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The positive gains of integration: a qualitative
study of GPs’ perceptions of their
complementary practice
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An increasing number of general practitioners (GPs) are personally practising comp-
lementary and alternative medicine (CAM) to treat their NHS patients. While research on
CAM is beginning to emerge we still know very little about CAM practice in primary care.
Researchers have largely concentrated upon exploring CAM consumption and broad
orthodox CAM provision. A small body of work has begun to examine CAM practice
from the GP therapist’s perspective and this work has highlighted the constraints and
dif� culties associated with CAM integration in general practice. Despite such limitations,
direct integration continues apace and this raises the question: what clinical and practice
bene� ts are GPs possibly gaining from CAM integration? This is an area that still lacks
focused research attention and this paper, exploring the positive gains of integration as
perceived by GP therapists, provides a � rst stage towards � lling this research gap. A
study, based upon 25 in-depth interviews with GPs practising CAM, was undertaken to
explore GP therapists’ understandings and experiences of their complementary practice.
This paper presents one area of � ndings produced from the analysisof the GPs’ accounts.
Analysis reveals that GP therapists identify a number of positive clinical gains associated
with their direct integrative practice. These are: � lling gaps and successfully treating con-
ditions for which conventional medicine proves ineffective; providing safer techniques in
medical cases where the practitioner suspects or anticipates potential side-effects from
conventional treatments; and helping maintain job satisfaction and relieve boredom for
the practitioner. These � ndings are discussed within the context of contemporary CAM
provision and consumption and recent circumstances affecting general practice. Set
within this context, the � ndings provide an important addition to our current understand-
ing of the increasingly close relationship between CAM and general practice. In con-
clusion, it is argued that the positive gains experienced by GPs practising CAM should
not be ignored by those considering the future provision and practice of CAM within the
general practice environment.
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Introduction

The integration of complementary and alternative
medicine (CAM) into orthodox healthcare has
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recently attracted increasing attention (Ernst, 2000;
Featherstone and Forsyth, 1997; House of Lords,
2000; Tovey and Adams, 2002; Zollman and Vick-
ers, 1999, 1999a) and general practice is one
branch of medicine where CAM integration is
making its presence felt (Tovey and Adams, 2001;
Peters, 1994). Alongside the less critical stance of
the British Medical Association (BMA, 1993) has
been a growing level of interest in CAM among
general practitioners (GPs) (Botting and Cook,
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2000; Adams, 2000) with a signi� cant number
practising CAM to treat their NHS patients
(Thomas, Nicholl and Fall, 2001). These develop-
ments are taking place amidst a period of substan-
tial change for primary care (Tovey, 2000) with
ongoing debate surrounding models of clinical
practice, the nature of primary health care teams,
the future direction of general medical service pro-
vision and the like (Dowell and Neal, 2000).

Accompanying the increasing medical interest in
‘other’ medicines has emerged a growing body of
research on CAM (Tovey and Adams, 2001). This
work has tended to focus upon a selection of spe-
ci� c topics (Siahpush, 1999), two main areas being
the patterns and trends in CAM consumption and
orthodox CAM provision.

CAM consumption
Numerous studies have charted the trends in

CAM consumption both in the UK (e.g., Vincent
and Furnham, 1996; Thomas, Nicholl and Col-
eman, 2001) and other developed countries (e.g.,
Astin, 1998; Eisenberg et al., 1998; McGregor and
Peay, 1996). As well as providing valuable demo-
graphic data about CAM users, such work has
explored CAM patients’ perceptions and motiv-
ations for their CAM use. Research suggests that
patients tend to use CAM as a supplement to con-
ventional medicine rather than as an alternative
treatment option (Berg and Arnetz, 1998); CAM
and conventional treatments are widely used on a
pragmatic basis with the vast majority of CAM
patients visiting their family doctor and comp-
lementary practitioner concurrently (Astin, 1998).
Studies also identify that many people using comp-
lementary treatments report unsuccessful attempts
to gain relief from conventional practice (Goldstein
and Glik, 1998; McGregor and Peay, 1996) and
often seek CAM care due to what they see as the
serious side effects of conventional medicines
(Verhoef et al., 1998) coupled with what is inter-
preted as the relative safety of complementary
treatments (Siahpush, 1998).

