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Abstract

Objectives: Complementary medicine (CM) has become increasingly available in hospital settings in several
countries. Nonetheless, there are disparities in the provision and organization of CM between hospitals and even
within a single hospital. This was the case at Lausanne University Hospital, where neither a registry of CM practices
nor homogeneous guidelines for the provision of CM existed. The board of directors mandated the use of an internal
consultant to assess practices, delineate theward’s needs, and draft proposals to structure the provision of CM services.
Design: Lescarbeau et al.’s integrated model of consultation was used.
Settings/Location: Academic medical center, Switzerland.
Subjects: Heads of departments, medical and nurse directors, and CM practitioners.
Interventions: Semi-structured interviews, online survey, and focus groups were used to focus on CM

availability, needs, and practices; CM practitioner background, training, and position in the hospital; and the
type of patients treated.
Results: The assessment identified 15 types of CM in 51 wards, provided by CM practitioners who rep-

resented the profiles of 8 types of health care professionals. Three barriers to implementing CM were identified:
heterogeneity in CM practitioners’ training and project implementation, lack of CM information for patients and
health care professionals, and variable access to CM among hospital wards and resulting lack in continuity of
care. Three main needs regarding CM were delineated: to ensure CM quality, to provide structured interde-
partmental CM clinical services, and to provide CM information to patients and health care professionals. Three
action priorities were selected by the board of directors: to develop structured CM clinical services; to select
CM provision based on the specific criteria of scientific evidence, therapies already available at hospital, and
specific ward’s needs; and to provide CM information to patients and health care professionals.
Conclusions: This assessment permitted to structure CM provision according to internal consultation.
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Introduction

Complementary medicine (CM) has become increas-
ingly available in hospital settings in several regions, in-

cluding the United States,1 Canada,2 Australia,3 and Europe,4,5

including Switzerland.6,7 Evidence of the effectiveness of CM
interventions for specific health problems is growing, includ-

ing that reported in systematic reviews and meta-analyses.8–10

For example, CM could be useful for reducing pain and anx-
iety after cardiac surgery,11 or for reducing pain, anxiety, and
opioid use after major burns.12

At Lausanne University Hospital, CM research and teaching
activities, provided by the Center for Integrative and Com-
plementary Medicine (CEMIC), were implemented in 2010.

1Center for Primary Care and Public Health (Unisanté), University of Lausanne, Lausanne, Switzerland.
2Institute of Family Medicine, University of Fribourg, Fribourg, Switzerland.
3Department of Anesthesiology, Center for Integrative and Complementary Medicine, Pain Center, Lausanne University
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The CEMIC, created by the board of directors, is the center of
expertise onCMand is part of this public academic hospital. At
the time of this project, it had no clinical activity. Before this
assessment, CM services were implemented in this hospital,
although they were not consistently applied across wards.
Neither quality standards for CM practitioners and CM thera-
pies nor coordinated CM services existed. For example, access
to CM therapies for similar health problems was not equally
available among the wards, leading to treatment cessation
when a patient moved from one ward to another.

For these reasons, CM needed to be organized, controlled,
and coordinated within the hospital. Therefore, the board of
directors mandated CEMIC to conduct the present project to
meet three objectives: assess current practices, delineate the
needs of wards, and draft proposals to structure the provi-
sion of CM.

Materials and Methods

Design

The integrated model of consultation developed by Les-
carbeau et al.13 was favored in this project. This model is of
great interest when an assessment of current practices—here
CM practices in the hospital—is mandated. It favors the
mobilization of human resources as well as the cooperation
between all the actors involved in the project. The consul-
tant considers that the actors in the field are experts and
provide them with support through a rigorous methodology.
This model consists of six steps: opening, agreement, ori-
entation, planning, achievement, and termination (Fig. 1).
The first three steps have been completed in this project.

During the opening, the consultant (CEMIC) and the client
(board of directors) exchanged information to accurately de-
scribe the initial situation and to decide on the relevance of the
project. In the second step, called the agreement, both parties

collaborated to come to a clear and specific agreement to move
from the initial to the desired situation and to define the in-
vestigation’s process. In this project, the initial situation was
the lack of information about the provision of CM in the hos-
pital, as well as its lack of homogeneity. The desired situation
was a more structured provision of CM within the hospital.
Thus, the agreement was to assess current practices and to
produce recommendations to choose action priorities. The third
step labeled orientationwas the time to collect information and
analyze the data to move toward the desired situation.

