
VII. C O M B I N I N G CO N V E N T I O N A L ,
CO M P L E M E N T A RY, A N D
ALT E R N A T I V E HE A LT H CA R E :
A VI S I O N O F IN T E G R A T I O N

by Douglas J. Ta t a ryn and Marja  J. Ve rh o e f





A c k n o w l e d g e m e n t s

1. Intr o d u c t i o n . . . . . . . . . . . . . V I I . 8 7

2. Framework for Conceptualising Health Care Practices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 8 9
A . Paradigms of Health and Disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 8 9
B . Two Types of Alternative Health Care Practices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 0
C . Similarities and Diff e rences in Health Care Systems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 0

3. Understanding Holistic Health, Well-being, Healing, and Curing . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 1

4. The Demographics and Motivation of Health Care Utilisation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 3

5. Trends in Conventional Health Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 4
A . Population Health/ Health Services Researc h. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 4
B . P a t i e n t - c e n t red Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 5
C . Evidence-Based Practice . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 5

6. Present Integration at the Dif f e r ent Levels of Health Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 7
A . Integration at Consumer Level. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 8
B . Integration at Health Care Practitioner Level . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 8
C . Integration at Clinical Level . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 8
D . Integration at Institutional Level . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 8
E . Integration at Professional Regulatory Level . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 9
F. Integration at the Health Policy and System Level . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 9

7. Vision of Integrative Health Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 0
A . Criteria for Inclusion of Complementary and Alternative Appro a c h e s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 0
B . M odels of Integration. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 1

a. Co-optation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 1
b. Co-existence . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 1
c. Systemic Integration. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 2

8. Facilitating Systemic Integration . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 2
A . Facilitating Integration of Consumer Health Care. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 2
B . Facilitating Integration of Health Care Practitioners . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 3
C . Facilitating Integration at Health Care Clinics . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 3
D . Facilitating Integration of Health Care Institutions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 4
E . Facilitating Integration of Professional Health Care Org a n i s a t i o n s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 4
F. Facilitating Integration at Health Policy and System Levels . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 5

9. Concluding Statement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 1 0 6

Table 1: T a t a ry n ’ s Four Paradigms of Medicine: Classifying Common Therapies . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 8 9

F i g u r e 1: Integrated Model of Health, Wellness, Disease, and Healing . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 2

F i g u r e 2: "Integration Pyramid": Degree of Integration Between Conventional 
and Complementary and Alternative Health Care by Level of Health Care System . . . . . . . . . . . . . . . . . . . . . . . .V I I . 9 2

10. Refer e n c e s . . . . . . . . . . . . . V I I . 1 0 7

A VI S I O N O F IN T E G R AT I O N V I I . c

TA B L E O F CO N T E N T S



AC K N O W L E D G E M E N T S

The authors wish to acknowledge Joan Simpson and
Susan Hicks, Health Systems Division, Health Care
D i rectorate, Health Policy and Communications
Branch, Health Canada, for their assistance in
developing the overall theme of this re p o rt.  We are
also particularly grateful to the following people for
feedback on earlier drafts of the manuscript: Allan
Best, Ph.D., Heather Boon, Ph.D., Charles Bern s t e i n ,
M.D., and Michael J. Smith, M Pharm, N.D.

The opinions expressed in this re p o rt are those of
the authors or the authors of documents cited and
do not necessarily reflect the official views or
policies of Health Canada or the views of the
individuals who reviewed the draft manuscripts. 

VI. d Perspectives on Complementary and Alternative Health Care



A VI S I O N O F IN T E G R AT I O N V I I . 87

I. I N T R O D U C T I O N

The explosion of interest in and use of
c o m p l e m e n t a ry and alternative health care (often
re f e rred as complementary and altern a t i v e ,
unconventional, unproven, or unort h od o x
medicine/ therapy) world-wide is well documented,
sometimes as an alternative, but most often as an
adjunct to conventional medicine.  Longitudinal
data indicate that prevalence of complementary and
a l t e rnative health care use is growing rapidly 1.
Factors underlying the increased popularity of
c o m p l e m e n t a ry and alternative health care include
the rise in prevalence of chronic diseases, an
i n c rease in public access to world-wide health
i n f o rmation, reduced tolerance for paternalism, an
i n c reased sense of entitlement to quality of life,
declining faith that scientific bre a k t h roughs will
have relevance for the personal management of the
disease, increased sense of personal responsibility for
health and health care, concern about the side
e ffects of ever more potent drugs, and an incre a s e d
i n t e rest in wellness and personal spirituality.

C o m p l e m e n t a ry and alternative medicine was
defined at the Office of Alternative Medicine
R e s e a rch Methodology Conference (1995) as

…a broad domain of healing re s o u rces that
encompasses all health systems, mod a l i t i e s
and practices and their accompanying
theories and beliefs, other than those
intrinsic to the politically dominant health
system of a particular society or culture in 
a given historical period (p.50)2 .

Some complementary and alternative appro a c h e s
a re complete systems of assessment and tre a t m e n t ,
while others are single modality interv e n t i o n s
o ff e red as alternatives or complements to
conventional treatment.  Some approaches have
well-developed re g u l a t o ry stru c t u res (e.g., massage
therapy), others are fragmented professions with
little interd i s c i p l i n a ry agreement about re g u l a t i o n
(e.g., acupuncture ) ,3 or are not likely to ever be
regulated (e.g., folk re m e d i e s ) .

Conventional health care is broader than, and 
not limited to, conventional medicine, the latter
being therapeutic action by or under the dire c t
s u p e rvision of a conventionally trained physician4.
T h e re f o re, we use the term "health care" to refer to
all services, products and activities used by
individuals for promoting, maintaining, monitoring,
or restoring health.  

Conventional and unconventional health care have
been described as two solitudes5.  The boundary
between them however is fuzzy and dynamic and
changes over time.   Conventional health care was
at one time limited to the professions of medicine
and nursing, but now includes services provided by
other professions, such as physiotherapy,
occupational therapy, and to a more limited extent,
p s y c h o l o g y, social work, and pastoral care.  Even
c h i ropractic, traditionally an alternative pro f e s s i o n ,
is increasingly included in conventional health care.  

Trends in population health, clinical practice and
medical re s e a rch demonstrate that the distinctions
between complementary, alternative and
conventional health care are becoming less
p ronounced.  For example, family medicine and
nursing are adopting styles of practice that are more
holistic and patient-centred and emphasise exerc i s e ,
nutrition, stress-management, and a balanced-
lifestyle in achieving and maintaining health and
w e l l n e s s6.  The philosophy behind these
recommendations is intrinsic to many
c o m p l e m e n t a ry and alternative health practices.
Many complementary and alternative pro v i d e r s
specialise in these services, and thus pro v i d e
potential re s o u rces for conventional medicine.
A c c o rd i n g l y, we suggest that integrated health care
a l ready exists, in ru d i m e n t a ry form at the consumer
level, that the system is evolving, and that the
integration of (presently) alternative health care
p rofessions into the diff e rent levels of health care
will continue as a natural unfolding of the forces at
play in the present system. This evolution can be
facilitated by a systemic vision.  Our vision sees
conventional and complementary and altern a t i v e
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practitioners functioning together within a
s y s t e m i c a l l y - c o - o rdinated, interd i s c i p l i n a ry, holistic,
and client-centred model of care, in a health care
system that delivers an expanded re p e rt o i re of
empirically validated treatments that not only
focuses on treating disease, but actively pro m o t e s
the health and well-being of individuals and society.

In this paper we will:
1) P resent a conceptual framework that illustrates

the similarities and diff e rences between the
various complementary and alternative and
conventional modalities and helps define
concepts such as holistic and wellness oriented
health care .

2 ) Discuss the changing demographics of Canadian
society and the impact this is having on the
health care system.

3) Show that within the conventional health care
system, forces and themes are emerging that
endorse health care principles inherent in
c o m p l e m e n t a ry and alternative health care and
vice versa:
a) Population health re s e a rchers are

p romoting the idea that a gre a t e r
p ro p o rtion of health care re s o u rces be
d i rected at disease prevention and the 
non-biological determinants of health.

b) P a t i e n t - c e n t red care places the client as a
central decision-maker in his or her own
health care .

c) Evidence-based health care provides a
m e t h odological and scientific standard for
accepting or rejecting new health care
p r a c t i c e s .

