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"There cannot be two kinds of medicine - conventional and alternative. There is only 
medicine that has been adequately tested and medicine that has not, medicine that works 

and medicine that may or may not work." 

Angell and Kassirer, 1998 
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Thesis abstract 

Integrative healthcare (IHC), the combination of biomedical disciplines and expertise in 

various forms of complementary and alternative medicine (CAM), is an example of 

interdisciplinary collaboration that has emerged over the last two decades. Little has been 

written so far to gain an understanding of how the healthcare practitioners in such setting 

collaborate. The main goal of this doctoral dissertation was to better understand what is 

inside the "black box" of interdisciplinary collaboration within IHC clinics so that appropriate 

links related to clinic effectiveness and cost-effectiveness as well as patient outcomes could 

be tested in future research. 

This thesis explored the concept of interprofessional collaboration in IHC using three 

theoretical and conceptual models: Input Process Output, Relationship-Centered Care, and 

Models of Team Healthcare Practice. Inductive and deductive inquiries were conducted 

through sequential mixed methods and methodological triangulation techniques. Four 

objectives were proposed to better understand how collaboration was experienced and 

conceptualized within these clinics and how the related factors interacted with each others. 

Finally, assumptions of a conceptual model of classification of IHC clinics were tested. 

Constructs contributing to collaboration included practitioners' attitudes and educational 

background, as well as external factors such as the healthcare system and financial 

pressures. Major processes affecting collaboration consisted in communication, patient 

referral and power relationships. These determinants of collaboration resulted in learning 

opportunities for practitioners, modified burden of work and ultimately, higher affective 

commitment toward the clinic. The quantitative inquiry revealed that interpersonal 



Thesis abstract 

relationships were shown to be central to the collaborative practice of IHC delivery. 

Additionally, beliefs in the benefits of collaboration were found to play an important role in 

an IHC collaborative enterprise. Finally, clinic model comparisons confirmed that 

interprofessional collaboration is modulated by the practice model. Suggestions to improve 

the conceptual model of classification were made. 

This multi-method study was the first to summarize systematically the factors that impact 

and ensue from interprofessional collaboration in the context of Canadian IHC. The 

framework lay down by this dissertation represents an important step to investigate further 

the impact of IHC on patients and the Canadian healthcare system and to guide the 

development of more effective IHC clinics. 

x 



Acknowledgements 

This thesis is the results of a challenging journey, through very rewarding moments, peaks 

and valleys, and a few second language challenges. This accomplishment would not have 

been possible without many people whose support was precious throughout this thesis 

process. First, I would like to thank my thesis supervisor, Dr. David Moher, for not only 

contributing to shaping this thesis, but more importantly for his inspiration as a researcher 

whose vision and approaches to inquiry will affect me as a scientist for a long time to come. 

Thank you for your patience and guidance through paths that were unknown to me. You 

have always believed in me, even when I have doubts. A sincere thank you to my 

committee members: Dr. Jeremy Grimshaw (co-supervisor), Dr. Heather Boon, and Dr. 

Laurent Lapierre through whom I have grown as a learner and have become a better 

researcher. Your insightful comments have enriched invaluably this thesis project. Being 

part of an interdisciplinary thesis committee could be at time challenging, and therefore I 

thank you deeply for your time and patience. 

During this thesis project, I have received generous financial support from the Fonds de la 

recherche en sante du Quebec (FRSQ) through a research fellowship, and from the 

Canadian Interdisciplinary Research Network for Complementary & Alternative Medicine 

Research (IN-CAM) through their Graduate Student Funding Opportunities and travel 

grants. 

I also want to acknowledge the support of Mathieu Bujold, who helped me with qualitative 

data analysis and engaged in constructive discussions about integrative healthcare. I owe a 



Acknowledgements 

great deal to Nick Barrowman for his statistical guidance, and to Meg Sears for transforming 

my prose into good English. 

The list of the determinants of health in Population Health includes one's social network. 

Mine has been instrumental in the success of this thesis. Thank you to my cohort 

classmates: Elizabeth, Gail, Marion, Nadia and Theresa. I have always looked forward to 

meeting with you every month and sharing this journey along which you were also 

experiencing the sunny - and rainy! - days. I am also grateful to my CHEO colleagues for 

their understanding during stressful moments and unusual work schedules. Thank you for 

your constant encouragement and support. 

I would also like to thank my friends and family. To Louise, for listening with patience to my 

academic and personal worries; to Chantal and Alejandra, for our red wine therapies during 

which we have changed the world; to Nadia, for keeping me physically and mentally healthy 

through kilometers of walking and for showing me other points of view; and to others, 

Sonia, Julie, and Genevieve, who are still present in my life despite the distance and my 

infrequent calls and visits. To my parents, Cecile and Rene, for their patience and 

encouragement, even when you wonder why I study for so long. Most importantly, to 

Dominic, for enduring the ups and downs of a PhD student on a daily basis, and for always 

pushing me to go the extra mile. You always make me believe that everything is possible. I 

am looking forward to our next adventures. 

XII 



Chapter 1: Introduction 

Chapter 1 

Rationale, objectives, and literature review 



Chapter 1: Introduction 

CHAPTER 1 

RATIONALE, OBJECTIVES, AND LITERATURE REVIEW 

Study Context 

The last three decades have seen important shifts in the way healthcare services are 

delivered to Canadians, and in their expectations from the healthcare system. These 

changing expectations are reflected in a steadily increasing interest in complementary and 

alternative medicines (CAM) (Gavin & Boon, 2005), resulting in a significant demand for 

healthcare focused on healing and wellness, rather than symptomatic treatment aimed at 

"curing" (Foley, 1999; Peters, 2000; Weil, 2000; Makowski, 2004; van Haselen et al., 2004; 

McCaffrey et al., 2007; Remen, 2008; Ben-Arye et al., 2008). At the same time, increasing 

complexity of patient care, disease burden, and rising healthcare costs for medical 

specialization and technologic advancements call for a need to shift the way the Canadian 

healthcare system is organized (Johnson, 1992; Shorten et al., 1996; Welton et al., 1997; 

Gage, 1998; Foley, 1999; Bezold, 2001; Smith et al., 2002). Thus, the Romanow and Kirby 

reports on the future of Medicare recommended re-examining how physicians can best 

serve the population, and one proposal was to look at the creation of multidisciplinary 

teams to deliver efficient and appropriate care (Romanov R.J., 2002; Kirby MJ.L, 2002). 

Indeed, their recommendations complement research showing that interprofessional 

collaboration is a strategic factor in the implementation of effective healthcare programs 

(San Martin-Rodriguez et al., 2005; D'Amour et al., 2005). 

2 



Chapter 1: Introduction 

Integrative healthcare (IHC), the combination of biomedical disciplines with various 

complementary and alternative therapies, is an example of interdisciplinary collaboration. 

This emerging working arrangement has potential to change the nature of our healthcare 

system and to have an impact upon overall population health (Willms & St Pierre-Hansen, 

2008). It is particularly intriguing, given the historical divergence of paradigms between the 

interested actors. 

To date, the literature on the complex process of collaboration is generally limited to issues 

arising when various medical practitioners work together, especially medical doctors and 

nurses. Research has focused on how interprofessional collaboration factors influence one 

another, and affect collaboration within interprofessional teams (e.g., McCallin, 2001; Cole 

et al., 2003; San Martin-Rodriguez et al., 2005; D'Amour et al., 2005). With significant 

public funds and efforts invested in IHC and collaborative settings over the last 10 years 

(e.g. the Canadian Health Transition Fund (Health Canada, 2008)), it is important not only 

to examine how healthcare professionals working in IHC settings are collaborating, but also 

to evaluate the extent to which they actually are collaborating and the extent to which 

particular factors foster or hinder the process. 

Rationale for the thesis 

There is growing evidence that collaboration positively affects healthcare team functioning 

and delivery by improving both access to healthcare and cost-effectiveness (Cole et al., 

2003; Wheelan et al., 2003; Haward et al., 2003; Sarnat & Winterstein, 2004; San Martin-

Rodriguez et al., 2005; Lemieux-Charles & McGuire, 2006; Barrett et al., 2007). However, 

most of these studies were limited to teams of physicians and nurses. When teams include 

3 



Chapter 1: Introduction 

other healthcare professionals working collaboratively, little evidence or even conflicting 

evidence of collaborative effectiveness exists (Stahelski, 1990; Schofield & Amodeo, 1999; 

McCallin, 2001). 

In addition, the literature remains unclear on the factors associated with effective teamwork 

(Lemieux-Charles & McGuire, 2006; Oandasan et al., 2006; Barrett et al., 2007). According 

to Hojat (2001), intensity of collaboration is generally related to the traditional pattern of 

relationships amongst types of practitioners and the roles of the practitioners within the 

team, although various practitioners may perceive the behaviours that define and enable 

collaboration differently, depending upon their roles (Baggs & Schmitt, 1997). It is also 

reported that interprofessional collaboration is a function of the complexity of patients' 

healthcare needs and the type of professionals involved in the team (Oandasan et al., 

2006). However, most studies report on teams working in a hospital or institutional 

environment (Lemieux-Charles & McGuire, 2006) where a collaborative setting may have 

been imposed on the practitioners and where an organizational structure is in place to 

support teamwork. In sum, there are compelling reasons to believe that results obtained 

from the physicians/nurses models might not be transferable to other models, in particular 

IHC involving CAM practitioners that are often situated in out-patient settings. 

IHC is an example of interdisciplinary collaboration that differs from the type of teams that 

have been typically described in the literature. In parallel to the well-known historic 

animosity between biomedical and CAM practitioners, healthcare professionals working in 

IHC often come together with, in certain respects, diametrically opposed paradigms of 

healthcare and visions of health and illness, which may impede the process of collaboration 

4 



Chapter 1: Introduction 

(Zollman & Vickers, 1999; Coulter et al., 2007). Some researchers have hypothesized that 

collaboration is more likely to occur when professionals share similar interests and 

philosophies (Mills, 1990; Lappe, 1993; Wagner, 2004). With a diverse array of healthcare 

professionals, IHC clinics are a unique setting for studying interprofessional collaboration. 

This thesis focused on the components included in a conceptual framework of collaboration 

rather than the impact that collaboration has on IHC clinic effectiveness. Thus, the outputs 

of collaboration1 perceived and/or experienced by practitioners rather than mid- and long-

term outcomes that reflect the impact of collaboration on patients' health were evaluated. 

This decision was taken because the process of collaboration and its meaning to 

practitioners, especially in an IHC setting, is still not well studied or understood (Boon et al., 

2004b; Verhoef et al., 2005; D'Amour et al., 2005; Mulkins et al., 2005). Moreover, 

recognizing that practitioners are the main providers of healthcare delivery, it is important 

to study their perceptions and experiences of collaboration, for healthcare providers must 

see benefits in order that IHC clinics be successful. In other words, a better understanding 

of the interdisciplinary process experienced by practitioners is required before we attempt 

to explore possible links between collaboration and improved health. 

From another perspective, patient health outcomes are seldom directly relevant when 

studying quality of healthcare delivery because 1) medical care cannot be isolated from 

other confounding factors when attempting to assess the influence of care on patients' 

1 Outputs are defined by the desired or anticipated direct products of the program activities. Outputs are not really ends in 

themselves; rather, they lead to a desired outcome. Outputs provide the metric for determining how well the objectives of the 

program are met. Outcomes are the societal impacts that the organization hopes to achieve as a result of its activities, the 

indicators for which the program is accountable for (Rossi et al., 1999). 

5 



Chapter 1: Introduction 

health; 2) agreement upon which outcomes are significantly related to healthcare delivery is 

elusive; and 3) the association of a given outcome with a particular aspect of healthcare is 

difficult to make (Donabedian, 2005). Mention has to also be made of the fact that the 

nature of the effects of collaboration on patients' well-being is still ill-defined; especially in 

the context of IHC, where health is measured multi-dimensionally (Evans & Dion, 1991; 

Verhoef et al., 2005). 

Purpose and objectives 

This thesis is an exploration of collaboration amongst practitioners within IHC clinics. 

Sequential mixed methods were used to conduct inductive and deductive research. The 

approach was selected first to enrich the understanding of the studied phenomenon, and 

then to conduct a more objective and generalizable evaluation of its inherent dynamics 

(Tashakkori & Teddlie, 1998). The main purpose was to construct and validate a framework 

to assist decision makers, health services researchers, and practitioners in the evaluation of 

collaboration within IHC clinics to illuminate factors that contribute to success of this 

healthcare model. 

First qualitative and then quantitative inquiries provided a better understanding of how 

collaboration within IHC is defined, experienced and operationalized on a daily basis by 

Canadian practitioners. More specifically, components which foster or limit collaboration 

were identified, and their influence on collaboration was examined empirically. Finally, the 

dissertation verified a conceptual model that classifies IHC clinics according to their level of 

integration of the biomedical and CAM paradigms. 

6 
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In order to construct and validate a framework for evaluation of collaboration amongst 

diverse healthcare providers, four objectives were proposed: 

1) To explore Canadian IHC clinic practitioners' experience of collaboration. 

2) To describe how collaboration is conceptualized within these clinics at the practitioner 

level. 

3) To test empirically the relationship between the determinants of collaboration and 

collaboration itself, and to formulate a model of collaboration within IHC that is 

applicable in a Canadian setting. 

4) To test the assumptions of a conceptual model of classification of IHC clinics. 

Present state of knowledge 

The following section reviews the literature on interprofessional collaboration both in the 

general setting of healthcare and IHC. A specific focus on organizational management of a 

healthcare clinic from a practitioner's perspective was used, as this is a perspective that has 

recently emerged in the IHC literature. 

There remains much confusion in the literature about the terms used to define a 

collaborative initiative where a group of healthcare professionals are involved (Schofield & 

Amodeo, 1996). In this thesis, I chose to use the term "interprofessional" when I refer 

specifically to individuals and "interdisciplinary" when I refer to disciplines (e.g. 

interdisciplinary education). 

7 



Chapter 1: Introduction 

Interprofessional collaboration in healthcare 

Interprofessional collaboration emerged largely as a result of personnel shortages 

experienced in healthcare in the 1970s (Baldwin, 1996; Heinemann, 2002). Collaboration in 

healthcare has been described as "a cooperative venture based on shared power and 

authority. It is non-hierarchical in nature. It assumes power based on knowledge or 

expertise as opposed to power based on role or function." (Kraus, 1980). Although it is an 

ideal widely promoted in the literature, the collaborative process between different 

healthcare professionals is a reality that is complex, difficult to accomplish and hard to 

sustain (Long, 2001; Holloway & David, 2005). 

In a systematic review of the core concepts of collaboration, D'Amour and colleagues 

(2005) found that 4 traits are common to all interdisciplinary teams depicted in the 

literature: sharing, partnership, interdependency, and power. Sharing of values, 

responsibilities and decision-making exemplifies the first step of collaboration. Secondly, 

partnership evolves with open and honest collaboration, mutual trust and respect, and a set 

of common goals. The third level is reached as healthcare practitioners become 

interdependent, depending upon one another to address various aspects of patient care and 

patient's needs. Finally, true partnerships are forged as power is shared among 

professionals according to their respective experience and knowledge. In their paper, the 

authors noted that there is still a high level of heterogeneity in the way interprofessional 

collaboration is conceptualized and that the list of factors influencing collaboration is 

constantly expanding. The review also criticized the paucity of literature on how the patient 

could be fully integrated to the healthcare team. 

8 
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Recently, a systematic review by San Martin-Rodriguez and colleagues (2005) has 

contributed greatly to the collective understanding of the determinants of collaboration, 

including the processes related to collaboration. Determinants were classified under 3 

categories: organizational (conditions within the organization); systemic (the organization's 

environment); and interactional (processes at work in interpersonal relationships within the 

team). The categorization of determinants, based on empirical evidence, creates a useful 

framework of the factors that foster or limit collaboration, which was previously lacking in 

the literature of interprofessional collaboration. The authors concluded that more work is 

required to fully understand how those determinants influence each other. Furthermore, 

they highlighted the need for additional research on healthcare teams outside the common 

nurse-physician dyad seen in the literature. 

Another review worthy of mention in the literature on interprofessional collaboration in 

healthcare is by Lemieux-Charles and McGuire (2006). This examination complemented the 

triad - structure and inputs, processes and outputs - that organizational management 

literature relies upon to conceptualize collaboration. The authors were the first to identify 

the processes of collaboration most likely to affect staff satisfaction and team effectiveness. 

Additionally, they reviewed the context in which teams could influence patient care and 

organizational success. The most important contribution of this paper remains its 

conceptualization of the outcomes of collaboration, grouped as objective and subjective 

outcomes. Following the tripartite categorization previously suggested by Schofield and 

Amodeo (1999), the objective outcomes of collaboration are measured from the viewpoint 

of the patient (e.g. functional status, satisfaction); the team (e.g. clinical quality of care); 

and the organization (e.g. cost-effectiveness). The subjective outcomes of collaboration are 

9 
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composed of factors collected at the practitioner's level to assess their perception of 

effectiveness (e.g. well-being, intent to leave the team). While the authors applauded the 

proliferation of reports and academic papers on effectiveness studies in the context of 

interprofessional collaboration, they called for enhanced models (similar to the one 

introduced in their paper) for studying team effectiveness across various healthcare 

settings. 

Recently, Barrett and colleagues (2007) sought to provide both Canadian decision makers 

and researchers communities with a better understanding of how interprofessional 

collaboration can best serve both patients and practitioners. They synthesized the above 

mentioned reports as well as others, most of which arose from the evaluation of the 

Primary Health Care Transition Fund initiative (Health Canada, 2008), and concluded that 

insufficient evidence is available on how the different settings of collaboration affect both 

subjective and objective outcomes of collaboration. Consequently, they recommended that 

rigorous plans for the evaluation of teamwork be developed and implemented, using and 

building upon the processes and tools already available in the collaboration studies 

literature. 

In summary, the literature on interprofessional collaboration demonstrates a reasonable 

conceptualization of the experience of collaboration, particularly in the context of teams of 

physicians and nurses. The field appears mature enough to explore the links between the 

multiple components of collaboration and to validate those findings in different collaborative 

settings. 

10 



Chapter 1: Introduction 

IHC is defined by, and reliant upon, interprofessional collaboration. The following sections 

present an introduction to IHC, as well as the current knowledge of North American IHC 

clinics, from an organizational point of view. 

The emergence of IHC 

Although the label for IHC has gone through some modifications since the first faltering 

steps of the concept, IHC is currently identified as "an active, conscious effort by the health 

professionals and medical science to seek and sort out the evidence of application of 

various complementary modalities for appropriate incorporation into the continuum of 

healthcare within the current parameters of the healthcare system (Micozzi, 2006)." The 

term integrative medicine itself was coined in the US only recently, in 1997 (Micozzi, 2006). 

According to the anthropologist Hans Baer, the concept of IHC, as defined in our western 

context, emerged from various health movements that began in the western United States 

in the early 1970s. IHC quickly spread to other occidental countries such as Canada, as 

well as western European countries such as Germany, the Netherlands, and Denmark (Baer, 

2004). This is but one social movement, sometimes classified under the New Age 

movement along with: 1) the Hippie Movement, 2) The Human Potential Movement, from 

which the Maslow's hierarchy of needs pyramid drew upon; 3) the psychosomatic Medicine 

and Humanistic Medicine Movement, characterized by the introduction of the concept of 

bio-psychosocial medicine; 4) the Feminist Movement; and 5) the Environmental Movement. 

Those holistic health movements, in their own way, expressed the emerging scepticism of 

the American population of the late 1960's about the ability of biomedicine to resolve all 

contemporary healthcare problems. Contrary to a common belief, the growing use of CAM 

11 
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products and therapies as well as the emergence of IHC did not take root in dissatisfaction 

of the population towards biomedical medicine. Indeed, research shows that a large 

proportion of CAM users simultaneously use biomedical therapies, hence the need for the 

integration of various healthcare paradigms (Rakel, 2006). The emergence and 

maintenance of IHC in the current healthcare system thus represents the desire from the 

healthcare consumers for a patient-centered approach, an emphasis on lifestyle and habits, 

a focus on quality of life and wellness, and a trend for biomedical practitioners to provide 

CAM therapies to their patients. 

Recently, Boon and colleagues (2004b) added to the definition of IHC with an extensive 

review of the literature to conceptualize IHC. They identified four key theoretical 

components of IHC: philosophy and values, structure, process, and outcome to guide the 

development of a framework to which practitioners aiming to practice IHC could turn. 

Although entirely theoretical, the working definition has helped the literature on IHC to 

move forward by clarifying the terminology and concepts inherent in IHC and reflected by 

its contemporary practice. 