Setting and location

The project was undertaken in Lausanne University
Hospital (CHUV), an academic medical center offering over
1,500 beds in 12 departments. In 2016, about 50,000 pa-
tients were hospitalized. This project was conducted from
December 2015 to June 2016.

Subjects

The heads and CM practitioners of the 12 departments
and the medical and nurse directors were interviewed. As no
registry was available, a snowball sampling technique14 was
used to identify CM practitioners within the hospital.

Interventions

Individual semi-structured interviews were conducted with
medical and nurse directors and group semi-structured inter-
views with the 12 department heads. Questions focused on CM
availability and needs in departments, as well as access to
reliable CM information and interdepartmental CM clinical
services. Besides, structured interviews, with four open-ended
questions at the end, were conducted either face-to-face or by
phone with CM practitioners. These questions addressed the
following: CM practices; practitioner background, training,

FIG. 1. Schema of the integrated model of consultation developed by Lescarbeau et al.13
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and financial sources; private practice and insurance reim-
bursement; practitioner position in the hospital; time dedicated
to CM practice in the hospital; type of patients treated; CM
information sources used by patients and health care profes-
sionals; and the means used to guarantee care traceability.
Open-ended questions focused on CMproject implementation,
patient feedback, the need to maintain and improve CM
practice, and opening of CM practice to patients from different
wards. The duration of these interviews ranged from 30 to
60min. In the psychiatry department, two further instruments
were used. As this department is divided into different distant
locations, an online survey was sent to each hospital ward’s
nursemanager who addressed questions about CMprovision in
the department and the practitioner’s position in the hospital.

All notes taken during interviews were transcribed, and
descriptive content analysis was performed manually. In-
terviews were coded by two researchers, and the codes were
then grouped into categories and the categories into themes.
The analysis highlighted three distinct categories: CM
practices, barriers, and needs.

Results

Assessment of current practices

A total of 15 types of CMwere identified that were provided
in 51 hospital wards (Fig. 2) by CM practitioners representing
8 health care professional profiles, mostly nurses and physio-
therapists. Only a few CM practitioners had no conventional
health care background (Table 1). Hypnosis and massage were
themost frequent CMs provided in hospital wards (Fig. 2). The
psychiatry department offered the largest number of CM
provisions, whereas the oncology department offered no
provisions. The training and qualifications of CM practi-
tioners were not subjected to structured control. Indeed, for
the same CM, the training duration ranged from a few days
to several years. Symptoms such as pain, anxiety, and in-
somnia or when conventional medicine reached its limits
were the health care professionals’ principal motivations to
ask for a CM intervention.

Projects to implement CM in a ward were developed
when health care professionals proposed applying their CM
training or when hospital ward heads supported the training
of health care professionals to further introduce a CM. Some

projects were informally introduced, such as massage and
reiki in internal medicine wards, whereas others, such as
acupuncture in the pain center and hypnosis in the burn
center, received approval by the board of directors.

Some CMs were carried out by health care professionals
during regular working hours if they had sufficient time,
whereas other CMswere offered during dedicated time. Only a
few health care professionals were employed exclusively for
CM. SomeCM-trained health care professionals did not obtain
specific CMdedicated time due to lack of funding. Offers were
mainly assigned to a single department, or even to a single
ward. CMs were generally provided to patients for specific
health problems, in either outpatient or inpatient settings, but
continuity of care was not always guaranteed (e.g., when CM
practitioners were on vacation). Furthermore, positive feed-
back from patients and health care professionals was the main
motivation for CM practitioners to maintain CM provision.

Notes related to CM therapies were mostly documented in
patient files. However, they were stored in different loca-
tions since no specific locations were developed within the
system. In some cases, no note was provided.

