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Researchers at the Louis Stokes Cleveland VA Medical Center in Ohio  
explored the impact of complementary and alternative medicine therapies on patient  

and family satisfaction of health care.

In October 1998, the National 
Center for Complementary and 
Alternative Medicine (NCCAM) 
was funded and established. This 

center is the federal government’s 
lead agency for scientific research on 
complementary and alternative med-
icine (CAM) and is 1 of the 27 insti-
tutes and centers that make up the 
National Institutes of Health. The 
mission of the NCCAM is to define, 
through rigorous scientific investi-
gation, the usefulness and safety of 
CAM interventions and roles in im-
proving health and health care. 

Although a significant number of 
adults in the U.S. use some form of 
CAM, physicians rarely recommend 
these therapies to their patients, and 
their use is limited in conventional 
medical settings.1-3 This is often at-
tributed to a lack of knowledge or 
scientific evidence, despite a belief 
by many providers of the potential 
positive effects.3

In an attempt to disseminate 
knowledge about various CAM 
therapies investigated by NCCAM, 
the Complementary and Alternative 
Resources to Enhance Satisfaction 
(CARES) program was organized 
as a resource center at the Louis 
Stokes Cleveland VA Medical Center 
(VAMC). It was anticipated that in-
creasing knowledge about CAM and 
offering these therapies in conjunc-
tion with the conventional medical 
practices at the VAMC would lead 
to a more comprehensive, patient-
centered system of care. In this way, 
the goal was to transform current 
thinking from a focus solely on treat-
ing the patient’s disease to a holistic 
approach, which encompassed com-
fort, family support, and quality of 
life (QOL).

The aim of the CARES program 
was to increase health care provider 
(HCP) knowledge and skills in the 
use of complementary therapies, and 

to design a program that provided 
tangible resources to empower bed-
side caregivers to deliver such thera-
pies. The primary objective of this 
program was to change the culture 
of the VAMC to a more holistic ap-
proach, which encouraged family 
and patient involvement in care. Sec-
ondary objectives included increased 
patient and family satisfaction, in-
creased knowledge of CAM, reduc-
tion of pain and stress in patients, 
and increased HCP satisfaction. This 
article describes the implementation 
of CARES.

BACKGROUND
The number of veterans with chronic 
illnesses and pain continues to rise. 
While aggressive efforts have been 
aimed at safely decreasing pain and 
discomfort, many veterans report 
dissatisfaction with traditional treat-
ment methods, which focus on drug 
therapy and have little emphasis on 
preventive or holistic care.4 Health 
care providers often share patients’ 
frustrations regarding the use of 
medications that have varying de-
grees of efficacy and multiple adverse 
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effects. Innovative approaches to im-
proving health and decreasing pain 
and stress have focused on more ho-
listic and patient-centered philoso-
phies of care. However, there have 
been few studies to assess feasibil-
ity, implementation, and outcomes 
within an established medical center.

As an ideal goal among patients, 
families, and HCPs in all care set-
tings, patient-centered care has be-
come a more prominent focus of the 
VA health care system (VAHCS). The 
incorporation of patient-centered 
care, along with an electronic medi-
cal record, structural transformation, 
and greater focus on performance ac-
countability have contributed to dra-
matic improvements in care within 
the VAHCS in the past decade.5,6 
Mounting evidence continues to vali-
date the positive health outcomes of 
models of care that engage patients 
and families with valuable roles in the 
healing process.7,8 Professional care-
giver satisfaction has also been linked 
to increased patient satisfaction.9

Integral to patient-centered care 
is the ability of caregivers to see the 
whole person—body, mind, and 
soul. The implementation of thera-
pies or environments that comple-
ment traditional medicine and 
provide for physical comfort and 
pain management can be important 
in achieving this form of holistic 
medicine.1,10 By definition, CAM is 
any method used outside of and in 
addition to conventional medicine 
to prevent or treat disease.6 As CAM 
takes a holistic approach to healing, 
most therapies involve not only the 
treatment of the symptoms of the ill-
ness, but also the development of a 
method of healing that focuses on 
the spiritual and emotional origins 
from which the illness arises.11 