4 ) Discuss the degree of integration at the diff e re n t
levels of the health care system, diff e rent mod e l s
for integration, and ways and principles to
facilitate integration at each level.
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In this section we clarify the similarities and
d i ff e rences in the underlying assumptions about
d e t e rminants of health, illness, diagnosis and
t reatment of conventional and complementary and
a l t e rnative health care.  In general, conventional
medicine focuses on biological determinants of
health, and diagnoses and treats disease.
C o m p l e m e n t a ry and alternative health care focuses
on a wider range of determinants, on evaluating
imbalances (physical, emotional, stru c t u r a l ,
e n e rgetic, etc.) and on restoring these imbalances to
i m p rove health and well-being.  However, we will
show that within each of the conventional and
c o m p l e m e n t a ry and alternative health care systems
t h e re is a wide range of philosophies and practices.
Upon close examination, many complementary and

a l t e rnative health care practices are more similar to
conventional health care practices than they are to
each other, and vice versa.  Complementary and
a l t e rnative health care also highlights the tendency
of conventional health care to neglect non-physical
aspects of health and disease.

A. Paradigms of Health and Disease

Ta t a ry n7 has proposed a framework that classifies
both conventional and complementary and
a l t e rnative health care practices according to basic
assumptions re g a rding the nature of health and
disease.  In this framework, there are four basic
paradigms – Bod y, Body-Mind, Bod y - E n e rg y, and
B ody-Spirit (See Table 1). 

II. F R A M E W O R K F O R CO N C E P T U A L I S I N G HE A LT H CA R E
PR A C T I C E S

B o d y

S u b s t a n c e s
Diets and Natural Supplements

Aromatherapy
Gerson Diet
Herbal Remedies
Macrobiotic Diet
Shark Cartilage

Extracts/ Concentrates

Vitamin & Mineral 
Supplements

Antineoplastons
Live Cell Therapies
Laetrile 
Ozone Therapy

Synthetics

Chemotherapy
714-X
Chelation Therapy

Physical Manipulation
Exercise
Massage 
Physiotherapy 
Chiropractic
H y p o / H y p e rt h e rmic Therapy
Radiotherapy
Surgery

B o d y - M i n d

Affirmations/Suggestion
Counselling

Dream Interpretation
Expressive Therapy
Hypnosis
Imagery/Visualisation
Meditation
Psychotherapy

Stress Reduction
Support Groups
Music Therapy
Relaxation Training

B o d y - E n e rg y

Acupressure
Acupuncture

Ayurvedic Medicine
Chinese Medicine
Crystal Therapy
Homeopathy
Magnetic Therapy
Polarity Therapy

Qi Gong
Reflexology
Reiki
Therapeutic Touch
Tai Chi
Yoga

B o d y - S p i r i t

Dervish Dancing
Exorcism

Faith Healing
First Nations Traditions
Laying-on-of-hands
Magic/Occult practices
Prayer

Psychic Diagnosis
Psychic Interventions
Ceremonies/Rituals
Sacraments/Rites

Table 1: T a t a ry n ’ s Four Paradigms of Medicine: Classifying Common Therapies



VII. 90 Perspectives on Complementary and Alternative Health Care

• Therapies adhering to the Body paradigm, whether
they are conventional or unconventional, are
based on the assumption that biological
mechanisms are the primary causative agents of
health and disease.  

• The Body-Mind paradigm extends the Bod y
paradigm to include factors such as stre s s ,
psychological coping style, and social support as
influencing the formation of health and disease. 

• The Bod y - E n e rgy paradigm assumes health and
disease are functions of the flow and balance of life
e n e rgies, and underlie such interventions as
a c u p u n c t u re and therapeutic touch.  

• The Body-Spirit paradigm assumes one or more
transcendental aspects or personalities existing
outside the limitations of the material universe can
influence health and disease, for example faith
healing. 

Therapies based on body paradigm assumptions of
health and disease can be further divided into two
main categories : 1) Substances (i.e., diets and
natural supplements, extracts and concentrates, and
synthetic products), and 2) Physical Manipulation.
The subcategories within Substances re p resent a
continuum from "natural" to "synthetic", while
practices within Physical Manipulation can be
o rd e red from "natural" to "invasive".  

B . Two Types of Alternative Health Care 
P r a c t i c e s

This framework illustrates that there are two
d i ff e rent types of complementary and altern a t i v e
t h e r a p i e s .

• The first type of therapies is based on the same
underlying assumptions as conventional tre a t m e n t s
re g a rding the importance of the biological
d e t e rminism in the health of the bod y.  These
types of complementary and alternative therapies
a re simply an alternative modality for delivering a
b ody-based treatment.  As seen in Table 1,
c o m p l e m e n t a ry and alternative practices within
the "Substances" and "Physical Manipulation"
therapies differ from conventional medicine larg e l y
by the physical mechanism through which the
biological effect is achieved.  

• Therapies classified in the non-body paradigms —
B ody-Mind, Bod y - E n e rg y, and Body-Spirit — are
m o re truly alternative than the first type of
therapies, since they are founded on altern a t i v e
assumptions of the determinants of health and
disease.  

C o m p l e m e n t a ry and alternative therapies that adhere
to the body paradigm tend to be more "natural" than
the conventional therapies in this paradigm.   For
most conventional practitioners crossing this
"naturalness" or modality gap is much easier than the
conceptual leaps needed to move "horizontally" acro s s
paradigms.  The overlap in philosophy between
conventional and complementary and altern a t i v e
therapies and interventions in the first column in
Table 1 accounts for why these are relatively easily
accepted for investigation by conventionally funded
institutes and re s e a rchers.  On the other hand, many
consumers and practitioners who believe in the
superiority of natural interventions tend to view the
use of chemical and synthetic interventions as
"unnatural".  Since "natural is good", some people
infer that "unnatural is bad", and thus many
therapies of the first type tend to be used as an
a l t e rnative to conventional medicine.  In contrast,
the alternative assumption therapies acknowledge,
but do not limit themselves to, biological
d e t e rminants of health.  Because there is no intrinsic
philosophical disagreement, these therapies are often
used in a complementary way, as an adjunct to a
b ody-based tre a t m e n t .

C. Similarities and Dif f e r ences in 
Health Care Systems

One of the strengths of this framework is in clarifying
both the commonalities and diff e rences between and
within conventional and unconventional therapies.
Table 1 shows clearly that the diff e re n t
c o m p l e m e n t a ry and alternative modalities are as
diverse from each other as they are fro m
conventional medicine.  For example, We s t e rn -
trained herbalists, naturopaths, traditional Chinese
medicine practitioners, expressive therapists (music,
movement, art therapies, etc.), Reiki masters, and
faith-healers adhere to philosophies across the entire
range of paradigms, and thus differ considerably in
their conceptualisation and management of disease. 



T h e re is a similar diversity within conventional
health care.  These diff e rences mostly concern
t reatments included in the first column of Table 1.
The biomedical specialities of surg e ry, oncology, and
radiation therapy perceive health and illness to be
solely a function of biological factors and tre a t
disease through physical and chemical manipulation
of the bod y.  Orthomolecular medicine specialists (a
small but growing branch of conventional medicine)
subscribe to the "diets and supplements" sub-category
of the Body paradigm, while chiro p r a c t o r s ,
physiotherapists, and occupational therapists work
within the sub-category of "Physical Manipulation".
The professions of nursing, psychology, and social
work, in acknowledging the importance of
psychological factors such as stress, balanced lifestyle,
and socio-economic influences on health, adhere to
the philosophical assumptions of the Bod y - M i n d
paradigm.  These assumptions are supported by the

work of population health re s e a rchers.  Within the
B od y - E n e rgy paradigm, an increasing number of
physicians are trained to treat disease and help
c o n t rol pain using acupuncture, just as nurses are
being trained and sanctioned to use therapeutic touch
in hospital wards.  Finally, pastoral care works within
the Body-Spirit paradigm (their emphasis, however, is
l a rgely on healing the spirit and not the body). 

While the paradigms framework has some limitations,
such as deciding exactly where each therapy is placed,
dealing with sub-factions within a discipline (e.g.,
"mixers" and "straights" within the chiro p r a c t i c
p rofession), or classifying very rare or little understood
therapies, these limitations are inherent in any
classification system.  At this time, we find the
paradigm framework useful in guiding and clarifying
our vision of an integrated health care system.

