro-
posophic treatment
for patients with ad-
vanced cancer during
stay at LK (n = 144)

Patients, 
%

Anthroposophic physician at LK 34.8
Anthroposophically trained 

practitioner 14.1
Conventional oncologista 26.1
Conventional practitioner, 

no anthroposophic traininga 18.5
Conventional oncologist or 

practitionerb 5.4
Other CAM practitionerb 0.0
Not specified or data not available 1.1

aAnthroposophic therapy continued.
bAnthroposophic therapy discontinued.

Table 4. Types of
physicians carrying
out the main tumor
control treatment
until month 4 after
discharge from the
LK (patients, n = 92)



Compared with AM and conventional medical measures, the
use of other, privately used CAM or psychological measures
remained very much in the background. Table 6 shows that al-
though quite an array of such methods were used (all together
by 39.9% at hospital admission [34]), each single method was
applied by less than 10% of patients. This further decreased
by month 4, with the exception of acupuncture and other un-
specified methods.

Discussion

This report is the first to present a detailed documentation of
the integrated, holistic palliative cancer therapy in an anthro-
posophic hospital and gives a comprehensive account of con-
ventional, AM and other CAM therapies over time, spanning
from 4 months before to 4 months after hospitalization which
itself lasted 3 weeks on average.
What does palliative cancer treatment consist of in an an-
throposophic hospital? Table 2 shows that the same conven-
tional tumor therapies were used at LK as during the preced-
ing and subsequent phases, although in part to a far lesser
extent. The most obvious difference between the hospital
stay and the previous period is the drastic reduction in
chemotherapy and radiotherapy, whereas hormone therapy
increased slightly. Patient preferences and the therapeutic
concept at LK appear to account for the following: Patients
had come to LK especially to take advantage of the holistic
and supportive AM therapies to increase their physical, psy-
chological and spiritual wellbeing [10], which constitutes the
central focus of the palliative concept at LK [31]. Some pa-
tients may have used a chemotherapy-free period to stay at
LK to ameliorate, stimulate immune functions and gain
strength for the following toxic burst [4, 9]. Others may have
needed a break from chemotherapy and were looking for fur-
ther alternatives [36]. Some patients had turned to AM be-
cause of bad or disappointing experiences with conventional
medicine [10], others realized that conventional medicine
cannot cure them and preferred a more supporting, QoL-en-
hancing approach to palliation [10]. The described therapy
pattern documents how this approach is handled at LK.
Nearly all patients (96%) received mistletoe therapy, some
(26%) also by infusion to increase the immunological effects
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Table 5. Percentage of patients compliant with anthroposophic treatment until month 4 after hospitalization at from the LK (patients, n = 95)

Mistletoe Other External Therapeutic Art therapy Diet Counseling
(Iscador) anthropos. applications eurythmy 

medicines 

Recommendation provided at HD 97.9 85.3 62.1 93.7 57.9 0.0 0.0
Treatment as recommended

All patients 89.5 73.7 36.8 29.5 13.7 21.1 60.0
With recommendation only 91.4 86.4 59.3 31.5 23.6

Treatment irregular or incomplete
All patients 4.2 5.3 11.6 34.7 15.8 51.6 

With recommendation only 4.3 6.2 18.6 37.1 27.3
Treatment not applied 

All patients 2.1 4.2 12.6 27.4 26.3 17.9 37.9
With recommendation only 2.2 4.9 20.3 29.2 45.5

Not specified 0.0 1.1 0.0 0.0 1.1 5.3a 1.1
Data not available 2.1 1.1 1.1 2.1 1.1 4.2 1.1

aPatient followed other dietary rules.
HD = hospital discharge.

Table 6. Additional CAM and psychological methods (PM) other than
anthroposophic, used by LK patients at the time of recruitment (n = 144)
and at month 4 after anthroposophic therapy at LK (n = 95); multiple uses
are possible

Patients, n (%)

at recruitment at month 4

Homeopathy 13 (9.0) 2 (2.1)
Acupuncture 4 (2.8) 4 (4.2)
Other CAMa 2 (1.4) 7 (7.4)
Vitamins 6 (4.2) 1 (1.1)
Other minerals/herbs 6 (4.2) 3 (3.2)
Hand healing 6 (4.2) 1 (1.1)
Other esoteric methodsa 7 (5.6) 3 (3.2)
Visualization 14 (9.8) 1 (1.1)
Psycho-/group therapy 7 (4.9) 1 (1.1)
Other PMa 6 (4.2) 3 (3.2)

Also used (but < 3%): ozone, other massages, baths etc, neural therapy,
other diets, teas, fresh cell treatment, spiritual healing, pendulum, gem
therapy, autogenic training, positive thinking, esoteric methods from
other cultures.
aNot specified.



