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Preface

This report presents the results of a five-year study of a hospital-based
center for integrative medicine (IM). The objective was to identify
the barriers to and facilitators of developing and implementing IM
programs.

The study used a longitudinal case study method to track the
establishment of a single hospital-based IM center. Using exten-
sive qualitative interviews, the project staff conducted a stakeholder
analysis of all participants involved in the establishment and opera-
tion of the center. The respondent sample included board of directors
members, hospital administrators, medical staff, integrative medicine
providers, attending physicians, community physicians, community-
based providers of complementary and alternative medicine (CAM),
and patients who visited the IM center. In addition to interviews, data
were collected from hospital documents, patient files, patient question-
naires, and provider questionnaires.

During the study, the IM center was dismantled as an indepen-
dent clinic. This report, therefore, tells a story of both creation and
demise.

The findings should be of interest to those involved in IM centers,
those who are contemplating creating such centers, and those who are
interested in researching such centers.

This work was supported by the National Center for Complemen-
tary and Alternative Medicine. This work was conducted in RAND
Health, a division of the RAND Corporation. A profile of RAND
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Health, abstracts of its publications, and ordering information can be

found at http://www.rand.org/health/.
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Summary

No uniform definition of integrative medicine (IM) exists, but cur-
rent IM practices in hospital settings involve some form of partnership
between complementary and alternative medicine (CAM) and bio-
medicine. Given the historic and very public animosity between CAM
and biomedicine, integrating them might seem a daunting task.

Despite this challenge, a growing number of attempts have been
made to incorporate CAM into the institutional home of biomedicine,
the hospital. While the literature is full of anecdotal reporting on some
of these attempts, no rigorous, in-depth analysis has been conducted
that isolates the factors that facilitate integration and those that act as
barriers.

This study arose out of a request for applications (RFA) from the
National Center for Complementary and Alternative Medicine for
research “to identify barriers and facilitators to the integration of CAM
and conventional health care practices.”

The study adopted a longitudinal methodology to track the estab-
lishment of a single hospital-based IM center. As it turned out, this was
also a study of the unexpected collapse of the center. Thus, the report
tells the story of the center’s creation and demise.

Using extensive qualitative interview data, the project staff con-
ducted a stakeholder analysis of all participants involved in the estab-
lishment and operation of the center. The respondent sample included
members of the board of directors, hospital administrators, medi-
cal staff; IM providers, attending physicians; community physicians,
community-based CAM providers, and patients. In addition to inter-

XV
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views, data were collected from hospital documents, patient files,
patient questionnaires, and provider questionnaires.

The analysis follows the story of the center, which has three parts:
planning, implementation, and demise. Each part was characterized by
internal and external factors that both helped and hindered the estab-
lishment and operation of the center.

This case study represents what might be termed the first genera-
tion of integrative medicine. With few models and no experience in
creating such a clinic, the hospital made some decisions in the areas
of administration, finance, and legal issues that created barriers. The
business model was based on faulty assumptions and projections; it did
not adequately anticipate or address the challenges of practicing CAM
in the hospital setting. The legal structure created to protect the center
and the hospital (a professional corporation) proved to be a major bar-
rier to the center’s success as an economic enterprise. On the other
hand, factors that many thought would harm the center, such as medi-
cal opposition, turned out to be less of a problem than expected.

Some factors clearly worked in favor of the IM center, includ-
ing a perception of strong support from the board of directors. Both
the board and the Medical Executive Committee approved the plan
to implement a research-based CAM program, and the fact that the
IM center was initiated by the chief of medicine had a significant
impact. The reputation of the hospital contributed to the success of the
project—the institution is known for initiating innovative programs
and meeting community needs.

There was evidence (albeit misinterpreted) of a large consumer
demand for CAM, and it appeared to be a clear, untapped revenue
source. An organizational home was found for the new IM center in
the hospital foundation. Set up as a consultative practice, it did not pose
an economic threat to other hospital programs.

The fact that the key players in the center were western-trained
biomedical doctors (internal medicine) also helped allay fears about
“voodoo medicine.” The implementation of a hospital-wide credential-
ing procedure that included hospital privileges was a major accom-
plishment that allowed the appointment of CAM providers.
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However, more factors militated against than for the success of
the center. It was established during an economic downturn in the
health field. The business plan included unrealistic expectations and
financial projections, and there was no strategic plan, vision, operating
budget, or marketing research. The professional corporation created for
the center turned out to be an enormous barrier to its success.

The center’s location, design, and décor also held it back. It never
became an integral part of the hospital. Its space was inadequate and
not “prestigious,” and it was located in an area where many competitors
provided CAM services.

The center was obliged to take the insurance provided for hospi-
tal employees, as well as Medicare and Medi-Cal, which had a drastic
impact on its ability to generate a profit. Supplements and herbs were
sold by the hospital pharmacy rather than by the center.

Widespread skepticism about the center hindered broad-based
referral of patients within the hospital, and many departments already
had their own CAM therapies in place.

Ironically, the institution’s prestigious reputation made the medi-
cal staff wary about bringing in CAM modalities. Many felt that the
center was a threat to their credibility.

The corporate structure that gave the center regulatory freedom
and independence from oversight also made it impossible to shift costs
or bury any losses, and the time frame allotted for its success was
insufficient.

As a proposed center for research, it lacked the infrastructure nec-
essary to conduct research. Further, the clinical and education demands
were high, leaving little time for research.

Many of the CAM providers the center wanted to hire lacked
appropriate licensure and were not familiar with hospital protocols and
the referral process.

In terms of survival, the center ultimately was not successful. But
if it is judged in terms of its achievements, it can be called successful.

In retrospect, the center was expected to do too much, too fast.
In fact, it was surprising that the creators and participants achieved
the results they did. They managed to take a vision, create a center in
a highly bureaucratic and somewhat skeptical environment, hire CAM
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providers, open for business, develop a clientele, and provide services
with which clients, for the most part, were satisfied. The center and its
outreach efforts promoted the integration of CAM and biomedicine,
and various CAM modalities are still being practiced in this institu-
tion today.

Ultimately, however, the IM center’s impact may become appar-
ent only in years to come. By thinking outside the box, the creators of
this program dared to merge CAM and biomedicine under the same
roof. Their example has already inspired two staff members to establish
IM centers elsewhere and will likely inspire more attempts.

The most apt metaphor for our findings about the center might
be that of evolution. At the end of the process, some forms of CAM
and IM survived within the hospital. These were the modalities that
adapted. The IM center itself, as it was initially conceived, did not
adapt and did not survive. For those contemplating creating a center
of integrative medicine in a hospital setting, the story suggests some
facilitators of and barriers to survival that merit close scrutiny.
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CHAPTER ONE
Introduction

The overall goal of this in-depth case study was to document the bar-
riers to and facilitators of integrating biomedicine and complementary
and alternative medicine (CAM) in a hospital-based integrative medi-
cine (IM) center. The process of establishing an IM center in a hospital
brought to the forefront long-standing tensions and changing attitudes
of biomedical and CAM practitioners, and highlighted the factors that
impede or facilitate integration. An IM center represents two distinct
medical systems and philosophies. Biomedicine, with its disease focus
and fairly homogeneous, vertically organized hierarchy of specialists and
generalists, traces its philosophical roots and practices to rationalistic,
quantitative western scientific traditions. In contrast, CAM is a loosely
organized aggregation of heterogeneous practices based on global med-
ical systems and philosophies that approach health and illness from an
individualized but holistic perspective (Coulter, 2004; Kaptchuk and
Miller, 2005). Moreover, while biomedical managed care practices seek
to limit the time physicians spend with each patient, CAM typically
depends on extensive intake processes and lengthy or repeated indi-
vidualized treatments. Given these significant differences and the long-
standing antipathy between biomedicine and CAM, some argue that
any attempt to integrate these strikingly different medical paradigms
detracts from both and results in greater risks and dubious benefits for
practitioners and patients alike (Kaptchuk and Miller, 2005). Despite
these concerns, integration has been occurring in some form for over a
decade (Dalen, 1998; Barrett, 2003; Cohen, 2004; Coulter and Willis,
2004; Jonas, 2005; Ruggie, 2005; Eisenberg, 2006). This case study
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examines an attempt to institutionalize the process by establishing a

hospital-based IM center.

Definition of Integrative Medicine

An immediate difficulty in understanding this area is that no uniform
definition exists for CAM (Coulter and Willis, 2004), let alone a con-
sensus about what constitutes integration. The National Center for
Complementary and Alternative Medicine (NCCAM) in the United
States defines CAM as “healthcare practices that are not an integral
part of conventional medicine. As diverse and abundant as the peo-
ples of the world, these practices may be grouped within five major
domains: alternative medical systems; mind-body interventions; bio-
logically based treatments; manipulative and body-based methods; and
energy therapies” (NCCAM, 2001-2005). The University of Arizona’s
Program in Integrative Medicine defines integrative medicine as “heal-
ing-oriented medicine that takes account of the whole person (body,
mind, and spirit), including all aspects of lifestyle. It emphasizes the
therapeutic relationship and makes use of all appropriate therapies,
both conventional and alternative” (University of Arizona).

However, as CAM is increasingly sought by patients and included
in teaching programs in medical schools and in medical practice, the
distinction between CAM and biomedicine is problematic. Concomi-
tantly, there is increasing difficulty naming the alternative to CAM; it
is variously called mainstream medicine, conventional medicine, ortho-
dox medicine, allopathic medicine, modern western medicine, scientific
medicine, and biomedicine. As noted in Wiseman (2004), each of these
labels presents difficulties, because none of them clearly distinguish
this form of medicine from much of CAM. We concur with Wiseman,
who suggests that the term biomedicine is the least evaluative of the
labels and denotes a medicine within which the biological sciences are
a core component and where explanations for disease and illness are
predominantly biologically based (Mead and Bower, 2000). Further,
the diversity of practices included under the rubric of CAM lessens
its usefulness as an umbrella term. These practices range from very
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focused therapies such as reflexology to whole medical systems such as
Ayurvedic medicine and traditional Chinese medicine.

The issue of what to call the CAM modalities has important
social and political ramifications. To call these heterogeneous modali-
ties alternative may be to claim too much for their role in health care,
but to call them complementary may make their role seem secondary
to primary medical care. To call them integrative implies some process
in which integration or convergence occurs, which may or may not be
true. And even if it does occur, the term does not capture the nature
of the integration or the process by which it has been achieved. The
current label, individualized medicine (Hyman, 2005), may alleviate as
well as obfuscate the benefits, risks, and issues inherent to integration.

Many supporters of integrative medicine recognize three
approaches to integration with biomedicine: incorporate (1) CAM
therapies that have passed rigorous scrutiny; (2) those that have passed
the test of time; or (3) those that are credentialed or licensed. But CAM
is more than simply a set of therapeutic interventions. These interven-
tions are given in the context of a distinct health encounter and often
within a distinct philosophy of health and health care, both of which
may influence the effectiveness of the intervention (Coulter, 1999).
There have also been increasing attempts to incorporate CAM in exist-
ing biomedical institutions. In the United States, institutional integra-
tive medicine is being developed in a highly individualistic manner,
and the body of literature documenting attempts to establish integra-
tive centers is growing (Moore 1997; Blanchet, 1998; Muscat, 2000;
Weeks, 2001; Barrett, 2003). The co-occurring increase in the wide-
spread use of CAM by the public and the attempts to institutionalize
this use in biomedical clinics imply a major social/cultural shift.

At the most fundamental level, an IM clinic brings together those
who offer a service (biomedical providers) and those who offer what
can be perceived as an adjunctive or competitive service (IM/CAM
providers); those who regulate integration (administrators); and those
who seek a service (IM/CAM patients). Each group has a distinct stake
in integrative medicine, and they may be in conflict. Moreover, inte-
grating an IM center into a hospital setting requires a change not only
in the attitudes of medical staff but in the relationship between CAM
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providers and the hospital as well. Patients also must accept the use of
CAM. From a social and cultural perspective, for CAM to be fully
integrated, it must become a seamless part of a social nexus uniting
these numerous stakeholders.

Institutional Integration

In 2003, a national survey of 1,007 U.S. hospitals documented that
16 percent provided IM and over one-quarter (26.7%) offered some
form of CAM (Larson, 2005). Patient demand was the most significant
factor (83%) for incorporating IM/CAM. Novey (in Larson, 2005)
suggests that the models of integration that have been implemented
can be divided into five types. The most prevalent type, the “virtual”
model, characterizes 75 percent of hospital-based programs. This
model is also known as the “clinic without walls,” as CAM services
are dispersed throughout a hospital or medical system. It requires little
internal restructuring and adds little additional cost, as it typically
uses existing medical staff to add complementary services (e.g., physi-
cal therapists provide therapeutic massage). In contrast, consultatory
models, either general or focused on a particular medical specialty, rely
on referrals from staff physicians to in-house CAM providers, with the
referring physician maintaining responsibility for the patient. The third
model—primary care that integrates CAM and biomedicine—is the
least common according to Novey, because it positions IM/CAM pro-
viders in direct competition with staff physicians. The fourth model—
fitness or wellness centers—may provide a funnel system for accessing
CAM providers. Likewise the increasingly popular fifth model, which
(while more closely aligned with the hotel and service industries) caters
to high-end clients who are willing to pay out of pocket for expensive
CAM services in a retreat-like environment.

Novey outlines eight elements of successful integration. The first,
adequate marketing research, ensures that the model fits community
and staff interests as well as a local niche market. The second element,
a viable business plan, stresses the need for realistic projected reve-
nues, controlling overhead costs, securing at least three to five years
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of administrative commitment as well as support from key internal
administrative executives, and including “anchor” services (i.e., those
that are reimbursable) to secure a broad payer mix. The services that
can provide economic anchors will vary by state-specific third-party
reimbursement policies. The third core element of successful integra-
tion is anticipating “bear traps,” such as unrealistic expectations from
administrative executives or fears of competition from biomedical staff,
and avoiding these pitfalls through sustained networking and educa-
tion. The fourth element is to secure a solid referral base, establishing a
pattern of reciprocal referrals and appropriate follow-up. The fifth ele-
ment, hiring appropriate staff, entails more than just establishing their
credentials and training, and running criminal background checks. In
addition, Novey suggests, candidates should demonstrate their skills
by providing treatment to a staff member. The sixth element is building
a CAM/IM team through regular meetings, which may be particularly
important for CAM providers who are accustomed to practicing inde-
pendently. Novey recognizes front office staff as the seventh element of
success, as they provide a safety net for those wary of CAM by recog-
nizing and mitigating the “pathway of risk” from their first contact to
ensuring accurate and timely follow-up practices and charting. Finally,
Novey says that hiring an IM point person, whose training enables him
or her to speak the language of both biomedicine and CAM, increases
the likelihood of successful institutional integration.

Vohra and colleagues (2005) conducted content analyses of notes
from site visits to nine IM programs in North America. These programs,
few of which were financially profitable, institutionalized two or more
“pillars” of integration: clinical care, education, or research. Twelve key
themes related to successful integration were identified: a small, flex-
ible, low-cost start-up; hiring top clinicians; containing costs by hiring
within; keeping the clinical component broad; keeping the research
pillar focused; establishing and tracking evaluation benchmarks; doc-
umenting use; having the team in place before formally opening the
clinic; keeping administration lean; making use of electronic record
keeping; investing in high-end scalable information technology; and
making sure that revenue-generating space takes priority.
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In contrast to the focus on implementation factors for success,
Barrett (2003) used a literature review to identify potential barriers
and facilitators. He identified these facilitators of integration: belief
in the effectiveness of CAM across the stakeholder groups (patients,
providers, and health care decisionmakers); competition for patients;
consumer demand; establishment of CAM’s efficacy, cost-effectiveness,
and lower risk; and, concomitantly, establishment of biomedicine’s lack
of efficacy and higher costs. In addition to the obverse of each of those
factors, Barrett found that the following inhibit integration: fear of
liability; reliance on habitual health-seeking behaviors; lack of avail-
ability of or insurance for CAM; and lack of standards, regulation, and
credentialing for CAM providers.

In the United Kingdom, the Prince of Wales brought together a
steering committee and working groups to examine the issue of integra-
tive health care (Dalen, 1998). In this initiative, rigorous research into
both CAM and conventional health care was seen as the basis for inte-
gration. In the UK, 22 integrative medical centers were surveyed and
key components for success were identified (Dalen, 1998). The study
concluded that CAM will thrive in mainstream health care where it
satisfies an unmet need, but its successful integration will depend on
the ability to address four key issues: attitudes of both CAM and con-
ventional providers, evidence of effectiveness and safety, assurance of
adequate training, and funding.

None of these recent studies, however, delineates what constitutes
“successful” integration. So far, success is not the same as profitabil-
ity. Whether these innovative centers and clinics are sustainable and
develop long-standing referral pathways may hinge on their ability to
identify, operationalize, and document not only evidence-based but
economic, institutional, social, and individualized markers of success.

Consumer-Driven Integration

In one sense, patients were the first stakeholder group to achieve some
form of integrative medicine. To a large extent, it is the patient who
determines when to seek biomedical or CAM care and how this care
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is integrated into an overall health care plan. Few patients use CAM
providers exclusively for their health care. Most CAM patients see a
biomedical provider before or concurrent with seeking CAM care; only
a small minority seek a CAM provider first (Paramore, 1997; Eisenberg
et al., 1998, 2001; Ni, Simile, and Hardy, 2002; Barnes et al., 2004;
Wolsko et al., 2004). For example, in the case of chiropractic care,
over 80 percent of the patients retained the services of a biomedical
physician (Kelner, Hall, and Coulter, 1980). However, it is significant
that the majority of CAM patients do not disclose their use of CAM
to biomedical providers (Eisenberg et al., 1993; Graham et al., 2005;
Institute of Medicine, 2005), which increases health risks and potential
iatrogenic effects.

Two national surveys of adults in the United States (Eisenberg,
Kaptchuk, and Arcarese, 1993; Eisenberg et al., 1998) have shown that
the use of CAM is extensive and increasing (from 33.8% of the pop-
ulation in 1990 to 42.1% in 1997). The 1998 study suggested that
more patients visited CAM providers than primary care physicians and
that the expenditures for these services (around $12 billion annually)
were greater than for all hospitalizations in the United States during
the same period (Eisenberg et al.). An increasing number of insurance
companies cover CAM treatment (Pelletier, Astin, and Haskell, 1999;
Pelletier and Astin, 2002). Patient use of CAM might suggest the emer-
gence of an alternative paradigm of medicine, or it might be explained
as a means of bridging the gap between the two worlds of medicine
(Ullman, 1993; Jacobs, 1995).

Existing literature documents fairly consistent demographic pat-
terns of CAM use, although the generalizability of these findings is
problematic because of differences in how CAM has been operational-
ized. Women use both CAM and biomedicine with greater frequency
than men. While it has been hypothesized that women’s higher use
of CAM reflects their social role as family caretakers, it is not known
whether their own use of CAM results in overall higher CAM use
in households. Caucasians report the highest frequency of CAM use
excluding prayer, but recent studies suggest that lower CAM use among

people of other ethnic/racial backgrounds may be the result of under-
sampling (Graham et al., 2005). For example, Kim and Kwok (1998)
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documented that 62 percent of Native Americans saw indigenous heal-
ers as well as biomedical providers through the Indian Health Service.
CAM use also appears to be greater in urban than rural areas (Barnes
et al., 2004), while regional differences suggest higher CAM use in
the Western United States, although this may reflect sampling biases
(Wootton and Sparber, 2001). The most predictive demographic factors
appear to be gender, age, and education level. The young and the old
report lower frequencies of CAM use, with the highest usage across an
inverse U from ages 18 to 65, and at higher levels of education (Eisen-
berg, Kaptchuk, and Arcarese, 1993; Eisenberg et al., 1998; Barnes,
2004). CAM users tend to be high-frequency users of health care in
general, with two dominant pathways for CAM care-seeking: preven-
tive health maintenance and treatment for chronic illness (Eisenberg,
Kaptchuk, and Arcarese, 1993; Astin, 1998; Eisenberg et al., 1998). It
has been hypothesized that once people use CAM, those who evaluate
their outcomes positively may be more likely to increase their use of
CAM for health maintenance purposes (Druss and Rosenheck, 1999;
Sirois and Gick, 2002). However, as the Institute of Medicine report on
CAM (2005) notes, the trajectory of how patients initiate and integrate
biomedical and CAM modalities is not well understood.

Sociocultural Factors that Contribute to CAM and IM Use

The factors that have precipitated the rise in demand for CAM and IM
are largely unknown and little researched. A speculative explanation
(Coulter and Willis, 2004) for the phenomenon includes the aging
population and the growing incidence of chronic illness and lifestyle-
related morbidity rather than acute illness. In these areas, where bio-
medicine may be perceived to be less successful, CAM may appear to
have much more to offer (e.g., the use of acupuncture for chronic pain).
However, broad social shifts and significant personal life events appear
to be most strongly associated with the increased CAM use, rather
than patient dissatisfaction with biomedicine (Astin, 1998; Siahpush,
1998).
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Siahpush (1998) demonstrates that values typically associated with
postmodernism (e.g., challenges to the usefulness and meaning of glo-
balizing bodies of scientific, medical, and technological knowledge and
authority; a rise in consumerism; and a return to traditional and natural
models of health) are most likely to predict favorable attitudes toward
alternative therapies. These findings support sociological descriptions
of how globalization affects individual values and is reshaping social
norms and behaviors (Giddens, 2000). Similarly, Astin (1998) found
that, in addition to the demographic factors associated with CAM use
(e.g., female, higher education) and poorer health or chronic illness,
personal factors also were predictors of CAM use. These factors might
include a transformational experience that changed the person’s world-
view, a social commitment (e.g., to the environment, feminism), or
an interest in spirituality or personal growth psychology. In addition,
people report turning to CAM to avoid the adverse effects of pharma-
ceuticals and to learn more about nutritional, emotional, and lifestyle
effects on health (Astin et al., 2000); because of a lack of confidence in
biomedicine (McGregor and Peay, 1996); and from a desire for a holis-
tic, nonreductionistic “ecology of health” (Micozzi, 2002).

These social shifts have significantly advanced the legitimacy of
CAM. Traditionally, biomedicine could contain and restrict CAM
by claiming to act in the public interest. As the consumer movement
has gained strength and health care has become increasingly politi-
cized, this approach has lost its legitimacy and legality. Consumers
have demanded to act in their own interest, and legislation has made
the restraint of trade illegal, even for medicine (Coulter and Willis,

2004).

Changing Medical Attitudes Toward CAM and IM

The significant number of hospitals that offer IM/CAM suggests that
despite the long-term animosity in the United States of biomedicine
toward CAM (Kaptchuk and Miller, 2005; Larson, 2005), over the
past decade, biomedicine has moved from simply acknowledging the
existence of CAM, to cooperating with it, to evaluating it, and finally
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to incorporating it. Whether this will effect a lasting change in bio-
medical values and practice is yet to be determined (Ranjan, 1998),
as is whether these changes will prove positive for CAM, biomedi-
cine, or patients (Kaptchuk and Miller, 2005). And the changes are
not limited to hospital-based IM/CAM. By 2000, 82 of 125 accred-
ited U.S. medical schools included content related to CAM in their
required curriculums (Wetzel et al., 2003). The number of medical
schools that include CAM in their curriculums has been increasing
annually since 1995, when CAM-related coursework was included at
only 32 medical schools (Daly, 1995); the number increased to 42 in
1997 (Daly, 1997), 65 in 1998 (Bhattacharya, 1998), and 79 in 1999
(Bhattacharya, 2000). Most of these additions have occurred in schools
of medicine, although some—Ilike the one at Stony Brook (Blanchet,
1998)—brought together the schools of nursing, medicine, social wel-
fare, dentistry, and health technology and management. However,
acceptance of CAM courses in medical schools does not mean accep-
tance by all medical faculty. The faculty response to these courses has
been mixed (Monson, 1995), and in many instances it is the medical
students who have pushed for their inclusion (Wetzel, Eisenberg, and
Kaptchuk, 1998). Practitioners who receive CAM training, especially
those who are “dual-trained,” are more likely to be open to and advo-
cate for IM (Hsiao et al., 2006).

IM issues also can be found in medical practice. By 1998, it was
reported that at least a dozen major medical schools had created treat
ment programs in integrative medicine. These efforts face unique prob-
lems (Coulter, 1999) but are probably facilitated where there is a com-
mitment to include outcome assessments of CAM as an integral part
of the program (Coates and Jobst, 1998).

Continuing education courses in CAM are being offered for
medical physicians (Eisenberg, Kaptchuk, and Arcarese, 1993; White,
Mitchell, and Ernst, 1996). With 40 percent of their patients having
used CAM, medical physicians need to be conversant with the more
common CAM practices, even more so if their patients are taking
herbs, natural substances, and supplements that may interact with pre-
scribed drugs. Astin and colleagues (2000) reviewed surveys of physi-
cian practice, referral, or interest in CAM and found wide variation
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in the attitudes of physicians. However, a meta-analysis of surveys on
medical providers attitudes showed that, overall, biomedical providers
believed CAM to be moderately effective (Ernst, Resch, and White,
1995). Moreover, 50 percent of family physicians thought CAM rep-
resented legitimate medical practice (Berman et al., 1995); 60 percent
reported making CAM referrals during a 12-month period (Borkan
et al., 1994); and 68 percent of general practitioners reported some
involvement with CAM during a previous seven-day period (White,
Resch, and Ernst, 1997). As Barrett notes (2003), in addition to institu-
tionalized integration, biomedical providers—Ilike their patients—have
been integrating medical paradigms, although much of this behavior
remains undocumented or unpublished.

This shift toward CAM resulted in the 1998 establishment of the
journal Integrative Medicine: Integrating Conventional and Alternative
Medicine. In the first issue, the editor noted, “Paradigm shifts do not
come easily in medicine” (Weil, 1998, p. 1). The journal has ceased to
exist because, according to the editor, “[I]nterest in this area has become
so keen that mainstream medical journals are not only accepting but
actively encouraging submissions on CAM therapies and integrative
strategies” (Weil, 2000, p. 1). A publication of the American Medical
Association (AMA) (Fontanarosa and Lundberg, 1997) reported that
AMA Archives Journal readers ranked alternative care among the top
3 of 86 subjects for AMA journals to address, and Journal of the Ameri-
can Medical Association (JAMA) readers ranked it 7th of 73 of the most
important topics for publication in the journal.

Case Study of an Integrative Center

The literature establishes that a change has occurred in medical atti-
tudes toward CAM, patient use of CAM, and the isolation of CAM
from medical centers. The literature also documents the emergence
of integrative medicine. What remains unclear, however, is what an
IM center is, how and how much it is integrated within biomedicine,
and the factors that facilitate or impede integration. Given our lack
of understanding of IM, we need an in-depth exploration of the fac-



12 Hospital-Based Integrative Medicine

tors that inhibit or promote integration before vigorous quantitative
research can be effectively conducted. Although reports exist on indi-
vidual centers, no in-depth analysis of a center has been conducted.

This study addresses that gap in the literature. The study uses a
mixed-methods approach to create an in-depth, systematic, qualita-
tive, descriptive case study that delineates the key factors that inhibited
and facilitated the establishment of an IM center in a nationally rec-
ognized hospital. In addition, the study is intended as an educational
story that can guide those who seek to plan and create centers of inte-
grative medicine.

Study Aims

A central aim of this five-year case study was to document the attitudes
and behavior toward the center of selected groups (stakeholder groups),
including hospital administrators and medical leadership; complemen-
tary and alternative medicine providers in the center; selected medi-
cal providers in the hospital; CAM providers in the adjacent area out-
side the hospital; and patients. The study also set out to document the
extent to which CAM providers are integrated in the IM center, the
hospital setting, and the larger community, and to establish the links
among the stakeholder groups. We wished to identify the factors that
contributed to and those that hindered integration of CAM in a hos-
pital setting.

The study also compared the findings of this case study with those
of other integrative medical units through a panel of experts drawn
from such units.

The study was conducted over a five-year period beginning July
2001. Data were collected from February 2002 through December
2005. Data analysis and report writing were completed in December
2006.
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Organization of the Report

The report is organized as follows. Chapter Two describes our ana-
lytic approach and the study design. Chapters Three through Five tell
the story of the IM center’s creation, operation, and ultimate demise.
These chapters are organized chronologically. They draw on stakeholder
interviews to provide essential material for understanding Chapter Six,
which presents the evaluative findings from the stakeholder analysis.
This analysis is organized around the themes that emerged from the
interviews. Chapter Seven presents our conclusions: It identifies the
principal facilitating factors and barriers to creating and sustaining a
successful IM center and draws lessons for future efforts to integrate a
CAM facility into a traditional hospital setting. In this report, we use
the word “success” in two ways. The first is whether the center sur-
vived; in this sense, the center was not successful. But success can also
refer to its achievements during its existence; in this sense, the center
was successful.