Barriers to implementing CM

Three barriers to implementing CM were identified. First,
CM practitioner training and project implementation was
inconsistent, as there was no recommendation for institu-
tional CM practices in the hospital. Second, information on
CM was lacking for patients and health care professionals.
Third, access to CM was variable among hospital wards,
resulting in a lack in continuity of care. Although CMs were
recommended in some facilities, they were discouraged for
patients with similar health problems in other wards.
Moreover, since some CMs were not covered by mandatory
basic health insurance or supplemental health insurance,
access was not granted to all patients. Furthermore, some
CMs were discontinued because a CM practitioner quitted
without being replaced, a new manager decided to stop of-
fering them, or a private donator stopped funding them.

Needs regarding CM provision and practitioners

Three topics regarding the needs of hospital wards and CM
practitioners were discussed during the interviews. The first

FIG. 2. Number of wards pro-
viding CM by type of CM. CM,
complementary medicine.
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concerned CM quality. Some CM practitioners expressed the
need for support by CEMIC to concretize and achieve their
project or to assess its pertinence. CMpractitioners, department
heads, and medical and nurse directors agreed on the impor-
tance of continuous CM training, evaluation, and research. The
creation of a comprehensive registry of CM practitioners, in-
cluding training information, was suggested as a way to ensure
quality. The need to define the specific role of CM practitioners
in a formally written manner was further expressed. To ensure
continuity of care, department heads, medical and nurse di-
rectors, and practitioners also stressed the importance of CM
documentation in a standardized patient file.

The second need pertained to the provision of structured CM
clinical services. All department heads agreed on providing
only a limited number of CMs for specific health problems,
supported by scientific evidence. According to department
heads, some CMs, such as acupuncture in the delivery room,

should be available day and night, 7 days a week, and provided
by trained health care professionals working in the hospital.

The third need concerned CM information. The creation
of a website for patients and health care professionals with
CM recommendations, herb–drug interactions, and scientific
articles about CM effectiveness seemed to be important to
the department heads. CM practitioners believed that it
would be helpful to better inform patients and health care
professionals about their CM provisions. This information
could add value to their work and help them to be better
recognized by their colleagues.

Proposals for more structured CM health care services

In accordance with the methodology and objectives of this
project, the consultant synthesized the resulting data and
provided a written report to the board of directors containing

Table 1. Health Care Professional’s Profile of Complementary Medicine Practitioners

Health care professional’s
profiles

Complementary medicine Physicians Nurses Midwives Physiotherapists Psychologist
Allied health
personnela Othersb

Acupuncture X
Aromatherapy X
Art therapy X X X X
Dry needling X
Herbal medicine X
Hypnosis X X X X
Massage X X X
Mindfulness X
Music therapy X
Osteopathy X
Reflexology X X
Reiki X X X X
Relaxation X X
Sophrology X X
T’ai chi X X

aHealth care assistant, care assistant.
bArtists, music educators, volunteer, t’ai chi teacher.

Table 2. Barriers to Implementing Complementary Medicine and Proposals for More Structured

Complementary Medicine Health Care Services

Barriers to implementing CM Proposals for more structured CM health care services

Inconsistency of CM practitioner training and project
implementation, and absence of recommendation
for CM practices in the hospital.

1. Choose CM provision based on the specific criteria
of scientific evidence, therapies already available
at the hospital, and the specific needs of wards.

2. Define required training for CM practitioners and
develop an official register of CM practitioners
active in the hospital.

Lack of information on CM for patients and health care
professionals.

3. Provide information about CM to patients and health
care professionals by developing a website and flyers.

Variable access to CM among hospital wards, resulting
in a lack in continuity of care.

4. Develop structured interdepartmental CM clinical
services for specific health problems, as medically
prescribed by certified CM practitioners.

5. Create a common standardized form in the
computerized medical record to ensure traceability
of care and follow-up of care indicators.

6. Assess CM costs and reimbursement possibilities
to ensure equity of access to CM.

CM, complementary medicine.
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six proposals to move toward the desired situation (Table 2).
Of the proposals described in Table 2, the board of directors
selected points 1, 3, and 4 as action priorities to structure CM
within the hospital. Selection of priorities was based on mea-
sures that could increase the security of patients and could be
implemented in a short time. Furthermore, these priorities met
the needs of wards identified in this project: consistent and
evidence-based CM, information on CM for both health care
professionals and patients, and fair access to CM.

