
 

Tema Health and Society (Tema H) 
Masters in Health and Society 
LIU-IHS/MSHS-D-06/001--SE 

  
 
 
 
 
 
 
 
 
 

Integrative Medicine:  
Cooperation or Polarization? 

 
 
Integrating complementary and alternative medical practice in 

a biomedical environment: theory and practice. 
 

 
 
 
 
 
 
 

Katherine Michaelsen 
 
 
 
 
 
 
 
 

michaelk@u.washington.edu 
 

Thesis, 20p 
Masters in Health and Society, 80p 

Linköping University 
 

Advisor: Motzi Eklöf 
 

2006-06-07 

 i



 

Upphovsrätt 
Detta dokument hålls tillgängligt på Internet – eller dess framtida ersättare – under 25 år från 
publiceringsdatum under förutsättning att inga extraordinära omständigheter uppstår. 

Tillgång till dokumentet innebär tillstånd för var och en att läsa, ladda ner, skriva ut 
enstaka kopior för enskilt bruk och att använda det oförändrat för ickekommersiell forskning 
och för undervisning. Överföring av upphovsrätten vid en senare tidpunkt kan inte upphäva 
detta tillstånd. All annan användning av dokumentet kräver upphovsmannens medgivande. 
För att garantera äktheten, säkerheten och tillgängligheten finns lösningar av teknisk och 
administrativ art. 

Upphovsmannens ideella rätt innefattar rätt att bli nämnd som upphovsman i den 
omfattning som god sed kräver vid användning av dokumentet på ovan beskrivna sätt samt 
skydd mot att dokumentet ändras eller presenteras i sådan form eller i sådant sammanhang 
som är kränkande för upphovsmannens litterära eller konstnärliga anseende eller egenart. 

För ytterligare information om Linköping University Electronic Press se förlagets hemsida 
http://www.ep.liu.se/. 
 
 
Copyright 
The publishers will keep this document online on the Internet – or its possible replacement – 
for a period of 25 years starting from the date of publication barring exceptional 
circumstances. 

The online availability of the document implies permanent permission for anyone to read, 
to download, or to print out single copies for his/her own use and to use it unchanged for non-
commercial research and educational purpose. Subsequent transfers of copyright cannot 
revoke this permission. All other uses of the document are conditional upon the consent of the 
copyright owner. The publisher has taken technical and administrative measures to assure 
authenticity, security and accessibility. 

According to intellectual property law the author has the right to be mentioned when 
his/her work is accessed as described above and to be protected against infringement. 

For additional information about Linköping University Electronic Press and its procedures 
for publication and for assurance of document integrity, please refer to its www home page: 
http://www.ep.liu.se/. 
 
 
 
 
 
 
© Katherine Michaelsen 

 ii

http://www.ep.liu.se/
http://www.ep.liu.se/


 

Abstract 
 
Alongside the complementary and alternative medicine movements, a new concept is 
emerging:  integrative medicine.  Though more and more authors have begun to use this term, 
they use it to refer to widely varying concepts of health care.  This study begins with a 
theoretical look at integration and continues with an examination of current integrative 
efforts.  These general discussions are followed by the presentation of the situation in 
Sweden, and at the Vidarklinik in particular.  Finally the study turns to an empirical study 
investigating the communication between the Vidarklinik and the outside biomedical system.  
The research suggests a much more comprehensive picture of integrative medicine than those 
put forward by most authors and finds that to create and maintain an integrative system, all 
the levels of health care must be actively engaged in the system and the entire spectrum of 
care must be coordinated for the patient.  Attempts at integration are found in diverse local 
efforts, which are all limited by lack of cooperation between different levels of health care.  
The study of communication at the Vidarklinik in Sweden illustrates that communication is 
crucial between all levels of health care in order for even relatively localised efforts in 
integration, and further that various factors limit whom various individuals and groups can 
communicate with, while in-person dialogue mitigates some of these factors. 
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Integrative medicine, complementary and alternative medicine (CAM), network analysis, 
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1.  Introduction 

 

The public has long been “integrating” biomedicine and complementary and alternative 

medicines (CAM) to suit its own health needs, with or without the advice of a physician.  

Recently politicians and researchers have shown increasing interest in the possibilities for 

integrating biomedicine and CAM in a more systematic and structured way.  In 2005, the 

American National Center for Complementary and Alternative Medicine (NCCAM) received 

over 123 million dollars from the U.S. Congress to support research of complementary and 

alternative therapies (NCCAM 2005).  The same summer the Karolinska Institute received 5.5 

million dollars from a private donor to fund the establishment of a new research centre in 

complementary and alternative therapies (Karolinska Institutet 2005).  Yet the issues of CAM 

and its role in society and in the practice of medicine remain controversial, just as the concept 

of “CAM” itself remains problematic. 

“Unconventional,” “traditional,” “complementary,” “alternative,” and “CAM” are just 

some of the terms in use today to describe non-biomedical approaches to health care.  “CAM” 

as an umbrella term is somewhat more inclusive and neutral and so will be used in this paper 

to encompass this diverse array of modalities and health systems, such as Traditional Chinese 

Medicine, chiropractic, and healing touch that are outside of the wisdom taught to and used 

by most medical doctors in Europe and North America.  CAM systems and therapies come 

from around the world.  Some are based on ancient and traditional practices, and others are 

new discoveries and creations.  What is taught and practiced by Western physicians is often 

referred to as conventional or biomedical care and treatment.  “Conventional” seems 

especially subjective and dependent on the writer’s perspective, so the present study will use 

“biomedicine” to refer to this type of knowledge and skills.  Though these terms are still 

problematic, especially given the changing nature of medical knowledge, this study will use 

the terms “CAM” and “biomedical” to contrast biomedical practice with the various systems 

of knowledge about health and health care used by CAM practitioners. 

CAM and the biomedical system are often placed in opposition to one another, but 

researchers and practitioners are increasingly interested in their collaboration.  This newer 

concept of “integrative” health care and medicine is under much scrutiny by researchers, 

policy-makers, professional bodies and practitioners, who are contributing to a heated debate 

about if or how CAM therapies and philosophies should be integrated into the mainstream 

medical system. 
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Integrative health care is not only interesting because of its growing popularity as a 

concept among professionals and the public, but also because of its ambiguity.  Many speak 

of “integrative medicine,” but may mean very different things, ranging from integration of 

proven CAM therapies into physicians’ practice, to the complete reform of the biomedical 

system.  The concepts of complementary and alternative medical practices each assume a 

relatively intact, uniform biomedical system.  But the concept of integrative health care opens 

up new realms of possibility, with potentially much more profound impacts on biomedicine.  

Currently most integrative efforts are localised and implemented without common vision or 

process.  Given the increasing public and political interest and in order to undertake more 

comprehensive reforms, it is important first to explore the nature and development of 

potential integrated systems and current integrated practices so that decisions and changes are 

guided by high quality information and are not merely haphazard and uncoordinated. 

This exploration should ideally be both theoretical and practical, and that is the 

approach of this essay.  The exploration begins with an analysis of the concept “integrative 

health care,” followed by an investigation of some of the key elements and indicators of 

integrative health care, as distilled from the literature and the focus of current research.  

Building upon this theoretical foundation, the paper then examines the efforts of various 

clinics and medical centres to practice integrative health care, including the organisation of 

these centres and the challenges faced by them.  This will form the background for examining 

the situation particular to Sweden, measuring themes developed in the previous sections 

against the Swedish context, and finally focusing on the specific example of an integrative 

centre in Sweden: the Vidarklinik.  The theory and practice sections identify communication 

as a key element of integration.  Therefore, patterns and flows of communication form the 

basis for the empirical study of the Vidarklinik and its connections with the medical and 

political establishment in which it operates, especially the regional council in Östergötland.  

The Vidarklinik study demonstrates how network analysis can be used to evaluate the 

dynamics of integration in an integrative medical centre and the centre's relationship to the 

biomedical healthcare system in which it operates. 

 

 

1.1  Aims 

 

In the era of human rights, welfare states, and planned development, we should be examining 

the various directions in which our health care system can evolve and making conscious 
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choices about how we want it to function.  This paper will explore a possible direction.  The 

purpose of this paper is to explore integration: theory, potential, and practice.  The first part 

will examine which ways various authors suggest leading our development, with the focus 

centred on the new movement advocating an “integrative” health care system.  This paper will 

provide a thorough discussion of the concept “integrative health care” and possible 

implications.  I will collect critical elements and indicators of integrative medicine, as drawn 

from current literature. 

The second part will present an overview and assess the current state of “integration” 

in practice.  I will discuss examples of centres working to provide integrative care within a 

larger biomedical system.  The study will cover different strategies employed by the clinics 

and hospitals as well as discuss common practical issues that complicate efforts to integrate.  I 

will investigate some centres and how they function, with an emphasis on the process.  Lastly, 

I will critically examine studies that have measured treatment and patient outcomes at 

integrative centres. 

This section is followed by an examination of the situation in Sweden and in the 

Vidarklinik in particular.  This illustration uses concepts developed in the theoretical part to 

analyse the extent of integration in Sweden and in the Vidarklinik. 

The final part is an empirical study of one example of integrative efforts: the 

Vidarklinik in Sweden.  This section investigates and illustrates the situation in a particular 

centre, in a particular context, moving away from the generalisations of the rest of the paper.  

The study uses network analysis to explore and analyse the communication flowing between 

this centre and the Swedish health care system by interviewing individuals about their work-

related networks.  Special attention is given to the communication with one of the regional 

governments responsible for financial agreements with the Vidarklinik (Östergötland).  This 

part reveals some of the practical concerns and strategies found in a particular integrative 

effort. 

This paper is looking at a process of current and potential development.  The aim is to 

examine problems with current literature and integrative efforts, as well as how the process 

could be better, rather than to advocate a particular outcome.  By describing models and 

benchmarks of integration the findings will provide a springboard for future discussions of 

integrative health care within the arenas of both academics and legislation. 
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2.  “Integration,” Analysing the Concept 

 

While all sides of the debate about integrative health care agree on the need for research, they 

disagree on focus and methodology of research, as well as how health care professionals, 

practitioners and administrators should proceed before and after findings are available.  Given 

the current interest in integrative health care, it is important to have some idea of what 

different individuals mean when arguing for or against “integrative medicine.”  The meaning 

associated with the term has important implications for the system and the reforms proposed.  

The following investigation of different possibilities and models provides a backdrop for 

examining efforts to create centres practicing integrative health care. 

 

 

2.1  An introduction to “integration” 

 

On their website, NCCAM defines “integrative medicine” as care that “combines mainstream 

medical therapies and CAM therapies for which there is some high-quality scientific evidence 

of safety and effectiveness.”  This definition is limited and one can imagine that CAM and 

biomedicine could be combined in many different ways.  In my exploration of integrative 

health care, I will use the different elements or levels of health care as a framework: 

consumer, practitioner, clinic, institution, professional body, regulatory body and health 

policy (Tataryn and Verhoef 2001).  A model of integration can involve one or more of these 

levels of health care.  The possibilities for integration on any one level and among levels 

range between the extremes of two completely separate systems on the one hand, and a 

seamlessly unified system on the other. 

The rate and degree of integration of any system will be shaped by the local context, 

including values and institutions, professional development, political and economic forces, 

and the existing health system (Barrett, et al. 2003, Kelner, et al. 2004).  Therefore, by 

generalising I am introducing some artificiality, though later I discuss the case of Sweden, and 

the Vidarklinik (an integrative centre) in particular. 

Boon, et al. (2004b) performed a qualitative content analysis of articles in the area of 

“integrative health care” and identified four general, overlapping and interrelated components 

for evaluating the degree of integration achieved by a health care system:  structure, process, 

outcomes, and philosophy and values.  These components will be addressed in the present 

study. 
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• The structure consists of the system’s elements and infrastructure, including the 
hierarchy, type of collaboration, and funding. 

 
• The process can be collaborative in different ways, ranging from practitioners that 

make referrals to other practitioners, to networks of practitioners, to teams that work 
together to determine the best treatment for a patient. 

 
• Outcomes deal with the efficiency of the treatments and the expectation that 

cooperative care can exceed the sum of individual practices. 
 

• The philosophical aspect evaluates whether co-optation, assimilation, or simple 
combination of therapies is truly integrative, or whether significant changes in the 
philosophical background of the health care system are required. 

 

 

2.2  Levels of integration 

 
The levels on which integration can occur range from the patient up to the policy makers.  At 

the level of the individual, without any cooperation or institutional support, patients or 

“consumers” pick and choose among the different therapies available to them, to find the 

most effective and satisfying combination within the limits of accessibility and affordability. 

Several variations exist at the level of the practitioner, including a system with only 

fragments of CAM:  evidence-based therapeutic techniques integrated into mainstream 

medicine as tools available to physicians (Fontanarosa, et al. 1998, Giordano, et al. 2002, 

Larhammar 2005, Leckridge 2004, Relman and Weil 1999, Forssberg 2005).  This model, 

favoured by critics of CAM, is more “assimilation” or “co-optation” than integration.  

Opponents argue that assimilation of a method without its context (philosophical, etc.) may 

reduce its effect, and does not lead to reform of the system (Bell, et al. 2002, Tataryn and 

Verhoef 2001).  The model implies that there should be no CAM system, but instead only 

“evidence-based medicine.”  Thus, we can distinguish two basic groups:  those interested in 

CAM itself and in reforming the health care system, and those wishing to maintain the current 

system without basic changes. 

Many researchers recommend beginning integration at the practitioner level and 

having physicians coordinate integration via recommendations and referrals for patients.  

They argue that physicians should be knowledgeable about CAM therapies, discuss therapies, 

and give advice to patients according to the best current information (Adams, et al. 2002, 

Ahlzén 2001, Eisenberg 1997, Frenkel and Borkan 2003, Giordano, et al. 2002).  This and other 

models emphasize the “complementary” aspects of CAM, as CAM therapies are used merely 
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to supplement biomedical care (usually only when biomedical care fails), which results in 

fewer options to patients than approaches that offer alternatives to biomedical care from the 

start (Hess 2002). 

In a “parallel” system, independent health care providers may occasionally refer 

patients to each other, while still working within the formally defined bounds of their 

professions (Boon, et al. 2004a).  If taken a step further, the parallel system allows 

practitioners to engage in informal consultations (“consultative” practice), or to continue to 

work independently but extend their cooperation to informal information sharing about 

common patients (“collaborative” practice). 

Alternatively, practitioners can acquire multiple types of training.  These practitioners 

can integrate their different capabilities into all stages of patient care in a “transdisciplinary” 

practice, which may result in the formation of teams with complementary sets of skills and the 

breakdown of traditional professional boundaries (Boon et al. 2004b).  Eventually this would 

involve integration at the levels of academic institutions and professional bodies.  However, 

depending on the educational requirements, this type of integration could result in an 

extensive “assimilation” model, where biomedical physicians merely learn new techniques 

and lose much of the original context of CAM therapies. 

At the level of professional body and health policy, approved complementary and 

alternative therapists could work as part of larger medical networks, covered by insurance and 

regularly referred to by physicians.  Primary care physicians might act as the gatekeepers for 

CAM practitioners, turning CAM treatment into a subspecialty.  The two systems of care 

would remain relatively separate and distinct in a type of co-existence or parallel systems.  On 

the down side, this model could lead to isolation, mistrust, and lack of knowledge flow 

between systems (Tataryn and Verhoef 2001). 

At the clinic or institution level, both biomedical and CAM practitioners could 

cooperate under the same roof.  This model has the advantages of closer collaboration and the 

ability to ensure the “appropriateness” of referrals (FIM 1997, FIM 2000).  Boon, et al. (2004a) 

elaborate on this level, describing “coordinated” integration, where formalised administrative 

structures require communication and record sharing among practitioners.  A case coordinator 

or manager could look after each patient and ensure that information was sent to relevant 

parties.  However, without appropriate changes on the level of regulatory bodies and policy-

makers, these integrative centres would face many obstacles. 

“Multidisciplinary” integration is a further step, where teams of care providers are 

managed by a leader who plans patient care.  The team members may or may not meet but 
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each member makes her own decisions and recommendations, which may be integrated by the 

team leader.  In contrast, “interdisciplinary” integration is distinguished by practitioners 

making group decisions, based on consensus, about patient care at team meetings. 

Boon, et al. (2004a) describe a truly “integrative” team practice as an 

“interdisciplinary, non-hierarchical blending of both biomedical and CAM health care that 

provides a seamless continuum of decision-making and patient-centred care and support” (3).  

The interdisciplinary team approach requires consensus building, mutual respect, and shared 

vision. 

Any of these more comprehensive, organisation- and institution-based types of 

integration assume a great deal of cooperation.  Thus, it seems that integration at any one 

level of health care would eventually influence other levels.  Tataryn and Verhoef (2001) 

discuss an “upward pressure” from integration by the consumer.  Policy-makers and 

legislation could also create a top-down pressure. 

 

 

2.3  Philosophy and values 

 

Many of the models discussed here disregard or sideline the philosophical aspects of CAM 

therapies, basically incorporating techniques or people into the existing biomedical system, 

though the more integrative levels mentioned assume some blending of philosophies.  

However, integration is much more complex when one considers that CAM therapies are 

usually tied to worldviews that inform everything from how to approach the patient to 

concepts of health and illness.  The philosophical underpinnings of each CAM system make 

integration of CAM with the current medical system more challenging than the integration of 

mere techniques. 

Will CAM practitioners adapt themselves to the biomedical values, ethics, and 

standards of education?  Or will blending philosophies lead to the creation of something new, 

neither fully CAM nor biomedical?  What will be lost if CAM techniques are separated from 

their contexts and histories?  Can two sometimes-conflicting philosophies exist side-by-side, 

as the parallel model proposes?  Or, does true integration require changes in the basic 

philosophical underpinnings of both CAM and western biomedicine? 

Relman (Relman and Weil 1999, a debate) argues that integration is not realistic 

because the paradigms of CAM and biomedicine are too different to be integrated in medical 

schools and in practice.  Others suggest that the abandonment of philosophy and theory of 
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CAM systems may be necessary for integration and acceptance and may even be a by-product 

of the increasing regulation and legitimacy (Larhammar 2005, Tataryn 2002, Kelner, et al. 

2004). 

Other authors argue that integration should occur on both practical and theoretical 

levels, and that integration requires a new approach to medicine and health care (Barrett et al. 

2003, Bell et al. 1998, Bell et al. 2002, Boon et al. 2004b, Gaudet 1998, Giordano et al. 2004, 

Leckridge 2004, Maizes et al. 2002, Tataryn and Verhoef 2001, University Arizona website).  

They contend that combining methods is not integration and cite studies suggesting that many 

consumers use CAM because it is more in line with their worldviews.  Thus, mere 

combination of techniques would not address patient needs.  Some key themes of their 

proposed approach include a focus on health instead of disease, on the body’s own healing 

powers, and on a holistic perspective including the mind, body, spirit, and community. 

This degree of integration would require much more extensive reform on all levels of 

health care.  It raises questions about feasibility, as alternative therapies come from many 

cultures with diverse philosophical underpinnings and may be very difficult to fit into the 

model of scientifically validated theory (Giordano et al. 2002).  In response, Coulter (2004) 

discusses employing systems theory as a way of harmonizing the paradigm differences 

between biomedicine and CAM.  Systems theory is a conceptual way of integrating and 

organizing knowledge within and between disciplines.  Coulter suggests that systems theory 

has several characteristics that are conducive to the integration of CAM and biomedicine. 

Engel originally developed a popular candidate for systems theory:  the 

biopsychosocial model (Coulter 2004).  This model features elements of both paradigms 

(CAM and biomedical), but it also introduces characteristics not found in any of the 

component parts (biomedicine or CAM).  Therefore, Coulter sees an opportunity in systems 

theory to develop an integrative theory that can gain acceptance in biomedical sciences, while 

still incorporating many of the principles of different CAM systems. 

 

 

2.4  Degrees of integration 

 

In order to describe and define integrative health care, we need criteria to classify different 

models.  The markers discussed in this section can be used to determine where in the 

spectrum of integration a particular system lies (from completely separate to completely 

integrated).  In addition, these markers will be useful for discussing the boundary area 
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between “integrative” and other kinds of systems.  These indicators are borrowed from Boon 

et al. (2004b). 

In more integrative systems all practitioners have input in fiscal issues, and CAM 

therapies are accessible to all patients.  CAM practitioners utilise the facilities and services of 

the health care system, and participate in policy questions and governance.  All practitioners 

use the same billing and administrative systems and are able to advocate for the quality of 

patient care. 

On the clinical level, the most appropriate therapy is chosen without regard to source 

(biomedicine or CAM) (Boon et al. 2004b).  CAM is integrated into clinic guidelines and 

medical decision-making.  Decisions regarding patient care and clinic protocol are made via 

consensus processes.  CAM delivery is appraised by standards relevant to the practice and 

CAM and biomedical practitioners are comparably trained and experienced.  Further, 

increased integration is assessed by the equitable support of all aspects of patient care within 

an institution, both CAM and biomedical (Boon et al. 2004b).  CAM is integrated into the 

institution’s mission, goal, and action plan, and administrative and clinical leaders support the 

inclusion of CAM.  All practitioners have access to patient-centred data, are included in 

quality improvement efforts, and are trained in appropriate CAM and biomedical referrals. 