Orthodox CAM provision
Accompanying the work on CAM consumption

has been an exploration of orthodox CAM pro-
vision especially within general medical practice
(Anderson and Anderson, 1987; Perkin, Pearcy and
Fraser, 1994; White, Resch and Ernst, 1997). Sur-
vey based projects have charted the level of GP
Primary Health Care Research and Development 2003; 4: 155–162

CAM practice (Wearn and Green� eld, 1998),
investigated the characteristics of those GPs prac-
tising CAM (Hall and Giles-Corti, 2000; Verhoef
and Sutherland, 1995; Visser and Peters, 1990)
and/or have provided a preliminary exploration of
GP attitudes towards CAM (Goldszmidt et al.,
1995; Pirotta et al., 2000).

While these studies are valuable, they do not pro-
vide us with any understanding of the clinical reality
of CAM integration. To gain such an understanding
there is a need to explore qualitative research in the
� eld. A small but growing body of work has begun
to explore GP therapists’ experiences of direct CAM
integration in more depth (Adams, 2001a; Adams,
2001b; Adams and Tovey, 2000; May and Sirur,
1998). A major theme illustrated by this work is the
dif� culty GPs face when integrating CAM (Adams,
2001b). GP therapists experience time and organiza-
tional barriers to their integrated practice with the
NHS primary care environment not easily lending
itself to the integration of ‘time consuming’ treat-
ments of CAM (Adams, 2001b). Furthermore, it
appears that such barriers are sometimes compounded
by a lack of cooperation from nonsupportive practice
partners (Adams, 2001b).

Despite such obstacles, direct integration continues
apace (Adams and Tovey, 2000). The fact that a sig-
ni� cant proportion of GPs are practising CAM in the
face of such dif� culties raises the important question:
what clinical and practice bene� ts do GPs gain from
personally integrating CAM? Unfortunately, this
remains an area that has not received focused
research attention. In response this paper – exploring
GP therapists’ perceptions of the positive gains of
their CAM integration – provides a � rst step towards
� lling this research gap.

Methods

Reported here is one set of � ndings from a wider
study which explored GP therapists’ understandings
and experiences of their complementary practice. A
short questionnaire was � rst posted to all the GPs (n
= 918) on the medical registers for the cities of Edin-
burgh and Glasgow. The questionnaire was employed
as a means of identifying GPs practising CAM and
data from this stage of the � eldwork was not analysed
for the main study.
A response rate of 52.7% was recorded with the

return of 484 questionnaires. From these responses,
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34 doctors agreed to be interviewed of which 28 were
practising CAM (three of these GP therapists later
declined to be interviewed due to illness or other
constraints). Following purposive sampling methods
(aiming to select information-rich cases for in-depth
study rather than selecting for statistical represen-
tation (Fitzpatrick and Boulton, 1994)) only those
GPs practising CAM were chosen for interview to
best � t the aim and objectives of the research.

Twenty � ve in-depth interviews were conducted
with GPs integrating one or more of the therapies
of acupuncture, autogenic training, homeopathy,
hypnotherapy and neurolinguistic programming
between the summer of 1997 and the spring of
1998 (these therapies were determined by response
and not by the researcher prior to recruitment).
Fourteen male and 11 female GPs were inter-
viewed. All were currently in group practices of
three or more partners, all apart from three had
been practising for more than � ve years and twenty
for over ten years in general practice. The therapies
practised by the 25 GP therapists interviewed are
outlined in Table 1 below.

The interviews were unstructured so as to allow
the GPs the � exibility to direct and shape the dis-
cussion in line with their focus and concerns
(Seale, 1998). Prompts were used only to ask for
clari� cation or expansion of participants’ points.
Key words and themes as described by the GP
were noted and consulted as the interview com-
menced to further probe GPs’ explanations and
claims later in the interview.

At the beginning of every interview the re-
searcher outlined their background (social science),
how the study developed and the aim of the
research. The GPs were also given an opportunity
to ask questions or clarify points of concern
regarding the study both at the start and end of the

Table 1 Therapies practised by GPs in the study

Therapy Number of GPs
practising

Acupuncture 10
Homeopathy 16
Hypnotherapy
(including autogenic training) 12
Neurolinguistic programming 4

(note: some GPs practised more than one therapy)
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interview. The interviews ranged from between
one to two hours in duration. Assurances of con� -
dentiality were given and the interviews audio-
taped with the consent of the GPs involved. All
tapes were transcribed to computer � les shortly fol-
lowing interview. Transcription occurred concur-
rently with data collection and preliminary analysis
throughout the � eldwork period and codes and ana-
lytical themes were developed from the transcripts
in a cumulative manner.

In order to enhance the reliability of the analysis
researcher triangulation was introduced (Rice and
Ezzy, 1999) with other qualitative researchers pro-
viding independent analysis of selections from the
interview transcripts. Issues regarding the coding
of the data were then discussed and suggestions
fed back into the coding process. In addition, the
data was carefully re-examined for evidence of
negative cases at regular intervals throughout the
coding process to help ensure the internal validity
of the � ndings.