A VI S I O N O F IN T E G R AT I O N V I I . 91

I I I . UN D E R S TA N D I N G HO L I S T I C HE A LT H , WE L L -B E I N G , 
HE A L I N G , A N D CU R I N G

Using therapies and practices from all four paradigms
to treat illness is a functional definition of holistic
health care.  In the absence of disease, many of these
practices can be used to promote well-being.  The
emphasis on holistic well-being and quality of life is a
potent and prominent component of complementary
and alternative health care: A massage feels good and
a ffects quality of life re g a rdless of its impact on the
b od y, so do relaxation therapy, aro m a t h e r a p y,
therapeutic touch, and many spiritual interv e n t i o n s .
For people with terminal or chronic diseases with
little or no hope for a cure, mind, energy and spiritual
practices target dimensions of well-being over which
a person can have some sense of control.  Also,
a c c o rding to the holism assumption, increased well-
being can improve physical health and well-being.  

These concepts are presented in Figure 1, which
depicts the four components of integrated or holistic
healing.  When dysfunction or disease occurs in the
mental (deep guilt, re p ressed anger, depression, etc.),

e n e rgetic (e.g., low vital energ y, blocked energ y
meridian, etc.), and spiritual (relationship with a God
or deeper self, finding meaning, etc.) aspects of well-
being, this imbalance can affect the bod y.  If the
mental, energetic, or spiritual imbalance is severe
enough, or maintained by the person long enough, it
will interf e re with the bod y ’s internal balance and
eventually manifest as a physical disorder or illness8.
Thus, from the holistic perspective of complementary
and alternative health care, healing the dysfunction
o c c u rring at the level of the mind, energ y, or spirit
will remove a barrier to the natural healing power of
the body (i.e., re s t o re balance) and thus potentially
facilitate the healing of the bod y.  On the other hand,
disease in the body (for example, chronic diseases)
will affect mental, energy and spiritual well-being.  In
this case, healing of the mind, energ y, or spiritual
aspects of a person may contribute to increased well-
being, despite the physical disease.  While sometimes
utilising a less multi-dimensional model, most bod y -
oriented alternative and complementary health care



i n t e rventions are similar, with a focus on facilitating
the natural healing processes of the body – in aiding
the body rather than "‘curing" the disease.  

In contrast to alternative and complementary health
c a re, conventional medicine aims to cure the bod y
and does relatively little to address the overall healing
of the individual.  The biomedical model taught in

medical schools tends to be reductionist and considers
the symptoms of mind, energ y, and spirit together as
caused by the bod y.  They do not exist independently
f rom the body and/or brain and do not influence the
b od y.  Disease symptoms arise from chemical or
biological disturbances and need appropriate chemical
or biological intervention to correct them.
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F i g u r e 1: Integrated Model of Health, Wellness, Disease, and Healing

Symptoms of
Imbalance in Mind/

E n e r gy/ Spirit

d e p ression, 
withdrawal, anxiety,

i rr i t a b i l i t y , 
o b s e s s i o n

Eexistential crisis,
a l i e n a t i o n

loss of meaning

low vital ener g y,
e n e r gy blocks, 

excess energy flow,    
unbalanced energ y

Aspects of a
P e r s o n

disease, pain, 
fatigue, headaches,

c o m p r omised immune
s y s t e m s

M i n d

B o d y

E n e rg y

S p i r i t

P h y s i c a l
S y m p t o m s

Health and well-being is a state of balance and communication between the diff e rent levels 
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While a holistic perspective on health and health
c a re is a prominent and important factor in the
g rowing use of complementary and altern a t i v e
health care, there are many diff e rent motivations
for its use.   Just as there is diversity in the kinds of
c o m p l e m e n t a ry and alternative pro v i d e r s ,
a p p roaches and products, as well as in conventional
health care, there are also many diff e rent consumer
populations.  Each group— the concerned well,
individuals with stre s s - related conditions, mental
illness, infectious disease, acute illness or injury,
l o n g - t e rm disability or handicap, chronic disease,
and the terminally ill— is unique in its needs and
motivation for using complementary and
a l t e rnative health care.  Reasons range from health
maintenance, improved quality of life and well-
being, disease prevention, stress reduction, curative
t reatment, and palliation of symptoms.1 E i s e n b e rg et
al1 re p o rted that 42% of complementary and
a l t e rnative health care treatments were used to
t reat existing illness, and 58% were used, at least in
p a rt, to prevent future illness from occurring or to
maintain health and vitality.

The Statistics Canada Population Health Surv e y
conducted in 1996 indicates that 55% of Canadians
s u ffer from one or more chronic health conditions9.

Changing population demographics show that the
p ro p o rtion of people over the age of 65 years will
g row drastically in the years to come.  This age
g roup is at highest risk for developing a chro n i c
disease and yet has rising expectations for
remaining healthy and maintaining an active
lifestyle as they age.

While conventional health care has not focused on,
and has not been very successful in the pro m o t i o n
of healthy ageing, complementary and altern a t i v e
health care have much to off e r.  This includes
d i e t a ry, nutritional, and nutraceutical counselling,
e x e rcise training, stress management, promotion of
s t ructural (physical) integrity, enviro n m e n t a l
influences on health, counselling on purposeful
living, and normalizing interc e l l u l a r
c o m m u n i c a t i o n1 0.  

Thus the growing cohort of soon-to-be over 
65- year-old Canadians are doubly likely to become
involved in the use of complementary and
a l t e rnative health care, either for preventing disease
and promoting wellness, or for treating their
condition and improving quality of life should they
develop a chronic condition. 

I V. TH E DE M O G R A P H I C S A N D MO T I VAT I O N
O F HE A LT H CA R E UT I L I S AT I O N
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V. T R E N D S I N CO N V E N T I O N A L HE A LT H CA R E

The changing demographics and motivations of
health care consumers are not the only factor
influencing the growth of complementary and
a l t e rnative health care.  In this section we discuss
t h ree themes currently emerging in conventional
health care re s e a rch and practice that support the
basic precepts of complementary and altern a t i v e
health care.  Conventional health care, in more
fully embracing the trends and re s e a rch conducted
by its own disciplines, more fully embraces and
recognises the strengths and potencies of
c o m p l e m e n t a ry and alternative health care.  

A. Population Health/ Health Services Resear c h

The publication of the Lalonde re p o rt in 19751 1 b y
the Canadian government is often considere d
pivotal in the recognition that the health of a given
population is not a function of its health serv i c e s
alone.  Research evidence being accumulated by
population health re s e a rchers is slowly re v e a l i n g
that non-biological factors (e.g., sociod e m o g r a p h i c
factors such as socio-economic status, psychological
factors such as stress, etc) are critical determ i n a n t s
of the health of the population.  In combination,
these factors appear to affect health dire c t l y
t h rough mechanisms that are generally not well
u n d e r s t o od, and indirectly via their influence on
lifestyle factors (e.g., smoking, exercise, diet, etc.)
and health services utilisation.  Larg e - s c a l e
population health surveys, particularly when linked
to medical databases have also revealed non-
biological determinants of health.  Studies have
indicated that an individual’s sense of control at
their place of employment in combination with
their degree of job responsibility accounts for more
variation in the occurrence of coro n a ry heart
disease and related disease events than the
biological and physiological markers traditionally
used to predict the disease.1 2 This type of re s e a rc h
focuses attention on psychological, social and
economic influences on health.

A second important factor emerging fro m
population health re s e a rch is the importance of

p revention in maintaining long term health.  This
re s e a rch not only provides evidence of the stro n g
positive impact of population screening pro g r a m s
(such as mammography) and immunization
p rograms on individual health, but also indicates
such programs achieve large economic savings.
Population health re s e a rchers continue to call for
the investment of more money and re s o u rces in
a reas of prevention, rather than continue with the
fiscally ineff i c i e n t1 3 status quo of treating people
only after they become ill. 

As already mentioned, consistent with this message
is the fact that many of the most popular
c o m p l e m e n t a ry and alternative health care
a p p roaches are used in a preventative manner, to
maintain optimal levels of health and ward off
disease processes before they begin1 3.  The "diets
and natural supplements" and exercise and massage
in the "physical manipulation" category of the Bod y
paradigm, stress reduction and re l a x a t i o n
techniques of Body-Mind, as well as many of the
B od y - E n e rgy practices, are best used in a
p reventative manner, to promote health and avoid
disease.  While some of the health care practices in
the other categories of the Body paradigm can be
used for these reasons as well, they are generally
used as active treatment, after disease has occurred.  