of mistletoe to the point of inducing febrile responses [44],
whereas intrapleural or intraperitoneal administration makes
use of the cytotoxic and immunostimulatory effects associat-
ed with this route [45, 46].
Regarding pain control, opiates were not restricted, but
slight to moderate analgesics were reduced or substituted by
homeopathically potentized plants and substances with anal-
gesic properties (particularly when injected) but fewer side
effects [47]. Injectable AM drugs were given to 80% of pa-
tients. Also, practically all patients received external treat-
ment, such as massage, packs, embrocations, compresses and
baths, which also allows the application of pain-relieving
warming, cooling or other substances, with the particular ef-
fort of personal care possibly also having a relieving and
comforting effect.
Conventional hypnotics, antidepressants and other psychoac-
tive drugs were reduced in favor of milder AM preparations.
The rational is to keep consciousness as clear as possible,
thus facilitating benefits of art therapies and therapeutic eu-
rythmy which aim at stimulating self-activity, creativity, joy
and body-soul harmony. Moreover, the maintenance of con-
sciousness is important for the patient’s own cognitive and
spiritual management in the last phase of life, and it allows,
for instance, counseling with a physician, psychologist or cler-
ic. On the whole, the comparable frequencies of these AM
components are in accordance with the anthroposophic con-
cept of giving equal attention to the aspects of body, soul and
spirit [38].
What happens after hospital discharge, and how compliant
are patients with AM? As our data were gathered by tele-
phone after 4 months, they may be biased by faulty memory
similarly to the baseline interview. Another source of bias is
the dropout rate of 33% (2/3 due to death, 1/3 due to poor
physical status, refusal or logistics). In the remaining 94 pa-
tients, after 4 months, the relative use of radiotherapy, hor-
mone therapy, opiates, conventional sleeping drugs and anti-
depressants had slightly increased again, non-opiate anal-
gesics had remained similar, chemotherapy and other psy-
choactive drugs had re-ascended to similar levels as 4 months
before hospitalization. Several factors might have contributed
to this, e.g. new necessities according to disease progression or
non-availability of multiple interventions comparable to the
setting at LK.
Of special interest is the re-ascent of chemotherapy almost to
the original level (n = 21, 22.3%). A subanalysis showed that
only 9 of these patients (42,9%) had already received
chemotherapy in the 4 months prior to hospitalization, and
only 2 (9.5%) had originally given up chemotherapy in favor
of AM. As these were patient choices prior to hospitalization
at LK, and as physicians at LK do not disapprove with neces-
sary conventional treatments, the observed re-ascent of
chemotherapy might in part be ascribed to its re-use after a
break at LK for the reasons mentioned above and in part by
new medical necessities not directly anticipated before. Most

of these treatments were effectuated by external oncologists.
The LK physicians’ opinions about these treatments were not
assessed but would usually be in agreement. None of the pa-
tients treated with radiotherapy after discharge had received
this treatment in the 4 months prior to LK.
Compliance with AM remained high after discharge, with al-
most 90% of patients still injecting Iscador and 74% taking
other anthroposophic medicines regularly. That the former
tends to be higher in patients not living alone and the latter in
patients in care of an anthroposophic physician, seems logical.
The same is true for compliance with art therapy and counsel-
ing which tend to depend on a better performance status. The
compliance with external measures and therapeutic eurythmy
seems still relatively high (37 and 30%) in that they require
external help or instructions. In this respect, a certain self-ac-
tivity from the patients may be assumed, as eurythmy and art
therapists are often scarce in ambulatory settings outside of
AM hospitals.
It is interesting that 60% of patients have stated to still com-
municate with their physicians along the same lines as at LK,
especially as only 70.2% of these received aftercare from an-
throposophic vs. 29.8% from non-anthroposophic physicians.
No conclusion can be drawn from this, as the reasons and con-
tents of these talks were not assessed. Maybe counseling 
at LK met patient needs which could still be expressed after
hospital discharge.
On the other hand, the frequency of other esoteric and psycho-
logical methods (visualization, psychotherapy, group therapy,
etc) and the use of other CAM methods were reduced, with the
exception of acupuncture and other unspecified CAM meth-
ods. However, no CAM procedure was used in more than
7.5%. Thus, the relatively high compliance with AM and the
fact that the majority remained without new parallel CAM
treatments suggests that the majority of these patients benefit-
ed from AM. This view is reinforced by the fact that at month 4
more patients were primarily treated by physicians at LK
(34.8%) rather than by conventional oncologists (26.1%), espe-
cially as only 1 patient had received his main oncological care
through an anthroposophic physician before being hospital-
ized. Moreover, an additional 44.6% still kept to AM, despite
being primarily treated by conventional physicians. The reason
for this was not assessed. Judging from experience, and as self-
medication is not possible, the most probable reason is an on-
going parallel therapy by AM physicians. Interestingly, also in
the randomized part of our NFP34 project, the patients addi-
tionally treated by an anthroposophic physician at Bern Uni-
versity hospital showed a high and lasting compliance (on aver-
age 83% of their remaining lifetime), even though they came
from different sociodemographic backgrounds than LK and,
being randomized patients, had neither a preference for nor
previous knowledge of AM [10, 48]. One reason of such a be-
havior may be that patients benefit from treatment in terms of
their health status and QoL which will be investigated in a con-
secutive paper.
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