Since the introduction of the concept of IHC, various examples of the integration of 

healthcare paradigms have been described, from the creation and description of 

experimental models and clinics to research conducted on the practice of IHC and its 

outcomes. A brief summary of that literature is presented in the following section. 

12 



Chapter 1: Introduction 

Contemporary portrait oflHC clinics 

The literature is replete with anecdotal reports of how IHC clinics are set-up, the services 

they offer, and how they operate from a financial perspective (Berndtson, 1998; Mills, 2003; 

Le, 2003; Horrigan, 2004; Cohen et al., 2005; Coulter et al., 2005; Vohra et al., 2005; 

Smeeding & Osguthorpe, 2005; Hollenberg, 2007; Nedrow et al., 2007; Gamus & Pintov, 

2007; Frenkel & Cohen, 2008). However, the research literature describing how 

interdisciplinary collaboration is experienced at the professional level within an IHC setting 

is modest (Maizes & Caspi, 1999; Coulter et al., 2007). 

Mulkins and colleagues (2005) were one of the first team of researchers to identify some 

organizational components of an IHC team key to a successful environment from a 

practitioner's perspective. Nevertheless, the participants were selected from a single clinic 

that closed its door prior to the interviews, which may have biased the results toward what 

should have been done rather than how collaboration actually took place between the 

practitioners. 

Hollenberg (2006) addressed, in part, the literature deficiency on interprofessional 

collaboration in IHC clinics by examining the functioning of two Canadian clinics. His 

research focussed on the process component of collaboration and more specifically on the 

existence of dominance tactics between biomedical and CAM practitioners. His findings 

suggest that although attempts are made by biomedical and CAM practitioners to blend 

their respective health paradigms into their practice, the level of collaboration observed in 

the two study settings continues to reflect important patterns of a downward exercise of 
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power and control in the division of labour, that handicapped the full integration of CAM 

practitioners with conventional physicians. 

Recently, Boon and Kachan (2008) explored the development of two Canadian integrative 

clinics. The study focused mainly on the preliminary steps and factors involved in forging a 

team of IHC practitioners. The qualitative inquiry revealed 5 major themes central to the 

successful emergence of these clinics: 1) the importance of the inclusion of "champions" 

within the team staff members; 2) the credibility of these champions in their healthcare 

milieu; 3) the necessity to assemble the "right" practitioners and support staff; 4) the 

significance of trust within the team members but also for the clinic vis-a-vis its external 

stakeholders; and 5) the issues arising when finding physical space for the clinic. 

In the last five years, research in IHC has evolved to studies of outcomes; principally 

patient outcomes. The field is still in its infancy and thus the list of potential outcomes is still 

ill-defined (Verhoef et al., 2005), but IHC has been found by the users to be correlated with 

positive experiences (Koithan et al., 2007). Indeed, patients reported a higher sense of 

empowerment and stronger relationships with their practitioners. Other observational 

studies also reported a decrease in symptom intensity as well as improved mental and 

physical functioning (Mulkins et al., 2003; Scherwitz et al., 2004; Verhoef et al., 2005; Hui 

et al., 2006; Greeson et al., 2008). Those studies and others also found patients' 

compliance and satisfaction with IHC care to be high (Coulter et al., 2007; Myklebust et al., 

2008). 

As in any context of interprofessional collaboration, IHC cannot be expected to happen by 

simply assembling a team of practitioners from various healthcare paradigms. The barriers 
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to integration of biomedical and CAM practices, now relatively well known by the clinical and 

academic communities, are presented in the following section. 

Barriers to integration and collaboration in IHC 

Integration of the biomedical and CAM paradigms requires resolution of issues arising from 

multiple levels of the healthcare system, from consumers to health policy, all the way to the 

healthcare system level (Tataryn & Verhoef, 2001). With consumer demand and utilization 

driving the process of integration, barriers to integration and eventual interprofessional 

collaboration in IHC have been identified in both the interprofessional collaboration 

literature as well as the literature specific to IHC. 

Many challenges associated with interprofessional practice stem from the fact that various 

healthcare professionals do not generally share a common culture (Hall, 2005). Conflicts 

may arise from internalized value systems inherent in different professions, clashing 

paradigms of health and disease, and different training processes and learning 

environments. These may exacerbate communication barriers between healthcare 

professionals, limit development of collaborative skills, and sustain unidisciplinary 

approaches to problem-solving and teamwork (Mainous et al., 2000; Hall, 2005). 

Some barriers that are specific to the integration of CAM and conventional medicine, 

including distrust, fear of liability, lack of availability of practitioners, lack of scientific 

evidence, demand for evidence-based medicine, lack of legal recognition, territorialism and 

prejudice, have been anecdotally recognized by one or more parties as reasons to refrain 

from collaborative initiatives (Barrett et al., 2003; Kelner et al., 2004; Barrett et al., 2004; 
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Makowski, 2004; Kelly et al., 2005; Mizrachi et al., 2005; Stevens et al., 2007). Mizrachi and 

colleagues (2005) suggested that the CAM practitioners' simplistic knowledge of biomedical 

terms, as well as informal hiring processes of CAM practitioners within the hospital field, 

contribute further to the marginalization of these professionals. Another factor potentially 

contributing to the isolation of CAM practitioners is that potential economic competition for 

clients among conventional and CAM practitioners leads them be protective of their referrals 

(Mainous et al., 2000; Barrett et al., 2004). 

Finally, discussion of barriers to IHC should include health insurance, costs, and 

reimbursement plans (Pelletier et al., 1997; Barrett et al., 2004). This is especially true in 

the Canadian context where a universal public health insurance system is in place. In a 

Medicare program where CAM reimbursement is rare, the viability of IHC clinics is a 

constant challenge (Ruggie, 2005). Nevertheless, while barriers to IHC include clear 

psychological/interpersonal and economic dimensions, a shift in the philosophical orientation 

and the culture of all practitioners is necessary in order to advance integration of CAM in 

healthcare (Barrett, 2003; Mizrachi et al., 2005). 

Thesis conceptual framework 

The thesis combined 3 conceptual models or frameworks: 1) the Input Process Output 

model (IPO); 2) the Relationship-Centered Care model (RCC) and; 3) the Continuum of 

Models of team healthcare practice. Two of them (IPO and RCC) have been used repeatedly 

to study interprofessional collaboration in healthcare. To date, the continuum of Models 

framework has not been empirically validated. The three models will be presented in turn in 

this section. 
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Input Process Output Model 

The thesis was primarily guided by the Input Process Output model (IPO) (McGrath, 1964). 

This framework aims to improve understanding of the interplay between and amongst team 

members, as well as between individuals and the team as a single functional entity. First 

published by McGrath in 1964, the IPO model was pioneered in studies of collaboration 

within interprofessional teams, and was also one of the most influential models of 

organizational theory (Yeatts & Hyten, 1998). 

In its original form, the model was articulated around 7 components, which are grouped in 

3 key factors of collaboration: input, process, and output. These components and their 

theoretical relationships are displayed in Figure 1 (Chapter 1). 

Figure 1. Input Process Output model 

Group composition 
Pattern of characteristics 
members bring to group 

Group structure 
Pattern of positions and 

roles 

Group process 
Pattern of interaction 

among group members 

Group development 
Changes in roles, positions 

Effects on members 
Changes in abilities, 

attitudes 

Task and environment 
Task properties and 

environmental conditions 

Task and performance 
Quantity, quality, speed of 

performance 

INPUTS 

PROCESSES 

OUTPUTS 
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Adapted from McGrath, 1964 

The 7 components are defined as follows. Group structure, the set of related positions in a 

group and the total patterns of role interrelationships amongst the occupants of those 

positions. This component is about division of labour, distribution of power and the team's 

communication net. Group composition: the abilities, attitudes and background 

characteristics of the team's members. The group composition can also be measured in 

terms of the members' motivation, complementarity, and interdependence. Task and 

environment, the goals of the team; their reasons for existence. Group process: the flow of 

events during the team activities; interactions within their environment. It is shaped by the 

first three components of the model. Group development, alterations in the pattern of 

relationship among members as well as the development of shared beliefs, attitudes, goals, 

and ways of perceptions. Task performance, alterations in the group's relation to its goals 

and to its environment. Effects on members*, changes in the abilities, attitudes and 

personalities of the team members. 

The IPO model has evolved throughout the years and 20 years after its conception 

Gladstein (1984) examined empirically the relationships among its various factors. In the 

most recent version of the IPO model (West et al., 1998), group composition, group 

structure, and task and environment form the inputs of collaboration, augmented by the 

cultural context within which the team members evolve. The processes of collaboration are 

measured in terms of leadership, communication, decision-making and problem-solving 

processes, as well as cohesiveness, and work group autonomy. The outputs are the aspect 

of the model that has been the least explored. However, researchers conceptually agree 

that this construct of effectiveness could be related to assessments of performance, 
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innovation, well-being, and viability of the team (West et al., 1998; Haward et al., 2003). 

Nonetheless, no consensus could be reached on how to measure this construct (Healey et 

al., 2004). Of note, research suggests that the definition of effectiveness should be as 

reflective as possible of the organization under study. Therefore, different organizations 

with varying teams may require different measures of team effectiveness. 

Using the IPO as a guiding structure, Figure 2 (Chapter 1) provides the framework of a 

model that has been assembled from others' research, as well as examples of how inputs, 

processes, and outputs have been assessed in relation to collaboration in healthcare (West 

et al., 1998; Hojat et al., 1999; Schofield & Amodeo, 1999; Sicotte et al., 2002; Haward et 

al., 2003; Branson & Armstrong, 2004; Dieleman et al., 2004; Healey et al., 2004; San 

Martin-Rodriguez et al., 2005; Mulkins et al., 2005). It is important to note that the IPO 

model could be used to study collaboration at various level of analysis - individual, team, or 

organization. For pragmatic reasons, due to the small number of IHC teams in Canada, the 

framework assembled for this thesis was restricted to the individual (practitioner) level of 

analysis. 

Relationship-Centered Care model 

In 1994, the Pew-Fetzer Task Force on Psychosocial Health Education was given the 

mandate to develop a new approach to healthcare, based on the fact that interpersonal 

relationships are a prerequisite to effective care and healing (Tresolini & Pew-Fetzer Task 

Force, 2000). This work centered on relationships among practitioners, the patients, and 

their communities. According the RCC philosophy, the various entities within the healthcare 
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Figure 2. Example of constructs related to the study of interprofessional 
collaboration 
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system should share a common understanding of the meaning of health and illness, in order 

to be successfully therapeutic. However, since different practitioners and patients have 

different conceptions of health - albeit sometimes overlapping - a shared understanding is 

more likely to be realized when healthcare professionals work together with one another, 

rather than referring the patient to one another (Tresolini & Pew-Fetzer Task Force, 2000). 

The model hence focuses on three different dimensions: Relationship between the 

practitioner and 1) his/her patient; 2) his/her team and; 3) his/her patient communities. 

The thesis mainly drew upon the second dimension of the RCC model. 

Each dimension operationalizes interprofessional collaboration through various knowledge, 

attitudes, and skills that practitioners should aim to acquire and develop, in order to 
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establish significant and productive relationships with their colleagues and achieve an 

optimal shared understanding of the patient's experience of illness. More specifically, in 

order to collaborate effectively, the RCC model highlights that health professionals should 

know about their own healing approach and the approaches of other professions and 

cultures, be aware of historical inequities across professions, know the value of others' work 

and continuously learn from the experience of working with people with another healthcare 

paradigm. Additionally, to engage in a process of team building, practitioners must be able 

to listen openly, communicate effectively, and learn cooperatively. 

In 2006, Beach and colleagues proposed a list of knowledge, attitudes, behaviors and skills, 

and anticipated outcomes that are central to the definition of RCC (Beach & Inui, 2006). 

The components of the second dimension of the model are reproduced in Table 1 (Chapter 

1). 

Continuum of models of team healthcare practice 

Boon and colleagues recently developed a conceptual framework that assembled from the 

literature seven different models of practicing IHC along a continuum (Boon et al., 2004a). 

The continuum is characterized by four key components of IHC from the provider's level: 

philosophy and values, structure, process, and outcomes. The seven models are described 

in Table 2 (Chapter 1). 
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Table 1. Knowledge, attitudes, behaviors and anticipated outcomes of the 
practitioner/practitioner dimension of the Relationship-centered care 
model 

Knowledge 

Attitudes 

Behaviors/Skills 

Outcomes 

• Power inequities across health disciplines 
• Power of understanding the other's perspective 
• Healing approaches of various health disciplines 
• Team building dynamics and approaches to shared leadership 
• Affirm importance of self-awareness 
• Value diversity and interdisciplinarity 
• Appreciate importance of shared mission 
• Openness to others' ideas 
• Affirm importance of mutual respect and trust 
• Believe in importance of sustaining capacity for recognition, reconciliation, 

and prevention of error 
• Reflect on self and personal/professional needs 
• Continually learn from personal experience and that of others 
• Learn cooperatively 
• Derive personal meaning from the work of others 
• Communicate effectively with the other members of the team 
• Work collaboratively, share responsibility 
• Recognize and work to resolve conflicts 
• Provide space in meetings for new thoughts, ideas 
• Employ appreciative inquiry to imagine improvements 
• Continuously examine whether the organizational values are reflected in day-

to-day work 
• Productive resolution of disagreements 
• Minimal staff turnover 
• Improved ease of staff recruitment 
• Staff satisfaction 
• Colleagues reach personal and professional goals regularly 
• Team members report being treated fairly and respectfully 
• Enhance capacity for working across a broad array of challenges 
• Enhanced patient safety and quality of care 
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Table 2. Models of team healthcare practice 

Model 

Parallel 
Consultative 

Collaborative 

Coordinated 

Multidisciplinary 

Interdisciplinary 

Integrative 

Characteristics 

• Practitioners work in the same setting, but independently 
• Roles are formally defined 
• Expert advice is shared between practitioners via personal contact, letter of 
referral note 

• Patient is seen independently by each practitioner 
• Practitioners share information concerning the treatment of a particular patient 
• Administrative structure stimulates collaboration 
• Patients' files are shared between practitioners 
• Liaison between practitioner is ensured by a manager 
• Leader in charge of the planning of patient care 
• Each practitioner independently ensures patient's treatment according to his 
expertise 

• Formalized extension of the coordinated model 
• Planning of patient care is decided by a group of practitioners, via face-to-face 
meetings 

• Extension of the multidisciplinary model 
• Non-hierarchical holistic collaboration of practitioners 
• Practitioners and patient contribute to patient care 
• Extension of interdisciplinary model 

Along the framework of models, the authors hypothesized a series of assumptions related 

to the continuum of integration of the biomedical and CAM paradigms. Thus, when moving 

from the left end side to the right end side of the continuum (Figure 3 - Chapter 1): 

1) emphasis on the whole person, and diversity of healthcare paradigm should 

increase; therefore, reliance on the biomedical model should decrease; 

2) complexity of the structure of the clinic should increase and presence of hierarchical 

links between practitioners should decrease; 

3) the communication process and the number of participants involved should increase; 

thus, practitioner autonomy should decrease; 

4) complexity and diversity of the outcomes (mostly related to the patients) should 

increase. 
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Figure 3. Continuum of models of healthcare practice 

Consultative Coordinated Interdisciplinary 

- i ' 1 ' 1 ' r-
Parallel Collaborative Multidisciplinary Integrative 

Although often cited to refer to a particular model of teamwork in an IHC context, the 

framework and particularly the gradient of integration expected at the philosophy, 

structure, process, and outcome levels have not been empirically tested. 

Organization of the thesis 

The current chapter introduces the topic of the dissertation including the rationale for the 

thesis. It presents the objectives of the project and the methodologies involved. It 

summarizes the literature on interprofessional collaboration on which the project drew upon 

and offers an overview of IHC and its current practice. Finally, the chapter concludes with 

the three main conceptual models on which the dissertation is based. 

Chapter 2 presents the results of the first phase of the dissertation that aim to formulate a 

framework of collaboration within Canadian IHC clinics. The article uses a qualitative inquiry 

to highlight 11 components of interprofessional collaboration specific to the IHC context. 

Chapter 3 presents the results of the second phase of the dissertation. Using the 

components of collaboration common to the first phase of the thesis and to the RCC model, 
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a survey of 31 Canadian IHC clinics was conducted to build and test a framework of 

interprofessional collaboration. 

Chapter 4 triangulates the data obtained from the qualitative and quantitative inquiries 

described above to validate the Continuum of models of healthcare practice presented 

above. 

Chapter 5 includes a discussion of the primary findings of the thesis and its strengths and 

weaknesses, as well as a perspective of the future of IHC, from an organizational viewpoint. 

The chapter also addresses how the results of this dissertation add to the Population Health 

literature. Finally, it presents recommendations for future studies of IHC. 
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Abstract 

Research in health care services shows that interprofessional collaboration has become an 

important factor in the implementation of effective health care models. To date, the 

literature has not focused on the collaboration between medical doctors and complementary 

and alternative medicine (CAM) health care practitioners, an example of interdisciplinary 

collaboration called integrative health care (IHC). 

This paper describes how IHC is characterized by those working in such programs and 

explores Canadian IHC practitioners' experiences of collaboration to build a framework of 

interprofessional collaboration within Canadian IHC clinics. 

In-depth, semi-standardized interviews were conducted with 21 practitioners working in 

Canadian IHC programs. The interview questions and analysis were guided by the Input, 

Process, Output theoretical framework drawn from the organizational management theory 

to study collaboration within teams. 

Factors contributing to collaboration included practitioners' attitudes and educational 

background, as well as external factors such as the health care system and financial 

pressures. Major processes affecting collaboration included communication, patient referral 

and power relationships. These determinants of collaboration were found to result in 

learning opportunities for practitioners, modified burden of work and ultimately, higher 

affective commitment toward the clinic. In total, 11 constructs were captured under the key 

factors of the IPO model. 
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This pioneering exploration of interprofessional collaboration in IHC identified a broad array 

of key factors. This framework is critical to better understand the functioning of IHC clinics, 

and provides guidance for creation or maintenance of successful clinics. 
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Introduction 

Collaboration, defined as the relationships and interactions that occur between co-workers, 

is a complex, dynamic process (D'Amour, Ferrada-Videla, San Martin & Beaulieu, 2005) that 

is not yet fully understood, much less operationalized. The earliest documented 

interprofessional collaboration in health care dates from the beginning of the last century, 

but it was only after World War II that there was a proliferation of work on multidisciplinary 

teams (Baldwin, 1996). This growth in the literature coincided with anecdotal reports of the 

effectiveness of teams evolving in different health care spheres. In the late 1970s and early 

1980s, "rationalization" and cut-backs in the American health care sector significantly 

impacted interprofessional collaboration. Its practice was regarded as somewhat 

extravagant considering the scarcity of resources, and therefore many programs that 

promoted training in collaborative settings and the practice of interprofessional collaboration 

itself were discontinued. 

Interest in interprofessional collaboration has resurged during the last two decades. This 

revival can be explained, in part, by the increasing complexity of patient care, necessitating 

the collaboration of various disciplines to address adequately the patients' physical, 

emotional, and spiritual needs. As well, rising health care costs for medical specialization 

and technologic advancements highlighted a need to shift the way health care is delivered 

(Foley, 1999; Gage, 1998; Johnson, 1992; Shortell, Gilles & Anderson, 1996; Smith, Greene 

& Meeker, 2002; Welton, Kantner & Moriber Katz, 1997). The collaborative practice of 

health care has been identified as a solution, to deliver more effective and appropriate care. 
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There is growing evidence that collaboration improves many aspects of the healthcare 

system, both from the patients' and the practitioners' perspectives. A recent review by 

Lemieux-Charles and McGuire (2006) on healthcare team effectiveness suggested that the 

main factor impacting patient care and organizational effectiveness is the type and diversity 

of practitioners involved in the team. The authors also demonstrated that collaboration 

processes are likely to influence staff satisfaction and perceived team effectiveness. 