Results
Analysis of the GP therapists’ views of the posi-

tive bene� ts of integrative practice reveals three
distinct yet often interrelated themes. These are
outlined below:

Filling gaps and the technical � x of
complementary treatments

[T]hey give me more skills to use when
standard allopathic medicine has nothing to
offer sort of thing%where I use it is for people
mainly who’ve tried allopathic medicine and
they’re kind of at their wits end and you’ve got
to think of another therapy. (GP 12)

A major theme identi� ed from the GP interviews
is the role of CAM in dealing with cases left
untreated by conventional medicine; the therapies
can provide possible treatment options for those
health care problems where conventional medi-
cines fail to help. The GPs explain their CAM as
‘a gap � ller’, ‘an extra weapon’ or ‘another set of
tools’ for clinical practice. As one GP states in
relation to acupuncture:

It provides me with an extra option in treat-
ing people, a lot of people come along and
there really isn’t any other option you can
give them and acupuncture can be a new way
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of helping them, a different option, a differ-
ent road to go down, so it’s erm, extra kind
of, extra weapon in your armamentarium for
treating people. (GP 19)

However, this gap � lling does not necessarily
imply that complementary therapies can cure these
selected medical cases, simply that they can pro-
vide another avenue of approach when all else has
failed. Nevertheless, some GPs do explain how
their CAM provides genuine solutions to otherwise
untreatable conditions.

[CAM is] what I was doing before but it’s
sort of added to it. So it’s like another,
another set of tools that you didn’t have
before that suddenly a lot of things that were
broken can be � xed now that you have the
tools for them. (GP 6)

it’s such a natural way to take, er, if you’re
in general practice to go down the route of
complementary therapies because they do
offer the possibility of lots of relief of symp-
toms or even cures. In general practice
there’s so much that you see that is, that you
cannot cure. (GP 4)

In addition, some GPs explain how CAM treats
problems where physical cause is not identi� able.
As one doctor explains:

something like sixty-percent of the patients
that come in here have problems as a result
of life circumstances more than anything and
there’s no conventional treatment for it,
whereas the homeopathy gets right to it, you
know. So it’s treating patients that you’ve
always wanted to treat but couldn’t. (GP 5)

Safety and reducing side-effects

Homeopathy is side-effect free. I think that’s
the big difference with conventional medi-
cine%whereas with homeopathy you know
that there aren’t going to be any side-effects
because you’re not really giving very much,
so that’s a different approach really. (GP 20)

The side-effects of some conventional medicines
are a concern for the GPs and this is often con-
trasted with what they perceive as the safe, natural
and noninvasive techniques of CAM. One GP
Primary Health Care Research and Development 2003; 4: 155–162

explains his concerns regarding the dangers of con-
ventional treatments and how homeopathy pro-
vides a relatively safe clinical option:

I think a lot of our drug therapies you know
they say 30% of patients are in hospital
because of iatrogenic illness you know so I
think you’ve got to give something that’s not
going to harm the patient. Homeopathic
remedies don’t effectively have side-effects.
(GP 12)

Similarly, other GPs highlight the safety of acu-
puncture. For example GP 2 states:

acupuncture for me is an alternative medicine
which has no side-effects, it doesn’t bring
you out in rashes and there’s nothing to be
lost there’s no harm in it there’s no danger
in it%I know I’m not doing any harm. It
means to me it’s something else that I can do
to help my patients which is not conventional
medicine which I’m happy to do which is no
risk. (GP 2)

As we can see from these quotes, the safety of
CAM treatments is a primary attraction for initiat-
ing integration. However, there is also another way
in which CAM can provide these GPs with safer
practice. The GPs restrict their practice of CAM to
a supplementary add-on role (a point highlighted
in their descriptions of gap � lling) and, as such, all
have on occasion combined the practice of CAM
with more conventional treatment. This combined
practice is often accompanied by the strategic use
of CAM to reduce patient dependency on conven-
tional treatments when there are concerns over
side-effects. As one doctor explains in relation to
his acupuncture:

I sort of give them acupuncture and try and
stop the medication a bit. People who have
been on anti-in� ammatories for instance who
maybe have trouble with their stomach but
the anti-in� ammatories are the only thing that
have helped, ordinary painkillers have not
worked and they’re starting to get stomach
upsets because of their tablets and then I
might think well if I give them a course of
acupuncture if I can give them prolonged
relief then hopefully they can stop their anti-
in� ammatories. (GP 23)
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And another in relation to the practice of
homeopathy:

hopefully what you can do is lessen their
joint symptoms and their pain and their stiff-
ness and obviously these people are on lots
of anti-in� ammatory drugs, maybe on ster-
oids as well and what you, what I do aim to
do is get the homeopathy in and see if I could
lower the amount of other drugs that they’re
taking. (GP 20)