In both complementary and alternative and
conventional health care, the need to deal with
population health issues is recognised; however,
each addresses it in a limited manner.
Conventional health care has not made it a
priority area in terms of funding yet, and
c o m p l e m e n t a ry and alternative health care ,
possibly partly due to their current marginal role in
the health care system, mainly focuses on the same
principles at an individual level.  Given the limited
fiscal sustainability of the current health care
system, it is important that the insight, experience,
and expertise of both complementary and
a l t e rnative and conventional health care
p rofessionals be used to improve the health of the
population and reduce the burden of disease.
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B. Patient-centred Care

A patient-centred clinical model acknowledges the
primacy of the patient in his or her own care and is
i n c reasingly becoming the standard in conventional
health care, particularly in disciplines such as
nursing and psychology, but also in family medicine.
Much of the impetus for this model of care has
come from patient, who have expressed the need
for improved practitioner-patients communication,
g reater control and participation in decision-
making, and increased attention to holistic patient
c a re.  Patients want physicians who are sensitive to
m i n d - b ody interactions and are able to
acknowledge them as more than physical bod i e s ,
but as mental, emotional, and spiritual beings, and
members of a family and social communities.  

The central role of the patient in his or her own
diagnosis, which was originally central to medical
practice and care, gradually shifted with the
i n t roduction of medical technology1 4.  In this
context, the patient no longer had primary insight
into or responsibility to describe his or her own
disease condition.  The physician, with the aid of
t e c h n o l o g y, such as blood tests, electro c a rd i o g r a m
and magnetic resonance imaging, could determ i n e
the objective state of the person’s body with much
g reater precision and nuance than the patient. 

It is not surprising that rejection of the implicit
" t e c h n o l o g y - c e n t red care" model has come from the
medical discipline that has the least direct contact
with technology.  In Canada, family medicine has
f o rmally adopted patient-centred care as a model 
of practice, expressed in six guiding principles: 
1) exploring both the disease and the illness
experience; 2) understanding the whole person; 
3) finding common ground re g a rding tre a t m e n t /
management, 4) incorporating prevention and
health promotion; 5) enhancing the doctor- p a t i e n t
relationship; and 6) being re a l i s t i c1 5. Patient re q u e s t
or pre f e rences (in addition to lack of response to
conventional treatment) is a common reason for
physicians to become interested in complementary
and alternative health care, to refer to
c o m p l e m e n t a ry and alternative practitioners, or
even to practise complementary and altern a t i v e
a p p ro a c h e s1 6. This shows that concern for the
w e l f a re of the patient is, at least for some
physicians, transcending the boundary between

conventional and complementary and altern a t i v e
health care.  There have also been some initial
re p o rts that indicate that the need for a patient-
c e n t red approach is recognised by medical
specialities . 

C o m p l e m e n t a ry and alternative health care is
commonly characterised by a strong focus on
wellness rather than disease.  This appro a c h
encompasses more than maintaining health and
p revention of disease, it is "a focus on engaging the
inner sources of each individual as an active and
conscious participant in the maintenance of his or
her own health"1 8. The concepts of "holism" and
"the mind-body connection" are central to many
c o m p l e m e n t a ry and alternative modalities and
consistent with the principles of the patient-centre d
c a re model being reintegrated into conventional
health care.  Chiropractic is one of the
c o m p l e m e n t a ry professions that explicitly
developed a "patient-centred paradigm" of care1 9.

Explicitly advocating a patient-centred approach 
to health care comes primarily from (conventional
and complementary and alternative) specialities
whose practices are founded on the principles of 
the Body paradigm.  The other paradigms have 
less need to make such principles explicit, because
p a t i e n t - c e n t red care is a central foundation of their
practice.  Clearly, across all paradigms and types 
of practices, patient-centred care is becoming
i n c reasingly recognised as an important foundation
of health care .

C. Evidence-Based Practice

Evidence-based practice has gained rapid
recognition over the past 10 years in the medical
p rofession, both in North America and Europe.  
It is defined as the conscientious, explicit and
judicious use of the current best evidence in making
decisions about the care of individual patients2 0.
Evidence-based practice has often been used as a
defining boundary between complementary and
a l t e rnative and conventional health care, the latter
generally considering itself to be evidence-based (as
e x p ressed in the use of and dependence on
randomised controlled trials) and depicting
c o m p l e m e n t a ry and alternative health care not to
be so (e.g., based on anecdote and folklore).  This
division, however, is largely illusory, because there



a re still many conventional treatments that lack an
a p p ropriate evidence base.  Reviews suggest that
less than about 30% of conventional medicine is
actually based on randomised controlled trials2 1.
F u rt h e rm o re, at a practitioner level, the acceptance
of evidence-based practice in conventional
medicine may not be as common as often thought.
For example, Astin’s review of physician practice of
c o m p l e m e n t a ry and alternative health care suggests
that physicians' decisions on which complementary
and alternative approaches are useful are not based
on evidence of efficacy or effectiveness, but on
regional economics and cultural norm s1 6.  Also,
practising physicians often resist the adoption of
empirically based practice guidelines and published
policy re s e a rc h .

While some complementary and altern a t i v e
p rofessions ignore or oppose evidence-based
practice, in general, the importance of evidence-
based practice in complementary and altern a t i v e
health care is increasing.  A wide range of
randomised controlled trials have been and
continue to be conducted to assess complementary
and alternative therapies, noticeably in
c h i ropractic, homeopathy, herbal medicine,
a c u p u n c t u re, and massage therapy.  However,
c o m p l e m e n t a ry and alternative modalities are faced
with major barriers to conducting high-quality
re s e a rch including lack of re s e a rch capacity,
training, funding, awareness of the importance of
re s e a rch, a supportive infrastru c t u re3, and negative
attitudes towards the relevance of evidence-based
practice.  Both complementary and conventional
investigators recognize the intrinsic difficulties and
limitations of traditional re s e a rch methods to assess
the efficacy and safety of many complementary and
a l t e rnative approaches.  

The lack of standardization and generalization 
in complementary and alternative health care due 
to individualised care, adds to the challenges of
assessing the safety and efficacy of these appro a c h e s .
A growing body of literature is developing
m e t h odological approaches to study the efficacy 
of complex treatments such as those mentioned

above 2 2 , 2 3 , 2 4 , 2 5. It is also important to recognize that
several conventional interventions, such as surg e ry,
p s y c h o t h e r a p y, physiotherapy and nursing, share
c o n c e rns and needs, related to method o l o g y, with
c o m p l e m e n t a ry and alternative health care.  For
example, in conducting randomised controlled trials
to assess safety and eff i c a c y, blinding, placebo
c o n t rol and standardised treatments are often 
not possible.

It is necessary to further clarify not only the
benefits, but also the limitations of evidence-based
practice as it is presently practised.  Under the
c u rrent understanding of evidence-based practice,
the individuality of patients tends to be devaluated,
the focus of clinical practice is subtly shifted away
f rom the care of individuals to the care of
populations, and the complex nature of sound
clinical judgement is not fully appre c i a t e d2 6. This
issue reflects the tension between patient-centre d
c a re and evidence-based practice and illustrates why
it is difficult to combine both.  This same tension is
reflected between conventional and complementary
and alternative health care, as one – conventional
medicine – has a much stronger emphasis on
evidence-based practice and the other –
c o m p l e m e n t a ry and alternative health care – on
p a t i e n t - c e n t red care.  However, in theory the
practice of evidence-based medicine means
integrating the best available evidence fro m
systematic re s e a rch with individual clinical
e x p e rt i s e2 0.  This means that neither alone is
enough, and that without clinical expert i s e ,
practice risks becoming tyrannised by evidence,
p rescribing treatments that may be inapplicable to
or inappropriate for an individual patient.
C o n v e r s e l y, without empirical evidence, clinicians
run the risk of treating patients in ways that have
become outmoded or with treatments that have
been shown to be ineffective.  Evidence-based
practice has the potential to unify both
conventional and complementary and altern a t i v e
health care into one medicine: "There is no
a l t e rnative medicine.  There is only scientifically
p roven, evidence-based medicine supported by solid
data." (p.1618)2 7
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Integration has not been well-defined in the
l i t e r a t u re to date.  The most common components
of published descriptions of integration are the way
health care is delivered, the range of health care
s e rvices that is available, and the need for an
evidence base.  For example, "interd i s c i p l i n a ry teams
to deliver an expanded re p e rt o i re of safe and
e ffective treatments that include a focus on the
whole person", and  "providing novel insights and
tools for human health, practised by health care
p roviders skilled and knowledgeable in the multiple
traditions and disciplines that contribute to the
healing arts" (p.17)2 8, or "having access to a wider
range of effective and safe forms of tre a t m e n t "
( p . 2 1 0 )2 9.  The Advisory Group on Complementary
and Alternative Health Care has described
integration as "evidence-based care acro s s
therapeutic traditions"3 0.  In the literature ,
integration of conventional and complementary and
a l t e rnative health care is most commonly described
in terms of needs (for re s e a rch, training, re g u l a t i o n ,
dissemination and information), but as yet there is

