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Introduction
“The greatest mistake in the treatment of diseases is that there 
are physicians for the body and physicians for the soul, although 
the two cannot be separated.”

∼Plato

The use of complementary and alternative medi-
cine (CAM) is increasing. The National Center for 
Complementary and Alternative Medicine (NCCAM) 
defines CAM as “a group of diverse medical and health 
care … practices and products that are not generally 
considered part of conventional medicine” (referring 
to Western medicine).1 “Conventional” medicine is oft-
referred to as allopathic, or biology-based medicine, 
which has emerged as the Western medical model. 
However, CAM is utilized by nearly half of all industri-
alized countries and similar or higher rates exist in many 
developing countries.2 These practices can be imple-
mented together with conventional medicine, known 
as “complementary,” or in place of conventional medi-
cine, known as “alternative”.1 Particularly in the United 
States, we are experiencing a shift toward combining the 
physiologic and technologic dimensions of curing with 
the spiritual dimensions of healing.3 The World Health 
Organization (WHO) recently launched a global strat-
egy on traditional and alternative medicine, focusing 
on policy, safety, efficacy, and quality.4 Standardization 
across these dimensions has the potential to increase 
both access to and knowledge about CAM.

Potential barriers to CAM use and implications. 
Despite developments in the field of CAM, certain 
barriers may inhibit its widespread adoption and 
integration across international healthcare delivery 
systems. These potential barriers include finances, 
beliefs that Western medicine is more effective than 
CAM, lack of knowledge about CAM therapies, and 
difficulty incorporating CAM into daily routines.5 
For treatments which require accessing a health care 
provider (as opposed to self-care), lack of acces-
sibility may be an issue.6 Worries about safety and 
side effects about CAM therapies are commonly 
reported.6–8 Particularly among younger individuals, 
the approval of family members and significant oth-
ers can be important factors in individuals’ decision to 
use CAM.9,10 Certain personal characteristics can also 
predict use or non-use of CAM. Being male, believing 
CAM treatments are inferior or ineffective, and lack 
of physician support for CAM use are all predictors of 

not using CAM.6 These actual and perceived barriers 
highlight the need for continued outcomes research, 
as well as evidence-based interventions, outreach, 
and education in the CAM field.

Mind-body health care and patient-provider 
relationships. Despite advances in technology and 
the power of emerging genetic and genomic discov-
eries, patients around the world are still seeking holis-
tic, individualized care that is focused on health of 
both the mind and the body.11 A health care provider 
considering the individual needs of patients has the 
potential, when implemented carefully, to improve 
the quality of health care. Much research exists on 
the importance of patient-provider relationships and 
how they may affect patients.12–14 Currently in the US, 
most patients who present to a primary care provider 
are scheduled into fifteen-minute visits, even though 
varying levels in acuity and complexity of condi-
tions may require more intensive attention and lon-
ger visits.15 Expressing concern about patient needs 
and teaching patients how to control their symptoms 
are important and necessary in caring for patients in 
a holistic manner and require focused time and atten-
tion on the part of the health care provider.16 A recent 
study based in a university hospital in Germany esti-
mated that physicians only spent slightly over four 
minutes communicating with each of their patients and 
only 20 seconds with the patients’ families, although 
physicians largely overestimated these numbers.17 
Ben-Arye and colleagues (2012) conducted a study 
in northern Israel and identified that patients expect 
that their primary care providers refer them to CAM 
treatments and participate in building a CAM treat-
ment plan.18 It is unlikely that a network of integrated 
practitioners designed to meet the customized needs 
of a specific patient can be developed in this short 
amount of time, potentially leaving mind-body needs 
of each unique patient unaddressed. However, some 
studies suggest that making provider visits more 
patient-centered should be focused on “improving 
dialogue quality” and “efficient use of time” instead 
of lengthening the visits.19