CHAPTER TWO

The Study

Introduction

The emergence of centers of integrative medicine is well documented in
the literature. Several points remain unclear, however. What is a center
of integrative medicine? To what extent is it integrated with main-
stream medicine? What factors are likely to facilitate or inhibit such
integration? Although no in-depth independent analysis has been done
of any single functioning center, we can study an integrated center
by considering it a service delivery component embedded in a larger
health system. Such systems can further be represented as a network of
individuals (or stakeholders), and we can study how they interact with
each other in different ways over time and space.

To analyze such a system, we draw on two research traditions:
stakeholder analysis and social network analysis. Stakeholder analysis
examines individuals’ beliefs, behaviors, and vested interests (stakes)
within and across groups. Social network analysis describes how the
individuals interact with each other and with a larger system. Both
analytic approaches recognize that people are members of groups with
different objectives and interests, whose interactions are strongly influ-
enced by group identity. Problems with integration can occur at both
the individual and network levels.
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Stakeholder Analysis

Stakeholders are presumed to have an agenda vis-a-vis the topic in
question. Stakeholder analysis employs two basic approaches to deter-
mine the stakeholders’ agendas (Weiss 1986; Hengstberger-Sims and
McMillan, 1991). The first involves establishing conceptually the char-
acteristics thought to constitute the agenda and then determining
if the shareholders agree with those characteristics. This is normally
done with structured questionnaires. The difficulty with this approach
is establishing criteria that are general enough to cover the range of
activities the stakeholder may wish to include but specific enough to
distinguish one group from another. The researcher, in effect, creates
an agenda by presenting characteristics the respondents might not have
mentioned on their own. This approach generates objectively compara-
ble data. It has been successfully used in the health system to understand
emerging/evolving systems such as health maintenance organizations
(HMOs) (Whitehead et al., 1989; Widra and Fottler, 1992) and urban-
rural hospital alliances (Savage et al., 1992).

The second approach, called grounded theory research, sets aside
the agenda and instead explores with the respondents, in their own
words, what they perceive to be the important issues. By empirically
documenting the opinions of the respondents, we can establish the
agenda that is important to the stakeholders.

Qualitative researchers assume that the meaning of any observed
behavior depends on the context in which it occurs, and they prefer
“grounded” concepts and theories (Glaser and Strauss, 1967). In prac-
tical terms, this means approaching the field with a minimum of pre-
determined concepts and theories; those that are used must be ame-
nable to constant revision as the research proceeds. The objective is to
generate concepts that do not distort the phenomena under study (Van
Maanen, 1979). When the focus is on operationalizing quantitative
measures (particularly if this is done prematurely), it is possible to over-
look relevant variables or oversimplify them (Mullen and Reynolds,
1978). Another advantage of grounded theory is that it is immediately
available to the social participants—it is both comprehensible and self-
obvious, because it is based on the participant’s perspective.
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In our case, the IM center brings together those who offer a ser-
vice (CAM providers), those who are in a position to refer patients to a
service (medical physicians), those who seek a service (CAM patients),
and those who regulate integration (administrators). However each
of these is locked into other systems with other stakeholders. For the
CAM provider, it may be a particular profession, as in the case of chi-
ropractors or acupuncturists, or it could be the community of CAM
providers as a whole. If the CAM provider is a biomedical physician,
the medical or hospital community could be part of his or her system.
Each stakeholder will have a distinct stake in integrative medicine, and
they may be in conflict.

Social Network Analysis

Individual stakeholders (both providers and patients) are linked together
in complex webs of association. The analysis of such networks—social
network analysis—provides a rich and systematic understanding of the
relationships among people, teams, departments, or even entire orga-
nizations (Wasserman and Faust, 1994).

Integration can take various shapes and forms: (1) client-based
links (client referrals and the sharing of client information); (2)
program-based links, which can be formal (sharing staff, invited pre-
sentations, coordinating efforts) or informal (friendship networks, serv-
ing together on committees or boards, professional afhiliations); and (3)
indirect program links (funding sources, regulatory bodies, hospital
hierarchies). The integration can be horizontal (among similar types
of services) or vertical/functional (among varied but related services).
Links can be analyzed in terms of organizational level (e.g., between
agency heads, among frontline staff or intermediary program manag-
ers); scope of the linkage (i.e., the number of system members included
in the relationship); how they are linked (informal versus formal rela-
tionships; written or binding agreements by authorized agents and
informal network relations based on interpersonal familiarity and
trust); degree of coupling; stability (as measured by length/duration of
a relationship); and reliability.
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A social network approach can be used to characterize systems of
care and the extent and type of coordination and integration in these
networks (Morrissey, Tausig, and Lindsey, 1985). Network analysis
(Scott, 1991; Wasserman and Faust, 1994) allows various levels of anal-
ysis (Morrissey, Johnsen, and Calloway, 1997). It allows the researcher
to determine the intensity and complexity of interdependencies among
organizations, parts of organizations, or individuals (Van de Ven, 1976;
Van de Ven and Ferry, 1980); and the degree of coordination among
these organizations/parts. Network analysis has been used extensively
to understand mental and physical health care systems from an organi-
zational perspective (Morrissey, Tausig, and Lindsey, 1985; Wright and
Shuff, 1995; Morrissey, Johnsen and Calloway, 1997).

An exploratory qualitative network analysis explores the multiple
relationships among actors and groups. Like the “embedded” case study
design described by Caronna, Pollack, and Scott (1997), the qualitative
approach uses in-depth interviews to analyze links among social sys-
tems, individuals, organizations, and environments.

In our case, this approach helps us understand referral patterns,
cooperation in planning, sharing of resources, coordination of services,
and sharing of information (Eisenberg and Swanson, 1996; Jinnett,
Coulter, and Koegel, 2002). In addition, the social network approach
allows us to make sense of the structural (formal) organizational fea-
tures as seen in a hospital organization chart as well as the informal
relationships that people negotiate as they try to secure care for their
clients. Once this range of relationships has been mapped, a more
quantitative analysis can be applied.

Through the use of this dual framework, we can draw attention
to the importance of stakeholder beliefs and attitudes as well as the
network of relationships that are established in a social system. The
approach allows us to delineate the important factors that facilitate or
hinder integration.

[Note: Our research team collected the necessary data from the
case study to conduct network analysis; however, the results of that
analysis will be available in later publications.]
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Study Design

Overview

We used a case study methodology to examine how a center for inte-
grative medicine fits into a large hospital and community of stakehold-
ers (Yin, 1984). Unlike large-scale survey methods, case studies are
particularly effective for discovering the key factors that facilitate and
inhibit desired outcomes, and understanding the process and mecha-
nisms through which these factors interact (Patton, 1990). Case studies
are one of the few techniques that provide in-depth information about
how programs are working (or not working) in the larger social and
organizational contexts in which they are embedded (Jinnett, Coulter,
and Koegel, 2002).

As part of the case study approach, we drew on both qualita-
tive and quantitative data collection and analysis techniques. Most of
our data come from structured and semistructured interviews with
six stakeholder groups: (1) key hospital administrators; (2) non-CAM
clinicians in the hospital (attending physicians); (3) non-CAM clini-
cians in the community (private attendings); (4) CAM providers in
the IM center; (5) CAM providers in the adjacent community; and
(6) patients. In each interview, we asked people to report on their own
experiences with CAM and the IM center, as well as their relationships
with other persons and stakeholder groups associated with the center.

Qualitative data collection techniques have several key advantages
over standard survey techniques: (a) respondents describe their experi-
ences, beliefs, and choices in the way they think about them; (b) they
are not limited to investigators’ predetermined concepts and theories;
and (c) they provide a more dynamic picture of processes and mech-
anisms that regulate social phenomena (Van Maanen, 1979; Patton,
1990; Miles and Huberman, 1994).

To complement our qualitative data, we also collected quantita-
tive data from patient files and more structured patient questionnaires.
By combining the many different stakeholder perspectives, we get a
more nuanced and complete understanding of the evolution of the IM
center and all the people who played roles in its growth and demise.
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Finally, to place our case study in a larger framework, we held a
one-day workshop with key personnel from other IM programs (suc-
cessful and unsuccessful) throughout the country.!

In the following pages, we outline the research design and meth-
ods used in the project and briefly describe case study methodology,
the study setting, and the stakeholder groups we included. We describe
the organizational framework and its constituent parts: setup, research
design, data collection techniques, data management, and selection of
participants. Finally, we outline the analytic steps and discuss the gen-
eralizability of the results.

Study Setting
The hospital-based Integrative Medicine Medical Group (IMMG) is a
multispecialty practice delivering primarily outpatient medical care in
a collaborative fashion that coordinates complementary and alterna-
tive medicine with conventional western medicine. The IM center was
established by the hospital in the summer of 1998 to coordinate inte-
grative medicine activities throughout the hospital’s health system. It
was located in a community-based academic medical center with the
full services of a teaching hospital. The IM center included two board-
certified internists, an osteopath certified in family practice and geri-
atrics, two traditional Chinese medicine practitioners, a chiropractor,
and a massage therapist. Services included western medical diagnosis
and treatment, botanical medicine, nutritional counseling, mind-body
interventions, acupuncture, Chinese herbal medicine, manual adjust-
ments, craniosacral therapy, relaxation training, tai chi, limited home-
opathy, and massage therapy.

Patients were seen initially by a biomedical physician, who coordi-
nated their treatment plans. Close affiliations with other practitioners
in the area extended the range of services to include chiropractic care,

1 The 12 panel members were chosen for their experience with or expertise in integrative

medicine. Although their work does not form an integral part of the report, they provided a
very powerful and efficient method of determining whether our case study shared elements
found in other IM centers. The panel members and their affiliations are listed in Appendix A,
along with a description of the panel’s work. The workshop provided powerful confirmation
that our results are valid for other institutions and not unique to the case we studied.
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energetic healing techniques, classical homeopathy, Ayurvedic medi-
cine, aromatherapy, and Rolfing. The IM center also assisted other aca-
demic departments that were interested in using CAM modalities or
research in the application of these modalities to their patient popula-
tions. For example, a cardiothoracic surgery group investigated the use
of acupuncture, massage, and guided imagery in the management of
postoperative pain after coronary artery bypass grafting; and a multi-
disciplinary chronic fatigue study was planned with participation from
the IM center and the departments of endocrinology, rheumatology,
and psychiatry. The center also planned for regular participation in a
diabetes outpatient program and the design of a coordinated research
program. The center saw more than 1,000 patients from 1998 until
2001.

The IM center offered a unique opportunity to study the barriers
and facilitating factors in the establishment of a center for integrative
medicine in a mainstream medical facility. Because the experience was
recent, the stakeholders had clear memories of the process that led to
its establishment. For the most part, those who participated were still
there at the time of the case study, so the issues and problems were
still present or fresh in their minds. In addition, we were able to track
the demise of the center, which ceased to exist as a formal entity in
July 2001. The IM center provided an ideal site for an in-depth case
study. Case study methodology produces information-rich descriptions
of phenomena by bringing to bear multiple perspectives with multiple
types of data from each perspective. Below we describe the stakehold-
ers we interviewed and the types of data collected from each.

Sampling

Case study methodology relies on a two-step sampling procedure.
Investigators first decide what case (or cases) they will examine (case-
based sampling), and then decide what kinds of data they will collect
from each case (within-case sampling). The power of case studies does
not depend on the number of cases (in our case, n=1) but instead comes
from the range and diversity of the within-case sample of people and
data collection techniques. In this study, the case is represented by the
integration of the IM center into its hospital setting and the within-
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case sampling is represented by multiple interviews collected from the
various stakeholder groups.

Figure 2.1 shows the stakeholder groups and their relationship to
the IM center.

The bulk of our data came from a stratified sample of stakeholder
groups. The data from the stakeholders contributed to our analysis of
their beliefs, attitudes, and behavior and to our network analysis of
the relationships among the departments and other groups. In all the
interviews, the ultimate focus was on the facilitators of and barriers
to creating a center of integrative medicine. The following paragraphs
describe the stakeholder groups; Table 2.1 gives the total participant
count for each group.

Figure 2.1
Diagram of the Integrative Medicine Medical Group
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Table 2.1

Stakeholder Groups

Stakeholder n
CAM community providers 41
IM Center patients 40
Attending clinicians 23
Community clinicians 21
IM center providers/staff 17
Administrators 16
CAM experts, donors, others 8
Board of directors 5
Total participants 171

Board members (n=5) included key members of the board,
such as the chairperson and those who were identified as
sponsors or supporters of the IM center.

Hospital administrators (n=16) included key personnel
involved in establishing or setting administrative policies
for the IM center. They came from throughout the medi-
cal setting and were key informants for the institutional his-
tory concerning the creation of the center, as well as current
administrative goals and fiscal policies. The sampling of key
informants was determined partly by their ability to inform
(Johnson, 1990) and partly by the positions they held (Gil-
christ, 1992).

IM center providers and staff (n=17) included all full- and
part-time CAM providers who practiced in the center, as well
as administrators and staff. We conducted individual face-to-
face interviews with all members of the IM center. We used
these interviews to explore their attitudes toward CAM and
their beliefs about the center’s mission, its place in the hospi-
tal, and its future. To increase our understanding of the net-
work, we explored in detail the role each interviewee played
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in the center and the kinds and numbers of links that existed
among center members.

d. Attending clinicians (n=23) included those employed directly
by the medical center. We obtained updated lists from the
hospital personnel directory and broke them down by depart-
ment and division. We selected mainstream providers who
were most likely to be associated with CAM providers and
the IM center because of the types of illness and disease they
treated. We also interviewed providers in divisions that had
referred patients to the IM center. For attending clinicians
at the medical center, we first stratified by medical specialty.
We selected providers with specialties in four areas in which
the literature indicates strong patient use of CAM thera-
pies: rheumatology, hematology/oncology, orthopedics, and
obstetrics/gynecology (OB-GYN). For each of these special-
ties, we further stratified providers according to those who
had referred patients to the IM center and those who had not.
Referring clinicians were identified from abstracts of patient
records and by providers in the IM center.

e. Community clinicians (n=21) included private attending cli-
nicians with hospital privileges at the medical center. These
providers could act as a more removed source of referrals to
the IM center; their role in the integration of the center into
the community was unclear. As with attending clinicians, we
used interviews to elicit data on community clinicians’ atti-
tudes, beliefs, and practices relative to CAM, and their links
with the IM center.

f.  Community CAM providers (n=41) included CAM provid-
ers in the catchment area (the geographical area surround-
ing the hospital). The IM center had already identified a list
of more than 700 providers who met this general criterion.
CAM providers in the community can be an important base
for referrals and an important source of legitimacy for an IM
center—they have access to a patient population and a broad
public whose attitudes they can influence. They also can func-
tion as providers in the medical center setting. On one level,
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they can be seen as competitors of the center; on another,
they can function as a supportive community. We conducted
individual interviews with these providers. We were particu-
larly interested in interviewing providers who perform similar
functions to those offered by the CAM providers at the IM
center.

To select CAM providers in the community, we first stratified
our sample into three specialty areas: chiropractic, acupunc-
ture, and massage therapy/body sculpting. We interviewed
providers identified by the IM center and asked these people
to identify others they thought we should interview. This
“snowball sampling” technique led us to add four more CAM
modalities: naturopathy/herbalism, homeopathy, integrative
medicine, and an “other” category that included a hypnother-
apist, an art therapist, two yoga teachers, and a biofeedback
specialist.

g. DPatients (n=40) included those who were seen at the IM
center. Even when professional interaction on a personal level
between medical and CAM providers is nonexistent, they are
inextricably linked by their patients. We also used the center’s
patient files to identify referral patterns. We chose 40 patients
to interview on the basis of four main presenting problems:
pain, cancer, general health/checkups, and miscellaneous
symptoms/conditions. The presenting problems and utiliza-
tion data were abstracted from patient charts by center staff.

Although there are no strict rules for sample size for qualitative
studies, they typically include 30 or fewer respondents (Patton, 1990).
Some qualitative researchers recommend using at least 5 respondents
to understand the essence of an experience and 30-50 respondents for
interviews that cover numerous topics (Morse, 1994). In our case, we
conducted 17 individual interviews with providers and staff of the IM
center and 40 with patients. In addition, we interviewed 21 admin-
istrators, medical directors, and board members; 23 attending physi-
cians; and 21 community physicians with admitting rights. For the
provider stakeholder group outside the IM center, we interviewed 41
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community CAM providers. We also interviewed eight respondents
who were key CAM experts or donors. We tried to stratify informants
across both mainstream medical and CAM specialties. We believe this
sampling strategy was an excellent way to capture breadth of expe-
rience, and it increases our confidence in the generalizability of our
results. The sample totals for all groups are shown in Table 2.1.

Data Collection Techniques

Data were collected using multiple methods (Miller and Crabtree, 1992),
a strategy that yields higher quality case study results (Yin, Bateman,
and Moore, 1983), then triangulated (Patton, 1990; Tashakkori and
Teddlie, 1998) to increase the reliability and validity of the findings
(Yin, 1984). Data were collected by multiple investigators (Lincoln and
Guba, 1985; Patton, 1990) and were drawn from multiple points of
view to reduce the influence of any single investigator (Edgerton and
Langness, 1974). We used six interviewers, all trained in qualitative
methods.

Although this was primarily a qualitative study, the combination
of qualitative and quantitative techniques has long been recognized
as a powerful research strategy (De Vries et al., 1992), especially for
exploratory studies. We used quantitative data from patient records,
patient intake surveys, and interviews of providers and patients.

These data from multiple sources allowed us to provide a descrip-
tive account of the various stakeholders’ attitudes, beliefs, and behav-
iors relative to CAM and the IM center.

a. Documents and archival research. We reviewed available doc-
umentary evidence relating to the center’s policies and proce-
dures: the business plan, organization charts, administrative
documents (memorandums of agreement, statements of stan-
dard operating procedure, policy pronouncements), propos-
als, reports, minutes of meetings, letters, and other written
reports pertaining to the creation of the center and its inte-
gration into the hospital and the adjacent community. These
documents allowed us to begin piecing together a detailed
portrait of the IM center.
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Key informant interviews in the hospital. We used semistruc-
tured interviews with key informants, including high-level
administrators, IM center staff, and referring doctors. We
covered the following topics: (1) historic factors surrounding
the establishment of the IM center; (2) policies concerning
the center and its integration in the hospital; (3) nature and
determinants of structural relationships between mainstream
providers and IM center providers; (4) procedures used to
refer patients to IM center providers; (5) organizational and
financial constraints that might contribute to the underuti-
lization of IM center providers; and (6) characteristics of indi-
vidual patients and providers that either facilitate or inhibit
the use of IM center providers.

All key informant interviews were conducted face-to-face by
a team of two interviewers and were digitally recorded and
archived. Recordings were transcribed verbatim.

Abstracting patient records. Hospital staff reviewed patient
records in the IM center from its inception to identify (a) the
referral source for the patient, (b) the primary diagnosis, (c)
the providers seen, and (d) where (if anywhere) the patient
was referred outside the IM center.

IM center patient surveys. To augment the patient data for
sampling purposes, we mailed a survey to all IM center
patients to gather the following data: demographic informa-
tion; the reasons they sought treatment; how many times they
visited; the types of providers they visited; and the treatments
they received. From the responses, we chose 40 patients to
interview.

IM center patient interviews and satisfaction scale. To col-
lect more detailed information on people’s experience with
CAM in general and with the IM center in particular, we also
interviewed a sample of patients by phone. Using informa-
tion from the patient surveys, we selected persons who rep-
resented the full range of presenting problems, such as pain,
symptoms/conditions/syndromes, general health/checkup,
and cancer patients seeking adjunctive treatment. To cap-
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ture potential differences across illness types, we stratified
this sample by high and low service utilization. We devel-
oped a semistructured interview protocol to determine how
patients came to the IM center, what other options they had
considered and tried, who influenced them in their decision-
making, what apprehensions (if any) they had, and how they
responded to and felt about the treatment they received. We
conducted these interviews by phone to respect the patients’
privacy and because some patients suffered from chronic ill-
nesses and could not travel. As with the key informant inter-
views, all patient interviews were recorded and transcribed
verbatim.

Patient interviews combined an open-ended set of questions
and a closed-ended survey instrument—an ideal mix for sit-
uations in which there is only one chance to speak with a
respondent (Bernard, 20006). In each topic area, open-ended
questions were asked before closed-ended questions so as not
to bias the respondent’s answers (Becker, 1958; Spradley,
1979; Bernard, 2006). At the end of the interview, we asked
patients to complete a satisfaction scale that was originally
designed and tested for chiropractic patients (Coulter, Hays,
and Danielson, 1994).

f.  Community CAM provider interviews and “integratedness”
(IM-32 scale). We used a similar semistructured interview
protocol to interview outside CAM providers. During the
first part of these interviews, we explored the providers’ atti-
tudes, knowledge, and experience related to complementary
and alternative medicine in general. Whereas for patients we
wanted to understand the salience of CAM in their lives, for
CAM providers we were interested in the importance they
placed on CAM as part of their patients’ care.

In the second part of the interview, we explored the links
(if any) between these outside CAM providers and the IM
center. For providers, we wanted to understand what role
(if any) CAM and the IM center played in the lives of their
patients and in their medical practice. We were particularly
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interested in having mainstream providers identify the barri-
ers they saw to CAM, and how CAM providers and clinics
might make a difference, if they were not already doing so.
Finally, we used the IM-32 scale, which captures the provid-
ers attitudes and opinions about “integratedness” (Hsiao et
al., 2005).

Multiple interviewers conducted face-to-face interviews to
ensure that there was no single-interviewer bias. When pos-
sible, two interviewers were present for the interview. All
interviews were recorded and transcribed. The interview-
ers also took field notes, which were typed and added to the
transcriptions.

g.  Expert panel. Once our data analyses were near completion,
we invited an expert panel of 12 members to review our pre-
liminary results and give us feedback on these findings. The
panel included a national representation of integrative medi-
cine specialists and administrators, including several people
who had set up similar centers in hospital environments. We
treated the panel discussion like a large group interview; it
was recorded and transcribed verbatim.

Data Management and Retrieval

To help synthesize the large amount of qualitative data this effort
yielded, we used computer software designed specifically for narra-
tive interviews and field notes (Pfaffenberger, 1988; Fielding and Lee,
1991). The software we used on this project was ATLAS.ti (Mubhr,
1997-2004).

The data from the abstracting of patient records and all the survey
data collected from patients and providers were entered into a relational
database, which facilitated input into statistical packages as needed. We
used SAS software to clean the data and produce results (SAS, 1999).

Analysis

We used multiple techniques to analyze our data. To analyze the key
informant interviews (the bulk of our qualitative data) we used a mul-
tistep analysis. First, we coded the transcripts for specific time intervals
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to capture how the IM center evolved. We identified the following
stages as the most important for understanding the rise and fall of the
center: planning, setup, reorganization, and demise. For each stage, we
decided when the period started and ended, and made these criteria
explicit in our shared codebook. Next, coders read through the entire
corpus of transcripts and marked text that corresponded to each period.
To ensure that the coders were consistent, the project team addressed
questions about particular quotes and reached consensus on them.

Second, we coded the transcripts for the kinds of stakeholders
mentioned in the interviews. We knew we were interested in the role
that different kinds of stakeholders played in the process, so we marked
all texts where stakeholders such as the IM center director, the hospi-
tal CEO, the chief of the medical department, and others were men-
tioned. We followed marking and cross-checking procedures like those
described above.

Third, we identified and coded 10 overarching themes we derived
from the interviews. Each team member read through a sample of the
interviews and identified various thematic categories that appeared.
Themes are abstract (and often unclear) constructs that investigators
identify before, during, and after data collection. They come from lit-
erature reviews, from the subjective experience of the investigators, and
from the text itself. Each team member generated a thematic list, and
then we met as a group and discussed our lists, arriving at a consensus
about which 10 themes to follow. Our decisions were based on theme
frequency and how important we felt the theme was in the develop-
ment and demise of the center. Table 2.2 shows our list of overarch-
ing themes, with short descriptions. During the group meeting, we
also started a thematic codebook. For each theme, we included a short
description, inclusion and exclusion criteria, basic exemplars, and any
exceptions to the rule.
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Table 2.2
Themes
Overarching Themes Short Descriptions
Academic Issues Appointments, training, research
Business model, financial structure,
Administration legal issues, marketing/PR
Barriers Issues that hurt the center
Internal and external competition
Competition/Referral Source and referral norms
Evidence Criteria Evidence-based practice for CAM and biomedicine
Facilitators Issues that helped the center
Leadership/Ownership Staking ownership and champions of the center
Models Types of IM models
Types of resistance and unfounded
Resistance to CAM expectation of resistance
Resources Physical and staffing resources

Next, coders who were familiar with the interviews read all
the transcripts and marked all examples they found of each theme.
To ensure that we had as many instances of each theme as possible,
coders were instructed to mark any instance that they felt was associ-
ated with a particular theme; when in doubt, they were to mark the
segment. Marked segments ranged in size from a single sentence to
several paragraphs.

We retrieved all marked segments for one theme and printed them
out on separate pieces of paper. We randomly spread the printed segments
out on a very large table and had team members read the segments and
sort them into piles on the basis of similarities. The team members named
each pile and described what each represented. After a lengthy group dis-
cussion, we identified the key sub-themes for each theme. Finally, we
incorporated the sub-themes into our growing ATLAS.ti codebook, and
two team members applied them to the marked text segments. This pile-
sorting technique for identifying sub-themes is described by Lincoln and
Guba (1985) and by Ryan and Bernard (2000).
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Finally, we used the coded transcripts as the basis for our analysis
and report writing. The first step in our writing strategy was to create a
detailed description for each sub-theme—a kind of qualitative univari-
ate analysis. To create the most comprehensive description possible, we
retrieved all instances of each sub-theme, then used the text segments
themselves to describe the range and central tendency of the abstract
construct.

This was done by presenting both summary statements and exem-
plary verbatim quotes. These illustrative quotes served as prototypical
examples of central tendency as well as exceptions to the norm.

The second step in our analysis was to examine how particular
themes and sub-themes played out over time and across stakeholders—
a kind of simple qualitative bivariate analysis. Here we used the search
power of our text management software to identify text segments in
which our sub-themes overlapped with different time segments and
different stakeholders. For example, we pulled all text segments related
to finance and then broke them down into each of the time periods.
This helped us understand the role finance played as the IM center
evolved.

We followed similar procedures for the more structured patient
interviews. For each of the main questions in the interview protocol,
we pulled all the unique responses and cut them out on separate slips
of paper. We then used a similar pile-sorting technique to classify
responses into fundamental categories.

For the structured section of the patient interviews, patient sat-
isfaction, and provider integrated scale information, we entered the
quantitative data in a spreadsheet and used standard univariate and
bivariate analysis techniques to examine the range, central tendency,
and distribution of responses within and across types of respondents.

Although our analysis is primarily exploratory and descriptive,
and is not designed to formally test hypotheses, its scientific merit
comes from our examination of the variation within and across infor-
mants, stakeholders, time, and place. By collecting information from
such a diverse range of sources and using multiple analytic techniques
to identify patterns, we have been able to systematically describe the
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empirical and theoretical factors that may contribute to the success and
failure of IM centers.






CHAPTER THREE
Creation and Development

We tell our story chronologically in three phases: first the creation,
then the operation, and finally the demise of the center. Like any com-
plex story, this one has twists and turns, and resists reduction to a
simple plot. This is not a story of either success or failure but one of suc-
cesses and failures. It is a story from many perspectives—people who
have quite different interpretations of events. It is a personal story, one
that could be told as a story of individuals. It is also a partial story: No
research methodology can hope to capture the whole story in complex
social systems.

Because of the significance of the first phase—planning the IM
center—we describe it in detail.! We have divided the center’s creation
into three phases: the initial impetus, the task force, and the business
model.

Initial Impetus

The IM center’s beginning had two major actors: the hospital’s board
of directors and the Department of Medicine. By 1996, members of
the Department of Medicine were well aware of the results of studies
by David Eisenberg that identified three major issues with regard to
CAM in the United States. First, a lot of people were using it; second,

1 See time line in Appendix B.
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they were spending a lot of money on it; and third, many of them were
not telling their medical physicians about their CAM use.