On the regulatory level, cross-disciplinary cooperation is encouraged when 

appropriate, and important guarantors, like professional liability insurance, are extended to 

CAM therapists (Boon et al. 2004b).  Health professions are regulated more in terms of 

“controlled acts” and less in terms of professional boundaries.  Finally, policy-makers and 

system administrators are knowledgeable about CAM and policies mandate coverage of 

approved CAM therapies and professions as well as funding for CAM research. 

More generally, Boon et al. (2004a) suggest that as health care becomes more 

integrated, the number of different philosophies within the system and the holism of the 

approach will increase, while the reliance on the biomedical model will decrease.  This more 

comprehensive view of “integration,” which includes reform of basic care and operating 

philosophies, is accompanied by complex changes in the structures and processes of the 

system.  As integration increases, the structural complexity of the team-oriented model 

increases (as more determinants of health are considered) and the clear definition of roles and 

hierarchy decreases.  Communication, respect for differences, and consensus must increase, 

while conversely practitioner autonomy decreases.  Care becomes more individualised and the 

number of participants involved expands.  In this system, practitioners, therapies and 
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treatments, and even philosophies are incorporated on equal footing to become non-

hierarchical parts of one system. 
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3.  Key Elements of Integrative Health Care 

 

What specific elements contribute to (or prevent) integration?  Whereas Boon et al.’s 

literature review (2004b) developed the macro-categories of structure, process, 

philosophies/values, and outcomes; this study focuses on more specific issues.  This study 

concentrates on the elements essential for defining and operating an integrative system.  

These elements can be used as indicators when assessing integration.  They are the product of 

an extensive qualitative literature review that reveals what a wide range of authors think are 

important elements of integration. 

The literature search for this study was conducted in PubMed and other major 

databases for articles relating specifically to integration in a global sense (not just a specific 

treatment).  The references for each of these articles were also examined.  Selected articles 

were coded for the major themes relating to integrative health care.  Finally, the codes, 

categories, and themes for the essential elements of an integrative system were compiled. 

 

 

3.1  Involvement of all levels of health care and coordination of care 

 

The literature repeatedly mentions two main themes in integrative health care:  involvement 

of all levels of health care, and coordination of patient care.  These concepts are of course 

related, as coordination of patient care would be very difficult if all levels are not involved. 

Put together, the researchers indicate that involvement of all levels of health care is 

essential for integration as the efforts of any one or more levels are incomplete without 

support and complementary reforms, regulations, practice, etc. from all other levels.  Besides 

the indicators on each individual level, the number of levels involved in the integrating 

process can be used to assess the integration of a system.  As mentioned earlier, the levels of 

health care range from the patients up to policy-makers and legislation.  In order to function, a 

high level of integration requires reform and reinforcement from all these levels.  For 

example, institutions require appropriate management and administration to encourage the 

integration of practitioners, as well as to communicate problems and needs with the regulatory 

bodies and policy-makers.  Another key step in integration is the involvement of the highest 

level of the health care system:  policy makers and legislation.  Without the cooperation of 

this level, anything integrated by lower levels is tentative and lacks legitimacy, thus 

preventing full integration. 
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Coordination of patient care would ideally create a continuum of care.  This would 

mean developing a continuum of services and decision-making processes for patients, and 

increasing the efficiency of the entire system, as well as easing the movement of the patient 

between services and practitioners.  It would reduce redundancy, as information could be 

efficiently exchanged between practitioners.  Any lasting effort toward coordination of care 

should include continual monitoring, evaluation, and reform of the system. 

Coordinated care can increase the chances that “appropriate” care is provided for each 

patient and that the sum of synergistic therapies is greater than the parts.  Coordinating patient 

care, as well as the related issues of public health and medical research, involves coordinating 

the work of all levels of health care so that information is generated and provided to all 

parties, communication and collaboration are encouraged, and so on, thus creating a system 

with the patient at the centre and all the various components working together to provide 

optimal care. 

Coordination of care would suffer if a level of health care or a key player was left out 

(this could include the patient), so the extent of integration could also be measured in terms of 

the ability of different parts of the system to coordinate their efforts for the care of patients, 

the advancement of public health, and the expansion of medical knowledge.  The involvement 

of policy makers also forms a significant boundary line for the coordination of services, as 

legislative mandates define and restrict the actors in lower levels of the health care system.  

The involvement of academic institutions to produce individuals educated to function within 

an integrated system (i.e. with comparable standards of education for different practitioners, 

etc.) is another important indicator of full integration. 

Around these two central themes are an array of related elements that are definitive for 

integrative care, and are essential to a well functioning integrative system.  These elements 

include: philosophy, team care, attitude and acceptance, availability and access, funding and 

coverage, research, academic institutions, and regulation (see Figure 1 for an overview). 
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Figure 1.  A summary of the central themes of integrative health care and their key elements 
For an optimal diagram of the relationships, lines should be drawn between all the different 
elements connecting them directly to each other as well, but these are left out for simplicity. 
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prerequisite and requisite for the coordination of care and the involvement of all levels of 

health care. 

In some sense the involvement of all levels of health care should not be a separate 

issue as it is implicated in all the other key elements.  In other words, none of the other 

elements are integrated if they are not integrated through all the levels of health care, and 

thus, implicitly, integration will not occur without the involvement of all levels.  In my 

analysis I have separated out the levels of health care in order to emphasize their importance, 

so that this theme of complete involvement would not get lost among the other elements. 

 

 

3.2  Integration, a summary 

 

Though the process and product will vary by region, and the factors influencing the system 

are complex and variable, I have tried to go from an overview of different “integration” 

possibilities to what appear to be key elements defining a more comprehensive system of 

integration.  The whole formed from the parts will appear differently in different places at 

different times, and the challenges and problems will be as diverse as the forms taken.  As 

Boon, et al. (2004a) suggest, various models of integration and team-oriented health care 

would probably work best under different conditions and for different patient populations and 

health care providers.  I second their recommendation (2004a) that the health care system 

should be flexible and incorporate different models based on different delivery needs. 

The elements I have examined come together to form a sort of ideal integrative system 

that could be used both as a model for future reforms, and also as a model against which other 

systems of health care can be compared.  One can ask, in the U.S. or in Sweden, which 

elements are integrated?  What is blocking further integration?  The answers to these 

questions can then illuminate a broader overall scheme of integration and integrative reforms 

(based on the elements discussed above), and researchers and reformers can decide what still 

needs work and what is good as it is.  The following section examines actual efforts to 

practice integrative medicine within biomedical systems.  As these are not system-wide 

efforts, the “integration” is thus severely limited when compared to the ideal-type discussed 

above. 

What is missing in the literature is a methodology to determine how the flow of 

information between individual players and between the different levels of health care can 

facilitate or impair effective integration.  My use of network analysis is offered as a method 

 16



 

that could fill this gap by suggestion a way to identify where good communication is 

supporting integration and where lack of communication may be impairing it. 
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4.  A Macro-study of Integration in Practice 

 

From this theoretical background we examine the efforts of various clinics and medical 

centres to practice integrative health care.  The reality today is far removed from the ideal of 

integration, where all levels of health care are working together to ensure that patients are 

treated with a continuum of care.  However, there are many though relatively isolated efforts 

to provide patients with more options by integrating biomedical and CAM care.  This section 

will discuss examples of centres working to provide integrative care within a larger 

biomedical system, and will cover different strategies employed and common issues that 

complicate efforts to integrate.  Finally, it examines studies that have measured treatment and 

patient outcomes at integrative centres.  The discussions here are the result of a qualitative 

literature review of articles describing integrative efforts, either stand-alone or associated with 

a hospital or medical centre.  Although some of the centres considered themselves 

“complementary” or “CAM” instead of “integrative,” they were included if their efforts 

seemed to be aimed at integrative health care. 

 

 

4.1 An overview of integrative health centres 

 

The literature provides little consensus about how to design or implement an integrative 

system, and the centres examined here are diverse.  Some integrative centres have found 

symbiosis with a biomedical centre or teaching centre to be the most feasible way to survive.  

Others have developed as stand-alone clinics with only loose affiliations with the established 

biomedical system.  These relationships plus the wide range of variables in the running of 

each centre greatly affect the local organisation, the offerings, and the treatment received by 

patients. 

In a survey of 19 integrative health care centres associated with hospitals in the U.S., 

including both academic and non-academic institutions, Cohen, et al. (2005) found that 

hospitals were “using heterogeneous approaches to address licensure, credentialing, and scope 

of practice of complementary care providers; malpractice liability; and dietary supplement use 

in efforts to develop models of integrative care” (292).  They found no consistent mix of 

professional providers within the integrative care teams or of autonomy and authority for the 

practitioners (292-293).  Cohen, et al. argue that this institutional inconsistency and ambiguity 

complicate clinical decision-making and research, and create ethical issues (294).  In addition, 
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local variation in regulation (from state to state in the U.S., from country to country in 

Europe) makes standardization (even of different types of practitioners) impossible. 

In a recent qualitative survey of experiences and perceptions of nine leading academic 

medical centres with integrative components, Vohra, et al. (2005) also found a great diversity 

of strategies.  A starting grant and a “visionary champion” were often important initial factors.  

Though patients were always required to see physicians, physicians were not necessarily the 

gatekeepers, meaning that physicians did not have to see patients before other providers, and a 

physician’s approval was not necessary for access to CAM providers in most centres.  

Various programs interpreted “evidence-based medicine” differently.  Choices about which 

CAM services to offer were often based on regulatory status (which varies by state or 

country), patient demand, and ability to find appropriate individuals for the team.  The goal of 

these integrative programs was usually not to train biomedical providers, but CAM 

practitioners with dual training were generally preferred.  Emphasis was placed on teaching 

biomedical providers when and how to refer appropriately. 

Vohra, et al.’s survey also found that the scope of practice in the integrative program 

for CAM practitioners was often more limited than at independent CAM clinics.  Most 

centres held multidisciplinary case conferences about patients, though these were eventually 

phased out in some centres.  Research programs were often a critical element for success.  

Research helped convince or appease sceptics, especially when internal, established 

researchers participated.  Some form of educational program was usually present. 

An older survey of hospital-sponsored integrative clinics in the U.S. reports that many 

clinics do not provide the therapies most sought by consumers, but that the majority offer 

therapies like acupuncture (89%), which is used by fewer consumers (approximately three 

percent) (Parkman 2002).  This indicates that while clinics are being set up in response to 

public interest, they are not necessarily responding directly to demand. 

Some of the variables among the integrative centres include the practitioners and 

therapies offered, the role of the clinic leadership/decision-maker (medical and managerial), 

the communication between practitioners, the relationship of the centre with biomedical 

centres, the patterns of referral and communication with the outside system, and the funding 

of the centre and patient care.  Please see Appendix 1 (section 8.1) for an overview of 

examples of integrative centres reviewed for this study. 

Some of the common features shared by the centres include a focus on individualised 

and holistic care, as well as on the patient-practitioner relationship.  Many centres focus on 

empowering patients and helping them take responsibility for their health.  However, the 
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centres differ widely in what kind of practitioners and therapies they offer.  Most centres have 

a designated gate-keeper, often a physician, who performs the intake interview and develops a 

treatment plan with the patient. 

One of the more successful cases of integration is The Center for Holistic Pediatric 

Education and Research (CHPER) associated with Children’s Hospital Boston and Harvard 

Medical School, discussed by Highfield, et al. (2005).  The project began small and gradually 

grew as the hospital introduced more services to meet demand.  Organizers educated staff 

about CAM and found grant funding so that patients were only charged for physicians’ and 

clinical psychologists’ visits, while other therapies were free. 

Within the CHPER, directors established Pediatric Integrative Medical Education 

(PIME).  Clinical services were introduced when educational and research programs had been 

established and had provided a context for the new services within the existing hospital 

framework.  Further credibility and better communication were created by recruiting CAM 

clinicians from among the hospital’s senior clinicians, already respected for their work in 

biomedicine, and by recruiting PIME team leaders from among established, key educators 

within the hospital’s medical education curricula.  Education of ancillary and nursing staff 

also aided integration, as the staff was able to provide patient advocacy for CAM therapies. 

Physicians’ trust increased by working with CAM practitioners on patient consults 

and therapies, and by allowing referrals only from patients’ primary physicians (379).  

Further, rigorous literature research meant that integrative practitioners could provide 

evidence-based information to patients’ primary physicians.  Importantly, respected hospital 

leaders supported the efforts of the centre.  With this institutional support, the centre’s 

managers were able to make the shift from the initial financial support to making the program 

self-supporting. 

 

 

4.2  Some issues associated with provision of integrative care 

 

Though the offerings are diverse, there are some common benefits, challenges, and 

compromises faced by integrative centres.  For instance, as Luff and Thomas (2000) point out, 

the increased communication and education between practitioners in integrative settings is a 

potential, not a given.  However, integrative centres have employed a number of strategies to 

overcome these challenges.  For example, many of the centres conduct regular team meetings 
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with all practitioners (biomedical and CAM) as well as encourage impromptu meetings to 

facilitate communication and collaboration. 

Given the current cultural and political climate, the burden of proof rests on the CAM 

therapies, and this affects the power balance when CAM and biomedical practitioners meet.  

The biomedical system is the established health care system in North America and much of 

Europe: it largely controls who treats patients, and when and how they are treated.  Therefore, 

it is often the CAM professions and systems that must adapt to the established biomedical 

organisation.  It is not surprising that the research reviewed in this study mostly focused on 

the problems facing CAM professions trying to work in integrative settings, as opposed to the 

challenges facing biomedical practitioners trying to integrate (a bias reflected in this paper). 

Moving into an integrated environment can mean increasing biomedical control for 

CAM practitioners and patients.  Further, some patients prefer to work with CAM 

practitioners in a non-biomedical environment.  Restricting referrals to physicians also limits 

patients’ and CAM practitioners’ control over which CAM therapists patients see, and when, 

and with what frequency they are seen (Peterson 2000).  Further, CAM practitioners operating 

within the biomedical system may be faced with inappropriate referrals, expectations, or 

restrictions. 

Most of the centres struggle to find funding through grants and donations.  Many use 

the fee-for-service system, where patients pay out of pocket, but a few centres and/or 

practitioners are covered by insurance.  Insurance coverage of CAM varies from place to 

place.  Though insurance coverage enables more patients to benefit from the centres’ services, 

some worry that coverage would lead to regulations that detract from some of the unique 

characteristics of CAM therapies by restricting time with patients (Stewart and Faass 2001).  

These time constraints and “reactive strategies,” like “rapid style” treatment (requiring less 

interview time, but more educated guesses) and limiting treatment to conditions where quick 

results are possible (Adams 2001), could make the patient-practitioner partnerships or the 

more detailed diagnoses and treatments difficult. 

Others worry that CAM may be perceived and utilised merely as therapies, without 

regard for the theoretical underpinnings of the complex CAM systems (Gaudet and Faass 

2001).  As mentioned above, losing this philosophical background is one of the dangers, both 

of dual training (if it is cursory and focuses on the techniques) and of trying to fit CAM 

practice into the structure of biomedicine (as opposed to changing the system). 

Part of this drive for simplicity also stems from the demands of biomedical research, 

which looks at the actions of a particular agent on a particular condition in a particular 
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system.  This tradition of isolating treatments makes it difficult for the biomedical community 

to satisfactorily verify the complex treatment regimens that are often part of integrative care.  

Many advocates of CAM argue that this biomedical approach is inappropriate (see for 

example Verhoef, et al. 2005).  This debate, along with the lack of substantive research, 

plagues those trying to establish integrative centres, attract funding, and develop cooperative 

relationships with the surrounding biomedical community.  In response, many centres collect 

research information and participate in clinical audits and outcomes studies to gain acceptance 

in the biomedical community. 

For this reason, centres in academic settings may have an advantage, as they tend to 

be a more integral part of the biomedical system from the start.  They are often designed with 

research in mind, and can tailor their practice to meet the needs of the hospital as well as 

garner legitimacy and referrals from their association (Benda 2005).  In addition, they often 

have better access to start-up grants and institutional support. 

While a few clinics listed here are free-standing, most are associated to varying 

degrees with biomedical centres or systems, thereby automatically increasing their 

cooperation with and support from the biomedical system, though perhaps also sacrificing 

some independence.   A few centres provide primary care, but the majority serve as 

integrative specialty clinics, helping patients, often with chronic or serious long-term 

illnesses, who have not been sufficiently helped by biomedical treatments alone.  Most 

integrative centres are out-patient facilities, but a few have relationships with hospitals which 

allow practitioners (CAM and biomedical) to treat in-patients. 

The credentialing and licensure of CAM practitioners is a big issue for all integrative 

centres, and is key for the legitimacy and eventual acceptance of both the CAM practitioners 

and the integrative health centres by the biomedical system.  Some centres have found that 

recruiting CAM practitioners from within biomedicine increases the acceptance as well as the 

credibility of the centres (for example, Highfield, et al. 2005).  Thus, integrative centres are 

faced by numerous challenges including the selection of practitioners and therapies and the 

establishment of legitimacy and of a compromise between practical demands and the 

independence of various CAM systems. 
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4.3  Analyses of integration in practice 

 

The majority of studies I found were descriptive in nature.  There were only a few analytical 

studies examining the practice of integrative health care among biomedical and CAM 

professions.  These studies echo a number of the issues mentioned above. 

Hollenberg (2006) studied two integrative health centres in Canada and observed the 

patterns of exclusion and strategies of resistance between biomedical and CAM practitioners.  

The CAM providers were excluded from charting in the main/global patient file and could not 

refer patients back to biomedical practitioners (737).  This resulted in decreased understanding 

by the practitioners of each other’s therapies and assessments, and detracted from the 

continuity of care.  Further, CAM practitioners had only restricted access to ordering and 

viewing diagnostic tests (738).  These measures resulted in a lower patient flow for CAM 

practitioners and limited their scope of practice and power within the clinic.  CAM 

practitioners were also physically placed in the periphery at one site (geographical 

dominance).  These exclusions were supported to some extent by laws and regulations, which 

dictated who can order certain exams and view patient records.  From Appendix 1 we can see 

that a couple centres have attempted to address these issues through global or integrated 

patient records, and by allowing referrals between all practitioners.  However, this is still a 

problem in other integrative centres. 

Hollenberg found that some biomedical practitioners acquired dual training, but often 

adopted only the technical aspects of CAM treatment, with little understanding of the 

theoretical paradigm (739), an example of the isolation and simplification of CAM therapies 

discussed above.  Biomedical practitioners also constructed and utilised “esoteric knowledge” 

by employing biomedical language and terminology as the primary language of 

communication, which further excluded CAM practitioners from group rounds, meetings, and 

patient charts (741). 

However, the CAM practitioners were not without recourse and worked to redefine 

their sphere of competence in the division of labour (740).  Hollenberg observed efforts by 

CAM professions to encroach upon the power of more powerful groups, to establish 

boundaries around their profession through the construction of their own esoteric knowledge, 

and even to increase their knowledge and training in biomedicine (741).  In addition, the CAM 

practitioners used the affiliation with the integrative centre to increase income and 

professional status, and referred patients among each other to increase patient flow. 
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Hollenberg concludes that even though biomedical practitioners remain dominant in 

integrative health care settings, CAM practitioners are slowly gaining status in relation to 

biomedicine (742).  Further, he acknowledges that even in these settings, biomedical models 

were expanded to include complex, multidimensional aspects of illness and wellness, patient 

empowerment, and a wide range of therapeutic modalities from both biomedicine and CAM. 

Shuval, et al. (2002) completed a study exploring the relationship between biomedical 

and CAM practitioners in hospitals in Israel, and found similar evidence of simultaneous 

inclusion and exclusion.  Though the settings were not dedicated to integrative health care, the 

study raised many pertinent issues.  The researchers observed the CAM practitioners trying to 

transform their professions into more biomedically-similar professions, which they attributed 

to differences in political influence, problems of legitimacy, and the dependency of an 

organisation upon other organisations (1747). 

In the various hospitals, the CAM practitioners were generally restricted to out-patient 

departments and significantly, were not included in regular clinical conferences or in 

departmental rounds.  The majority of biomedical practitioners neither worked with nor had 

contact with CAM practitioners (1750).  Efforts to include CAM practitioners into 

departments met with opposition, though hospitals advertised the CAM services to attract 

patients (1749-1750).  Few of the CAM practitioners were employed full-time in a formal 

hospital post with regular salary.  In fact, remuneration generally depended on the contract the 

individual CAM practitioner had negotiated with the biomedical director.  None of the clinics 

providing CAM care were located in the central core of the hospital structure, but rather 

resided on the external boundaries of departments or on the spatial margins of the hospital 

complex.  The care given by the CAM practitioners was restricted to “illness” rather than 

“disease.”  Thus, they did not contribute to diagnoses, cure, or life-saving procedures. 

The CAM practitioners encountered a fair amount of opposition, as did their 

sponsoring physicians.  To counter this, the presence of CAM practitioners was often 

legitimised by using the label of “research” or “clinical experiments” (1751).  Both types of 

practitioners emphasized the need for classically designed experiments to evaluate efficacy 

and thus, according to Shuval, et al., both supported a central norm imposed by the 

biomedical establishment.  Further, to work in this environment, the CAM practitioners were 

forced to model themselves after the biomedical system and roles:  they had to specialize in a 

narrow, clearly defined area of practice, as opposed to their traditionally holistic approach.  