Discussion

The aim of this project was to better understand andmap out
CM provision at an academic hospital. Fifteen types of CM
were identified and provided in 51 hospital wards. Hypnosis
and massage were the main CMs provided. Training, work
time, and project development processes were highly hetero-
geneous across the hospital.

Assessment of current practice

In this project, CM was mostly provided by nurses and
physiotherapists, in line with another study showing that, in
2006, 37% of Swiss CMproviders in hospitals were physicians,
whereas 64% were therapists or nurses.6 CM practitioners
having a health care professional background is a common

feature among hospitals proposing CM.4,15–17 This background
could facilitate the integration of CM practitioners.17,18

Some of the 15 CMs reported in this project were also re-
ported in other Swiss hospitals, including osteopathy,7 hyp-
nosis,7 and acupuncture.6,7 Other CMs reported in other
hospitals but not in this project were anthroposophicmedicine6

and homeopathy.6,19 This shows that CM provision differs
from one hospital to the next, probably more so than occurs
with the provision of conventional medicine. Some therapies,
such as massage and hypnosis, were not always considered
CMs in other studies and could have been underreported.

In this project, the oncology department offered noCMs. This
finding seems to contradict other studies that reported the largest
number of CM provisions in oncology departments.4,20–27

The main motivations to provide and maintain CM in this
project were symptoms such as pain, anxiety, or insomnia;
difficult care situations; and positive feedback from patients
and health care professionals. In other settings, reasons to
deliver CM included pain, anxiety,4,28 prevention of drug-
related side effects,4,28 scientific evidence for some CMs,4,29

management of chronic diseases,2,28 patient or employee
requests,4,7,28 long hospitalizations,28 or patients not re-
sponding to conventional medicine.4,28

Processes for CM implementation were heterogeneous. A
Swiss study previously reported that procedures for introduc-
ing CM in hospitals were disparate.7 That study also empha-
sized that CM introduction could be facilitated if a physician
promoted the project to the board of directors. A recurrent
theme in the literature is the leading role of a physician, often
specialized in CM, in facilitating the implementation of CM
and supporting it among conventional physicians.2,16,17,30

However, conventional physicians often remain reluctant or
skeptical regarding CM.17,20 One reason for this could be the
lack of knowledge about CM25 and minimal exposure to it
during medical training.31 Moreover, the general lack of sci-
entific evidence about the efficacy of CMs could be another
drawback, despite growing evidence for specific CMs.20

Our survey showed that some CMs were provided by health
care professionals during regular working time while other
health care professionals had specific contracts. This situation
is similar to that of other Swiss hospitals.7 This inconsistency
in contract type and working time devoted to CM could lead
to a situation reported by a Canadian study, which stressed
that hospitals hid the time spent by CM practitioners behind
general hospital practice.2 Moreover, our results showed that
some health care professionals provided CM only if they had
sufficient time. In some hospitals, this lack of dedicated CM
time could lead to CM practitioners having to prioritize pa-
tients because of the imbalance between CM requests and
practitioners’ availability.18

Barriers, needs, and proposals to implement CM

The results of this project emphasized the heterogeneity of
CM practitioner training. Indeed, training qualifications were
not subjected to structured control, unlike other integrative
medicine projects, which assigned high importance to the

training evaluation of practitioners.23,32,33 Therefore, in-
stitutional standardization of training requirements should be
required to ensure quality and safety of care. Thus, require-
ments of training for eachCMwould be specified by a working
group of physicians, nurses, and human resources staff.
Moreover, considering the high prevalence of severe diseases
in a hospital setting, it was decided during this project that CM
therapists had to be trained in an official health care profession.