Additional research complements these findings, demonstrating a relationship between 

teamwork and improvement in patient outcomes and satisfaction (e.g., Cohen, Feussner, 

Weinberger, Carnes, Hamdy, Hsieh et al. 2002; Gittell, Fairfield, Bierbaum, Head, Jackson, 

Kelly et al. 2000; Shorten, Jones, Rademaker, Gillies, Dranove, Hughes et al. 2000), 

improvement in practitioner's wellbeing and decreased staff turnover (e.g., Haward, Amir, 

Borrill, Dawson, Scully, West et al. 2003; Kathryn, Chou & Stone, 2007; Martin, Harris, Kirk, 

Lester, Nelles, Pedersen et al. 1989). Unfortunately, most of the studies are reports on 

interprofessional teams working in a hospital environment (e.g., Dieleman, Farris, Feeny, 

Johnson, Tsuyuki & Brilliant, 2004), or teams composed only of physicians and nurses 

(Anderson & Finn, 1983; Cole, Waite & Nichols, 2003; Haward et al., 2003; Johnson, 1992; 

Koerner, Cohen & Armstrong, 1986; Martin et al., 1989; San Martin-Rodriguez, Beaulieu, 

D'Amour & Ferrada-Videla, 2005; Sarnat & Winterstein, 2004; Stahelski A.J., 1990; 

Wheelan, Burchill & Tilin, 2003). Researchers and decision makers have called for a better 

understanding of the process of collaboration and its meaning to practitioners, in order to 

establish more clearly the links between interprofessional collaboration and outcomes for 

the patients and the healthcare providers (Boon, Verhoef, O'Hara, Findlay & Majid, 2004; 

D'Amour et al., 2005; Mulkins, Eng & Verhoef, 2005; Oandasan, Baker, Barker, Bosco, 

D'Amour, Jones et al. 2006; Silen-Lipponen, Turunen & Tossavainen, 2002). 
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Integrative healthcare (IHC), the combination of biomedical practice with various 

complementary and alternative medicine (CAM) therapies, is an example of interdisciplinary 

collaboration that differs from the type of teams that have been typically described in the 

literature. Healthcare professionals working in IHC often enter the collaboration with very 

different paradigms of healthcare and visions of health and illness (Zollman & Vickers, 

1999). According to Hojat et al. (2001), intensity of collaboration is generally dependent 

upon the traditional pattern of relationships amongst various types of practitioners and the 

roles of the practitioners within the team. To some extent, this observation predicts the 

failure of interprofessional collaboration within IHC, blending biomedical and CAM 

healthcare. The paradigms and the ways in which practitioners are professionalized are, in 

certain respects, diametrically opposed. Some researchers have hypothesized that 

collaboration is more likely to occur when professionals share similar interests and 

philosophies (Lappe, 1993; Mills, 1990; Wagner, 2004), which makes IHC clinics a unique 

setting in which to studying interprofessional collaboration. 

The research literature describing how interdisciplinary collaboration is experienced at the 

professional level within an IHC setting is modest (Maizes & Caspi, 1999). In 2004, Boon 

and colleagues (2004) conducted an extensive review of the literature with the purpose of 

conceptualizing this nascent but increasingly popular model of healthcare. They identified 

four key theoretical components of integrative care: philosophy and values, structure, 

process, and outcome to guide the development of a framework to which practitioners 

aiming to practice IHC could turn. Admittedly essential for a better understanding of IHC, 

most of the research simply describes examples of IHC programs (e.g., Cohen, Hrbek, 
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Davis, Schachter, Kemper, Boyer et al. 2005; Horrigan, 2004; Le, 2003) or discusses issues 

related to the implementation of such programs (e.g., Berndtson, 1998; Coulter, Ellison, 

Hilton, Rhodes & Ryan, 2007; Mills, 2003). There is little analysis of how IHC is actually 

practiced. 

Researchers have largely left aside investigations of the main components of 

interprofessional collaboration particular to this healthcare working environment. Mulkins 

and colleagues (2005) were one of the first team of researchers to identify some 

organizational components of an IHC team that lead to a successful environment from a 

practitioner's perspective. Although very informative, the participants were selected from a 

single clinic that had closed its doors prior to the interviews; this may have biased the 

results toward what should have transpired rather than how collaboration actually took 

place between the practitioners. 

Recently, Hollenberg (2006) addressed the paucity of research on interprofessional 

collaboration in IHC clinics by examining the functioning of two Canadian clinics. He focused 

on the process component of collaboration, and more specifically on the existence of 

dominance tactics between biomedical and CAM practitioners. His findings suggested that 

although attempts are made by biomedical and CAM practitioners to blend their respective 

health paradigms, the interprofessional relationships observed in the two study settings 

continued to reflect important patterns of downward exercise of power and control in the 

division of labour, that limited the full integration of CAM practitioners with conventional 

physicians. 
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Conceptual framework 

This study draws upon a comprehensive and tested model that has helped significantly to 

shape the literature on teams evolving in various settings, including healthcare. The Input 

Process Output model (IPO) (McGrath, 1964) was created to improve the understanding of 

the interplay between and amongst team members, as well as between individuals and the 

rest of the team as a single functional entity. First published by McGrath in 1964, the IPO 

model was pioneered in studies of collaboration within interprofessional teams, and was 

also one of the most influential models of organizational theory (Yeatts & Hyten, 1998). 

Since then, the model has been tested repeatedly in various application fields where teams 

are present and has been adapted to different models of collaboration (e.g. the Quality-

Caring Model © (Duffy & Hoskins, 2003) or the Integrated Team Effectiveness Model 

(Lemieux-Charles & McGuire, 2006)). 

In its original form, the model was articulated around 7 components, which are grouped as 

3 key factors of collaboration: input, process, and output (see Figure 1 - Chapter 2). The 

first factor, input, is characterized by 3 components. The group structure component of the 

model corresponds to the set of roles in a group and the total patterns of role 

interrelationships amongst the occupants of those positions. This component is about 

division of labour, distribution of power and relative authority, and the team's 

communication network. The group composition component encompasses the abilities, 

attitudes and background characteristics of the team's members. The group composition 

can also be measured in terms of the members' motivation, complementarity, and 

interdependence. Finally, the task and environmentcomponent of a team captures the 

goals of the team; their reasons for existence. To these three components of the input of 
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collaboration, the most recent versions of the IPO model added the professional cultural 

context, recognizing that the evolution of the team members is a factor affecting the 

processes of collaboration. 

Under the theoretical framework the second key factor, processes, entails the flow of events 

during the team activities and the interactions among them within their environment. 

Processes are shaped by the first three components of the model and will eventually lead 

the team to a certain series of outputs of collaboration, the third key factor of the IPO 

framework. 

The first component of the outputs is the group developmentcomponent, which includes 

the alterations in the pattern of relationship among members as well as the development of 

shared beliefs, attitudes, goals, and ways of perceptions. A second component of output is 

the task performance of a team which is assessed by the modifications in the groups' 

relation to its goals and environment. The IPO model suggests effects on members as the 

last component of outputs obtained by a combination of inputs and processes. This class of 

outputs was originally defined by McGrath by the changes in the abilities, attitudes and 

personalities of the team members. 

The framework was used in this project to orient the dialogue on interprofessional 

collaboration with healthcare practitioners working in Canadian IHC clinics and as a place to 

start to classify the emerging themes. As discussed at length by the sociologist Blumer 

(1998), one cannot conduct a qualitative study without some sense of the concepts that will 

guide his/her investigation. These concepts often come from previous research, models, or 
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theories available to the researcher. These initial "sensitizing" concepts help get the 

research started, but they do not confine the research. These initial concepts, at a 

minimum, will be altered significantly or even discarded in the course of the research, as 

discussed in the Data analysissection below. 

Objectives 

The purpose of this study is to complement the work conducted thus far in the IHC 

literature by using a conceptual framework to guide the exploration and interpretation of a 

full array of factors that characterize the phenomenology of teamwork experienced by 

practitioners working in IHC clinics. Specifically, we examine the elements that were 

perceived by the practitioners to foster or limit collaboration, as well as the related benefits 

and drawbacks of collaboration. 

Methods 

Sampling frame and recruitment 

The participants for the interviews were recruited from Canadian IHC programs. For the 

purpose of this qualitative research inquiry, an IHC program was defined as the 

collaboration of at least three different practitioners working in the same location, including 

the collaboration of at least one physician and healthcare provider(s) practicing a variant of 

CAM including (but not limited to): naturopathy, massage therapy, chiropractic, and 

Traditional Chinese Medicine, including acupuncture. Other practitioners coming from a 

biomedical healthcare background, such as nurse practitioner, physiotherapist or pharmacist 

were also eligible practitioners for the study. 
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Recruitment was performed using purposive sampling to recruit a broad group of 

practitioners from each Canadian province where IHC clinics are present. Additionally, 

maximum variation sampling was used to obtain a good range of both physicians and CAM 

practitioners, as the providers' expertise was thought to influence their perceptions of 

collaboration. Research ethics approval for the project was obtained from the Research 

Ethics Board, University of Ottawa, prior to contacting the IHC clinics. Informed written 

consent was obtained from each participant before the interview. 

Procedures 

Directors or managers of selected IHC programs were the entry point for each clinic, and 

facilitated the recruitment of practitioners. Interviews were conducted using a series of 

semi-structured open-ended questions. The interview guide was pre-tested with a 

practitioner from each therapeutic domain, not currently involved in an IHC program. A 

summary of the questionnaire is included in Table 1 (Chapter 2). Basic descriptive 

information about the practitioner's background, expertise, and years of experience were 

also collected at the beginning of the interview. Interviews took between 10 and 67 minutes 

(average 38 minutes) and were conducted at the providers' centres by a member of the 

research team (IG). Interviews were audio taped and transcribed. Audio tapes and 

transcripts were reviewed simultaneously to assess validity of the transcription process. 

Data analysis 

A phenomenological methodology was chosen to inform the research design of this study. 

This approach privileges inductive knowledge and the voice of the participants. Moreover, a 
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naturalistic descriptive design was selected over a quantitative approach to address the 

above-mentioned objectives because its methodology allows the researcher to probe and 

explore the interviewee's personal conception of a phenomenon and allows a rich 

description of their lived-experiences (Lincoln & Guba, 1985). 

The analysis was conducted by the interviewer (IG) using the software NVivo (QSR 

International Pty Ltd. Version 7.0, 2006). Data analysis was conducted using directed 

content analysis procedures, which include a mix of deductive and inductive analysis 

techniques (Hsieh & Shannon, 2005). In the deductive phase, key concepts of the existing 

theoretical framework (i.e. the inputs, processes, and outputs of the IPO framework) were 

used to guide the creation of the initial coding categories. These coding categories were 

then used to categorize the excerpts of the transcript. All data were re-read several times 

for immersion. Excerpts that represented new themes or codes relevant to the research 

inquiry but that could not be categorized within the initial coding categories were given new 

codes in the second inductive phase of the analysis. An audit trail was compiled to record 

the steps taken and decisions made during the analytical process. A code tree grouping all 

emerging codes on a box diagram was also generated to facilitate the analysis. In addition, 

a codebook was compiled that included for each code a definition, directions regarding 

"when to use" and a "when not to use" sections that give instances in which the code might 

and should not be considered, respectively, and an example of quote(s) pulled from the 

data (Guest, Bunce & Johnson, 2006). Data saturation was considered to be reached when 

a code was discussed by at least 6 interviewees (Guest, Bunce & Johnson, 2006). Particular 

attention was made to compare themes between each participants' expertise group. 

Dissimilarities between groups, when noted, were documented. 
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To ensure the reproducibility of the analysis and coding, 3 interviews were independently 

coded and analyzed by a second member of the team (MB). In case of disagreement, 

consensus was reached between the two analysts through discussion. The overall coding 

scheme was discussed and approved by all the authors. 

Findings 

Clinics and participants 

The interviews took place between January and March 2007. Seven clinics were contacted 

for the study but two refused to participate due to time limitations. Characteristics of the 

five participating clinics and interviewees are summarized in Table 2 (Chapter 2). 

Participating clinics were located in urban areas in four provinces: British Columbia, Alberta, 

Ontario, and Quebec (2 clinics). All clinics were Mree-standing' and none were affiliated with 

a university. All clinics were led by physicians, with the exception of one where the 

leadership was shared among practitioners (clinic 4). The clinics reflected a broad array of 

team-oriented models of collaboration. On average, participating clinics had been in 

business for 13.5 years (range 3.5, 26 years) at the time of the interviews. 

Of the twenty-two participants approached in the clinics, one declined to participate 

because he was not available the week the researcher was visiting the clinic for the 

interviews. Among the participants, eleven had CAM as their main expertise, seven were 

physicians licensed in Canada, and three had other biomedical therapy backgrounds 

(psychology and dentistry). Of the seven physicians met, six also practiced some form of 

CAM at the clinic. Two practitioners had worked for another IHC clinic outside Canada 
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before they started working at the IHC clinic in which they were interviewed. Twelve 

participants had had solo practices in the past, some of which were continuing alongside 

work in the IHC clinic at the time of the interview. 

Inputs 

Based on the theoretical framework, the inputs of collaboration are the elements present at 

the individual, clinic, and/or societal level that characterize individuals within the team and 

the team as a whole. The inputs affect the process of collaboration within the organization. 

For the practitioners in this sample, the dominant themes discussed were awareness of 

one's clinical paradigm, education and training, and factors external to the clinic inherent to 

the Canadian healthcare system. 

Group composition characteristics were brought up by all practitioners interviewed. 

Awareness of one's own limitations related to one's medical paradigm and similarly for 

colleagues' abilities was described by the participants as affecting the level of collaboration 

observed among the clinic staff. Practitioners explained that professional maturity and 

intellectual curiosity play a significant role in collaborative practice. Capacity to be able to 

acknowledge one's own limits was identified as a major personality characteristic that 

stimulates appropriate patient referral and safer care for the patient. As one physician put 

it: 

"You need to believe in what you're offering and know it's the way to handle the scope of it. 

You know when you reach your boundaries and when you say [to a patient], "I think you 

might be well served by also working with this person or maybe I'm not giving you any 

more and try this person. "(Clinic 3, BM1) 
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Additionally, comprehensive understanding and knowledge of colleagues' healthcare 

abilities, and perspectives based on their medical paradigm was vital to the team cohesion. 

"777e more that each individual knows what type of things that we handle, what types of 

things that we do, then it makes it easier for me to utilize someone else within the facility, 

when lam faced with that decision. "(Clinic 3, CAM 1) 

One way to increase practitioners' awareness of other healthcare paradigms is through 

education and training. Many practitioners expressed their preference to collaborate with 

clinicians who have pursued further training and/or have been exposed to clinical paradigms 

different from their primary training. In this context, dual-training was thought by all but 

one participant to enhance communication among the team members, to stimulate 

appropriate referrals, and to increase openness and awareness among co-workers. One 

physician described the benefits of obtaining extra-curricular training in Traditional Chinese 

Medicine: 

"Now I know, I have enough confidence when Chinese medicine says this, I understand it, 

first of all because I am studying it, and I see how it comes in and I do not question it. And 

I understand what a naturopathic doctor is, I understand, I know enough about what they 

do now. It actually affects my practice as a western practitioner. "(Clinic 2, BM 1) 

The only physician who did not see the necessity of dual-training justified his opinion by 

providing an example of one CAM practitioner working at his clinic who had not received 

any formal training in biomedicine. He believed that his CAM colleague did not experience 

any barriers related to his single paradigm training. This perception may be explained by 
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the fact that this interviewee had pursued extra-curricular training beside his education in 

biomedicine. This training could potentially account for the reasons why he had not 

experienced any communication problems with the rest of his team or felt quite 

knowledgeable about what the other colleagues' expertise might bring to the practice. 

Environmental conditions are the final component of the inputs of interprofessional 

collaboration. The healthcare system in which IHC clinics evolve emerged as an external 

factor that had the potential to impact negatively the collaboration within the clinics 

sampled. The discussion focused mainly on financial limitations for both patients and 

practitioners working in a Canadian IHC clinic. The lack of a universal reimbursement plan 

for holistic medicine in general, and CAM practitioners' services in particular, was considered 

by most of the interviewees to be a major impediment to teamwork. As one naturopath put 

it: 

'We have a healthcare system that is not set up to compensate for preventive health [care] 

or practitioners' time when they are not actually seeing patients or treating patients. How 

do you compensate people for reading the file, reading what other people have written, 

sitting, around talking about it for an hour? The hour that they take to discuss one patient, I 

could see presenting to a couple... to ten people in that time. They could be paid for it." 

(Clinic 2, CAM1) 

Similarly, a physician added that IHC programs are probably even more costly for 

biomedical professionals in the clinic compared to the CAM providers because the 

biomedical practitioners are generally in a better position financially to pay for the clinic's 

overhead costs (Clinic 5, BM 2). He suggested that the physicians' financial contribution was 
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sometimes the only way to sustain the activities of such a program, given that the Canadian 

system does not currently support CAM practitioners with its healthcare coverage plan. 

Complementing this observation, one CAM practitioner (clinic 4) noted that a referral barrier 

is present between biomedical practitioners and CAM providers. Indeed, the former 

(especially physicians) are in general working under a fee for service method of 

reimbursement from the government, as opposed to CAM practitioners who are limited to 

reimbursement from patients' insurance plans and personal payments. This reality was 

considered by the interviewee as the main barrier to collaboration, as it limits 

interprofessional referrals when patients' ability to pay is perceived to be limited. Clinic 1 

has attempted to thwart this obstacle by creating a 10-day program that includes 

consultations with all practitioners for a set price. At the time of the interviews, clinic 2 was 

in the process of implementing similar "packages of clinicians" to offer to their patients. 

Another element of collaboration related to the environmental conditions within which IHC 

clinics are developed concerned the provincial Colleges of Physicians and Surgeons. These 

organizations were held responsible by many practitioners, both biomedical and CAM, for 

inhibiting the collaborative practice of integrative medicine. Anecdotes of audits were 

shared during the interviews from half of the physicians. One physician (clinic 5) who has 

been audited commented that the Colleges were very scared of the practice of integrative 

medicine by their members. He suggested that for the Colleges, the practice of IHC was 

often associated with charlatanism. As another one said: 

"... if you do not [follow the Colleges guidelines], then your license is on the line. What that 

means is that it is basically illegal for people to do holistic medicine. "(Clinic 1, BM 1) 
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When asked to discuss their vision of the impact of that factor on the process of 

collaboration, CAM practitioners felt that it certainly limits the scope of practice or the use of 

therapeutic approaches among practitioners working in the same clinic, hence perhaps 

limiting innovations that are hoped to be fostered in the context of collaborative work. As 

one CAM practitioner articulated it: 

"[Physicians] are, to a large extent, bound by existing protocols, bound by existing rules as 

set by their colleges, and they can 'tjust wildly go off. There's a conservative element to 

their behaviour, and they were trained to follow certain rules and they to continue to follow 

those rules. "(Clinic 3, CAM 4) 

Of note, none of the CAM practitioners brought up similar imposed boundaries from their 

professional colleges or associations limiting collaboration with other colleagues within the 

clinic. 

Processes 

Processes are the actions taken by the team as a whole as well as members; the 

interpersonal behaviours to perform its tasks (i.e., delivering healthcare). Processes are 

shaped by the interplay of the inputs. For the practitioners in this sample, the process of 

collaboration was predominantly apparent in mode and frequency of communication, 

patient referrals, and power relationships. 

The mode and frequency of communication within a team occupies an important place in 

the research on interprofessional collaboration. Indeed, a prerequisite for effective team 

work mentioned by most participants was to have dedicated time and opportunities for 
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knowledge and patient-related information sharing. For most of the clinicians interviewed, 

this exchange of information took the form of hallway conversations, although some clinics 

organized more structured meetings where practitioners discussed difficult cases, clinic 

coordination issues, or healthcare specific topics. Interactions among team members were 

seen by practitioners as privileged moments not only to strengthen their clinical knowledge 

and design a more integrative care plan for the patients, but also to foster the relationships 

between the individuals in the team. 

"Here, even if you did not want to collaborate, you would be forced to, because somebody 

is going to be asking you, like, hey, what are you doing because it is really working! 

Everyone is so interested in expanding their own knowledge base, that it is ensuring 

communication between each other and passing on of knowledge. Not a day goes by [but] 

that I hear "I do not know a lot about your [technique], but I'm going to contact you ". 

(Clinic 3, CAM2) 

In the larger clinics, some practitioners complained about the lack of overlapping schedules 

between practitioners that sometimes prevented collaboration by limiting the interaction to 

letters or notes in the patients' charts. This situation could become even more problematic 

should sharing of charts not be permitted among practitioners. 

On that note, sharing patients' chart between biomedical and CAM practitioners working at 

the same clinic without patient consent is not allowed due to confidentiality guidance in all 

Canadian provinces. To simplify the communication process and facilitate data exchange, 

the practitioners of three clinics in the study encourage their patients to sign an agreement 
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on their first appointment, stipulating that their medical information can be shared among 

the clinic's clinicians. 

Related to the mode of communication, the literature reports that one of the main barriers 

to collaboration within healthcare practitioners coming from different backgrounds is a 

terminology barrier (Hall, 2005; Mainous, Gill, Zoller & Wolman, 2000). However, for most 

of the biomedical and CAM practitioners in the study, it did not appear to be problematic. 