The landmark study by Eisenberg, Kaptchuk, and Arcarese
(1993) documented high rates of out-of-pocket CAM use by a signifi-
cant proportion of the U.S. population. This study laid the foundation
for attempts to incorporate CAM into a hospital environment. Part of
the motivation was economic: The report made the business case for
integrating CAM and triggered a vision of patients with cash in hand
flocking to a medical center for CAM treatments. The economic incen-
tives were augmented by the medical culture’s core value of “doing no
harm” to patients, and physicians’ basic responsibility to do all they
can to protect the health of their patients. If patients were “voting with
their feet” by using CAM but not revealing that use to their biomedical
providers, the potential was perceived as high for an iatrogenic impact
as a result of herb-pharmaceutical interactions of CAM and medical
procedures. Moreover, CAM represented an opaque knowledge base
(e.g., a “black box”) for these professionals, who pride themselves on
their medical knowledge and training. Their patients were seeking
treatments they knew little about, with illness models that did not fit
their traditional pathogenic or physiological medical models.

Personal contact with patients and colleagues who sought and
championed CAM care became another incentive to learn more about
it.

I think members of our board, maybe members of our medi-
cal staff, have had personal experiences around this and wanted
to know where [the hospital]|—which is effectively a full-ser-
vice organization—would want to go with that. [Administrator

P12]?

2 Throughout the report, quotes are referenced by the type of respondent and a unique
identifier that begins with the letter P. Respondents are grouped into the following general
categories for the sake of anonymity: board of directors, administrators (some of whom are
medical doctors), hospital providers, IM center providers, IM patients, community CAM
providers, and experts in the CAM and IM fields.
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It was assumed that many of the hospital’s patients, and possibly
staff members, were using CAM, but that the former were not telling
their hospital-based providers. For the patients, this raised the issue of
the interactive effects that might occur between CAM treatments and
hospital-provided care. It also suggested a potential source of revenue
that the hospital was not tapping and an opportunity for the hospital
to provide a highly desired service for its patients. Some board mem-
bers were already enthusiastic supporters of CAM, with spouses who
were using it as well.

These shifts in the kind of care patients and colleagues were seek-
ing presented moral and economic dilemmas for the hospital’s execu-
tives, who saw an economic opportunity but may not have wanted the
hospital to be associated with CAM. However, given the reported high
rates of CAM use, exploring CAM was scientifically and economically
attractive to these executives.

Exploration would enable biomedical professionals to test the
validity of some CAM approaches. In addition, CAM held the promise
of being an effective means of health promotion and source of low-cost,
noninvasive modalities to contain escalating health care costs, which
are a key concern of the dominant health services model of managed
care. Moreover, providing CAM would enable the hospital to draw
from this apparently vast yet institutionally untapped revenue stream.

Many of the hospital staff believed that the institution would be
an appropriate test site for CAM and that they could apply scientific
methods to this field. In doing this research, they would be in a posi-
tion to support or refute the claims made for CAM.

Managed care also figured prominently. People were aware of
health economics and knew how much money they were paying out of
pocket for alternative medicine. There was an interest in understanding
whether providing access to alternative medicine might be a strategy
that would allow health care costs to be maintained within a capitated
model. To the extent that alternative treatment could be less expensive,
it could be a strategy to manage costs.
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The Board of Directors’ Role

Some members of the board supported the initiative, but the important
fact was that it was perceived among the medical staff of the hospital
as a “board initiative.”

While the board is mandated to set policy and raise money, a
board member may advocate for a program and foster a positive out-
come during the approval process. A positive climate for a new pro-
gram is enhanced if the program is positioned as serving the hospital’s
broad mandate of being at the forefront of innovation (leader of the

pack).

I think it’s fair to say that it would be very unusual for the board
to mandate the establishment of a program. We're trying to be
responsive to the community’s needs, and we should have systems
in place to measure the community’s needs, but not say, “How
about this or that?” We might say, “Take a look at this, see what
you think.” We wouldn’t say to them, “Put this program into
effect on January first.” . . . We're really a policy and fundraising
board. So we try and keep out of it, not pushing too hard, but
being helpful. [Board P22]

Full board support for a program is not necessary.

It depends upon their ability to sell the rest of the membership.
If they have some good strong points that they can bring up and
discuss with management, administration, and the other board
members, they could perhaps bring it back for discussion and
open it up and see where it goes again. [Board P26]

Board Approval Process for New Programs

The IM center plan was shepherded through the approval process by
two of the hospital’s vice presidents and a board advocate. The process
included reviews by an initial planning committee, the Medical Execu-
tive Committee (MEC), and, finally, the board of directors.

The Medical Executive Committee comprises the department
heads, senior management, and physicians. They made a presen-
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tation to the Medical Executive Committee, which is the end-all
with boards that present this. When they give their blessing, it
means the highest level of the hospital and the highest level of the
medical group are in agreement about the direction they want
this to proceed, or at least what they’ve been instructed. [Admin-
istrator P34]

Any new program has to have a business plan and financial analy-
sis to get board approval. If it is a totally new program, it has to go
through the board of directors.

So this program was taken through all of the steps of the normal
routine for starting a program. It was approved by the board of
directors to be developed. And there was actually a great deal of
support for the medical center to get involved in providing these
alternative methodologies. Because, let’s face it, in California, I
would say that a majority of the people here use some type of
alternative medicine. [Administrator P71]

In the context of the hospital’s faltering profits, the assumption
that the center would be a moneymaking venture, drawing from a
new revenue stream, bolstered its chances for approval. Profitability,
however, is not the sole determinant in the approval process or in the
sustainability of a program over time. In fact, most of this hospital’s
programs are not profitable. If a program is in the red but can be posi-
tioned as serving community needs, it may be retained. In the case
of the IM center, the board was influenced by the fact that so many
people, including the hospital’s own patients and members of the com-
munity, were taking advantage of various forms of CAM. So the hos-
pital was being responsive to community needs. The board also saw a
big financial opportunity in this endeavor.

Board Climate

Although the board members claim it was not their mission to estab-
lish a program, at least one member was a strong and effective advocate
for the program. The MEC’s approval of the CAM program’s business

plan further influenced the board’s review process.
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They probably were seeing practitioners, having a little acupunc-
ture themselves, so they were quite familiar with what was hap-
pening. We were trying to figure out, was it something that we
should be getting involved with at the time. . . . And then the big
thing was [the approval by the MEC], which is made up of the
heads of the departments and all the senior people and the physi-
cians; when they examined and approved it, that certainly gave
us the confidence that we could try it. We weren’t going to do it
without their approval, and that was the big step—getting that
group of regular, scientifically based physicians to approve this
try. [Board P22]

Influence of Hospital Culture on the Board

The board was influenced in part by one of the hospital’s core man-
dates, formally codified through branding with a motto that captured
the idea of “leading the pack.” This ethos indicates a proactive stance
toward exploring, developing, and promoting novel medical programs,
such as integrating an IM center into a hospital setting,.

We always like to think we’re on the leading edge of medicine.
We're very proud of [this hospital]. We felt if we could make it
work here and do it in a way that was scientifically based, that
would be a breakthrough. We could kind of lead the way, because
we liked the idea. Maybe being from [this hospital] we think that
way—showing other people how to do it. We thought we had the
ingredients to do it. [Board P22]

Along with innovation, the hospital’s organizational culture values
its roots in the community, responsiveness to community needs, intel-
lectual openness, and entrepreneurship. The idea of a CAM program
touched on each of these values. It required the hospital staff to be
intellectually adventurous by being open to different medical models.
It fostered attentiveness to the perceived community needs of patients
who were using CAM. The idea of integrating biomedicine with CAM
and potentially tapping into a lucrative revenue source was well suited
to the institution’s entrepreneurial focus.
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This is an academic medical center with community hospital
roots, as opposed to our friends at [X or Y universities]. And that
creates a very different dynamic, and a very different culture, in
terms of openness and in terms of entrepreneurship. There’s a sense
of entrepreneurship within this institution. The realistic side of it
as well, I think, [is] that the medical staff didn’t feel that this was
going to be economically threatening to them. Being very candid,
if they felt this was going to be economically threatening, they
may not have been as open-minded. [Administrator P27]

The Task Force

The outcome of this initial phase was the establishment of a task force,
which undertook two assignments: It sent a small group to observe and
learn from existing centers of integrative medicine or CAM in hospi-
tals, and it developed a business plan.

And so, the first thing I did is I went to our CEO and I said to
him, “I'm interested in looking into this and possibly developing
a program. What do you think?” And he said, “Great. Why don’t
you go develop a task force and see what you can do?” And he said
to speak to the chairman of the board just to make sure, because
this is a fairly controversial topic for a conservative medical center.
So I spoke to the chairman of the board. And the first thing he
said to me was, “What took you so long?” So I had buy-in at the
top of the institution for the program. [Administrator P6]

The task force was multidisciplinary. It included key players but
also persons perceived as potential threats or necessary allies. Two of
the key players were physician administrators, one was a successful IM
practitioner, one represented the CEO’s office, and at least one was a
board member. Over time, the task force also included a pharmacist, a
pathologist, surgeons, and an OB/GYN provider.

There were two schools of thought among the hospital staff about
the impetus for the task force. One was that it came from the board.
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I believe the real impetus for the program started at the board
level. T think there was an interest by our board of directors,
which led to its own internal procedures, to the creation of a task
force to examine the implications of the study and the feasibility
of developing such a capability here at [the hospital]. [Adminis-
trator P12]

Another view is that the impetus came from the medical director.
At the same time, the hospital began to hold educational sessions and
meetings about CAM in the hospital.

We started having meetings and we had lectures, and had to have
the Chiropractic College come in. We had a variety of presenta-
tions to bring us up to speed . . . so there’s a lot of background
work and maybe presentations every week to different members
of the [hospital] staff. So I made a bunch of presentations to the
board of directors, I made presentations to the MEC, to the
Medical Advisory Committee, to different departmental advisory
committees, to nurses . . . and kept everybody abreast of this and
had a lot of discussions with the MEC. And then we met a lot
with pharmacy about the herbs. [Administrator P6]

The buy-in was so successful that the task force had to turn away
colleagues who wanted to serve on it. Task force members discovered
that many physicians were already either using or practicing CAM.

One physician phoned up and said, “You know, I've been doing
this quietly for years and I haven’t told my colleagues because
they’d have shunned me.” [Administrator P6]

The strong interest in a CAM program among hospital physicians
suggested that the assumption of large-scale resistance was misguided.
With the exception of some older staff and specialists, the proposal for
an IM center encountered little explicit in-house resistance.

As you might imagine, there was a lot of resistance to this from
some of the specialists in the older medical staff, and there were
younger members of the medical staff who were very much inter-
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ested in this. But, by and large, what happened is the medical
staff said, “Look, we've known you for a long time, you're a tra-
ditionally trained physician, we know with your research back-
ground and everything else that you aren’t going to lead us too
far astray. And if you say you're going to watch over this, then
we'll trust you and let you go ahead and do this.” And one of the
advantages we had is that this was a top-down program rather
than a bottom-up program, so it had a lot of support. [Adminis-
trator P6]

The task force also reviewed internal staff utilization of the key
CAM service covered by Blue Cross at that time—chiropractic—to
determine how hospital employee use of CAM compared with the
national data cited in the 1993 Eisenberg, Kaptchuk, and Arcarese
publication. The task force followed the traditional academic process by
reviewing the literature first. It also looked at hospital employee popu-
lation utilization data from Blue Cross, the hospital’s insurance carrier.
They discovered that the percentage of their own employees who were
seeing CAM providers as part of their benefit package mirrored the use
in the general population (25-35%). However, these figures were the
only local data they had about the need for CAM services.

Following this cursory review of the use by health care workers
of services covered by their insurance policies, the task force members
contacted other medical clinics and academic medical centers with
CAM/IM components and arranged site visits. The information they
gathered from these visits allowed them to compare different models,
revenue structures, liability concerns, and clinical interfaces. Through
this process, they identified a potential niche market and developed a
plan for an integrative medicine outpatient clinic.

We went around the country talking to people; gathering infor-
mation about their experience, their structure, pitfalls, and what-
not; and assembled those data, and came back to the committee
with our experience and proposals for different kinds of models
and approaches. . . . We came up with an integrative model.
[Administrator P§]
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The task force came to the conclusion that it would not support
a model of CAM alone, because the members did not think the hos-
pital could compete with the numerous and varied CAM practitioners
in nearby communities. The task force wrote a report about the site
visits.

We did a business plan that we presented to the board in June
1997 . .. the task force took some time coming to that model. We
wanted to understand what happened to other institutions, where
they were going with [CAM] and so on. . . . We found out how
they were constructed and what their issues were. At that time,
too, there was a question as to how much of this would be payable
by insurance versus how much would be cash-and-carry business.
So there was a liability question attached to that. We presented
different models to the committee, and the committee supported
the model we were proposing, which was an integrative model
that would be primarily outpatient. It’s generally an outpatient
practice, but with an acknowledgment that there might be need
for consultation and treatment on the inpatient side. [Adminis-
trator P8]

It was hoped that identifying a niche market with a “sweet spot”
(a model that integrated CAM and biomedicine) would help the center
avoid the pitfalls the task force had learned about during site visits.
Some programs were housed in substandard environments and treated
like biomedicine’s unwanted stepchildren. For the task force, the
“going-in premise or belief” was that alternative medicine had its place;
traditional medicine had its place; and they should be bought together
in a way that enabled movement of the patient from one modality to
the other as seamlessly as possible.
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Developing the Model?

The proposed model sought to integrate the best of both medical para-
digms while ensuring that patients would receive this benefit within
the safety net of a prestigious, traditional medical center. It had a tri-
partite clinical, research, and education design, with a research com-
ponent that would test and advance CAM through an evidence-based
approach. This would allow the hospital to patent and profit from some
of its findings, while the teaching component would disseminate the
research and clinical findings, and train future CAM/IM practitioners.
This model would ensure that the center would meet the institutional
mandate of leading the pack.

We wanted to put together a model that would have patients be
evaluated by a process that would blend eastern and western med-
icine together and come up with the best combined program for
the patient. . . . We wanted somebody who could understand
the clinical issues and wouldn’t be treating prostate cancer with
acupuncture, and would know to make a correct referral, make
the appropriate triage decisions, and know what kind of referral
to make for either western medicine or alternative medicine. That
was the model . . . . Also, we didn’t think that from the point of
view of benefiting the literature, which was part of the other crite-
ria that we were looking to do, that simply replicating what other
people could do . . . would be helpful. We thought from the point
of view of who we were as an institution, simply having alterna-
tive medicine out there alone wouldn’t mesh well with the rest of
what we did. [Administrator P12]

From the beginning, the administration recognized problems with
this proposed model. Territorial issues are not unique to this center;
they can be found whenever an innovative program threatens specialty

3 Eventually, three models were developed for the center. The first, developed by the task
force, we call the proposed model. It was approved by the board and the Medical Executive
Committee. The second model was developed by a member of the task force and the first
director of the center, and was rejected by the senior administrators. We call it the revised

model. We call the third model the implemented model.
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barriers. The problem the administration saw with integrative medicine
was that it is very hard in the politics of the hierarchy of medical insti-
tutions to integrate one program into the numerous units in the hos-
pital. For an integrative approach, administrators had to overcome the
hurdles of territorial jurisdictional issues. Those involved in the center
thought the integration could be achieved through patenting remedies,
doing clinical work, publishing, and eventually serving an educational
role in the institution. The latter would involve bringing change agents
together to educate them.

A niche market or “blended model” approach was thought to
be potentially most effective. It would foment cultural exchange and
change among both biomedical and CAM/IM practitioners. How-
ever, to increase the appeal to hospital physicians, the exchange process
would be one-way. The proposed model defined its staff as “consul-
tants” to whom hospital staff could refer a patient, knowing that the
patient would be “returned” to the referring physician.

We knew that up front there might be a concern about referrals.
So we had designed the practice, and we had communicated the
practice as not being one that was interested in long-term primary
care medicine. Referrals that might be made by physicians would
be returned back to that physician. The specific issue would have
been addressed on a consultative basis and sent back, or treated
on an agreed-upon plan between the primary care physician and
[the IM] group. That was the plan. [Administrator P13]

The task force considered three possible models for the center,
which at this point was called the Complementary Medicine Program?*:
(1) the university model, which combines research, teaching, and ser-
vice; (2) a partnership with an existing CAM clinic; and (3) a for-profit
clinic within the hospital. Initially, the task force pursued the second
option by attempting to recruit a CAM provider with a highly success-

4 1In the initial discussion it was conceived as a center of alternative medicine. It later
became a center of complementary medicine and ultimately a center of integrative medicine,
or IM center.
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ful clinic and bring it into the hospital, or form some sort of relation-
ship with it. This attempt was unsuccessful.

Among the various stakeholders, the following key assumptions
underlay the initial venture:

e Patient demand existed for these services.

* 'The rate of referral to such a clinic would be high.

* The venture would be profitable.

* Because of the reputation of the institution, the center would be
successful.

* “If we build it they will come”™—that is, the center would generate
its own demand for services.

* Considerable opposition would come from some of the medical

staff.

The task force developed a business plan, the board reviewed it,
and the IM center was launched. The model that was implemented was
a for-profit clinic, but it was set up as a separate entity from the hospital
as a professional corporation. (As we explain in Chapter Six, this legal
decision had major ramifications for the center.)

Along with these assumptions went a corresponding belief about
the need to provide patients with greater choice in health services. The
hospital, like any institution, does not exist in a social vacuum. Hos-
pitals are sensitive to pressure from patients as consumers who expect
to be able to choose from an array of medical options to meet their
needs.

The initial drive was, this is something we believe that the public
wants. In this consumer-driven health care system, the public
wants to have more access to these types of modalities and began
to demand more access to those modalities. So, if you're a large
institution like us, you would say, let’s make sure we have a lot
of things for them to pick from. But on a cost-per-unit-of-service
basis, it was extremely high. [Administrator P66]

In the past, a hospital’s losses could be made up through cost-
shifting. In the current medical and insurance climate, this is accom-



48 Hospital-Based Integrative Medicine

plished by diversifying payer types; maximizing high-profit spin-offs,
such as surgeries and outpatient tests; and marketing to ensure a flow
of new patients and high patient volume.

[You] really intensely focus your payer mix on areas where you
can actually start to pay for some of this . . . [because] every
patient doesn’t pay for themselves. It’s not like the old days where
all the Medicare costs got shifted onto insured patients, but we
know that some services in this hospital lose money. Pediatric
makes no money. Endocrinology loses money. They don’t do any
procedures. Surgery makes money for the hospital. So you've got
to realize, okay, what can we do, what’s a reasonable amount of
cash flow to make this thing work, and what’s our net loss accept-
ability within the system? And then, all the ways we can make up
for it with outpatient [services]. Can we bring new business to the
hospital? New business is huge. They love new business, because
that’s where they can measure the benefit of a program easier than
anything else . . . if you can show that you brought in 100 new
patients a month through the hospital . . . then the hospital starts
saying, “Hey, this is a pretty good deal. We like that.” [Hospital
Provider P16]

Changing the Model

After the task force presented the model for a research-driven IM center
to the Medical Executive Committee, an important shift in empha-
sis occurred. Senior administrators focused on the clinical component
rather than the research component, believing that the former would
serve as a financial “engine,” generating funds to support the research
and education programs.

The model for this wasn’t driven by the profit motive, or even to
make it solvent . . . . We had a general understanding that . . .
it is research, and that it was up to the doctors to generate more
research and once they got the research going, they would look at
the clinical practice and they would be able to share time doing
research and then have their clinical practices on the side. That
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was the primary basis for it. . . . There was miscommunication on
a lot of people’s part . . . they thought that they would get enough
either NIH grants or industry support to be able to fund some
of the clinical activities and explore those on a case-by-case basis
... somebody who could bring in drug trials [or the equivalent
for] herbs and concoctions . . . . That was the presentation to the
MEC, which is the end-all with boards that present this. So when
they give their blessing that means the highest level of the hospi-
tal, the highest level of the medical group, are in agreement that
that’s the direction they want this to be proceeding. [Administra-

tor P34]

A major change in the model soon followed. Given the board’s
mission to protect the hospital’s limited seed funds, the administration
(in contrast to the MEC) made it clear that the clinical component
should generate profits.

We try to followa pretty rigorous business planning process here. We
don’thavealotof money, institutionally, to throwaround. Inanarea
like this, we have arelatively insignificantamount of seed capital that
I felt we were really able to put into it. When I say relatively, I think
probably a couple hundred thousand dollars. We're a billion-dollar
organization. In the course of the development of that budget,
one of the things that from a business-planning standpoint was
then and remains key to the success of this, at least in this geo-
graphic area, was a successful clinical patient treatment enterprise.
[Administrator P27]

The story of the morphing of the business plan follows a circu-
itous path; one that had major ramifications on the form the center
finally took as a significantly revised and modified business model
was enacted. Three models were created. The first, the proposed model,
was submitted for approval to the board and the MEC. When they
were unable to implement this model, the first director of the center
developed a second model, the revised model. The senior administrators
rejected this model and created the implemented model.

Initially, the task force hoped that an established CAM provider
with a highly successful clinic could be persuaded to bring the clinic
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into the institution, along with the patient base. When that person
declined the offer, a task force member was identified as the top candi-
date to direct this enterprise because of his medical, CAM, and busi-
ness expertise. This person was hired as a consultant, although, func-
tionally, he was head of the Complementary Medicine Program. His
first responsibility was to set up the internal and external administra-
tive processes for credentialing CAM providers. He was also charged
with setting a research agenda and developing ties with other depart-
ments for joint projects.

After the credentialing process was successfully completed, a dis-
agreement about the second model began to emerge. This fissure was
between the head of the medical department, who favored a university
model that would follow the hospital’s normal mode of staffing new
programs with world-renowned experts, and the more practical vision
that the institution had to grow the program as quickly as possible.

It became clear that the business objectives of the task force plan
were not achievable, and some administrators realized that it was going
to take a long time to establish the IM center. They recognized that
IM providers could not treat as many patients as the task force had
projected; for example, an acupuncture treatment takes 40 minutes, far
longer than the traditional physician encounter.

How many patients get a 40-minute visit in an outpatient facil-
ity? Doesn’t happen. On the other hand, you can’t bill [it] out as a
surgical procedure. With even a minor surgery, you can get a big

reimbursement. So you're kind of stuck in a lot of different ways.
[Administrator P36]

Concerned about the increasingly limited funds available to the
clinic, the head of the program, proactive board members, and the IM
physician the task force hoped would head the fledgling IM center
came up with an alternative business plan. The clinic would be located
outside the hospital and would be part of a consortium with local hos-
pitals. This would enable the clinic to draw on a broader patient base
and diversify payer types. Once it was set up, the hospital would con-
tract with it. The clinic also would act as a consultant for other hospi-
tals and groups that were interested in setting up IM clinics.
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Unfortunately, the senior administrators and medical personnel
at the hospital interpreted this new business plan as usurping the pro-
gram to shop it around to other hospitals and medical centers. This led
to a parting of the ways between the head of the medical department
and the first director who had proposed the model. The latter left the
hospital. It is unclear whether the implosion of the first unworkable
business model and the failure of the second model led to the creation
of the model that was implemented; that is, whether the final plan was
partially a result of being “burned” by the earlier attempts.

Summary

Several factors provided the main impetus for the creation of the IM
center. There was evidence of substantial consumer demand for com-
plementary and alternative medicine. The hospital’s chief of medicine
was a strong advocate for the center, and there was a perception of
strong support from the board of directors.

A respected task force compiled a report based on the literature
and on site visits to other IM centers, and proposed a model for the
center. The board and the Medical Executive Committee approved
the initial plan. Under the consultative model, the center would be
able to work in harmony with preexisting hospital programs, providing
specialty services and not primary care. Such a program was congru-
ent with the hospital’s missions of initiating innovative programs and
meeting community needs. An organizational home in the hospital
foundation was proposed to house the new IM center.






CHAPTER FOUR
Implementation and Operation

In this chapter, we describe the implementation of the chosen model
and present a profile of the center at the peak of its operations, between
1998 and 2001.

Introduction

Running the Center: Administrative Structure

The center’s administrative structure is shown in Figure 4.1. The center
was located in a foundation that existed in the hospital. The foundation
(originally modeled after the Howard Hughes Medical Research Foun-
dation and the Gladstone Foundation) was instituted by the board to
give programs more flexibility. It provides an umbrella for two local but
geographically noncontiguous medical groups and offers shelter from
the Stark regulations! by housing hospital-afhiliated programs as physi-
cian-owned professional corporations (PCs).

' The 1989 federal mandate (Omnibus Budget Reconciliation Act of 1989, Section 1877)—
originally drafted by Representative Pete Stark (D-CA) and commonly referred to as the
“Stark regulations”—was intended to ensure that physicians do not have a direct or indirect
means to benefit financially from referring patients for services, procedures, prescriptions,
supplies, or equipment. In essence, it is an anti-kickback rule. Amended in 2001 to prohibit
unnecessary referrals of Medicare patients, the current statute has broad exemptions, includ-
ing all academic medical centers. This “final rule” “generally permits physicians to refer to
entities that they have a compensation relationship to, as long as the compensation paid to
the physician is no more than would be paid to someone who provided the same services but
was not in a position to generate business for the entity.” (U.S. Department of Health and
Human Services, 2001)

53
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Figure 4.1
Administrative Structure
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They have some tax benefits and there are certain freedoms in
operation as long as you follow the directions of the IRS. It’s a
very good format. [Board P14]

Initially, a CAM program was proposed that would be housed in
the hospital’s ambulatory care clinical programs. Ultimately, however,
the center was not established in the medical center of the hospital’s
broader “health system.” Instead, it was made part of the “physician
delivery network” (versus the medical center or education and research),
with four other groups also housed under the foundation. There was
no direct link between the foundation and the IM center; that is, the
foundation did not initiate the creation of the center. The link was that



Implementation and Operation 55

a hospital executive who was trying to assist in the development of a
Department for Alternative Medicine was knowledgeable about how
the foundation worked as an administrative and legal structure.

As a consequence of the center being housed in the foundation,
the center director was technically not part of the hospital.

The director of the center was, in fact, not employed by the hospi-
tal but employed by the PC, which was owned by two individu-
als. The reason was that laws state that a hospital cannot employ a
physician in the practice of medicine. [IM Provider P11]

Incorporating the Center

The original plan was to establish the IM center as a cash-only business
that provided services for the outpatient program in the Department of
Medicine. Subsequent decisions regarding the administrative structure
of the center were driven by a combination of regulatory constraints
and potential incentives. Of the multilevel legal constraints, federal
regulations regarding the corporate practice of medicine were the key
factors in determining the center’s initial administrative structure.

A professional corporation (i.e., Physician X Medical Group
d/b/a Integrative Medicine Medical Group, Inc.) was established to
deal with these restrictions, as it put the center legally at arm’s length
from the hospital. Other incentives to incorporate were to create a pro-
tective environment for innovation and for the anticipated financial
remuneration for the corporation and the providers, such as above-
scale salaries and bonuses tied to patient volume. Additional legal con-
straints were associated with the decision to incorporate, including reg-
ulations regarding the sale of pharmaceuticals, state-level billing codes,
and hospital-level regulations mandating the acceptance of Medi-Cal
and Medicare.

The hospital, which does not have tax-exempt status, comprises
three business units: the hospital, teaching and research, and medical
delivery. The impact of legal constraints on the IM center’s admin-
istrative structure was most central to the last. The hospital’s medi-
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cal delivery network includes the medical group and an association
of independent physicians. This association includes 750 nonhospital
physicians. Because hospitals cannot own physician practices, approxi-
mately 80 physicians belong to the medical group. This entity, which
buys and runs medical practices, is exclusively contracted to the hospi-
tal foundation.

This is how the Hospital can buy practices. That’s why this whole
Foundation is here, because hospitals can’t be in the corporate
practice of medicine. There are very stringent laws against this.
In the 90s, a lot of hospitals, in an effort to make sure that phy-
sician and patient practice bases were attached to them without
violating the Stark regulations, they did something that created a
Foundation, which bought doctors practices, and then took those
same doctors, or hired new doctors, and or both, which created
a Medical Group, so that those doctors then provided medical
services to those patients. Then those practices got rolled up into
a larger group with alleged savings in management and overhead.
And this group pretty much admits only to [the hospital]. [IM
Provider P5]

So the foundation provided the IM center with a shelter from
regulatory oversight in general and the Stark regulations in particu-
lar. The rationale for incorporating was that the center would have a
protective environment so the hospital did not have the burden of full
regulatory oversight. It meant that the center would not be burdened
excessively by bureaucratic rules, by what could and could not be done
in the hospital; for example, by the rules of the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO).

It is noteworthy that this particular hospital is the only hospital
of its kind in the state of California that falls under the rule preventing
ownership of medical clinics.