According to the National Health 
Interview Survey, complemen-
tary and alternative therapies were 

used by one-third of adults in the 
U.S. in 2002 and by 4 in 10 adults 
in 2007.11 However, these estimates 
may be conservative, as other studies 
have found that at least the major-
ity of adults had used some form of 
CAM at one time.1 The most com-
mon CAM therapies used by adults 
in 2007 were nonvitamin, nonmin-
eral, natural products, such as fish 
oil or ginseng; deep breathing ex-
ercises; meditation; chiropractic or 
osteopathic manipulation; massage; 
and yoga.11 In 2007, adults most 
commonly used CAM to treat a va-
riety of musculoskeletal problems  
(ie, back, neck, or joint pain).11 

As a patient-centered philosophy, 
the most general benefit of the use 
of CAM involves the idea of patient 

empowerment and participation in 
the healing process. Many thera-
pies, such as tai chi, meditation, 
and guided imagery, require active 
patient involvement, which can en-
courage feelings of self-control over 
the disease process. Complementary 
and alternative medicine has been 
shown to be effective in decreasing 
pain, anxiety, stress, and nausea.10,12-14 
Increasing evidence supports an as-
sociation between stress or negative 
emotions and health outcomes, such 
as hypertension, diabetes, and heart 
disease.15,16 When used in conjunc-
tion with traditional medical treat-
ment, CAM can help patients cope 
with devastating symptoms of their 
disease processes or to avoid some 
symptoms altogether. 

Figure. Aims and Initiatives of the CARES Program.
CARES = Complementary and Alternative Resources to Enhance Satisfaction.
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Despite the widespread use of 
CAM therapies by the public, HCPs 
rarely recommend CAM therapies to 
their patients.2,3 This has been attrib-
uted to a lack of scientific evidence, 
a lack of knowledge or comfort,  
and a lack of an available CAM pro-
vider.3 The basic philosophy of 
self-motivated stress and pain man-
agement, which is fundamental to 
most CAM therapies, is learned and 
embraced by most HCPs, but the im-
plementation is not often seen in the 
real world of busy clinical practice. 
With its numerous benefits, CAM has 
the potential to significantly improve 
the health and QOL. Therefore, in-
novative programs that help HCPs be-
come knowledgeable and competent 
in incorporating CAM into current 
systems of care are needed. 

In 2010, the Cleveland VAMC 
was funded through the Innovations 
in Patient-Centered Care grant to de-
sign and implement a complemen-
tary therapy resource center. This 
project was the CARES program and 
was organized through the Cleve-
land Geriatric Research Education 
and Clinical Center (GRECC). The 
project team included researchers 
and clinicians within the GRECC as 
well as other clinical departments. 
A CAM coordinator was hired to or-
ganize lectures, order supplies, and 
network with various departments 
within the Cleveland VAMC. Addi-
tionally, a major focus of the CARES 
program was to encourage the in-
volvement of family and friends in 
the care of the veteran. An integral 
goal of this project was to bring 
CAM resources to the bedside of vet-
erans in acute and long-term care on 
a 24/7 basis. 

The rationale for the implemen-
tation of a complementary therapy 
resource center was based on the 
Planetree model of patient-centered 
care, which encourages healing in 

all dimensions and the integration of 
complementary therapies with con-
ventional medical practices.17 Offer-
ing such therapies in an established 
medical center with knowledgeable 
HCPs may increase the safety of such 
use.1 Providing workshops and lec-
tures for HCPs about various com-
plementary therapies would help 
educate them and provide them with 
a knowledge base to feel comfortable 
in recommending therapies to their 
patients. By opening workshops and 
lectures about CAM to the public, 
veterans would be given the oppor-
tunity to learn about the therapies 
available and their efficacy. 