Relieving boredom and maintaining job
satisfaction

The GPs that I know that enjoy their work
most do something a little extra. You know
they all have a little something that they
do…to not [get] sludged under the onslaught
of diarrhoea and sore throats. Acupuncture,
hypnotherapy, homeopathy, they can � t that
role. There are still a few of us who enjoy
our work you don’t hear much about them.
(GP 19)

Another theme highlighted by the GPs is the
ability of CAM to help them maintain interest and
job satisfaction. As one doctor states:

in general practice you have a great opport-
unity not to be bored but nevertheless it can
be appallingly boring%you need to � nd ways
of keeping yourself stimulated and interested,
the complementary therapies are good for
that. (GP 10)

And another outlines the potential dif� culties
facing GPs:

the situations and the pressures are such that as
time goes on they get a bit more cynical and a
bit more run down and a bit more burn-out such
that they maybe started off in general practice
being enthusiastic, holistic, caring, et cetera, et
cetera, and then it goes because they’re human
and the pressures are immense. Complementary
medicine gives you another, it gives you
another dimension. I think part of the burn-out
is people getting a bit cynical, bored, tired…I
think cynicism becomes a part of burn-out and
I suppose it’s a nice different skill, another attri-
bute. (GP 11)

Primary Health Care Research and Development 2003; 4: 155–162

Earlier the analysis showed how CAM provided
these GPs with a technical � x for conditions which
remain untreatable with only the aid of conven-
tional medicines. This feature of CAM is also a
primary source of satisfaction for the doctors. Here
the GPs draw upon the notion of the heart-sink
patient (Jiwa 2000) which has been identi� ed as
producing feelings of helplessness amongst clin-
icians (Butler and Evans 1999). Indeed, the GP
therapists promote the heart-sink patient from
being a major cause of frustration and boredom to
being a major source of challenge and stimulation
for the GP:

I’ve been doing this same job now for thirty
years or so, twenty years ago it was quite
good to say let’s look at it with new eyes,
you do get bored you do get fed up%with
the hypnosis instead of being fed up and
bored stiff by patient X coming back in and
telling me how uptight they were and how
fed up they were you know how they
couldn’t sleep and all these things I had
something to offer them% instead of them
being a heart-sink patient because I couldn’t
treat their conditions they became somebody
that maybe I could experiment on, this stimu-
lated you to think about things that maybe
you’d given up thinking about because you’d
tried everything. (GP 17)

Discussion

Analysis of the GP therapists’ accounts of their
CAM reveals a number of practice bene� ts. The
signi� cance of these positive gains of CAM inte-
gration (� lling gaps, providing safe interventions
and relieving boredom) is heightened when con-
sidered alongside a number of challenges and
issues currently facing the general practice com-
munity and when contextualized within the trends
of CAM consumption and provision more broadly.

As we have seen, the GP therapists gain from
employing a supplementary role for CAM in their
wider treatment regime, a role which sits comfort-
ably alongside the pragmatic approach of many
CAM users (Astin, 1998; Berg and Arnetz, 1998;
Eisenberg et al., 1998). It would appear that both
CAM patients and GP therapists gain bene� t from
such a supplementary approach to CAM with both
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particularly willing to explore CAM where con-
ventional treatments provide no relief.

Indeed, despite scienti� c and technological
advances in health care, conventional medicine still
encounters dif� culties in treating a range of con-
ditions particularly pertinent to general practice (ie.
chronic illness) (Paterson and Britten, 1999). As
the analysis illustrates, these GP therapists often
� ll the gaps in treatment left by conventional medi-
cine through the introduction of CAM. Given the
aging population of the UK and other developed
societies and the increase in chronic illness
accompanying such demographic change, the inte-
gration of CAM within the GP’s surgery may well
prove to be one increasingly attractive ‘gap � ller’
for general practitioners frustrated by the lack of
help their conventional treatments can offer large
numbers of patients.