The rule exempts state-owned institutions, county-owned insti-
tutions, other government institutions, and, I think, university
hospitals. So we’re the only hospital of our stature in the state that
falls under a rule that no one else of equivalent stature goes by.
That has far-ranging political and economic implications for us,
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our physicians, our relationship with others. Unlike other hospi-
tals in medical school settings, where they can just hire physicians
to provide that service, we couldn’t do that. [Administrator P12]

While this private hospital is less politically entrenched than a
university-based medical school and, therefore, able to encourage and
support innovation, its lack of formal university or government afhili-
ations makes it vulnerable to the most stringent interpretations of the
Stark regulations.?

The normal process would be to develop a program and bring
in full-time staff who are hired by the medical center. The programs
include the teaching, research, and clinical arms; patients, seen on
medical center property, are covered by medical center insurance. Such
a program would potentially fall under the Medical Executive Com-
mittee rules and regulations and oversight. However, the model chosen
in this case was to create a physician-friendly professional corporation,
a special corporation of which the chief medical officer (CMO) and the
chief financial officer (CFO) of the hospital would be the owners.

Financial Incentives for Incorporation

In addition to the promise of autonomy and freedom from regula-
tory oversight, there were financial incentives to incorporating the IM
center. The PC structure would provide the means to increase revenues
and corporate salaries. Senior administrators were trying to show that
their model was going to work in an outpatient clinical setting. They
believed strongly that the outpatient clinical practice would not only
be successful enough to cover its own cost but would spin off profit that
would support the teaching and research components, which would
otherwise not be profitable.

They wanted to create incentives for the physicians to grow the
practice by linking bonuses to patient volume—in the hospital set-
ting, that is not possible. Under the PC structure, the center would

2 The Stark regulations provide exceptions for institutions affiliated with a medical school,
university, or government entity.
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not be constrained by the hospital’s human resources policy about base
salaries. The market demand was high for the kind of providers they
wanted to recruit, which pushed salaries above the HR base salaries for
the hospital. If they couldn’t pay these higher salaries, they would not
be able to recruit for the center.

The assumption that the IM center would be extremely lucrative
was a primary impetus to incorporate it as a separate entity yet keep it
within the administrative structure of the existing foundation.

They expected that within a year, this thing would be minting
money. [IM Provider P11]

Once the IM center was approved by the board, the foundation
advanced a seed fund to set up a scaled-down clinic and funds for a
center resident and fellow. In partnership with a local research organi-
zation, the center also received a grant that helped offset salary costs for
the director and two more fellows. However, the initial seed-fund loan
was also slated to help pay for credentialing CAM providers, start-up
legal costs, and salaries for the executive-level PC owners.

Forming a PC proved to be exceedingly complex. The center had
advance funding from the board to set it up, but many of the people
involved worked in the hospital. For the legal and administrative ser-
vices it received from the hospital, the PC needed a contract to pay
for staff time. The hospital also had contracts with the PC to pay for
resident education and for a fellowship in integrative medicine. And
the center paid for some time its own director spent overseeing the
allied health professionals and acupuncturists, writing, and coming
to meetings. The existence of many different contracts led to more
complexity.

The center was structured as a PC under the hospital foundation
but legally distanced from the hospital. The original plan was to have
the center provide CAM services on a cash-only outpatient basis, to
avoid third-party payment billing and reimbursement issues. However,
because the PC was under the umbrella of the medical system (i.e.,
the foundation), the center was subject to hospital-wide policies. As a
result, the center was required to hire the hospital’s billing department
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to handle its accounts and to accept both public and private health
insurance.

So, although the PC was conceived as a cash-only practice, because
of its relationship with the hospital, it had to accept a mix of public and
private third-party payments.

The original model that [was] proposed was the model after [a
local high-end clinic]. It’s a cash-on-the-barrel model—no insur-
ances. [They] sell herbs and homeopathic products and every-
thing else out of the office, which we weren’t going to do, but it
was going to be cash on the barrel. And then our CFO said, “Oh,
no, you can’t do that because hospital employees may want to use
the services there, so you have to take Blue Cross and Prudent
Buyer.” I said, “Okay, we’ll take Blue Cross and Prudent Buyer.”
[Administrator P6]

Marketing the Center

To ensure its viability, the center needed a coordinated and sustained
marketing and public relations campaign. However, perhaps because
people assumed that the hospital’s prestigious reputation would
make such a campaign unnecessary, no funding was set aside for this
purpose.

Marketing Context

External factors strongly influenced the marketing efforts of the cen-
ter’s administrators. Managed care has resulted in substantial increases
in power among third-party payers, creating difficulty for broad mar-
keting of CAM modalities that are not covered by these insurers. But
while third-party payers may have constrained CAM use among seg-
ments of the population, television and the Internet have contributed
to increased patient awareness of CAM and other medical options,
including, increasingly, pharmaceuticals. The corollary to medicine as
a business enterprise, in which patients are the consumers, is patients
as savvy customers who expect to be able to choose among an array of
medical options.
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You need the intellectual and the academic integrity and colle-
gial networking so that you become a known entity within the
[CAM] world. People are on the Internet, they’re reading books,
they’re looking at lectures, they’re reading journals, and they
are getting name identifications. I'll go with Weil, for example.
Nobody in the country doesn’t know [him]. Nobody in the coun-
try doesn’t know Deepak Chopra. That wasn’t by accident. That
was by design. He’s a brilliant marketer. That’s kind of what it
takes to make a success. [IM Provider P29]

The hospital’s hierarchical structure promotes a particular culture,
and an effective marketing campaign would have to explicitly address
and negotiate these organizational features. As one informant said, this
was an institution where everything was quid pro quo.

Branding Integrative Medicine

The integrative medicine center was established to capture an unmet
niche market: patients who were seeking CAM care in a hospital envi-
ronment and those who were open to or preferred a physician trained
in both biomedicine and some modality of CAM. Given the center’s
location—near a proliferation of both high- and low-end CAM pro-
viders—the PC owners hoped to capture substantial market share for
this untapped medical niche. The center director hired CAM providers
to meet the perceived preferences of the local community.

We are two to three miles away from X. There are all kinds of
practitioners out there. There are practitioners in Y who do noth-
ing but CAM. So from a marketing point of view, there would
really be nothing particularly unique [about providing a single
CAM modality] . . .. We didn’t think our role in the community
was to replicate alternative complementary medicines that were
in the community already. We didn’t understand what value we
would be bringing to the community just by doing that . . . that
doesn’t seem to be meeting a community need out there. But the
blending of the two we thought would be valuable. [Administra-
tor P12]
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Why [we] picked those models, those kind of therapies, it was
that those supposedly were the easiest to integrate. If you looked
at utilization data that was available at the time, especially Eisen-
berg’s articles, those are the services that patients were asking for.
And then it would also capitalize on some of the ethnic partic-
ularities of our city. In other words, if you were in Dubuque,
Iowa, maybe people wouldn’t know what an acupuncturist was
so much. But here we have such a large Asian population that it’s
not such a hard sell. So those were the services [we] picked first . . .
acupuncture, chiropractic, traditional Chinese medicine, which
could include more than acupuncture . . . that’s licensed. [IM
Provider P2]

External Marketing

The IM center’s external marketing made use of biomedical and CAM
professionals and the population surrounding the center. The director
drew on the traditional means of marketing a practice or research: meet
and greet, the lecture circuit, and education were prominent aspects of
the effort. Numerous respondents noted that the director was an effec-
tive lecturer and was successful in marketing the IM center.

[The director] is a very effective speaker. I heard [the director]
speak once at [a local] country club, and the audience was in the
palm of [the director’s] hand. [Board P14]

Internal Marketing

Because the center hoped to develop a referral network within the hos-
pital, most of the marketing efforts focused on raising the visibility of
the new center among hospital staff. The center staged noon confer-
ences to evaluate supplements that would be known to most of the
audience, reviewing the evidence for the supplements’ use, common
uses and effects, and possible drug interactions, among other things.
The center also used grand rounds—the traditional means of dissemi-
nating information and research findings in a hospital.
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When [the director] talked at the recent rounds to OB/GYN
about what could be done for breech birth to turn the baby
around through alternative therapies, you could see every person
in that room listening. Because that’s important. Who wants to
be in a hospital for five days because of complications from a
breech birth? And who wants a C-section? . . . [The director’s]
work, particularly on the educational front, is very instrumental
in changing people’s perceptions that it’s not necessarily acupunc-
ture, it’s not actually visualization. There are therapeutic remedies
that can be brought to bear to assist in the treatment of certain
ailments and illnesses. I've been to lectures that [have been given]
to overflow audiences . . . . [Expert P10]

Anticipating that the greatest obstacle to the center’s success would
be physician resistance, the center used these presentations as a means
of dampening resistance. They also drew on an “insider”—the first
integrative medicine fellow—to meet and greet physicians one-on-one
to address their concerns and generate referrals. The IM fellow knew a
lot of the medical staff because he had served three years as a resident
and a fourth year as chief resident. He knew which doctors would be
interested in CAM.

The center also attempted to improve its visibility by marketing
to potential financial donors, providing pro bono continuing medical
education (CME) lectures, and distributing flyers to hospital staff. The
center administrators already knew from their own information that
many hospital employees were using CAM.

Research and Training Efforts

While the center’s training and research components were eclipsed
by its emphasis on clinical care, they were part of the initial business
plan. In fact, the training efforts began even before the center opened.
Research efforts grew over time, particularly as the center began to
accrue substantial debt and the additional revenue from research funds
was increasingly needed to offset low reimbursement. In one project, a
cardiothoracic surgery group investigated the use of acupuncture, mas-
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sage, and guided imagery in the management of postoperative pain
after coronary artery bypass grafting. Several other multidisciplinary
studies were planned but never funded. The center director landed a
research grant with an outside organization that accounted for the bulk
of the center’s research efforts. The IM center’s two fellows were also
involved with this research work.

From a broader socioeconomic perspective, it is important to note
that the IM center was established during an overall funding down-
turn for academic research. Hospitals across the United States have
been facing deficits and closures. Even with its stellar reputation, the
hospital was facing financial constraints, including a low census and
space limitations.

It seems to me that academic medical centers in general have
problems. If you've read any of the [local medical school’s] reports
in the last couple of months about how about a month ago they
only had $20,000 in cash on any given day for floating their stuff
there. Clearly [the others] are having similar types of difficulties,
or maybe even more. I don’t know if they’re unique to [the hos-
pital], but I will tell you that a number of my faculty come from
other places. Some of them came from Pennsylvania, some of
them came from Alabama, some of them came from Duke, Johns
Hopkins, whatever. It does seem to be an issue across the board
but nothing as big as what we see here. [Administrator P70]

Unlike many academic medical centers, this hospital’s primary
focus is clinical care rather than teaching or research, which made the
fit of an IM model in this private hospital setting more problematic.
However, a lot of research was going on for a nonuniversity private
hospital.

For example, in comparing a neighboring university hospital, a
board member elaborates on the difference in the case study hospi-
tal’s focus on inpatient clinical care in contrast to traditional medical
schools where the hospital, in effect, supports medical training.

One of the key differences is that they are fundamentally a medi-
cal school running a hospital to accommodate the medical school.
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We are fundamentally a hospital with research and teaching to
support our fundamental mission, which is the hospital. [Board
P22]

Yet, the mission of the hospital is to serve research and teach-
ing, in addition to its clinical focus. The IM center met these needs by
incorporating each of these core values in its model.

The Model and Research

Other hospital programs previously led successful research efforts that
the center hoped to piggyback on or emulate. The center model that
was implemented highlighted its research and teaching components,
but implementing these components was difhcult.

And there was going to be a three-part program. We were going
to have a clinical arm which was going to be one big laboratory.
And we were going to hire MDs who would integrate some of
the therapies into their practice and would look at some of the
common problems such as hypertension, diabetes, [and] asthma,
and compare outcomes using previously established research pro-
grams designed to measure outcomes for drug studies . . . use
those tools to look at outcomes and compare it to standard ther-
apy. A second area was going to be research, the black box type
of research, to see if the integrative medicine approach was better
than traditional medicine, and then—if it was—to try to break
down what the components were. But [there was] also the more
traditional drug-type research, looking at herbs and other thera-
pies for different illnesses. And then there was going to be a big
teaching component, teaching for our house staff, our attending

staff, and the public. That was how we were going to set it up.
[Administrator P6]

Internal Academic Appointments

The hospital faculty underwent an internal review process for hospital
appointment. Successful candidates interested in teaching were offered
an additional appointment as an assistant professor at a local university
that houses a medical school.
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The faculty practice is kind of an IPA [Independent Practice
Association] group unto itself, and they will bill for themselves,
but they’re still faculty. Whether they’re 100 percent faculty or 50
percent faculty, I don’t really know, but they’re faculty. Somehow,
part of their paycheck is related to them belonging to that univer-
sity and teaching those residents. [We] have 150 obstetricians on
staff, and I have a faculty of about 10. Out of the 150, about 8,
maybe 10 teach the residents. [But] if they want to become part
of the teaching program, they have to submit [an application] as
anyone would for an academic afhiliation. Our academic afhilia-
tions are the doctors here from [University X]. So my docs are
affiliated and they’re assistant professors and professors at [Uni-
versity X]. [Administrator P70]

Training

The center established a residency program, with comprehensive CAM
training. This part of the program was judged by most commentators,
including those who participated in it, to have gone well.

I had no direct experience in CAM, but everything that I was
learning was through the acupuncture piece. Just the two of us;
two brains are always better than one . . . [Training in herbs was
also] part of the fellowship . . . we would, on a weekly basis, have
a several-hour intensive course in herbal background, theory, and
pharmacology. [IM Provider P11]

From an educational standpoint, I got an excellent education
from [the director] on herbal medicine and on the integration of
CAM with medicine, how it theoretically should work. I [also]

had the opportunity to do the acupuncture course. [IM Provider
P11]

Some of the training, particularly for acupuncture, occurred out-
side the institution.

The director and some staff members made sustained efforts to
ensure that the in-house training component of the IM center was suc-
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cessful. In addition to the grand rounds, noon seminars, CME lec-
tures, and other internal venues, the director led a weekly seminar.

It was a once-a-week seminar that taught me about western Euro-
pean herbals and botanicals. We would meet with a very diverse
group of physicians, pharmacists, and some alternative health
[care] providers. We would each do research and talk about herb-
als and botanicals, choosing either a subject (like a disease) or a
symptom (like abdominal pain or gastritis or migraines) and then
talk about what we knew about all herbs in that category. Or
we’d talk about one specific herb. We sort of switched off. Over a
couple years we covered many, many herbs and many, many dis-
ease entities. It was a fabulous learning experience for me. [Hos-

pital Provider P42]

External Training/Education Efforts

The education program also involved a large amount of activity out-
side the institution, such as giving presentations at both the local and
national level. Because the center was an innovative program, it quickly
gained a reputation in the IM community. The seminars were well-
attended events.

I participated in one talk that [the hospital] put on, where there
must have been 500 people from the community who came.
[Expert P37]

Research
The original research plan was to set up the center to collect out-
comes data on patients. The educational arm of the center trained fel-
lows in research and teaching skills. Some had previous training in
health services research, and the center also began to prepare research
proposals.

The director was able to secure funding for a study of CAM and
hepatitis C. In addition, the director participated in research with a
team outside the hospital that was awarded a large NCCAM grant.
The director also began to develop research projects with local col-
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leagues outside the center. But the research that eventually came about
was not that which was conceived in the original plan.

Evidence-Based Practice and CAM/IM

Some respondents asserted that hard scientific evidence, such as that
provided by randomized controlled trials (RCTs)—the gold standard
of biomedicine—would be necessary to establish CAM’s credibility in
the biomedical community. Those who voiced this perspective stressed
the issue of efficacy. From their vantage point, CAM needed to be
tested and quantified.

[CAM needs] the same standard of evidence that I need for clini-
cal trials. Things that I use all the time. The best are the random-
ized controlled clinical trials. That’s the standard that we hold
ourselves to all the time. [Hospital Provider P87]

Physician perspectives about evidence-based medicine, however,
were broad and included approaches that were more patient-centered.
Some providers were willing to reduce the burden of proof for CAM.
They were willing to accept quality of life outcomes over life expec-
tancy for massage patients with end-stage cancer.

I don’t know anything about massage therapy. I can’t really
believe that it’s anything other than having a wonderful placebo
effect . . . maybe 'm just not familiar with the data. If someone
told me that there is actually data to support the fact that people
live three days longer with metastatic cancer if they got a mas-
sage, gosh, three extra days at the end of your life sounds good. If
there was just some tangible proof. [Hospital Provider P88]

A minority of providers were reflective about biomedicine’s limi-
tations and flaws. These providers were aware that scientific results are
often suppressed if they could have a negative impact on established
paradigms or on a company’s reputation or a product’s marketability.
They were also aware that when long-standing biomedical practices are
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subjected to the scrutiny of RCTs, the outcomes sometimes contradict
decades of false assumptions and deleterious effects on patients’ health.
Respondents noted that as CAM practices are subjected to the rigors of
scientific testing, some are meeting these criteria and then are adopted
into biomedicine.

Some traditional physicians were open to using CAM without
hard scientific evidence. They supported its use without such evidence
either as a last resort or because they had experience with a particular
CAM protocol to which their patients responded well.

I've used it as an adjunct to less than satisfactory pain manage-
ment overall. It’s something I'm willing and happy to use, but it’s
out of desperation. It’s not a fair analysis or opportunity for me
to say how good it is. I trust it when I've read that it helps relieve
[pain] sometimes, so 'm willing to accept that. It certainly isn’t

going to hurt. [Hospital Provider P87]

Some biomedical providers took a more pragmatic approach and
frankly didn’t care if there was scientific evidence to support CAM.
They were open to it if it would help their patients.

I don’t have to know how it helps. I don’t have to have the sci-
ence. I really don’t care. It’s not what I'm interested in. But I need
to know it’s there and that it’s available and that there are people
who are experts in it who can see the patient. It would have been
useful to refer patients there. [Hospital Provider P38]

Yet others made it clear that, to be accepted by the establishment,
CAM must legitimize itself using the same research methods for evi-
dence that are used by the dominant institution, biomedicine.

The IM center was forged, in part, to address this issue by gen-
erating evidence-based research on CAM. The director was dedicated
to broadening CAM’s evidence base and was planning to conduct pro-
spective studies.

Our mandate from the beginning was to explore, through an
affiliation with [the hospital], using their staff resources when-
ever and wherever possible, the benefits of integrative medicine,
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and, specifically, original research into botanicals to create new
herbal products that would overcome the prejudices of the medi-
cal establishment by being patented and proven by clinical trials:
first in vivo, second in vitro, third with human clinical subjects.

[Expert P10]

The center wanted to avoid Food and Drug Administration
(FDA) politics by not engaging in research that had anything to do
with cancer, AIDS, or infectious diseases, and to limit its research to
over-the-counter remedies. The purpose was to increase public aware-
ness that natural medicine may be very effective and safe, as well as
cost-effective.

Some biomedical providers noted that an evidence-based approach
to CAM would provide an effective marketing tool. The need for evi-
dence was also considered to be related to third-party payers for ser-
vices—to provide evidence to gain reimbursements for CAM.

They don’t reimburse any herbal supplements. Let’s say that it
does work and it would actually be cheaper. But it’s difficult to
get the study to prove that it works and, second, you can’t get it
reimbursed because there’s no proof. So you see that catch-22?
[Administrator P64]

Many of those interviewed stressed the importance of establish-
ing evidence-based data for CAM to assuage safety concerns.

I¢’s either effective or it’s not effective. That’s very nice. However,
I would settle for a body of evidence that it’s safe to take, that it
doesn’t have a drug interaction with the things I'm interested in it
not interacting with, and that it has some either hypothetical or
experiential benefit to treat the diseases I'm interested in treating.
[Hospital Provider P88]
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Competition and Referrals

The hospital’s organizational structure fuels competition between its
two cadres of providers: salaried faculty and freelancing private attend-
ing physicians. The IM center, therefore, entered a very competitive
environment. And competition came from outside, too, as the center
was established in an area that had a multitude of CAM providers and
biomedical institutions.

External Competition

The IM center faced stiff competition from myriad small private prac-
tices and minor competition from local medical centers. The private
practices included high-cost providers that catered to celebrities and
depended on them to increase their market share. A host of CAM
businesses operated in the city, including a wide range of small, low-
cost providers in the nearby predominantly East Asian neighborhood.
In addition, the hospital is bordered on the north, west, and south by
competing medical centers. Finally, other hospital-based providers also
offered CAM services. Patients who had previous positive experiences
with any of these other providers might have been disinclined to seek
care from the center’s CAM providers.

The problem was that a lot of patients who might come to see the
doctor already have an outside acupuncturist. That became very
difficult, because we would want them to work with the acupunc-
turist and they would say, “No.” So they were really coming to see

us as private physicians, but that doesn’t build the whole center.
[IM Provider P2]

There wasn’t a lot of integrative medicine actively happening
inside the walls of [the hospital]. But clearly, around the periph-
ery, a lot of private practice type stuff, a couple of the private
attendings who work in the towers, the medical office buildings
attached to the hospital, two EMT guys got in a traditional Chi-
nese medicine practitioner and a chiropractor. In our catchment
area there are just a lot of alternative medicine practitioners, inde-
pendent freestanding solo practitioners. [IM Provider P3]



Implementation and Operation 71

To understand the referral process among CAM and IM provid-
ers, and to determine whether CAM providers in the catchment area
had any knowledge of the IM center’s existence, we conducted face-to-
face interviews with a snowball sample of 41 CAM providers. Table 4.1
describes the distribution of CAM modalities in this sample.

Awareness of the Center

Sixty percent of the CAM providers in this group had heard something
about the IM center; however, most had only cursory knowledge about
the services the center provided. Some were aware of its research com-
ponent; a handful knew about the center through its director.

About half the CAM providers who had heard of the center had
negative opinions about it, ranging from complaints about large hos-
pital settings and politics to logistical issues such as parking problems
and the lack of IM center providers’ availability.

It’s a huge organization. What I know is there are the politics and
now the organization of this. Parking is a terrible thing. The envi-
ronment has to be much more friendly, like any outpatient clinic
has to be much more friendly. [CAM Provider P1]

Table 4.1
Distribution of CAM Provider Modalities

CAM Modality n
Doctor of Chiropractic 7
Integrative Medicine Doctor 6
Licensed Acupuncturist 7
Naturopath/Herbalist 5
Massage Therapist 7
Other 5

Homeopathic (not MD) 4
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Half of the CAM providers said they would need more informa-
tion about the center before making any referrals.

I would actually have to know more about what the center does.
But right now, I'd never refer anyone there, because I don’t know
what they do. [CAM Provider P20]

Referral Process

While a few providers believed that the “pie was big enough to share,”
more were threatened by potential competition from the IM center
and, consequently, would not refer patients there. Further, respondents
reported that they thought the center was providing services that estab-
lished CAM practitioners were already providing.

I don’t feel it’s as accessible to a practitioner like me. I mean, that’s
a place where, if I sent a patient, I might expect to never see them

again. [CAM Provider P4]

The kind of work they were doing was duplicating what I do in
conjunction with the referral base that I have. So, for instance, if
I were seeing someone who I felt needed western medication for

pain or some other intervention like biofeedback, I have my own
sources for all that. [CAM Provider P2]

Other providers attempted to build relationships with the center
but encountered availability issues.

I was asked to contact someone there, and he and I played phone

tag for a while. I never pursued it anymore because I felt like I
didn’t get a lot of feedback. So I don’t know a whole lot. [CAM
Provider P5]

Many of the external CAM providers were wary of potential com-
petition from an IM center and made disparaging comments about
large hospitals. However, they wanted to hear more about the center
and its model, and seemed open to possible future connection with it
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if more information were available to them about the providers and the
modalities offered.

If T knew the doctors who worked there and if they have a good

reputation . . . . I would like to know what they do, then, yes, of
course I would refer patients to the IM center. [CAM Provider
P10]

The CAM providers’ referral process consisted of a decisionmak-
ing tree motivated by push-and-pull mechanisms and hindered by
obstacles. Figure 4.2 illustrates these driving forces.

In summary, the perceptions that outside CAM providers had
about the IM center, their lack of knowledge about it, and the obstacles
identified in the referral process conspired against the center’s receiv-
ing patient referrals from local CAM providers. Essentially, no viable
network was established with these stakeholders.

Figure 4.2
CAM Providers Referral Process

CAM Providers Referral Process
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Internal Competition

Like most academic medical settings, the hospital, with its fairly rigid
internal hierarchies, fosters internal competition among staff, including
among types of providers. Competition is particularly marked between
the full-time faculty (who ostensibly earn a certain salary regardless
of patient volume because they also teach, although that appears to
have changed in the present medical economic climate) and the private
practice attending physicians (who generate their own income and gen-
erate a profit for the hospital). A third group of providers, who are hired
on contract (e.g., emergency care) and practice at a distance from the
internal hospital hierarchies, appear to be less affected by turf issues.

At [the hospital], when a new program starts, they want to be
very careful not to take business away from the attending physi-
cians. [The hospital] has people who are on staff. They have 800
people in the community who have privileges [to admit patients].
They are a powerful lobby. When anything new at [the hospital]
is starting, there’s a lot of concern about not taking patients away
from those doctors. Their income and their livelihood are tied to
how many patients they see. [[MM Provider P17]

The salaried faculty generally prefer to keep CAM treatments in-
house, providing them in their own departments; however, their fear
of the IM center as competition was potentially manageable through
building reciprocal referral paths and collaborating on grants. Of the
two groups, the private attending physicians had the most to lose by
referring their patients to an IM center run by an internist with other
internists and a doctor of osteopathic medicine (DO) on staff. The
attending physicians might fear that the center would “steal” their
patients.

Not all providers saw the center as competition. Some saw it as
providing care that drew on a different market or providing services
that were different enough from the care they provided to be non-
threatening. Other providers noted that the center was not a threat to
them, because they offered these services themselves and, therefore,
would not refer patients to the IM center.
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I use it [a particular combination of herbs] on a lot of patients.
But I've got experience with it, and I would prescribe that myself.
[Hospital Provider P81]

Fear of competition had never prevented the hospital from insti-
tuting something new.

The IM Center in Operation: A Profile

Personnel and Staffing

At the peak of the center’s operations, the staff consisted of the inte-
grative MD director, a fellow MD trained in acupuncture who gained
junior attending status several months after the clinic opened, another
fellow MD, an osteopath, two part-time acupuncturists, a part-time
massage therapist, a nurse, and an administrator. The front desk recep-
tion phones were answered by a call service located elsewhere, and bill-
ing was contracted out to the main hospital.

Physical Description of the Center

The center consisted of a rented suite of three exam rooms in a building
adjacent to the hospital complex. According to accounts from admin-
istrators, providers, and patients, the space was inadequate to accom-
modate the providers or all the patients.

You had conflicts with provider schedules; you had limited room
as far as how many exam rooms we have to see patients. We at
times had to borrow exam rooms because there was just not
enough space that we had allocated when providers were together
to see all the patients. [Administrator P20]

Providers worked in cramped quarters and had to convert exam
rooms into offices. There was no private consultation space—staff could
use the conference room if it was available. The lack of space meant
that the center could not expand and accommodate more patients.
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The décor and ambience were clinical and sterile, according to the
providers who worked there. The sense of integration in terms of the
physical space was nonexistent.

The ambience, the environment of the place was so clinical and
obviously, yes, you are in a hospital. But this was supposed to be
a place for people to come to forget that they were going through
chemotherapy treatment. Or to forget that they had horrible
bouts of IBS or they had horrible pain. I learned about color ther-
apy and music therapy and all these wonderful things that we
should have been using. Instead we were just given this tiny little
place with these three little offices, and sterile everything. [IM
Provider P50]

In the IM paradigm, spatial layout is an important issue.

From a feng shui point of view, it’s wrong. I think you need to play
music. You need candlelight. You need so many things to make it
really integrative. We still were operating in a very western clini-
cal environment, where everything was very medical and sterile,

and it wasn’t integrative to my taste. That's my feeling about it.
[IM Provider P24]

Space issues also affected the ability to train and teach. By the
second year, virtually no medical students came through the center,
although many asked to do so. Training was impossible because the
clinic was so small there was no room for additional bodies.

IM Center Patients

The patients were major stakeholders, so it is important to consider
their opinions of the center and of CAM in general.

Patient Sample

We conducted telephone interviews with a random sample (n=40) of all
patients (n=1,146) referred to the center over a three-year period (see Table
4.2). To capture potential differences across illness types, we stratified the
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Table 4.2
IM Center Patient Sample, n=40

High user Low user

(= 7 visits) (1-6 visits) Total
Cancer 4 4 8
Pain 5 5 10
Symptoms/Conditions 7 7 14
General health/checkups 4 4 8
Total 20 20 40

sample by presenting problem and high or low service utilization. We
used a random number generator with SAS software to select patients
to contact. As in national data on CAM use, these patients were pre-
dominantly white (85 percent), female (85 percent), and 40—60 years
old.