ADVANCING PATIENT QOL
The Cleveland VAMC has a history 
of research and policies to advance a 
culture of patient-centered care with 
an emphasis on QOL, customer ser-
vice, and the use of CAM.In 2001, 
Anthony D’Eramo, a member of 
the Cleveland VAMC GRECC, de-
veloped a program to educate nurs-
ing assistants at the Cleveland and 
Chillicothe VAMCs on complemen-
tary therapies, including meditation, 
spirituality, therapeutic touch, and 
yoga. The overall response to the pro-
gram was positive.18 The focus of the 
training was on the QOL of nursing 
assistants; most found participation 
in the training to be a valuable and 
worthwhile experience. They indi-
cated their intent to use the tech-
niques they learned for themselves, 
their families, and their patients.18

Also in 2001, researchers at the 
Cleveland and Pittsburgh VAMCs 
identified that older veterans with 
osteoarthritis perceived the use of 
prayer and meditation as more use-
ful than medications or surgery for 
the treatment of pain associated with 
osteoarthritis.19 Since that time, the 
Cleveland VAMC has worked with 
the Pittsburgh VAMC to study the use 

of motivational interviewing—a com-
munication technique that focuses 
on patient engagement to achieve 
changes in behavior—for patients 
with knee osteoarthritis to consider 
total knee replacement surgery.

In 2004, Antall and Kresevic im-
plemented a program of guided im-
agery for patients undergoing joint 
replacement surgery.20 Although the 
sample size was small, results indi-
cated positive trends for pain relief, 
decreased anxiety, and decreased 
length of stay following surgery. Due 
to the small sample size, statistical 
comparisons were not performed; 
however, the mean pain medication 
use in the 4 days following surgery 
was morphine 84.76 mg in the con-
trol group vs 36.7 mg in the guided 
imagery group.20 The overall re-
sponse to the guided imagery tapes 
was positive, with 75% of the sub-
jects indicating that use of the tapes 
made them feel more relaxed and de-
creased their pain.

More recently, the clinical nurse 
specialist group at the Cleveland 
VAMC began a study using music 
and education to decrease pain. In 
2009, a Patient-Centered Care Coun-
cil was established for the medical 
center to advance a culture of pa-
tient-centered care by analyzing the 
results of performance measures and 
satisfaction reports. Additionally, the 
nursing staff at the Cleveland VAMC 
Community Living Center (CLC) 
expressed an interest in expanding 
the use of CAM by creating a well-
ness center with exercise equipment 
and aromatherapy. This center was 
well-received but had only limited 
access to patients in acute and long-
term care and was unable to be sus-
tained due to insufficient staffing.

THE CARES PROGRAM
The objectives of the CARES pro-
gram were to (1) change the culture 
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of the medical center to a more ho-
listic approach, encouraging family 
and patient participation in care and 
emphasizing comfort and satisfaction;  
(2) increase knowledge of comple-
mentary therapies for relaxation;  
(3) improve patient and family sat-
isfaction with nursing and medical 
care; and (4) build on preexisting 
medical center initiatives for patient-
centered care.

The CARES program presented 
lectures and training workshops on 
various CAM therapies for all HCPs 
in order to provide useful informa-
tion that may not otherwise have 
been available. Evidence has shown 
that those who receive training for 
complementary therapies respond 
positively and view the experience 
as valuable.18 It was hoped that these 
training sessions would empower 
nurses and other health care staff to 
provide care while recognizing the 
importance of treating the entire per-
son. Programs were planned for vari-
ous times of the day and evening in 
various patient care locations. (Aims 
and initiatives of the CARES program 
are further expanded in the Figure.)

Prior to any educational sessions, 
a survey was distributed to HCPs 
about their knowledge and experi-
ence with CAM. Though responses 
to the survey were limited, the results 
indicate interest in learning more 
about CAM therapies (Table 1). 