Thus, CAM practitioners were forced to trade basic elements of their holistic orientation for 

benefits of working in high-prestige biomedical hospitals.  Shuval and Mizrachi’s study 
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(2004) similarly concluded that while organisational boundaries were more flexible, allowing 

entrance to CAM practitioners (though with status differentials), the establishment did not 

allow negotiation of the epistemological core of biomedicine (688). 

Although not focused on a particular centre, but rather on the struggle for acceptance 

and legitimacy of midwives in Ontario, Canada, Bourgeault (2000) observed some similar 

exclusionary techniques as well as novel strategies.  The midwives were motivated by 

protection of the law, coverage of their services, and integration of midwifery into the 

national health system (175).  Bourgeault characterised the process of integration as the 

struggle between contradictory themes of legitimacy and co-optation (becoming like the 

system they are integrating into and losing the focus of their practice).  Indeed these are 

recurring themes as CAM professions attempt to collaborate with biomedical practitioners in 

integrative health centres as they try to maintain their traditional system in the face of 

biomedical normalising forces. 

In particular Bourgeault discussed state versus medical sponsorship as avenues to 

legitimacy (176-177).  The obvious problem with medical sponsorship is the forced 

transformation into more medicalised and conforming professions.  However, even state 

sponsorship may require normative changes.  Bourgeault argued that midwifery in Ontario 

changed through integration, but also successfully resisted change (172).  The organisation 

developed from an amorphous social movement to a bureaucratically organised profession, 

which resulted in the loss of the traditional equality between midwives and mothers (180).  

The educational model adapted from an eclectic apprentice-based approach to a standardised 

baccalaureate degree program, which further added to the distinction between midwives and 

their clients (188).  However, the midwifery model of practice was maintained, despite 

significant opposition from physicians and nurses (187).  These changes were made in 

response to the structural context of the health care system that they were integrating into.  

This is an issue faced by all CAM professions attempting to enter the mainstream, but as this 

case demonstrates, these actors also have the ability to resist some changes. 

In another example of co-optation, Anderson (1999) observed that when biomedical 

and CAM practitioners met to discuss patient cases, the biomedical paradigm was used as the 

shared language of discourse.  This resulted in a shift from a scenario where each practitioner 

might offer an alternative medical paradigm of diagnosis and treatment, to proposals of 

isolated therapies separated from their theoretical contexts other than those of biomedicine.  

Anderson projected “a shift from alternative medical systems […] toward a future in which 

highly divergent underlying theoretical bases may become increasingly subsumed as 
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variations or versions of basic biomedicine” and predicted that CAM systems may survive in 

integrative settings “as treatment modalities, as alternative therapies, but not as highly 

differentiated ways of conceptualizing ill health and healing” (172). 

In their study of practitioners at the Tzu Chi Institute, Mulkins, et al. (2005) addressed 

some of the same issues as Hollenberg, but with a focus on critical elements for forming and 

sustaining a more inclusive integrative care team.  These elements included effective 

communication tools, personal attributes, satisfactory compensation, and a supportive 

organization structure (118).  To this, Benda (2005) would add “relationship-based medicine,” 

not just with patients but also with other clinicians, department chairs, and administrators.  To 

avoid the exclusionary patterns observed by Hollenberg, Mulkins, et al. (2005) suggested 

weekly team meetings, common patient chart, standardised protocols, understanding team-

mates’ work, an environment that supports informal communication, and working the same 

hours to encourage communication.  With regard to compensation, Mulkins, et al. saw a 

particular problem with the fee-for-service system, beyond the restricted access for patients, 

in that it undervalues cooperative meeting and research time (119).  In addition, they argue 

that practitioner “readiness,” that is the “practitioner’s ability and willingness to engage and 

progress within the organization,” is critical in an integrative environment (121). 

As these studies demonstrate, exclusion, restrictions, and lack of understanding 

continue to be problems.  Co-optation and separating practice from theory also challenge the 

traditional practice of CAM systems.  However, there is a scarcity of analytical studies in this 

field with the studies mentioned above only assessing a few of the many existing integrative 

efforts, so it is difficult to draw general conclusions.  While observational reporting is 

important, more analysis of integrative practice is needed.  My use of network analysis to 

study of the Vidarklinik in Sweden demonstrates that this method shows promise for 

evaluation of integrative practice. 

 

 

4.4  Outcomes studies 

 

At this time outcomes studies for integrative health centres are still relatively rare.  There are 

increasing numbers of trials focusing on isolated CAM treatments in the context of specific 

diseases, but there are still few studies on the “real world” daily clinical complaints of 

ordinary patients (Secor, et al. 2004, 507).  This is partially due to the difficulty of assessing 

the impact of complex treatment regimens, much less entire care systems (Verhoef, et al. 
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2005), especially when these “integrative” treatments are combined with separate biomedical 

therapies (as mentioned above, the integrative centres are often treated as specialty care 

centres).  Research is also complicated by the frequently complex problems that patients, 

often not adequately helped by biomedicine, bring to integrative health centres.  Further, 

though many of the centres reported analysing outcomes and performing clinical audits, few 

have published the results.  The following studies have attempted to develop a better 

understanding of outcomes for patients attending integrative medical clinics.  This is a 

relatively new field and many of researchers are pioneering new integrative models, outcome 

measures, and review methods as they work. 

Scherwitz, et al. (2004) assessed patient outcomes at the Institute for Health and 

Healing.  The patients presented with complex conditions and were often prescribed complex 

treatment plans.  The researchers found that both physical and mental functioning improved 

significantly after one month and maintained improvement through six months after the initial 

visit (656).  However, the mean number of reported days ill did not change. 

Scherwitz, et al. suggested that the complexity of the treatment plans and the number 

of treatments may have been too much for the patients to understand or follow consistently, 

though the majority of patients did attribute improvement of symptoms to the treatment plan 

(656-657).  This was not a controlled trial and there is also potential bias introduced both in 

the selection of participants and in the participants that dropped out of the study.  Verhoef 

(2004) offered further criticism of Scherwitz, et al.’s study, arguing that since emphasis is put 

on the intake interview and the patient-physician partnership in integrative centres, the 

evaluation should have examined the nature and impact of this interaction, and how 

characteristics like this partnership contribute to the overall effectiveness of the integrative 

medical model, above and beyond the (medical) treatment (595). 

Further, the randomized controlled trial methodology does not address the 

complexities of the integrative approach, so there is need for more sophisticated investigative 

techniques that include both quantitative and qualitative methods as well as a range of 

outcome measures (596).  Verhoef contended that researchers need to develop conceptual 

frameworks for the nature of whole systems, and methods for whole systems research.  

Mulkins, et al. (2003), including Verhoef, found an improved quality of life and high 

satisfaction with the model of integration practiced at the Tzu Chi Institute (590), though this 

study also lacked a control group. 

Sarnat and Winterstein (2004) used comparative blinded data in a longitudinal 

population study.  They compared data from nonrandomized matched comparison groups in 

 28



 

an integrative medicine Independent Provider Association (IM IPA) with two other IPAs to 

determine if primary care physicians specialising primarily in a non-pharmaceutical, non-

surgical approach and utilising a variety of CAM techniques integrated with allopathic 

medicine would have superior clinical and cost outcomes when compared with primary care 

physicians utilising conventional medicine alone (336).  The IM IPA primary care physicians 

were chiropractic physicians trained in a variety of CAM modalities.  A formalised medical 

management system was instated to provide integrated care between the CAM therapies from 

the chiropractic physicians and other conventional medical specialists throughout the in-

patient and out-patient cycles.  The chiropractic physicians referred patients to both 

biomedical and non-physician CAM providers, though referrals and testing were subject to 

approval by a biomedically trained medical director.  Within the IM IPA patient group, the 

population was slightly younger, had slightly higher proportion women, had slightly lower 

proportion children, and were slightly sicker than the comparison groups. 

The researchers analysed the outcomes from a four year period and found better 

outcomes for the IM IPA members in typical insurance provider benchmarks, including: 

decreases of 43 percent in hospital admissions, 58.4 percent hospital days, 43.2 percent out-

patient surgeries and procedures (all per 1000 members), and 51.8 percent pharmaceutical cost 

reductions when compared to comparison groups (who had the same geography, same HMO, 

and same time frame).  There were also many fewer referrals of patients to specialists by 

chiropractic physicians than conventional primary care physicians.  Within the IM IPA there 

was generally high patient satisfaction.  Notably, the IM IPA was under its projected budget 

all four years.  These results indicate that a non-pharmaceutical, non-surgical orientation, as 

well as an emphasis on prevention and wellness, may reduce overall health care costs 

significantly, yet still deliver high-quality care (344). 

Though these findings are notable, there are several limitations to the study that Sarnat 

and Winterstein recognise.  The design was nonrandomised and there was limited enrolment 

in the IM IPA (345).  The researchers were unable to determine the effect of member transfer 

in and out on the cost and clinical outcomes.  They were also unable to perform standardised 

statistical probability analyses due to lack of required data from the industry.  In addition to 

these acknowledged methodological issues, the IM IPA’s credentialing process for the 

chiropractic physicians basically involved assuring that they would adapt to the biomedical 

system.  Further, using chiropractic physicians in the study automatically marginalises it, as 

the majority of primary care providers in the U.S. are medical doctors, physicians assistants, 

or nurses, and so any true (system-wide) integrative effort would necessarily need to involve 
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traditional biomedically trained physicians.  Finally, the study design lacks measurement of 

outcomes specific to integrative medicine. 

Secor, et al. (2004) found significant decreases in pain after acupuncture, chiropractic, 

and naturopathy in patients at the Special Care Holistic Wellness Connections, a hospital-

affiliated CAM clinic in Connecticut (511).  However, there was no significant improvement 

in mental health measures, except for “vitality.”  They used two pain assessment tools, which 

gave similar results, supporting their reliability.  Despite Secor, et al.’s control of patient 

characteristics, their study had several limitations, including small sample, lack of control and 

randomization, and lack of monitoring for concurrent treatments and condition codes.  One 

might add that they did not assess characteristics unique to integrative medicine. 

In another article documenting the challenges of research, Richardson, et al. (2001) 

completed a study of two CAM cancer clinics.  They found the lack of records, particularly at 

one of the centres, a great impediment to performing clinical audits, as it was sometimes 

impossible to determine the nature of the disease and the treatments (CAM and conventional) 

received by the patient.  At the site where more information was available, there were not 

enough patients for valid comparison to numbers from conventional settings. 

In a Swedish outcomes study, Carlsson, et al. (2004) completed a non-randomised, 

controlled trial with repeated measurements of quality of life on 120 women with breast 

cancer, 60 of whom received anthroposophic care in addition to biomedical care and 60 of 

whom received only biomedical care (29).  While many centres combine various therapies 

from various medical systems, the anthroposophic hospital provided a combination of 

specifically anthroposophic therapies for patients. 

Women in the anthroposophic care group reported that their quality of life/life 

satisfaction as lower upon entering the study than the control women; however, Carlsson, et 

al. found that these women reported increased quality of life/life satisfaction in comparison to 

their matched twins at the six-month and one year follow-ups (31-32).  The ratings of different 

aspects of quality of life/life satisfaction continuously increased throughout the year for the 

women in the anthroposophic care group, but did not for the women in the biomedical care-

only group.  The authors cautioned that the results might be explainable by the phenomenon 

of “response shift” (akin to the placebo-effect), which might have been higher for the 

anthroposophic group than the control group (natural recovery, accepting situation).  Having a 

randomized trial would better assess this, but funding issues and restrictions on CAM 

therapies in Sweden make this difficult. 
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In a study of long-term mental health patients, Collinge, et al. (2005) performed a non-

controlled pilot study on the effects of complementing traditional psychotherapies with CAM 

methods including massage, acupuncture, Reiki, or healing touch.  Patients generally 

responded positively and both patients and practitioners reported positive changes (573-574).  

However, the sample size was small and no rigorous measure of outcomes was employed. 

Grappling with the difficulty of assessing CAM and integrative clinics, Jacobson, et 

al. (2005) explored the use of the best-case series method as a way to evaluate the claims 

related to complex treatments customised to each patient.  The best-case series method can be 

used to identify places where patients did better than expected and evaluate them as 

candidates for future study (156).  When used with cancer patients, this method requires that 

there be a well-documented cancer diagnosis, that the cancer was present when the CAM 

therapy began, that the patient followed the CAM practitioners’ prescriptions, that the patient 

had not recently or concurrently received another therapy (including biomedical ones that 

might affect the outcome), and that the patient also shows complete or partial response to the 

treatment (157).  The researchers looked at best cases from the Hugeland Klinik in Germany, 

which treats cancer patients, often with a combination of CAM and biomedical treatments.  

This is another clinic that offers complex treatment plans based on a single system that 

expands upon biomedicine.  The researchers found a handful of patients who, although they 

were not expected to do well, did experience tumour regression (166). 

There are a number of issues with this study.  First, while the research design allows 

evaluation of holistic approaches, it definitely does not assess integrative medicine, as patients 

in the study had to be using exclusively CAM therapies (not even the conventional therapies 

offered at the clinic).  This construct is somewhat artificial as studies show that patients 

generally use a combination of CAM and biomedical therapies.  Another issue is the very 

narrow outcome assessed:  the researchers looked at tumour response as the only measure of 

success.  Tumour size was not the clinic’s own measure of success (which is more holistic).  

The limit to tumour response is very restrictive, and does not measure outcomes specific to 

CAM (or integrative) systems. 

These studies are mostly exploratory in nature, employing various measurements on 

small numbers of patients.  In general, the design limitations and lack of measures particular 

to integrative medicine make the outcomes difficult to assess.  Given the limitations of the 

studies, it is not difficult to understand the challenges faced by integrative health centres 

trying to establish or reinforce the legitimacy of their work. 
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4.5  Conclusions from practice 

 

This study has looked at examples of centres attempting to integrate CAM and biomedicine in 

the context of a larger system that is not integrated.  The centres described here come in 

almost every size and shape.  While they share some vague elements of focus and goals, plus 

a status still on the margins of the biomedical system in North America and Europe, there is 

no standardization and little agreement about best methods and models.  Currently there does 

not seem to be enough information to suggest how or when these integrative centres are most 

effective or appropriate.  For the most part they appear to be filling the perceived gaps left by 

conventional medicine.  When patients are not sufficiently helped or healed by biomedicine, 

they begin to look for new options (within the constraints of their resources).  However, the 

ideal health system would offer whatever treatments work best for all patient needs, so 

integrative centres should not be restricted a priori to the treating of “illness,” as opposed to 

“disease.”  In the literature there are increasing numbers of descriptive studies, but there is a 

need for more analytical and general outcome studies, on larger groups and over longer 

periods, so that policy makers and public can make better-informed choices about the best 

practice of medicine and health care.  Studies using network analysis of successful integrative 

efforts may help establish models for effective cooperation that support integration. 

There may be some bias in the centres discussed, as they are mostly limited to those 

found in academic articles.  This focus on published articles biases the selection for more 

established, more successful, and likely more mainstream centres.  On the other hand, these 

are probably also the centres that are at the forefront in their field and that will become the 

models for other integrative centres.  The search was further limited to English-language 

literature, and the majority of articles found describe clinics in the United States or Canada.  

This introduces a bias in the types of centres reported due to the policies regulating CAM, 

conventional medicine, and medical treatment in the U.S. and Canada, as well as a bias in the 

practical issues faced by these integrative clinics. 

From these practical examples and from the analyses of other researchers we can see 

that in attempts to integrate, the attempt to preserve the integrity of the CAM professions and 

systems is difficult, and is still negotiated separately in each case.  This process includes 

attempts to increase legitimacy and acceptance, to regulate the professions and therapies, to 

obtain funding, and to support interaction and cooperation between different practitioners.  

Even when integrated with biomedicine, CAM continues to be marginalised, though CAM 
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professions are making advances and gaining more authority and wider acceptance.  It is 

important to examine at what cost they are achieving these successes.  A few centres are very 

intentional in their design and try to address many of the issues created by integration, 

including sufficient appreciation of the contribution of CAM philosophies and therapies. 

As Luff and Thomas (2000) warned, bringing practitioners together under one roof does not 

necessarily mean that collaboration, options, understanding, and coordination of care will 

increase.  These things must be consciously worked for.  Clearly, effective communication is 

a critical issue in successful integration. 
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5.  Sweden, A Case Study 

 

Though Swedish massage is famous around the world, the Swedish medical system has been 

reluctant to embrace it, as well as other CAM therapies and practitioners.  Sweden is a 

Western industrialised nation with extensively socialised health care.  The healthcare system 

faces a large number of changes introduced by the European Union as well as by demands 

from dissatisfied patients.  Thus, Sweden is an interesting context in which to examine CAM 

and integration. 

 

 

5.1  Background 

 

The Swedish government and health care system have been somewhat slower than those in 

other Western countries to respond to increased public interest in CAM.  In addition, 

Sweden’s regulations limiting CAM practice are generally stricter.  There is a long history in 

Sweden of “border disputes” between licensed physicians and so-called “quacks,” with focus 

on non-biomedical methods and their practitioners.   (“Non-biomedical” has obviously 

changed significantly over the years.)  The medical establishment has advocated for tighter 

legal restrictions on CAM, but has often been disappointed by more permissive laws (Eklöf 

2004). 

In the fall of 2002 a coalition of the Social Democrat party, the Green party, and the 

Left party released an agreement stating that one of the goals for “better care” was an 

increased dialogue between CAM and biomedicine, including increased education for health 

care professionals about alternative medicine (Eklöf and Kullberg 2004).  Later, in October of 

2003, the Green party called for increased research of CAM, increased cooperation between 

biomedicine and CAM, and increased educational opportunities, such as the education of 

doctors about evidence-based complementary therapies (Eklöf and Kullberg 2004). 

Swedish law (SFS 1998:531) currently states that health care personnel must practice 

in accordance with science and “tried experience.”  Those not included as licensed health care 

professionals are not allowed to treat certain infectious diseases, cancer, diabetes or epilepsy.  

They cannot treat pregnant woman or children under eight and are not permitted to examine 

or treat patients under general anaesthesia, local anaesthesia from injection, or hypnosis.  

Non-licensed practitioners are also forbidden to treat people with radiation methods.  Further, 

only those belonging to one of the established health care professions are allowed to give 
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services falling under the profession’s title.  In other words, practitioners outside of a 

specialty cannot provide treatments classified in the area of that specialty.  These regulations 

prevent CAM practitioners from offering many of the services offered within biomedicine.  A 

couple of “CAM” professions, including chiropractors and naprapaths, have been legitimised 

to some extent, and have official licensure requirements.  Chiropractors have even been 

awarded a protected professional title, but naprapaths (and others) remain without, which 

means that other practitioners can use the titles and provide techniques traditionally belonging 

to the profession (SFS 1998:531). 

According to Swedish law, natural remedies may be sold without prescription for self-

care purposes, but the remedies’ actions must be appropriate for self-care, and they must 

identify active ingredients (Eklöf and Kullberg 2004).  Medical law (1992:859) classifies 

natural remedies as “other products” instead of medications.  However, natural remedies must 

have experimental or documentary evidence that supports their effectiveness.  These 

regulations of natural remedies are also subject to policy changes due to European Union 

reforms of the industry.  These reforms require harmonising and compliance by member 

states (Eklöf and Kullberg 2004).  In fact, homeopathic remedies were recently (in 2006) 

officially reclassified as “medicines,” as opposed to “natural remedies.”  According to 

surveys, health care personnel receive varying amounts of training on natural remedies and 

CAM but are often uncertain about how to respond to patient interest in those treatments. 

Recently the government appointed a group to investigate the establishment of a 

national registry of CAM practitioners.  The group’s report came out at the end of 2004, and 

recommended among other things that a national register be created, and that it require a basic 

medical education and membership in one of the participating professional organisations.  

The group suggested that the register be accessible to the public and posted on the internet.  

Further, registered practitioners should be given a protected designation and permission to 

advertise themselves as registered.  However, the group advised that registration be voluntary 

and not a condition of being able to practice in the field (SOU 2004:123), which limits the 

reach of these regulations. 

On the local government level, seven regional councils (landsting) have some form of 

official agreement with “unconventional” practitioners like chiropractors, naprapaths, and the 

Vidarklinik.  This means that at least to a limited degree, patients referred to these contracted 

practitioners are covered by the state insurance, thus making the services more widely 

available (Eklöf and Kullberg 2004).  In addition, local governments have been responding to 

patient pressure by holding seminars and conferences for researchers, physicians, politicians, 
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and the public on how the biomedical medical system and public funding can relate to the 

CAM field (Seminarium om komplementär medicin, Söderköpings Brunn, 2001). 

The heads of the Swedish Physician’s Alliance (Läkarförbund) and the Swedish 

Physicians’ Society (Läkaresällskapet), report that they do not have anything against CAM 

per se, but insist that therapies must be supported by scientific evidence before they can be 

integrated into the system (Eklöf and Kullberg 2004).  However, no specific national funding 

is set aside for CAM research in Sweden, and in the past existing sources of funding have 

only rarely funded projects that are expressly focused on CAM. 

