
© Journal of holistic healthcare ● Volu me 1 5  Issu e 3  Au tu mn 2 0 1 8 5 9

STUDENT ESSAY

I recently read the book The
Healthcare Gap by Michael Marmot
(2015), and one passage in particular
stuck with me. It is a conversation
between a patient with relapsing
depression and her physician. 

Patient: Oh doctor, my husband
is drinking again and beating
me, my son is back in prison, my
teenage daughter is pregnant,
and I cry most days, have no
energy, difficulty sleeping. I feel
that life is not worth living.

Doctor: Let’s try swapping the
blue pills you were taking for
these red ones.

Though this passage refers to a single
conversation from over 30 years ago,
anyone involved in healthcare today
will recognise it. It is a conversation
that represents the limits of medicine;
doctors do not always have a cure.
This position of powerlessness is
something that has haunted doctors
since the beginning of the profession,
and will continue to until its death.

The phrase ‘we did all we could’ is 
of no comfort to anyone.

The last century offered doctors
some of the first truly effective
weapons in the fight against disease,
effective medication. Drugs like 
antibiotics and chemotherapy agents,
and more recently antibody therapies
and antidepressants, have provided
proven and effective treatments for
many diseases that were virtually
untouchable before. Drugs such as
Imantinib and cisplatin have reduced
the mortality rates of certain cancers
by orders of magnitude, and vaccines
have wiped out some diseases entirely,
and have reduced others to vanishing
scarcity.

Drugs have not, however, by any
stretch of the imagination cured all
illnesses. Medicine lacks treatments
entirely for many diseases, and the
available therapies for others are often
only marginally effective and can be
burdened with side-effects. Most
would agree that for the case above,
new and improved antidepressants are
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unlikely to help this woman; at best, they would treat the
symptoms,but not the causes, of her condition.
Unfortunately, this is the case for the majority of patients
that we try to treat. Drugs are not equipped for the infi-
nite complexities of the human condition. Antibiotics can
treat infections – but when we look beyond the infection
we might see that it occurred in a 77-year-old woman
recovering from a hip operation. Investigating further we
find she broke her hip when she fell down the stairs in her
house, she has glaucoma and can’t see well. And we
discover that she was found only by chance hours later,
her husband had recently died and she now lives alone. 
As the complexities of this case increase, we begin to
appreciate how limited antibiotics alone are in their ability
to improve the life of this patient.

Luckily drugs, referrals and operations are no longer
the only tools in a doctor’s arsenal; medicine has
branched out. Instead of waiting for a frail patient to come
into A&E with a fractured hip, we can send them to a falls
clinic. Instead of treating the injuries of a young adult who
self-harms, we can send them for counselling and involve
social services. Instead of trying a depressive patient on
more and more antidepressants, we can assign them CBT
or light therapy. Even better, these methods seem to work
with and enhance the effects of drugs; studies have shown
that light therapy and antidepressants both improve
depression, but a combination of the two is better than
either treatment alone (Lam et al, 2016).

Another set of resources can be found in what is
known as social prescribing, a term that refers to local
non-medical services that can serve to better one’s life.
This rather broad classification normally refers to activities
such as volunteering, art activities, and sports, but can also
encompass things such as legal aid and nutritional advice. 

Schemes for which studies have been conducted do
seem capable of having positive effects on health and well-
being. A study in Bristol (Kimberlee, 2013) found that
social prescriptions resulted in decreased levels of anxiety
and better reported health, and another in Rotherham
(Dayson and Bashir, 2014) showed that these schemes
reduced the hospital admission risk of patients after four
months. As a consequence of these results, and off the
back of some NHS policy papers (NHS, 2014), some forms
of social prescription are being accepted as valid forms of
treatment, and are being prescribed with increasing 
regularity in the UK. It is important to note that many
current therapies started outside the field of medicine,
and gradually joined with it as their effectiveness was

proven; psychiatry and physiotherapy, to name just two.
Despite the potential benefits of social prescriptions,