Over the course of the year-
long grant, a total of 19 workshops 
were scheduled and held for HCPs 
and veterans for a total of 346 par-
ticipants. This included 3 intensive 
training sessions for staff, 1 on Reiki 
and 2 on Healing Touch. All pro-
grams, including the intensive train-
ing sessions, were available free to 
participants. Some of the sessions 
were videotaped and archived for 
later viewing. (See Table 2 for a list 
of all training sessions provided by 

the CARES program.) The project 
was limited in both time and funds, 
so only a limited number of topics 
were able to be covered, and the top-
ics were based mostly on the avail-
ability of experts in each field. 

RESOURCES 
In addition to lectures, organizers 
of the CARES program purchased  
20 comfort carts for inpatient units 
at the Cleveland VAMC. These were 
small rolling lockable wooden carts 
approved by Interior Design, who 
evaluated and designed previous 
work spaces at the Cleveland VAMC 
to make them functional, appeal-
ing, and well-suited for the veterans. 
The carts were stocked with vari-
ous resources that focused on com-
fort and entertainment. Specifically 
related to CAM, these carts contained 
guided imagery CDs and Playaways. 
(Playaways are small audio players 
with included earbud headphones 
meant for individual use, which are 
preloaded with a specific guided im-

agery session.) Additionally, the com-
fort carts contained books, books on 
tape, magazines, portable CD players, 
music CDs, games, exercise bands, 
healthy snacks, DVDs, and a portable 
DVD player. Other items purchased 
to be distributed to various inpatient 
and outpatient units included Nin-
tendo Wii game consoles and small 
televisions. Mobile sleepers were pur-
chased for inpatient units to encour-
age extended-family visitation. These 
sleepers have been widely adopted 
throughout the medical center. 

Additional resources purchased 
by the CARES program included 
educational pamphlets on various 
health issues affecting veterans, such 
as the management of stress. In an 
effort to increase patient education 
about complementary therapies, the 
CARES program provided funding 
for 2 dedicated channels on the pa-
tient television system, broadcasting 
24-hour, evidence-based relaxation 
and guided imagery programming. 
Finally, the CARES program en-

Table 1. Survey of Health Care Provider Knowledge and  
Experience With CAM (%) (n = 19)

Asked about CAM by a patient   44.4

Feel comfortable discussing CAM with a patient   72.2

Would like to learn more about CAM 100.0

Guided imagery
Knowledgeable   68.4

Believe in effectiveness   83.3

Meditation
Knowledgeable   66.7

Believe in effectiveness   94.4

Reiki/Therapeutic touch
Knowledgeable   33.3

Believe in effectiveness   70.6

Tai chi
Knowledgeable   33.3

Believe in effectiveness   77.8

CAM = complementary and alternative medicine.
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hanced the Wellness Center begun by 
the nurses in the CLC. This included 
the purchase of exercise equipment, 
computers, aromatherapy, massage 
tables, and massage cushions. The 
exercise equipment, including a re-
cumbent stepper, recumbent bike, 
and treadmill, was provided by funds 
from the CARES project. The equip-
ment was available 24/7 to veterans 
and could be accessed once the vet-
eran was cleared by his primary care 
and admitting physician. Competen-
cies were developed and completed 
by the staff. The competencies in-
cluded orienting the patient on use 
of the equipment, observation and 
documentation of equipment used, 
and response. Veterans who had es-
tablished home exercise routines were 
able to continue their programs while 
hospitalized in the CLC. This helped 

maintain and regain leisure activity 
and promoted wellness.

PROGRAM OUTCOMES
Evaluations of the training ses-
s i ons  we re  ove r whe lming ly 
positive (Table 3), and many indi-
viduals requested further education 
and training. A total of 204 partici-
pants (59%) completed posttrain-
ing evaluations. Some common 
themes identified through com-
ments on program evaluations in-
cluded requests for training in the 
evenings and on weekends. Of the 
329 HCPs who participated, 36.5% 
were nurses or nurse practitio-
ners, 13.7% were ancillary staff (eg, 
nursing assistants), 9.7% were so-
cial workers, 8.5% were students, 
5.8% were physicians or physician 
assistants, 5.2% were psychiatry 

staff members, 4.9% were occupa-
tional/physical/recreational therapy 
staff members, and 15.7% were 
other/unknown. The remaining  
17 individuals who participated were 
veterans and their family members. 