Patients have expressed concern about quality of 
care in general both in the US and internationally.20,21 
Satisfaction with the care and performance deliv-
ered by our health care system is lower in the US 
than many other countries internationally, and health 
disparities within the US remain cause for concern 
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because our current model of health care delivery is 
not adequate.22 Experts in the field propose training 
more integrative health care providers to ensure that 
healthcare is both “high tech and high touch”.23

shared Decision-Making and cAM
The paradigm shift from “CAM” to integrative medi-
cine reflects a need for open dialogue between patients 
and their providers, both conventional and CAM.24 
Shared decision-making (SDM) between patients and 
providers is ethical, can preserve patient autonomy, 
considers patient values and preferences, and may lead 
to improved health outcomes. The conceptual frame-
work introduced in this paper suggests that SDM is a 
vehicle that can help achieve implementation of inte-
grative health care delivery. In a shared decision mak-
ing model of care, the patient-provider relationship 
is interactional in nature, in that both the patient and 
provider are invested and actively involved in treat-
ment decisions.25 It has been suggested that health 
care providers can dominate patient-provider interac-
tions simply because they may be more “knowledge-
able” than patients,26 but incorporating patient desires 
through shared decision-making (SDM) is considered 
to be ethical by promoting truthfulness and openness 
while encouraging patient autonomy.27 Most impor-
tantly, SDM has been associated with improved health 
outcomes across a range of illnesses.28–31

SDM has not been fully adopted by primary care 
providers, but its integration offers much hope for 
improved outcomes and satisfaction. For example, 
among certain underserved minority groups in the 
US who embrace “traditional” health values, SDM 
has been suggested as a way to address “complex 
choices”.32 Among all groups, patient “decision aid” 
tools can increase autonomy and knowledge while 
decreasing decisional conflict.33 Providers may be 
wary of incorporating SDM into routine care, but 
researchers have repeatedly stressed the ethical 
responsibility of providers to improve communica-
tion and fully discuss treatment options.34,35 Some 
treatment decisions may be emotionally charged, but 
Politi and colleagues (2013) recommend that “man-
aging uncertainty requires participation and collabo-
ration from patients, families (if appropriate), and 
clinicians”.36, pg 123S

Across the continuum of care, shared decision 
making has the potential to introduce individuals to 

CAM modalities through an integrative approach 
thus fostering a partnership that maximizes patient-
centered outcomes. These approaches may be partic-
ularly relevant for patients with chronic diseases who 
are seeking to improve overall quality of life.24 One 
study found that “lifestyle changes” (diet, exercise, 
etc) were preferred by patients over medication. 
These preferences were made available to provid-
ers, but were only considered/assessed by providers 
in 20% of patient-provider encounters.37 A lack of 
open communication and SDM may prevent patients 
from properly utilizing and obtaining maximal effec-
tiveness of CAM approaches. Patients who perceive 
that their physicians use participatory decision mak-
ing methods are more likely to discuss CAM use 
with their physicians.38 Although there is potential 
for integrative approaches to make care plans more 
patient-centered, the acceptability of specific inter-
ventions to both patients and providers can affect 
their utilization.

In order for patients to benefit from the integration 
of CAM into their care, providers require training and 
education on CAM treatments as well as the referral 
process for integrating the modalities into the care of 
their patients. Medical education related to integrated 
approaches to care and CAM therapies has been sug-
gested as a way to directly enhance doctor-patient com-
munication and improve shared decision making.24 
Current discourse emphasizes the need for this educa-
tion process to begin as early as residency and con-
tinue as an ongoing learning process throughout one’s 
career. Physicians and CAM providers in one study 
agreed that communicating about mutual patients is 
important and indicated a preference for medical/
referral letters as the means of communication which 
included information on conventional and CAM treat-
ment interactions.39 Another study found that com-
munication, patient referrals, and power relationships 
positively affect collaboration between medical doc-
tors and CAM practitioners.40 Once primary provid-
ers are able to establish networks for patient referrals 
to additional CAM providers, they can communicate 
more effectively about proper integration with their 
patients. Clinicians must weigh the risks and benefits 
of all possible therapeutic options in addition to con-
sidering patient values, beliefs, and preferences.41

SDM and CAM disclosure. In our previously 
published community-based study of patients with 

http://www.la-press.com


Brooks et al

32 Integrative Medicine Insights 2013:8

rheumatic diseases,42 SDM significantly predicted 
both CAM use and disclosure, suggesting that 
improved SDM interventions may be particularly 
important for patients who are least likely to dis-
close CAM use. However, only 59% of patients in 
our sample reported discussing the use of CAM with 
their health care provider. CAM was higher among 
Spanish-speaking patients, but Hispanics were less 
likely to disclose their use of CAM. Females were 
much more likely to disclose CAM use.42 A detailed 
description of the recruitment methods, sample, and 
measures can be found in Wallen and Brooks, 2012,42 
Wallen et al, 2012,43 and Wallen et al, 2011.44