little attention to the specific integration needs and
issues at the diff e rent levels of health care. At
p resent, integration is mainly driven by the
i n c reased consumer utilisation and the demand of
d i ff e rent consumer groups (e.g., breast cancer and
HIV/AIDS advocacy groups).  This trend is
generally recognised as the most powerful facilitator
for integrating of complementary and altern a t i v e
health care with conventional health care3 1, and has
a major impact on other levels of the health care
system.  Figure 2 shows the diff e rent levels of health
c a re3 2 , 3 3,  that must be acknowledged and co-
o rdinated in an integrated health care system.  This
f i g u re suggests that increasing consumer utilisation
and demand has affected other levels of health care ,
in particular on practitioners, the combined group of
which has affected clinical and institutional
initiatives, etc.  We refer to this as "upward pre s s u re "
for integration.  In this section, we will describe the
c u rrent state of integration at the six levels of health
c a re identified in Figure 2 and identify some of the
b a rriers to integration at each level.  
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F i g u r e 2: "Integration Pyramid": Degree of Integration Between Conventional and Complementary
and Alternative Health Care by Level of Health Care System

Level in Health Care System

Conventional Health Care

Health Policy

P ro f e s s i o n / R e g u l a t o r y Body

I n s t i t u t i o n

C l i n i c

P r a c t i t i o n e r

C o n s u m e r

C o m p l e m e n t a r y and Alter n a t i v e
Health Care

Integrated Health Care



A. Integration at Consumer Level

Health care consumers are most advanced in
integrating complementary and alternative and
conventional health care and select practitioners
and products from all categories of health care
s e rvices to create a health care package that meets
their personal needs and beliefs.  Integration at this
level is limited by personal, financial and
educational re s o u rces; knowledge about
c o m p l e m e n t a ry and alternative health care; and
biases with re g a rds to the appropriateness of the
d i ff e rent complementary and alternative mod a l i t i e s .
Based on the factors underlying the incre a s e d
popularity of complementary and alternative health
c a re (see section 1), it is predicted that this tre n d
for consumers to expand their re p e rt o i re of health
s e rvices and practices will continue . The
functional integration of the diff e rent approaches at
this level has caused a strong bottom-up pre s s u re for
integration at other levels of health care.  For
example, the consumer demand for complementary
s e rvices with empirical evidence for efficacy was
i n s t rumental in integrating physiotherapy,
c h i ropractic and acupuncture (for chronic pain),
and most re c e n t l y, herbal remedies, into the
conventional health care system. 

B. Integration at Health Care Practitioner Level

The demand for complementary and altern a t i v e
health care services has spurred some health care
practitioners to make re f e rrals to complementary
and alternative practitioners, to provide some of
these services, and to become educated re g a rd i n g
s a f e t y, eff i c a c y, and underlying assumptions of
d i ff e rent complementary and altern a t i v e
a p p roaches.  The themes described pre v i o u s l y
suggest that conventional and complementary and
a l t e rnative health care are converging toward s
common models of health and treatment.  For
example, the disciplines of family medicine and
nursing share assumptions related to holistic health
and patient-centred care with complementary and
a l t e rnative modalities.  The importance of disease
p revention and health promotion is incre a s i n g l y
recognised by conventional health care, and vice
versa, the importance of evidence-based practice is
i n c reasingly endorsed by complementary and
a l t e rnative health care professions.  These tre n d s
have the potential to ally conventional and

c o m p l e m e n t a ry and alternative practitioners3 0.
Integration at this level is limited by the personal
re s o u rces of the patient to pay for many
c o m p l e m e n t a ry and alternative health care serv i c e s
and products, lack of empirical evidence, issues of
safety and accountability3.  In addition, it is limited
by both the restrictions of practice imposed by their
re g u l a t o ry bodies, and the less explicit but
nonetheless powerful influences of colleagues’
attitudes and biases.  

C. Integration at Clinical Level

P a rtly based on consumer and practitioner
involvement in integrated care, there is an incre a s i n g
number of new initiatives in Canada as well as in the
United States, seeking to provide integrated health
c a re using new and innovative delivery models.  An
example is the Tzu Chi Institute of Complementary
and Alternative Medicine in Va n c o u v e r, which aims
to develop and provide integrated health care that
s u p p o rts people in making positive health changes,
and to advance knowledge about health care and
healing through re s e a rch and evaluation, education
and the provision of information re s o u rces.  Many
challenges need to be addressed in establishing such
m odels, including working within multiple and
sometimes conflicting paradigms of care, and the
c o m p rehensive and timely evaluation of pro g r a m s
that are in a continual state of evolution.  Diff i c u l t y
in securing funding, lack of "conventional" evidence
for complementary and alternative health care
practices, and biases from the side of the
conventional health care system are the most
p revalent barriers.  

D. Integration at Institutional Level 

Explicit integration in teaching and health care
institutions is rare.  Some of the more pro g re s s i v e
health care institutions now have form a l
recommendations, practice guidelines, and have
courses covering complementary and altern a t i v e
health care3 5 , 3 6, but little in the way of actively
integrating complementary and altern a t i v e
m odalities into its health care package.  Factors
unique to this level of integration have to do with
philosophy of care and training – just what is the
mandate of the organization? – as well as
institutional inertia to maintain the status quo.
The Seven Oaks Wellness Centre, associated with a
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general hospital in Winnipeg, Manitoba, is the first
l a rge-scale wellness-oriented institution of its kind
in Canada.  Its mission statement is to "provide the
community with services that promote health,
p revent illness and disability, and re s t o re wellness of
the bod y, mind, and spirit".  Like the Tzu Chi
integrated care program in British Columbia, this
c e n t re is also being empirically evaluated.  The
l i k e l i h o od of this model being implemented
e l s e w h e re will depend on demonstrating the impact
on critical health dimensions such as reduction in
disease morbidity or mort a l i t y, decre a s e d
utililization of conventional services, or incre a s e d
quality of life, functionality, longevity, etc.  Barr i e r s
at this level include the contemporary conditions of
the health care system, a time of fiscal restrain and
often over- b u rdened employees.  There is a sense of
having inadequate human and financial re s o u rc e s
to comprehensively and responsibly address the
responsibilities of conventional care, let alone
consider the possibility of having to add additional
s e rvices or training.  

E.   Integration at Professional Regulatory Level

Integration at the level of professional re g u l a t o ry
o rganisations has been actively addressed by
c o m p l e m e n t a ry and alternative professions that
have re g u l a t o ry bodies, but is a very recent and
evolving development for conventional health care
re g u l a t o ry bodies.  For example, while re f e rrals to
p h y s i o t h e r a p y, massage, and psychology have been
a p p roved for a number of years now, only re c e n t l y,
and only after the outcome of a lengthy legal battle
f rom chiro p r a c t o r s3 7 has the Canadian Medical
Association allowed re f e rral and pro f e s s i o n a l
interaction between its members and the pro f e s s i o n
of chiropractic.  The level of interest and
integration by reputable physicians and the demand
for such services by consumers has resulted in
c o m p l e m e n t a ry and alternative health care
becoming a topic of many continuing education
workshops and conferences.  While some of the
b a rriers at this level are equivalent to those faced by
the individual practitioner, additional barr i e r s
include lack of regulation of many complementary
and alternative modalities, concerns over loss of
p rofessional identity, and the potential fiscal and

p rofessional impact of sharing the consumer health
c a re market with other professions. 