According to one physician: 

"I think if you're a good practitioner, you're going to be sitting there speaking to your 

patients and you better figure out how to speak to them in English. Any of the practitioners 

should be able to explain themselves well enough to the other practitioners who may not be 

trained in their area. So, if the Chinese medicine practitioner's talking about liver stagnation, 

he's going to need to explain to us what that means, or we're going to be clueless, right?" 

(Clinic 3, BM1) 

Other practitioners who agreed with this statement also mentioned that this ability to use a 

common medical language is often a pre-requisite for an individual who wishes to join an 

IHC program. Nonetheless, this finding could also be interpreted to mean that CAM 

practitioners tend to be eventually assimilated to the biomedical language or that the 

complete sample of physicians interviewed had pursued extra-curricular training that 

facilitates exchanges between practitioners. Only one Traditional Chinese Medicine doctor 

admitted that, in order to facilitate dialogue, particular efforts are required to maintain the 

flow of communication between practitioners: 
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"I'm often a little bit hesitant to state things the way I would state them. For example, 

there might be something called liver chi stagnation and while it might be the easiest way 

forme to communicate my point in a meeting, I might choose not to do that. And I might 

choose, instead, to try and say something that I feel would be more understandable..." 

(Clinic 3, CAM 4) 

A concrete illustration of collaboration within an IHC clinic is patient referral. A majority of 

the CAM practitioners in this sample identified a two-way system of referrals as a benefit of 

working in a collaborative setting, compared to some of their peers working outside IHC 

programs, who might sometimes feel isolated. When this topic was discussed in the 

interview, all participants commented that the patients were the ultimate winners in a 

collaborative relationship between the practitioners. 

Despite this observation, and even though patients could self-refer and specifically request 

to see a CAM specialist in all of the 5 clinics visited, the designated entry practitioner for 2 

clinics was the medical doctor. One manager interviewed depicted his clinic's referral system 

as if the medical doctors were the orchestra conductors responsible for ensuring continuity 

of care and integrative care. Nevertheless, this system was not found by these two clinics' 

other interviewees to interfere appreciably with the cooperative climate of the clinics, at 

least at the clinical level. In a third clinic where the leadership was shared between 

practitioners, one CAM interviewee showed some disappointment regarding his clinic's 

referral system dynamic: "[The medical doctors] could be a little bit more open when it 

comes to my practice and also refer more people". (Clinic 4, CAM 2) 
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Opinions were split between practitioners with regards to power relationships within the 

clinic. It was observed that power relationships were different between CAM and biomedical 

professionals depending on the professional legitimacy of the former, and the degree of 

formal organization. Indeed, downward exercise of power from biomedical practitioners 

seems to be less significant toward legitimized or semi-legitimized CAM practitioners (e.g. 

chiropractors and naturopaths of certain Canadian provinces) than with partially 

professionalized practitioners (e.g. massage therapists) (Baer, 2004). For instance, when 

asked to describe their experience of medical decision making in the context of an 

interprofessional clinic, all chiropractors and naturopaths interviewed admitted that a lot of 

latitude was given to them and that conflict was nonexistent when the team of practitioners 

attempted to reach consensus on patient treatment plans. 

This perception of a more equitable power relationship was not shared by at least one non-

regulated and partially professionalized CAM practitioner. While commenting on potential 

competition for patients among the clinicians, he depicted his relationship with the 

biomedical members of the team with these words: 

"The doctors are more and more seeing that [the CAM practitioners of this clinic] are not 

pretending to take away the way they are... Actually, we are their servant. We do the hard 

work. Can you imagine a doctor pulling and rubbing somebody for an hour?"{Q\x\\z 4, CAM 

1) 

Outputs 

Blended together in the context of an IHC clinic, inputs and processes of collaboration have 

various effects on the practitioners' experience of collaboration. The interviews purposefully 

61 



Chapter 2: Components of collaboration in IHC 

focused on the effect of teamwork on group members rather than outcomes related to 

patients' health or satisfaction. This corresponds to the task performance component of the 

IPO model. Collaboration within Canadian IHC clinics was found to impact practitioners' 

satisfaction with their work environment by modifying the burden of work, providing the 

clinicians with opportunities for intellectual stimulation and growth, and enhancing affective 

commitment to the clinic. 

Practitioners were divided in their opinions regarding how collaboration modifies burden of 

work and efficiency in delivering healthcare services. Some practitioners reported that a 

collaborative work setting requires a lot more interactions and time to create and maintain 

the group dynamic than a solo practice. Additionally, one CAM practitioner pointed out that 

the amount of information gathered on patients could rapidly become cumbersome to 

handle and summarize, because each practitioner would collect patients' histories according 

to their own healthcare paradigm. However, most of these practitioners recognized that 

spending this time was "the nature of collaboration" and since it was in the patient's 

interest, they perceived spending extra time a necessary and positive consequence of 

working in a team. As one physician explained when asked to discuss the challenges of 

interprofessional collaboration: 

"[Spending time to exchange with a colleague about a patient] is enjoyable, it's part of our 

communication, it's interesting, so it's not a problem. It's part ofour game."'(Clinic 3, BM 1) 

In contrast, some CAM practitioners suggested that they felt more efficient in an integrative 

setting, because referrals to various colleagues within the clinic, and feedback related to 

those referrals, occurs more quickly. One of them articulated this advantage as follows: 
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You can come to each other and get some immediate feedback that does not require going 

through a system. I guess, in the traditional conventional medicine, if you want a second 

opinion or, well, no problem, you are going to go to specialist A, B, C, D, and you will be in 

there next July 17th, and the follow-up will be in October. Whereas here, the cases that we 

work with and we collaborate on are... it is a little more time sensitive. The feedback in this 

case is immediate. You can get an opinion from a different modality or profession or 

whatever we choose to call it, fairly quickly. "(Clinic 3, CAM 1) 

Most study participants described the constant knowledge exchange as a key benefit of 

collaboration. Some interviewees drew attention to the fact that an integrative approach 

necessarily translated into various devices and therapies, which cannot be mastered by a 

single individual. Therefore, collaboration was not only a way to discover these new 

features through colleagues, but also to become more familiar with "a lot of therapies and 

approaches that [they] would not otherwise been exposed td' (Clinic2, CAM 2). 

Another way of gathering knowledge was related to the patient population attending IHC 

clinics. One physician described that population as: "There is a group of [patients] that are 

ridiculously healthy and just want to stay healthy and be healthier and there is a group of 

them thatare reallyquite sick anddesperate.''(Clinic 3, BM 2) Practitioners explained that 

treating patients in the integrative setting was a professional challenge through which they 

could expand their clinical knowledge and maintain intellectual stimulation they would not 

usually enjoy when working in a non-integrative setting. All together, these factors create a 

working environment that was portrayed by the interviewees as challenging, gratifying, and 
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healthy as the IHC clinic made them "a better person, but [also] a better therapist." (Clinic 

3, CAM 2) 

Research in classic organizational behavior has clearly shown a negative correlation 

between job satisfaction, measured through affective commitment to the organization, and 

staff turnover. Most participants had no intention of leaving their integrative practice to 

return to solo practice or a practice that was not oriented towards holistic medicine. As one 

naturopath said "I think it would be a step in the past." (Clinic 3, CAM 3). Another massage 

therapist agreed by stating: " You know I would probably give up all the other jobs before I 

would give up the [job here]. Financially pretty stupid, but in terms of heart and soul 

decisions, it is a no-brainei"; (Clinic 1, CAM 2) which actually shows a high level of 

commitment. This opinion was similar across all practitioners, regardless of their years of 

experience at the clinic or healthcare paradigm. Finally, according to the clinicians 

interviewed, the main two reasons to explain why practitioners leave were a lack of fit with 

the team or because of financial reasons: 

"I know that the reason that several people have moved on is because this is not terribly 

financially remunerative. Its a struggle to be working in this kind of way and so the money 

was the reason they chose to move on. "(Clinic 1, CAM 1) 

Discussion 

This paper is the first to explore and categorize a broad array of key factors associated with 

interprofessional collaboration, as experienced by clinicians working in an IHC setting. The 

IPO conceptual model proved useful to inform the design and analysis of this research and 

laid the ground for understanding interprofessional collaboration between biomedical and 
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CAM practitioners. Additionally, this study pioneered the use of organizational theory to 

inform the literature on the benefits and drawbacks of IHC interprofessional collaboration 

from the perspective of the practitioners. In total, 11 constructs were captured under each 

of the three key factors of the IPO model (Figure 2 - Chapter 2) that guided the description 

of the distinct characteristics of interprofessional collaboration within an IHC clinic. The 

following sections offer an interpretation of the findings and areas where additional 

research is required, organized around the three key components (inputs, processes, and 

outputs) of collaboration as defined by the conceptual framework of this project. 

Dual education and/or training was found to be an input of teamwork that facilitated 

interprofessional collaboration within IHC clinics. It is important to stress that although this 

is a key factor, it is not sufficient to resolve fully communication issues highlighted here and 

elsewhere (Hall, 2005; Hollenberg, 2006; Mulkins et al., 2005). Integrative medicine, 

defined as a synergistic approach for curing and healing, goes beyond the technical 

incorporation of selected elements from both biomedical and CAM treatments. We believe it 

is important to acknowledge that some of the techniques used in IHC belong to complex 

healthcare systems (such as Traditional Chinese Medicine) with inherent theories and 

practices, and that their intrinsic philosophies and practices cannot be mastered by a single 

individual. As a consequence, terminology barriers and conflicts related to different - and 

sometimes divergent - healthcare paradigms are likely to occur in an IHC context. Dual 

education is one way to reduce those barriers and conflicts, and to contribute to an 

increased awareness to other clinical paradigms, which was thought to be imperative for 

IHC by the practitioners of the sample. Those two factors could in turn ease the process of 
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collaboration by improving the quality of the relationship between practitioners and 

stimulating appropriate referrals. 

The processes of collaboration that emerged from this project validate some of the findings 

from Hollenberg's study (2006) with regards to power relationships and patient referral 

patterns within IHC clinics. Interpersonal relationships within some of the clinics visited 

showed some signs of a hierarchy imposed on the CAM practitioners by their biomedical 

peers. However, the novel findings of this paper are that the implicit hierarchical rapport 

either affects CAM practitioners differently based on their professions or is enacted 

differently by the biomedical practitioners based on their CAM peers' profession. In this 

sample, chiropractors and naturopaths showed less reliance on the biomedical practitioners 

and perceived the latter more as co-workers with similar rights and weights in the decision 

making process for the clinic and the patient treatment plans elaborated by the team. In 

contrast, massage therapists, for example, appeared to depend more on the referrals and 

sympathy of both their biomedical and licensed CAM colleagues. Yet, it is plausible that 

practitioners who belong to occupational groups that have obtained, or are in the process of 

obtaining, legitimacy through licensing, certification, or registration may be seen differently 

by their biomedical peers. The licensing process may give them credibility in the eyes of the 

biomedical community and therefore justify a more egalitarian rapport between the 

practitioners. Further research is required to investigate this hypothesis. Additionally, it was 

observed that stability in the membership of the team may also positively modulate power 

relationships and patient referral patterns within the group. That could be due to a higher 

level of awareness of one another's skills and knowledge that translates into a higher level 

of trust among the team members. 
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Intellectual stimulation and personal growth were the key outputs that keep the 

practitioners sampled working in an IHC clinic, despite the financial limitations of the model 

of practice. A better understanding of the subjective outcomes of interprofessional 

collaboration most important for practitioners could assist in the development of more 

efficient IHC teams. Establishing an optimal working environment where practitioners are 

encouraged to exchange and where conflicts are minimal could in turn positively impact 

patient outcomes. 

Limitations 

The main limitation of this study pertains to the sampling frame. None of the clinics 

sampled were in hospital-based settings. As such the results may only be applicable to 

Yree-standing' clinics. Another limitation is related to the selection of the interviewees. The 

study was advertised to all practitioners working within clinics and interested participants 

were asked to volunteer for the project. This selection process may have resulted in 

participants with a more 'extreme' view (either positive or negative) of interprofessional 

collaboration within IHC clinics. However, given that saturation was obtained in the study, it 

appears that possible under-representation of more "neutral" practitioners did not likely 

modify significantly the framework resulting from the analysis. 

The IPO conceptual framework provided a structure to uncover and refine most of the 

broad components of collaboration within IHC clinics from practitioners' perspectives. As the 

purpose of the project was to construct a framework of interprofessional collaboration 

within Canadian IHC clinics, a focus was made on general patterns that characterized the 
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experience of collaboration common to the five included clinics included. A limitation of this 

approach is to leave aside the study of the microcosm of collaboration particular to each 

clinic. 

Although participants were probed to illuminate the group structure of their clinic, this 

component of the conceptual framework needs to be explored further to enhance the 

understanding of interprofessional collaboration in an IHC context. Relatively short 

individual interviews with a sample of the team precluded a clear understanding of the roles 

of all members. Additionally, the clinics visited appeared to operate under different models 

of collaboration (Boon, Verhoef, O'Hara & Findlay, 2004), which may provide an explanation 

to why general patterns of group structure could not emerge from the interviews. 

Implication for further research 

This assessment of the constructs of interprofessional collaboration within IHC clinics will 

aid the development of organizational theories imbedded in this healthcare context. 

However, as interprofessional collaboration is described as a dynamic concept, research is 

needed to evaluate how these constructs 1) evolve over time and as the membership of the 

team is modified; and 2) how the outputs of collaboration underscored by this project feed 

the IPO iterative loop. In other words, how do outputs of collaboration modify the IHC 

group composition and structure? Moreover, how do they transform the processes of 

collaboration? A few scholars in the field of organizational theory have proposed new 

research models that cover the dynamic nature of interprofessional collaboration (Ilgen, 

Hollenbeck, Johnson & Jundt, 2005; Kozlowski, Gully S.M., Nason & Smith E.M., 1999). 
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These models should be consulted for the design of longitudinal (more likely positivist) 

studies in IHC. 

Given the appearance of a gradient of integration of clinical paradigms across the clinics 

visited, ethnographic studies of IHC clinics operating under different models of collaboration 

might clarify the group structure component of the proposed framework. Additionally, 

observation of the interpersonal dynamics within the practitioners of a given clinic would 

help to refine the group development component suggested by the conceptual framework. 

Another theoretical and possibly methodological approach should be considered as the next 

strategy to explore particularities of different models of collaboration in terms of the 

structure of the team and how it impacts collaboration. 

It is also important to understand how the constructs of the framework express themselves 

and relate to each other. In order to investigate this further, we are undertaking a nation­

wide survey of Canadian IHC clinics in the hopes of discovering how some of the constructs 

of the framework are empirically linked and to what extent they are observed in a broader 

sample of practitioners. Such a survey will help to validate the framework assembled for 

this paper. 

This framework of collaboration could by used in the creation of new IHC clinics or 

implementation of change in existing ones, as it highlights the main factors that shape IHC 

interprofessional collaboration through the practitioners' experience. Indeed, the 

components of the framework include both factors that were thought to foster team 

cohesion and issues related to teamwork in a context of IHC with which practitioners have 
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been struggling. Additionally, the framework offers some suggestions from which both 

biomedical and CAM educators could draw, to inform the development of courses that aim 

to increase efficient collaboration between their respective students and graduates. 

Conclusion 

Various models of interprofessional collaboration between biomedical and CAM practitioners 

working in a common setting exist within our healthcare system. Within these models, 11 

constructs were examined to assemble a framework of interprofessional collaboration 

specific to these particular teams of practitioners. We believe that this framework will 

facilitate hypothesis generation and testing to assess the empirical link between these 

factors and ultimately patient health outcomes. This framework is critical for a better 

understanding of the functioning of IHC clinics, with key factors for creating or maintaining 

further successful clinics. 
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Figure 1. IPO conceptual framework 
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Figure 2. Framework of interprofessional collaboration in IHC clinics 
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Table 1. Summary of the interview guide 

Tell me about your clinic, your colleagues? 

Could you give me examples that illustrate how you collaborate with your colleagues at 
the clinic? 

What do you think fosters collaboration within the clinic? 

What do you think challenges collaboration within the clinic? 

As a practitioner working in a collaborative setting, what do you think the benefits of 
collaboration are? 

As a practitioner working in a collaborative setting, what do you think the drawbacks of 
collaboration are? 

Are there any last minute thoughts we haven't explored you would like me to know 
about your experience of collaboration within the clinic? 
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Abstract 

Teamwork is a contemporary way to try to improve the healthcare system, not only for the 

patients, but also for the practitioners involved. A new type of interprofessional working 

arrangement, integrative healthcare (IHC) clinics, has emerged in the last two decades. The 

literature on interprofessional collaboration is steadily increasing, but little is known about 

the collaborative organization of the biomedical and complementary and alternative (CAM) 

practitioners that make up the teams of those clinics. The Relationship-Centered Care model 

was used to guide an exploration of the interprofessional teamwork within a Canadian IHC 

setting. A sample of 31 Canadian IHC clinics and 228 biomedical and CAM practitioners 

were included. This study established that the processes of collaboration are the main 

factors associated with measures of job satisfaction and conflicts related to an 

interprofessional IHC practice. The results of the study also underscored the importance of 

interdisciplinary education for healthcare practitioners who have been expected to serve a 

clientele that is increasingly interested in being both curedand hea/edby the integration of 

biomedical and CAM paradigms and approaches. 

Word count: 4538 

Key words: integrative healthcare, interprofessional team, survey, healthcare services, 
Canada 
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Introduction 

Teamwork, defined as "the interaction between health professionals who work 

interdependent^ to provide care," has received considerable attention over the last two 

decades and is now recognized as a key strategy in the renewal of the Canadian healthcare 

system (Oandasan et at., 2006). The implementation of teamwork has also been 

recommended in several other countries as part of healthcare reforms (Shorten et al., 1996; 

Saltman & Figueras, 1997; Romanow R.J., 2002; Kirby M.J.L., 2002). 

There is limited evidence regarding the impact of a collaborative working arrangement on 

both the healthcare system and patients, and whenever available, it is generally applicable 

only to teams that include only physicians and nurses. Zwarenstein and Bryant (2000) were 

among the first to ascertain the importance of collaboration in the improvement of the 

healthcare processes. More recently, Lemieux-Charles and McGuire (2006) identified 

processes of collaboration that most likely affect staff satisfaction and team effectiveness. 

Additionally, they reviewed the context (e.g. patient-centered culture or unit type) in which 

teams were found to influence patient care and organizational success, a factor found to be 

fundamental to the studies of healthcare teams. 

A comprehensive report on teamwork described the benefits of collaboration on patient 

morbidity, satisfaction, and safety (Oandasan et al., 2006). From an organizational 

perspective, the report found that collaboration is likely key to addressing problems such as 

staff shortage, work-related stress, and burn-out in the healthcare workforce. Furthermore, 

teamwork could contribute to the reduction of workload and could increase staff loyalty 

toward the employer. The report underlined that interprofessional collaboration was a 
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function of the complexity of patient healthcare needs, the number of members in the 

team, and their expertise. That observation provides compelling reasons to believe that 

results obtained from the physicians/nurses models might not be transferable to other 

models of interprofessional collaboration. 

In North America, the 1990s saw the emergence of a new type of healthcare team within 

integrative healthcare (IHC) clinics. The novelty of those clinics lies in the wide-ranging 

array of services and products offered to users, incorporating both biomedical and 

complementary and alternative medicine (CAM) therapies. The appearance of IHC clinics 

coincided with a significant demand from individuals for healthcare that goes beyond curing, 

focusing on healing and wellness (Foley, 1999; Peters, 2000; Weil, 2000; Baer, 2004). 

Although there is a steady increase in the number of such clinics in the Canadian healthcare 

system, little is known about their functioning, especially from an organizational perspective 

(Shuval et al., 2002; Hollenberg, 2006). In the present era of cataloging the potential 

outcomes of IHC with respect to patients' health and wellness (Mulkins et al., 2003; 

Scherwitz et al., 2004; Verhoef et al., 2005), we think it is important to better understand 

the interdisciplinary process as experienced by practitioners before we attempt to explore 

any possible links to improved health. Indeed, the mechanics of interprofessional 

collaboration in an IHC context are still ill-defined in the literature. This needs to be 

operationalized before we attempt to assess causality between collaborative processes and 

patient outcomes. 
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Analytical framework 

This project draws upon the Relationship-Centered Care (RCC) model as the theoretical and 

analytical framework. The RCC model delineates potentially important constructs relevant to 

interprofessional collaboration within Canadian IHC clinics (Tresolini & Pew-Fetzer Task 

Force, 2000). The model is based on the assumption that interpersonal relationships are a 

prerequisite to effective care and healing. The model focuses on three different dimensions: 

relationships between each practitioner and 1) his/her patients, 2) his/her team, and 3) 

his/her patients' communities. Each dimension of the RCC model operationalizes 

interprofessional collaboration through various knowledge, attitudes, and skills that 

practitioners should aim to acquire and develop in order to establish significant and 

productive relationships and to achieve an optimal shared understanding of the patient's 

experience of illness (Beach & Inui, 2006). The second dimension of the model (the 

relationship between practitioners and their teams) is the focus of this project. 