Very recently the issues of CAM research and integration have been brought to the 

forefront in Sweden by an extremely large donation to the Karolinska Institute in Stockholm 

to create the Osher Centre for integrative medicine (Forssberg 2005).  The aim of the centre is 

to encourage research, education, and the spread of information related to CAM, as well as to 

establish a professorship in integrative medicine.  The donation includes funds for a professor 

in integrative medicine at the Karolinska Institute.  The job description emphasises using 

“evidence-based [CAM] knowledge” (evaluated with “strict scientific methodology”) as a 

“complement” to “established medicine,” and looks for some one with training in a 

biomedical or paramedical profession (Karolinska Institutet job listing, accessed 2006). 

The centre and proposed research are very controversial within the medical 

community, and some doctors have debated in letters to the leading Swedish medical journal, 

Läkartidningen, what this will mean for the scientific basis of medical practice, often calling 

for strict adherence to “scientific” testing of CAM “methods” (including Jerkert 2005 and 

2006, Andersson 2006).  Interestingly, the Karolinska Institute has defined integrative 

medicine as integrating CAM therapies with effectiveness proven by traditional scientific 

research into the biomedical care system. 

 

 

5.2  An analysis of integration 

 

Obviously, the definition offered by the Karolinska Institute is very limited and does not 

come near to the scope of “integrative health care” discussed in this paper.  Revealing of the 

current atmosphere in Sweden, the Institute recommends using conventional research 

methods to test and eventually incorporate therapies into the conventional system.  Further, 

the institute seeks some one from biomedicine, with biomedical research experience to fill the 

position of “professor of integrative medicine.”  When one considers the integrative 
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benchmarks described earlier in this paper, the most apparent one in Sweden is the lack of 

involvement of all levels of health care in integration efforts.  Governmental policy swings 

back and forth in its support of the established biomedical professions and the CAM 

professions.  The CAM practitioners are still marginalized both by government and by other 

professions.  There is no integrative philosophy in place, though some physicians agree with a 

need for more holistic care and a patient-centred approach to healing. 

Further, there is little acceptance of CAM within Swedish academic or medical 

institutions.  There is, however, increasing regulation of CAM providers, but even naprapaths 

have little legitimacy within the system.  The legislation in place also discourages interest and 

cooperation by restricting education in different modalities not considered part of each 

profession; in other words, it reinforces strict professional boundaries.  There is little to no 

integration within academic institutions, though some are beginning to offer courses about 

CAM for physicians (for example the Karolinska Institute).  Interestingly, the Östergötland 

region recently designed a course about CAM for local medical professionals in collaboration 

with the Karolinska Institute. 

CAM research is continuing minimally in Sweden, but until recently there were no 

government funds expressly set aside for CAM research.  CAM is also seen as an undesirable 

subject by many top researchers (politician personal communication).  While there is some 

coverage for non-biomedical providers who have agreements with regional governments, it is 

extremely limited, and most patients seeking help from CAM practitioners must pay out of 

their own pockets.  Hence psychological, financial, and institutional access to CAM is 

extremely restricted.  Coordination of care outside of biomedical boundaries is almost 

nonexistent. 

Thus in general Sweden appears to be a long way from full integration.  Sweden 

illustrates the conflicts found in many countries between CAM systems wanting to maintain 

their philosophy and way of practice, yet wanting to become legitimised.  Professionalism is 

developing in various CAM groups but slowly.  Sweden also presents an example of top-

down pressure from politicians trying to impose CAM on the current medical system, and 

bottom-up pressure from public demand for alternative therapies.  However, the Swedish 

context is also unique given the extent to which the health care system is controlled in a top-

down, streamlined manner and also given the extent to which the polarisation is apparent.  To 

further illustrate the situation, I will present an example of a localised integration effort in the 

Swedish context:  the Vidarklinik. 
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5.3  The case of the Vidarklinik 

 

5.3.1  The Vidarklinik, background 

 

The Vidarklinik was founded in 1985, and is Scandinavia’s only anthroposophic hospital, 

though it cooperates with other hospitals and clinics in Europe, including in Germany and 

Switzerland (Eklöf and Kullberg 2004, Vidarklinik’s homepage).  The word “anthroposophy” 

comes from the Greek “anthropos,” which means man and “sophia,” which means wisdom, so 

“anthroposophy” is literally the knowledge or wisdom about man (Hammarqvist 2003). 

Rudolf Steiner and Dr. Ita Wegman collaborated to create Anthroposophic medicine.  

They acknowledged modern scientific medicine but wanted to expand what doctors could 

know about a person and the world through supplementation of anthroposophic methods, 

thereby expanding the art of medicine (Vidarklinik’s homepage).  Anthroposophic insights 

are the basis of the holistic view of a person that is applied throughout anthroposophically 

inspired care (Arman and Flatters 2002).  Treatment is multidimensional and takes into 

account the connections between different dimensions of the patient and her illness history.  

As part of the anthroposophic focus, the environment – in the form of the architecture, garden 

and building materials – are all of high quality and based on therapeutic concepts (Landstinget 

i Östergötland 2004). 

The Vidarklinik has official agreements with Stockholm Region, Östergötland Region, 

Västra Götland Region, and Sörmland Region.  The hospital has 57 places for in-patients, plus 

a department for day care and daytime rehabilitation, and an out-patient clinic (Landstinget i 

Östergötland 2004).  The Vidarklinik’s in-patient clinic specializes in the following:  

rehabilitation for cancer patients; palliative care; rehabilitation for patients with fibromyalgi, 

chronic-fatigue syndrome, and chronic pain and stress; rehabilitation for patients with chronic 

illnesses like rheumatism, multiple sclerosis, eczema and heart and blood vessel problems; 

and care for children and youth with severe allergies.  The out-patient clinic is for follow-ups 

and more common complaints (Vidarklinik’s homepage). 

As part of the agreements with the counties, the Vidarklinik’s activities include 

continual evaluation of their practice, which they carry out both on their own and in concert 

with researchers from several Swedish universities (Vidarkliniken 2003).  In Sweden, 

anthroposophic remedies have an exemption in the medical laws, which is dependent upon 

continued evaluation of the practice at the Vidarklinik (Eklöf and Kullberg 2004). 
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Part of the Vidarklinik’s agreements with different regions is a commitment to 

contribute to the dialogue between CAM and biomedicine.  In addition to their participation 

in research projects, they hold seminars and conferences.  In 2003 they hosted a conference on 

cancer treatment, where participants included representatives from regional councils, 

biomedicine, anthroposophic medicine, and research (Eklöf and Kullberg 2004).  The hospital 

cooperates with other institutions by providing internships and training for medical, nursing 

and therapy students, and also offers CAM education programs together with the Karolinska 

Institute.  In addition, they send out information on anthroposophic medicine to different 

interest groups including doctors, nurses, and politicians (Vidarkliniken 2003). 

The doctors and nurses at the Vidarklinik are conventionally licensed but also trained 

to complement biomedical care with anthroposophic natural remedies, artistic therapies and 

other treatments (Vidarklinik’s homepage).  The Vidarklinik offers individual treatment plans 

with several dimensions of focus.  Care and respective physical treatments lead to symptom 

relief, relaxation, security, and even strengthening.  Physical therapy helps achieve a better 

level of functioning in daily life.  The artistic therapies are directed toward the feelings but 

also influence the body, and the patient’s “creation of meaning.”  These therapies are intended 

to aide achievement of a balance as well as support and develop the patient’s own healing 

resources.  Conversations between caregivers and patients are directed toward thoughts and 

insights and indirectly toward feelings and the body, with the idea of giving knowledge and 

inspiration (Landstinget i Östergötland 2004). 

The patient’s stay at the Vidarklinik begins with a detailed admissions conversation 

with a physician.  The physician and the patient develop an individualised treatment plan, and 

physicians, caregivers, and therapists provide treatments.  In addition to anthroposophic 

practices, the clinic makes use of biomedical diagnostic tools like blood tests and x-rays.  

After discharge, follow-up occurs at the out-patient clinic or through the patient’s own 

physician in cooperation with the Vidarklinik (Vidarklinik’s homepage).  (Follow-up care 

may soon become more accessible to patients in Stockholm and Östergötland with the 

opening of two proposed satellite clinics [Vidarklinik, personal communication].) 

Treatments that can be ordered by the physicians can include: wraps, oils, rhythmic 

massage, medical bathes, physical therapy, and artistic therapies.  Artistic therapies are 

special to the Vidarklinik and include movement therapy (läkeeurytmi), therapeutic painting, 

music therapy, song practice, and sculpting therapy.  The diet at the hospital is lacto-

vegetarian and is composed of food made from biodynamically or ecologically grown raw 

materials (Vidarklinik’s homepage). 

 40



 

To go to the Vidarklinik, a patient needs a referral from her physician.  The referral is 

sent for review to the Vidarklinik.  Local governments that have agreements with the hospital 

pay for the treatment and care of their residents.  People from other areas can apply for 

funding individually from their regional council.  Occasionally, an employer or private 

insurance covers the fees.  The clinic also has a fund from donations, so if the patient has to 

pay for the care herself, the fees may be drastically reduced to make it possible for lower 

income patients to seek treatment (Vidarklinik’s homepage). 

 

 

5.3.2  Integration in a microcosm? 

 

The Vidarklinik is in some ways a special case, distinct from those examined in the 

proceeding discussions of integration.  The models and examples discussed mostly assumed 

the integration of multiple CAM systems and modalities with the biomedical medical system.  

Conversely, the Vidarklinik’s activities represent an effort to integrate one particular 

philosophy and system of care with the biomedical health care system in Sweden.  However, 

the philosophy of the institution is similar in many ways to the integrative philosophies 

discussed by Boon, et al. (2004b), among others.  The Vidarklinik focuses on treating the 

whole person, and on health and healing instead of disease and cure.  The treatments 

endeavour to support the patient’s own healing abilities, as well as to treat the cause instead of 

just the symptoms.  The partnership between the practitioner and the patient is important in 

both determining and following a treatment plan. 

In terms of team care, as the physician is in charge of much of the decision-making 

process, the Vidarklinik’s system is still somewhat hierarchical.  From the outsider’s 

perspective decisions do not appear to be made via a collaborative team approach, though a 

team of caregivers provides the care.  The hospital is partially publicly funded, but the funds 

are often not enough to treat all who would like to attend the Vidarklinik (Vidarkliniken 

2003), thus precluding full access by the public.  In addition, because of its specific 

anthroposophical focus, the institution does not offer a full range of biomedical and CAM 

care, so aside from some attempts to communicate with patients’ physicians, there is little 

coordination of care between the hospital and the “outside” biomedical establishment. 

As mentioned above, the different aspects of practice are not quite fully integrated, 

since decisions do not appear to be based on consensus.  However, given the dual training of 

the physicians and nurses, it can be argued that some aspects of knowledge and skills, as well 
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as perspectives and responsibilities, are inherently integrated.  The patient is involved in the 

healing process, and the Vidarklinik makes an effort to provide thorough information to both 

its patients and the public.  Cooperation with universities and training programs indicate that 

important aspects of integration are being addressed.  In addition, there are continual needs 

assessments and on-going evaluation. 

Thus, the Vidarklinik is far along the continuum of integration in certain aspects, but 

lags behind in others.  Public funding, dual training of personnel, integrative philosophy, and 

the location and cooperation of personnel within a common setting demonstrate in-depth 

integration.  However, the institution is not a fully integrated part of the larger context: the 

Swedish health care system.  Public funding is limited so that it cannot meet the full needs of 

the community, thus compromising access.  TheVidarklinik’s exempt legal status, which must 

be continually renewed, indicates a lack of permanent legitimacy and also precludes full 

integration.  In fact, the hospital’s cooperation with outside biomedical practitioners is 

limited.  For example, in Östergötland only a few physicians account for most of the patient 

referrals to the Vidarklinik (Rehnsfeldt and politician, personal communications 2005).  Thus, 

any kind of generalised coordinated care is extremely limited.  It is clear that, though 

advanced in some aspects, the Vidarklinik cannot function as an island of integration unto 

itself and, though impressive on the small scale, it therefore cannot provide an example of full 

integration. 

As the Vidarklinik illustrates, Swedish medical practice remains slow to embrace 

integrative health care in more than a partial and isolated manner.  Though there is some 

political good will, biomedical professionals and researchers are hesitant to cooperate with 

integrative efforts.  Consequently, though Sweden may have a few significant examples of 

efforts toward localised integration, these sites will remain peripheral and marginalized, and 

integration will remain merely a theory, unless the government and established institutions 

take a more active role in promoting and working toward integration. 
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6.  Communication and Networks 

 

Few articles discuss communication between practitioners in integrative practices, but as the 

earlier sections in this paper show, communication is crucial throughout an integrated system.  

Naturally, communication between providers is vital, but the communication must extend 

between all levels, from policy makers, to educators, to researchers, to medical 

administration, and so on.  In the earlier theoretical discussion we established that two key 

elements for integration – involvement of all levels and coordination of care – require a firm 

foundation of communication between different groups and individuals.  In an examination of 

current practice, communication repeatedly surfaces as a critical component of integrative 

efforts.  One of the most successful examples of integration, The Center for Holistic Pediatric 

Education and Research (CHPER) associated with Children’s Hospital Boston and Harvard 

Medical School, discussed by Highfield, et al. (2005), clearly demonstrates the importance of 

communication and collaboration between medical centre administrators, program directors, 

educators, and practitioners. 

Further, though many authors stress the importance of communication, there has been 

very little analysis of communication in actual integrative settings.  Several studies look at 

structure and organisation of interactions in provider networks and hospital and primary care 

settings (Cott 1997, for example), but very few look directly at interactions or communication 

within integrative centres or systems.  A few studies of integrative centres mention 

communication in passing, such as team meetings, but beyond these observations there is 

little analysis of interactions or of communication patterns. 

A notable exception is Hollenberg’s (2006) study of two integrative health centres in 

Canada, with focus on the patterns of exclusion and strategies of resistance between 

biomedical and CAM practitioners.  Another exception is found in the work of Shuval, 

Mizrachi, and others, including Shuval, et al. 2002, Mizrachi, et al. 2005, Shuval and Mizrachi 

2004, and Mizrachi and Shuval 2005.  They examine the interactions between CAM 

practitioners in hospital settings, the biomedical staff, and system structures, paying particular 

attention to the changing and maintaining of boundaries between biomedical and CAM 

professions.  In addition, Shuval and Mizrachi (2004) found that networking and personal 

communication were crucial in the negotiation of CAM practitioners’ entry into biomedical 

institutions, as no formal guidelines existed.  Thus, as integration is a relatively new concept 

and practice, communication and personal contacts between the stakeholders play an even 

more central role. 
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In a team oriented model, structural complexity increases with the degree of 

integration while at the same time the clear definition of roles and the hierarchy of 

practitioners decrease.  Network analysis provides a useful set of tools for analysing the 

relationships that form between individuals and groups.  This method can be used to study the 

flows of materials, information, or communication between network members, which make it 

extremely useful for examining exchanges between different players.  Thus network analysis 

can be a unique approach to evaluating the successes of an integrative effort. 

Communication surrounding integrative practice occurs on many different levels and 

in many different forms.  For the purpose of this paper, “communication” refers to any time 

individuals, groups, or organisations give or receive information (taken in the broadest sense 

of the word) to or from other individuals, groups, or organisations.  This encompasses many 

different methods of communication, including: face-to-face meetings, telephone 

conversations, emails, post, and printed materials. 

The method of communication has implications for the nature of the communication, 

including timeframe and likelihood of response.  For example, face-to-face dialogue allows an 

immediate statement or question and response over a relatively short period of time, and with 

a relatively high likelihood of response.  Larger meetings with designated speakers fall into a 

grey area: they limit the dialogue and certainly limit the face-to-face interaction, but still 

allow for personal experience with the speakers, and depending on the format, some exchange 

of questions and answers.  The mailing of correspondence extends the communication over 

time and does not allow for immediate response, and while an exchange is possible it is more 

drawn out and a response is less certain.  Further, physical separation gives the receivers more 

power over the decision of when and if they will respond.  The same applies to email, though 

quicker reception and response are also possible. 

Communication may be direct or indirect.  Direct communication occurs when one 

individual or group gives information to a specific individual or group.  This may be through 

meetings, speeches, telephone calls, or emails from one person or group to another.  Indirect 

communication can occur from either one person or group to an unspecified other (though the 

audience is partially specified by the “placement” of the message).  For example, indirect 

communication may occur through setting up flyers or by creating a website, both of which 

may be viewed by many unspecified “recipients.”  However, the placement of the flyers or the 

other sites which link to the website may to some extent determine the recipients of the 

information.  Indirect communication may also occur when information that is shared with 

one individual or group is relayed further to another individual or group.  An example is when 
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the director of a hospital meets and informs department heads within the hospital, who in turn 

meet and inform the staff in their departments.  In this case the department heads become 

linking individuals, connecting the director and the department staff. 

Communication may also be one-way, two-way, or more complex.  While indirect 

communication tends to be one-way, the ability to respond to a flyer or website is naturally an 

exception, as is two-way communication through a linking individual.  Direct communication 

may be either one-way or two-way, and tends to lend itself more easily to two-way 

communication than indirect communication.  While presentations may often be mostly one-

way in nature, time for questions or comments, or other input activities, allows for flow in 

both directions.  More complex interactions make up networks of information exchange. 

A network is composed of a set of actors or social units and the ties among them 

(Wasserman and Faust 1994, 9).  In the case of integrative health care, the network is the 

group of individuals and subgroups who contact each other in the course of their work and 

between whom communication flows.  For instance, the employees in a clinic would be part 

of each other’s professional network, and they may also be individually or collectively linked 

to other networks outside the clinic. 

In this section I will discuss an empirical study I conducted using network analysis to 

investigate the flow of communication that occurs to, from, and within a centre currently 

practicing integrative medicine within a biomedical system: the Vidarklinik in Sweden.  The 

Vidarklinik is a small rural hospital that represents a microcosm of the integrative health care 

movement.  Network analysis is particularly suitable for evaluating the degree and success of 

integration since it reveals the ties and flows of communication, which can be used as 

indicators of integration. 

The study will provide a practical exploration of a key facet of integration, and a 

closer look at this particular integrative effort, building upon the background provided on 

Sweden and the Vidarklinik in the previous section of this paper.  The study focuses 

particularly on the communication between the respective networks of the Vidarklinik and the 

public health division of the regional government in Östergötland. 

 

 

6.1  Aims 

 

The following discussion represents an exploratory study of the communication patterns 

within a centre that is practicing a form of integrative care, and between that centre and the 
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dominant biomedical health care system in which it operates.  This study applies ethnographic 

network analysis to explore the work-related networks of employees at the Vidarklinik, with a 

focus on the clinic’s administration, and on the employees at a local county council that work 

with the Vidarklinik.  Individuals were interviewed to map out information about their 

networks and communications.  The analysis includes observations and conclusions about the 

patterns of communication within and outside the hospital.  The objectives for the data 

collection included: 

• A general descriptive background information about the interviewee’s professional 
network 

 
• Stories on the evolution of the network and relationships between members and 

groups in order to identify emic, or insiders’, categories of contacts and relations and 
to characterise these 

o Discern rules for acquiring, accessing, and modifying the professional network 
 

• Stories about the communication between individuals in the networks in order to 
identify and assess flows of communication 

o Special focus on the communication between the local county council and the 
Vidarklinik to identify and assess flows of communication on official and 
administrative levels 

 
• Reaffirmation of descriptive elements of the interviewees’ professional network and 

communication flows 
o Elicit evaluative commentary 

 

 

6.2  Research Questions 

 

This essay addresses issues of communication flow within and between individual players and 

groups, and seeks to answer the following questions: 

• Whom do the informants communicate with at the hospital and within the health care 
system?  Why? 

 
• What positions do the informants occupy within their networks in terms of influence 

and centrality? 
o What is the connectedness and reach of their networks? 

 
• How does communication flow through the network? 

o Which people and topics are present (or absent) in the communications flow? 
o What patterns of communication exist? 

 
• What rules and constraints shape the networks? 

 46



 

o What barriers (physical, regulatory, or psychological) prevent certain flows of 
communication that actors might otherwise have access to? 

 
• What responses do actors have to their networks?  What aspects do they try to control 

or change? 
 

Though the data cannot lead to direct conclusions about the networks of individuals 

not interviewed, the information can indicate issues that may be faced by other key players in 

similar situations.  The analysis reviews these communication patterns in terms of what they 

may mean in the context of efforts to integrate CAM and biomedicine. 

 

 

6.3  Methods 

 

This study applies a modified version of ethnographic network analysis to assess the flow of 

communication within the Vidarklinik and between the Vidarklinik and the regional 

government.  Network analysis provides a set of methods for investigating the relationships 

and ties that form between individuals or groups.  Importantly, the unit of analysis is not the 

individual, but the collection of individuals or social units and the linkages among them, so 

that the relational ties among actors are the primary focus, while the attributes of the actors 

are secondary (Wasserman and Faust 1994, 5 and 8, English-Lueck 2000).  Network methods 

have two main focuses: descriptive or quantitative.  Obviously these are not exclusive, as 

quantitative studies benefit from contextual explanations and qualitative studies can be 

backed up with quantitative data; however, the focus for the present study is more descriptive 

in its evaluation of issues surrounding interactions within and outside of the Vidarklinik. 