F. Integration at the Health Policy 
and System Level

Integration at this level is almost entirely non-
existent.  However, very re c e n t l y, driven by the
economics and perceptions of its consumer base,
private third party insurance companies have been
both pro g ressive and instrumental in incre a s i n g
access to and integrating many complementary and
a l t e rnative practices with conventional health care3 8.
For example, Blue Cross began a pilot pro g r a m
covering naturo p a t h y, homeopathy, and other
c o m p l e m e n t a ry and alternative approaches in the
West Coast region in the mid-1990s.  The
g o v e rnments of Canada and the United States are
p resently studying the complementary and
a l t e rnative health care movement.  Health Canada’s
Health Systems Division has a mandate to examine
the impact of complementary and alternative health
c a re on the health system and to consider the
implications of this impact on health system re n e w a l .
T h ree of the newly formed Canadian Institutes of
Health Research include complementary and
a l t e rnative health care as an important cro s s c u t t i n g
theme for re s e a rch.  While not formally funded at
this time, academics and clinicians from acro s s
Canada have formed an Integrative Health and
Medicine Network to address systemic issues in the
empirical evaluation and study of complementary
and alternative health care .

One of the major barriers at this level is the fear of
i n c reased service options translating into escalating
reimbursement and operating costs.  Other barr i e r s
include lack of knowledge, training, re g u l a t i o n ,
s t a n d a rds, evidence, and funding.  Political
influences, resistance to change, bias and pre j u d i c e s ,
ethical, and legal issues are among many other
factors that need to be overcome.  As analyses of
this level suggests, the higher the level of health
c a re (see Figure 2), the more barriers and obstacles
t h e re are to integration.  Overcoming these barr i e r s
is a daunting task.  In the next section, we will
p resent our vision of integration and identify ways in
which integration can be facilitated at each level.
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The health care system of tomorrow is

evidence-based, wellness based, customer

focused, integrated, accessible, aff o rdable and

a p p ropriate.  (M. Spence, Febru a ry 2001)3 9

Integration of conventional and complementary
and alternative health care will allow "bringing
together the strengths and to balance the
weaknesses inherent in diff e rent systems of health
c a re, re p resenting a coming together of the heart ,
head and hand" (p.156)4 0.  The creation of a
functioning integrative health care system is a
p rofound (but it appears, necessary) undert a k i n g .
Such a system would have positive outcomes for
users of health services, practitioners/serv i c e
p roviders and policy makers and would be founded
on the core values and principles identified in the
Canada Health Act, and supplemented by values
such as choice, wellness and mutual re s p e c t3 0.  It
entails selection and co-ordination of a gre a t
number of presently practising health care gro u p s
that know little of each other’s training and
knowledge bases, and that have fundamentally
d i ff e rent assumptions of the nature of health and
illness.  Supporting integrative health care at all
levels of the health care system would contribute to
developing seamless and transparent health care
d e l i v e ry and greatly reducing the fragmentation and
h a p h a z a rdness of the present system.  Collaboration
and building partnerships between conventional
and complementary and alternative health care
practitioners would be of major importance.  Eff o rt s
to engage in such collaboration with the intent to
f u rther develop an integrated health care system
should be supported — financially as well as in-kind
— by the government and by professional and
consumer organizations.  

In this section, we will first discuss the need for
criteria to select complementary and altern a t i v e
a p p roaches suitable for integration followed by
possible models of integration.  The section will
conclude with a discussion, at each of the six levels
of health care, of factors that have the potential to
facilitate integration.  An overriding factor that

applies to each level is the need for re s e a rc h
assessing the safety, efficacy and cost-eff e c t i v e n e s s
of complementary and alternative modalities.  

A. Criteria for Inclusion of Complementary and 
A l t e r native Appro a c h e s

The fact that the state of integration is more
p ro g ressive on the individual level than on
p rofessional, institutional and systemic levels is
understandable.  Consumers can respond and re a c t
quickly and even haphazard l y, with little concern of
the impact of their decisions beyond themselves.
The criteria by which such decisions are made are
idiosyncratic, with some consumers doing extensive
re s e a rch before adopting a new complementary or
a l t e rnative health care practice, while others might
adopt the same practice simply because a friend
suggested it, or because it agrees with their
philosophy of health, without re f e rence to eff i c a c y.
H o w e v e r, at systemic, professional, institutional,
clinic, and practitioner levels, criteria for including
c o m p l e m e n t a ry and alternative approaches should
be carefully developed and based on thoro u g h
investigation of the practices.  Three import a n t
criteria are: 1) evidence of safety and efficacy of
t reatment modality; 2) evidence for impro v i n g
quality of life; and 3) evidence of the potential to
p revent disease and illness.

First, the criterion of evidence, as opposed to
p h i l o s o p h y, popular, political, or grassroots pre s s u re ,
is probably the most defensible and cost-eff e c t i v e
criterion in the long run. Any complementary and
a l t e rnative health practice or intervention that
meets the criteria of efficacy in a double-blind
randomised clinical trials should become part of an
integrative health care system.  Other pro v e n
m e t h odologies for assessing evidence can be
c o n s i d e red as well and include properly conducted
and scrutinised observational studies.  For example,
many alternative medical traditions have
accumulated a vast wealth of knowledge on the
medical uses of plants and other practices that have
w i t h s t o od the test of time. Second, the growth of
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c o m p l e m e n t a ry and alternative health care appears
to be at least partially motivated by the desire to
enhance well-being and fits with the need for
holistic patient-centred care.  With the ageing of
the population and the growing pro p o rtion of
people living with chronic diseases, quality of life
issues are becoming more salient at all levels of
health care.  There f o re, health care practices that
have proven benefits for quality of life (and ideally,
have the potential to extend life as well), are viable
candidates for integrated health care.  An example
is psychosocial interventions for degenerative
d i s o rders such as heart disease and cancer.
Randomised controlled trials have shown that
p a rticipation in psychotherapy groups gre a t l y
i m p roves the quality of life of part i c i p a n t s
d e c reasing depression, anxiety, fatigue, and physical
s y m p t o m s4 1.  Evidence also indicates that such
i n t e rventions can improve survival, either dire c t l y
via Body-Mind interactions4 2 , 4 3, or indire c t l y, by
i m p roving compliance with conventional tre a t m e n t
p rotocols.  Another example is the potential use of
a c u p u n c t u re and nutraceuticals to mitigate the side
e ffects of chemotherapy, which also incre a s e s
compliance with treatment protocols.  

T h i rd, health care practices and interventions that
have been empirically proven, in a similar way as
above, to prevent disease and illness should become
p a rt of integrative medicine as well. The need for
p revention has been accepted by both conventional
and complementary and alternative health care
health care professions, but the range of
i n t e rventions in complementary and altern a t i v e
health care is much wider than in conventional
health care.  The principle of restoring balance at
the bod y, mind and spiritual levels is a foundation
of many complementary and alternative health care
i n t e rventions.  Complementary and altern a t i v e
practitioners to be integrated should have
re g u l a t o ry organizations and national standards of
education and practice.  Other factors to consider
include extent of present use and demand for
c o m p l e m e n t a ry and alternative practices, cost and
ease of integration, and risk/benefit ratios.  

B. Models of Integration

T h e re are ethical, moral, conceptual and pragmatic
issues that need to be addressed when considering
system wide integration of complementary and

a l t e rnative healthcare modalities. The method of
integration is a major factor that needs to be
c o n s i d e red. 

a. Co-optation
The present default, generally after empirical
evidence for the intervention has been secured, is
co-optation, where complementary and altern a t i v e
health care practices are simply delivered by a
conventional health care practitioner.  For
example, physicians are reimbursed to pro v i d e
a c u p u n c t u re for pain control, but traditional
Chinese medicine practitioners, who evolved the
techniques and philosophy of acupuncture, are not.
Physiotherapists are covered for massage, while
massage therapists are not.  Physicians are often,
with little or no training in psychotherapy, stre s s
management, or marital counselling, etc,
reimbursed to provide services developed in
p s y c h o l o g y, but at the same time, psychology is not
reimbursed by the present health care system.