Interestingly, the reasons the participants in our 
sample gave for using CAM focused on several pri-
mary themes: not wanting to take pills, complying 
with doctors “prescribing” CAM therapies, belief that 
CAM treatments have fewer side effects/are more 
effective than traditional medicine, and self-care/pain 
management for their chronic disease (see Table 1 
for illustrative quotes supporting these themes). All 
of these themes reflect patient preferences or beliefs 
and provider recommendations which should be thor-
oughly discussed between patients and providers. 
Providers working to understand patient preferences 
and unique care regimens, patients who are truly 
informed about and comfortable with their treatment 

Table 1. reasons cited for using CAM treatments.

Reason for using cAM Quotes
Not wanting to take pills •   “I really believe they decrease inflammation and relieve pain. 

I want to avoid taking pills, I prefer the herb over the pills.”
Complying with doctors “prescribing”  
CAM therapies

•  “… they (doctor) prescribed me exercise so I have to do it.”

Belief that CAM treatments have fewer  
side effects or are more effective than  
traditional medicine

•  “… I look for alternatives that my body is more able to 
handle.”

•  “Siento que no tiene effectos secondonia, son 
medicamentos naturales, me cacu bien.” (“I feel that I don’t 
have secondary effects from natural treatments.”)

•  “… If my internal reality determines my external reality then 
I feel I need to look inward. Traditional therapy does not 
really work so I have tried nontraditional therapy. To regain 
balance.”

Self-care/pain management for chronic  
disease

•  “To be able to control by body and live the way I want to …”
•  “To become more mobile with my joints. I don’t want to be 

crippled. I want to live by myself and take care of myself.”
•  “To see if it will ease or modify the pain. Anything that 

is reasonable is worth trying. Do not want arthritis to be 
crippling.”

•  “To get rid of the pain and make it easier for me to get 
around more.”

plans, and a sense of rapport between the two could 
ease the difficulty of managing painful chronic 
diseases. Additionally, it could fulfil patients’ desires 
for self-management of symptoms, as outlined in our 
patients’ quotes.

In order for a patient to take control of his or her 
chronic disease, teamwork between patient and pro-
vider is critical. Clinicians initiating discussion about 
CAM or, at the very least, being receptive to these con-
versations, can improve communication and openness 
between patients and their providers.45 With shared 
decision-making potentially driving patients towards 
improved outcomes, disclosure of CAM use is a nec-
essary prerequisite for progress. When patients are 
empowered to clearly and effectively communicate 
their beliefs regarding CAM, providers may be more 
likely to understand their patients’ values and pref-
erences and work with the patient to design an inte-
grative treatment plan, utilizing the best of both the 
allopathic and CAM worlds. This paper conceptualizes 
how shared decision-making may fit in to integrative 
medicine delivery systems, with the ultimate goal of 
improving patient health outcomes and satisfaction.

conceptual Framework
To more effectively integrate allopathic medicine and 
CAM, we have designed a framework with SDM as 
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the “bridge” connecting the two approaches into one 
holistic healthcare delivery system (see Fig. 1). This 
framework is based on the authors’ current experi-
ence in studying CAM modalities including yoga and 
hypnosis in clinical settings but the framework itself 
has not yet been tested. This framework is meant to 
serve as a summary of the literature on CAM and 
SDM and depicts potential relationships among 
these constructs. Our intention is to use this model 
to evaluate the process and outcomes of integrated 
care delivery that incorporate SDM as a key com-
ponent to optimal patient outcomes with an empha-
sis on sustained healing. Throughout the healthcare 
delivery continuum, SDM can be incorporated into 
discussions surrounding prevention measures, treat-
ment decisions, and discussions of patients’ goals and 
anticipated outcomes. SDM may help to facilitate 

care planning and delivery of interventions that are 
holistic in nature and more closely aligned to patients’ 
preferences and expectations. The delivery of inte-
grative health treatments could lead to opportuni-
ties for improved preventative and health promotion 
behaviors, adherence, satisfaction, and goal-setting 
and attainment. Ultimately, patients who experience 
success with CAM therapies are often motivated 
to make behavior changes, which can improve and 
sustain healthy outcomes.41 This proposed conceptual 
framework could guide both patients and providers 
in initiating conversations on the integration of CAM 
and allopathic approaches to health and wellness 
and arguably fill a gap in our current public health 
care system.