Ethnography is a broad methodology for capturing how people live their daily lives 

from their own point of view.  Network analysis is a collection of methods that can be used to 

this end.  Ethnographic techniques, including participant observation and interviews, may not 

provide specific information about each pair of members in a network, unlike more 

quantitative methods such as surveys, but they give the contextual data for interpreting 

network analysis results (Scott, et al. 2005, 445).  Social networks can be studied “to identify 

the members of and patterns of interaction among groups of various kinds, including 

friendship, work, and kinship groups” (Trotter II 1999, 2).  Ethnographic network analysis 

provides an excellent tool for identifying and assessing the patterns and flow of 

communication between individuals in the professional community including and surrounding 

the Vidarklinik, as well as understanding the context in which these occur. 
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For the purposes of this study, “connections” are defined as the ties between the 

informants and groups or individuals in their networks.  Groups and individuals are also 

occasionally referred to as the informant’s ”connections.”  Connections were identified by the 

flow of communication.  Flows of communication were assessed when individuals or groups 

had contact via face-to-face meetings, telephone, email, fax, newsletters, or other materials 

that conveyed information from one person or group to another.  Interactions were those 

specific incidents where communication flowed between individuals or groups.  Subgroups 

(sometimes simply referred to as spheres or groups within an informant’s network) are 

subunits within a larger network that are distinguished because some characteristic, purpose, 

etc., differentiates them from other members of the network.  Unless otherwise specified, the 

subgroups listed in the results section were identified by the informants themselves.  Other 

concepts will be defined as they are used. 

The project originally proposed to sample employees at the Vidarklinik to assess the 

ties they had to each other as well as to the outside health care system.  However, as the 

personnel were extremely busy and the negotiations about the project and the interviews took 

so long, the focus shifted to one of the groups that works together with the Vidarklinik:  the 

employees that work on the agreement with the Vidarklinik at a county council. 

The approach was ego-centric, meaning that the interviews targeted “egos” (focal 

individuals) as part of professional networks, rather than focusing on multiple individuals 

within a single “naturally occurring” network.  In the case of the county council employees, 

for example, the interviews were limited to the parts of their professional networks relating to 

the Vidarklinik. 

The study method follows a modified version of the outline suggested by English-

Lueck (2000) for ego-centric network analysis.  The sample group was largely a convenience 

sample, selected with the idea of bringing up important issues associated with a current 

attempt to practice localised integrative medicine.  The Vidarklinik sample was composed of 

two administrators and a nurse, supplemented by a shorter interview with a third 

administrator.  The sample from the county council included a politician and two employees 

working with the Vidarklinik. 

I, a masters student in health and society at the University of Linköping, made all of 

the contacts and completed all the interviews.  The project was explained and consent was 

obtained from each interviewee at the beginning of the interview.  All participants at the 

meeting consented to have data collected from the meeting included in this study, though tape 

recording was not allowed.  For the interviews all participants allowed tape recording.  The 
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identities of the individuals and the data collected are confidential and protected, so names 

provided are pseudonyms.  However, all participants consented with the understanding that 

colleagues reading this essay may recognise their co-workers. 

Interviewees were asked to brainstorm a list of individuals or groups they contact 

during the course of their work.  In-depth, semi-structured interviews were conducted with 

each informant at their place of work.  In most cases the interviewees drew a map with the 

individuals and groups from their professional networks during the interview.  (In the case of 

two county council employees the map was drawn from the information they provided.)  The 

maps helped to elicit more information, clarifications, and stories about the network and the 

flow of communication during the rest of the interview. 

Four main themes were probed during the interviews: 

• The connections between interviewees and the individuals and groups in their 
networks (and direct connections between these “nodes” in their networks) 
 

• The roles and positions that existed in their network 
 

• Their evaluations of their networks 
 

• How their networks have evolved over time 
 

Special attention was also given to the flow of communication.  While the themes 

were consistent, the questions asked varied and were dependent on the answers offered by the 

informants.  The interview questions were asked in English, but most interviewees chose to 

answer in Swedish, as they felt better able to express their ideas.  All interviews were 

recorded and transcribed. 

Initially the intent was to shadow the employees for a workday; however, time 

limitations and ethical issues prevented this.  The study was able include observations from a 

negotiations meeting between the county council employees and the Vidarklinik.  Follow-up 

was conducted with several interviewees via email and telephone to clear up remaining 

questions, and to check interpretation of the data during analysis.  The data analysis included 

documents relating to the Vidarklinik’s and governmental administrators’ work, including a 

newsletter sent to all employees by the director of the Vidarklinik, materials describing 

various projects informants were involved in, and the results of a survey of former 

Vidarklinik patients. 

While the scope of this study did not examine “alters” or “nodes” of the informants 

(the people in the informants’ networks), the individuals who were interviewed as egos were 
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often parts of each other’s networks, either directly, or connected by another individual 

interviewed, so the study was still able to include some observations about egos through other 

network members who were interviewed as egos.  The analysis was further able to use the 

information from each informant to check the information obtained from the others.  Finally, 

six out of the seven informants were given the opportunity to correct and comment on the 

information included in the results section (the seventh could not be reached). 

In order to develop key issues of communication at the Vidarklinik, the data analysis 

included a close examination of the interview transcripts, which lead to a system of coding 

inspired by Strauss’s discussion of Grounded Theory (1987).  Grounded Theory is intended to 

be a systematic technique for developing theory while revealing the social reality of the 

informants. 

While this study applied some of the principles of Grounded Theory, the focus here 

was less to develop a theory and more to elucidate issues of communication, and so perhaps 

this method is more precisely characterised as “thematic analysis.”  This analysis reveals what 

the interviewees are talking about, their perspectives, and what they consider is important, but 

does not lead to the development of theory or the revelation of social dynamics per se.  This 

study also selectively coded for themes related to the participants’ networks, connections, and 

communication flows and patterns.  The coding was focused on this study’s research 

questions.  I tried to minimize my own preconceptions about integrative medicine and remain 

close to the transcription texts through coding of the communications and networking issues 

discussed by participants.  The various documents were coded and analysed in a similar 

manner. 

The codes were compiled with a focus on those relating to the networks and to 

communication.  When the coding was complete, a list of codes was compiled.  Those codes 

emphasised by several different informants were given special attention.  Some codes were 

combined together under the title of one of the codes or under a new title.  For example, 

mutual learning and mutual exchange were put together under the theme and former code 

“dialogue.”  Though some themes were mentioned frequently, they were left out because they 

did not relate sufficiently to the topic at hand.  Other themes that were simply mentioned in 

passing by one or two informants and that did not relate well to other main themes were also 

left out. 
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6.4  Results 

 

Seven egos were interviewed for this project.  The four from the Vidarklinik include the 

director (Sophie), the vice-director (Erik), the director of care (Ylva), and a nurse and 

department head (Hanna).  All of these individuals are nodes in each other’s networks.  The 

three from the regional government include one politician (Karolina), and two administrators: 

one responsible for the agreement with the Vidarklinik (Åsa), and one responsible for CAM 

issues in the region (Hilda).  All are nodes in each other’s networks.  Further, all of the 

regional government employees and Sophie and Erik at the Vidarklinik are nodes in each 

other’s networks.  (Please see Appendix 2 for a simplified diagram of the flows of 

communication within and between the two networks.)  Most of the following information 

was obtained from the interviews and post-interview questions.  Other materials gathered – 

including notes from a meeting between the health care administrators (Åsa and Hilda) and 

the director and vice director (Sophie and Erik) from the Vidarklinik, as well as various 

brochures advertising events and a course, follow up reports about the Vidarklinik, and 

newsletters – largely confirmed information from the informants’ interviews, without adding 

new information. 

 

 

6.4.1  The Vidarklinik 

 

Director (Verksamhetschef) 

 

The director of the Vidarklinik, whom I will call Sophie, is relatively new to her post, having 

come to the Vidarklinik less than a year ago.  Therefore she is new to subgroups in her 

network.  All those who have Sophie as part of their network previously had the former 

director in their network.  (The former director is currently filling a different position at the 

Vidarklinik, so she is still a part of the network but in a different way.)  Before coming to the 

Vidarklinik, Sophie was the medical director for the Karolinska Institute Medical Centre in 

Stockholm, and she has also been the director for other medical centres in Scandinavia.  

Sophie is trained as a nurse, but has also completed extensive course work in various social 

and behavioural sciences.  In addition to her post at the Vidarklinik, she also teaches part time 

at a college in Norway. 
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Sophie is a connection from the network within the Vidarklinik, which essentially 

includes all Vidarklinik employees, to the outside system.  She emphasised the importance of 

collaboration in her network: working as a cooperative team as opposed to working in a 

hierarchy.  Though she is only at the Vidarklinik about every other week, on the weeks she is 

present she is in constant contact with staff via group meetings, the different groups forming 

subgroups in her network.  She has several regular meetings covering day-to-day business as 

well as broader issues, including the development of practice and projects at the Vidarklinik.  

Sophie’s meetings include a leadership group meeting with representatives from the various 

employee subgroups, such as medical groups, janitors, kitchen staff, etc.  Some of these 

leaders also participate in the executive leadership group meetings, which include doctors and 

administrators.  Sophie has brief morning meetings on a daily basis with representatives from 

admitting, the care departments, the kitchen, therapists, and doctors to discuss patient changes 

and activities for the day. 

The participants at these meetings connect Sophie to their respective groups.  

However, she also has some direct connections to the employees at the Vidarklinik.  Every 

couple weeks she writes a newsletter to all employees at the Vidarklinik informing them of 

current issues, projects, and events, and occasionally asking for input (the three latest copies 

of the newsletter were obtained for examination).  In addition she holds a monthly meeting for 

all employees where she informs them of things going on, and tries to engage them in a 

dialogue.  As part of the current development process, Sophie also holds inter-professional 

group meetings to analyse care in each department at the Vidarklinik and to explore potential 

reforms.  On top of all this she occasionally meets with some of the visitors that come to learn 

more about the Vidarklinik. 

Outside of the Vidarklinik, Sophie has various function-related subgroups.  In addition 

to contacts with various colleagues, Sophie communicates with politicians to promote the 

interests of the Vidarklinik, including the negotiation of new agreements between the 

Vidarklinik and various regions.  She also attends and presents at conferences on medical and 

anthroposophic issues, and collaborates with other European anthroposophic hospitals.  In the 

future Sophie plans to develop a research group at the Vidarklinik, as well as attaching a 

journalist to the hospital, both of which would expand her network and potentially open up 

larger extended networks to her. 
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Vice Director  (Biträdande Verksamhetschef) 

 

The Vice director of the Vidarklinik, Erik, has extensive networks both within the Vidarklinik 

and outside.  Along with the director, he connects the Vidarklinik network with the outside 

system on an official level.  Erik has a research background, though not in the biomedical 

sciences. 

Erik’s network outside the hospital can be divided into several areas (function-related 

subgroups), including the networks related to the Vidarklinik’s official agreements, the non-

profit health care sector, and research.  Erik divides his connections surrounding the official 

agreements into three spheres: political, administrative, and professional.  (The title 

“administrator” is used to refer to those employees in the regional government who are not 

political, but rather get commissions and orders from the political decision makers to 

negotiate agreements, etc.)  He is the main negotiator for the Vidarklinik’s official agreements 

with various regions around Sweden, including Stockholm Region, Sörmland Region, Västra 

Götaland Region, and Östergötland Region. 

To establish, maintain, and develop these agreements, Erik and other leaders at the 

Vidarklinik must present information about the agreement itself, plus studies, statistics on 

patient demand, etc., to the regional politicians (from all parties).  To explain the current need 

to politicians, Erik often brings in research data, but he can also use numbers from previous 

years at the Vidarklinik.  For example, the Stockholm Region ordered research about public 

opinion on CAM.  The results suggested public interest and need for CAM care, which Erik 

then presented to the local politicians.  Erik was also a member of a reference group that acted 

as an expert consulting group for politicians in the Stockholm Region on questions of 

integrative medicine.  The politicians make decisions about the agreement, and commission 

an administrator to negotiate with the Vidarklinik. 

Erik’s main negotiating partners in the regions, and thus key nodes in his network, are 

the administrators responsible for the agreements with the Vidarklinik.  They are in continual 

contact via telephone, email, and meetings.  The Vidarklinik’s director joins him at the 

negotiating table for the most important meetings.  Contact with the regional governments is 

usually closer around the time when a new agreement is being negotiated.  During this time 

Erik often has direct contact with higher-level administrators, including the “ordering 

director” (beställardirektör) and “ordering manager” (beställarchef).  In small regions these 

positions are often the same.  At other times the negotiating administrators act as the link to 

the Vidarklinik, relaying information on to their superiors.  However, in the Östergötland 
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Region the negotiating administrator is Erik’s main contact throughout the process, while she 

communicates up the levels of hierarchy within the local government.  Another part of Erik’s 

network, the finance department within the Vidarklinik, also has direct contact with the 

administrator, but for more mundane matters such as invoicing, while Erik handles any 

higher-level questions. 

In the past the Vidarklinik had agreements with each part of Stockholm’s region, 

which meant a lot of administrative work.  The Vidarklinik (and Erik) started having two 

meetings a year with representatives (administrators, decisions makers, and doctors).  The 

meetings involve a report from the Vidarklinik, but also an opportunity for questions and 

dialogue.  In the future, Erik plans to start similar meetings in the Östergötland Region, which 

could increase the reach of his network there. 

Erik is also the Vidarklinik’s representative of a branch organisation: 

Riksorganisationen för vård och omsorg utan vinstsyfte (FAMNA).  In 2004, the Vidarklinik 

helped found FAMNA, and Erik is currently a member of the board.  Other groups in the 

organisation include the Red Cross and the Ersta Diakoni.  The organisation was created out 

of a need for non-profit organisations to cooperate and to make themselves more visible.  In 

the traditional public vs. private care distinction, the Vidarklinik is lumped together with large 

international corporations.  FAMNA lobbies decision-makers in an effort to change policies 

so that these non-profit organisations can exist under different conditions, instead of 

competing with large corporations.  FAMNA is a national organisation, which mostly works 

with politicians and government on the national level. 

The Vidarklinik is also a member of a branch organisation for natural medicine groups 

that tries to influence policies.  However, the Vidarklinik does not collaborate with other 

CAM groups on a practical level. 

Erik coordinates and supervises research projects at the Vidarklinik.  He has contacts 

with internal and external researchers, including ones from the Karolinska Institute as well as 

German research institutes.  Erik also helps educate Vidarklinik employees in research 

methods, and is part of the effort to set up a research group at the Vidarklinik. 

In the future the Vidarklinik will open satellite clinics, first in Stockholm, and later in 

Norrköping.  The first phase of planning for these clinics involved negotiations on the local 

political level.  Once agreements were reached, a group formed within the Vidarklinik to 

implement the agreement.  Erik coordinates the activities of different groups, including 

accountants, doctors, and therapists.  He helped with a similar process before the opening of a 

therapeutic polyclinic designed to give out-patients access to the therapies traditionally 
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offered at the Vidarklinik.  For the polyclinic project Erik collaborated with the director for 

out-patient care, an Information Technology person, a person from accounting, and the group 

of therapists.  Within the Vidarklinik Erik’s work encompasses coordinating such projects, as 

well as acting as a resource for various groups. 

 

Director of Care (Vårdföreståndare) 

 

The director of care at the Vidarklinik, Ylva, has comprehensive responsibility for the 

different care departments and works with quality control, care development, and personnel 

development, including recruiting and hiring.  Her focus is on the departments, but she works 

with numerous subgroups within the hospital and seems to coordinate all the different 

activities necessary for care, from financial and personnel questions, to cooperation with 

doctors and therapists, to development and education projects. 

Ylva attends meetings with the leadership group, which includes the director, the 

economic manager, the personnel manager, and the service group manager.  She also holds 

her own group meeting with department heads and a representative from the day-care unit (a 

unit where patients can come for care without having to spend the night), who are all 

important nodes in her network.  They often have to work on medical guidelines and routines.  

She also meets with nurses and caregivers, who are attached to the departments, whereas the 

doctors and therapists often work with more than one department.  The departments form the 

core of her network.  In addition, Ylva meets with the head physician to work on medical 

questions and the head therapist to plan. 

Ylva’s work involves extensive coordinating and planning.  Aside from the caregivers, 

she works with a variety of different groups within the Vidarklinik, including an 

administrative group: the finance department, accounting office, personnel department, etc.  

Two other groups consist of first: the kitchen and dieticians, the family doctor reception, and 

advising for different projects; and second: the janitors, service group, and admissions.  These 

groups are mainly focused on working and planning so that care and operations can function.  

Ylva collaborates with others to develop introductory training for newly hired personnel, and 

continuing training of those already employed.  On the side, she meets visitors to the 

Vidarklinik and talks to them about the Vidarklinik’s activities.  Further, as part of the quality 

assurance program required by Swedish law, Ylva receives patient comments on care, 

including complaints, suggestions, and thoughts. 
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Ylva’s network extends outside of the Vidarklinik mostly on a very practical level.  

She works with the social insurance office, signs invoices for labs, coordinates patient load 

with the Södertälje ordering manager, contacts the employment services to advertise open 

positions, contacts vendors of medical equipment and the pharmacy, and so on.  Ylva also 

meets with directors of care from other Anthroposophic hospitals in Europe to discuss 

common issues.  She is currently working with the Södertälje area on plans to set up a centre 

with a pharmacy where people can come for advice on self-care.  In addition, Ylva is a 

member of Sjuksköterskeförbundet för Antroposofisk Läkekonst (SAL), with whom she 

collaborates to develop a basic education for nurses in Anthroposophic care. 

 

Nurse and Department Head  (Sjuksköterska/Avdelningschef) 

 

Hanna is a nurse and the department head in the department for palliative care.  She is 

originally from Germany and has been a nurse for approximately 17 years, working in many 

different departments at other hospitals, including surgery and intensive care.  Hanna has 

worked at the Vidarklinik for five years and in the palliative department for four years.  The 

palliative department is relatively new and she has helped build it from the ground up. 

The palliative department, which forms the core of her network and consists of her 

most important nodes, consists of two nurses (including herself), two medical technicians, and 

two doctors (a senior and junior doctor, both of whom are also associated with other 

departments).  She has similar contacts to the other nurse, and other co-workers, except that as 

the department head she is also active in administrative and personnel issues, and thus has 

more non-patient related contacts.  Within the department they have weekly trainings and 

weekly administrative and planning meetings. 

Her next sphere of contact extends to the boundaries of the Vidarklinik.  She is 

involved in the heads-of-department meetings with the director and the director of care to go 

over planning and administrative issues.  She also attends leader group meetings held by the 

director, as well as the meetings for all the Vidarklinik employees.  Further, Hanna 

communicates with a group of therapists that come to work with patients, and sometimes she 

orders a priest or a psychologist for patients.  Hanna also has contact with the reception and 

with the admissions department. 

Outside of the Vidarklinik, Hanna occasionally has contact with the hospitals from 

around Sweden that refer patients.  This contact is usually brief: a notice about sending a 

patient from a hospital or a question from the Vidarklinik.  The other nurse in Hanna’s 
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department and the doctors also contact these other institutions.  Hanna has quite a bit of 

contact with Avancerad Sjukvård i Hemmet (ASIH), an organisation for palliative patients 

that provides care in the patients’ homes.  Hanna and the other nurse call ASIH and a patient’s 

home region health department to arrange for care before the patient returns home.  Further, 

they contact the patient’s area (subdivision of the region) health department to arrange for aid 

in the patient’s home.  Hanna also has contact with the local hospital, Södertälje Hospital, 

where patients are occasionally sent for emergencies, x-rays, continuing chemotherapy, or 

other procedures not performed by the Vidarklinik staff.  In addition Hanna, or one of her co-

workers, will occasionally call the patients’ relatives, while the relatives call the department 

relatively frequently. 

 

 

6.4.2  The Östergötland Regional Council 

 

Politician  (Politiker) 

 

A politician and member of the Green party and therefore the majority coalition, Karolina was 

earlier a driving force behind issues related to CAM on the political level.  Since then she has 

stepped back as the issue has expanded and become established as part of normal business 

practices for the council.  Now there is even a dedicated half-time administrative position to 

work with CAM-related issues.  Further, political changes have also meant that politicians 

work on a more general level, leaving the details, etc. up to administrators.  Now that the 

Vidarklinik is an established part of the budget, the negotiating and maintenance of practical 

contacts is left up to the administrators. 

Karolina was one of the initiators of the original agreement between the Vidarklinik 

and the Östergötland Region, after she met a Vidarklinik employee at a conference.  She also 

visited the hospital and participated in the initial negotiation phase.  Previously Karolina acted 

as an advocate for CAM issues and talked to other politicians and to administrators (two 

important subgroups in her network) about the issue, though now she reports that CAM is an 

issue for all the parties. 

Karolina is a member of the executive board, a key subgroup in her network, made up 

of four politicians (three from the majority coalition and one from the opposition), which 

steers the public health and medicine board within the regional council.  Before the 

negotiation of an agreement, representatives from the Vidarklinik, including the vice-director, 
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make a presentation before the board about the current agreement.  Afterwards, the executive 

board meets and discusses the agreement.  They decide politically how much money should 

be a part of the agreement and which patient groups should be prioritised.  The director for 

health care, also an administrator with authority over the other administrators, generally sits in 

on the meetings.  The executive board then gives the director the political directive for the 

new agreement and the mandate to negotiate with the Vidarklinik, which the director then 

passes along to the council’s administrator responsible for negotiating the agreement.  The 

agreements are not negotiated on a political level.  Once the negotiations are complete, the 

administrator presents the agreement to the executive and then the full board for approval.  

