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I
ntegrative medicine is a new concept of
healthcare.1,2 Confusingly, the term has 2 
definitions. The first definition is a healthcare

system “that selectively incorporates elements of
complementary and alternative medicine (CAM)
into comprehensive treatment plans….”1 The 
second definition is an approach that emphasizes
“health and healing rather than disease and treat-
ment. It views patients as whole people with
minds and spirits as well as bodies….”1

I would argue that the whole-person concept
has always been at the core of good medicine,
particularly primary care, and that coining a new
name for an old value is counterproductive. If we
can agree that the whole-person concept needs
no other name, we can greatly simplify matters
by letting integrative medicine stand for just one
thing—incorporating elements of CAM into rou-
tine health care. Let’s consider the implications
of this thinking.

The arguments for integrative medicine
Proponents of integrating CAM into routine med-
ical care point to its increasing popularity3 and to
the satisfaction of most CAM users.4 They also
argue that CAM has largely been a privilege of the
affluent class,3 and, to achieve equity in health

care, we should integrate CAM across all of soci-
ety. This line of argument seems logical and well
intentioned. But is it convincing?

Just because the affluent are the primary
recipients of CAM does not necessarily recom-
mend it to everyone. Their lifestyle choices also
put them at greater risk for cancer and gout, and
they undergo liposuction more often. That the
affluent can afford to pay for CAM does not mean
it’s good for them.

The evidence for benefits vs risks
The assumption we should really mistrust is that
satisfaction with CAM services is the same as a
demonstration of efficacy. The missing link in the
logic of integrated medicine is the evidence that
CAM does more good than harm. Integrating ther-
apies with uncertain risk-benefit profiles (eg,
upper spinal manipulation) or modalities that are
pleasant but of dubious value (eg, aromatherapy)
would render health care less evidence-based and
more expensive but not necessarily more effective.

Of course, not all CAM is ineffective or unsafe.5

CAM interventions that demonstrably do more
good than harm should be integrated; those that
don’t should not be. Research into CAM is in its
infancy, and the area of uncertainty remains huge.
For most forms of CAM, we simply cannot be sure
about the balance of risk and benefit. To integrate
such CAM would be counterproductive. To inte-
grate those therapies that are supported by good
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data is not integrative medicine but simply 
evidence-based medicine.

Patient choice and responsible decisions
And what about patient choice? This concept is
well-founded in our legal system. As physicians,
we are just advisors trying to guide patient choice.
Creating a new type of medicine that stands for
incorporation of unproven practices into medical
routine would, however, be a violation of our 
duty to be responsible advisors to patients.
Responsible advice has to be based on evidence,
not on ideology. Decision-makers rightly insist on
data, not anecdote.6

In conclusion, the term integrative medicine is
superfluous since it stands either for whole-
person medicine (a concept already a part of 
primary care) or for the promotion of integrating
well-documented CAM modalities (already being
done with evidence-based medicine). The danger
of integrative medicine lies in creating a smoke-
screen behind which dubious practices are pushed
into routine healthcare. I believe this would be a
serious disservice to all involved—not least, to
our patients.
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To use those therapies supported 
by evidence is not integrative medicine
but evidence-based medicine

COMING SOON IN

Somatization: 
Diagnosing it sooner
through emotion-focused 
interviewing

Preterm labor: Diagnostic 
and therapeutic options
are not all alike

Of mites and men: 
Systematic review of 
reference bias in narrative 
review articles

Treatment of the patient 
with shoulder pain

Patient trust is consistent 
with different styles of 
interaction with physicians

If Isaac Newton was 
a family doc: Nonlinear 
family practice

FAMILY
PRACTICE
THE JOURNAL OFTHE JOURNAL OF