Health Care Choices

Why Patients Seek CAM/IM

Our findings were similar to those of other studies published in the
United States, the United Kingdom, and Australia. Patients sought
CAM to avoid the use of pharmaceutical drugs or because they felt
that conventional biomedical treatment had a limited effect on their
health problems. These concerns appeared to have contributed to their
dissatisfaction with traditional biomedical care.

I had breast cancer and a stroke and I was in my late 60s. I felt
like I was going downhill. My primary care doctor kept saying,
“But you're healthy,” and I kept saying, “But I don’t fee/ good.”
I started going to a community meeting that I saw in the paper
about alternative health care and at one of them I just raised my
hand and said, “Does anyone know of a medical doctor who does
integrative medicine?” [IM Patient P14]
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Most patients referred themselves to the center. The majority of
these proactive patients wanted a biomedical physician with an inte-
grative approach—somebody who combined a western and eastern
approach to medicine; others reported that they had an affinity for
homeopathy or preferred a “natural” approach.

Many patients learned about the center through their social net-
works of friends, family, and acquaintances. Some patients sought
referrals within CAM-based social networks, such as health food
stores, alternative community directories, vitamin manufacturers, or
well-known CAM gurus on the book-selling and lecture circuit. Other
patients heard about the center from the in-house lecture series and
internal exchange systems, or were referred by staff physicians.

Why Patients Chose This Hospital for CAM Care

Few patients mentioned the reputation of the hospital, which is consid-
erable, as the reason they sought care in this particular center. Instead,
it was the reputation of the center director or the IM model of care that
attracted them.

I didn’t choose [the hospital]. I chose [Dr. X] because I wanted a
medical doctor. I didn’t want to just go to a naturopath or some-
thing. I wanted a medical doctor who could do the things that
were different than my primary care doctor could do. [IM Patient

P14]

Some patients wanted to broaden their health care by being able
to incorporate both biomedical and CAM approaches, recognizing
that each has limitations. For others, an IM environment provided a
biomedical safety net; in other words, the IM model made CAM care
“quackproof.”

I wanted to try alternative methods, but I wanted an MD as well,
somebody who would have knowledge of both. That was very,
very important to me because I did not want to go off with some-
body on an alternative path who—I don’t want to say quack—
but who might not be very well grounded in traditional medicine.
I wanted somebody who knew both sides of the coin, who could
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suggest alternatives to me but . . . also had the western medical
background, which is important to me because I grew up with
it. So using that as sort of the backdrop while then exploring the
unknown other side. [IM Patient P17]

Convenience and access were not critical factors in patients’ deci-
sion to go to the center. However, previous treatment at the hospital
was a significant contributing factor; either because they were “com-
fortable” with the hospital or because they had established long-term
relationships with various staff physicians. One respondent was born at
the hospital.

Presenting Problems

Chronic conditions—often multiple chronic conditions, such as fibro-
myalgia or migraines—were the primary reasons that patients visited
the center. Few patients initially entered the IM center because of an
acute illness episode, although some came to the center for postopera-
tive care. The majority of the patients were seeking care for multiple
health concerns or for health maintenance.

I had a ruptured disc and had surgery. 've been in pain ever since.
It flared up all other kinds of problems. I had fibromyalgia, irri-
table bowel syndrome—you name it—shingles at the end. [IM
Patient P9]

We actually wanted to begin a relationship with a doctor there
as far as getting a physical and just general health maintenance.
That was what took us there, from the perspective of just having
an ongoing health maintenance program. [IM Patient P31]

Patient Integration

About half the time, patients who saw a CAM/IM provider were also
seeing a strictly biomedical caregiver. Overall, the key factor in whether
patients decided to see a CAM or western biomedical provider was how
they categorized their condition; that is, its severity and intractability.
They tended to seek western medicine for serious or severe conditions or
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illnesses and mechanistic care (e.g., surgery)—what one patient called
“fender work” or “nuts and bolts” health care needs. If their condition
did not respond to those kinds of care, its persistence increased the
odds that the patient would cross over to another medical model.

[Making a decision about the type of provider to see] is com-
plicated. It depends on the problem, who’s available and what I
feel like doing, and who I think will handle it best. Then other
times, I will go to three people if the problem still continues. [IM
Patient P35]

Biomedicine and the Hospital Environment

The majority of the patients preferred providers who were physicians
with training in western medicine but, as medical consumers, they
wanted more choices than western medicine offers. The patients in our
hospital-based sample also cited the efficacy and appropriateness of
western medicine, particularly if they had significant health problems
or needed to “be put back together again.”

They provided me with a knowledge about things I knew nothing
about that I wanted to know more about. I wanted someone who
was also a medical doctor because of my extensive health issues.
I’'m on a lot of drugs. I have thyroid problems; I have high blood
pressure. [Dr. X] has me on red yeast rice to lower my choles-
terol as opposed to Prylosec, which I love. She’ll always give me
options. [IM Patient P1]

Patients also felt that the biomedical approach provided a frame
of credibility and increased their sense of comfort and safety.

It was a comfort level from having grown up with western medi-
cine. So I used that as a sort of backdrop while exploring the
unknown on the other side. [IM Patient P17]

In addition, some patients believed that the biomedical and CAM
interface was critical, either because of the seriousness of their condi-
tion or as a practical means of integrating their care across various
providers.
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Summary

The clinic was established as a for-profit outpatient clinic. It was admin-
istratively housed in a foundation but was a separate professional cor-
poration. This PC was created to shield the center from the Stark regu-
lations that prevented the hospital from owning such a clinic. However,
the use of a PC was also partly dictated by the expectation that the
center would be profitable and this structure would encourage the IM
providers to see more patients and earn more money for themselves and
the center.

No formal marketing plan was constructed. Within the hospital,
the main marketing strategy was through educational programs (lec-
tures and grand rounds). Externally, the clinic was constrained by the
lack of a marketing budget and by hospital restrictions on where and
how it could market itself. The main method of marketing was presen-
tations to local groups.

In the original plan, the center included a CAM research com-
ponent that would conduct health services research on outcomes as
well as research on herbal products. This did not happen, although the
center did become involved in research projects with other units and
with an outside organization.

Although IM providers did not receive academic appointments,
the center was involved in considerable academic activity. It estab-
lished a residency program with comprehensive CAM training, and
staff participated in extension lectures, presentations, and rounds. The
center was not able to develop a referral base among the local CAM
community. Its referrals came from within the hospital, and they were
limited.

At its peak, the IM center staff consisted of the MD director, a
fellow MD trained in acupuncture who gained junior attending status
several months after the clinic opened, another fellow MD, an osteo-
path, two part-time acupuncturists, a part-time massage therapist, a
nurse, and an administrator. The problem of credentialing the CAM
providers limited who could be employed. The clinic was housed next
door to the hospital in a modest setting that had inadequate space for
its services.
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The patients who visited the IM center resembled those in the
general literature on CAM use. They sought CAM to avoid the use
of pharmaceutical drugs or because they thought conventional bio-
medical treatment had had a limited effect on their health problems.
Chronic conditions, often multiple chronic conditions, were the pri-
mary reasons patients visited the center. Most were drawn to the center
by the reputation of the director and/or the IM model of care.



CHAPTER FIVE
The Demise of the Center

Two years into the center’s existence, the financial losses were such that
the hospital administration began the process of shutting down the
center and the corporation. The program was restructured within the
Department of Medicine in 2001 and ceased to exist as an indepen-
dent center at that time.

Financial Mission: “Stop the Bleeding”

Despite the board’s insistence that loss-leader programs can be sup-
ported if they meet a perceived community need, programs that fail
to contribute to overhead are more likely to be eliminated, especially
given the hospital’s current financial shortfall. In 2000, the first step in
attempting to turn the center around financially was to piece together
its initial business model and financial expectations. Two finance and
management specialists were mandated to stem the center’s future
financial losses and reduce the previous year’s deficit.

This thing is bleeding to death, which at the end of the day
impacts the entire organization. Get the bleeding down to [X
amount of money]. It’s still a for-profit corporation, but find a
way to realign what’s happening here with the expenses and the
revenue, and only have it lose X dollars. [Even in] a not-for-profit
organization, you have to make money. In not-for-profit, you take
that profit and you put it back into the organization and you buy
capital equipment, you do renovations, you do whatever. In a for-
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profit corporation, first they pay the shareholders, then they take
what’s left and roll it back in. This is about either making it lose
less or killing it. [Administrator P39]

The first goal was to streamline the center’s structure by reducing
its costs while keeping it in the same location. The hospital administra-
tion reduced the center’s rent and the number of staff and providers,
and the center attempted to increase its patient volume. However, a
paper-based reduction of losses was insufficient. In fact, this approach
may have been particularly unacceptable, as these losses would have
to be “eaten.” The board directive to the administration was to get the
deficit down to a set dollar amount, and they did achieve that target.
But the institution overall was not hitting its financial targets, so the
board decided to cut programs that were not breaking even.

Some center staff members considered management’s finan-
cial goals to be unrealistic, because the requirement for increased
patient volume did not include necessary increases in space. The staff
also believed that the center was not given enough time to produce
a profit—they improved their numbers in the six months they were
given, but the center was still closed.

At this point, the shortcomings of the center became obvious.

We were basically looking at the model to see what was wrong
and why it wasn’t working. Essentially, the numbers just didn’t
add up. It was set up with high-priced labor. Labor was much
higher than you could afford, than reimbursement would handle.
The environment that it was set up in was not really that condu-
cive to this type of product. And it just didn’t have the volume to
support the overhead and the expenses eventually. The decision
was made six months later just to close it down, because we just
weren’t making it. And it would never work. It would never work
here at [the hospital], is the bottom line, in that current model.
[Administrator P32]

So despite the changes, the outlook was grim for the center.

It’s pretty clear [that] this is never going to make any money. It’s
always going to need to be supported. And then you start to look
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at how much effort you put into this pipsqueaky little program.
How much time is it taking compared to cardiovascular surgery,
which yields a contribution to overhead of millions? [Administra-

tor P39]

The recommendation from the hospital administrators was to
close down the corporation.

There’s no joy in killing. You probably lose more money than
people would in a real business, because we spend an awful lot of
time trying to figure out how to save it. This thing should have
probably been killed far earlier on, and we lost a lot more money
because of a well-intended good effort. [Administrator P39]

Restructure

In 2001, the program was severely scaled back and restructured in the
Department of Medicine, which suggests a question about the devel-
opment and implementation of the center’s business plan. Why was it
now possible to see IM patients within the hospital’s Department of
Medicine?

Its a mothballed program, basically. It’s still kind of operating.
People go visit the battleship. They’re walking around it and
seeing all the things it used to be, but it’s a shell of what it was.
[Administrator P52]

Reactions to the “Kill”

The board was disappointed but accepted the decision to close the PC
and restructure the center. In some cases, however, members were deny-
ing the reality, that “restructuring” was in many ways a euphemism for
permanently mothballing the failed enterprise.

I fele like an advocate, but I wasn’t a strong, active one. Many
of us were. In fact, when it was cut back, there was a little groan
around the room. I think the board was very hopeful that this
was going to be successful, and, really, the whole plan was to go
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into it with a lot of optimism, so it was a disappointment that it
didn’t work, but we understood. There were some members who
felt it was a bad idea to close it down and wanted that not to be a
final decision. [Board P22]

Some of the hospital staff believed that the center had exceeded
expectations because the implementation process involved certifying
and securing hospital-wide privileges for the center’s staff, which con-
tributed to a significant cultural change in the hospital’s attitude toward
CAM. The center changed the perception of the medical staff and the
mindset of some providers: Before the center’s creation, no CAM pro-
viders were employed at the hospital; afterward, CAM providers were

privileged as allied health professional staff, and they are now formally
acknowledged by the MEC and the board.

Contributing Factors to Closure

The internal factors contributing to the decision to shut down the cor-
poration included a perceived lack of resistance to the center’s closure
among hospital staff. As the hospital faced shrinking margins, pro-
grams that were costing money were recognized as a double handicap
in terms of space and financial resources.

As a PC, the center was unable to use cost-shifting to absorb
or buffer its losses. These losses could have been anticipated, as most
hospital-based IM centers have not been big moneymakers; but the
original task force seems to have overlooked the financial shortfalls of
the IM programs it visited, focusing instead on studies documenting
high rates of CAM use (which they failed to realize were not, for the
most part, provider-mediated). There was a belated recognition that
most hospital-based IM programs are not making money.

I went to a conference in Hawaii run by Eisenberg two years ago,
specifically on setting up integrative medicine centers. Ninety
percent of all these medical centers were not making any money.
I think it’s very hard with insurance today to accept all insurances



The Demise of the Center 87

with big companies doing the billing who maybe don’t know the
specifics of the billing. [Hospital Provider P42]

Also, the systemic problem of integrating a cash-only clinical
model into an existing medical system’s mixed-payer reimbursement
structure was not unique to this IM clinic. Providers who order an
MRI for headaches can get insurance reimbursement, but if a CAM
provider offers manipulation for headaches, there will be no reimburse-
ment. So accepting insurance is problematic with current billing codes,
which makes the integrative approach systematically problematic.

The administration hurt the center by trying to make it a cash-
only venture. Patients on Medicare were not willing or able to pay
cash. If a service such as massage is available in physical therapy and is
covered by Medicare, why would patients come to the center and pay
for it themselves?

These broader problems were compounded by the hospital’s
planned expansion into a new building, which meant that it needed
space. One solution was to free up space by eliminating programs that
were not financially productive. Without a groundswell of support
from the medical staff or a large consumer demand, the center didn’t
get much support in this climate of change.

The inadequate space allocated to the center further jeopardized
its viability, and the hospital environment detracted from its potential
for success because of inflexible system-wide policies and bureaucratic
structure.

The environment, as far as the setting itself, was small, it was
crowded, it was an afterthought. It didn’t have enough room. It
wasn’t private. It really isn’t conducive, in my mind, to having a
physical site to do integrative medicine. [Administrator P32]

There was also an increased fear of litigation for the IM center and
a perceived need for increased vigilance and risk management because
it was providing nonbiomedically based health care. The institution
wanted MD oversight at the center, which was impractical and greatly
increased costs.
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Summary

The key factors that contributed to the center’s demise and restructur-
ing were financial, location, market share, image, normative patient
expectations, and medical, as well as broader culture mores. The center
was housed in an area adjacent to neighborhoods with high rates of
both low- and high-end competition, which led one interviewee to
speculate that it “lacked the guns” to compete. However, the problem
of stiff competition is not unique to this IM center; it is a risk for any
medical start-up that lacks the ability to acquire or merge with a lucra-
tive established enterprise.

But maybe one of the messages is that all health care, like all
politics, is local. By way of example, we one time had a fairly sig-
nificant program in reproductive medicine going on here. Our
relationship with that individual was discontinued. We have not
had any significant reproductive medicine program here since.
And the main reason is, it’s exactly the same circumstances. This
is a business in this community that, if you wanted to start from
scratch, you couldn’t do it. There’s too much competition. If the
reports one hears from other settings, that integrative medicine
gets killed because of an internal conspiracy, that’s not the case
here at all. Not in the least. If you were to ask me the one thing
that caused the failure, I would say . . . stiff . . . competition.

[Administrator P27]

In addition to its problematic location and the competition, the
center had image problems. CAM clinics traditionally promote health
and wellness, while hospitals are associated with disease and illness,
so the hospital association was a detriment in this sense. Locating the
center in a small, unattractive space that lacked any CAM or spa-like
ambiance also contributed to its failure.

Also, because it was not viewed as a winner, the program was less
attractive to the hospital as a candidate for philanthropy.

From a policy or philosophy standpoint, we don’t try to use phi-
lanthropy to shore up otherwise failing enterprises. We use phi-
lanthropy to provide value added and enhancements, and take
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something that could do okay and make it great. [Administrator
P27]

The impact of the internal conflict about images and expectations
also should be examined as possibly contributing to the center’s failure.
Could CAM fit into the institution’s ethos of “leading the pack” And,
perhaps more important, is it possible to reconcile the image of a pres-
tigious hospital with the promotion of nonconventional practitioners?

Our culture, if you listen to the ads that we have, is about integra-
tion, excellence, leading the pack. That’s our tag line. It doesn’t
fit. It can have a subline: If you ever need any of these things, then
we have this program you can go to. But it doesn’t meet “leading

the pack.” [Administrator P39]

What is also clear in this case study is that the top levels of the
hospital hierarchy and the administrators who created the IM program
did not agree on its definition.

A very interesting point that I think is a key issue [is] that every-
one has a different image of what this program is going to look
like. Is it going to be doctors in suits with acupuncture needles? Is
it going to be wild African tribesmen with briefcases?

Is it going to be chiropractors coming in from the chiropractic
college, doing admissions in the hospital? There’s lots of scenarios.
Everyone’s going to have to sit down and really lay their cards on
the table as to what their expectations are. Getting everyone’s
images out on the table. [Administrator P30]

The clash of images illustrates the cultural tensions that may be
implicit in the acculturation process of integrating CAM and biomedi-
cine. It suggests the need for long-term support if an IM center is to
eventually surmount these problems and succeed.

But despite the significant financial losses and the ultimate demise
of the center, some people still see it as a venture that added to the
institution.
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I really think that we did a great job of planning, despite the
outcome. I think we did a great job of getting board and admin-
istrative and medical staff understanding. We didn’t rush it. Of
course, it is different now than when we started doing this. It was
more of a model for change, generally, rather than specifically
about CAM. It was a good model. We took our time. We got the
appropriate body and support. We did the scientific literature and
the site visits. For a radical change, which was radical in an insti-
tution like that, I think that was an excellent process. I think we
had a model that was appropriate for who and what we were. We
weren't trying to be different than our mission and our character.
It just turned out that there was no market for it, although we
thought there was. We wanted to have a model by which the prac-
tice of medicine could be changed. And, conversely, the practice
of CAM could be changed. We were essentially an alpha site for
the concept of integrative practice. [Administrator P13]



CHAPTER SIX

Evaluation

In Chapter Three, we told the story of the planning for the integrative
medicine center (IM center); in Chapter Four, we described the imple-
mentation and operation of the center; and in Chapter Five, we told of
the center’s ultimate closing. These chapters were intended to be pri-
marily narrative and descriptive. In this chapter, we present an evalu-
ative discussion of the results of our stakeholder analysis. We assess
outcomes and the impact of the decisions and forces that shaped the
center’s creation, operations, and eventual demise. These results form
the basis for our conclusions in Chapter Seven.

Legal Issues

Legal issues were responsible for shaping the center as a private corpo-
ration under the foundation.

The Decision to Incorporate

The Stark regulations (described in Chapter Three) presented serious
impediments to establishing an IM center as part of a private hospital
and provided motivation for creating the center as a professional cor-
poration (PC). But the PC structure did more than circumvent the
regulations against the corporate practice of medicine; it provided a
strategic way to increase revenues and corporate salaries. From a risk-
reduction vantage point, the PC eliminated hospital liability for CAM/
IM services and for any financial losses. At the same time, it protected
the center from Medical Executive Committee (MEC) oversight and

91
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hospital-wide salary caps. The PC model also would allow the center to
tie provider bonuses to patient volume. Finally, this physician-friendly
corporation would have been able to offer stock options.

The center’s creators anticipated that incorporating the IM center
would provide regulatory shelter and support an entrepreneurial corpo-
rate structure to increase physician incentives, but it also brought extra
costs, particularly for start-up. For example, the center could not take
advantage of the hospital’s preexisting salary structure and had to pay
for items such as rented space, a billing service, and extra insurance.

That’s where a lot of our financial burden came in, because we
had to replicate a lot of stuff that the hospital already had. [IM
Provider P5]

Credentialing and Licensing

One of the center’s legal successes was to design and implement policies
and procedures for credentialing and garnering hospital privileges for
CAM providers, a significant challenge in the administrative structure
of the hospital’s medical system. Given the importance of this issue,
and because of the difhiculties that arose, we discuss it separately. The
administrators decided to use only licensed practitioners, which meant
they had to address both state and local regulations.

State-level certification of CAM providers in California was a
particularly difficult issue for the center’s acupuncture care. While chi-
ropractors are licensed at the state level, acupuncturists can be licensed
nationally or at the state level. However, in California, acupunctur-
ists must obtain a California state license, which requires a four-year
master’s degree in traditional Oriental medicine, even if they already
have a national licensure.

In addition, local regulations affected the IM center’s hiring of
massage therapists. There is no national certification or educational
requirement for massage; therapists register with the police department
and acquire a business permit in the city in which they practice. The
hospital is technically in city X but is adjacent to cities Y and Z, so IM
center massage therapists often needed to acquire multiple city-specific
permits.
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The decision to employ only licensed CAM providers excluded
some common CAM modalities, such as naturopathy, whose prac-
titioners were not licensed in California until 2006 (although they
were licensed in 17 other states). Thus, the center’s hiring process was
influenced by whether a provider had a license or permit. For exam-
ple, one CAM provider was hired because he held dual licensure while
other providers, with whom the director had worked and whom she
respected, could not be hired because they lacked the necessary exter-
nal credentials.

Internally, establishing a functioning IM center required the
design and implementation of a credentialing process for allied health
professionals. The center’s developers implemented a program that
established “rules, regulations, procedures, and policies” for creden-
tialing CAM providers within the hospital. This seemed like a small
matter, but it was a significant success of the IM center enterprise. The
program has been adopted by other hospital centers; for example, by
the cardiac center when it wanted to hire CAM providers.

Before this happened, nobody on the [hospital] staff was a chi-
ropractor, massage therapist, acupuncturist; it was not available.
Today, it’s available. [CAM providers are] on the allied health pro-
fessional staff. They've formally been acknowledged by the Medi-
cal Executive Committee and the board [so] that these kinds of
people can exist [within the hospital]. There’s an approval pro-
cess, an application process, and a privileging process . . . in place.
[Administrator P13]

Business Plan

Along with the legal factors, the business plan (or lack thereof) had
a tremendous impact on the center. From the very start, the business
plan proved to be problematic. The plan’s most significant—and per-
haps fatal—flaw was that it was structured on faulty premises and
assumptions.
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Within the first 18 months it was [assumed that the center was]
going to be grossing a million and a half dollars. It just wasn’t
going to happen. [Provider P1]

The other assumption was that they would get an economic return
on a visit. However, they did not realize how few patients they could
run through the space that was available. The expectation that it would
take less than two years to become very profitable was not realistic.

The task force used the following assumptions to create the busi-
ness plan: high patient volume (based on reports of high levels of local
CAM use); high levels of in-house referrals; strong revenues; a large
population of CAM adherents willing to come to a hospital for their
CAM care; and a single-payer client who would be willing and able to
pay for visits with cash, regardless of potential insurance reimburse-
ment. These false assumptions led the task force to conclude that a
large local medical niche market existed and the hospital could tap into
this parallel revenue stream.

The task force and the board may have misinterpreted the data
about high rates of CAM use when they established the IM center.
In particular, the majority of the CAM modalities in the 1993 Eisen-
berg, Kaptchuk, and Arcarese study were not provider-mediated (e.g.,
herbal supplements), meaning that an IM center would not profit from
them.

The data on the number of people using CAM and the amount
spent on CAM is the biggest falsehood that has caused all of these
people to make the wrong assumptions. All these money numbers
come out, and everybody who’s starting an integrative program
has dollar signs in their eyes. That is the only reason that integra-
tive medicine made its way into the hospitals. [IM Provider P11]

In the center’s business plan, this misinterpretation was further
compounded by the attempt to emulate an existing local model that
catered to a single-payer population of entertainment industry elites
and other wealthy clients. Moreover, the business plan assumed and
expected that providers with this kind of patient base would refer
patients to the newly formed IM center.
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[They thought that] these very well-to-do doctors who are seeing
hundreds of thousands of patients [would] send all their patients
here. When they hospitalize their patients, they’re going to send
them to us. Then we’ll get involved with them and start collab-
orating with them and do research. We'll form this big happy
network of integrative medicine doctors, and we’ll all sing “Kum-
baya,” and we’ll make lots of money. That’s a flawed approach to
begin with. [Expert P37]

The developers failed to ground their plan with sound measures to
ensure and grow a diversified patient and referral base either internally
or externally. Internally, they did not conduct a hospital-wide needs
assessment or coordinate efforts across departments to develop and
nurture trust or to develop and sustain consistent referral patterns.

To be successful, such a program needs a patient or referral base.
The developers should also have determined whether similar programs
were making money and researched the payer mix and the services
patients were paying for, as well as what they were spending. None of
this was done.

I think the reason everybody thought alternative medicine was so
attractive is it’s a cash business. And the American public, based
upon pretty good research, was spending a lot of money on alter-
native medicine, so we wanted to get in on that. Maybe that’s the
wrong reason to start a program. There was never an assessment
of needs of each particular department or division. There weren’t
point people or representatives [who] would determine [the needs
for specific modalities for specific departments]. [Hospital Pro-

vider P73]

Moreover, the fledgling program failed to secure the kind of long-
term financial support necessary to build its reputation, referral system,
and patient base. There was no long-term funding.

Rather than pursuing market research, the business plan assumed
strong patient and provider referral bases and a single-payer client
type that would meet the goals of maximizing five full-time employ-
ees (FTEs), including a director, two acupuncturists, a chiropractor,
and a massage therapist. Further, the business model projected that
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the center would provide services to patients seven hours a day, six
days a week. The creators assumed that it would function at 50 percent
capacity during the first quarter, 80 percent by the fourth quarter, and
100 percent within the following 15 months. The financial projections
assumed “fairly brisk growth in year 1 and continued levels of high
productivity throughout years 2 and 3,” with projected payments of
60 percent fee-for-service at 6 months, 75 percent at 12 months, 80
percent at 24 months, and 85 percent at 36 months. In year 2 it was
assumed that the center would need to hire two additional part-time
CAM providers to meet “increased patient volume.” The reality was
very different: There was an inverse arc in fee-for-service payments, a
reduction in staff, and a steady decline in growth and capacity.

In addition to the unrealistic proposed growth pattern, the PC
business plan overlooked the high start-up costs and ignored the need
for long-term funding to build and sustain growth until the center
reached profitability. Each of these flawed projections contributed
to the center’s failure to thrive. While the overhead in a large, well-
established medical corporation might be able to absorb such a grow-
ing debt, the center’s financial vulnerability was ensured when it was
incorporated as a private entity without an overall vision or a realistic
and detailed operating budget, or the ability to shift costs.

If you try to start off paying full salaries for 100 percent pro-
ductivity while you’re ramping up, you're obviously not going to
make it. And somebody has to fund that, whether you get donor
dollars or whether the institution makes an institutional decision
[to] fund this for X period of time, and then if these targets and
these financial criteria [are not met], then the program is cut.
[Administrator P65]

The center’s independence as a PC hurt it and trapped it in a poor
financial state. If it had been a department in the hospital, it could have
used the hospital’s infrastructure to help offset some expenses. If it had
been set up as a regular department and affiliated with another depart
ment, such as physical rehabilitation, it could have shared some labor
costs and economies of scale, and might have fared better.
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Because of the center’s novel approach to health care, it was criti-
cal that its business model be founded on clarity of vision outlined in a
mission statement and supplemented by a detailed, workable operating
budget. But instead of a sound business model, the program had what
amounted to an approach of “build it and they will come.” This atti-
tude was noted by mid-level managers as the combined effects trickled
down to the center’s front line. From a management perspective, the
center’s business model lacked the basics to succeed: a detailed strategic
plan and a viable operating budget. These basics needed to be codified
and accessible, particularly to those running and working in the center.
To the managers, it appeared that there was no strategic plan. Also,
there was some doubt about the priority given to the center.

If they want it to be more successful, then they’re going to have
to give it a higher priority and give it some resources, and rethink

the business plan. [Hospital Provider P87]

A center within the Department of Medicine might have been
able to conceal its losses, which could have been absorbed in the depart-
ment’s overhead costs long enough to enable it to become a viable,
recognized entity. The independent center that was envisioned would
draw from a broad patient base through a multihospital referral struc-
ture, with a robust payer mix, and would be held as a corporation by
IM practitioners. This plan might have resulted in greater resilience
over time with a broader revenue base and time to grow market share,
develop marketable panache, and increase stakeholder stewardship.
However, in reality, the center drew on a small patient base in a loca-
tion with significant market competition.

Mission Statement

Adding to the difhiculties was the lack of a mission statement for the
model that was implemented. One early business plan outlined the fol-
lowing vision and goals:

* A world-class clinical program that integrates CAM therapies
with primary care.
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* A premier education component to train physicians and provide
information to industry and third-party payers on CAM.

* A research program focusing on outcome, efficacy, and cost-effec-
tiveness of CAM.

* A center of excellence as a prototype for future integrative
centers.