Regarding the heterogeneity of project implementation by
CM practitioners, our results showed that the provision of CM
ended for organizational reasons. To address this issue, some
institutions openly institutionalized CM through a process of
monitoring and measurement of results.7 Thus, the CM mo-
dality was no longer related to and dependent on a specific
practitioner but had been accepted, allowing sustainability of
practice. Project implementation also relates to the choice of
CM. As has been suggested by others,25,34 this project pro-
posed to select CMs on the basis of specific criteria, including
scientific evidence. In Switzerland, homeopathy, Traditional
Chinese Medicine, anthroposophic medicine, and herbal
medicine are the four CMs delivered by physicians who re-
quire specific training and meet federal standards. For non-
physicians, there is a wide range of training and of legal status,
which also differs between cantons. Thus, local regulation is
one—but not the only—element to consider in choosingwhich
CM could be delivered within the hospital.

The second barrier—lack of CM information and need for
support to ensure quality of care—could be resolved by
building a common philosophy of values and beliefs for the
management of patient care in the institutional culture.1,31

Indeed, the quality and level of communication among
physicians and between physicians and patients could be
affected if all treatment options external to the physician
discipline are not considered.35 Therefore, we avoided the
terminology ‘‘integrative medicine’’ in this project because
in this hospital, conventional medicine and CM still needed
to be organized ‘‘in a coordinated way’’ as mentioned in the
National Center for Complementary and Integrative Health
definition.36 However, integrative medicine is what should
be provided in hospitals, especially in academic centers.
Some studies have suggested improving CM literacy and
education among hospital health care professionals34 and
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promoting the access of physicians to relevant evidence-
based studies to enhance their CM knowledge and increase
their willingness to advocate CM in certain situations. In
addition, recent programs have been developed to improve
CM in oncology settings.37–39

The third barrier, variable access to CM at this hospital, was
in part based on the fact that some CMs were not covered by
mandatory basic health insurance. Indeed, in 2006, 58% of CM
costs in Swiss hospitals were covered bymandatory basic health
insurance, 28% by complementary health insurance, and 9%
directly by patients.6 Currently in Switzerland, the mandatory
basic health insurance reimburses anthroposophic medicine,
herbal medicine, homeopathy, and Traditional Chinese Medi-
cine when performed by certified physicians.7 According to
Grant et al.,40 costs are identified as a barrier to CM integration.
Furthermore, in this hospital, CMs were provided only in spe-
cific departments, leading to a lack of continuity of care for CM.
One way to ensure this continuity of care in a hospital is to
guarantee a written record of CM treatments in the main elec-
tronic medical record (EMR).7,29,33,41 The results of this project
showed a need for better documentation of CM treatments
because notes on CM were not systematically recorded in the
patients’ EMRs, as has also been the case in other settings,42

despite the fact that sharing of patients’ medical information in
the EMR has been shown to be vital.40

Action priorities to structure CM

The board of directors of the hospital decided to develop
CM clinical services as a priority. To test its feasibility, a
pilot project in the oncology department was set up to de-
velop a CM team, ensuring quality and traceability of care
and providing counseling and information for patients and
health care professionals. The oncology department was
chosen for this pilot project—which will be carried on until
the end of 2019—for four reasons: frequent local use of CM
by oncology inpatients,43 high interest in introducing CM by
the heads of the department, availability of scientific data on
integrative oncology,44 and financial support from a founda-
tion. This project is close to the cooptative model proposed
by Lim et al.45 An increasing number of scientific publica-
tions have discussed theoretical and/or practical models to
implement CM in a hospital or health system.1,27,41,45,46

These models must be adapted to the local context and sit-
uation in the country, the existing mainstream health system,
and the services already proposed. The choice of model will
have a strong influence on integration success.30

Limitations

There are several limitations to this project. First, it was
conducted in one center only, although we believe that it is the
first to survey all department heads within a single academic
hospital. Second, the recommendation might not be applicable
to other settings because some specificities of the studied
hospital could differ from others. and the Swiss constitution has
stated since 2009 that CMs should be taken into consideration.

Conclusions

This project highlighted the heterogeneity of CM practices
when coordination is absent, with a variety of training for CM
practitioners and for implementation of projects, leading to a

lack of continuity of care within a single hospital. Thus, as-
sessing needs regarding CM practices within a hospital is a
useful step to enhance the coordination of care. Furthermore,
interdepartmental CM clinical services could help to maintain
and develop adequate coordination of care in the long term.
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