However, while it is the case that CAM is often
good at providing some relief for symptoms asso-
ciated with illness not well suited to conventional
treatment (Zollman and Vickers, 1999c), this sup-
plementary role does, nonetheless, also raise
important questions about the style and ownership
of CAM practice in wider patient care. Some
within the nonmedical CAM community are keen
to promote an holistic care approach which they
see as moving beyond a supplementary gap-� lling
role for CAM, interpreting the medicines as gen-
eralist rather than specialist in scope (Cant and Cal-
nan, 1991). Meanwhile, medical commentators
have often been keen to question the validity of
such generalist claims for CAM promoting general
practice as the only safe environment for quality
co-ordinated integrative care (Verhoef et al., 1999;
Zollman and Vickers, 1999b). It would appear
from the analysis here that GP therapists’ under-
standings and experiences of integrative practice
offer weight to this supplementary style approach
highlighting the potential bene� t of such an
approach for medical practitioners.

Intertwined with such supplementary practice
and in line with many CAM users (Douglas, 1994;
Siahpush, 1999; Verhoef et al., 1998; Zollman and
Vickers, 1999c), the GP therapists perceive CAM
as on occasion offering a ‘safer’ treatment option
than conventional medicine. This perception may
initially appear to contrast with that of numerous
medical commentators and researchers who have
highlighted what they see as the potential dangers
of CAM practice (Ernst, 1995; Ernst, 2002). How-
Primary Health Care Research and Development 2003; 4: 155–162

ever, on closer inspection the GP therapists’ per-
ception of CAM (as offering a safe treatment
option) does not necessarily run counter to the
wider medical professions’ concerns about the
safety of CAM. For while illuminating the dangers
of CAM practice the medical elite and other com-
mentators have often been quick to qualify such
warnings by promoting CAM practice by the medi-
cally trained (GP therapists) as one safeguard and
means of minimizing the risk of CAM to unsus-
pecting patients (BMA, 1993).

Redirecting attention to conventional treatments,
evidence suggests iatrogenic illness remains a
major problem for the medical profession (Smith,
1998) particularly in relation to primary care where
adverse drug reactions are a common reason for
consultations (Millar, 2001). A growing number of
patients are placing much higher priority upon
medical risks and the adverse effects rather than
the bene� ts of treatments (Gray, 1999) and, given
the location of general practice as the prime inter-
face between expert medical services and the
patient (Busby et al., 1997), the integration of
CAM may prove a valuable asset for GPs dealing
with increasing numbers of patients fearful of the
side effects associated with modern drug prescrip-
tions (Keheller, 1994).

Primary care has experienced numerous bureau-
cratic and structural changes in recent years acceler-
ated with the development of a Primary care focused
health system (Department of Health, 1997). The
contemporary NHS environment attracts criticism
from consumers (Anon., 2001; Wright et al., 2000)
and professionals alike (James, 2000) and some sug-
gest primary care is currently prone to short term
vision which ‘undermines continuity and stability and
leaves health professionals [disillusioned and] uncer-
tain about their futures’ (Dowell and Neal, 2000: 18).
Given these circumstances it is not surprising that
recent surveys suggest low morale and high levels of
stress and job dissatisfaction amongst GPs (Appleton,
House and Dowell, 1998; Mathie, 1997; Sibbald
et al., 2000).

The analysis presented here suggests that some
GPs view CAM as one possible means of counter-
acting these current dif� culties with job satisfaction
and morale. The therapies offer the GPs a different
dimension to their practice which appears to rekindle
their enthusiasm and interest in what would otherwise
be frustrating and routine medical cases. This is an
interesting � nding considering the time, energy and
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resources currently allocated to combating the poor
recruitment rates in general practice (Levenson and
Edmans, 2001) and also the affects of stress on work-
ing GPs (Calnan et al., 2000). If the bene� ts of CAM
integration become acknowledged by increasing
numbers of GPs then it may be that this practice
option provides one means of helping rebuild job sat-
isfaction amongst GPs and of attracting medical stu-
dents back to this branch of medical practice.

Acknowledging some of the limitations of conven-
tional medical care and the frustration often experi-
enced by contemporary GPs working in an ever more
demanding health service (Dowell and Neal, 2000),
it is reasonable to suggest the practice gains experi-
enced by GP therapists will appear potentially attract-
ive to a growing number of general practitioners and
this can surely only serve to further encourage the
direct integration of CAM within the general prac-
tice community.

However, it must be remembered that some within
the medical community still oppose the integration
of CAM and conventional practice, often on the
grounds of a lack of an evidence base (Hunter, 2002;
Leibovici, 1999), and the continuation and expansion
of direct integration within the primary care setting
will remain an issue of debate for some time to come.
In the meantime, the practice gains experienced by
GPs directly integrating CAM should be taken into
serious consideration by health care providers, pur-
chasers and managers contemplating the possible
future practice and provision of these medicines
within the primary care environment.
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