When the first director was interviewed for the position, the center
director was asked to produce a vision statement. The one he produced
included medicine, research, and education. This was a very broad out
line and was not used as an official document. Board members and
administrators mentioned the importance of a mission statement as it
applied to the hospital but not to the center itself. We were unable to
uncover a final mission statement for the IM center.

Image, Location, and Market Share

In addition to the structural flaws of the business plan, four key factors
contributed to the center’s lack of profitability: image, location/market
share, normative patient expectations, and medical and broader cul-
tural mores.

First, the hospital-based center lacked the ambience of high-end
CAM clinics, and it lacked adequate space. The patients were not
enthusiastic about the center’s setting and environment. They com-
plained that it was “meager,” “very boxy and institutional feeling . . . no
windows,” “old,” and “kind of plain.” But the most frequent complaint
was that it was too small. The cramped space raised privacy problems
by violating policies regarding patient confidentiality; it also disrupted
patients’ treatment experience.

Second, the hospital’s location—near a predominantly East Asian
neighborhood that offers low-cost CAM and surrounded by communi-
ties with a number of CAM providers—meant that it was operating in
a saturated market.

Third, patients may have been unfamiliar with or resistant to the
possibility of integrative care, with its one-stop shopping; they did not



Evaluation 99

embrace this proposed niche market. For example, many patients who
were satisfied with the center wanted a specific IM clinician to become
their primary care physician, derailing the planned “consultant” refer-
ral model.

Fourth, CAM may have posed too much of a threat to the domi-
nant medical mores. Tension developed between CAM and the hos-
pital, and there was a culture clash between independent practitioners
and team approaches to health and healing.

The model was such a new model that patients weren’t familiar
with it. The model was, here is an internist, here is somebody who
knows herbs and acupuncture and all these other things who will
integrate everything. And the patients were used to going to their
primary care physician for standard medicine. If they wanted
acupuncture they went to an acupuncturist; if they wanted herbs
they went to a traditional Chinese herbalist. They weren’t used
to one-stop shopping. And so it was a totally different model and
they didn’t really want to come for integration of all their medical
needs. It was a difficult sell. [Administrator P6]

In retrospect, the business model was predicated on a concept—
the blended model—that might not have been marketable to patients.
The popularity of CAM is based partially on its difference from tradi-
tional medicine. Its ambience is antithetical to that of the hospital or
medical center. But the center was never able to provide this ambience
in the space it occupied. Furthermore, CAM patients typically do not
think of going to a hospital for their care.

I'm not sure we were meeting patients’ needs. My supposition is
that, for one reason or another, our product was not, on its own,
attractive to patients.

We built an Edsel. Good car, but it wasn’t going to sell. [Admin-
istrator P12]



100 Hospital-Based Integrative Medicine

Financial Issues

One important advantage the administration had in setting up the
center was that it could offer higher salaries.

We were finding that there was a market interest in these kinds of
physicians that would bump up the salaries closer to $200,000.
We didn’t have a structure for general internists for that, and
there was no way to justify it. [Administrator P13]

Yet this advantage was partly nullified because, as a PC, the
center was required to pay the hospital for its space and was required to
use and pay for the hospital’s billing services. In addition, although it
was loosely housed under the umbrella of the hospital’s medical system
through the foundation, as a separate corporation, the center was not
covered by the hospital’s insurance. This meant that the center had to
purchase separate plans to protect the providers and the PC owners.

Added to these unexpected start-up costs were the costs of higher-
than-market salaries and inflexible labor contracts for the allied health
providers, who were guaranteed full salaries regardless of whether they
saw patients. Reimbursement for services rendered was low. Because
of its low revenues, the center began paying allied health professionals
an hourly rate. In contrast to the business model’s projections, CAM
providers were not being hired on as FTEs, and the center lacked the
revenue to increase the number of full-time staff.

Differences in coding practice between clinicians and the billing
office also created problems. While state regulations mandated the bill-
ing codes that could be reimbursed through insurance, the interpreta-
tion of and amendments made to the center’s invoices by the hospital’s
billing services further limited reimbursement.

The coding was one of the first issues. [In] the [billing] coding
book it says exactly . . . what types of diagnoses . . . you have to
have to be able to qualify . . . [so diagnoses need to be matched
with the right codes, so the issue was] how do you maximize,
legally, your profitability? The coders at [the hospital] didn’t see
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it in the same context as the [clinicians] who were providing the
service. [Administrator P34]

The internal regulations and bureaucratic mechanisms, such as
billing procedures and the requirement to accept both public and pri-
vate insurance, may have introduced insurmountable barriers to the
center’s success.

The center’s services, particularly the lengthy intake evaluation,
restricted patient volume. While the original business plan included
the equivalent of five full-time providers seeing patients six days a week,
the center was top-heavy with physicians and CAM providers, while
its patient base remained limited. The constricted revenue stream was
compounded by the lack of spin-off income. The only means of creat-
ing this kind of “high-spark” income—herbs and pharmaceuticals—
was moved to the hospital’s pharmacy department. This choked off the
only potential high-margin income for the IM center and undermined
its profitability.

Adding to the problems, the original business plan, which was
based on a cash-only outpatient center, was jettisoned. As an affiliate of
the hospital, the PC was required to accept private health insurance.

In the outpatient model we originally created, we almost didn’t
care if insurance paid. The successful models we looked at in this
area and around the country [were] cash-and-carry businesses.

[Administrator P13]

In addition to accepting private health insurance, the center was
required to accept Medicare and Medi-Cal, two low-reimbursement
payer sources. Even though it was set up independently from the hos-
pital, the center was serving hospital patients and, therefore, had to
accept Medicare. This meant that the IM center billed Medicare and
waited for payments. Also, it could only bill up to the amount Medi-
care would pay, and there was no guarantee Medicare would pay for
the service at all. At successful IM centers, patients pay cash when ser-
vices are rendered.
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[The] process is very lengthy and has alot of cost to it . . . . [Also,]
they did no mathematical analysis on how many patients they
would have to see at what I call the “Medicare rate” in order to
pay this . . . . [L]et’s say youre paying out at $70 an hour and
your Medicare reimbursement is $50. Now you know how many
patients you have to see at $50 in order to cover it. [Administra-
tor P39]

Relying on the dominant payer pools of public and private insur-
ance significantly decreased the viability of the center. Its profit margin
was already small, and the lengthy and capitated reimbursement pro-
cess for CAM/IM services further eroded profitability. The center
eventually tried to shore up the PC’s growing losses by requiring cash
payments from patients. However, this did not help. Patients were
reluctant to pay cash for their care, indicating that the hypothesized
niche market was not there. The patients expected the payment sched-
ule to be like that of the rest of the hospital. They were accustomed to
presenting their insurance card, perhaps making a small co-payment,
and getting care. The idea of paying out of pocket for services was an
unpopular one among many patients.

So who does the hospital end up with? They end up with all
these people, this 30, 50, whatever percent of people who want
to try alternative medicine in a safe environment, and yet they
don’t want to pay for it. That’s who you're getting here. You're not
bringing additional people to your hospital. [IM Provider P11]

Because of the small number of inpatient services that the center
provided, the insurance reimbursement was even more problematic.
Many of these services were not reimbursed, and hospital patients are
not likely to have their wallets with them when services are being ren-
dered. Again, insurance may not cover these services; few CAM ser-
vices—and even fewer inpatient CAM services—are reimbursed.

Finally, because the corporation was established as an “arm’s
length” PC, it lacked mechanisms to funnel revenue back into the hos-
pital, which might have helped its sustainability.
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The business plan also created major—and unexpected—costs,
including the legal fees to create the center as a separate corporation
and the cost of a broad array of medical and corporate insurance. For
example, the hospital’s malpractice insurance, which covers its faculty,
did not extend to the IM center; and because the center was a “new
concept,” this insurance was high. In addition, because the center was
hiring providers from outside the hospital, they were required to pur-
chase “tail insurance” to cover patients they had previously treated.
(Tail insurance covers the period after a physician leaves his or her
previous practice; it covers those patients who may still pose a liability
risk.) And once the PC owners discovered that they would be legally
responsible for the corporation’s finances, they also purchased expen-
sive directors and officers (D&O) insurance to protect themselves from
financial losses. If they had been hospital employees, their malpractice
insurance would have been fully covered by the hospital.

The hospital’s concerns about the center’s medical liability in gen-
eral were heightened by the marginal position of CAM in Euro-Ameri-
can biomedical institutions. These concerns extended to the issue of
dispensing herbs through the center, which contributed to the decision
to use the hospital pharmacy for these prescriptions, even though the
sale of herbs could have benefited the center financially and might have
made it a sustainable entity.

You know who runs [the hospital]? Risk management. These guys
have an umbrella organization that covers [the hospital], and all

they have to say is “boo” and everybody stops what they’re doing.
[IM Provider P1]

Administrative Issues

Several administrative features facilitated the creation of the center. As
we noted earlier, the mandate to be at the cutting edge led the planners
to take a proactive stance toward exploring, developing, and promot-
ing novel medical programs, such as integrating an IM center into a
hospital setting.
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The hospital’s organizational culture places high value on intel-
lectual openness, responsiveness to community needs, its com-
munity “roots,” and entrepreneurship. CAM touched upon each
of these values, as it required the hospital staff to be intellectually
adventurous in being open to different medical models. This ori-
entation also fostered attentiveness to the perceived community
needs of patients “voting with their feet.” [Administrator P27]

However, hospitals are highly bureaucratic institutions. Bureau-
cracy and turf issues—the hallmarks of most large corporations—also
mark this institution, and the hospital moves slowly to implement new
policies. Thus, while the hospital’s ethos prizes innovation, hierarchies
and turf issues impede risk taking, radical changes in culture, or chal-
lenges to existing political structures. As in most institutional envi-
ronments, many of the ongoing struggles are not reactions to genuine
threats but issues of ego and power.

There was high turnover in the clinic administrator position at
the IM center. The first administrative director was an assistant to
the hospital president and had been a member of the task force. Soon
overwhelmed with the amount of work on this “special project,” the
director passed the job to another administrator, who was expected
to weave together the three-part design of research, clinical, and edu-
cation components. Unfortunately, this person had personal friction
with several IM center staff members; the administrator departed
and was not replaced. Instead, the operations manager, who was ini-
tially hired to help with a grant, stayed on to do day-to-day program
administration.

The center came under a succession of hospital administrators,
including the vice president of medical/surgery and the vice president
of ambulatory care. But even with this train of managers, the amount
of actual management provided was limited. Roles, obligations, and
lines of authority were ill-defined, which made it difficult to run the
center.

We didn’t have a manager or an administrator who actually did
any management or administration at any time that I was there.
Some of that was because the job was never defined. The role was
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never defined. [Nor was it clear] who everyone was answerable to

[in the] hierarchy. [IM Provider P29]

From an administrative point of view, the role of director of the
center seemed unclear. The director had little, if any, authority and
no power. For example, the director was not given reports about the
center’s financial status and was excluded from policymaking meet-
ings, while the chair of the Department of Medicine and the senior
vice president of medical affairs had the right to hire and fire staff and
oversee fellows and residents.

Marketing/Public Relations

The center’s viability was seriously undermined by the lack of a profes-
sional, coordinated, and sustained marketing and public relations cam-
paign. The creators may have assumed that the hospital’s prestigious
reputation made such a campaign unnecessary; however, the lack of
funding for marketing limited in-house acceptance of the center and
impeded its ability to establish a referral and patient base.

In some ways, the reputation of the hospital worked against the
center. As one respondent observed, part of the hospital’s prestige rests
on its cachet as a celebrity hospital, although a substantial number of
patients are Medicare recipients.

I mean, 42 percent of the patients who come to [the hospital] are
Medicare patients. We only get in the news . . . if X bumps her
head. But the fact is, that’s not all we do. [Administrator P7]

Even the few marketing efforts that were made faced internal
impediments, including a reluctance to allow use of the hospital’s
brand. Some people feared that the well-respected and well-established
brand would be jeopardized if it were linked to an IM clinic. At the
same time, the hospital’s high profile may have contributed to the per-
ception that a marketing campaign for the center was unnecessary.
The administration appears to have been confident that it could rely
on name recognition. This overconfidence may also help explain why
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so little marketing research was conducted before the center was estab-
lished to ensure that a niche market did, in fact, exist. Part of the prob-
lem on the marketing side was that integrative medicine was such a
new model that patients were not familiar with it.

A related struggle was creating a marketable concept, label, and
name for the center. How could a hospital that treats sick people be
made to appear compatible with CAM’s health and wellness orienta-
tion? The hospital had no previous experience with integration, so even
deciding what to call the center was a challenge. Planners wrestled with
basic questions: What do you call it? How does it interact with other
disciplines? Is it medicine or not?

Part of the difficulty rested with its hospital affiliation, even
though the center was located down the street. The public associates
hospitals with sickness; people do not want to sit next to sick people to
get their acupuncture or massage treatments.

I mean, why would you come here for a massage? [Administra-
tor P8]

In addition to these branding impediments, the hospital adminis-
tration did not provide funding to market the center and placed restric-
tions on the kinds of marketing the center could do. Nonmainstream
community venues were not considered appropriate, so the efforts of
the center often conflicted with the hospital’s marketing protocols. The
center was not able to freely market its practice.

I wanted to do some marketing in the health food stores, the herb
places, places where the patients I want to see would be. I was

told, “No, [the hospital] doesn’t leave cards at grocery stores and
drugstores.” [IM Provider P43]

One perspective about the lack of marketing was that IM was not
perceived as “A-list” material and was given low priority for any kind of
coordinated, sustained public relations.

I think the norm is not to market and push except for the trophy
type of new programs. Dr. X is a solid brain tumor surgeon. You
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can bet your bottom dollar that six-figure money was invested in
marketing him. [Hospital Provider P45]

This comment illuminates the common protocol for marketing
programs. It was not only the IM center that was let down by the
system with regard to marketing; other centers did not get aggressive
marketing either, compared with what the big moneymaking units
received. The IM center was not totally neglected, but it was not on the
A-list for marketing,.

But the key factor was the nonexistent marketing budget. The
hospital put its prestige on the line in approving and implementing an
integrative medical clinic but did not showcase it. The lack of effective
public relations or a genuine marketing campaign did not go unno-
ticed internally, where it was interpreted as a lack of support.

That’s so typical of [the hospital]. They start something, they get it
up and running, and they don’t support it to let it really develop.
[IM Provider P3]

The lack of public relations was confusing to some physicians,
who assumed that they had not heard about the center because it was
outside their department’s purview. The marketing efforts (such as they
were) were ineffective in targeting key players across the internal hier-
archies and business divisions, and so did not overcome the balkaniza-
tion that typically plagues large organizations.

I never got any type of literature. No one ever contacted me per-
sonally. I don’t know exactly why. Maybe because it was through
the Department of Medicine rather than the Department of Sur-
gery. [Administrator P8]

The center’s only brochure featured the IM physicians but excluded
the CAM providers. This alienated the latter, despite the fact that the
center had gone to significant lengths to secure an in-house credential-
ing program so these providers could be hired.

We didn’t have a brochure for the first year. And when they came
out with the brochure, who was in it? [Only the IM physicians.]
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They didn’t include any alternative practitioners in the brochure.
It was a joke! [IM Provider P24]

Perhaps most important, the internal marketing campaign failed
to win physician referrals. Some physicians were not only worried
about financial competition; they were also concerned about protect-
ing the hospital’s brand as a prestigious “allopathic shop.” A CAM/IM
approach could be perceived not as a value-added option but as a threat
to the traditional MD knowledge base and expertise.

Because the center was unable to effectively market itself inter-
nally across the hospital’s business and hierarchical structures, it missed
a significant opportunity: the 800-patient-a-day in-house population.

Those 800 patients—almost every one of them could use a con-
sult. We have a lot of patients who use herbal medications. They
just need a review leading up to surgery. Are they taking things
that might complicate their surgical stay and increase their length
of stay? The hospital missed a golden opportunity there. [Admin-
istrator P34]

Another missed opportunity was that the center failed to make
use of available resources to solicit and secure donor funding. Unfor-
tunately, when the second center director secured a viable donor, the
funding ended up going to a competing in-house allopathic depart-
ment. Possibly through an act of omission, the leadership of the hospi-
tal channeled a substantial donation from a satisfied IM center patient
to go to a more powerful department.

In terms of image, the center lacked the spa-like ambience of local
high-end CAM providers. It was small, cramped, and lacked visibility.
Many wealthy people use CAM and IM, but the center was not attrac-
tive enough to those kinds of people that they would support it with
donations.

The center’s external marketing efforts lacked political savvy in
terms of establishing both a referral and a patient base. First, it was
unrealistically assumed that CAM providers in the community would
be willing to refer a large volume of their patients to a hospital-based IM
center. Second, the center spent some of its scant marketing resources
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giving lectures to communities that could not afford its services and
persons who were unlikely to become patients.

They were people who had way too much time on their hands and
came for the [free] meal. [IM Provider P29]

Competition

The IM center faced unexpectedly strong external competition from
private practices, local medical centers, and CAM businesses in its
catchment area. And several factors influenced internal referrals,
including the perceived “threat” posed by the center, a sense of compe-
tition among providers that typically occurs in the hospital setting, and
some CAM services that already existed in the hospital.

Because the faculty relied on referrals from community doctors,
they attempted to avoid aggravating them. This meant that the faculty
tended not to practice specialties that might compete with community
doctors. This was the nature of the environment the IM center was
entering.

Perceived Threats

Stakeholder groups in a multistranded and hierarchical organization
may perceive any new program or clinic as a threat. For example, even
the Woman’s Health Program—a paper-based screening program with
no clinical component—was seen as a potential threat by some physi-
cians. Despite having an endowed chair and a staff, it was not permit-
ted to do any clinical work.

CAM is philosophically distinct from biomedicine; it has histori-
cally been perceived as “less than” and in conflict with western medical
models. Thus, the center represented potential competition for the hos-
pital’s biomedical providers. At the same time, existing in-house allied
health providers saw CAM not so much as “complementary” medicine
but rather as less-well-trained competition. For example, the physical
therapists looked down on chiropractors, acupuncturists, and massage
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therapists. Instead of seeing the CAM providers as “physician extend-
ers,” many people saw them as competition to medical practice.

I remember when we had our first chiropractor . . . . I thought
the orthopedic guys were going to go crazy. Low back pain. They
thought, whoa, there goes that whole body of work. That’s not
what the chiropractors are here for, but they saw it as a threat. If
it’s a threat, you keep them out. [Administrator P66]

Allied health professionals viewed the IM center and CAM pro-
viders as potential competition. The threat was related to the perceived
lack of training and licensure among CAM providers, especially when
the services they provide, such as physical therapy, may look the same
as what physical therapists do.

If you have people at a lower level doing activities that look the
same, then people think, well, it’s no big deal, anybody can do it,
whereas we're licensed to do it. [Administrator P78]

Generalists and primary care physicians seemed to feel more
threatened by CAM than specialists did. This issue surfaced in referral
practices among hospital physicians.

In addition to turf issues across medical hierarchies, the IM
center model that was implemented, with its emphasis on an outpatient
clinic rather than research, posed a structural problem. The faculty at
the hospital was not expected to have outpatient clinics because they
would compete with the private doctors, so the hospital did not have
structures to support an outpatient clinic.

IM Center as Nonthreatening

Not all providers were wary of CAM; some saw the center as offering
care that drew from a different market or provided services that were
different enough to be nonthreatening.

[The CAM provider] never takes over my patients and knows
I want to take care of my own patients, because [the provider]
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understands my side. [The provider] is not doing the same [thing]
I’'m doing anyway. [Hospital Provider P42]

Coexisting CAM

Numerous hospital departments provided some form of CAM ser-
vices before and while the IM center was in operation. These units
included cardiology departments, gastroenterology, a spine center,
women’s health/OB-GYN, psychiatry, and oncology, as well as ortho-
pedics, a pain clinic, radiology, rehab, and urology. In cardiac surgery,
for example, CAM included guided imagery, yoga, and acupuncture.
These CAM services may have represented unwanted competition for
the IM center.

Referrals

Attitudes toward the IM center as threatening, benign, or useful were
manifested in descriptions of how and why hospital providers did or
did not make referrals to the center. Only primary care physicians can
make a referral to a specific physician. It may be that this prescribed
behavior is even more pronounced with regard to making referrals out-
side the medical institution.

When a patient is referred, institutional norms obligate the pro-
vider who receives the referred patient to contact the referring physi-
cian to share information about findings and any treatment provided.
This facilitates continuity of care. However, it is also a way to show
deference to referring providers and assure them that their patients will
not be “stolen.” Providers who do not adhere to these prescribed behav-
iors will not receive patient referrals again. CAM providers were often
perceived as violators of these referral norms.

I take very good care of my patients and I need to know every-
thing that’s going on. The surgeons, when I send a patient to a
surgery, know that if they don’t call me and tell me what hap-
pened to that patient, what that patient’s abdomen felt like in the
OR, then they’re never going to get a patient from me again. The
acupuncturists and the chiropractors and the herbalists couldn’t
get this together, for them to understand that I am the primary
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caretaker of this patient, and I know everything about everything,
from psychologically to physically. [Hospital Provider P42]

I sent people to these alternative medicine providers, and they
never told me what was going on. I think 'm pretty good at acu-
puncture, but 'm not great. So if I have somebody who’s a really
tough case, I'll refer them to an acupuncturist. But I've got to tell
you, I'll never hear from them again. [Hospital Provider P42]

CAM providers in the center were aware of this issue. They knew
that some physicians thought they stole patients, but most took care to
ensure that any test results were sent to the referring physician and all
patients were returned to their primary care doctors.

This issue of patient “ownership” has at least two additional
dimensions. First, there are turf issues. Do the CAM services encroach
on the referring provider’s turf, whether in terms of treatment and ser-
vices provided or hospital privileges? Second, has the CAM provider
received in-house credentialing that delegitimizes or competes with the
referring provider’s training or licensure? The hospital’s physical thera-
pists, for example, believed that their training and expertise could be
jeopardized if the IM center hired movement therapists.

Some of the hospital’s physicians have reputations as adamant
“patient owners.” Moreover, managed care, with its structure of pri-
mary care physicians as gatekeepers, in essence mandates and validates
a culture of patient ownership. The situation got complicated when
patients requested that the IM provider become their primary care
provider.

If i’s a physician that they know wants total control and the
patient is asking, even at that extreme point we would still say,
“Go back to your primary.” [Administrator P78]

From the beginning, the IM center was presented as a consul-
tative practice, partially to circumvent patient ownership issues. The
developers characterized the practice as not interested in long-term
primary care medicine and said all referrals would be returned. They
assumed, however, that the center would also draw referrals from com-
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munity CAM providers in the hospital’s catchment area. Neither of
these aspects of the plan was realized.

It was assumed that the director’s training as an internist would
help address concerns about referrals. That is, the director would be cul-
turally astute and would not provide or suggest treatment that would
be considered too extreme or threatening to the biomedical model in a
prestigious hospital, and referral norms would be observed.

I send someone to a chiropractor, I never see them again. They’re
getting their neck and back manipulated, the chiropractor’s put-
ting them on yeast therapy . . . let me tell you as a physician,
through some of the experiences I've had with CAM practitio-
ners, they’re doing things way beyond CAM. [Expert P37]

There is a perception among physicians that if they send patients
to a CAM provider, they’re going to do all kinds of “wacky stuff” and
they’ll never see the patient again. But in this case, they knew that
the director had the same medical background as they did. The CAM
provider would help the patient, sort out the alternative modalities the
patient was using or could use, and then send the patient back.

That was the promise that was made. The marketing message to
the practitioners was, “You send them to me, you're not going to
lose them. I'm with you on the medical stuff, but I'm going to
start doing all this other stuff to help your patients feel better.”
[Expert P37]

However, having internists on staff proved to be both a barrier to
the center’s success and one of its strongest facilitators. IM center inter-
nists were viewed as bicultural and, therefore, able to translate CAM
to biomedical providers. In particular, the center director and the fel-
lows (who had received their training at this hospital) were perceived
as speaking the same language as the hospital’s biomedical providers.
But having bicultural internists—and therefore generalists rather than
medical specialists—created a barrier to the center’s success, because
generalists tend to “own” their patients.
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I don’t think we got a lot of referrals from physicians. I think
that may be in part because, despite our efforts to calm the con-
cerns . . . , people may have worried that we would be stealing
their patients. If an internist refers to an acupuncturist, the acu-
puncturist isn’t going to be providing internal medicine services.
However, if you refer to our program, we’ve got an internist who’s
also in the program. So I think there were some questions as to
what they were referring to, and if they were asked in the first
place, why wouldn’t they refer to an acupuncturist they trusted?
[Administrator P12]

Most patients believe they have a right to choose their primary
care physician. Thus, some hospital physicians thought the presence
of internists at the center increased the likelihood that patients might
go there and stay there. The result was that patients who liked the IM
approach and wanted something that was not so mainstream found
that they were unable to convert to the center for primary care. In
trying to allay the fears of the referring physicians, IM center doctors
antagonized the patients who valued the service most.

Referral Sources

How were patients referred to the IM center? The director brought a
few patients and the hospital’s call center provided some referrals; but
the two main sources were word of mouth among the patients and
hospital physician referrals. The oncology, cardiac, and gastroenterol-
ogy departments made multiple referrals, but these were often patient-
driven—providers were simply the necessary conduits to patients’
obtaining an IM center referral.

If you want to take a proportion of how many I send by self-refer-
ral versus [by my] suggesting, I think it’s probably 90 percent self-
referral, meaning the patient has heard of [them] or I'm sending
because my methods are failing, versus me using it as first line.
[Hospital Provider P46]



Evaluation 115

However, some providers in these departments did make multiple
referrals to the center. One of the respondents describes the informal
process of building a referral network with the center director.

Somewhere along the line I knew that [the center] existed, and I
think I called [one of the providers] about a patient. Then I know
there were one or two or three patient interactions, and the office
was over in a building where I also go from time to time because
of another program [there], and I ducked down and introduced
myself. That gave the collegial connection which allowed them
to say, “Oh, youre X. I'm Y. Hi.” Turned out to be an interesting
person, and we began to have a relationship. [Hospital Provider

P49]

Other physicians began making referrals to the center through
a more formal process. Because previous interest in CAM overlapped
with one physician’s expertise, he collaborated on a grant with the
IM center director. This led to referrals from this physician to the IM
center. For other providers, the fact that the center was hospital-based
was the key facilitating factor. In other words, these providers were
more comfortable making an in-house CAM referral.

One referral source that did not develop at all was that of the sur-
rounding CAM providers, who were uninformed about the center, had
referral networks of their own, or saw the center as competition.

Referral Characteristics
Some hospital physicians referred directly to the IM providers, while
others emphasized keeping business in-house.

The allegiance I had to [a local school of Oriental medicine],
which is where I was sending my patients, was zero. I'm a [hos-
pital] guy, and I said, “T'll send you whatever I can.” [Hospital
Provider P45]

Physicians were most likely to refer patients suffering from
chronic conditions. Some referred by CAM modality or to a specific
CAM provider. Knowing and trusting the IM provider was important
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but, again, many referrals were patient-driven. Others referred specific
types of patients: the “worried well” and the “difficult” patient, the
ones with a litany of complaints.

The impact of this “dumping” cannot be underestimated. Patients
who did not respond to conventional therapies were time drains for
hospital physicians, who were glad to have a place to send them. Thus,
the IM center’s patient base from hospital referrals was partly a popu-
lation of nonresponsive patients. Further, it was not uncommon for
a referred patient to bring bags full of herbal supplements to the first
appointment, requiring several (unbillable) hours to sort through.

Physicians also may have made patient-driven referrals for those
seeking a “natural” approach. But one of the key factors in building
a referral base may have been establishing reciprocal referrals; that is,
referring IM center patients to hospital providers. The complex way in
which referrals occurred, even with a single physician, is captured in
the quote below:

I had a few patients in common with [the IM center] who, when
they felt that they needed more of our regular medication, then
they would come to me. And so they would be on a host of their
medications and a few of ours. I don’t have enough evidence yet
to say that because they were on those, I had to give less doses.
But at least I know it didn’t hurt them. I get lots of patients,
especially in this area where everybody wants to be “natural,”
who actually want to use the techniques. I tend to send them
to [the IM center] because I know that the two physicians that I
work with have trained with me. We're pretty much contempo-
raries. And another group of patients [that] I tend to send [are],
for example, pain patients. Or they’re older, fragile people who
have severe osteoarthritis. I tend to send to them because they’ve
tried everything or they’ve got kidney dysfunction and they can’t
use our regular medication . . . so that’s another reason why I use
[the IM center at the hospital, because at least I know who these
people are. I know it’s not “voodoo medicine.” I know I can call
them any time and vice versa. [Hospital Provider P46]
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Patient Expectations

The most common expectation patients expressed was simply “to feel
better” or to get better. Others explicitly sought an integrative approach
or a primary care provider with an integrative medical perspective. A
few patients said they had no expectations.