Merging allopathic and CAM approaches. On 
the far left of the framework, we have depicted the 

Allopathic approaches
to health care

• Increased 
understanding of 
genetics/ 
pathophysiology 

• Continued 
technological
advances 

CAM approaches to
healthcare

• Novel treatments 
partnered with 
traditional healing 
modalities 

• Potential for 
patient self-
management/self-
care

Integrative medicine 
• “Mind-body” therapies 
• Increased understanding of 

biobehavioral etiology of 
disease

• Increased interdisciplinary 
approach to health and 
wellness

Patient goal-setting and
attainment

Patient satisfaction

Adherence

Shared decision-making

Shared decision-making

Screening and illness prevention/
health promotion 

Figure 1. Conceptual framework.
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convergence of the allopathic and CAM realms of 
care. Allopathic medicine is essential to understand-
ing illness, and technological advances can improve 
and expand health care. However, we argue that inte-
grating CAM modalities, particularly those relevant 
to self-care in the management of chronic disease, can 
and should be part of an integrative health approach. 
Using a shared-decision making approach to care 
delivery while addressing the needs of the whole per-
son, we argue, may lead to improved outcomes.

• Screening and illness prevention/health promotion. 
Integrative practice emphasizes prevention and 
health promotion, utilizing the physician as a 
partner in the patient’s care.46

• Adherence. Perceived barriers to treatment regimens 
(specifically medications) can be decreased with 
integrative health coaching, wherein both patients 
and providers are involved in creating a care plan.47

• Patient satisfaction. Patients perceive their own 
health as better when they are incorporated into an 
integrative health plan that aligns with their per-
sonal values.47

• Patient goal-setting and attainment. Patients 
whose providers encourage them to set their own 
goals may be more likely to achieve their goals. 
This is inherent to the concepts of integrative 
medicine and shared decision-making.48

Practical suggestions for providers to start the 
SDM-oriented CAM conversation are needed, and 
while we do not provide an extensive list we submit 
the following: (1) identifying the difficulties patients 
may have understanding treatment options; (2) inquir-
ing about difficulty adhering to previous or currently 
prescribed treatment; (3) soliciting information on 
patient values and general preferences for care; and 
most importantly, (4) asking about patients’ current 
and past CAM use. Allopathic approaches combined 
with patient-specific CAM approaches can provide 
a biobehavioral, integrative approach to health care 
delivery where shared decision-making is utilized to 
negotiate a sustainable treatment plan which takes 
into account patient preferences and beliefs with the 
explicit support of their healthcare provider.

conclusions/Recommendations
Although awareness and use of CAM is increasing 
in the United States as well as abroad, successful 

integration with allopathic treatment approaches 
remains a challenge. All parties have important roles 
and a shared responsibility to work toward patient-
centered care. Health researchers must ensure that 
comparative effectiveness research is conducted 
and the most effective treatments are identified.49 
Providers must identify how CAM fits into their 
practice and engage their patients in conversations 
about varying treatment approaches. Finally, patients 
should be encouraged to seek educational resources 
regarding their options, and to broach the topic with 
providers. Meaningful conversations can empower 
patients to feel in control of their health.

Improved provider-patient communication using 
an SDM framework may lead to increased under-
standing and use of mind-body therapies, an increased 
understanding of disease etiology, and an overall 
increased interdisciplinary approach to healthcare 
delivery. When both patients and providers actively 
participate in individual care planning, the treatment 
approaches chosen may be ultimately more innova-
tive and holistic. Communication between providers 
and patients using SDM may also empower patients 
to set realistic personal health goals. With increased 
involvement and shared responsibility in care plan-
ning, patients may be more likely to initiate and 
sustain health behavior changes, utilize healthcare 
services, and adhere to their shared plan of care.