The administrators often sit in on board meetings as well, to give information and answer 

questions. 

Karolina receives information from people at the Vidarklinik and from administrators 

in direct dialogue with the Vidarklinik, including Åsa, the administrator responsible for the 

agreement, and Hilda, the administrator working on CAM issues.  Karolina meets frequently 

with Hilda to keep up to date on CAM issues.  Due to her initial involvement and maintained 

interest, people still turn to Karolina for information about CAM related issues.  She reports 

that before a dedicated position was created to work on CAM issues, no one really had time to 

work on development in that area. 

Karolina also suggested that such a small agreement as the one with the Vidarklinik 

would normally not be a political issue, in other words not dealt with by the board.  However, 

because some groups resist the introduction of CAM care, including some within the medical 

professions, politicians had to make a decision that CAM is an important issue and that the 

health department should be able to offer some CAM care. 

 

Health Care Administrator, Responsible for Vidarklinik Agreement  (Ansvarig 
Tjänsteman) 
 

Åsa, a veteran of the social insurance office (försäkringskassan), has worked on health care 

agreements for the past four years.  She is responsible for the majority of health care 

agreements, and since the Vidarklinik falls into her area she has been responsible for 

negotiating with them.  The current proposed agreement (to take affect at the beginning of 

2007) is the second agreement she has worked on with the Vidarklinik.  Hilda, the 

administrator responsible for CAM issues, acts as her consultant and a key node in her 

network.  Hilda often attends negotiations and meetings with Åsa.  If there is ever a conflict 
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or a stumbling block in the negotiation of an agreement, Åsa has to report back to the board to 

get a new mandate. 

Åsa gets directives from the health care and medicine board by way of her boss, the 

health care director (a key node), forming one subgroup in her network.  She gets 

commissions from and discusses her work with the director.  Åsa also has direct contact with 

the public health and medicine board and attends their meetings.  Within a less formal group, 

she likes to discuss issues together with her colleagues to get their perspectives. 

At the Vidarklinik Åsa is mostly in contact with the vice-director, Erik.  (Åsa 

suggested that Erik gets mandates from the Vidarklinik’s director just as she gets from the 

public health and medicine board.)  They negotiate the agreements together and are in 

continual close contact via meetings, telephone, and email.  During the period of an 

agreement they have occasional follow-up meetings to discuss possible changes.  Before 

meetings they often go back and forth on a proposed agreement.  For negotiations at the 

regional offices, the Vidarklinik’s director is often also present.  Åsa is responsible for 

checking and keeping track of how things are working with the agreement. 

Åsa also has contact to discuss the agreement with the manager for oncology, the 

director of the centre for oncology and surgery, and local primary care directors.  In 

particular, she discussed practice under the past agreement with the oncology director in 

preparation for negotiating the new agreement.  As the officials want equivalent care for all 

patients, the primary care directors will set up a work group to create criteria for which 

patients would be offered a referral to the Vidarklinik.  This is the first agreement for which 

Åsa has collaborated directly with the primary care directors, so they are relatively new 

components in her network. 

With every new agreement Åsa sends out an email to all the listed doctors telling them 

about the Vidarklinik, the new agreement, and how it works.  She usually gets a couple angry 

emails from doctors arguing that there is no evidence for the Vidarklinik and that the regional 

government should not support it.  She usually saves these but does not respond, arguing that 

it is more a question for the politicians. 

 

Administrator Responsible for CAM Issues  (Tjänsteman Ansvarig för Komplementär 
Medicinska Frågor) 
 

Hilda was hired to work half-time with CAM related issues.  The other half of her job 

involves working with public health issues, including health promotion and illness prevention.  
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She has worked as a nurse and has a masters degree in public health.  Hilda also started a PhD 

in communication, though since she currently works full time at the regional government, she 

has taken a break from her research.  Her job objectives include increasing competence in 

CAM within the region, increasing collaboration between CAM and biomedical providers, 

and improving and developing existing agreements.  As part of her job she tries to make sure 

that developments within the CAM field and with the Vidarklinik are integrated into larger 

developments in the region, and not left simply as a side issue.  She receives commissions 

from and communicates frequently with the health care director, who is her boss and a key 

node in her network.  As mentioned earlier, she meets sometimes with politicians, including 

Karolina, to inform them of current CAM issues.  Hilda also has direct contact with the public 

health and medicine board. 

The Vidarklinik is only a small part of Hilda’s work with CAM, though she is 

involved with the Vidarklinik in several ways.  Hilda has collaborated with the Karolinska 

Institute in Stockholm to create a course in CAM for professionals.  This course introduces 

the Vidarklinik and arranges a visit there for course participants.  Hilda collaborates with the 

administrator responsible for the agreement, Åsa, on issues relating to the agreement with the 

Vidarklinik.  In addition, Hilda meets with Erik, Sophie, and other parties involved in the 

agreement, including the local directors of primary care, to discuss development issues.  In 

her dealings with the Vidarklinik Hilda works together with the vice-director, Erik, and the 

director, Sophie. 

Hilda was given the order by the health care director to collaborate with a researcher at 

the Karolinska Institute to complete a follow-up study on patients from Östergötland treated 

at the Vidarklinik during 2006.  The Östergötland government is funding the project.  They 

have a former employee of the Vidarklinik talking to patients and collecting information.  The 

work group meets every couple months but is in contact via telephone and email between 

meetings.  The results from this study will be shared with all of those in Hilda’s network.   

The vice-director of the Vidarklinik and her collaborator at the Karolinska institute are two of 

Hilda’s sources for information relating to CAM. 

As part of her work Hilda has created a network for integrative medicine in the region, 

mostly consisting of professionals with CAM training or knowledge and interest in CAM and 

integration.  This interest group holds lectures and meetings to promote the spread of 

knowledge about CAM and integration.  Hilda has formed a leadership group with a few 

doctors, nurses, and physical therapists from the network to discuss questions and themes for 
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the big group meetings.  Recently representatives from the Vidarklinik, including the director 

and vice-director, came to Linköping to give a presentation for the network. 

 

 

6.5  Discussion 

 

Examination of these ego-centric networks clearly demonstrate the need for communication 

within and between all levels of health care.  The background information about the 

informants and their networks provides a context for the following discussion about the 

deeper questions of network positions, flows, constraints, evaluations, and changes.  This 

study examines the key variables that emerged relating to communication, including engaging 

in a dialogue, communicating in person, and speaking the same language.  Finally, the 

discussion explores the methodology and limits of this study. 

 

 

6.5.1  Networks, positions, and the flow of communication 

 

The two organisations represented here are the Vidarklinik and the public health division of 

the regional government in Östergötland.  Both organisations have hierarchies and defined 

positions, which have guidelines and delineate to some extent how communication is 

supposed to flow and what contacts a person in a given position should maintain.  However, 

the informal structure of interactions can be differentiated from the formal structure of 

positions in a group, and the informal (work-related) interactions often do not parallel the 

formal structure of channels that the formal organisation specifies (Cott 1997).  Thus, there is 

usually some variation and personal freedom, though likely still within formal limits 

described by the organisation. 

In addition, the informal interactions are guided by various factors of proximity, 

including physical, professional (individuals with similar professional backgrounds), task 

(individuals working on the same tasks), social (individuals that interact socially, which is 

beyond the scope of this current study), and formal, organisation-created proximities (Cott 

1997).  These interactions often lead to the delineation of subgroups.  The organisation-

created proximity means that individuals within the same organisation are more likely to 

relate to each other, which is observed here.  In this study, the employees of each organisation 

may be considered a network.  Individuals within each network connect the organisation’s 
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network to other networks and individuals outside the organisation.  These individuals are 

linking individuals or bridges. 

Networks may contain subgroups.  In this case, individuals often have a core subgroup 

within their own organisation with whom they have the closest connections and most frequent 

contact, often guided by their physical, professional, and task proximities.  These subgroups 

are mentioned above in the results section.  Cohesion refers to the interconnectedness of 

individuals in a network.  The two organisations in this study appear quite cohesive within 

their own networks (employees have a fair amount of contact with each other), but only a 

couple individuals bridge the two networks.  These concepts (proximity, bridge, cohesion, 

direct versus indirect, one-way versus two-way, centrality and influence) will be used to 

examine the networks, positions, and flows within and between these two organisations. 

 

 

The Vidarklinik 

 

The director speaks of the Vidarklinik staff as a team, or metaphorically as an organism.  

However, an organisational hierarchy is still apparent.  The director and vice-director 

coordinate the work of various groups within the hospital and bring together individuals into 

task proximity through shared projects and responsibilities.  They also appear to be the 

primary bridges between the Vidarklinik and the outside healthcare and political system on an 

official level. 

Because the current director is relatively new, many elements of the current network 

within and outside the Vidarklinik are relatively new and likely still developing.  Given 

Sophie’s past experience as the head of biomedical organisations, it is possible that she was 

chosen with the hope that she would bring with her some access to her previous contacts and 

networks with the result of increased flows of communication, so she is a critical linking 

individual in many ways.  Within the Vidarklinik, Sophie is a leader who connects to her 

employees through meetings and newsletters.  She has the closest contact with the leaders 

from various subgroups within the Vidarklinik, subgroups whose members may have either 

task (employees working on a project together) or professional proximity (the heads of 

departments, for example).  These group leaders and representatives act as bridges between 

the director and their respective groups.  They convey information from the director to their 

groups and alternatively bring the concerns of their groups back to the director.  Sophie has 

less cohesive contact with the general staff at the hospital, connected mainly through her 
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newsletter (mostly a one-way flow of communication) and large monthly all-staff meetings 

(mostly a one-way flow, though encouraging feedback make this somewhat a two-way flow). 

It is apparent that the director takes the “team” concept seriously, and her own 

testimony, as well as her newsletter and the testimonies of her co-workers, all point to 

collaboration and consultation between levels and groups at the Vidarklinik.  Sophie is quite 

solicitous of the viewpoints and input from her staff, even requesting feedback through her 

newsletter, thus encouraging a two-way exchange between the leadership and the employees 

in the form of dialogue and collaboration.  In general the pattern of communication appears to 

be: the lead group discusses an issue and presents it to a larger group (all the employees, for 

example) where general input is solicited, then the new ideas and perspectives are taken back 

for discussion and eventual action by the lead group. 

Sophie’s role within the Vidarklinik is that of a leader who coordinates the efforts of 

individuals and groups, focuses the attention and efforts of the staff on certain issues, and 

steers the development process.  She also acts as a bridge between the Vidarklinik and her 

contacts with politicians, regional governments, colleagues, and various scientific and 

medical communities.  She does not have the same centrality in the outside system as in the 

Vidarklinik, and is sometimes not even central in the system’s dealings with the Vidarklinik, a 

role often left to the vice-director, but she is always influential, with ultimate oversight of all 

the projects. 

While the director focuses on the bigger picture, the vice-director, Erik, works out the 

details (although he does some work on both levels).  Though he seems to have fewer 

meetings and less coordination work on a general level, he is involved in all levels at the 

Vidarklinik, from coordinating specific projects and acting as a consultant for the work of 

various groups, to everyday problem-solving for janitors.  Erik is also central in the 

Vidarklinik’s relationship to the rest of the medical system.  Part of his job is networking, and 

as he puts it, “anchoring” the Vidarklinik within the Swedish health care system.  Erik is the 

main negotiator for agreements with regional governments, which are extremely important 

sources of funding, patients, contacts, and legitimacy for the hospital.  Thus he is also a key 

bridge between the Vidarklinik and the regional governments. 

Through this work Erik connects with various groups, including politicians, 

administrators, professionals, and researchers.  He clearly demonstrates the ties between 

research, politics, and money, as his coordination of research projects and research contacts 

influence his contacts with politicians and the agreements he negotiates.  To improve the 

reception of agreements, Erik organises meetings and networks with professionals.  In 
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addition, he networks with CAM organisations and non-profits, forming coalitions that 

contact and lobby politicians. 

The director of care, Ylva, holds a central position within the hospital, though not for 

the outside system.  Her network outside the clinic extends to the nearby regional government 

and to other directors of care at anthroposophic hospitals around Europe, but she handles 

mostly everyday contacts with suppliers and inspectors necessary for the coordination of care 

at the Vidarklinik.  Within the Vidarklinik it seems that she is broadly involved in 

coordinating and cooperating roles.  The care departments (and their heads and staff) form the 

core of her work but the care in these departments clearly involves nearly every other aspect 

of the hospital’s activities, including the kitchen, the finance department, the janitors, the 

development projects, and the training of staff. 

The department head and nurse in palliative care, Hanna, has a foot in both care giving 

and administrative spheres.  As a nurse she is responsible for care and for contacts regarding 

the patient, including everyday contacts to hospitals around Sweden and to sources of care 

and help for the patients in their homes.  Though communications are usually patient-specific, 

she and other clinical professionals are put in a position of improving outsiders’ knowledge 

about the Vidarklinik, and trying to improve its status with hospitals and professionals in the 

outside care system. 

As a department head she is part of the administration, attending meetings and 

working with personnel decisions, planning, and coordinating issues.  The core of her 

network, and subgroup with the highest density of contacts and communication (closest 

proximity), is her department.  Outside of her department she connects to the rest of the 

Vidarklinik through leadership meetings (especially with the director of care, but also with the 

director and other department and area heads), and all-staff meetings. 

Since the Vidarklinik, as an integrative centre, is an exception in the Swedish health 

care system, all staff, and especially the director and vice-director, must work to spread 

information and increase knowledge and understanding about the centre’s work, and to 

establish the hospital’s reputation as a medical institution.  This activity leads to a continuous 

flow of information from the Vidarklinik, even at the nursing staff level, where there is 

frequent communication with hospitals around Sweden.  However, the director’s emphasis on 

sensitivity to current health and health care needs, as well as the requirements of tailoring the 

language to the current system and to particular audiences, necessitates a flow of information 

back into the Vidarklinik, mostly at the leadership levels.  This outside information makes its 

way through the network within the Vidarklinik via meetings and the director’s newsletter, 
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and eventually via development projects, making the information relevant to everyone in the 

Vidarklinik.  In addition, resources and patients are also flowing into the Vidarklinik, 

especially from the regions with official agreements with the hospital. 

 

The Regional Government 

 

The regional government also supports a hierarchy of politicians and administrators with 

channels of communication open between different levels.  These flows of communication are 

usually related to position and task proximities.  For example, Åsa, a health care 

administrator, has frequent contact with the health care director, who has frequent contact 

with the public health and medicine board (politicians). 

Karolina works on the political level, and is part of the group that makes decisions and 

influences the rest of the organisation network by determining what they will work on and the 

boundaries of their negotiations.  In the Swedish setting, political decisions and mandates are 

especially important since they dictate the involvement of administrators, professionals, and 

even the Vidarklinik (in other words, the Vidarklinik needs the mandate from the politicians 

in order to negotiate with the administrators).  Earlier, Karolina was more directly involved in 

the Vidarklinik network and in networking for CAM-related issues in the regional 

government, thus playing a relatively central role in flows of communication, but now her 

contacts are more limited and mostly involve listening to presentations from the Vidarklinik 

and discussing issues within the board, and thus her role has become less central.  Together 

with other politicians, she delegates the contacts and communications to administrators (Åsa 

and Hilda in this case). 

Åsa’s network is steered by the politicians, though she has some leeway in terms of 

whom (besides the politicians) she chooses to include in her network.  She is the main bridge 

from the regional government to the Vidarklinik, though this only forms a small part of her 

actual work-related network, as she works on many other agreements.  Whereas Karolina is 

more influential than central, Åsa is more central than influential in the relationship between 

the region and Vidarklinik.  However, as Åsa is given a fair amount of freedom in the 

negotiations and networking, she is also influential in the agreement. 

Hilda’s job is to develop networks, and she seems to have a fair amount of flexibility 

in doing this.  She has created a network of professionals interested in CAM, and serves as the 

bridge between that network and the regional government.  She also links with a researcher at 

the Karolinska Institute and occasionally to the Vidarklinik, often in concert with Åsa. 
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Information flows from the Vidarklinik and from Åsa and Hilda to the public health 

and medicine board.  Directives flow from the board through the director to Åsa and Hilda, 

who contact key people in other organisations (including Erik for the Vidarklinik, and the 

directors of primary care for the primary care physicians), who then relay the information to 

their organisations.  Importantly, since Erik also relays information and concerns from the 

Vidarklinik to Åsa, this flow is two-way.  When negotiations with Erik are complete (or if 

they were to come upon a problem), Åsa informs the director and the board, which give final 

approval, or direction to address the problem.  The flows surrounding Hilda are a little less 

straightforward, likely in part due to the fact that her position is relatively new.  She 

cooperates with Åsa, communicates with her network, and communicates with her various 

other outside contacts, including the Vidarklinik and the researcher at the Karolinska Institute.  

Most of these appear to be two-way flows. 

 

The networks and communication described here are excellent illustrations of 

communication between all levels of health care, and thus they represent integration at all 

levels (to a certain extent since the Vidarklinik is still an exception).  As these informants 

demonstrate, communication and information flow is crucial all at levels within these 

organisations as well as, between them.  Mulkins, et al. (2005) focused on one organisation, 

but also found that a supportive organisation structure and integration and cooperation 

between all levels of the organisation were essential to success.  In this case, the same is true, 

extending outside one organisation: without political involvement, the agreement is not 

negotiated.  Without information about the Vidarklinik, politicians cannot make decisions 

about the agreement.  Without cooperation with researchers, there is little information to 

present to the politicians.  Without communication with Östergötland’s physicians, the 

physicians do not know how or which patients to send to the Vidarklinik, and so forth. 

It is also apparent that certain channels of communication are very narrow, with 

relatively little flow regarding the Vidarklinik, thus limiting cooperation and integration.  Up 

to the present, the communication regarding the Vidarklinik between regional primary care 

directors and physicians has been minimal to nonexistent, as the directors were not previously 

included in the network.  The communication between the directors and the Vidarklinik and 

the physicians and the Vidarklinik has also been minimal to nonexistent, except for perhaps 

the limited flow of patient information.  This means that there is currently very little cohesion 

in this part of the network, with few connections between the Vidarklinik and these groups.  

The lack of communication and cohesion may be related to proximities, as until recently 
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(before the directors of primary care were involved in the agreement) there were no real 

proximities between these directors (or physicians) and Vidarklinik employees.  The 

following discussion examines these networks and flows and the factors that influence them 

more closely. 

 

 

6.5.2  Rules, limits, and barriers 

 

Most networks have formal and informal rules about acquiring, accessing, and modifying 

individuals or groups within the network.  This is obviously pertinent when discussing 

integration, as a large part of integration involves connecting different organisations and 

networks that have previously been working separately.  The following discussion explores 

the factors or “rules” which influence inclusion or exclusion of individuals and groups in the 

networks examined in this study.  Special focus is given to the constraints and obstacles, 

which limit the flow of communication and the inclusion or access to individuals and groups 

in the network. 

As mentioned above, each person’s network is shaped to some degree by his or her 

position within the Vidarklinik or the regional government.  The content and responsibilities 

of each job guide which individuals and groups employees can and should contact.  Within 

these bounds there is also some freedom, where each individual can influence the extent of his 

or her networks and the amount he or she communicates with others within and outside of 

their organisations.  Different “proximities” influence these informal interactions.  Certain 

positions, such as positions at the top of the hierarchy and positions that form bridges to the 

outside, come with more power to create proximities and therefore more freedom to choose 

network members, or even to compel others to join the network. 

Åsa’s position as the voice of the politicians and as the “buyer of services” gives her 

the advantage in her negotiations with the Vidarklinik.  The backing of the regional 

government also gives her the ability to press others, like the directors of primary care and the 

doctors, into her network and into communication with the Vidarklinik.  Other players can try 

to add members to their network, but without the same authority.  Naturally, within their own 

organisation, the director and vice-director of the Vidarklinik have a great deal of control over 

whom they choose to contact and how frequently, though to some degree all hospital 

employees are members of their larger network.  Their authority also gives them some control 

over which proximities they create and thus who contacts whom within the network.  The 
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director of care and department head/nurse positions’ networks and contacts seem to be much 

more dictated by the demands of their jobs (task proximity), with less personal control by the 

individuals.  The director of care, Ylva, must be in close contact with the care departments, 

just as Hanna, as a nurse and department head, must be in close contact with her department, 

as well as with Ylva. 

Ironically one of the most influential subgroups in the two-organisation network, the 

politicians, may also be the least stable link.  The whole relationship between the regional 

government and the Vidarklinik is dependent upon the political directives.  Without these 

directives, the administrator and the Vidarklinik cannot negotiate an agreement, patients 

cannot be sent to the Vidarklinik with insurance money, and so on.  Yet the politicians are 

dependent upon public elections and public opinion (public interest is in fact a major reason 

for political interest in CAM and in the Vidarklinik).  A few of the informants mentioned that 

if the majority coalition changes significantly in the fall elections (2006), then there might be 

less support for the agreement and the relationship with the Vidarklinik. 

Erik sees the Vidarklinik’s size as one of the major obstacles to future development 

(and networking).  The Vidarklinik is small and has a relatively small staff, so people have to 

work with several different facets of the organisation and cannot specialise in and focus on 

one area.  For example, Erik explains that while he may have meetings with national 

politicians one day, another day he may be on call for the janitors to help solve problems.  