While co-optation may be the default and easiest
route, it is morally and ethically hard to defend.
Conceptually and pragmatically it may also be
d a n g e rous, because each system brings with it a
diverse and often elaborate knowledge and
philosophy of health and illness that sets the
technique or product of the intervention in a very
d i ff e rent context.  For example an aboriginal sweat
l odge ceremony is more than sitting in a sauna, just
as a homeopathic preparation can not be pre s c r i b e d
by using a simple symptom look-up table.  The
multiple dimensions of the interventions, including
the spiritual, social, emotional, and psychological
aspects, all have empirically demonstrable, albeit
little understood, impact on both quality and
quantity of life.  Co-optation of an approach or
i n t e rvention without its natural context may
dramatically reduce its impact.  Co-optation could
also stifle the evolution and knowledge acquisition
of an alternative health care system that may
eventually prove more robust and effective than the
p resent conventional medical system, which limits
itself to the philosophy of biological re d u c t i o n i s m .

b. Co-existence
When co-optation has not been possible, in
p a rticular in the case of complete systems of
regulated complementary professions, such as
n a t u ropathy or chiropractic, uneasy co-existence
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has been the next default option.  Under this
option, the distinction between conventional and
c o m p l e m e n t a ry and alternative health care is
maintained and the focus is on whether and how
conventional and complementary and altern a t i v e
practitioners communicate and collaborate with
each other (e.g., re f e rral, inter- p ro f e s s i o n a l
communication, etc.).  The inter- p ro f e s s i o n a l
isolation and mistrust, stifled knowledge flow, and
tension it places between the practitioner and
consumers who uses both systems, make this a less
p referable method of integration as well.

c. Systemic Integration
Systemic integration refers to the system-wide
perspective on integration.  Systemic integration
recognises the diff e rent levels of the health care
system, from consumer to health policy makers, and
is proactive in facilitating integration both within

and across those levels according to explicit and
rational processes.  It is a co-ordinated and
v i s i o n a ry top-down response to the upward
p re s s u res exerted within the health care system.
Systemic integration synthesises empirical evidence
with clinical understanding and academic
knowledge to provide an integrated health care
system that balances the needs of consumers and
practitioners with the longer- t e rm responsibility to
society at large.  It recognises the fiscal eff i c i e n c i e s
and humanitarian benefit of health promotion and
disease prevention, and expands the health care
domain; from caring for the ailing body to
p romoting and maintaining wellness, and healing
disease in the bod y, mind, heart, and soul.  Systemic
integration recognises the inter-dependence of the
health care system and the unique role and
contribution each level has to make to integrating
health care, both above and below itself. 
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Clearly there is a need for systemic integration of
the health care system, as opposed to co-optation or
co-existence.  It is based on rationality and vision
rather than on the somewhat haphazard evolution
that is presently occurring.  In this section, we
p rovide some suggestions to guide integration at
each of the diff e rent levels of health care.  It is
beyond the scope of this or any single paper to be
inclusive in this section; we simply offer suggestions
and a beginning orientation.

A. Facilitating Integration of Consumer 
Health Care

The lack of knowledge, lack of education about
c o m p l e m e n t a ry and alternative health care, and
societal biases all highlight the need for better
i n f o rmation about complementary and altern a t i v e
health care.  Currently an overwhelming amount of
i n f o rmation from many diff e rent sources is
available.  In spite of this, evidence of efficacy and
safety is limited and the available information is
often conflicting, patchy and disorganised.  In

addition to providing better quality information for
consumers, it is important that initiatives to
p rovide information are co-ordinated and that
i n f o rmation is easily accessible.  Incre a s e d
practitioner education will also benefit patients.
Conventional as well as complementary and
a l t e rnative practitioners should be open and willing
to discuss the use the entire range of tre a t m e n t
m odalities with their patients so that patients feel
f ree to discuss their needs and pre f e rences.  Such
open discussion will increase patient satisfaction
and minimise the risk of potentially harm f u l
p h a rmaceutical-natural substance interactions.
Financial barriers to accessing complementary and
a l t e rnative health care are still substantial.  The
p rovincial and territorial health care plans should
reimburse patients for approved complementary and
a l t e rnative health care services and natural health
p roducts (as they become regulated and
s t a n d a rdised). This would be important step
t o w a rds systemic integration and addresses several
of the five principles of the Canada Health Act.



B. Facilitating Integration of Health Care 
P r a c t i t i o n e r s

Regulation of complementary and altern a t i v e
health care professions will contribute to
legitimising complementary and alternative health
c a re and to greater transparency of these
a p p roachesRegulation of practitioners, an area of
p ro v i n c i a l / t e rritorial jurisdiction, differs in each
p rovince and terr i t o ry.  To date, several of the
c o m p l e m e n t a ry and alternative health care
p rofessions are regulated or, in some jurisdictions,
a re in the process of being fully re g u l a t e d
( c h i ropractic, naturo p a t h y, massage therapy), while
others (herbalists, homeopaths, Reiki practitioners)
a re not regulated by government in any manner.
I n t e r- p rovincial standards would contribute to the
development of an integrated health care system.

Both conventional and complementary and
a l t e rnative practitioners need to be aware and
i n f o rmed of each other’s scope of practice.
Conventional and complementary and altern a t i v e
practitioners who keep an open mind about the
other professions' ability to help patients and who
allow their own patients to feel comfort a b l e
utilising diff e rent health care options are
i n s t rumental in realising an integrated health care
system.  Creating more of these types of
p rofessionals re q u i res a diff e rent approach to
training and educating practitioners than is
c u rrently the case.  So far, nursing, psychology, and
medicine mostly on their own when it comes to
becoming familiar with complementary and
a l t e rnative professions and products. Education
should include formal study and exposure to the
philosophies and practises of alternative and
c o m p l e m e n t a ry health care.  Weil has suggested
that it is not enough to give physicians new tools,
such as herbs in addition to or instead of
p h a rmaceutical drugs.  Rather there should be "a
shift in some of the basic orientations of medicine:
t o w a rd healing rather than symptomatic tre a t m e n t ,
t o w a rd a closer relationship with nature, toward a
s t rengthened doctor patient relationship and an
emphasis on mind and spirit in addition to bod y "
( p . 1 4 2 )4 4.  Conversely, many complementary and
a l t e rnative health care training programs could
benefit from more exposure to the scientific
paradigm and the need to thoroughly evaluate their
t reatment regimens.  Curre n t l y, initiatives are

u n d e rway to promote complementary and
a l t e rnative health care in medical education,
t h rough Health Canada and the Association of
Canadian Medical Colleges.  Gre a t e r
p ro v i n c i a l / t e rritorial regulation of complementary
and alternative health care professions, along with
the upcoming federal re g u l a t o ry framework for
natural health products would facilitate such
initiatives, particularly with respect to adopting
evidence-based practice in educational pro g r a m s .

Both conventional and complementary and
a l t e rnative health care practitioners pro v i d e
p r i m a ry care (e.g., family practice and naturo p a t h y ) .
P re s e n t l y, re f e rral to specialists is essentially limited
to the 'techo-specialists' of the conventional
medicine (e.g., surgeons, radiation technologists,
etc).  Other specialists to which primary health care
p roviders should be able to re f e r, include cert i f i e d
practitioners within the Body paradigm (e.g.,
h e r b o l o g y, "straight" chiropractic, etc), the Bod y -
Mind paradigm (e.g., psychologists, re l a x a t i o n
therapists, etc.), the Bod y - E n e rgy paradigm (e.g.,
a c u p u n c t u re, therapeutic touch, etc.), and the
B ody-Spirit paradigm (e.g., pastoral care, aboriginal
traditions, faith healers, etc.).

C. Facilitating Integration at Health Care Clinics

Funded demonstration or pilot projects are a
valuable means to obtain information on the
e ffectiveness of integration.  Initiatives such as
integrated health care delivery clinics (including
community health clinics) should be evaluated and
the results disseminated among all stakeholders.
R e s e a rch collaboration and co-ordination of
integrated health care initiatives is an import a n t
p a rt of this development.  This could potentially
involve collecting similar data in a shared database,
which would allow comparison of patient
populations, treatment modalities and outcomes
(including cost-benefit assessments), and thus
f u rther assessment of the models and their success
factors.  Ideally, outcomes should be compared with
those patients not seeking integrative care.  This is
c u rrently being done at the Manitoba Seven Oaks
Hospital, which, in conjunction with re s e a rc h e r s
f rom the Manitoba Centre on Ageing, is evaluating
its recent addition of a holistic wellness centre.  As
d i ff e rent models of care and intervention are
evaluated, those that demonstrate eff i c a c y, with
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high consumer and practitioner satisfaction and
i d e a l l y, low delivery costs, should be marked for
f u rther expansion.  Such expansion would only be
successful if provincial insurance plans support
these initiatives.