Acknowledgements
We gratefully acknowledge the patients who partici-
pated in our study.

Author contributions
Conceived and designed the experiments: GW, AB. 
Analysed the data: GW, AB. Wrote the first draft 
of the manuscript: AB. Contributed to the writing 
of the manuscript: GW, AB, LS. Agree with manu-
script results and conclusions: GW, AB, LS. Jointly 
developed the structure and arguments for the paper: 
GW, AB. Made critical revisions and approved final 
version: GW, AB, LS. All authors reviewed and 
approved of the final manuscript.

Funding
This work was supported by the National Institutes 
of Health Clinical Center Intramural Research 
Program.

http://www.la-press.com


SDM integrative health

Integrative Medicine Insights 2013:8 35

competing Interests
Author(s) disclose no potential conflicts of interest.

Disclosures and ethics
As a requirement of publication the authors have pro-
vided signed confirmation of their compliance with 
ethical and legal obligations including but not limited 
to compliance with ICMJE authorship and competing 
interests guidelines, that the article is neither under 
consideration for publication nor published elsewhere, 
of their compliance with legal and ethical guidelines 
concerning human and animal research participants (if 
applicable), and that permission has been obtained for 
reproduction of any copyrighted material. This article 
was subject to blind, independent, expert peer review. 
The reviewers reported no competing interests. The 
content of this publication does not necessarily reflect 
the views or policies of the Department of Health and 
Human Services, nor does mention of trade names, 
commercial products, or organizations imply endorse-
ment by the US Government.

References
 1. National Center for Complementary and Alternative Medicine (NCCAM). 

[website]. National Institutes of Health; 2013. Available at: http://nccam.
nih.gov/health/whatiscam#definingcam. Accessed Jun 20, 2013.

 2. Bodeker G, Kronenberg F. A public health agenda for traditional, complemen-
tary, and alternative medicine. Am J Public Health. 2002;92(10):1582–91.

 3. Rakel D, Weil A. Philosophy of integrative medicine. In: Rakel D, editor. 
Integrative Medicine. 2nd ed. Philadelphia: Elsevier, 2007:3–13.

 4. World Health Organization (WHO). WHO launches the first global strategy 
on traditional and alternative medicine. WHO, 2002: Available at: http://www.
who.int/mediacentre/news/releases/release38/en/. Accessed Jun 12, 2013.

 5. Foote-Ardah CE. Sociocultural barriers to the use of complementary 
and alternative medicine for HIV. Qual Health Res. 2004;14(5):593–611.

 6. Jain N, Astin JA. Barriers to acceptance: an exploratory study of 
complementary/alternative medicine disuse. J Altern Complement Med. 
2001;7(6):689–96.

 7. Langler A, Boeker R, Kameda G, Seifert G, Edelhauser F, Ostermann T. 
Attitudes and beliefs of paediatric oncologists regarding complementary 
and alternative therapies. Complement Ther Med. 2013;21(S1):S10–9.

 8. Harris LR, Roberts L. Treatments for irritable bowel syndrome: patients’ 
attitudes and acceptability. BMC Complement Altern Med. 2008;19(8):65.

 9. Mhatre S, Artani S, Sansgiry S. Influence of benefits, barriers, and cues to 
action for complementary and alternative medicine use among university 
students. J Complement Integr Med. 2011:8.

 10. O’Connor EL, White KM. Intentions and willingness to use complemen-
tary and alternative medicines: what potential patients believe about CAMs. 
Complement Ther Clin Pract. 2009;15(3):136–40.

 11. Cornetta K, Brown G. Balancing personalized medicine and personalized 
care. Acad Med. 2013;88(3):309–13.

 12. Fenton JJ, Jerant AF, Kertakis KD, Franks P. A national study of patient 
satisfaction, health care utilization, expenditures, and mortality. Arch Intern 
Med. 2012;172(5):405–11.

 13. Boulding W, Glickman SW, Manary MP, Schulman KA, Staelin R. 
Relationship between patient satisfaction with inpatient care and hospital 
readmission within 30 days. Am J Manag Care. 2011;17:41–8.

 14. Glickman SW, Boulding W, Manary M, et al. Patient satisfaction and its 
relationship with clinical quality and inpatient mortality in acute myocardial 
infarction. Circ Cardiovasc Qual Outcomes. 2010;3:188–95.