The director of care had similar concerns.  This likely limits the size and cohesion of 

networks that can develop in relation to each area as employees have only limited amounts of 

time for each.  However, it may increase cohesion within the Vidarklinik itself as it forces 

employees to work together in several different areas.  The Viderklinik’s size and growth is 

limited by the size of the agreements, which is limited by prioritising and economic concerns, 

among other things.  The size of the agreements also limits the number of patients exchanged 

between Östergötland and the Vidarklinik, and so also the number and frequency of patient-

related contacts. 

Several informants mentioned time as a limiting factor for developing their networks.  

They mentioned that if they had more time they would develop new or deeper connections 

with parts of their networks or contacts outside their networks, thus increasing cohesiveness.  

Part of this is related to the positions of the individuals and the other tasks and demands on 

their time.  For example, Hilda said she currently has enough to do, especially as she is 

starting up several new things, but ideally with more time she would like to increase her 

network.  Part of this may be due to the fact that she only works half time on CAM issues.  
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Åsa wished that she had more time to work on connecting people, but as the Vidarklinik is 

only a small part of her work, she is limited in the amount of time she can spend on 

Vidarklinik issues.  The nurse and department head actually felt that she had too much contact 

with various authorities responsible for patients’ care, so that she spent too much time on the 

telephone and was constantly interrupted from her direct work with patients.  However, 

Hanna did wish to improve the quality of her connections with various outside groups. 

Another constraint is the relatively low density of contacts (lack of cohesiveness) 

outside the Vidarklinik.  The Vidarklinik receives patients from all over Sweden, which 

means that the Vidarklinik personnel deal with hospitals and physicians from all over 

Sweden, and for the most part do not have the chance to develop relationships with any of the 

hospitals (Stockholm and Sörmland hospitals are exceptions).  In this case a “relationship” 

means that the hospital knows about the Vidarklinik and what they do, and has a certain trust 

and respect for the care they provide. 

Thus, lack of knowledge further limits the Vidarklinik personnel’s contacts within the 

biomedical health care system.  Each time the Vidarklinik staff calls a new healthcare 

institution they have to explain who they are, and they are often met with suspicion about 

their credentials and work.  Åsa mentioned something along similar lines, with problems of 

working with physicians or directors that do not know about the Vidarklinik.  Therefore the 

number of contacts is not the only issue, but also the quality of contacts and connections. 

The nurse and the regional government informants all mentioned physicians’ attitudes 

and biases as obstacles.  It is possible that these are the individuals that either work with 

physicians or are exposed to their opinions through their work.  The director and vice-director 

of the Vidarklinik did not dwell on this, but perhaps they did not wish to emphasize the issue.  

In general, the physicians in Sweden are reported to have a very strictly biomedical view of 

illness and health and are therefore suspicious of the Vidarklinik and other CAM providers’ 

work. 

The reluctance to cooperate with the Vidarklinik occurs not just among regular 

physicians, but extends up through the hierarchy to the directors of primary care, who are by 

training also physicians.  Lack of knowledge and negative attitudes are especially important in 

these groups, as it is ultimately the physicians who decide whether or not to send patients to 

the Vidarklinik.  If physicians don’t know about the Vidarklinik or don’t know what they do, 

or they do not respect the Vidarklinik’s work, then they probably won’t send patients or won’t 

send appropriate patients.  Further, without the support of the directors and the distribution of 

information through official channels, the majority of physicians are even less likely to want 
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to collaborate with the Vidarklinik.  Thus it seems that at least initially, the directors must for 

a bridge between the Vidarklinik and physicians. 

Surprisingly, interest surfaced as an important constraint on the size of networks.  As 

in certain parts of the networks, such as the physicians outside the Vidarklinik, there are no 

other proximities compelling individuals (nodes) to interact and communicate, interest forms 

the main connection.  Informants were only able to contact or develop relationships with 

individuals and groups already interested in CAM issues.  This relates to problem of lack of 

knowledge, as those who do not know anything about CAM are not likely to be interested in 

it.  This is a circular problem: those that are not interested in CAM are also less likely to want 

to learn more about it.  Though several informants mentioned this problem, Hilda in particular 

stressed the limits that interest places on her network.  Currently she only has contact with 

those professionals in her network or in the course she has designed.  Those professionals are 

limited to the ones with an expressed interest in CAM issues.  Thus, in her efforts to increase 

knowledge about CAM and integration in the region, Hilda is limited to those already 

interested in CAM, as she has no way of reaching those who are not already interested. 

Finally, though the Vidarklinik, often through its vice director, has avidly networked 

with researchers, universities, regional governments, and other non-profits and CAM 

providers, it has limited its relationship with other CAM providers to joint political lobbying.  

In other words, there is little cohesion and no practical collaboration between the Vidarklinik 

and other CAM providers, even though the Vidarklinik provides a number of different CAM 

therapies and is considered a CAM institution by the biomedical health care system, and is 

therefore lumped together with other CAM providers.  As mentioned above, this distinguishes 

the Vidarklinik from many of the other integrative centres discussed in this study, and in some 

ways this lack of cooperation with other CAM systems and practitioners prevents it from 

advancing toward further integration.  Just as biomedicine excludes the Vidarklinik, so the 

Vidarklinik seems to exclude other CAM therapies. 

Several of the informants mentioned holism as a key component of the Vidarklinik’s 

work.  It is possible that as the Vidarklinik considers anthroposophy to be a holistic system in 

itself, it perceives that other CAM therapies are not needed.  Further, providers in 

anthroposophy are traditionally licensed physicians and nurses who are expanding upon 

biomedical care, while the providers of other CAM modalities are generally specialised 

providers with their own holistic systems.  Perhaps this is one reason why these CAM 

providers and systems do not fit into the anthroposophic paradigm or practice. 
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6.5.3  Evaluations and future changes 

 

According to the informants, interest in CAM and in the Vidarklinik continues to increase 

around Sweden.  CAM has already expanded and become more mainstream in the regional 

government, now as a normal order of business and with a dedicated half-time position.  

Hilda reports that CAM is a lot easier to talk about now than in the past.  However, all of the 

informants mentioned dissatisfaction with certain parts of their networks, and changes they 

would like to make.  The dissatisfaction is mostly related to the limitations and constraints 

mentioned in the previous section.  These prevent informants from accessing and including 

individuals they would otherwise like to build connections with.  The suggested changes 

range from holding extra meetings to introducing wide-sweeping reforms of the entire 

Swedish health care system. 

A key issue for all the informants was spreading information and increasing 

knowledge about the Vidarklinik.  This would require increasing the flows of communication 

the subgroups and nodes in an ego’s network, as well as the cohesion and reach of networks.  

The bridging individuals between networks are especially important for these changes.  The 

obvious goals are to provide education about CAM in general and increase understanding of 

the Vidarklinik’s work in particular among the regional government and professional groups.  

Informants further hoped that increasing knowledge would lead to increased interest and 

acceptance of CAM and the Vidarklinik.  Indeed, Hsiao, et al. (available in 2005) found a 

relationship between physician knowledge and attitudes about CAM and integrative medicine, 

with more knowledgeable physicians tending to be more positively disposed toward 

integrative medicine.  Though the survey cannot demonstrate a causal relationship, it does not 

seem unreasonable to hope that as biomedical practitioners learn more about CAM systems 

and modalities, they may become more open to the idea of CAM and integrative health care. 

Several informants were working on projects to educate players in the biomedical 

health care system.  For example, a main part of Hilda’s job (as approved by politicians) is to 

spread knowledge.  Her work also involves increasing the cohesion of her network by 

creating direct links between the Vidarklinik and physicians so that education may occur 

directly.  Through his networking, Erik is also trying to increase knowledge.  Earlier meetings 

with Stockholm professionals and administrators produced a dialogue, which resulted in a 

better working relationship with the Stockholm region.  Now Erik hopes to do the same in 

Östergötland, with the support of Åsa and Hilda.  Due to her frustrations over communicating 
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with hospitals around Sweden, Hanna also wishes for the spread of knowledge and takes it, 

somewhat unwillingly, as part of her work to educate others. 

Erik also wants the Vidarklinik to be a more integrated part of the Swedish health care 

system, for a number of reasons, including becoming a more established institution and 

having the opportunity to help reform the rest of the health care system.  In addition, with the 

public funding that comes with integration, the Vidarklinik becomes more accessible to 

patients.  Erik sees networking and spreading information as important parts of anchoring the 

Vidarklinik in society.  Communicating with politicians is especially important, as the 

Swedish system is not adapted to what the Vidarklinik is offering, so there is need for 

political reform.  Administrators need to know what they are working with when they are 

negotiating agreements, and professionals need to understand the Vidarklinik’s work.  Erik’s 

work with other CAM organisations and non-profits on the national level to make the 

Swedish system a friendlier environment for CAM and non-profit health organisations is 

important to the future development of the Vidarklinik.  Also toward this end, Erik works to 

improve and increase the agreements.  He argues that the Vidarklinik needs a profit (it 

currently subsidises its running budget with donations, etc.) in order to be able to develop and 

improve the work that it does.   

Erik also hopes that in the future the Vidarklinik’s doctors and nurses will have more 

contacts with the outside system, and especially that they will participate in more health care 

system-level questions, thus helping to anchor and legitimize the Vidarklinik’s work.  This 

would mean an increased cohesion or interconnectedness in his network and would also mean 

the creation of more bridging individuals who link the Vidarklinik and outside networks. 

In the area of reform, several informants from both the Vidarklinik and the regional 

government hoped to spread the practice of the Vidarklinik, especially aspects of holism, to 

the rest of the Swedish health care system.  They saw the Vidarklinik’s work (or at least parts 

of it) as something the biomedical system does not yet do, but should do in the future.  Sophie 

spoke the most avidly on this topic.  She sees the Vidarklinik as a pioneer, providing care that 

the rest of the health care system cannot yet provide, until the system catches up and the 

Vidarklinik can move on to new types of caring.  To this end Sophie places a heavy emphasis 

on development and making sure that the Vidarklinik is responsive to current health and 

health care needs.  She hopes that eventually biomedicine or the medicine practiced in the rest 

of the system will learn from the Vidarklinik to look at and treat the whole person. 

Along similar lines, Hanna hopes that some day the Vidarklinik will not be needed as 

a separate entity, and that what the Vidarklinik does now will become a part of what the entire 

 72



 

health care system practices.  She thinks that an important step in this direction is an exchange 

of learning between the Vidarklink and biomedical providers.  Hanna would like to bring 

biomedical providers to the hospital to help train the Vidarklinik staff, but also to learn from 

the Vidarklinik staff about what they do. 

Just as in the theoretical discussion earlier, cooperation and coordination are key 

concepts.  Cooperation is needed within the Vidarklinik, and with the outside system, to 

provide for the coordination of care.  Coordination is needed within the regional government 

and with the broader Swedish health care system.  In fact, part of Hilda’s work is to ensure 

that developments with the Vidarklinik are integrated into the development process in the 

region’s health care, so that the Vidarklinik’s expansion does not just occur independently.  

This study illustrates that cooperation is needed between biomedical directors and 

professionals, CAM providers, politicians, educators, and researchers, in order for integrative 

health care to function.  Naturally cooperation requires healthy flows of communication. 

 

 

6.5.4  Language, dialogue, and face-to-face meetings 

 

Speaking the same language, engaging in two-way exchanges, and meeting in person were all 

stressed as crucial elements of communication and by extension integration of the Vidarklinik 

into the larger system.  Several informants underlined the theme of speaking the same 

language as a prerequisite to communication, exchanges and understanding.  Obvious 

perhaps, but as all participants are speaking Swedish, it touches deeper issues: the vocabulary, 

the questions asked, the expectations, the training, and attitudes are all reflected in the 

“language.” 

Sophie argued that the Vidarklinik must conform to the surrounding system and speak 

the system’s language in order to be understood, and to be able to develop together with the 

health care system.  The vice-director also elaborated on the importance of speaking the same 

language in terms of being able to communicate and collaborate with the outside system.  The 

Vidarklinik staff has their own language, and own way of describing how spirit, body, and 

soul are combined, but this language is not understood on the outside.  Therefore the 

Vidarklinik must adapt the official language to their work. 

Erik gave the example of the area of research.  Qualitative results are very important 

to the Vidarklinik as an assessment of holistic health.  However, quantitative measures are 

more important to the outside scientific and medical communities, so the Vidarklinik must be 
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able to communicate in terms of findings the outside communities will understand and 

appreciate.  Tailoring language to the target audience is always an issue, but it is perhaps 

especially important for the Vidarklinik as an outsider facing the establishment’s distrust.  

Erik believes that this is actually easier for the Vidarklinik to do than for other CAM 

providers because the professionals (doctors and nurses) are conventionally licensed and 

therefore have the same training as the doctors and nurses in the rest of the system, and so 

automatically speak the same language and ask the same questions. 

These efforts to adapt the Vidarklinik’s language, the terms for talking about the 

patient and patient care, to that of the biomedical system may very well increase 

understanding and acceptance.  However, there is some danger that if that adaptation is taken 

to an extreme, the Vidarklinik might lose certain aspects of what makes it unique.  This seems 

to be a problem with most attempts by CAM to adapt or adjust to the biomedical system.  

Anderson (1999) found that in a meeting between biomedical and CAM providers, the 

language of biomedicine became the common language, but that with this the CAM systems 

were stripped to simple techniques, with no discussion of the theory behind them.  There is 

also a potential problem when the same words are used but with different intended meanings.  

This is a challenge of integrative medicine in itself, as authors cannot seem to agree what 

“integrative health care” or “integration” means.  “Evidence-based” research is another area 

of contention, as Erik mentions above. 

Dialogue came up frequently as a central theme in development and in increasing 

knowledge.  Dialogue in this context means a two-way exchange between groups.  

“Dialogue” includes mutual exchange and mutual teaching.  Being able to ask and answer 

questions is a central part of learning and increasing understanding, and even willingness to 

communicate.  Naturally speaking the same language is a requisite for being able to hold a 

dialogue.  Dialogue was the format at the observed meeting between the Vidarklinik and the 

administrators.  Later, all participants later spoke very positively of this meeting and format. 

As mentioned earlier, Erik found that organising meetings and encouraging dialogue 

with decision makers and professionals in Stockholm helped to decrease stereotypes and 

increase knowledge and understanding, and he hopes to do the same in other regions, 

including Östergötland.  This extended dialogue in turn improves the hospital’s reception in a 

region and the likelihood that doctors will refer appropriate patients to it.  In addition, Erik 

hopes that in the future, doctors and nurses will participate in dialogues on health care system-

level issues.  In Åsa’s experience, including the “right” people in a dialogue can be 

significant.  Key individuals in networks have the power to influence the actions and attitudes 
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of others and to facilitate or block the reception of agreements and integration.  Therefore, the 

quality of connections and dialogues may be more important than the quantity.  Developing a 

dialogue with the right people will likely have a greater effect than trying to communicate 

with as many people as possible, most of whom have little power to influence others. 

Thus, dialogue is important for developing relationships and agreements, and 

developing a relationship can be a crucial element in improving collaboration.  Erik reported 

that the Vidarklinik must develop relationships with directors and others in regional 

governments so that there is a certain respect and trust, in order for the negotiations and the 

agreements to be successful. 

Dialogues, though possible from a distance, are significantly easier with face-to-face 

meetings.  Such meetings were highlighted directly and indirectly by nearly every informant.  

Sophie’s work is filled with meetings: with leadership groups, with all employees, with 

politicians, with colleagues, and so on.  Erik pushed for meetings with the directors of 

primary care in Östergötland as part of the new agreement, including one at the Vidarklinik, 

so that the directors could get to know the hospital and staff first-hand.  Karolina and other 

politicians travelled to the Vidarklinik in the beginning of the agreement and had Erik and 

others from the Vidarklinik come to give presentations and answer questions.  Åsa schedules 

meetings with the Vidarklinik and with primary care directors.  In-person meetings lend 

themselves to dialogue, to exchanges, and to better understanding.  As mentioned in the 

introduction, it is much easier to ignore emails and letters.  It is also more difficult to get to 

know some one, to exchange questions, and to develop a relationship via more distant forms 

of communication.  Once parties met face-to-face and a relationship developed, other forms of 

communication are much more effective.  While these other forms can be effective, continued 

direct meetings remain important to developing and sustaining relationships. 

 

 

6.5.5  Discussion of methodology 

 

Network analysis proved an extremely useful method for mapping the network at the regional 

government and at the Vidarklinik, as well as the connections in between.  It also facilitated 

tracking and assessing the flow of communication between different subgroups.  

Unfortunately, the scope of this study did not include participant observation, which would 

have provided more information with which to compare the results from the interviews and 

other materials. 
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The study was further limited in the number of individuals that could be interviewed, 

and so it could not include the theoretical sampling typical of Grounded Theory.  It would be 

interesting to interview more professionals as an extension of this project, both at the 

Vidarklinik and at biomedical institutions that have connections with the Vidarklinik.  The 

sample interviews were heavily weighted for the administrative perspective, which is only 

part of the story.  The fact that Hanna had a unique perspective on her contacts outside the 

Vidarklinik suggests that it would be fruitful to interview other providers about their 

experiences and perspectives with communication and collaboration. 

In addition, this was a retrospective study, relying for the most part on informants’ 

memories of whom they had contacted in the past, so the data may not be entirely accurate.  

Participant observation would have helped to compensate somewhat for this.  However, what 

people remember about their contacts and communication is in and of itself interesting and 

revealing of what they consider important and of the information they access when 

considering their connections.  Further, by interviewing several egos in the same network, I 

was able to check various individuals’ stories with the stories of their colleagues.  Despite the 

limitations, this work makes an important contribution to the study of integrative medicine in 

practice. 

The process of getting interviews was also instructive.  I initially had trouble 

contacting the Vidarklinik and even after a long time had only secured one interview.  For an 

alternative source of information I began contacting individuals at the regional government.  

Through them I was put in touch again with the Vidarklinik, which was this time much more 

attentive to my proposal and willing to cooperate with me for this study.  This experience is 

revealing about which channels of communication are open and functioning and which ones 

are less open. 

The Vidarklinik gives great importance to its relationships with regional governments, 

as its survival and development are dependent upon the agreements.  Thus the ties between 

the Vidarklinik and the administrators are quite strong and the communication flows easily.  

The communication from random individuals meets barriers, like time constraints and 

prioritising.  The introduction through the Östergötland government utilised the established 

communication channels and proved essential for this project.  In a way the administrators in 

Östergötland became linking individuals between the Vidarklinik and me until I could 

establish a direct connection.   Interestingly, the administrators and politician had much more 

open channels of communication to individuals. 
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6.5.6  The big picture 

 

This study applied network analysis to examine the networks and flows of communication at 

an integrative centre, the Vidarklinik, and at the regional government in Östergötland.  It 

found two organisations with relatively cohesive networks, with subgroups connected by 

bridging individuals, often the leaders for the subgroups.  These networks are connected with 

a strong flow of communication between the hospital’s vice-director and regional council 

administrators.  This study found that in general, there are strong ties between the Vidarklinik 

and the regional governments.  However, the flow of communication outside the Vidarklinik 

and the Östergötland public health division networks is limited by several factors, including 

time, knowledge, attitudes, and interest. 

Informants agree that educating the public, and especially professionals, is an 

important part of developing the relationship between the Vidarklinik and the biomedical 

system.  Several also dream of spreading the Vidarklinik’s practice to the rest of the system.  

However, future developments are hindered by the difficulties in reaching and educating 

those professionals not already interested in CAM and integrative medicine.  Working toward 

greater integration will require increasing the number of nodes in networks, the number of 

connections between nodes, and the number of linking individuals between networks. 

The development of the Vidarklinik has been shaped by the Swedish context and some 

of the challenges faced are unique to Sweden.  However, this small hospital serves as a model 

of how integration can work.  The Vidarklinik faces barriers, but the network analysis has 

revealed some of these barriers, and shows possible ways that the communication and 

integration might work better.  It provides an illustration of the issues surrounding 

communication and collaboration faced by centres trying to provide integrative care within a 

biomedical health care system, and the findings from this study are potentially useful for other 

organisations, and integrative efforts.  Though centres in other contexts may be faced by 

different regulatory challenges, they are likely to face some of the constraints listed here, and 

to benefit from increased dialogue with representatives from the dominant biomedical system. 
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7.  Conclusion 

 

This study has explored different possibilities for integration, and has built on them to identify 

the key elements of a comprehensive integrative health care system.  Further, these elements 

were illustrated in the context of Sweden in general, and the Vidarklinik in particular.  The 

results show that the involvement of all levels of health care, and the coordination of patient 

care, are crucial to the success of a system of integrative health care.  Surrounding these two 

central themes are the key elements:  philosophy, team care, attitude and acceptance, 

availability and access, funding and coverage, research, academic institutions, and regulation.  

These aspects must work synergistically to create and maintain an integrative system, or any 

effective health care system for that matter. 

The examination of existing integrative centres confirmed the importance of involving 

all levels of health care, and revealed that in attempts to integrate preserving the integrity of 

the CAM professions and systems is difficult, and the degree of preservation is still negotiated 

separately in each case.  Even when integrated with biomedicine, CAM continues to be 

marginalised, though CAM professions are making advances and gaining more authority and 

wider acceptance. 