T h e re is an increasing prevalence of chronic health
conditions and individuals given "garbage can"
diagnostic categories such as fibromyalgia, chro n i c
fatigue syndrome, and auto-immune disorders.  A
diagnostic clinic could be piloted in several
p rovinces, where patients with uncommon or hard -
to-diagnose and treat conditions, could be assessed
by diagnostic specialists, trained and knowledgeable
of the four paradigmatic views on illness.  This type
of single centre has the potential to greatly re d u c e
human suffering by appropriate diagnosis and
re f e rral (e.g., acupuncturists and energy balance
specialists for pain control).  It might also re d u c e
health care costs by eliminating the pre s e n t
"diagnosis journey" of the patient and inappro p r i a t e
c ross-level health care use (e.g., treatment of
psychological, energetic, or spiritual imbalance by
biomedical means).  There is considerable re s e a rc h
on the "offset" phenomena, indicating the addition
of appropriate services to medical insurance
coverage (e.g., chiro p r a c t i c4 5, psychotherapy4 6 , 4 7,
etc.) could pay for itself in reduced use of
conventional biomedical serv i c e s .

D. Facilitating Integration of Health Care 
I n s t i t u t i o n s

Health care institutions such as community and
teaching hospitals co-ordinate the activities of a
g reat number of health care professionals.  Many of
the specialised programs and services off e red, such
as surg e ry, long-term care, matern i t y, emerg e n c y
medicine, and palliative care, have a potentially
l a rge impact on both physical and non-physical
aspects of the quality of life.  Accord i n g l y
a p p ropriate "in-house" complementary and
a l t e rnative health care services might form useful
additions to conventional health care serv i c e s ,
depending on institutional specialisation, local
needs, and available re s o u rces.  Services might
include crisis counsellors in emergency ward s ,
counselling and spiritual care in long-term and
palliative care wards, herbal and nutraceutical
counselling for chemotherapy patients wishing to
maximize their natural healing re s o u rc e s ,

nutritional programs for expectant mothers, and
symptom control-oriented interventions such as
a c u p u n c t u re, therapeutic touch, massage, and
relaxation training.  

Because opinions and knowledge of complementary
and alternative health care services vary
considerably from one person and one profession to
a n o t h e r, institutional policies and pro c e d u re s
re g a rding complementary and alternative serv i c e s
should be developed, providing clear and consistent
messages from the practitioner to the consumer.
Such policies tend to facilitate open and easy
communication between consumers and
p rofessionals, and encourage the patient to discuss
their use of complementary and alternative health
c a re services.  These discussions are part i c u l a r l y
i m p o rtant given their potential for aff e c t i n g
conventional treatment regimes.  Explicitly
recognizing the existence of the altern a t i v e
paradigms and methods for health and healing, not
only acknowledges the impact of disease on the
other aspects of existence (e.g., psychological,
emotional, and spiritual), it also provides a safe,
m o re holistic, and more client-centred healing
e n v i ronment.  In this environment, it is import a n t
to provide easily accessible, valid and clear
educational re s o u rces for both patients and health
c a re practitioners, including access to the Intern e t ,
p e e r- reviewed complementary and altern a t i v e
health care journals, and lists of local re p u t a b l e
c o m p l e m e n t a ry and alternative health care
practitioners whose services are not yet available at
the institution.

E. Facilitating Integration of Professional Health 
C a re Org a n i s a t i o n s

P rofessional re g u l a t o ry bodies set the general
philosophical milieu and explicit standards of
conduct under which its members practise.
Allowing their members to make re f e rrals to, and
f o rmally communicate with, other pro f e s s i o n a l s
contributes greatly to integrating the two health
c a re domains and easing patient-practitioner
interactions for those using both therapeutic
m odalities (e.g., the CMA allowing physicians to
make re f e rrals to chiropractors).  Formal discussion
and by-laws re g a rding re f e rral to other types of
health care practitioners needs to occur.  These
decisions should be guided by both empirical
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evidence and by health care policy decisions makers
who have the re s o u rces and mandate to determ i n e
national standards of care .

I n t e r- p rofessional communications via re s e a rc h
collaborations or educational programs and
workshops would also be beneficial in re m o v i n g
misconceptions and enhancing practitioners'
knowledge bases.  Other more novel programs, such
as inter- p rofession residencies and fellowships, w o u l d
allow new graduates or long time practitioners to
receive first hand training and expertise in the
other health care systems.  They would then be able
to serve as ambassadors between the re s p e c t i v e
worlds.  This is similar to previous initiatives in
which physicians could become certified in
traditional Chinese medicine, or nurses who
became graduates and advocates for therapeutic
touch.  This model has also been used successfully
in several provinces in the education of physicians
on population health re s e a rch and epidemiology
(i.e., Manitoba Centre for Health Policy and
Evaluation fellowship program for physicians). 

F. Facilitating Integration at Health Policy 
and System Levels

To date, integration of the health care system has
been driven by consumer demand and pre f e re n c e .
What is re q u i red to further develop systemic
integrative medicine is federal support and
i n f r a s t ru c t u re.  The federal government has a ro l e
in guiding and facilitating the various health care
o rganization and professions in moving toward s
integrative care4 8.  Part of this responsibility is to
p rovide an overall vision of how an integrative
health care system might look, as well as clarify the
logistical and fiscal responsibilities of the new
system.  While provinces and territories can have
considerable latitude in developing their systems of
health care, ultimately integrative care must follow

the five principles of the Canada Health Act:
public administration, accessibility,
c o m p rehensiveness, universality, and port a b i l i t y.
As discussed before, experimentation with diff e re n t
m odels of integration and evaluation of these
initiatives are useful and necessary steps.  The co-
o rdination of federal, provincial and terr i t o r i a l
responsibilities for health care will continue to be
challenged by the integration of alternative and
c o m p l e m e n t a ry practices and products.  For
example, while provincial and terr i t o r i a l
g o v e rnments are responsible for delivery of health
c a re payments and reimbursements for health care ,
and the regulation of practitioners, the federal
g o v e rnment is responsible for the standards and
g o v e rnance of health products (e.g., herbs, natural
health products and nutraceuticals).

The pharmaceutical industry is another major
influence on all levels of the health care system
that must be addressed, monitored, and possibly
regulated at the health care policy and systems
level.  With a deeply vested interest in the
biological model of health and health care ,
p h a rmaceutical companies are both a blessing and a
curse to conventional health care.  These private,
f o r- p rofit companies are responsible for developing
and distributing our health care system’s most
p o w e rful and effective biological agents.  However,
consumers are being educated and prompted into
the biological model and its treatment options,
leaving little attention and space for
c o m p l e m e n t a ry and alternative health care options
and products, many of which have been shown to
be more cost-effective and have greater long-term
e ff e c t i v e n e s s4 3.  This creates conflict of interest and
ethical dilemmas that need to be addressed by
health policy makers in an integrative health care
system, particularly in light of the gro w i n g
expansion of the pharmaceutical industry to include
the natural health products. 
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Society has benefited immensely from the
biomedical model of health care and its biological
and technological advances in diagnosis and
t reatment.  In the past decades, conventional
health care has also incorporated the skills and
philosophies of other professions, expanding our
health care options to include physiotherapy and
occupational therapy, psychological services and
counselling, and most re c e n t l y, chiropractic.  At the
same time, complementary and alternative health
c a re approaches have developed rapidly and made a
g reat impact on the current health care system.
This has created many new, more holistic tre a t m e n t
o p p o rtunities, but also resulted in tensions between
conventional and complementary and altern a t i v e
health care professions that need to be addre s s e d
and resolved.  

Integration of health care by consumers (and to a
lesser extent, practitioners) is creating an upward
p re s s u re for systemic integration of services acro s s
the other levels of the health care system.  It is

expected that this trend will continue.  This pro c e s s
of integration is facilitated by current trends in
conventional health care, including an incre a s e d
focus on patient-centred care, increased attention
to the evidence base of treatment, gre a t e r
recognition of the importance of health pro m o t i o n
and disease prevention, and wider appreciation of
psychological and social determinants of health.
The further expansion of conventional health care
to include complementary and alternative health
c a re, with its diff e rent beliefs and expertise on the
non-biological determinants of health and well-
being, simply continues and augments this trend of
integration.  

Conventional health care is on the verge of
becoming what it has always aspired to be—a tru l y
e ffective and explicitly compassionate, integrated
health care system, which, in the larger context of
family and society, cares for the bod y, mind, heart ,
and soul of people, both before and after they
become ill.
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