 15. Margolius D, Bodenheimer T. Transforming primary care: from past prac-
tice to the practice of the future. Health Aff. 2010;29(5):779–84.

 16. Mcgettigan S, Sullivan M, Espeleta J, McMenamin E, Polomano R. A sur-
vey of perceptions of patient satisfaction with pain care on a general oncol-
ogy unit. Virginia Henderson International Nursing Library; 2011. Available 
at: http://hdl.handle.net/10755/164691. Accessed Mar 20, 2013.

 17. Becker G, Kempf DE, Xander CJ, Momm F, Olschewski M, Blum HE. Four 
minutes for a patient, twenty seconds for a relative—an observational study 
at a university hospital. BMC Health Serv Res. 2010;10(94).

 18. Ben-Arye E, Schiff E, Steiner M, Keshet Y, Lavie O. Attitudes of patients 
with gynecological and breast cancer toward integration of comple-
mentary medicine in cancer care. Int J Gynecol Cancer. 2012;22(1): 
146–53.

 19. Laws MB, Epstien L, Lee Y, Rogers W, Beach MC, Wilson IB. The associa-
tion of visit length and measures of patient-centered communication in HIV 
care: a mixed methods study. Patient Educ Couns. 2011;85(3):183–8.

 20. Alhashem AM, Alquraini H, Chowdhury RI. Factors influencing patient 
satisfaction in primary healthcare clinics in Kuwait. Int J Qual Health Care 
Assur. 2011;24(3):249–62.

 21. Rahmquist M, Bara A. Patient characteristics and quality dimensions related 
to patient satisfaction. Int J Qual Health Care. 2010;22(2):86–92.

 22. Murray CJL, Frenk, J. Ranking 37th—measuring the performance of the US 
health care system. New Engl J Med. 2010;362:98–9.

 23. Maizes V, Rakel D, Niemiec C. Integrative medicine and patient-centered 
care. Explore. 2009;5(5):277–89.

 24. Ben-Arye E, Visser A. The role of health care communication in the devel-
opment of complementary and integrative medicine. Patient Educ Couns. 
2012;89:363–7.

 25. Charles C, Gafni A, Whelan T. Shared decision making in the medical 
encounter: what does it mean (or it takes at least two to tango). Soc Sci Med. 
1999;44:681–92.

 26. Turner B. Medical Power and Social Knowledge. London: Sage; 1987.
 27. Edwards M, Davies M, Edwards A. What are the external influences on infor-

mation exchange and shared decision-making in healthcare consultations: 
a meta-synthesisof the literature. Pt Ed Couns. 2008;75(1):37–52.

 28. Adams RJ, Smith FJ, Ruffin RE. Impact of the physician’s participatory 
style in asthma outcomes and patient satisfaction. Ann Allergy Asthma and 
Immunol. 2001;86:263–71.

 29. Kaplan SH, Greenfield S, Gandek B, Rogers WH, Ware JE Jr. Characteristics 
of physicians with participatory decision-making styles. Ann Intern Med. 
1996;124:497–504.

 30. Kaplan SH, Greenfield S, Ware JE Jr. Assessing the effects of physician-
patient interactions on the outcomes of chronic disease. Med Care. 1989; 
3 Suppl:S110–27.

 31. Greenfield S, Kaplan S, Ware JE Jr. Expanding patient involvement in care. 
Effects on patient outcomes. Ann Intern Med. 1985;102:520–8.

 32. Nowakowski KE, Tilburt JC, Kaur JS. Shared decision making in cancer 
screening and treatment decisions for American Indian and Alaska Native 
communities: can we ethically calibrate interventions to patients’ values? 
J Cancer Educ. 2012;2(4):790–2.

 33. Mathers N, Ng CJ, Campbell MJ, Colwell B, Brown I, Bradley A. Clinical 
effectiveness of a patient decision aid to improve decision quality and glycae-
mic control in people with diabetes making treatment choices: a cluster ran-
domized controlled trial (PANDAs) in general practice. BMJ Open. 2012;2(6).

 34. Hesselink G, Flink M, Olsson M, et al. Are patients discharged with care? 
A qualitative study of perceptions and experiences of patients, family mem-
bers and care providers. BMJ Qual Saf. 2012;21(Suppl 1):i39–49.