The objectives of the study were to assess the extent to which practitioners working in IHC 

clinics practice according to the RCC model; and to explore the relationship between 

knowledge, attitudes, behaviors and skills, and outcomes central to the definition of RCC 

and pertinent to an IHC setting (Figure 1 - Chapter 3). We hypothesized that knowledge, 

attitudes, behaviors, and skills would correlate with outcomes of collaboration, such as job 

satisfaction, personal growth, intention to leave the clinic, and conflicts associated with 

teamwork. We also expected that knowledge and attitudes would play roles in the 

manifestation of behaviors and skills related to the RCC model. 

Include Figure 1 here 
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Methods 

Sampling strategy 

Participants were recruited from Canadian IHC clinics. For the purpose of this project, an 

IHC clinic was defined as at least three different practitioners working together in the same 

location, including at least one physician plus one or more healthcare practitioners 

practicing a variant of CAM including (but not limited to): naturopathy, massage therapy, 

chiropractic, and traditional Chinese medicine, including acupuncture. To be included in the 

sample, the clinic had to have been in operation for at least a year at the time of data 

collection. 

Due to the rapid growth of IHC clinics in North America, it is difficult to keep an up-to-date 

list of them (Cohen et al., 2005; Ruggie, 2005). Therefore, various methodologies were 

used to compile a comprehensive list of clinics. First, members of a Canadian network for 

CAM research (IN-CAM, www.incamresearch.com) and a Quebec discussion forum on health 

promotion and disease prevention (Passeport Sante, www.passeportsante.net) were 

contacted. Five Canadian IHC clinics were identified. Next, discussions with the president of 

the Association of Complementary Physicians of British Columbia identified an additional 

clinic. Networking with experts and at various conferences that attract IHC practitioners, 

and key Canadian opinion leaders took place. Lastly, searches on the Internet using the 

keywords "integrative clinic oocenter", "integrated clinic oocenter", "chelation", and 

"integrative or integrated" along with the names of every major city in Canada were 

performed to identify more clinics. When necessary, clinics were screened by telephone to 

ensure that they met the study inclusion criteria. 
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One week prior to the survey launch, the administrative assistant and/or healthcare 

coordinator of each identified clinic was sent an invitation letter to participate in the survey. 

These clinic representatives were subsequently contacted by telephone by a member of the 

research team (IG) to review the survey procedures. The surveys were then administered 

through that contact person to each practitioner of the clinic to ensure the anonymity of the 

respondents. Follow-up telephone calls were made with the contact person two weeks 

following the survey launch. Ethics approval was obtained from the local institution ethics 

board prior to contacting clinics. 

Questionnaire 

The selection of the constructs included in the questionnaire was based on the key themes 

of collaboration within IHC clinics that emerged in prior qualitative research (Gaboury et 

al.), and a review of the literature on interprofessional collaboration in healthcare that maps 

out the elements of the RCC model (Tresolini & Pew-Fetzer Task Force, 2000; Beach & Inui, 

2006). These constructs are presented in Figure 1 (Chapter 3). A brief description of the 

scales used to measure the constructs as well as reliability estimates for the current project 

are provided in Table I (Chapter 3). 

Include Table I here 

Two constructs (awareness and cooperation) were measured using selected items from 

existing scales and quotes from a previous study on interprofessional collaboration within 

IHC clinics since no suitable tools could be found in the literature (Gaboury et al.). Factor 

analysis with a principal axes factor extraction method and oblimin rotation was used to 

87 



Chapter 3: RCC within IHC clinics 

identify the factors associated with their respective constructs (Costello & Osborne, 2005). 

Two measures of awareness were extracted: understanding of each other's healing 

approach, and awareness of the limitations of both biomedical and CAM paradigms. These 

two factors regrouped 5 items of the original scale (3 and 2 items respectively) and 

accounted for 69% of the total variance present in the scale. Similarly, three items were 

retained for the cooperation scale that accounted for 38% of the variance across all 3 items. 

Respondents' demographic characteristics of the respondents such as sex and number of 

hours worked at the clinic in a typical week were also collected. The questionnaire was 

pilot-tested with three biomedical and four CAM practitioners not involved in an IHC clinic 

but working in collaboration with other practitioners. Minor modifications were made to the 

final version. A copy of the questionnaire can be obtained from the lead author upon 

request. 

Response options for the items assessing the different constructs ranged along a 5-point 

Likert scale (Strongly disagree to Strongly agree, or Strongly dissatisfied to Strongly 

satisfied as appropriate). The experience of terminology barriers was measured using a 4-

point Likert response scale (Never to Very often). Whenever necessary, modifications were 

made to the original questions to reflect the IHC setting (e.g. "clinicians" instead of 

"people", and "clinic" instead of "company"). 

Statistical analysis 

Cronbach's alpha was used to estimate each measure's internal reliability. Descriptive 

statistics were used to summarize the respondents' characteristics and the distribution of 
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the overall results obtained for each scale used in the survey. The respondents' 

characteristics and profiles on the different study measures were compared between 

biomedical and CAM practitioners using Fisher's exact and Mann-Whitney tests. Although 

ideal for this study design and framework, the relatively small sample size precluded the use 

of structural equation modeling to assess the relationships between the constructs. 

Therefore, due to a 'ceiling effect' observed in the dependent variables and to help improve 

the fit of the data, nonlinear logistic sigmoid regression models were used to analyze the 

relationship between the scores of the framework constructs selected for the survey (Bates 

& Watts, 1988). Multivariate logistic regression models were used when the terminological 

barrier constructs were included as dependent variables. For both types of models, odds 

ratios (OR) are presented to describe the relationships between the constructs. The p-

values are two-sided; they were deemed significant at or below a 5% level. Between 5% 

and 10% the relationship is reported as a trend. 

Results 

Response rate and sample 

The survey was administered by postal mail between February and March 2008. In total, 31 

clinic coordinators and/or administrative assistants were contacted to distribute the 

questionnaires among 228 healthcare practitioners within their respective clinics. One clinic 

refused to participate due to time constraints. Eighty-nine questionnaires were returned 

from 25 clinics, representing a 39% overall response rate and a 62% practitioner response 

rate (proportion of practitioners who responded within the clinics who participated). Two 

questionnaires were incomplete, so 87 were used for the analysis. 
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Demographic characteristics of the respondents broken down by expertise are shown in 

Table II (Chapter 3). Eighty-nine respondents were evenly split between biomedical and 

CAM expertise (principal occupation at the clinic was missing for two respondents). A fair 

proportion of respondents (60.5%) reported never having received formal education/ 

training in a complementary area other than on the job training. The biomedical participants 

were more likely to be currently working (or formerly) in a hospital setting (p=0.007 and 

p<0.001, respectively). More than three quarters of the sample (77.6%) reported having 

some experience of working elsewhere in a group setting (hospital or clinic setting), 

currently or at some point during their career. The median number of years worked at the 

clinic was 3.5 years. The typical week averaged 23.5 hours of work at the IHC clinic. 

Include Table II here 

Survey constructs 

A description of the scores obtained for each survey construct is presented in Table III 

(Chapter 3). With the exception of the physician centrality, intent to leave current 

employment and level of conflict measures, a higher score represents a positive outcome. 

Scores were not found to differ between the biomedical and CAM respondents (data not 

shown) with the exception of dual education and communication barriers (with respect to 

terminology) for CAM practitioners. Biomedical respondents were more likely to have 

pursued extra-curricular training to complement their biomedical education (p=0.041). 

However, only 17% of them reported experiencing no difficulty communicating with their 

CAM colleagues (versus 40% in the CAM respondents, p=0.044). 
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Include Table III here 

Regression models 

Seven regression models were tested to assess relationships between knowledge, attitudes, 

and personal characteristics; and behavior and skills, as well as four for the outputs 

selected for the survey (job satisfaction, opportunity for growth, intention to leave the 

clinic, and conflicts related to a collaborative practice). Behavior and skills were also linked 

to the outputs of the RCC model using four additional models. 

Only one construct from the knowledge, attitudes, and personal characteristics was found 

to be significantly correlated with the behaviors and skills of the RCC model adapted for 

Canadian IHC clinics. A higher score for belief in the benefits of collaboration positively 

predicted knowledge sharing (OR = 1.24, 95%CI: 1.15, 1.34 for knowledge donating and 

OR = 1.16, 95%CI: 1.06, 1.26 for knowledge collecting), trust (OR = 1.18, 95%CI: 1.05, 

1.32), and cooperation (OR = 1.12, 95%CI: 1.01, 1.25). Additionally, we observed a trend 

in practitioners who reported having received dual education/training to be more likely to 

contribute knowledge (OR = 1.76, 95%CI: 0.98, 3.18). Our data also suggested that 

practitioners with less experience tend to perceive themselves as good communicators of 

their knowledge (OR = 0.97, 95%CI: 0.94, 1.00). 

When the relationships between the knowledge, attitudes, personal characteristics and the 

outputs of the RCC model were explored, only one construct yielded statically significant 

relationship. A higher score on the belief in the benefits of interprofessional collaboration 

positively predicted the practitioner's satisfaction (OR = 1.15, 95%CI: 1.02, 1.30) and 
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personal growth within the clinic (OR = 1.10, 95%CI: 1.01, 1.19). That same construct was 

inversely correlated with the level of conflict related to interdisciplinary practice of 

healthcare (OR = 0.87, 95%CI: 0.78, 0.97). In addition, practitioners with a high awareness 

of the limitations of both biomedical and CAM paradigms tend to be almost twice as likely to 

be planning to leave their position at the IHC clinic in the year following the survey (OR = 

0.61, 95%CI: 0.35, 1.08). However, that correlation did not reach the statistical 

significance. 

Among the four regression models designed to investigate relationships between outputs of 

collaboration and the behaviors and skills selected for the RCC model, several constructs 

were found to be significant. Higher trust was found to be correlated with three of the 

outputs: positively with job satisfaction (OR = 1.24, 95%CI: 1.12, 1.37), and negatively 

correlated with both perceived level of conflict (OR = 0.85, 95%CI: 0.80, 0.90), and 

intention to leave (OR = 0.79, 95%CI: 0.71, 0.87). A higher level of cooperation was also 

inversely associated with intention to leave the clinic (OR = 0.64, 95%CI: 0.49, 0.84). 

Practitioners with a higher level of trust in their colleagues tend to perceive more 

opportunities for personal growth within the clinic (OR = 1.07, 95%CI: 1.00, 1.14). 

Practitioners who reported a greater level of autonomy (low physician centrality) were also 

found to report higher satisfaction (OR = 1.27, 95%CI: 1.08, 1.50). 

Various survey constructs related to communication between team members were found to 

predict outputs of collaboration. Respondents from clinics where records are shared 

between both biomedical and CAM practitioners were more likely to report higher level of 

satisfaction with their job (OR = 3.16, 95%CI: 1.14, 8.73), and more opportunities for 
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personal growth (OR = 1.92, 95%CI: 1.05, 3.52). Although not significant, practitioners 

working in clinics where interdisciplinary meetings are organized (regardless of the 

frequency) were more than twice as likely to report themselves satisfied with their working 

place (OR = 2.51, 95%CI: 0.94, 6.72). They were also significantly less likely to leave the 

clinic (OR = 0.22, 95%CI: 0.06, 0.76). The respondents who could participate in such 

meetings also tended to see more opportunities for personal growth within the clinic (OR = 

1.72, 95%CI: 0.93, 3.21), although that result did not reach statistical significance. 

Additionally, respondents who experienced communication barriers with their biomedical 

colleagues were more likely to score highly on the satisfaction scale (OR = 3.10, 95%CI: 

1.09, 8.82). Finally, we observed a trend that practitioners reporting a higher level of 

knowledge sharing experienced less conflict related to interdisciplinary practice (OR = 0.91, 

95%CI: 0.82, 1.01 for knowledge donating) and greater opportunity for growth (OR = 1.16, 

95%CI: 0.98, 1.37 for knowledge collecting). 

Discussion 

In this study, the RCC model was found to be useful to investigate the complex dynamics of 

interprofessional collaboration within Canadian IHC clinics, and to serve as a guide to 

operationalize the concept of interprofessional collaboration. We were able to determine 

that practitioners working in such an environment scored relatively highly on elements 

related to the RCC model, suggesting that principles of the model are likely to apply to 

Canadian IHC clinics. We also demonstrated that according to responses from practitioners, 

the behaviors and skills described by the model are the main factors associated with the 

outputs of interprofessional collaboration (job satisfaction, opportunity for growth, intention 

to leave the clinic, and conflicts related to a collaborative practice). 
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Similar to the findings of Sicotte and colleagues (2002), beliefs in the benefits of 

interdisciplinary collaboration were found to be quite high in the present sample surveyed. 

This result is not altogether surprising because almost half of our sample had pursued 

extra-curricular education and/or training. That training is likely to expose participants to 

the benefits of working collaboratively given the interaction with practitioners of different 

healthcare paradigms. Additionally, a previous qualitative study of the same population 

showed that most of the practitioners working in an IHC clinic are well aware of, and 

inspired by, the benefits of integrative therapies for their patients, which could account for 

the strong commitment from the practitioners for an interprofessional healthcare approach 

(Gaboury et al.). That would have been reflected in the scale since two of the 6 items are 

related to patient care. Alternatively, our result could be due to a survey response bias; 

practitioners motivated by interprofessional collaboration may have been more likely to 

respond to the survey or simply more likely to work in a collaborative setting such as an IHC 

clinic. 

Our results also indicate that beliefs in the benefits associated with interdisciplinary 

collaboration predict how the practitioners share knowledge, trust, and cooperate with their 

colleagues; all behaviors identified in the RCC model. These findings are consistent with 

Sicotte's results in the evaluation of interprofessional collaboration within community 

healthcare centers. 

These findings, and the fact that beliefs in the benefits of interdisciplinary collaboration 

were significantly correlated with a satisfactory working environment as perceived by the 
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practitioners, underscore the need for stimulating and increasing interdisciplinary teaching 

and opportunities for exposure to other healing approaches in the training of healthcare 

practitioners, both biomedical and CAM. As an extension to the results of recent studies 

showing the potential benefits of interprofessional education in healthcare (Oandasan & 

Reeves, 2005a; Oandasan & Reeves, 2005b; Reeves et al., 2008), it is possible to 

hypothesize that practitioners trained in such an environment would be more likely aware of 

their patients' holistic needs and of the various approaches that are available for healing 

and treating. Moreover, interdisciplinary education may impact on barriers to practicing IHC, 

such as terminological barriers, territorialism and prejudice (Tataryn & Verhoef, 2001; 

Barrett et al., 2003; Kelner et al., 2004; Barrett et al., 2004). 

Of note, belief in the benefits of interdisciplinary collaboration is the only construct from the 

series of knowledge, attitudes, and personal characteristics selected from the RCC model 

that was found to be associated with the other constructs of interprofessional collaboration 

in our sample of clinics. This is consistent with other studies in conventional primary 

healthcare settings (Poulton & West, 1999; Sicotte et al., 2002; Lemieux-Charles & McGuire, 

2006). This suggests that in further studies on interprofessional collaboration, focusing on 

the processes rather than the structure of the team is more likely to show significant effects 

on patient outcomes. 

The principle assumption of collaboration is that teamwork is based on shared power and 

authority, and is non-hierarchical in nature (Kraus, 1980). It is expected that high 

functioning non-hierarchical teams would score lower on the Physician centrality sub-scale 

used in this study (Heinemann et al., 1999). On average, practitioners surveyed did report 
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relatively low impact of the physician authority amongst the team members. In fact, the 

score in this sample is similar to the mean score obtained when the scale was originally 

tested among biomedical practitioners, but lower than the scores obtained in geriatric 

interdisciplinary programs and trainee programs where scores ranged from 10.3 to 16.5 

(Leipzig et al., 2002; Fulmer et al., 2005; Tanaka & Yokode, 2005). 

As one could expect in an IHC context where practitioners aim for egalitarian rapport within 

the team despite divergence of clinical paradigms, our results confirm that physicians 

working in IHC might be less influential than in other perhaps less integrated healthcare 

settings. There are two possible explanations for this: the nature of the task, and physician 

socialization. It is been shown in the organizational management and interprofessional 

collaboration literature that the nature of the task could impact on the intensity of 

collaboration (Gladstein, 1984). Thus, we could hypothesize that the IHC environment in 

and of itself, in which integration of therapies and visions is favored and medical dominance 

is even less encouraged than in a uni- or multi-disciplinary collaborative setting without CAM 

practitioners, would account for the differences observed. One could also hypothesize that 

physicians working in an IHC setting have been socialized over time to engage more 

actively in a collaborative process with their CAM colleagues, and have defined their roles 

differently, compared with biomedical colleagues not exposed to such an environment. 

Our findings suggest that the biomedical and CAM practitioners shared the perception of 

relatively equal clinical autonomy. However, this appears to contradict what has been found 

in previous qualitative studies (Mizrachi et al., 2005; Hollenberg, 2006). Again, this may be 

due to the fact that practitioners with positive experiences of collaboration were more likely 
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to respond to the survey, or that the tool is not sensitive enough to detect such a 

difference. Secondly, this study was the first one using the Physician centrality scale in a 

population of non-biomedical practitioners. Validation of the scale in that population against 

a gold standard would help the interpretation of the results. 

An intriguing result is that CAM practitioners who experienced terminological 

misunderstandings with biomedical colleagues also reported higher satisfaction at work. 

Although some post-hoc analyses were conducted to determine the presence of a potential 

confounder or effect modifier in that relationship (namely with dual education, experience 

at the clinic or expertise, frequency of interdisciplinary meetings), the explanation for the 

association between the two constructs remains unclear. Although the relationship was 

statistically significant, it is possible that this is a chance finding. 

Half of the survey constructs that were found to significantly predict the outputs of 

collaboration pertain to the theme of communication: terminological misunderstanding, 

shared medical charts, and organization of interdisciplinary meetings. In addition, we 

observed a trend with the two knowledge sharing constructs to be correlated with outputs 

of collaboration as well. Those findings corroborate previous studies that demonstrated the 

importance of communication in increasing team members' level of satisfaction with their 

job and work place affective commitment (Levine & Moreland, 2004; Xyrichis & Lowton, 

2008). Furthermore, the results underscore one more time the weight of that theme in 

interprofessional collaboration, especially in the context of IHC (Robotin & Penman, 2006). 

Nonetheless, in an era of digitalizing medical records, our study was (to our knowledge) one 

of the first to report the benefits from a practitioner's perspective of centralizing the 
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patient's medical information and offering access to all practitioners working at the clinic. It 

is reasonable to believe that those benefits could extend to patients' health outcomes, 

although mixed results have been reported in studies on the impact of electronic (shared) 

medical record systems (Sanders & Marvel, 1997; Bringay et al., 2006; Jaspers et al., 

2006). 

Study limitations 

With numerous constructs among all three elements of the RCC model, there is substantial 

potential for type-II error in assessing the relationships between those variables. This is 

somewhat mitigated by the fact that all relationships were hypothesized a priori. Given the 

novelty of the results in a context of IHC, we elected not to adjust the results for multiple 

testing so that future research project could benefit from our findings and appropriately 

power their study to detect significant associations between various constructs. As such our 

results should be interpreted cautiously. 

Some of the survey's constructs involving communication were dictated by the clinic setting 

where the respondents practiced rather than being purely measured at the practitioner's 

level (e.g. organization of interdisciplinary meetings and shared medical records). As such 

an ecological fallacy may have occurred when variables measured at different levels are 

(erroneously) associated with one another. Unfortunately, the literature does not offer any 

optimal adjustment for that potential problem and even suggests that attempts to correct 

that bias may in fact worsen it (Greenland & Morgenstern, 1989; Wakefield, 2003). We 

therefore encourage the interpretation of those findings with caution. 
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Another limitation associated with the study lies in the relatively low response rate obtained 

for the survey. Nonetheless, even when using multiple methods and repeated contacts to 

reach potential respondents, such a response rate was commonly obtained when surveying 

various populations of healthcare practitioners (Asch et al., 1997). We cannot assume that 

the 89 respondents (62% of the participating clinics' healthcare providers) are 

representative of all Canadian practitioners working in an IHC setting. However, a 

demographic assessment of the clinics from which no surveys were returned suggested that 

clinics where interprofessional collaboration is more likely to occur between biomedical and 

CAM practitioners (from a collaborative to an integrative setting, see Boon and colleagues 

(2004)) are well covered. Indeed, clinics with an overwhelming proportion of biomedical 

practitioners were less likely to respond to the survey and generalization of the findings to 

those particular clinics is likely to be limited. 