Assessment of these centres further pointed to communication as a key element in 

involving levels of health care and in coordinating care.  In Sweden, the Vidarklinik faces the 

same, if not more challenges than the centres discussed in the beginning of this paper.  While 

the theoretical discussion assumed an ideal-type context and the integrative centres study was 

dominated by American examples, the latter part of the paper focused in on the Swedish case. 

Similar conflicts between CAM and biomedical practices are found in Sweden as are 

found in other countries, including the U.S.A. (which is found most in CAM literature).  

However, the Swedish system is also unique because of its top-down, streamlined health care 

system.  This organisation affects the ways in which CAM can be introduced into health care 

and gives politicians more power to guide integration.  The extent of polarisation between 

biomedicine and CAM is also more extreme in the Swedish case, and therefore the role of 

outside forces, like the government, in integration is greater. 

Thus, both the governmental control and professional resistance influence the 

development of system-wide integration as well as local efforts, including the Vidarklinik.  

However, some if not all of the issues brought up in the analyses of Sweden and the 

Vidarklinik and the study of communication at the Vidarklinik are likely still relevant for 

other centres and health care systems. 
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The study of communication surrounding the Vidarklinik confirms and adds to the 

theoretical discussion by illustrating the importance of involving all levels of health care in 

dialogue and meetings, as well as ensuring that a common language is shared.  Further, the 

Vidarklinik example demonstrates the importance of political good will and cooperation for 

any integrative effort. 

The lessons of dialogue and a common language as well as the dangers of lack of 

knowledge and lack of interest can be applied to the discussion of integration in general.  

Both the integrative examples and the study of communication at the Vidarklinik show that 

establishing a communication infrastructure is an important first step for integration efforts.  

And a central part of encouraging communication and dialogue is facilitating meetings 

between representatives from different professions and levels of health care.  Without 

established communication channels, efforts to integrate CAM into the health care system 

will encounter barriers at almost every turn. 

This exploratory work makes a contribution toward improving our understanding of 

communication beyond the level of inter-professional dialogue.  It presents explicit factors 

affecting communication, beyond the vaguely acknowledged importance of communication 

within an organisation found in many earlier works.  The results also point to specific 

constraints that must be addressed in order to increase cooperation and integration between 

the Vidarklinik and the health care system.  Further, analysis provided some key variables that 

influence the outcomes of communication.  It clearly demonstrated that all communication is 

not equal; face-to-face meetings, dialogue, and sharing a common language are essential. 

Importantly, the study of the Vidarklinik also demonstrated that the systems and 

modalities included under the title “CAM” are indeed a diverse group, often with little in 

common, and that no assumptions should be made about the abilities of these groups to 

cooperate on a practical level.  From the Vidarklinik’s perspective, its only connection to 

other CAM systems is a similar status outside of the mainstream biomedical system.  Thus, 

the same conflict that exists between the biomedical system and CAM, can also exist between 

various CAM systems.  This is especially true on the often over-looked topic of paradigms: 

philosophies and values.  Some advocate by word or practice ignoring these paradigm 

differences, but this could only lead to a limited integration.  Dialogue is likely the best means 

to bridge this gap; however, further research is needed in this area.  Along these lines, it is 

important to investigate whether there are variables that can make dialogues between groups 

more or less productive. 
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As Hilda stated, integrative health care is a very new field, without any modern 

history, traditions, guidelines or criteria for proceeding.  This means that communication is 

not linear or clear, but that individuals and groups must communicate and connect as they 

desire and are able, making up rules and procedures as they go along.  The same is true for 

integration.  There is no established procedure for integrating, but rather, as this study 

demonstrates, groups are making it up as they go along within the restraints of their context.  

It is important that as this occurs, researchers and others are observant and assess which 

practices seem more successful and why, in order to guide further developments in health 

care. 

Integration at all levels of health care and coordination of care are definitive elements 

for integrative health care.  Communication is a prerequisite for these two elements.  

Examining the connections and the flow of communication between people is an important 

first step in studying integration in practice.  It also reveals some of the existing and potential 

barriers to integration. 

This study confirmed that bringing together different groups involved in health care 

for dialogue is an essential first step in the process of integrating CAM and biomedicine.  

Though the focus is generally on professionals, other players are equally important.  The 

study of communication presented here, exposed “speaking the same language” as 

prerequisite for productive, relationship-building communication.  Thus it is critical to 

develop a better understanding and to work on a more in-depth examination of what speaking 

the same language can mean and how it can and should be used at different levels, from the 

patient-physician interaction, to the dialogue between professionals, up to the negotiations 

between providers and representatives of government. 

This study demonstrates the utility of network analysis in assessing the extent of 

integration at integrative centres.  Network analysis reveals the connections and flows of 

communication between individuals and groups, which is essential for better examining and 

understanding integrative efforts, both in terms of how an integrative medical organisation 

operates and how it relates to the external health care system.  Network work analysis 

provides not only better understanding but also concrete barriers to integration as well as 

ways to improve the process. 

Earlier articles and studies in the integrative field are dominated by opinion-pieces and 

descriptive accounts.  This paper contributes to the field with analyses of the literature, key 

elements for integration, and current integrative efforts.  To this it adds an empirical study 

illustrating critical issues for the communication surrounding an integrative centre and 
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demonstrating the utility of a flexible method to study such efforts.  This exploratory study 

suggests that a much more comprehensive application of network analysis could be used to 

diagnose problems and identify possible solutions to barriers in integration.  Network analysis 

might also be used to develop models for organisational structures that could facilitate 

effective integration. 

 



 

8.  Appendix 

 
8.1  Appendix 1 

 
Examples of localised efforts to integrate CAM and biomedical care.  This is not an exhaustive list of integrative centres, but is rather meant to 
demonstrate the variety of ways integrative health care has been developed and practiced.  The centres are listed in alphabetical order.  Note:  
The information included on different clinics was highly variable and therefore the differences may be exaggerated by lack of information. 
 

Centre 
and Location Practitioners, Therapies 

Medical
Decision
-maker 

Communication/ 
Collaboration 
Within Centre 

Connections with 
Biomedical System 

Funding of 
Centre/Patient 

Care 
Other  Source

Beth Israel’s 
Center for 
Health and 
Healing 
 
New York, New 
York, USA 

9 Specialists in homeopathy, 
acupuncture, Native American 
medicine, & Chinese herbs, MD1 
(dual training in hypnotherapy, 
director), clinical advisory staff of 
more than 15 specialists including 
nurses, chiropractor, nutritionist, 
& Ayurvedic practitioner 

 Team approach Associate with a medical 
centre where CAM therapies 
offered in 20 clinical 
departments, Support from 
centre’s staff & 
administration, Electronic 
patient records available to 
practitioners & patients 

Private donors, 
insurance, funds 
for those without 
insurance 

Special attention to 
environment/ 
atmosphere, Research, 
Education 

Muscat 2000 

Cancer 
Supportive Care 
Program 
 
Stanford, 
California, USA 

MD, RN, social worker, 
nutritionist, psychologist, 
program instructors (yoga, 
qigong, exercise), exercise 
program physical therapist, 
exercise psychologist (much of 
staff recruited from institution) 

MD  Within the Center for 
Integrative Medicine Clinic 
at Stanford University 
Hospitals and Clinics 

 Community outreach,
education program 

 Rosenbaum, 
et al. 2003 

Center for 
Comprehensive 
Care 
 
Seattle, 
Washington, 

Physical therapy, occupational 
therapy, physical trainers, 
vocational rehab counsellors, 
mental health counsellors, 
psychotherapists, biofeedback 
nurses, nurse practitioners, 

RN  Biweekly staff
meetings, 
“Hallway 
consults” 

Referrals from practitioners 
& referrals to other 
institutions, Affiliated with a 
physicians’ group 

Majority of 
patients have 3rd-
party 
reimbursement 

Composed of 3 
independent business 
entities that work in 
coordinated fashion 
with centralised 
management; self & 

Blair & Faass 
2001 

                                                 
 
1 Medical doctor, Physician (MD) 
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Centre 
and Location Practitioners, Therapies 

Medical
Decision
-maker 

Communication/ 
Collaboration 
Within Centre 

Connections with 
Biomedical System 

Funding of 
Centre/Patient 

Care 
Other Source 

USA  acupuncturists, massage
therapists, & TCM2 practitioners 

physician referral; 
Ongoing assessments 

Center for 
Holistic 
Pediatric 
Education and 
Research 
Boston, Mass., 
USA 

Multidisciplinary team, 
practitioners recruited from 
hospital staff 

  Referrals,
Consulting on 
treatment plans 

Associated with Children’s 
Hospital Boston & Harvard 
Medical School, All CAM 
consults are referrals from 
staff in dept.s, CAM staff 
participate in rounds, Support 
from hospital leadership 

Insurance covers 
physicians & clin. 
psychologists, 
Other services 
free, Grant & 
philanthropic 
funding 

Research, Education 
of professionals & 
public 

Highfield, et 
al. 2005 

Conemaugh 
Health System 
Integrative 
Health Center, 
 
Johnstown, 
Penn., USA 

MD specialists; registered nurses; 
psychologists; pulmonary 
specialists; orthotic specialists; 
nutrition counsellors; massage 
therapists; stress management 
experts; & respiratory, physical, 
occupational, & speech therapists 

MD  Attached to the Regional 
Neuroscience Center 

Often covered by 
insurance 

Programs include:  
post-polio, chronic 
back pain, chronic 
headaches, & stroke 

Le Tourneau 
2003 

Duke Center for 
Integrative 
Medicine 
 
Durham, N. 
Carolina, USA 

   Part of Duke University 
Medical Center and Health 
System, Interface between 
university & centre 

Insurance 
accepted 

Consulting centre (not 
primary care); self & 
physician referral; 
Research; Education 
for patients, public, & 
professionals 

Chilton & 
Block 2002 

East-West 
Health Center 
 
Denver, 
Colorado, USA 

2 MDs, nurse practitioner, 2 
chiropractors (1 dual training in 
acupuncture), 2 acupuncturists (1 
dual training in herbology), 
naturopathic doctor (dual training 
in homeopathy), 2 
psychotherapists, physical 
therapist, nutritionist, 6 massage 
therapists, 2 Rolfers, & trainers in 
yoga, meditation, & t’ai chi 

   Staff meetings (all
have equal voice), 
Global medical 
record used by all 
practitioners, 
Case conferences, 
Referrals between 
practitioners 

Insurance covers
MDs, 
chiropractic, & 
physical therapy; 
Fee for service 

  Special  attention to 
environment/ 
atmosphere, Herbal 
pharmacy 

Herre & 
Faass 2001 

                                                                                                                                                                                                                                           
 
2 Traditional Chinese Medicine (TCM) 
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Centre 
and Location Practitioners, Therapies 

Medical
Decision
-maker 

Communication/ 
Collaboration 
Within Centre 

Connections with 
Biomedical System 

Funding of 
Centre/Patient 

Care 
Other Source 

Health and 
Healing Center 
 
San Francisco, 
California, USA 

4 MDs, doctor of TCM, 
craniosacral therapist, massage 
therapists, guided imagery 
practitioners, hospital chaplains, 
nutritionist, psychotherapists, 
Feldenkreis practitioner 

MD Staff meetings Within the California Pacific 
Medical Center, Practice 
integrated into several 
departments at the medical 
centre, Clinic is a integrative 
medicine specialty referral 
clinic, Referral to other 
practitioners, Same 
credentialing & reviews as 
regular biomedical clinics 

Limited 3rd party 
coverage, Fee for 
service 

Library & information 
resources, Retail store, 
Self & physician 
referral, Special 
attention to 
environment/ 
atmosphere, Research, 
Education of 
community & 
professionals 

Scherwitz, et 
al. 2004, 
Scherwitz, et 
al. 2003, 
Steward & 
Faass 2001 

Hennepin 
County Medical 
Center 
 
Minneapolis, 
Minn., USA 

Acupuncture, acupressure, 
Shiatsu, body work, herbs, & 
chiropractic (some also regular 
biomedical staff at hospital) 

MD   Monitoring &
oversight via MD 
director, Staff 
meetings 

Teaching hospital associated 
with the U. of Minnesota, 
Referrals from the hospital, 
Integrated medical records 
(same as those at other 
clinics) 

Research, Education,
Not primary care 
providers, Mostly by 
physician referral, 
Both Western & 
Chinese diagnoses 

 Canfield 2001 

Institute for 
Complementary 
and Traditional 
Chinese 
Medicine 
 
Essen, Germany 

5 MDs (many MDs have dual 
training in acupuncture & TCM), 
physicians in TCM, 3 medical 
assistants, dietician, Qigong 
teacher 

MD  Out-patient clinic associated 
with the Kliniken Essen-
Mitte at the Knappschafts 
Hospital Essen, Cooperation 
partners with medical centres 
and universities, Diagnostic 
procedures at the Kliniken 

Patients billed as 
private patients 
(no public 
insurance) 

Offers courses, 
informational 
material, Special 
attention to 
environment/ 
atmosphere, Research 
(research staff) 

Institute for 
Complementa
ry and 
Traditional 
Chinese 
Medicine 
website 

Integrative 
Health Clinic 
Salt Lake City, 
Utah,  USA 

13 Different therapies and several 
classes (many of CAM staff also 
regular biomedical staff) 

 In the Veterans
Affairs Salt Lake 
City Healthcare 
System 

  Insurance Referrals from
physicians, Education 
for patients & 
professionals 

  Smeeding & 
Osguthorpe 
2005 

Kent 
Community 
Health Center 
Seattle, 
Washington, 
USA 

MDs, osteopaths, naturopathic 
physicians, acupuncturists, 
physician assistants, & nurse 
practitioners 

  Practitioners
interact daily plus 
monthly 
meetings, patient 
conferences 

Part of corporation of 
primary care clinics, Clinic 
collaborates with CAM 
University, Clinic refers 
patients to outside services 
(CAM and conventional) 

 Ongoing assessments Trompeter & 
Faass 2001 
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Centre 
and Location Practitioners, Therapies 

Medical
Decision
-maker 

Communication/ 
Collaboration 
Within Centre 

Connections with 
Biomedical System 

Funding of 
Centre/Patient 

Care 
Other Source 

North Hawaii 
Community 
Hospital 
 
Kamuela, 
Hawaii, USA 

Acute care services plus holistic 
care: acupuncture, chiropractic, 
clinical psychology, massage 
therapy, & naturopathic medicine 

  CAM incorporated into 
standard in-patient care at the 
hospital, CAM practitioners 
included as members of 
medical staff & collaborate 
with physicians & patients 

Grants fund CAM 
treatments 

Special attention to the 
environment/ 
atmosphere, Strong 
community outreach 
program, Information 
resources for patients 

Linton, et al. 
2001 

The Ommani 
Center 
 
Pewaukee, 
Wisconsin, USA

Internal medicine, Clinical 
psychology, nutritional 
counselling, acupuncture, body-
work, & homeopathy 

MD  Referral between
practitioners 

 Faces funding
challenges 

  Emphasise patient-
practitioner 
partnership, Research, 
Ongoing classes 

Chilton 2002 

The Scripps 
Center for 
Integrative 
Medicine 
 
La Jolla, 
California, USA 

MDs (1 dual training in 
acupuncture); holistic nurse; 
pharmacist; biofeedback 
specialist; exercise physiologist; 
cardiac nurse practitioner; nurse 
case manager, research nurse; 
technician; psychologist; music 
therapist; vegetarian cooking 
chef; spiritual counsellor; & yoga, 
t’ai chi, & qigong teachers 

MD  Part of 5 hospital system, 
Staff attend rounds with heart 
surgeons 

Fee for service Self or physician 
referral, Primary 
treatment emphasis:  
heart disease & pain 
management, 
Education for patients 
& professionals 

Edelblute 
2003 

Seattle Cancer 
Clinic 
Seattle, 
Washing., USA 

Medical oncologists, naturopathic 
physicians, oncology nurses, 
TCM practitioners, dietician, 
massage therapist 

MD Team meetings Referrals to services outside 
the clinic 

Some insurance 
coverage, fee for 
service, clinic 
absorption of fees 

Self & physician 
referrals 

Carlson & 
Faass 2001 

Tzu Chi Institute
 
Vancouver, 
Canada 

Practitioners from biomedicine, 
chiropractic, nursing, nutrition, 
naturopathy, acupuncture, TCM, 
massage therapy, mind-body 
healing 

MD & 
nurse 

Team rounds, 
Share common 
patient chart 

 Institute closed
when it lost 
government 
funding 

  Constant evaluation of 
practices 

Mulkins, et 
al. 2003 

University of 
Arizona 
Integrative 
Medicine Clinic 
Tucson, Arizona 
USA 

6 MDs (3 dual training: 1 
acupuncture, 1 Reiki, 1 herbal 
medicine, acupuncture, energy 
Medicine) 

MD Team meetings Associated with a medical 
university 

Fee for service, 
private donations 

Research, Educational 
programs for 
professionals, Out-
patient facility, No 
diagnostics 

Gaudet & 
Faass 2001, 
Program in 
Integr. Med. 
Website 
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8.2  Appendix 2 

 
A simplified diagram of the flows of communication between individuals and groups in the government and Vidarklinik networks.  The egos in 
the network analysis are circled and bolded.  Thicker arrows indicate more frequent communication.  Double-headed arrows indicate a mostly 
two-way communication flow, while single-headed arrows indicate a mostly one-way flow.  Notably absent are the flows between Sophie, Erik, 
and Ylva and the Vidarklinik employees (left out for clarity).  Also absent is more detailed information about the contacts at other regional 
governments. 
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Miscellaneous unpublished materials were used to supplement the interviews used for the 
empirical portion of this study, which are not specifically cited in this paper.  These included: 

• Three newsletters from the director of the Vidarklinik 
• A flyer announcing the creation of the network for integrative medicine in 

Östergötland 
• A invitation for a meeting of the network of integrative medicine in Östergötland 
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• A flow chart of the research process for follow up research with Östergötland 
residents at the Vidarklinik during 2006 

• An introduction letter given to Östergötland residents for the above-mentioned follow 
up research 

• Descriptions of a course offered by the regional government on CAM 
• A report of the results from follow up research completed with patients to the 

Vidarklinik from West Gotland Region 
 
 
9.3  Unpublished primary sources 

 
Administrator Responsible for CAM Issues 
Organisation: Östergötland Regional Council 
Swedish title: Tjänsteman Ansvarig för Komplementär Medicinska Frågor, Östergötland 

Landstinget 
Pseudonym: Hilda 
Date of interview: 2006/05/08 
Location of interview: Hilda’s office 
Duration of interview: ca. 75 minutes 
Interviewer: The author 
Language of interview: Swedish 
Previous contact: email/in-person, 2005/02 
 
Arman Rehnsfeldt, M.  Researcher and former nurse at the Vidarklinik.  Personal 
communication.  2005/02/14. 
 
Director 
Organisation: Vidarklinik 
Swedish title: Verksamhetschef, Vidarkliniken 
Pseudonym: Sophie 
Date of interview: 2006/05/10 
Location of interview: Conference room attached to Sophie’s office 
Duration of interview: ca. 45 minutes 
Interviewer: The author 
Language of interview: Swedish 
 
Director of Care 
Organisation: Vidarklinik 
Swedish title: Vårdföreståndare, Vidarkliniken 
Pseudonym: Ylva 
Date of interview: 2006/05/10 
Location of interview: Ylva’s office 
Duration of interview: ca. 55 minutes 
Interviewer: The author 
Language of interview: Swedish 
Previous contact: email/in-person 2005/05 
 
Health Care Administrator, Responsible for Vidarklinik Agreement 
Organisation: Östergötland Regional Council 
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Swedish title: Ansvarig Tjänsteman, Östergötland Landstinget 
Pseudonym: Åsa 
Date of interview: 2006/05/12 
Location of interview: Åsa’s office 
Duration of interview: ca. 70 minutes 
Interviewer: The author 
Language of interview: Swedish 
 
Meeting between representatives from Östergötland Regional Council and the Vidarklinik 
Purpose: To discuss the new agreement taking effect in 2007 
Participants: Director (Sophie) and vice director (Erik) of the Vidarklinik, administrator 

responsible for CAM issues and health care administrator responsible for Vidarklinik 
agreement of the Östergötland Regional Council 

Date: 2006/05/08 
Location: Conference room at the Regional Council in Linköping 
Duration: ca. 75 minutes 
Observer: The author, no recording allowed 
Language: Swedish 
 
Nurse and Department Head 
Organisation: Vidarklinik 
Swedish title: Sjuksköterska/Avdelningschef, Vidarkliniken 
Pseudonym: Hanna 
Date of interview: 2006/05/10 
Location of interview: Meeting room at Vidarklinik 
Duration of interview: ca. 75 minutes 
Interviewer: The author 
Language of interview: Swedish 
 
Politician 
Organisation: Östergötland Regional Council 
Swedish title: Politiker, Östergötland Landstinget 
Pseudonym: Karolina 
Date of interview: 2006-05-09 
Location of interview: Karolina’s office 
Duration of interview: ca. 60 minutes 
Interviewer: The author 
Language of interview: Mix of English and Swedish 
Previous contact: email/in-person, 2005/02 
 
Vice Director 
Organisation: Vidarklinik 
Swedish title: Biträdande Verksamhetschef, Vidarkliniken 
Pseudonym: Erik 
Date of interview: 2006/ 05/10 
Location of interview: Meeting room at Vidarklinik 
Duration of interview: ca. 60 minutes 
Interviewer: The author 
Language of interview: Mix of English and Swedish 
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