they are far from perfect. The detractors of social 
prescribing often describe them as ineffective, unproven,
and expensive. While many may see these criticisms as
unfair, they are difficult to argue against, as so few trials
exist for these treatments. In order to be comfortable
prescribing these therapies, GPs and others in primary
care need to be sure that they work. One of the most
commonly prescribed social therapies for alcoholics is a
recommendation to attend Alcoholics Anonymous 
meetings. This organisation claims that its famous 12 step
programme results in a 75% cure rate for participants, and
it currently has over 2 million members worldwide.
However, the actual rate of ‘cure’ has been estimated to
be closer to 5–8% (Dodes and Dodes, 2014), and AA 
actually ranks 38 out of 48 methods for alcohol addiction
treatment (Glaser, 2015). Imagine how many more people
could have been cured if they had been sent to the other,
better programmes, instead of to the most popular one.
Even worse, unproven therapies may have damaging 
side-effects, in the same way as drugs. For years people
experiencing traumatic events were treated with psycho-
logical debriefing (talking back through a traumatic event
in its immediate aftermath), in order to decrease their risk
of developing PTSD. Both doctors and patients thought it
was incredibly successful, and it became widely practiced.
Later, however, several RCTs revealed that this therapy
actually increased the risk of developing PTSD compared
to controls (Rose et al, 2002).

We need these therapies to undergo comprehensive
evaluation so doctors can determine their usefulness,
otherwise we risk wasting the patient’s time, the NHS’s
money, and potential QALYs (quality adjusted life years).
For these therapies to be thought of in the same way as
drugs, they will have to go through the same review
process.

There has traditionally been a large amount of 
resistance to the prescribing of these types of social 
therapies, from within medicine and outside it. The main
reason for this is perfectly demonstrated by the question
around which this essay is based. Are drugs or people
better? This title immediately raises two assumptions. The
first, that only one can be chosen – there is no potential
for collaboration – and the second, that the two things are
fundamentally different. And this is how they are regarded
within medicine, as a second option to try if the drugs
don’t work, or more often, as treatment for the mind,

Medicine lacks treatments entirely
for many diseases, and the 
available therapies for others are
often only marginally effective
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schemes reduced the hospital
admission risk of patients 
after four months
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where drugs are treatment for the body. 
This division is artificial – the mind and body are not

separate entities; what affects one affects the other. In the
age of holistic medicine, we should be regarding drugs
and social prescriptions both simply as treatments, and
should be evaluating them not by the medium in which
they are delivered, but by how effective they are. This
means that not only should these social prescriptions be
treated with the same significance as drugs, they should
be subject to the same degree of scrutiny. Randomised
controlled trials, producing unbiased results, are needed
to determine the uses and limitations of these therapies 
as treatments, in the same way as drugs are evaluated.

This is not to say that these therapies will replace
drugs. They could, however, be another piece of equipment
in a doctor’s toolbox, prescribed in the same way as drugs
are now, by their effectiveness. A future in which social
prescriptions are given alongside drugs would offer more
opportunities for patients to be effectively treated, and
give doctors more tools with which to do their jobs.
Returning to that opening conversation, imagine how it
would look in a brave new world where drugs and social
therapies are valued the same and prescribed together.

Patient: Oh doctor, my husband is drinking again
and beating me, my son is back in prison, my
teenage daughter is pregnant, and I cry most days,
have no energy, difficulty sleeping. I feel that life is
not worth living.

Doctor: Let’s try swapping the blue pills you are
taking for these red ones. I’ll also put you in
contact with the local legal counselling service to
see what we can do about your husband. There is 
a mother and daughter pregnancy counselling
service you could attend as well. There’s also a
new trial that I might be able to get you on, looking
at the impact of art therapy on people with 
relapsing depression. Would you be interested? 

Medicine is about preserving people’s health and 
wellbeing. By accepting social prescriptions as another
method with which to achieve this goal, medicine will
expand its ability to treat patients in need, and doctors will
have to face situations in which they have nothing to offer
less and less.
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