Conclusion 

The results of this study support the importance of both interdisciplinary education and 

interprofessional exposure. Educators should aim to increase the knowledge and awareness 

of future and current biomedical and CAM practitioners vis-a-vis integrative healthcare 

approaches, therapies, and paradigms. To date, very few concurrent educational activities 

are offered to Canadian medical students and CAM students. Integrating topics on 

integrative medicine in the curriculum of both types of students would impact not only 

practitioners working in an IHC context but also practitioners working in a uni-disciplinary 

biomedical or CAM context, since the integration of paradigms and therapies related to 

these two healthcare approaches are increasingly in demand by the Canadian healthcare 

consumers. Additionally, we showed that strategies that stimulate communication (verbal 
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and written) between practitioners working in an IHC clinic positively relate to the outputs 

of collaboration from a practitioner's perspective (job satisfaction, opportunity for growth, 

intention to leave the clinic, and conflicts related to a collaborative practice). Therefore, 

current and future IHC clinics should explore opportunities to improve team members' 

interactions. Future research might explore further the role of those factors on patients' 

level of satisfaction and health outcomes. The use of the RCC model is recommended since 

it also includes a practitioner/patient relationships dimension. Analyses at the team level 

also warrant further inquiry. 
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Figure 1. Analytical framework of the RCC model applied to Canadian IHC clinics 
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Table I I . Respondent demographic characteristics 

Characteristic* 

Male, n (%) 
Dual education/training, n (%) 
Experience at this clinic in years, median 
(range) 
Work solo, n (%) 

In the past 
Currently 

Work in a hospital, n (%) 
In the past 
Currently 

Work in a group setting, n (%) 
In the past 
Currently 

First position as healthcare practitioner, n 
(%) 
Number of hours worked in a typical week, 
median (range) 
* Frequencies may not add up to the total nun 

Biomedical 
respondents 

n = 43 
18 (41.9) 
21 (50.0) 
5 (1, 31) 

14 (32.6) 
6 (14.0) 

20 (46.5) 
10 (23.3) 

27 (62.8) 
15 (34.9) 
5 (11.6) 

25 (2, 60) 

nber of respondent 

CAM 
respondents 

n = 42 
20 (47.6) 
11 (27.5) 
3 (1, 32) 

21 (50.0) 
14 (33.3) 

4 (9.5) 
1 (2.4) 

21 (50.0) 
16 (38.1) 
9 (21.4) 

22 (2, 50) 

:s due to non-respc 

Total** 
n = 87 

38 (44.7) 
32 (39.0) 

4.5 (1, 32) 

36 (41.4) 
21 (24.1) 

25 (28.7) 
11 (12.6) 

48 (55.2) 
31 (35.6) 
14(16.1) 

24 (2, 60) 

)nse. 
** The expertise (biomedical vs. CAM) of two respondents was missing. 
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Table I I I . Descriptive statistics of the survey constructs 

RCC elements 

Knowledge, attitudes, 
and personal 
characteristics 

Behaviors and skills 

Outputs 

* Mean (standard 

Construct 

Understanding of each other's healing approach 

Awareness of limitations of biomedicine and CAM 

Beliefs in benefits of interprofessional collaboration 

Dual education/training, n (%) 

Experience at this clinic in years, median (range) 

Knowledge exchange 

Knowledge donating 

Knowledge collecting 

Physician centrality 

Interdisciplinary meetings organized at the clinic, n (%) 

Patients' charts are shared among all staff, n (%) 

Experienced terminological barriers with biomedical colleagues, n 
(%) 

Never 

Not very often 

Often 

Very often 

Experienced terminological barriers with CAM colleagues, n (%) 

Never 

Not very often 

Often 

Very often 

Trust 

Cooperation 

Satisfaction 

Personal growth 

Intent to leave 

Level of conflict associated with collaboration 

deviation) presented unless otherwise mentioned. Means wer 

Results* 

4.54 (0.59) 

4.81 (0.36) 

4.76 (0.44) 

32 (39.0) 

4.5 (1, 32) 

4.33 (0.62) 

4.50 (0.59) 

8.89 (4.84) 

46 (54.1) 

48 (57.8) 

25 (29.4) 

48 (56.5) 

11 (12.9) 

1 (1.2) 

24 (28.6) 

55 (65.5) 

5 (6.0) 

0 (0.0) 

22.7 (3.4) 

4.76 (0.38) 

4.66 (0.62) 

4.59 (0.47) 

1.38 (0.64) 

1.68 (0.76) 

e calculated 
from the average of scale items or the total score (Trust) from a negative anchor (1) to a 
positive anchor (5). The sum of the items is presented for the Physician centrality scale 
from a negative anchor (0) to a positive anchor (4) for a maximum score of 24. 
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Abstract 

The definition of Integrative healthcare (IHC) has undergone several iterations of 

refinement since this contemporary way of practicing healthcare emerged. However, 

academic and clinical communities have yet to arrive at a common understanding of what 

IHC is and how it is practiced. Multiple frameworks have been created to describe, compare, 

and evaluate the different models of practice offered to the public. The Models of Team 

Healthcare Practice framework is a conceptual representation of seven various ways 

healthcare practitioners could elect to practice IHC, from an organizational perspective. This 

paper aimed to verify the hypotheses arising from the framework to contrast the models 

along a continuum. 

A cross-sectional survey of 25 Canadian IHC clinics measured different constructs related to 

the 4 different dimensions of the framework: philosophy, structure, process, and outcomes. 

The content of 21 face-to-face interviews with Canadian IHC practitioners was analyzed 

using basic content analysis to triangulate and complement the results of the survey. The 

findings were used to compare and contrast the constructs between three pooled groups of 

the framework's practice models. 

Differences in constructs between models were found chiefly from those who thought that 

their clinic was best represented by a model on the right hand side of the continuum, 

compared with a parallel or consultative model. This suggests that fewer than seven 

different models might be occurring in the Canadian IHC field. Information sharing process 

was the only construct found to vary significantly across all three pooled groups of models. 
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The Models of Team Healthcare Practice framework should be used with caution to guide 

the evaluation of the impact of each model on both subjective and objective outcomes of 

IHC. Pooled models may be more useful, because clinics may not "fit" under a single model 

when more than one model of collaboration occurs at a single site. The addition of a 

hypothesis regarding power relationships between practitioners should be considered. 

Further validation is required so that integrative practice models are well described with 

appropriate terminology, in order that the work of healthcare practitioners, managers, 

policy makers and researchers may progress with common understanding. 
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Introduction 

"Integrative medicine" was defined as " The practice of medicine that reaffirms the 

importance of the relationship between practitioner and patient, focuses on the whole 

person, is informed by evidence, and makes use of all appropriate therapeutic approaches, 

healthcare professionals and disciplines to achieve optimal health and healincf' by the 

Consortium of Academic Health Centers for Integrative Medicine, in 2005.1 Definitions of 

"Integrative Medicine," or from a broader perspective "Integrative Healthcare" (IHC), have 

been refined through several iterations since the inception of IHC in the late 1990s.2"4 

However, the academic and clinical community have yet to arrive at a common 

understanding of what IHC is and how it is practiced.5i 6 

In the absence of a consensus working definition, IHC clinics have developed in an ad hoc 

fashion, practicing biomedicine and complementary and alternative medicine (CAM) in an 

integrated manner. Multiple frameworks have been created to describe, compare, and 

evaluate the different models of practice offered to the public. A comprehensive review of 

the literature revealed seven different frameworks that were published over the last twenty 

years. These frameworks are summarized as follows. 

The oldest framework was a 4-level classification simply listing the types of services offered 

at a clinic.4 The framework presents clinic models on a continuum from an amalgamation 

of CAM services with no specific biomedical practitioner on site (the complementary health 

services model), to a model wherein most care is offered by a medical or osteopathy doctor 

who also delivers upon occasion some CAM therapies (the integrative medical/osteopathy 

doctor-centric service delivery model). 
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Novey refined this classification in a discussion of four program models, presented at the 4th 

Complementary and Alternative Medicine Meeting of the Institutes of Medicine in 2003.7 

The models were broadly categorized by the types of services offered, as well as by the 

interaction network among the clinic's members and within the clinical setting: 1) the 

consultant model, 2) the primary care model, 3) the fitness model, and 4) the virtual model. 

A similar model has also been published elsewhere.8 

In 2003, the Philanthropic Collaborative for Integrative Medicine commissioned Clohesy 

Consulting to "identify, confirm, organize and document the existing landscape of the 

rapidly developing field of Integrative Medicine." Similar to previous works, this report 

cataloged IHC clinics in the American setting at that time.9 The novelty of this framework 

was the integration of the patient as a team member within various models, and the placing 

of greater emphasis on the economic implications of different forms of collaboration. In this 

framework, five different models were highlighted, ranging from team members 

representing multiple disciplines working under a patient-centered approach, but financially 

independent from each other; to a model where healthcare is integrated by the patient and 

supported by a "concierge" or "advocate" who is responsible for liaising between the team 

of practitioners and the patient. Another model documented by the report was described as 

a group of patients meeting with a practitioner to exchange ideas about their problems. It is 

debatable whether this model could be considered to be the delivery of IHC, since IHC is 

the therapeutic collaboration of various healthcare practitioners, not patients with a single 

practitioner. 
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A fifth framework worthy of mention focused on how patients could access IHC treatments 

in our contemporary and future healthcare system.10 This work defined treatments as both 

therapies and products offered by the biomedical and CAM businesses, in four different 

macro-models: 1) the market model; 2) the regulated model; 3) the assimilated model; and 

4) the patient-centered model. The pros and cons of the four models were examined, with 

regard to patient safety and government regulation. 

Lastly, our review of the frameworks available to describe the different approaches to 

delivery of IHC included a conceptual framework assembled from the literature. The Models 

of Team Healthcare Practice framework (MTHP) includes seven different models of IHC 

practice, along a continuum.11 It is not simply an inventory of the types of IHC clinics in a 

particular healthcare system or country. The MTHP is not specific to a particular model of 

practice of IHC; rather, it proposed an abstract representation of the various ways 

healthcare practitioners could elect to practice IHC, from an organizational perspective. The 

framework is similar to the series of models proposed by Mann and colleagues,12 but 

focused on team models only. The original goal of MTHP framework was to facilitate 

research on and evaluation of IHC clinics by providing stakeholders with a common 

language to identify and compare clinics, and the particulars of their respective collaborative 

models. In addition, the MTHP aimed to differentiate between the practices in various 

clinics, for practitioners interested in becoming involved in such a healthcare setting, 

knowing which model is likely to fit their expectations in terms of healthcare delivery and 

level of interdisciplinary collaboration in the work place. This systematic top-down approach 

(from theory to practice) to classify IHC clinics had not been explored by the previous 

frameworks in the literature. 
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A summary of the characteristics of each team-oriented practice model is presented in 

Table 1 (Chapter 4). The continuum is characterized by four key components of IHC from 

the practitioner's perspective: philosophy and values, structure, process, and outcomes. 

Along the framework of potential models of practice, the authors posited a series of 

hypotheses under each of the four key components of the framework. Moving from the left 

to the right along the continuum (Figure 1 - Chapter 4): 

1) emphasis on the whole person, and diversity of healthcare paradigm should 

increase; therefore, reliance on the biomedical model should decrease; 

2) complexity of the structure of the clinic should increase and presence of hierarchical 

links between practitioners should decrease; 

3) the communication process and the number of participants involved should increase; 

thus, practitioner autonomy should decrease; 

4) complexity and diversity of the outcomes (mostly related to the patients) should 

increase. 

The MTHP has been cited to describe particular models of teamwork in an IHC context. 

However the framework, in particular the level of integration expected at the philosophical, 

structural, procedural, and outcome levels, has not yet been empirically tested. The purpose 

of the present study was to compare and contrast constructs describing practitioners' 

philosophy, structure, process, and outcomes according to the MTHP framework of different 

models of IHC, using two different data collection techniques. Verification of hypotheses 

underlying the MTHP, confirming that the models are accurately defined and distinct from 

each other, was to be a preliminary step in the potential validation of the framework. 
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Methods 

Study population 

All participants were recruited from Canadian IHC clinics, operationally defined as clinics 

where at least three different practitioners work in the same location, with at least one 

physician licensed to practice in Canada. To be included in the study, other practitioners in 

the team must have practiced a type of complementary and alternative healthcare including 

(but not limited to): naturopathy, massage therapy, chiropractic, and Traditional Chinese 

Medicine, including acupuncture. 

Design overview and study context 

The research design used for this mixed methods study is what Tashakkori and Teddlie 

refer to as a sequential design for complementarity purposes, or examining overlapping and 

different facet of a phenomenon; and triangulation, or seeking convergence of the results.13 

First, interviews with practitioners working in IHC clinics were conducted to explore their 

experience of interprofessional collaboration particular to that setting. The second phase of 

the project consisted of a survey of all Canadian IHC clinics, to determine the relationships 

between a series of components related to interprofessional collaboration that had been 

identified in the first phase. In this paper, the qualitative data are used to complement the 

quantitative results obtained in the second phase, to compare the IHC models from the 

conceptual framework under study and to identify areas where the research findings from 

the two phases converge. Research ethics approval for the project was obtained from the 
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Research Ethics board of the University of Ottawa and the Children's Hospital of Eastern 

Ontario prior to contacting practitioners for both phases of the project. 

Phase I: face-to-face interviews 

For the qualitative part of the project, purposeful and maximum variation sampling was 

used to recruit participants from each Canadian province where IHC clinics were present. 

These combined strategies helped to recruit a broad group of both physicians and CAM 

practitioners. Participants were recruited via their respective clinic directors or managers. 

Interviews were conducted using a series of semi-structured open-ended questions 

designed according to the Input Process Output (IPO) framework.14 That framework, central 

to organizational management theories, aimed to capture the essence of interprofessional 

collaboration within a team environment. Twenty-one practitioners from 5 different IHC 

clinics in 4 different provinces were interviewed. Almost half of them (n = 10) were 

primarily biomedical practitioners. All interviews were audio-taped and transcribed verbatim 

shortly after each meeting. In total, 11 constructs were captured under each of the three 

key factors of the IPO model that guided the description and classification of the concept of 

interprofessional collaboration within an IHC clinic. Further details on the analytical 

framework, methodology and results of that particular phase of the project are reported 

elsewhere.15 

Phase II: survey 

The second phase of the project consisted of a census of all identifiable Canadian IHC 

clinics. A snowball sampling approach was used to compile the list of all potential 

respondents until saturation of the list was obtained. The development of the questionnaire 
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was guided by the Relationship-Centered Care model16 as well as the major themes related 

to interprofessional collaboration gleaned from the qualitative phase of the project. Several 

constructs were measured at the practitioner's level, including understanding of each 

other's healing approaches, 17 beliefs in the benefits of interdisciplinary collaboration,18 

centrality of the physician in the team,19 communication mode and frequency,20 level of 

perceived trust within the team members,21 level of conflict associated with collaboration,18 

practitioner's satisfaction with his/her job,22 intention to leave his/her job,23 and 

opportunity for personal growth.24 Constructs used for the current project are presented in 

Table 2 (Chapter 4). Forty-three biomedical (e.g., physicians, nurses, and psychologists) 

and 42 CAM practitioners returned their completed questionnaires. The average length of 

experience at the clinic was 4 years and the average numbers of hours spent at the clinic 

per week was 24. Links between constructs inherent to the conceptual model used were 

explored using multiple regression models. We found that the behaviours and skills selected 

for the study were most likely to impact on the outputs of collaboration from a practitioner's 

perspective. Further details on the quantitative survey phase can be found elsewhere.17 

Data collection and analysis 

In addition to the constructs related to interprofessional collaboration and for the purpose 

of this study, the survey respondents were asked to select a model from the MTHP 

framework that best represented the collaboration model occurring at the clinic in which 

they worked. Respondents were blinded to the models' names to ensure they did not select 

models because of their names alone. Models were displayed in a table similar to Table 1. 
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All constructs selected from the previously reported quantitative phase of this project were 

found to have high reliability (Cronbach's alpha > 0.70). Constructs were summarized using 

descriptive statistics including frequencies and median (interquartiles range [IQR]). With the 

exception of the physician centrality, intent to leave current employment and level of 

conflict scales, a higher score represents a positive outcome. Given the relatively small 

sample size, team healthcare practice models were grouped into 3 categories a priori, to 

facilitate statistical comparisons. The first included the parallel and consultative models; the 

second included the collaborative, coordinated, multidisciplinary, and interdisciplinary 

models; and the final group was composed of respondents who chose the integrative 

model. Given the high ceiling effect observed in many of the survey constructs, a non-

parametric approach (Kruskal-Wallis test) was used for comparisons across the 3 practice 

model groups. Post-hoc analyses using the Conover method were conducted to compare 

models in a pairwise fashion 25. The healthcare practice model was imputed for respondents 

who chose not to answer the question or circled more than one model, by using the model 

that was most commonly selected by the other respondents working at the same clinic. 

Sensitivity analyses were conducted with and without those respondents. 

Quotations from a secondary analysis of the qualitative phase of this project were used to 

supplement the quantitative findings. The data were analyzed by the interviewer using 

NVivo 7.0 and basic content analysis method 26. Key themes of the analysis were defined 

according to the dimensions and underlying hypotheses arising from the continuum of the 

MTHP framework. All data were reread several times to reveal the excerpts that illustrated 

the concepts relevant to the continuum across the 3 pooled groups of models. As a quality 

control check, codes for 3 interviews were independently extracted by a second member of 
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the team, who also thoroughly reviewed the results. In cases of disagreement, consensus 

was reached between the two analysts through discussion. For the purpose of this analysis, 

interviewees were classified by the lead author according to the MTHP that appeared to 

best represent the clinic with which they were involved, based on field observations and 

discussions with the staff. Three pooled groups of models were created as for the 

quantitative analysis described above. 

Findings 

Healthcare providers responded from 25 different IHC Canadian clinics, 4 of which also took 

part in the qualitative phase of the project (another clinic was also involved but closed prior 

to the administration of the survey). The distribution of the responding clinics across the 

different MTHP is presented in Table 3 (Chapter 4). In total, 12 respondents thought their 

clinic was best represented by the parallel or consultative model, 24 identified with the 

collaborative, coordinated, multidisciplinary, or interdisciplinary model, and 45 perceived 

that the description of the integrative clinic fit well with their clinic set up. Agreement 

among practitioners as to the model of practice within their clinic varied. Overall statistical 

comparisons of the models according to the various measures administered through the 

surveys are presented in Table 4 (Chapter 4), and pairwise comparisons between pooled 

groups of models are discussed in the sections below, for each of the components of the 

framework. 
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Philosophy 

The MTHP framework is built upon assumptions that within the interdisciplinary milieu of 

integrative clinics, a greater diversity of healthcare philosophies would foster a greater 

multiplicity of clinical paradigms as one moves from the left to the right of the continuum of 

MTHP. 

With this in mind, the survey measured the extent to which the practitioners believed in the 

benefits of interprofessional collaboration, and the hypothesis was confirmed in that 

respondents identifying themselves as being from integrative groups scored higher on the 

beliefs in benefits scale than the respondents from the parallel and consultative models 

(p=0.031). However, the overall difference was no longer significant when the respondents 

who chose not to pick a model of practice were added to the sample (p=0.094). Similarly, 

no statistically significant difference was found between pooled groups in the respondents' 

perception of their knowledge of one other's healing approach (p=0.889). 

The analysis of the qualitative data also revealed differences between models of practices in 

terms of the philosophy of the interviewees towards IHC, especially with regards to how 

they defined the practice and envisioned the place of IHC in the current Canadian 

healthcare system. In contrast to interviewees who classified their collaboration model as 

parallel or consultative, a majority of the participants from more highly integrated practices 

emphasized that they were practicing healthcare according to a patient-centered approach 

where the multiple facets of wellness were considered, a concept that the former did not 

bring up in discussions. 
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"Oftentimes your standard medical conventional treatment for certain ailments will treat the 

symptoms but, peripheral things [also] need to be addressed. [...] I think our current 

healthcare system is overwhelmed and I think that a lot of times we're doing damage 

control, but not in this clinic. I feel that the patients that walk into this clinic get the most 

cutting-edge care you can get because you get both sides of the coin without any animosity 

and that's what needs to happen for our medical system to progress. The doctors and 

naturopaths and osteopaths and chiropractors need to put their egos aside and work 

together for the betterment of the patients because that's what it's about. "(Multidisciplinary 

clinic, Complementary and Alternative Medical practitioner [CAM] 1) 

Similarly, the director of an integrative clinic described his model of practice as follows: 

"[ Our model is] effective and more real than the conventional model and is more attuned to 

complex multi-factorial chronic symptoms. [...] Every patient gets 5 acupuncture sessions, 

everybody gets 3 hellerwork sessions, everybody gets 6 counselling sessions and so on. 