Center Met Their Expectations

When asked if their experience at the center met their expectations,
more than half responded that it had; they appreciated the amount of
time that they were given, the care they received, feeling better, and,
for some, being able to avoid taking pharmaceutical drugs.

It exceeded my expectations just by how much time she took with
me and the care. How she went over everything and how much
effort she put into it. By getting me on track and making me
stronger. I feel that helped a lot. [IM Patient P38]

The vast majority of patients reported positive experiences with
their provider. Again, their comments focused on the amount of time
and the quality of care they received. These two factors were followed
by comments about providers’ knowledge of CAM, and the fact that
the IM approach fostered a sense of personal responsibility for their
own health and hope.

I like the fact that I never felt rushed by the doctor. And it was
small enough that everybody seemed to know you and everybody
seemed very concerned about me. I didn’t feel as though I was
being talked down to or patronized in any way, and I felt that I
was part of my own healing. Part of the program was that I was
responsible for healing myself. [IM Patient P8]

Most patients said their treatment had been helpful, either in
promoting their health from a mechanistic perspective or on a mind-
body level. In fact, some patients raved about the difference that the
care they received at the center had made in their lives or their illness
experience.
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Their support made everything bearable. I can say that. I don’t
know how I would have managed. Because it was connected with
the hospital in that way, it made it painless to find out about how
to . . . manage everything. It was all a package. I consider the
holistic, the eastern methods, but I do the western as well. The
balance is what I think helped me. I felt like I was in control of
my health. [IM Patient P22]

Center Did Not Meet Their Expectations

Almost a third of the patients, however, said that the IM center did not
meet their expectations. A few patients said they expected the ability
of the center to meet their expectations to improve as it became more
established, but it decreased over time as the center was downsized.

Initially, I had the sense that it was a good beginning effort but
not meeting my full expectations. But I continued to have an
expectation that that would continue to improve, that [the center]
was really just getting off the ground. But as time went on, my
expectations have been decreased because of the changes in the
organization of the clinic, and what appears to be the support
that the medical center gives to it, so that in the course of the last
several years it has barely met my expectations. But again, I want
to make clear that I lay the responsibility for that with the hospi-
tal, not with the staff of the clinic itself. [IM Patient P19]

The patients who were not satisfied with the treatments they
received generally were disappointed because they felt that one or
more of their treatments lacked efficacy, that the center’s range of
treatment alternatives was limited, or that the treatments were not
aggressive enough (e.g., compared with previous Korean acupuncture
treatments).

While the majority of the patients were satisfied with the sup-
port staff, some were less than generous in their evaluations, and one
respondent called the staff “very unprofessional.”
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Would They Refer Others?

The most telling evaluation of any medical model is whether patients
deem their care or provider worthy of referring to others. One of the
most positive evaluations of the IM center is that patients overwhelm-
ingly reported that they had referred or would refer someone. The two
most common reasons for their enthusiastic endorsement were that the
center’s approach went beyond the limitations of western medicine and
to make a referral to their specific provider.

I would have no problem referring anybody. I've spoken very
fondly [to others] about that center because I thought they did a
lot for me. I think that there are times when ordinary medicine
doesn’t quite do it. I think it’s wonderful to have a place like the
center for alternative methods of treatment. [IM Patient P18]

Given the significant prestige of the hospital, it was striking that
only one patient mentioned the hospital’s reputation as a reason for
making a referral. Moreover, only a few patients said they would make
a referral because of the quality or perceived efficacy of the care they
received.

It was not uncommon for respondents to mention a caveat when
we discussed referral. Over a fourth of the patients expressed reserva-
tions about recommending the center because of the lack of availability
of the providers and the difhiculty of getting an appointment. Only a
few patients said they would not refer anyone to the center. Their dis-
satisfaction had to do with a perceived deficient range of services or
quality of the providers.

Research and Training Issues

The center’s training and research components were eclipsed by its
emphasis on clinical care. While the training efforts began even before
the center opened, they were overshadowed by an emphasis on patient
care and increasing patient volume. Research efforts grew over time.
Although the environment was fairly receptive and the timing for
CAM/IM research and education was good, these components were
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hindered primarily by the lack of staff with strong academic research
experience and enough seniority to oversee fellowship training. Other
barriers, such as burdensome internal and external regulations, might
have been overcome if the center had had the time, personnel, and
funding necessary to grow a CAM/IM research and training agenda,
but it had none of those.

Unlike many academic medical centers, this hospital’s primary
focus is clinical care rather than teaching or research. This made the “fit”
of an IM model within this private hospital setting more problematic.

There is research happening here. It’s encouraged and supported
to a good extent, especially considering [that] this is a nonuniver-
sity private hospital. I don’t know that there’s another one that
even comes close to this one in terms of the amount of research
that goes on broadly. But it arises from the individuals here who
want to do the research. The majority of [the hospital] is still very
good, private practicing doctors who are delivering good, stan-
dard care to their patients in an environment that tries to make
every effort to make the delivery of care paramount. [Hospital
Provider P87]

Other hospital programs had successful research programs that
the center hoped to piggyback on or emulate.

The research component faced significant barriers in testing herbs
and supplements. The time needed for a small start-up enterprise—to
write successful grants and secure funding—was not included in the
business model. Moreover, even with funding, this kind of outside-the-
box research faces the external barriers of a protracted FDA approval
process. As one of the respondents noted, these kinds of obstacles
require staff who are willing to swim upstream against the odds.

Physicians’ hubris regarding their own research abilities also
becomes problematic in academic medicine environments. So while the
problems the center faced were not unusual, they were amplified by the
research agenda and the type of physicians and providers involved.

That is a very astute observation of almost all hospitals. I see people
being hired into chief of medical affairs positions, the heads of
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quality improvement who have never published a paper in their
life and are expected to evaluate huge programs within hospitals.
They have no idea what they’re going to do. It’s a generic phenom-
enon outside of academic institutions. In fact, it’s very consistent

with how the hospital operates. [Expert P37]

In addition to these impediments to success, the research and
teaching components of the IM center model, similar to those of the
clinical component, suffered from a lack of space. This problem was
endemic to the hospital.

Besides the lack of physical space, the IM director was not given
“space” within the hospital as an appointed faculty member. The hos-
pital’s faculty undergoes an internal review process for appointment. A
successful candidate who would like to teach is offered an additional
appointment as an assistant professor at a local university that houses
a medical school. A potential barrier to the center’s success was that its
director was not given an academic appointment. While the director
retained a faculty position at another local university, the lack of an
in-house identity as a hospital faculty member diminished any gravitas
the director brought to the role as center director.

Research Program
The original research plan was to set up the center to collect outcomes
data on its patients. This plan was not implemented because of budget
constraints.

The staff’s research and teaching experience was uneven, at best.
The fellows were, understandably, still acquiring research and teaching
skills. The first fellow had previous training in health services research,
but the other fellows did not possess the skills necessary to conduct
research. But the most significant staff problem as far as securing grant
funding was the director’s lack of research experience.

The center encountered other obstacles to securing research fund-
ing, including navigating the hospital’s bureaucratic structure in a
timely fashion.

It took the Grants and Contracts Department seven months to
dicker around with the lawyers. The funding was gone by the
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time they agreed to sign the contract. That was a $100,000 grant
that didn’t materialize because they couldn’t execute it. [IM Pro-

vider P4]

The director joined a research team at another institution for
a large NCCAM proposal that had been awarded funding and also
began to develop research projects with other colleagues outside the
center.

IM and CAM research faces the obstacles of Internal Review
Boards (IRBs) and external FDA regulations. In addition, Health
Insurance Portability and Accountability Act (HIPAA) regulations,
which slow down most patient-based medical research, went into effect
just as the center was established. This created yet another impediment
to the center’s ability to quickly design and establish research projects,
better secure its research projects’ financial status, or establish a suc-
cessful research foundation.

What we really wanted was herb . . . research. Our irritable bowel
disease people collected 40 of these patients, worked it out so
they’d study these herbs, and then put in through our IRB. Our
IRB said, “Well, it’s true that these things are over the counter
and anybody can walk in and get them, but now youre using it
to treat a disease and therefore it’s classified as a drug and you
have to get an IND [investigational new drug] application from
the FDA.” So we put in for an IND with the FDA, and the FDA
said, “Well, if you're going to get an IND, you have to do all this
toxicology study and all this other stuff,” and nobody wanted to
pay for that, so it became a catch-22. [Administrator P6]

Another barrier to integrating research and training in a hospital-
based IM environment (which other IM centers have had to overcome)
is the association of CAM with wellness and as a means of reducing,
not inducing, stress. Patients typically do not associate CAM treat-
ments with becoming a research participant, so they were surprised by
these requests. In this center, the questionnaire that was designed to
collect patient data on intake was 12 pages long.
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You send them a 12-page document to fill out, and they’re like,
“Eecek, I don’t want to go. Why should I go there?” And some-
times people would make appointments, they’d send them the
materials and they’d call up and cancel. I don’t want to go to the
doctors and have a fellow standing in the room while I'm being
examined, being taught what’s going on with my treatment. . . .
For your acupuncture, do you want someone standing over you
while they’re putting the needles in you and saying, “I'm using
this spot because this does what?” That’s not relaxing to me as the
patient who’s lying on the table. [Administrator P8]

Resistance to CAM

The center’s creators believed that they would encounter opposition to
the establishment of a hospital program incorporating CAM, particu-
larly from the medical staff. Given the historical animosity between
biomedicine and CAM, this was a reasonable assumption. An impor-
tant and interesting result of this case study is that the expectation of
opposition was largely not met. The responses varied from supportive
to open opposition, but there was not enough of the latter to create a
movement to halt operations.

The hospital’s ethos, which supports institutional innovation and
cultural openness, helped mitigate resistance to the IM center. In fact,

CAM was already being used by small pockets of the medical staff.

I thought the medical staff here, notwithstanding their strong
skepticism, as a whole showed a remarkable amount of neutral-
ity at least and even support for the chairman and his effort to
do this. And then within the medical staff, there were pockets of
people who were already actively engaged [in CAM]. [Adminis-
trator P27]

Lack of financial support beyond the initial seed money turned
out to be a more significant problem than opposition from biomedicine.
The hospital is as much a bottom-line business as it is an innovative
institution, particularly in lean economic times. Closing the IM center
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(described in the following section) was not based on resistance; rather,
it was a pragmatic business decision. As one administrator pointed out,
economics—not culture—sealed the center’s fate. However, the lack
of financial support might be interpreted as reflecting high levels of
skepticism about CAM among the hospital’s physicians and executive
administrators.

Maybe [they were] a little skeptical, more so on [Dr. X]’s part I
think than [the chairman of the Department of Medicine]’s, but a
little skeptical about the real value of it, but willing to try it. And
open to it. But when the going got tough, [it was] “Let’s get rid of
it.” [Administrator P52]

It is also critical to note that little active resistance should not be
interpreted as 7o resistance. Resistance to CAM ranged from hostility
to skepticism. The difficulty of translating and bridging the disparate
cultures of biomedicine and CAM contributed to this resistance. Yet,
many physicians are aware of the relatively high proportion of their
patients who use CAM, and some providers saw it as a means of poten-
tially broadening their own practice or clinic.

There’s a clear minority who strongly are in favor of using non-
traditional therapies [who] bring it up to patients all the time.
Then there’s a group, maybe a strong minority, that is dissenting
and really will be verbally caustic about any information that the
patient may bring that they’re trying [CAM]. That . . . makes the
patients unwilling to discuss it with their physician. Then, a lot of
people, the majority at least, half the oncologists and physicians,
are in the middle. [Hospital Provider P72]

Those who were opposed to CAM and to attempts at integration
were quite vociferous about it but did not seem to organize any opposi-
tion to the center’s creation.

Then there was this controversial minority that just weren’t
wowed with the thing. So it was pretty amazing. There was a lot
of positive “Wow,” but there was a really vocal minority who were
negative. As it turns out, people were just having conniptions over
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the whole concept. Some of them likened it to voodoo medicine,
and some of them were concerned that [CAM] was untested and
unproven. And that it was just counter [biomedicine] bothered
people as much as anything. But that was a minority, and in gen-
eral there was a surprising amount of interest in the whole area.
The positive side is, by this time, I had realized that there were
a lot of patients taking the stuff. So you might as well hop on
board. [Administrator P94]

While the quotes above suggest that those who were resistant were
vocal, data suggest that those either open to CAM or hostile to it were
in the minority; the majority of physicians and providers were skepti-
cal. They were uncertain about CAM and its place in this hospital or
in their own practice.

Those who were opposed assumed that the majority felt the same
way. The most common derisive descriptors were from those hostile to
a nonbiomedical approach. They characterized CAM as a “joke” or lik-
ened it to something foreign, like “voodoo,” “mumbo-jumbo” without
scientific eflicacy, a kind of “hocus-pocus.” But even some of this group
saw it as harmless.

However, part of the opposition was that this program was, in
effect, taking away funding from some of the programs they had in
mind.

Clinicians™ overt hostility surprised some of their colleagues, but
it may have been the covert hostility, such as that described below, that
contributed to the hospital’s lack of financial support for the center and
to its ultimate demise by limiting its ability to develop a strong referral
base.

Unfortunately, I've been vindicated, and I've taken a back seat. I
haven’t actively tried to close the program. I haven’t actively had
any [feed]back from the program, and I've not actively taken any
public stand. I've been very quiet. I've purposely kept very quiet
and just watched it evolve and basically self-destruct. [Adminis-

trator P44]
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Other respondents believed that certain board members had
foisted the center on a nonreceptive and skeptical hospital staff who
were wary of CAM’s efficacy and questioned its role in the hospital.
There was also a suspicion that other members of the board did not
favor the program and did not think it matched the prestige of the hos-
pital but bowed to the pressure from the other board members.

Factors Influencing Physician Resistance

Age

Respondents noted two physician characteristics associated with resis-
tance to CAM—age and medical specialty—although both catego-
ries are fuzzy. Some respondents believed that older physicians were
more likely to be resistant or hostile to CAM, while others believed
that the more experienced providers were more likely to be receptive to
CAM. Opverall, the responses suggest that the former assumption may
be more accurate.

At one of the very first conferences [the director] gave, one of the
people who’s been on the medical staff for years and has been a
leader, is really involved and knows everybody, was standing out-
side the room saying, “This is all bullshit!” And the reaction that
X got absolutely surprised me because the room was just split.
Either this was nonsense or this was something interesting they
wanted to learn about. [Hospital Provider P73]

The real vocal ones tended to be the older guys. I think probably
because they’re not afraid to be really vocal about it and were a
little more set in their ways. [Administrator P94]

Specialty

Surgeons and anesthesiologists were the most skeptical about integrat-
ing CAM because of potential negative interactions, especially during
medical interventions. Internists, gynecologists, and pain clinic par-
ticipants were more open to CAM modalities. While some oncologists
were open to CAM, others thought it had a limited role in cancer care
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because of concerns about patient vulnerability. Pharmacists appear to
be split in their attitudes.

As a surgeon, I think the net issue is that it’s harmful at its best.
I'm talking against it specifically as a surgeon because we do inva-
sive procedures and the bleeding issues are real major issues for
us. Any potential advantage that patients are getting is far out-

weighed by the potential disadvantages. [Hospital Provider P93]

For the most part, alternative therapy has been the bane of the
existence in people who take care of cancer patients, because the
general feeling is that they prey on the false hopes of patients
and suck their wallet out because of it, and that has always been
a predominant activity of these types of people. However, there
is a middle ground with some people who have had cancer and
want to be or are cancer-free who are looking for every type of
medical and nonmedical management that they can find to make
themselves healthy. And in that regard, there is a very solid place
for alternative medicines and alternative therapies. [Hospital Pro-
vider P77]

Safety and Liability

Concerns about patient safety also raise issues of medical liability,
which contributes to physician wariness about CAM. Their skepticism
may be further amplified by concerns about their own image and the
possibility of being labeled too “CAM-like” in a medical culture with
fairly rigid ideologies about models of illness and healing, and appro-
priate practices. Some providers discouraged their patients because of
the risks involved, particularly from herbal substances that can affect
organs such as the liver. Pharmacists worried about these interactive
effects and the fact the CAM substances are largely unregulated.

Efficacy

Lack of established “scientific” efficacy of CAM was a factor in many
physicians’ resistance to the IM center, although safety rather than efhi-
cacy was the dominant concern of the skeptics. Yet, as one respondent
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pointed out, biomedicine does not have a stronger track record than
of protecting its patients from harm.
CAM of protecting its patients from h

I actually think it’s a perception on the part of the MDs, that chi-
ropractors are less than qualified to be adjusting someone’s neck.
They don’t understand chiropractic. They don’t like it. They have
fears about it because they don’t really understand it. You've heard
the horror stories. I have to say that I've heard more horror stories
about MDs than I have about alternative medicine practitioners.
One in four patients died because of drug interaction adminis-
tered by MDs. So let’s talk about the reality of who’s really harm-
ing whom. But it is a perception. [Administrator P65]

Culture

Related to perceptions of CAM as dangerous are cultural differences,
including the difference between biomedical and CAM training. As
the following quotes illustrate, there is a huge divide at this level. It
was partially overcome in the center because the leaders were western-
trained physicians who had turned to CAM and could therefore speak
both languages.

I do know of MDs who dispense herbs, but my impression is
[that] most of the community thinks those are flaky people. They
don’t embrace them as real doctors. [Hospital Provider P45]

There is a strong belief that there is a lot of quackery in the area
of CAM. The fact that most providers are not MDs or are MDs from
other countries is a barrier.

If there’s no science—even though there may be a huge social
experience or epidemiologic experience, but there’s really no writ-
ten science to back it up—people are very skeptical. So our train-
ing kind of gets in the way of this as well. [Hospital Provider
P73]

The culture of biomedicine, with the lengthy and rigorous train-
ing its members undergo, may make them wary of “outsiders.” Simi-
larly, its language creates a barrier between the two cultures. This was
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a challenge for the CAM providers when they presented in hospital
grand rounds. They wanted the western-trained doctors to become
more familiar with the philosophy, language, and diagnoses of the
alternative paradigms.

And I really wanted to be a part of that process, where western
and eastern doctors feel much more comfortable with each other.

That never happened. [IM Provider P24]

This lack of a shared paradigm around diagnoses was seen as caus-
ing difficulties with patients.

They really hate [it] when they diagnose a problem, and [the
patient then goes] to a complementary practitioner, and they say,
“Oh, no, that’s not what you have. You have this.” Let’s say they
get sent in for an L4 right radiculopathy to the acupuncturist.
And they've written on there, “L4 radiculopathy.” And the acu-
puncturist says, “Well, you have a yin-deficient kidney.” That may
be true from a Chinese medicine perspective, but the patient will
go back to the MD and say, “You told me I had an L4 radic. I
have a kidney problem.” And the MD hears about kidney, they
think they have kidney stones. There’s great miscommunication.
The patient’s upset, so the doctor gets upset, and that’s the last
referral that acupuncturist is going to get. There’s a political piece,
there’s a protocol and communication piece that has to get done

that isn’t being done. [Hospital Provider P57]

Again, violations of social norms were likely to increase resistance
to CAM, as when an IM provider failed to make follow-up calls to the
referring physician. These kinds of social and cultural missteps decrease
physicians’ trust in CAM and its providers.

Culture was also significant for the CAM providers who were hired
to work in the center. The hospital was a foreign environment to many
of them. They often did not know the language, rituals, or culture of
the hospital, or the proper procedures and protocols. The process is one
of acculturation. But there is difficulty in accepting another culture’s
views of what constitutes curative or acceptable medicinal media. To



130 Hospital-Based Integrative Medicine

many physicians, the herbs used in traditional Chinese medicine were
seen as disgusting, if harmless.

Another significant culture clash was between CAM and the
increasingly dense bureaucracy of biomedical institutions, which are
resistant to change. In an elite medical institution, even one that prides
itself on innovation, change is incremental and slow. Most CAM
providers have worked, or do work, in small clinics rather than large
bureaucratic institutions.

In addition to the difhiculties of working within a bureaucratic
structure, integrating CAM in this risk-adverse institutional environ-
ment raised issues about medical and financial liability. This institution
(like most hospitals) is very conservative, and liability is a huge issue. If
an acupuncturist punctures a patient’s lung in a hospital, the hospital is
going to get sued along with the acupuncturist.

The perception that the hospital had initiated an alliance for profit
with a marginal medical practice like CAM also fueled resistance and
skepticism about the IM center.

I think the perception of a lot of physicians when this program
was started was it was just the administration’s attempt to make
a quick buck on the latest trend. In some ways, it diminished
the traditional medicine history of the hospital. I think a large
number of people feel or felt that way. [Hospital Provider P82]

Expectations of Resistance

Skepticism, rather than active resistance, characterized the majority
response to the IM center. The task force leaders had anticipated resis-
tance among medical staff to integrating CAM within the hospital.
Their “Trojan horse” approach was to identify and recruit opponents
to the task force, thereby “converting” key personnel who might stand
in the way of establishing the IM center.

However, the task force did not encounter problems securing sup-
port for the center, especially during the internal review processes. Task
force members were surprised at how easily the project went through
the process. As noted earlier, the MEC did not raise serious objections.
The most common attitude was “wait and see.”
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However, the developers continued to expect a backlash, and pro-
tecting the center from this backlash was a key reason given for setting
it up as a PC. The PC model superseded the research-focused model
that the MEC and the board had approved, which had significant con-

sequences in terms of their continued support for the center.

They made a huge mistake from the beginning. They set it up as
a separate company, because they were afraid of a backlash and
this was a way for certain individuals to protect themselves from
the backlash. But there was no backlash, because everyone just
assumed it was a department in the hospital, so it wasn’t affecting
anyone. There was no negative impact. [Administrator P32]

The continued expectation of resistance from staff physicians may
also have had a negative impact on the center’s in-house marketing
strategies. They marketed to interns, perhaps thinking that orthopedic
surgeons and neurosurgeons would be totally opposed to chiropractors
or herbalists treating someone with an abnormal MRIL.

Overcoming Resistance: Changing Attitudes

Many respondents said their initial skepticism about CAM and the IM
center changed over time. Factors that increased receptivity to CAM
included personal experience, being a younger physician, and the scien-
tific dissemination of information about CAM, either through grand
rounds or through articles in respected medical journals; for example,
the 1993 article by Eisenberg and colleagues in the New England Jour-
nal of Medicine.

Older men [are most resistant to CAM]. But then, most of the
doctors at [the hospital] are older men. Certainly the female phy-
sicians were, in general, more welcoming . . . . Most of the lit-
erature on physician attitudes [at] that time [said] the younger
someone was, the more receptive they were. Females were more
receptive, minorities were more receptive. People with personal
experience were more accepting. [IM Provider P5]
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Conforming to the rituals of biomedicine—such as publishing
in medical journals—and, in particular, being attentive to the rituals
of academic medicine helped build the credibility of the IM center.
For example, the most common mode of introducing cutting-edge
techniques and new findings, other than publishing, is through grand
round presentations. The director’s use of grand rounds was an effec-
tive way of introducing in-house staff to the IM center and to alterna-
tive approaches to health and healing.

I think they’re much more receptive now [and what helped was]
them presenting to us and showing us some evidence. [The IM
center director] became quite known amongst all of us very soon
because of medical grand rounds and cardiology grand rounds.
All of us were just like, “Wow.” We had no idea that this depart-
ment existed, and we had no idea what medications there were

and what they did. [Hospital Provider P46]

Basically, it was something that I developed a liking for once it
got started. I had come from the old school where a lot of this
stuff was voodoo, but this is something that when it was pre-
sented to me, it became really fascinating. [Provider P68]

In addition, experience with CAM—personally or through
friends, family, or anecdote—also made people less wary of nonbio-
medical approaches. Quite often this occurred when family members
were treated successfully by CAM providers.

Pve seen [it] with my mother, who was cured of psoriasis. [H]er
dermatologist said, “It’s a chronic condition, you have to live with
it for the rest of your life, there’s no cure as yet, just don’t get
stressed out.” And her hands would bleed, she couldn’t drive,
sometimes she couldn’t cook because she never knew when it
would flare up. She went to this homeopath and in less than two

years she’s cured . . . it’s been seven years and [it’s] never come
back. [Administrator P20]
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Openness to CAM

The key factors respondents associated with openness to CAM were
experience with and knowledge about CAM, a physician’s area of
expertise, perceived patient demand, and a patient-centered perspec-
tive. Some respondents believed that (in contrast to certain earlier
statements) older, more knowledgeable physicians were less resistant,
along with those educated about CAM and those who had used CAM
themselves. One respondent said it was a matter of degree of exposure
and, in this case, location in a state where CAM is prevalent.

It’s lack of education. The MD who has more knowledge in it is
more apt to say, ‘Okay, I think we can try this,” or “I've had a
patient who's benefited from this.” [Provider P69]

As we know from the patient data below, physicians who treat
chronic conditions such as fibromyalgia, irritable bowel syndrome, and
colitis are more likely to be open to CAM, as are some pharmacists.

Inflammatory bowel, Crohn’s disease, ulcerative colitis—there’s
no real medical cure for these diseases. Surgically, you can, in
a sense, cure ulcerative colitis by removing the colon, but even
then some patients get prediagnosed with Crohn’s disease. A lot
of the medications don’t work very well. Personally, I've always
been open to alternative medical interventions. So we had some
patients who wanted to try alternative therapy, because they want
to try everything. There’s one particular combination of herbal
interventions that really seems to work in patients with ulcerative
colitis. [Administrator P81]

Some practitioners were receptive to CAM because of its potential
to provide additional streams of revenue.

Finally, physicians who perceived CAM providers as specialists
rather than as part of an alternative medical system were more likely to
accept CAM, particularly if the CAM providers were willing to follow
normative referral patterns. The decision to refer a patient to a CAM
specialist depends, as well, on the patient’s receptivity. The downside of
a physician being open to CAM (a minor theme in the findings above)
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is the risk to a physician’s reputation in referring a nonreceptive patient;
that is, if the patient thinks homeopathy is hocus-pocus, the physician
might lose credibility by recommending this treatment.

Consumer demand for health care options, such as CAM, was
another factor respondents associated with physician openness to
CAM. Physicians were increasingly being asked about CAM, as often
as several times a day. Also, research being published about the use of
CAM was having an impact.

David Eisenberg’s lecture had a big [impact on my becoming
more open to CAM] in terms of the number of people who were
using it and the potential value of it. I thought to myself, “If this
many people are using it, and yet they’re not telling their physi-
cian, wouldn’t there be value in a physician who could actually
understand this stuff and be able to relate to their patients in
these fields?” And then I started doing some critical appraisal of
the literature and found that there is some merit to this. There

was some chiropractic work by some [local] folks. [IM Provider
P11]

It appears that the more patient-centered a biomedical provider is,
the more likely he or she will be open to CAM. As the following quote
shows, this could occur in the least expected places in medicine.

Dr. [X] . .. pioneered this program in cardiothoracic surgery,
because he knew himself . . . how relaxing a massage is and how
that translates to less pain [and] . . . better healing. [Or] how acu-
puncture can help. In cardiac surgery, you would think that pain
might be the number one complaint, but it wasn’t. There were a
handful of complaints that always came up: insomnia, lack of
appetite, fatigue. Those were the first three big things. Pain was
in there, sometimes first but not always. And how acupuncture
could help patients sleep better. He knew the value of all that. So

he was really the person who championed it the most. [Hospital
Provider P48]

A similar situation was reported for cancer patients. Usually, it
was the patient who initiated the use of CAM, and in most cases it was
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an additional treatment. For some patients, CAM provided emotional
support; for others, it was related to treatment side effects. Certain
kinds of patients want to be more actively involved in their own care,
and choosing CAM empowers them. The IM center had institutional
and academic credibility, as opposed to an individual alternative medi-
cine practitioner. And it was convenient for the patients’ physicians to
have an IM center as part of the hospital.

Patient Reactions to Physician Resistance: Stigma and Nondisclosure
Our data support previous findings that patients’ fear of being judged
negatively by their biomedical providers increases the likelihood that
they will withhold information about their CAM use. This can be
overcome by the physician.

When you tell them that you're into it, then all the stuff comes
out. They say, “I've tried this, I've tried that.” You get the whole
story. I think they’re embarrassed, and they think that 'm resis-
tant. That I'm traditional medicine and I will think less of them.
That T'll think I will not be able to take care of them because
they’re not going to do what I tell them to do, because what I'm
going to tell them to do is going to be western medicine. I think
that there is an embarrassment that what they’re doing is voodoo.
But you know, the voodoo sometimes works. [Hospital Provider

P86]

In many cases, physicians believe their patients are not using
CAM when, in fact, they have just not asked them about it.