Reiki and guided imagery classes 
for increasing relaxation and com-
fort are still offered to veterans. An 
attendee of the initial level 1 train-
ing offered from the first grant 
progressed in certifications and re-
ceived Master status. This Master 
has trained 60% of the nurses in her 
unit in level 1 Reiki. Weekly sessions 
are being implemented for veterans. 
Guided imagery training provided 
by the initial CARES grant project is 
sustained via weekly groups. Reports 
of an increased sense of well-being 
and relaxation as well as relief from 
chronic pain have been reported.

Table 2. CARES Program Educational Workshops

Topic Length (h) Other Information

Gu ided Imagery: New findings, new applications, new solutions 3 Included videoconference

Self-Care for a Healthier You 1 Target audience: family caregivers

Complementary Care Practices 1 Included videoconference

Introduction to Healing Touch Workshop        2 Included videoconference

C h allenging Doctor-Patient Communications—Advanced 
Clinical Survival Skills

1

“D id you really hear me?”—How to Communicate Better 
With Your Doctor

1 Target audience: patients and 
families

Int roduction to Reiki Therapy 2 Included videoconference

Mi nd Over What Matters: Using Breathwork and  
Meditation for Managing Stress

1

Surviving Stress: How to Stay Healthy During Stressful Times 1 Target audience: family caregivers

Level 1 Healing Touch Training 8 Intensive training

Level 1 Reiki Training 4 Intensive training

Introduction to Integrative Psychiatry 1

Playing Tai Chi Chuan 2 Participation in basic tai chi

CARES = Complementary and Alternative Resources to Enhance Satisfaction.
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Although evaluations were cre-
ated for the comfort carts, they were 
not regularly completed by patients. 
However, direct subjective feedback 
from nursing staff who spoke to or-
ganizers of the project about both the 
beds and the carts was very positive. 
Additionally, members of the proj-
ect were able to talk to some veter-
ans and family members who agreed 
to discuss their use of these items. 
They expressed appreciation for the 
snacks, which helped “tide them 
over,” and the beds, which allowed 
them to stay and comfortably visit 
their sick loved ones. Utilization of 
the CARES comfort carts and mobile 
sleepers on the inpatient units con-
tinued after completion of this study. 
The GRECC has continued to func-
tion as a resource center by distribut-
ing educational materials, restocking 
the comfort carts, and providing edu-
cational programs on CAM. 

Objectively measuring satisfaction 
related to the implementation of the 
program proved challenging. At pro-
gram commencement, plans involved 
an evaluation of the CARES program 
using overall hospital satisfaction 
measures. However, different com-
ponents of the program took effect 
at different times, and not all compo-
nents affected all parts of the hospi-
tal. Satisfaction measures, such as the 
National Veteran’s Survey of Health-
care Experiences of Patients (SHEP) 
and the local Quick-Kards, which re-
port aggregate scores for patient satis-
faction, were analyzed prior, during, 
and after program implementation 
but could not be clearly correlated to 
program impact on patient and fam-
ily satisfaction with health care. Ad-
ditionally, the categories addressed 
in the surveys were very broad while 
the CARES program addressed only 
some aspects of hospital care. Despite 
the weak correlation, SHEP results 
of inpatient services were analyzed 

and evaluations did increase in the 
categories of inpatient overall qual-
ity and shared decision making from 
prior-to-program implementation to 
postprogram implementation. Quick-
Kard results remained essentially the 
same related to patient-provider com-
munication pre- and postprogram 
implementation. Additional quantita-
tive and qualitative measures of satis-
faction linked specifically to program 
components need to be created or 
further explored. 