What we do within those sessions is unique to the individual. (Integrative clinic, Biomedical 

practitioner [BM] 1) 

A second corollary of the MTHP framework philosophy dimension was that the practitioners 

involved in a more highly integrated model clinic would tend not to rely as much on a purely 

biomedical paradigm for the care of their patients, rather to incorporate other clinical 

approaches into their conceptualization of disease. Our results were consistent with this 

hypothesis. For example, in many instances participants who stated working under a model 

from the right hand side of the continuum of models pointed out that their clinics were not 

offering healthcare services of two different kinds of medicine, but rather blended 

128 



Chapter 4: IHC models comparison 

approaches to healthcare where the practitioners serve as guides for the patient's healing 

process. 

Furthermore, we found that the terminology related to "evidence-based medicine", a 

concept often associated with the biomedical scientific culture, was common in the 

discussion with the interviewees from clinics closer to the parallel model, but specifically 

from the collaborative to interdisciplinary types of models. These participants alluded to the 

fact that practicing within their scope of expertise and making decisions about the care of 

the patients according to validated methods was central to the clinic's ethos. Some of these 

CAM interviewees associated an evidence-based clinical approach with rigidity and criticized 

it either as a limitation for their own practice or as shackles of the biomedical system for 

their conventional medicine colleagues. However, the interviewees of the integrative clinic 

seemed to have a more open-minded view of the concept of an evidence-based practice: 

The important thing is that [the staff] have reasonable training in conventional work so they 

are not kind of wishy washy, new age type, grounded, but that they also have to explore 

their own healing, for one reason or another, because it is only through the experience of 

process of finding their own healing that you ever understand the holistic perspective. [...] 

The only kind of learning you can do in regular medicine is to see something you have not 

seen before. What you learn [in integrative medicine] is to get rid of everything you ever 

learned. The only thing you learn is that everything you ever learned needs to be trashed. 

(Integrative clinic, BM1) 
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Structure 

According to Boon's framework, a consequence of the co-existence of multiple disciplines 

and hence healthcare paradigms within an IHC team was an increase in the complexity of 

the team structure as one moves from the left to the right hand side of the continuum. In 

turn, this complexity of structure would coincide with blurring of the boundaries between 

the team members' roles and less formal hierarchical structures. Ultimately, the framework 

predicted that teams on the right hand side of the continuum would show greater trust and 

respect among their members. This last item was of particular interest in our survey. 

Interpersonal trust between colleagues was found to be the lowest within respondents from 

the parallel/consultative models when compared both to those from the middle group of 

models (p=0.045) and to those from the integrative ones (p=0.014). No significant 

difference was found between the collaborative to interdisciplinary models and the 

integrative one (p=0.720). 

Different perspectives of the structure dimension of the framework emerged from the 

qualitative data. The relative simplicity of the structure of the visited clinic identified as 

collaborative was striking. As one interviewee expressed it: 

"We are 4 people sharing the expenses of one centre, that's all. We share the business 

expenses, we share the rent, other than that we do not have any dependency. I don't even 

know when they come and when they go. [...] We do not work for each other." 

(Consultative clinic, BM2) 
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In contrast, participants from the clinic corresponding to the interdisciplinary model 

described the barriers met with regards to the clinic management of space and time as well 

as sustainability of particular healthcare services offered to the clientele: 

"We have a nutritionist on staff. If we do not refer to our nutritionist then she is sitting 

there in a room not making any money for the clinic and nothing works. So paying for the 

rent or the space and being a not-for-profit clinic, we have to make sure that we do not go 

under budget and just break even. "(Interdisciplinary clinic, CAM1) 

"/ think [working within a collaborative setting] is more time consuming, because you 

basically increase your load of patient care since you not only work a full day of patients, 

you also possibly help with other patients. (Interdisciplinary clinic, CAM2) 

With regards to the business plans of the different models, we also noted contrasting ways 

of reimbursement for the delivery of care. In the single consultative clinic, CAM practitioners 

saw their fees reimbursed from patients' insurance plans and personal payments; whereas 

the physicians only invoiced the government for their services. In the three clinics 

corresponding to the middle group of the MTHP framework, we observed a mixture of 

reimbursement methods within each clinic with physicians sometimes invoicing the patients 

directly, especially when the care provided was not considered conventional medicine. For 

the clinic visited representing an integrative model, all practitioners were paid from the 

patient' personal payments or insurance plans, whenever possible. 

The clinical hierarchical structure was not found to differ between models as expected from 

the framework and therefore, this assumption could not be validated with the sample of 

clinics. In fact, clinics from the middle group of team models were the only ones with either 
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a clinical (biomedical) director or a board of chief executive officers for one instance. 

However, when this topic was discussed, all interviewees confirmed that this structure was 

in place for management purposes and did not interfere with clinical decision making. The 

other two clinics at the extreme poles of the continuum selected for the interviews did not 

have any formal chain of command in place. However, they were the two smallest clinics, 

with 6 staff members each, compared with a range of 8 to 22 in the other 3 clinics. 

Process 

Variations in the way collaboration takes place among practitioners were expected between 

models as per the MTHP framework. More specifically, the intensity of communication 

process and respect for the diversity of opinions was expected to increase as the level of 

integration of healthcare paradigms increases within the clinic. As a consequence, the 

individual ability of the practitioners to make independent clinical decisions for his/her 

patients was likely to decrease proportionally. 

Through the survey results, we verified that knowledge sharing is closely related to the 

MTHP continuum. The manner in which information and knowledge is gathered and then 

shared among practitioners was measured with two different tools. The information 

donating measure was found to vary between clinics according to each pair of models 

(p=0.017 between the parallel/consultative models group and the collaborative to 

interdisciplinary models group; p<0.001 between the parallel/consultative models group 

and the integrative models; and p=0.035 between the collaborative to interdisciplinary 

models group and the integrative models) in the direction expected in the framework. The 
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second measure, knowledge gathering, was found to differ significantly only between the 

parallel/consultative models group and the integrative one (p=0.006). 

The level of acceptance of sharing of authority amongst the members of the team and the 

clinical autonomy of the biomedical practitioners of the team compared with the CAM 

practitioners was not found to significantly differ between models (p=0.169). However, this 

was only one facet of practitioner autonomy. Independence in clinical decision making was 

found to slightly vary from a group of models to another. From the consultative clinic, the 

independency of practitioners was confirmed in many instances during the interviews: 'We 

all do our job and that's it We don't have anything in common. "(Consultative clinic, BM1). 

Additionally, we found that reliance on colleagues' opinion or services between the 

biomedical and CAM practitioners of the consultative clinic to be almost nonexistent, which 

demonstrated important autonomy of the practitioners but small opportunity for synergy 

and building of trust within the team members. 

In contrast, the concept of compromising was common in daily practice for a few 

interviewees working in other clinic models. "For the practicality of the program, the 

decision might be more specific, hormone first before getting to the other stuff. So, if that 

was really important to me I might be upset, right? And it gets back to the whole ego and 

working as a group. It is just putting aside what I would normally do or see as a priority. 

The group would have to come together; everyone has to make that compromise." 

(Interdisciplinary clinic, CAM3). However, that type of comment was not found to be 

consistent across the interviewees as most of them considered themselves independent of 
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their colleagues. The data suggested that the loss of autonomy would be for the sake of 

better answering the patients' needs: 

"I think the main thing is that it's the client who does the healing, we don't. It's helping the 

client explore what they need to explore. It's not a case of "This is the right way to do it." 

We would certainly share with each other things like, "This approach might work better with 

this person." But it's not ha ving a lot of, I guess in vestment in being right about how it 

should be done. I guess our main thing, in a way, is trying to support people to make it a 

safe enough place for them to do the degree of letting go and exploring that thing." 

(Integrative clinic, CAM1) 

Finally, we found that the level of conflict associated with collaboration, which we used as a 

proxy for the respect for the diversity of opinions among team members, was correlated 

with the models. In fact, conflicts within the team members seemed to occur more 

frequently within the clinics associated with a parallel or consultative model when compared 

to the clinics best described by the middle pooled group of models (p=0.017) or to clinics 

structured according to the integrative model (p=0.012). 

Outcomes 

The purpose of the framework was to delineate various models of practice that could be 

useful for patients and practitioners. Hence, the theoretical hypotheses related to the 

outcome dimension focused mainly on patient health outcomes and the cost-effectiveness 

of care. Our study did not include any of the measures related to healthcare or financial 

effectiveness of the clinics. 
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An important outcome from a practitioner perspective, job satisfaction, was higher for the 

respondents identifying themselves with an integrative clinic model compared to the 

parallel/consultative type of clinics (p=0.050). These later respondents also reported seeing 

significantly less opportunity for growth compared to the respondents on the right hand side 

of the continuum (p=0.005).These findings did not completely agree with the qualitative 

data since the vast majority of interviewees reported being quite satisfied with their job 

regardless of the clinic model elected for the purpose of this project. They described their 

working environment to be challenging, less stressful and frustrating, and more collegial, 

friendly and healthy. On the other hand, we noted that the interviewees working in a clinic 

on the left hand side of the continuum were less explicit in terms of the benefits of 

interprofessional collaboration for themselves compared to the other interviewees; rather 

they tended to refer more often to the positive aspects of their collaborative practice from a 

patients' perspective. 

When asked of their intent to leave the clinic in the next year, respondents who selected a 

parallel/consultative model to represent their clinic were more highly varied in their 

responses; this group was not as homogeneous in their intent as the other respondents of 

the sample. Although we observed a significant difference between groups (p=0.040), it did 

not remain significant when the model was imputed for the respondents who did not 

choose a particular model of practice (p=0.074). Additionally, no significant differences 

could be found between clinic groups of models when compared in a pairwise fashion. No 

conflicting findings were found from analysis of the interviewees' discourse. In fact, when 

this theme was discussed, most interviewees emphasized that this current position 
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compared advantageously in many respects with other healthcare practice models they had 

worked within, currently or in the past. 

Discussion 

The main aim of this project was to validate hypotheses relating to the continuum of team 

healthcare practice models. The triangulation of two different data methodologies was 

shown to be effective to measure and analyse a broad array of characteristics meant to 

illustrate the differences between clinical models of practice around four key components of 

IHC: philosophy, structure, process and outcomes. The convergence of the results of the 

two methodologies also strengthened the credibility and applicability of the framework. 

From an organizational perspective, respondents who identified themselves with a parallel 

or consultative clinical model differed significantly from practitioners in the other practice 

models proposed by Boon and colleagues' continuum with respect to most of the 

hypotheses inherent in the key components of the framework. Respondents who selected 

models on the right hand side of the continuum were found to be more comparable for 

most of the framework's components, with the exception of information sharing process 

that was happening more frequently within the integrative practice models. This suggests 

that less than seven different models might be occurring in the IHC field in Canada and that 

differences between those models are likely weaker than what the framework proposed. 

We were careful not to present the labels of the clinical models in the survey questionnaire, 

so that the respondents would associate the clinic's practice model with the definition given 

and not the label itself. One intriguing result was a lack of agreement between practitioners 

within a clinic in terms of the practice model under which the team evolved. There are three 
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possible explanations for this. First, within an IHC clinic, different models may apply to 

interactions among various pairs of practitioners due to personal compatibility, paradigm 

complementarity or simply scheduling details that allow or preclude personal interactions. 

Second, the practice of IHC suggests individualization of patient care and thus, some 

patients may choose to access only one or a limited number of practitioners in the clinic, 

therefore modifying the collaborative patterns among the team members. Third, we cannot 

exclude the possibility that the description of each practice model is not specific enough to 

allow practitioners to select which model best represented their actual practice. For 

example, we found that an unexpectedly high number of respondents picked the integrative 

model to describe their practice. This could be because the description of this specific model 

was not sufficiently exclusive of some other models of the framework. Further validation of 

the specificities of the practice models' descriptions is required. In-situ case studies of 

different models classified a priori according to the framework and data triangulation within 

each model would allow a better assessment of subtle differences between clinics, and 

allow refinement of the description of each model. Nonetheless, we believe that the 

conclusions of this project are likely to remain valid, even in the eventuality that the 

integrative practice model description needs refinement, because most of the differences 

were found between the parallel and consultative models and the rest of the continuum's 

practice models. We assumed that sufficient details were given to the survey respondents 

concerning each model so that the integrative model would not be mistakenly selected in 

place of the parallel or consultative one if the former model of collaboration was truly 

occurring between the respondent and the rest of the team. 
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Organizational theory differentiates between the hierarchical structure of a team and the 

power relationships among the team members. 14 The team structure explicitly defines the 

roles of the members and outlines the chain of command as in an organizational chart, if 

such a hierarchy exists. However, in practice team members may interact with each other 

according to implicit rules, not necessarily laid out in such a bureaucratic fashion. For 

example, dominance by a biomedical practitioner within a team where the leadership is, on 

paper, shared between healthcare providers is an example of a flat hierarchical team 

structure where power relationships are important to examine. A limitation of the 

framework was that it does not include any hypothesis on power relationships among the 

team members. In this project, we were not able to demonstrate any particular impact of 

the hierarchical organization of the clinics on the process of collaboration. As discussed by 

Block, our findings supported the hypothesis that the presence of a structural hierarchy 

within the clinic is less likely to impact the integration of healthcare as the concepts of 

clinical authority and influence are dissociated from the formal organizational structure of 

the clinic.5 In our sample, we observed that such a structure was often in place for 

administrative purposes rather than clinical decision making. In fact, none of the 

participants interviewed were able to identify a formal leader in the role of a clinical decision 

maker because those decisions were largely dependent on the patient case rather than the 

practitioners' role(s). However, since conflicts associated with a collaborative process are 

occurring within the clinics, as shown by our quantitative data, we could possibly relate 

them to power relationships, which had been found elsewhere to be a key component of 

the process of collaboration within Canadian IHC clinics.15,27 Thus, we propose a hypothesis 

that power relationships are expected to be less apparent as one moves along the 

continuum towards increased integration of healthcare practices. This addition emphasizes 
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that the differences are likely to be observed in the process of collaboration rather than the 

structure of the clinic, as currently suggested by the framework. 

Scientific disciplines and professions engage in various processes to delineate and 

distinguish intellectual activities and knowledge associated with their particular fields of 

practice.26,27 This concept, called boundaries at work, has been explored by Mizrachi and 

Shuval in a hospital-based IHC setting, and by Hollenberg, in a Canadian context of IHC.28, 

29 Boundaries at work were observed in the interviews from the clinic characterized by the 

consultative model. These boundaries were apparent as lower awareness of each other's 

skills and knowledge, lack of integration of different healthcare paradigms and few 

opportunities to discuss patient cases and healing/curing techniques in general. 

A more collaborative atmosphere was found among practitioners working within clinical 

models where the integration of healthcare paradigms, is likely to be higher. Indeed, 

practitioners from those clinics were more likely to use common themes to describe their 

experience of collaboration, and delineations between healthcare specialties were less 

apparent. In other words, from an organizational point of view, practitioners may find 

teamwork easier in a model closer to right hand end of the continuum, should they aim to 

practice under a fully integrated paradigm of healthcare. 

It is important to note that the purpose of Boon and colleagues' continuum was not to 

determine the ideal model of care, but rather to identify that different models of care exist 

and to facilitate explorations of questions about what models of care are most appropriate 

in specific contexts or patient populations. This project also embraced that philosophy. The 
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authors clearly recognized that the optimal model of practice should be determined by both 

the patient's needs and the interpersonal styles and professional requirements of the 

practitioners involved in the team. On this note, our findings showed that caution must be 

taken when using the framework to label the type of collaboration occurring within a clinic 

since the model might vary depending on the patient's choice, the patient's condition, the 

dyad of practitioners, and the practitioner's personal and professional experience. 

Regardless of the model under which the team chose to practice, a good practitioner/team 

fit remained crucial for the success of the IHC clinic and was a prominent theme of the 

qualitative analyses. Similarly to what has been found elsewhere, various practitioners of 

the sample referred to this as the need to assemble the "right people".28 Successful 

interpersonal relationships appeared to be the driving force that made an IHC collaborative 

model possible, independently from the internal pressures (e.g. conflicts due to a 

collaborative practice of healthcare) and external pressures (e.g. lack of universal 

reimbursement plan and medical regulatory boards, see Gaboury et al.) imposed on this 

particular interprofessional work setting. 

Study limitations 

As with any hypothesis exploration study, there are a number of limitations. The relatively 

poor response rate at the participant level, may limit the validity of the quantitative results. 

However, we note that most of the non-respondents were from very large clinics with a 

majority of practitioners working under a parallel and consultative practice model (assessed 

throughout an introductory discussion of the project with the clinic's managers). Assuming 

that the respondents from the parallel and consultative clinics are those who are more likely 
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to collaborate and to believe in the benefits of IHC, in reality the differences between 

practice models are likely to be greater than those actually observed in this project. 

The qualitative results suffered from the limitations of a secondary analysis.29 Namely, 

saturation of the themes related to the characteristics of the framework was not 

systematically reached within each group of practice models. However, we believe that this 

limitation was countered by the richness of the information gathered, as well as the 

convergence obtained through data triangulation. Additionally, participants were not 

purposefully selected based on the practice model they are involved with and the possibility 

of our results not showing differences between practice models where in fact differences 

exist is not excluded. Consequently, changes along the continuum between models that 

could not be validated with this project may well emerge with a different sample of clinics. 

Conclusion 

Our results supported most of the hypotheses underlying the continuum of MTHP between 

3 distinct pooled groups of models, and showed that the most striking differences lay 

between the parallel and consultative models and the five other models along the 

framework. Additional work is needed to assess whether as many as 7 distinct models of 

collaboration are truly occurring, since our evaluation could often not detect major 

differences between models on the right hand end of the continuum. Collapsing the 7 

models into the 3 used in this work appears to reflect better the Canadian reality and would 

be more practical for research purposes. The findings suggest that such a framework should 

be used with caution to guide the evaluation of the impact of each model on both 

subjective and objective outcomes of IHC such as patients' functional status, quality of care, 
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and cost-effectiveness of care, because more than one model of collaboration could take 

place within a single clinic. On that note, an important voice missing in this project is that of 

the patients themselves, which was beyond the objectives of this project. The conceptual 

framework suggested that patients' roles change across the continuum of practice models, 

but this could not be verified with the data collected. Additionally, further validation is 

required to ensure that the description of the integrative practice model is well understood 

and that terminology is used appropriately and with a common understanding by healthcare 

practitioners, healthcare managers, policy makers and researchers. 

Acknowledgements 

This project was funded in part by the Canadian Interdisciplinary Network for 

Complementary and Alternative Medicine Research (IN-CAM) Graduate Student Research 

Funding Program. Financial support for Isabelle Gaboury's doctoral research is 

acknowledged by the Fonds de la recherche en sante du Quebec (FRSQ). Dr. Moher is 

supported by a University of Ottawa Research Chair. Dr Boon is supported by a CIHR New 

Investigator award. Dr. Lapierre is supported by the Social Sciences and Humanities 

Research Council of Canada and holds a Research Fellowship by the Telfer School of 

Management. 

142 



Chapter 4: IHC models comparison 

Figure 1. Continuum of models of healthcare practice 
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Table 1. Models of team healthcare practice in IHC 

Model 

Parallel 
Consultative 

Collaborative 

Coordinated 

Multidisciplinary 

Interdisciplinary 

Integrative 

Characteristics 

• Practitioners work in the same setting, but independently 
• Roles are formally defined 
• Expert advice is shared between practitioners via personal contact, letter of 
referral note 

• Patient is seen independently by each practitioner 
• Practitioners share information concerning the treatment of a particular patient 
• Administrative structure stimulates collaboration 
• Patients' files are shared between practitioners 
• Liaison between practitioner is ensured by a manager 
• Leader in charge of the planning of patient care 
• Each practitioner independently ensures patient's treatment according to his 
expertise 

• Formalized extension of the coordinated model 
• Planning of patient care is decided by a group of practitioners, via face-to-face 
meetings 

• Extension of the multidisciplinary model 
• Non-hierarchical holistic collaboration of practitioners 
• Practitioners and patient contribute to patient care 
• Extension of interdisciplinary model 
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Table 2. Quantitative constructs used for the triangulation project 

Survey construct 

Philosophy 

Believes in benefits of 
interprofessional 
collaboration 

Knowledge of each 
other's healing 
approach 

Structure 

Trust 

Process 

Knowledge exchange 

Physician centrality 

Level of conflict 
associated with 
collaboration 

Outputs 

Satisfaction 

Personal growth 

Intention to leave in 
the following year 

Description 

Extent to which practitioners surveyed see strengths in multidisciplinary 
collaboration, both from a patient and practitioner' perspective 18 

Selected items of Hsiao's sub-scale of openness and awareness 30 mixed with 
quotes from the first phase of this research project17 

Cook & Wall's interpersonal trust in colleague scale.21 One question was removed 
from the original scale ("Most of my colleagues would get on with their work even if 
the supervisors were not around") because it was judged not to be pertinent in the 
context of an IHC clinic. 