 35. Fiester A. The “difficult” patient reconceived: an expanded moral mandate 
for clinical ethics. Am J Bioeth. 2012;12(5):2–7.

 36. Politi MC, Lewis CL, Frosch DL. Supporting shared decisions when clini-
cal evidence is low. Med Care Res Rev. 2013;70(Suppl 1):113S–28.

 37. Jones JB, Bruca CA, Shah NR, Taylor WF, Stewart WF. Shared decision 
making: using health information technology to integrate patient choice into 
primary care. Transl Behav Med. 2011;1:123–33.

http://www.la-press.com
http://nccam.nih.gov/health/whatiscam#definingcam
http://nccam.nih.gov/health/whatiscam#definingcam
http://www.who.int/mediacentre/news/releases/release38/en/
http://www.who.int/mediacentre/news/releases/release38/en/
http://hdl.handle.net/10755/164691


Brooks et al

36 Integrative Medicine Insights 2013:8

 38. Sleath B, Callahan L, DeVellis R, Sloane P. Patients’ perceptions of pri-
mary care physicians’ participatory decision-making style and communica-
tion about complementary and alternative medicine for arthritis. J Altern 
Complem Med. 2005;11:449–53.

 39. Schiff E, Frenkel M, Shilo M, et al. Bridging the physician and CAM 
practitioner communication gap: suggested framework for communication 
between physicians and CAM practitioners based on a cross professional 
survey from Israel. Patient Educ Couns. 2011;85(2):188–93.

 40. Gaboury I, Bujold M, Boon H, Moher D. Interprofessional collaboration 
within Canadian integrative healthcare clinics: key components. Soc Sci 
Med. 2009;69(5):707–15.

 41. Williams-Piehota PA, Sirois FM, Bann CM, Isenberg KB, Walsh EG. Agents 
of change: how do complementary and alternative medicine providers play a 
role in health behavior change? Altern Ther Health Med. 2011;17(1):22–30.

 42. Wallen GW, Brooks A. To tell or not to tell: shared decision making, CAM 
use and disclosure among underserved patients with rheumatic diseases. 
Integr Med Insights. 2012;7:15–22.

 43. Wallen GR, Middleton KR, Miller-Davis C, et al. Patients’ and commu-
nity leaders’ perceptions regarding conducting health behavior research in 
a diverse, urban clinic specializing in rheumatic diseases. Prog Community 
Health Partnersh. 2012;6.4:405–15.

 44. Wallen GR, Middleton KR, Rivera-Goba MV, Mittleman BB. Validating 
English- and Spanish-language patient-reported outcome measures in under-
served patients with rheumatic disease. Arthritis Res Ther. 2011:13(R1).

 45. Shelley BM, Sussman AL, Williams RL, Segal AR, Crabtree BF. ‘They don’t 
ask me so I don’t tell them’: patient-clinician communication about traditional, 
complementary, and alternative medicine. Ann Fam Med. 2009;7(2):139–47.

 46. Bravewell Collaborative. Improving health care for patients and health 
care delivery for providers and payors. The Bravewell Collaborative; 2010. 
Available at: http://www.bravewell.org/content/pdf/IntegrativeMedicine2.
pdf. Accessed Jun 13, 2013.

 47. Wolever RQ, Dreusicke M, Fikkan J, et al. Integrative health coaching for 
patients with type 2 diabetes: a randomized controlled trial. Diabetes Educ. 
2010;36(4):629–39.

 48. Christian JG, Bessesen DH, Byers TE, Christian KK, Goldstein MG, 
Bock BC. Clinic-based support to help overweight patients with 
type 2 diabetes increase physical activity and lose weight. Arch Intern Med. 
2008;168:141–6.

 49. Witt CM, Huang WJ, Lao L, Bm B. Which research is needed to support 
clinical decision-making on integrative medicine? Can comparative effec-
tiveness research close the gap? Chin J Integr Med. 2012;18(10):723–9.

http://www.la-press.com
http://www.bravewell.org/content/pdf/IntegrativeMedicine2.pdf
http://www.bravewell.org/content/pdf/IntegrativeMedicine2.pdf