LIMITATIONS
This project was not able to address 
all aspects of the wide range of top-
ics under the general term CAM. 
In a short time, many individuals 
taught courses in their areas of ex-
pertise. However, many areas, such 
as acupuncture, chiropractic manip-
ulation, and massage therapy, were 
not included. Additionally, although 
herbal therapies are likely the most 
used CAM method, they also pres-
ent many challenges when combined 
with medications and other com-
mon therapies among veteran pa-
tients.11 The study was not intended 
to provide any general information 
endorsing the safety of these herbal 
therapies when combined with medi-
cations, so this topic was avoided al-
together. However, this is a topic that 
needs further exploration and medi-

cal involvement, as these therapies 
can have medical consequences de-
spite their casual use and availability. 

CONCLUSIONS
The most important lesson learned 
through this program was that CAM 
is a very “hot topic” at the Cleveland 
VAMC and many staff members are 
enthusiastic and open to integrating 
it into their practice. This was impor-
tant throughout program implemen-
tation as staff buy-in is integral to a 
successful medical center initiative. 
Veterans and family members were 
receptive to learning about CAM and 
participating in programs. An abun-
dance of local experts outside of the 
facility were also willing to share 
their knowledge about their particu-
lar therapy.

Securing continuing education 
(CE) credit hours was challenging, 
requiring applications and close 
work with presenters. However, the 
added benefit of CE credits helped 
to garner an audience. Marketing the 
programs in a time sensitive nature 
to allow staff or family members to 
arrange schedules was critical. 

Multiple opportunities, including 
initiatives for patient-centered care, 
CLCs, and management of veterans 
with pain and delirium can be helpful 
for maintaining and expanding the 
CARES program. Most important, it 

Table 3. Evaluations of CARES Educational Programs (n = 204)

Evaluation Question
Participants, Agree With 

Statement (%)

Effective speaker   98.5

Quality program   99.5

Presented innovative information   99.5

Information useful in patient care   97.4

All objectives covered 100.0

All questions answered   99.5
CARES = Complementary and Alternative Resources to Enhance Satisfaction.
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was learned that a small group of cli-
nicians who can think outside the box 
can make a big difference for veter-
ans. Implementing a holistic and pa-
tient-centered program of CAM that 
brings resources to veterans 24/7 is 
both feasible and fun. 

FUTURE DIRECTIONS
Plans for future educational pro-
grams on CAM will include the use 
of interactive audio/video technology 
to expand outreach, yet still allow 
the active participation of HCPs and 
possibly veterans. Cleveland VAMC 
GRECC staff members continue 
to work on various aspects of the 
CARES program, such as the use of 
audio tapes for relaxation and aug-
mentation of pain treatment and to 
support the Wellness Center. The 
carts and mobile sleepers are still 
heavily used to support the “Care 
Partners” program at the Cleve-
land VAMC, and they continue to 
be stocked with items. These items 
helped meet the project’s goal of pro-
viding resources to be available 24/7. 

The CARES program and aspects 
of CAM have continued to be mar-
keted at professional educational 
activities and to veterans at health 
fairs at the medical center. Addi-
tional funding sources and small 
grants have helped to sustain the 
educational programs and restock 
the carts, particularly the current VA-
funded T21 grant to manage patients 
with delirium. Future funding op-
portunities continue to be explored. 
Additionally future directions would 
include the incorporation of various 
other methods of CAM, which were 
unable to be explored in this time-
limited project, including acupunc-
ture, chiropractic manipulation, and 
massage therapy.

Though evaluations of educational 
programs were very positive and sub-
jective feedback from the use of the 

carts and mobile sleepers was posi-
tive, it was not possible to establish a 
direct correlation between improved 
patient and family satisfaction and 
health care. Future directions of pro-
gram evaluation should focus on ob-
jective measurements, which can be 
directly linked to program impact on 
satisfaction. It is hoped that the inclu-
sion of CAM will contribute to con-
tinued improvements in quality and 
patient satisfaction throughout the 
entire VAHCS.   ●
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