Patients’ Experience

Ultimately, the experience of the patients determined whether they
returned to the center and told others about it; thus, we tried to ascer-
tain the nature of that experience.
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Physical Access

One of the things we wished to determine was the distance the patients
traveled to receive care. Most patients reported traveling less than 30
minutes, or under 20 miles, to visit the IM center. Only one reported
traveling at least an hour.

We were also interested in how easy it was for them to use the
center. Parking at the first site was easy, especially as the IM center had
validated parking at the beginning. But while many patients reported
that parking was not a problem, some complained about the difficulty
of finding a place to park in the “mess” of hospital parking and of the
high cost of parking.

Some of the patients reported having difficulty finding the center
once they arrived at the hospital. Most of these complaints related to
the center’s second and third sites and reflect the typical frustration of
trying to find a physician or clinic for the first time at a large hospital.
However, these difficulties were exacerbated by a lack of signage after
the center moved into the hospital.

Patient Appointments

Most patients reported that it was easy to make an appointment at the
IM center, although some complained about having to leave a mes-
sage—sometimes multiple messages—instead of being connected to
a receptionist. The second most common complaint was a particular
doctor’s limited availability. While most patients were able to make an
appointment within one to three weeks, some reported having to wait
a month or more. Making appointments become more problematic as
the center was increasingly downsized.

Once patients arrived for their appointment, the waiting time was
generally 20 minutes or less. Patients reported spending varying lengths
of time with their provider, depending on the type of visit (e.g., initial
intake, acupuncture, follow-up consultation). Most reported that con-
tact with the provider lasted 20—45 minutes.

Making follow-up visits was not a problem for most patients,
although a few reported lack of provider availability. Only a few
patients remembered receiving reminder calls before an appointment.
If they needed to talk with a provider between appointments, most
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patients were able to reach the provider or a nurse, but, again, some
complained about the difficulty of reaching someone in the office or
getting a response to messages.

Payments for Care

Over half of the patients had private insurance, with a co-payment
ranging from 20 percent to 30 percent. Some supplemented their
Medicare coverage with private insurance; only a few paid for their
visits out of pocket or were covered solely by Medicare. Many of the
patients did not find the fees burdensome, but some reported having to
discontinue or limit their care at the center.

IM Center Director

The characteristics required of the director changed considerably over
the course of the implementation. Originally, the ideal candidate was
to be well-known in the field, be an outstanding academic, have a large
patient base to bring to the hospital, and be an excellent educator.
Unfortunately, few individuals have all these qualifications. The initial
plan was to recruit a local practitioner who was already at the hospital
(a biomedical-trained physician) and who had a successful CAM prac-
tice. The assumption was that he would bring that practice and those
patents into the hospital-based center.

When that attempt failed, the board hired an acupuncturist who
had also recently completed a biomedical degree. However, when the
model he developed was rejected, he left the institution.

The director eventually chosen was a biomedical physician in
internal medicine and an expert in CAM, particularly herbal thera-
pies. Although she was well-known in the CAM community, she was
not a high-profile person.

It didn’t evolve in the type of program that [was] envisioned. And
part of it was the medical center, part of it was leadership in the
program, and part of it was [making] compromises in order to get
things done expediently. And the compromises were accepting
the insurance issues, accepting substandard quarters, accepting
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the concept of a physician-friendly model to begin with. Another
compromise was in the leadership issue, because we needed some-
body in that slot. [And] the number of individuals out there who
could fill that slot was very limited. [We] sort of knew the [direc-
tor] was going to be a bit of a compromise, even though [her]
credentials were good. [Administrator P6]

The skill sets the director was expected to possess for this posi-
tion were beyond most people’s capabilities or the expectations of most
CAM/IM centers. The director was from outside the hospital, so she
did not have the background and cultural knowledge to function suc-
cessfully as an administrator in the hospital bureaucracy. She faced
the difficult task of coming in as an outsider without all the skills and
understanding of organizational, cultural, and social norms neces-
sary to successfully set up and run a clinic, especially a clinic that was
attempting to integrate a nonbiomedical approach to medicine.

The hospital is also an academic institution, so the director was
expected to conduct research and direct others in research. Although
she had some success in the research component, this was not within
the scope of her experience. The research expectations proved to be
unrealistic given all the other tasks of the position, the biomedical bar-
riers to CAM research (e.g., FDA, IND), and the pressure to write

large grant applications without support or a track record.

Summary

Perhaps the greatest irony of this center’s failure is that one of the key
factors that contributed to its demise was the unanticipated effect of
incorporation.

They made a huge mistake in the beginning. They set it up as a
separate company, because they were afraid of a backlash . . . and
this was a way for certain individuals to separate themselves . . . to
protect themselves from the backlash. But there was no backlash.
[Administrator P32]
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In closing, it appears that multilevel legal constraints, as well as
financial and practice-level incentives, drove the decision to establish
the IM center as a professional corporation. The hospital also may
be very risk-averse because of its structure and reputation. However,
because the decisionmakers did not anticipate the significant financial
obligations incorporation would entail, their attempt to deal with legal
constraints and create a protective and lucrative corporate entity may
have been the most significant barrier to their success.

I suspect that we could have looked down the line and seen some
of the practical clinical implications, bylaw implications, and so
forth, to anything around this topic. [Administrator P12]

With regard to the patients, our key findings mirror previous
research. The primary driving forces in patients seeking IM/CAM care
are an increasingly consumerist approach to health care (i.e., patients
want choices) and a desire for alternatives to pharmaceutical or surgical
approaches to healing and health. From these perspectives, the shift in
orientation is not simply about avoiding side effects or invasive proce-
dures. Rather, it reflects a broader social shift in medical authority, a
move away from a top-down biomedical hegemony and toward a more
personally proactive attitude of individual responsibility for health
and healing. This preference for an interactive approach to health and
health care rests on a holistic perspective that incorporates the physical,
mental, and spiritual dimensions of a patient’s life. The patients in our
sample wanted a knowledgeable physician with an inclusive medical
armamentarium who could, as appropriate, draw on various medical
models to facilitate their health and healing. These data underscore
that patients want someone who takes the time to listen to them, com-
municate with them, and actively involve them in their own health
care. The prestige of the institution did not appear to play a significant
role in patients” use of the IM center; and what kept them coming back
and referring others was strong personal relations with particular phy-
sicians and providers.






CHAPTER SEVEN

Conclusions: Facilitators and Barriers

The distinction is blurred between facilitators of and barriers to the
center’s success. Over the evolution of the IM center, factors that helped
make it an attractive concept ultimately hindered its sustainability. To
appreciate this paradox, we summarize the facilitators and barriers.

Facilitators of Integration

Some factors clearly worked in favor of the IM center. The first was
the perception of strong support from the board of directors, although
support was, in fact, limited. The sense that the program was a board
initiative heightened its acceptability in the hospital community. A
second factor that aided success was the hospital’s reputation. Another
attractive characteristic was its location, because all the referral services
were in one organization. The fact that the IM center was initiated by
the chief of medicine also had a significant impact.

That’s another reason I use [the IM center|, because at least I
know who these people are. I know it’s not voodoo medicine. I
know I can call them anytime, and vice versa. I'll actually end up

paging them. They bend over backwards to try and accommo-
date. [Hospital Provider P46]

From a business perspective—at least during the planning

phase—many factors could be considered facilitators. There was evi-
dence, albeit misinterpreted, from the Eisenberg studies and others of
p &
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large consumer demand for CAM and of patient willingness to pay out
of pocket for these services. CAM appeared to be an untapped revenue
source.

‘The hospital was responsive to this consumer demand. Within the
institution, there was significant top-down support from two highly
visible internal proponents and key members of the board of direc-
tors. This confluence resulted in the formation of a multidisciplinary
task force and the development of a business plan. Both the board and
the Medical Executive Committee approved the plan to implement a
research-based CAM program.

An organizational home was found for the IM center in the hos-
pital foundation. A professional corporation (PC) model was imple-
mented to avoid unnecessary regulatory oversight, increase autonomy,
avoid hospital salary caps, and provide incentives for patient volume
through bonuses.

The ethos of the hospital made it a strong candidate for the IM
program. It had a reputation and a track record of initiating innovative
programs and meeting community needs, and it was a fairly entre-
preneurial organization. In-house grand rounds and presentations pro-
vided a platform for promoting the center.

By setting up the center as a consultative practice, the developers
ensured that it would not pose an economic threat to other hospital
programs. Because the faculty were salaried, IM practitioners and phy-
sicians did not compete with them, although they did compete with
the contract physicians. The IM center providers were perceived as spe-
cialists, which decreased the perceived threat.

The original design made a commitment to evidence-based prac-
tice and efficacy research. Evidence-based medicine was perceived as
a marketing tool to increase CAM’s acceptance. The fact that the key
players in the center were western-trained biomedical doctors (inter-
nal medicine) helped allay biomedicine providers’ fears about “voodoo
medicine.”

The implementation of a hospital-wide credentialing procedure
that included hospital privileges was a major accomplishment that
allowed the appointment of CAM providers.
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Barriers to Integration

The center was perceived as a potential cash cow, but it was estab-
lished at an inauspicious time because of the economic downturn in
the health field. The business plan included unrealistic expectations
and financial projections, and there was no strategic plan, vision, or
operating budget. Marketing research was inadequate, and the pre-
dicted niche market turned out not to be viable.

The PC ultimately became an enormous barrier. It generated
inflated provider salaries, high overhead for rent, and costly malprac-
tice and director insurance, and it saddled the center with hospital bill-
ing costs for a moribund billing service.

The center’s location, design, and décor also militated against
its success. It was not the health spa setting that many CAM provid-
ers offered, nor was it an integral part of the hospital. It lacked ade-
quate space to guarantee patient privacy. It was not “prestige space”
and was located in an area where many competitors provided CAM
treatments.

As for marketing, no plan was developed and no funds were made
available for this critical business component, and hospital policy pre-
vented the center from advertising in places likely to generate patients
from the community.

Although initially planned as a cash clinic, the center was obliged
to take the insurance provided for hospital employees as well as Medi-
care and Medi-Cal. This had a drastic impact on its ability to generate
a profit. Adding to this reimbursement issue was the decision that all
supplements and herbs would be sold by the hospital pharmacy rather
than by the center, thus eliminating a major potential for profit. But
even if the center had been profitable, the PC structure would have
prevented the flow of revenue back to the hospital.

The institutional culture also posed barriers. Although there was
not much overt opposition, widespread skepticism within the hospi-
tal did not help in generating a broad-based referral of patients. The
referral issue was compounded because many departments had their
own CAM therapies in place. And the perception of the clinic as a
board-driven, top-down program increased resistance among staff who
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might have been referral sources. But the fear of a backlash from the
medical staff had more impact than any actual backlash, because it
forced the center staff into a defensive mode. They went to consider-
able lengths to assure hospital providers that they would not indulge in
patient stealing.

The institution’s prestigious reputation also made the medical
staff wary about bringing in CAM modalities. Many believed that the
center was a threat to their credibility. The lack of medical staff buy-in
became important when the center was facing closure and could not
elicit support from the medical staff or the board of directors.

The PC structure, which gave the center regulatory freedom and
independence from oversight, also made it impossible to shift costs or
bury losses, as it might have been able to do if it had been a depart-
ment in the hospital. It was caught in a catch-22: to survive, it needed
to increase its patient volume, but to attract patients it needed more
staff and more space, both of which had become key targets in cutting
costs.

The time frame allotted for the center’s success was insufficient.
Although it received seed money, a longer period of funding might
have made it successful. We say “might,” because—given all the other
barriers—increased funding may simply have prolonged the agony.

Numerous barriers existed to the research center aspect of the
plan. The center lacked the infrastructure to support junior research-
ers or planned outcomes studies, and it did not provide mentors. None
of the staff were seasoned researchers with successful track records for
grant awards. Further, the clinical and education demands were high,
leaving little time for research. Center staff were also caught in a cum-
bersome administrative process to get IRB approval and to secure FDA
IND applications for herb studies.

One of the barriers to research was that the institution was not set
up for large outpatient clinics. On paper, the center was part of the foun-
dation, but its status was administratively confusing to both center staff
and hospital administrators.

On a cultural level, many CAM providers the director wanted to
hire lacked appropriate licensure, and many of those who did work at
the center were not conversant with hospital protocols and the referral
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process. They did not share the same norms as the medical staff, who
had received their training within these systems. Hospital physicians
worried that the center would not respect the protocol about returning
referred patients—that if they sent patients to the center, they would
not get them back. In many ways there was a clash of cultures—the
two worlds that the center tried to integrate have different philosophies
about illness and health care, different models of disease etiology, dif-
ferent languages, and different values.

Conclusion

Given all the barriers identified in this report, it is not surprising that
the IM center did not survive. It was a high-risk venture that pursued a
high-risk strategy. The risks may not have been obvious to the planners
at the time, but in retrospect, the center was expected to do too much,
too fast. In addition to becoming financially viable in a short time, it
was expected to establish and sustain education and research compo-
nents. These goals may have been overly ambitious, especially as this
was the first integration program at the hospital.

What is surprising, though, is what the center’s creators and par-
ticipants did achieve. They managed to take a vision, create an IM
center in a highly bureaucratic (and somewhat skeptical) environment,
hire CAM providers, open for business, develop a clientele, and pro-
vide services with which clients were, for the most part, satisfied. The
center and its outreach efforts promoted the integration of CAM and
biomedicine, and various CAM modalities are being practiced in this
institution today.

The full impact of the IM center may only become apparent in
years to come. By thinking outside the box, the creators dared to merge
CAM and biomedicine under the same roof. Their example has already
inspired two center staff members from this story to establish IM cen-
ters elsewhere, and more attempts will no doubt follow.

In this case study, the word “success” can be applied in two ways:
survival and impact. In terms of survival the center was not successful,
but in terms of its impact, it can be considered successful.
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Lessons for Future Centers

This bold experiment in integrative medicine offers some salutary les-
sons for any institution contemplating establishing a similar venture.
While resolving these problems may not necessarily lead to a center’s
success, the probability of failure would be greatly reduced.

Vision

The starting point is to establish a vision. As we have noted in this
study, different visions lead to different models of IM that have unique
implications and outcomes. The vision should be clearly articulated,
made public, and shared by the major stakeholders. This IM center suf-
fered from the lack of a clear vision; the vision for it changed over time
and was not widely shared. In addition, the vision should be expressed
in a mission statement. Unless the major stakeholders are on the same
page with regard to the mission/vision, it is unlikely that an IM center
will succeed. The vision/mission should harmonize with the broader
mission of the institution. Does it make sense for this institution to
undertake this venture? What will the institution bring to the project
that will make it unique or, at the very least, a center of quality?

Part of the process of creating a vision includes examining the
philosophical elements of integrative medicine. IM subscribes to a
different paradigm of illness, treatment, and care than biomedicine,
which gives rise to a different set of health practices and a different
view of health and health care. Are these beliefs compatible with the
beliefs held in the institution? Can they be made compatible? Can they
coexist without confusing the patients and causing conflict among the
staff? To the extent that IM involves bringing CAM providers into the
institution, it will be integrating a vitalistic paradigm with a material-
istic one—biomedicine. These are very significant philosophical para-
digm differences.

Market

Does a market exist for such a center in this institution? In this case
study, the initiators established that a market for IM existed in the
community, but they did not establish whether that would translate
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into market share for this center. While a center may make a contribu-
tion that is not market-driven (such as providing a valued service that
contributes to the retention of a client base), this will entail quite differ-
ent strategic decisions in the planning phase. If the center is expected
to make a profit or at least recover its costs, market research is crucial.
No matter how prestigious the institution, if you build it, they will not
necessarily come.

Advocates

Strong advocates are necessary to launch a program within an institu-
tion. Advocates must be credible and powerful. They may not have to
do much actual promoting, but the perception that they are advocat-
ing for the program can be a powerful incentive for others to join the
project or, at the very least, not work against it. The need for advocates
occurs at many levels in an institution’s hierarchy and may change at
different points of the process. In this institution, the support of the
board and administrative/medical staff leaders ensured that the pro-
gram got started.

Business Plan and Finances

The key requirement is not just to have a business plan but to have a
realistic business plan. The plan should be tied to two important cri-
teria: a specific market assessment of the potential clientele and a full
assessment of all costs that will be associated with the start-up. The
time frame in which the center is expected to become self-sustaining
must also be realistic. In this study, no center could have been profit-
able in the time frame allowed, given the costs and the lack of a clien-
tele. Planners must carefully examine the assumptions on which any
business plan is based, and the business plan must be flexible. Circum-
stances change, and the business plan should also change. In this case
study, not only was the business plan unrealistic, it lagged behind what
was actually happening—by the time it was changed, the deficit was
enough to bring an end to the clinic. Part of the business plan must
focus on what services can be billed to insurance companies and what
type of practitioners can bill for them. Start-up funds are a crucial
part of financing and must be in place for a sufficient period to allow
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the center to survive. Many IM centers have been established through

philanthropy.

Legal Matters

The establishment of an IM center raises numerous legal issues. Cre-
dentialing providers and ensuring that they are covered by malpractice
insurance can be extremely complicated. In this case, determining the
legal entity under which the clinic would operate proved to be the most
important decision made by its planners. The legal possibilities will
help shape the IM center and may lead to changes in the vision.

Strategy
Until all these issues are resolved, it would be premature to design or
construct a center. The resolution of the issues will dictate the imple-
mentation of the center. A center that is constructed for a nonexistent
clientele is unlikely to survive. It is difficult to envision a center with a
broad range of CAM practitioners if they cannot legally practice in the
institution, cannot be covered by malpractice insurance, and cannot
bill for their services under existing insurance.

Assuming that all the issues have been hammered out, strategic
decisions revolve around the following:

1. What model of IM is to be implemented? A distributive model
spread throughout the institution? A consultative model, in
which patients are referred for consults but returned to the divi-
sion from which they came? A stand-alone clinic offering pri-
mary care? A specialty clinic? A virtual clinic? Each of these
options poses different challenges and requires quite different
strategic decisions.

2. Will it be a treatment clinic, a research institute, an educational
program, or some combination of these?

3. Will it be therapy-based (e.g., mind-body therapy, herbal ther-
apies); disease-based (e.g., chronic illness); adjunctive therapy
(e.g., for cancer patients); focused on symptoms (e.g., pain
clinic); or some combination of these?
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4. What professions, practices, and providers will be appointed?
Will western-trained biomedical providers provide oversight
and be the dominant profession in the center?

5. Who will be the clients? The “worried well” who have resources?
Underserved populations? Persons who are already patients in
the institution? A whole new population?

Once these questions have been answered, much of what follows
is logistics and promotion. How do you persuade others in the institu-
tion that such a program is a legitimate and viable exercise? What will
be the IM center’s institutional home? What department or program
will it be part of? Where will it be located physically? What will the
physical structure look like? How will hospital staff be encouraged to
use the center? How will the patient base be built and retained? What
kind of marketing will be required? How important will referrals be,
and how can they be ensured?

Next, the question arises of who should direct the center. Until
the type of clinic has been outlined and potential challenges identified,
it is difficult to specify the skill set that will be important for a director.
One person is unlikely to have all the necessary skills and experience.
More than one person may be appointed to carry out different func-
tions of the program. For example, many institutions separate clinical,
research, and educational tasks.

Although this IM center failed to sustain itself, the lessons learned
can help the next generation of centers for integrative medicine achieve
success.






APPENDIX A
Expert Panel

Twelve persons were invited to participate in a one-day workshop at
RAND to join the project staff in a discussion of the findings of this
study. The panel participants were chosen because of their expertise
in integrative medicine. Some had designed, implemented, and run
programs, and some had conducted IM research. Although the results
of this workshop are not included in the case study report, they had a
major influence on the study by providing strong evidence that this sit-
uation was not unique. For the most part, the expert panel recognized
the events at the IM center as being quite common in centers of this
kind. They also provided a strong counterbalance to the conclusion
that could have been drawn—that the IM center was an unsuccessful
experiment. By sharing their experience and knowledge, they enabled
us to place this story in a broader context. The panel’s insightful feed-
back made clear that we had witnessed the early evolution in the con-
struction of a center for integrative medicine in a hospital setting. The
institution in this case study was not the first to attempt this challenge
(in fact, the hospital task force visited several other sites), but it was in
the first wave.

Methods

We told the story of the center in “acts” and solicited feedback periodi-
cally. This approach allowed us to identify holes in the story where the
panel could not follow our account and allowed the panel participants
to make comparisons with other centers around core themes. The story
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was presented in four acts: Act I, The Beginning; Act II, The End of
the Beginning; Act III, The Beginning of the End; and Act IV, Devo-
lution. For each act we presented the panel with a set of questions to
encourage discussion.

Act]

What role has the board played elsewhere?

How important have internal advocates been?

How important has a business plan been?

How important has agreement been over what IM is?

B =

Act II

Has the professional corporation model been used elsewhere?
Can a clinic survive on third-party payers?

Could such a model succeed?

Is the external CAM/IM community a realistic source for
patients?

5. Do networks develop around IM?

A .

Act 11
1. How similar is this story to other IM center stories?
2. How many of these problems could have been avoided?
3. Isahospital an appropriate setting for IM?
4. If so, what model has the best chance of success?

Results

The Board

The expert panel agreed that support from the institutional board of
directors is important, but the role of the board can vary considerably.
For some centers, it is essential. The board can provide strong leader-
ship; play an advisory role (not policy-oriented); help decide what to
do; provide input into the business plan and bylaws; and provide fund-
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raising. But the board serves different functions at different times. It
is important that the governance board help the program fit the needs
of the institution. Furthermore, the board can give credibility to the
center. Board buy-in was thought to be important for policy, fundrais-
ing, and fiscal control. The board’s role should be explicit; it should
be a stabilizing force and should provide links back into the larger
institution.

Advocates

The expert panel believed that internal advocates are key—a necessary
but not sufficient condition for success. The major internal advocates’
role is not time-dependent. A center needs advocates at all levels in the
institution. In this case, the planners attempted to alter the orthodox
community, but they did not get the “planets aligned” at all levels: the
board, the key internal institutional players, and those in the field. A
successful program must have advocates at all three levels.

The Model

The panel noted that center developers often encounter “huge model
confusion” and have difficulty operationalizing a vision. They may
have to change the model numerous times. The models used by other
institutions have been very dynamic and continue to be in flux several
years into the operation of the new centers. For example, patients may
want primary care, but the center may be set up as a collaborative-con-
sultative model.

The Business Plan

The panel participants said the business plan used in this case study
was “a very familiar one.” Process literature did not exist to design a
business model for this type of clinic at that time, and there was a lack
of concrete data on which to build a plan. Understandably, this lack of
information resulted in a totally unrealistic business plan. Many IM
centers have business plans that are continuously changing. A business
plan, the panel agreed, is important for launching a program, for board
buy-in, and as an analytical device, as it forces an accounting of many
important details. However, the plan must be dynamic and capable of
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responding to challenges that arise. In the case study, the IM group
was locked into a rigid legal model/business plan and could not adapt
or be flexible.

Some panel members suggested that the strong board support
and the internal advocates might have interfered with performing “due
diligence” in the business planning stage. The power of an important
individual’s advocacy can be very persuasive, and enthusiasm can lead
to poor judgment. Likewise, the powerful perception of board support
can allow a poorly designed business plan to escape scrutiny.

The panel members questioned the manner in which the results of
Eisenberg’s surveys were interpreted. If the data on CAM users include
self-care, the actual potential for provider-based care is much lower
than the numbers touted in the surveys. Furthermore, if you com-
pare the amount of money Eisenberg cited as being spent on CAM
care with overall health care spending in the United States, the CAM
spending is “a drop in the bucket.”

The panel believed that the planners’ focus on money was naive;
however, these were the early days of IM groups, before “the landscape
was littered with failures.” The panel was strong in its opinion that the
decision to accept insurance sounded the first “death knell” for the
center. The cash-and-carry model would have been more financially
viable.

The Professional Corporation

The decision to set up the center as a professional corporation was a fatal
flaw, in the opinion of the panel. It was also seen as the most surprising
decision. However, research shows that the higher the legal liability for
medical groups, the higher the quality of care. Liability provides the
incentive to select the right (and most competent) CAM practitioners.
If physicians are liable for bad referrals, they will not make them. In
that sense, there was at least some justification for choosing the corpo-
rate model.

Leadership
The panel perceived a mismatch between the skills needed in a direc-
tor and the talents of the person who was selected. They thought a very
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structured job description should have been used to guide the search
process. But the panel acknowledged that few people qualified for the
position at that time. One option might have been to hold off another
year.

Turf Tension Between Primary Care and the Consultative Model

The panel noted that all IM clinics deal with the issue of turf tension.
In a sense, “consultative care” is viewed as a Trojan horse, because IM
is holistic and by nature focuses on primary care. Patients illustrate this
problem every day, because some want their IM providers to be their
primary care providers. Also, many MDs do not want to be on call for
this particular patient population. Thus, the model can morph from
consultative care to primary care. In some cases, the IM group’s ability
to work with “shipwreck” patients endears it to outside MDs. These
clinics actually get referrals because they offer primary care for patients
whose biomedical doctors have run out of options for them.

Clinic/Outcomes Research

Several panelists discussed the assumption that a clinic can easily pro-
vide research. They said that the patient population tends to be too
heterogeneous to supply the power to find effects. The only way such
research would have validity would be if a clinic were run as a research
lab and did not provide the usual patient care.

Referrals

The panel made an interesting case that unless you have a denominator
of how many referrals are possible, it is difficult to determine whether
MD referrals are good or bad at any center. A denominator might be
created by picking several diseases known to be treated with CAM
(e.g., fibromyalgia) and tracing back the number of likely referrals. In
this clinic, the IM group did not focus on cultivating the largest source
of referrals (patient and self-referrals). This was a big mistake. Patients
could self-refer, but the location was suboptimal for some patients.
Patients are mixed in the way they rate putting CAM into the hospital
setting. In other clinics, about half the patients liked the credibility
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delivered by the clinic’s location in a teaching hospital (because they
felt “safe”), while the other half found it inconvenient.

In other such clinics, most of the MD referrals come from subspe-
cialties; IM groups can cultivate these physicians by serving on depart-
ment committees and developing relationships with them. Lecturing
may not be the best way to do this.

However, this IM center may simply not have operated long
enough to generate MD referrals. Some panel members thought the
center did not function long enough for a network approach to succeed

for CAM providers.

Summary

The panel’s main conclusions were that the attempt to create an IM
center in a hospital was courageous in that the hospital took the first
step in the evolutionary process. Therefore, this attempt should not
be viewed as a catastrophic failure. The participants believed that the
program failed because the institution did not provide the necessary
political and financial backing required for longevity. The center never
had the chance to be successful. A viable center takes more than 2.5
years to grow. The panel noted that even “turbocharged” programs are
typically in the red for three to four years. The panel noted that it was
not reasonable to expect all three prongs of the IM model (the clini-
cal, research, and education components) to be viable in such a short
time.

The panel highlighted the risk-aversion issues that ran as a “reac-
tionary thread” through the entire story. Risk-aversion is counter to
innovation, and fear can trump vision. As one panel member said, “You
should listen to the lawyers, but you shouldn’t let them drive the busi-
ness model.” It seemed to this panel that the lawyers drove the center
into the PC model to avoid risk; however, in doing so, they voided the
vision of those who had developed the model.

The lessons from the case study can be applied as a blueprint for
the issues and dangers that occur in creating IM centers. In answer to
our questions, the panel reached the following conclusions:
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How similar was this story to their experiences? The issues
were not unique to the case study.

How avoidable was the outcome? The PC structure could have
been avoided. The PC model led to a “cascade of problems” that under-
mined the center.

Is the hospital an appropriate environment for IM? Because
of the PC structure, the case study did not answer this question. The
relationship with the hospital was “murky.”

Was there a market for this center? There was a market, but the
program erred in acceptingall types of patients and trying to be all things
to all people. By not defining and then focusing on a homogeneous
group—such as high utilizers—the center was set up to fail. The center
lacked an identity that could have been used to brand it and market it
to patients, third-party payers, and foundations/philanthropists.

How valid was the assumption that patient demand was not
already being met? The panel agreed that the hospital did not know
the answer to this question, and probably still does not know.
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APPENDIX B
Brief Time Line

Table B.1
Brief Time Line

IM Center Time Line 1996 June-97 May-98 August-98 May-00 July-01

Medical director
investigates CAM for
hospital

Task force formed;
site visits take place

Complementary medicine
program business plan
presented to board

IM center final
director hired

IM center up and running,
doors open to patients

Hospital administrator
joins to “stop the
bleeding”

IM center folded into a
department in the
hospital
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