Assessment of the respondent's perception of the extent to which knowledge is 
shared between the individuals of a given environment using the Knowledge 
donating (KD) and Knowledge collecting (KC) sub-scales.20 One item was a 
posterioriremoved from the total score ("When a colleague is good at something, I 
ask him to teach me how to do it.") to increase the reliability of the scale. 

Derived from a sub-scale that determines the level of acceptance of sharing of 
authority and leadership among the members of the team.19 The wording of two 
items ("In this clinic, the physicians do not always have the final word in decisions 
made by the healthcare team", "The physicians of this clinic have the right to alter 
patient care plans developed by the team") was slightly modified to avoid the 
possibility that the scope of responsibility of primary healthcare workers (e.g. 
physicians or naturopaths in Ontario) dictates the answer. 

Extent to which issues related to interdisciplinary collaboration (such as competition 
and sharing of responsibilities) could lead to conflicts within a healthcare clinic. 
Developed in a previous survey of community healthcare centers in Quebec in 2002. 
18 

Overall satisfaction with work via a 3-item scale developed by Cammann and 
colleagues22 

Sub-scale from the Job Diagnostic Survey (developed by Hackman and Oldham in 
1974).24 The scale measures the respondent's perception of the opportunities for 
achievement and challenge in their working milieu. 

3-item scale created by Bishop and colleagues23 
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Table 3. Distribution of clinic models as perceived by the survey respondents 

Model | 

Clinic 
number 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 

Parallel, 
Consultative 

0 
1 
0 
1 
0 
0 
1 
1 
1 
0 
0 
1 
0 
0 
0 
1 
0 
1 
0 
0 
1 
1 
0 
0 
2 

Collaborative, 
Coordinated, 

Multidisciplinary, 
Interdisciplinary 

0 
0 
0 
1 
0 
1 
1 
2 
2 
1 
3 
1 
1 
3 
1 
0 
0 
0 
0 
1 
0 
2 
2 
1 
1 

Integrative 

5 
0 
3 
0 
1 
0 
1 
5 
0 
1 
4 
3 
2 
0 
0 
4 
1 
0 
2 
1 
1 
9 
2 
0 
0 

Number of 
respondents 
who did not 

choose a 
model 

1 
0 
1 
0 
1 
0 
0 
1 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
0 
1 
0 
0 
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Table 4. Constructs distribution across models of team healthcare practice 

Constructs* 

Beliefs in benefits of 
interprofessional 
collaboration 
Knowledge of each 
other's healing 
approach 
Conflict 
Trust 
Knowledge 
donating 
Knowledge 
collecting 
Physician centrality 
Satisfaction 
Intention to quit 

Parallel, 
Consultative 

Median (IQR) 

4.7 (3.9, 5) 

14 (11.8, 15) 

2.6(1.3,3.1) 
21 (19, 24) 

3.8 (3.5, 4.2) 

4 (3.7, 4.7) 

10.5 (9.8, 14) 
4.7 (3.8, 5) 
1.3 (1, 2.3) 

Collaborative, 
Coordinated, 

Multidisciplinary, 
Interdisciplinary 

Median (IQR) 

5 (4.6, 5) 

14 (12, 15) 

1.4 (1, 1.8) 
24 (22, 25) 

4.3 (3.8, 4.8) 

4.7 (4, 5) 

8 (5, 12) 
4.8 (4.3, 5) 
1.3 (1, 2) 

Integrative 

Median (IQR) 

5 (4.9, 5) 

15 (12, 15) 

1.4 (1, 2) 
25 (22.3, 25) 
4.8 (4.1, 5.0) 

5 (4.3, 5) 

8 (3, 12) 
5 (5, 5) 
1 (1, 1) 

p-value 

0.029 

0.889 

0.030 
0.034 

<0.001 

0.014 

0.169 
0.015 
0.040 

* Scores were calculated from the average of scale items from a negative anchor (1) to a positive 
anchor (5) or from the total score of the items from the same anchors. The sum of the items is 
presented for the Physician centrality scale from a negative anchor (0) to a positive anchor (4) for a 
maximum score of 24. The maximum score for the Knowledge of each other's healing approach was 
15. 
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CHAPTER 5 

INTEGRATED DISCUSSION AND CONCLUSIONS 

This chapter presents reflections on and implications of the results of this doctoral research 

for the field of population health and more specifically of integrative healthcare (IHC), in 

five sections. Integration of the results of the 3 projects is discussed, followed by the 

conceptual integrated framework that resulted from this work. This framework could be 

used for further research on interprofessional collaboration within IHC. The strengths and 

limitations of the research for this doctoral dissertation, followed by the contributions to the 

field of population health and IHC are then listed and discussed. Finally, further research 

questions and ideas for additional investigations are explored. 

Collaboration has been studied from many different perspectives. For example, it was 

studied as a dependent variable by Sicotte et al. (2002), as a process variable by D'Amour 

(2005) and Lemieux-Charles & McGuire (2006); and finally as a full concept by others who 

focused on the organizational management of teams (e.g., Poulton & West, 1999; Haward 

et al., 2003). For the purpose of this thesis, I conceptualized collaboration as both a process 

and an outcome, as in the later examples, encompassing an array of contributing inputs, 

that I call "collaboration". 

Integration of findings 

The following section summarizes the results of the three inquiries for this thesis, with a 

critique of the methodology used and limitations in view of the overall objectives for this 

dissertation. 
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The first phase of research for this thesis explored the factors related to interprofessional 

collaboration within Canadian IHC clinics. Drawing on an existing theoretical model (the 

Input Process Output model - IPO - (McGrath, 1964)) that aims to represent three 

dimensions of interprofessional collaboration, the objectives of this qualitative inquiry were 

to characterize the concept of collaboration for both biomedical and complementary and 

alternative medicine (CAM) practitioners working in the context of IHC clinics. My analysis 

revealed four inputs of collaboration that dominated the discussion with practitioners: 

awareness of one's clinical paradigm; education and training; and two factors external to 

the clinic but inherent in the Canadian healthcare system: lack of a universal reimbursement 

plan, and pressure from biomedical regulatory boards to restrict the practice of IHC. The 

processes highlighted by this inquiry pertained to communication (mode, frequency and 

terminology misunderstanding) and interaction process within practitioners (referral process 

and power relationships). Finally, interviewees described that their teamwork impacted 

satisfaction with their work environment by modifying the burden of work, increasing 

opportunities for intellectual stimulation and growth, and enhancing affective commitment 

to the clinic. The findings of this phase complement the work previously done on 

interprofessional collaboration within conventional and biomedical healthcare (Anderson & 

Finn, 1983; Cole et al., 2003; Haward et al., 2003; Martin et al., 1989; San Martin-

Rodriguez et al., 2005; Stahelski A.J., 1990; Wheelan et al., 2003) and IHC teams (Boon & 

Kachan, 2008; Hollenberg, 2006; Mulkins et al., 2005) because they describe the teamwork 

through the lens of its particular environment (Lemieux-Charles & McGuire, 2006) and the 

work was guided by a systematic framework to uncover the elements characterizing the 

teamwork. 
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Although saturation of the constructs of interprofessional collaboration within IHC was 

obtained during the interviews, the applicability of a few of them onto another western 

healthcare system or hospital-based setting may be limited, especially those related to the 

inputs of collaboration. Additionally, given the linearity of the theoretical flow between the 

dimensions of the model (inputs, processes, outputs, inputs), domino effects are possible 

such that, for example, a modification of the inputs of collaboration would impact differently 

the other dimensions of collaboration. 

The second phase of this thesis drew on the findings of the qualitative phase, as well as a 

theoretical model focusing on interpersonal relationships as the driving force of 

interprofessional collaboration, to build a questionnaire that was sent to all identifiable 

Canadian IHC clinics. This phase aimed to explore and test the relationships between the 

dimensions of collaboration as suggested by the practitioner-team facet of the Relationship-

Centered Care (RCC) model (Tresolini & Pew-Fetzer Task Force, 2000). In particular, the 

survey enriched the findings of the qualitative phase of the thesis by linking the constructs 

that emerged from the first phase analysis to go beyond a simple description. Overall, the 

survey results indicated that the processes of collaboration (namely knowledge exchange, 

trust, cooperation, and level of autonomy in terms of clinical decision making) were the 

main factors associated with measures of outputs suggested by the theoretical model (job 

satisfaction, personal growth, presence of conflicts related to teamwork, and intent to leave 

the clinic). Additionally, the survey revealed that beliefs in the benefits of interdisciplinary 

collaboration played an important role in the success of a collaborative enterprise within IHC 
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clinics. The results also established that the RCC model is likely to be applicable to the 

clinics from which practitioners responded. 

This survey was the first initiative to study practitioners working within Canadian IHC clinics. 

Compiling a list of all existing clinics constituted a challenge, considering the rapid growth 

with which these clinics emerged in the current healthcare system picture and the lack of a 

formal list or professional associations that would allow their identification. Nonetheless, the 

snowball approach used appears to have encompassed a number of clinics reasonable for 

the Canadian context when compared to the American one (as referenced by Hollenberg 

(2007)). The search was conducted until no additional clinic could be identified either in the 

literature, by experts in the research field, or by IHC practitioners themselves. 

A potential weakness of this quantitative phase lies in the modest response rate at the 

practitioners' level that limits the generalization of the results. However, a careful 

exploration of this response rate revealed that respondents from clinics from which the 

integration of both biomedical and CAM paradigms is more likely to fully take place tended 

to complete the survey in greater numbers. Given that my interest lay principally in those 

clinics, I am confident that a higher response rate would not have considerably modified my 

conclusions or my ability to make inference at those clinics. 

The primary purpose of the third inquiry was to assess the validity of an existing conceptual 

framework that aims to differentiate IHC clinics according to their organizational structure 

and level of integration of both biomedical and CAM paradigms. The analysis was 

undertaken using data collected for both the qualitative and quantitative phases of the 
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thesis using a triangulation method. Clinic model comparisons supported most hypotheses 

suggested by the Models of Team Healthcare Practice framework (MTHP) (Boon et al., 

2004a). Suggestions to refine the description of the models, refine some hypotheses 

pertaining to the process of collaboration and collapse the number of models were made in 

light of the quantitative and qualitative findings. 

Failure to validate some hypotheses evoked by the framework does not necessarily prove 

that the hypotheses are not valid, but may due to the study design (secondary analysis) 

and/or the selection of the interviewees. In fact, a purposeful selection of the clinics was 

initially conducted to ensure a broad national representation of IHC clinics across the 

country and to include a balanced number of biomedical and CAM practitioners. Hence, 

clinic recruitment was not based on the model of team healthcare practice under which 

their staff is generally working. An in-situ case study of multiple clinics, each representing a 

different model of team practice would be required to fully appreciate the similarities and 

differences between clinic models. Moreover, the survey instrument relied on self report of 

the model of interprofessional collaboration and thus, may be susceptible to assessment 

bias. The primary objectives for this thesis did not include alternative means of data 

collection or deeper investigation of the inquiries generated by the findings. My interest was 

rather to explore whether the framework is empirically plausible and warranted further 

multi-method examinations. 
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Integrated framework and findings 

This section introduces a conceptual framework that summarizes and integrates the results 

of the thesis work. It is followed by an interpretation of the major findings in the context of 

interprofessional collaboration within Canadian IHC clinics. 

Integrated framework 

The knowledge gained by this project enhances the understanding of interprofessional 

collaboration in a relatively novel field of the Canadian healthcare system, IHC. Figure 1 

(Chapter 5) draws upon three theoretical and conceptual models and frameworks, to 

describe the operationalization of teamwork in IHC in a new integrated framework. This 

figure also shows the potential of investigations with regards to the collaborative experience 

within an IHC milieu as suggested by the Relationship-Centered Care (RCC) model, 

although these links were not tested in this thesis. 

Overall this thesis has demonstrated that interpersonal relationships are central to the 

collaborative practice of healthcare delivery. Hence, collaboration within an IHC setting 

could be represented using the principles of the RCC model. This model offers an approach 

to understanding the delivery of healthcare rooted in the theory of complexity (Inui, 1996; 

Suchman, 2006). It is based on the fact that patterns of relationships are continuously self-

organizing in the course of human interactions. The RCC suggests that these interactions 

occur between three principal actors in the healing process, where the practitioner is the 

pivot: a) the team of practitioners within the clinic; b) the patients; and c) the community. 

Moreover, as patterns of relating are continuously re-enacted, they may exhibit stability 

(continuity) or they may vary and sometimes altogether new patterns may arise 
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spontaneously. Regularity is eventually achieved by convergence of the dynamic patterns of 

relating. The theory of complexity underpinning the RCC model brings to the conceptual 

framework assembled for the thesis the notion that particular self-regulating patterns will be 

observed between the different actors of the healing relationship, and especially within and 

between the group of practitioners. 

Figure 1. Integrated framework of interprofessional collaboration in IHC 

Relationship-centered care 

Legend: 

— - • 
BM 

CAM 
I 
P 
0 

Relationship tested for the thesis 
Relationship that could theoretically be tested 
Biomedical practitioners 
Complementary and alternative medicine practitioners 
Inputs 
Processes 
Outputs 

Since the RCC model is relatively new (Wylie & Wagenfeld-Heintz, 2004; Beach & Inui, 

2006) and that both the IPO and the RCC models are untested in the context of IHC, I 

chose to combine the two models to address theoretical gaps that exist in both that require 

elucidation in this context of healthcare. 
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The complementarity and the juxtaposition of these models addresses these gaps and help 

to enrich our understanding of the phenomenon under study, for multiple reasons: 1) 

although the RCC model suggests the personal components necessary for interprofessional 

collaboration between health professional and patients (i.e., beliefs, attitudes, knowledge) 

this model lacked the broader system perspective and the theoretical associations that 

linked these components in a cohesive manner. The IPO model however, does provide a 

theory of the inputs, processes, and outputs that comprises interprofessional collaboration. 

By combining these models, a more comprehensive theory of collaboration is achieved; 2) 

the RCC model did not suggest a broad range of constructs related to the knowledge, 

attitudes and personal characteristics that could be measured quantitatively (e.g., power of 

understanding the other's perspective, openness to other's ideas); therefore, limiting the 

investigation of the inputs of collaboration for the thesis; and 3) I considered the RCC 

model to be more oriented toward healthcare issues raised by a collaborative practice than 

the IPO model, which is mainly focused on managerial issues of teamwork. 

Figure 2 (Chapter 5) complements the previous figure by organizing the particular 

components of collaboration that emerged as strong themes in the thesis. The choice of 

constructs represented in this figure were chosen either because they were found to be 

crucial for the interviewees (first phase) and were seen as impacting on other constructs of 

collaboration (e.g., dual education could impact on the score on the beliefs in the benefits 

of interprofessional collaboration scale), or because of the statistical significance of the links 

between the constructs of collaboration demonstrated in the second phase of the thesis, or 

both. For example, dual education/training was retained in this integrated framework 

because of its potential to positively influence the beliefs in the benefits of interprofessional 
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collaboration, which was found to be associated to multiple processes and outputs of 

collaboration. Similarly, the external factors of collaboration (namely the pressure exerted 

by the biomedical regulatory boards and well as the financial limitations of the current 

Canadian IHC setting) were kept in the framework so that further investigations at the clinic 

level (which could not be covered in this thesis) could test their impact on the other 

constructs of collaboration. 

Finally, for a comprehensive examination of the relationships between practitioners working 

in an IHC clinic and to enhance the study of IHC itself, it was deemed important to be able 

to classify clinics according to their organizational philosophy, structure, and process of 

collaboration. Indeed, it appears that various models are currently in operation (e.g., 

Chilton, 2002; Coulter et al., 2007; Edelblute, 2003; Le, 2003; Muscat, 1999a; Muscat, 

1999b; Vohra et al., 2005) in North America and that the practice model - or the context 

within which the collaborative practice occurs - could modulate the process of collaboration. 

In the absence of a validated framework of models from the literature, I added to the 

integrated framework a conceptual classification of clinics. Figure 3 (Chapter 5) integrates 

the preceding figures of this chapter and shows how the different ways to practice IHC 

(layers) modulate the intensity of the constructs of interprofessional collaboration selected 

for this thesis and suggested by Boon et al.'s assumptions about the differences between 

the models of practice (2004a). The selection of the constructs shown in this figure is based 

on the fact that the constructs differ (either quantitatively or qualitatively) between the 

groups of models. 
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Figure 2. Components of collaboration within Canadian IHC clinics 
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Integrated interpretation of the findings 

This doctoral dissertation provided evidence for the importance of two major components of 

interprofessional collaboration in general, but more particularly in the field of IHC: 
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interdisciplinary education and exposure, and communication. These integrated findings 

should be considered at both societal and clinical levels. 

Previous studies have shown the need for interdisciplinary education during the 

professionalization of future healthcare practitioners as a way to reduce barriers to 

collaboration (Hall, 2005; Leipzig et al., 2002; Oandasan & Reeves, 2005). This dissertation 

is one of the first to document it empirically from the practitioners' perspective, especially in 

the context of IHC. The importance of dual education and exposure was voiced by the 

practitioners interviewed during the qualitative phase and emerged as a major pattern 

during the analysis. The second phase of the thesis confirmed that biomedical practitioners 

were more likely to have pursued dual education when compared to their CAM peers, but 

also show that beliefs in the benefits of collaboration, which I believe is likely to be instilled 

by dual education and working experience, was the only input factor found to affect other 

components of collaboration. Therefore, increasing learning opportunities for future 

healthcare practitioners, across fields of expertise, has the potential to impact directly the 

success of interprofessional relationships. Exposing students to a variety of healthcare 

paradigms in the early stage of their training could instill a culture where professionals are 

more aware of the limitations of their own healing approaches, a factor found in this thesis 

to facilitate the process of collaboration. In turn, this is likely to favour future equalitarian 

rapport between practitioners and to create a culture of collaboration where roles are 

reciprocally understood and accepted. 
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The results of this thesis also show the importance for practitioners already involved in or 

interested in working in an IHC clinic for continued dual education and knowledge transfer 

opportunities. To this end, opportunities to stimulate interactions between practitioners 

within a team are greatly encouraged. Managers and the team should ensure, when 

possible, that practitioners' schedules regularly overlap at some point during a given period 

of time to facilitate knowledge sharing within the team. Additionally, and if the general 

practice model does not include patient case discussions, activities organized regularly for 

the team are recommended (e.g. lunch and learn, short presentation of a particular healing 

technique, how to better identify a particular ailment, etc). These sessions have the 

potential to reduce terminological barriers and forge links of trust within the team, which 

could in turn decrease tensions and conflicts related to a collaborative practice of healthcare 

and even attenuate power relationships within the team. All of these components emerged 

from this dissertation as important themes within IHC clinics. 

Overall strengths and limitations of the research 

This research is not without limitations. The following section describes the limitations of 

this thesis divided into two main sections: the study design and its applicability to different 

healthcare contexts. A discussion of the strengths of the thesis follows. 

Study design and sampling 

Both qualitative and quantitative data collection initiatives were limited to a cross-sectional 

design and thus only data related to teams who had been working for a significant amount 

of time (minimum 1 year) were recruited. Although the literature on teamwork increasingly 

shows that the concept of collaboration must be studied longitudinally, the lack of 
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frameworks that could inform the study design in the context of IHC prevented the conduct 

of such a longitudinal study. Some of my findings coupled with those of the literature 

suggest that the components of collaboration or their relative importance to the process of 

collaboration might differ depending on the team development stage (Kozlowski & Bell, 

2003). However, capturing the nuances in the components of collaboration that pertain to 

the stage of development of IHC teams was beyond the scope of this project, considering 

the time constraints of a doctoral dissertation. As well, such a study would be challenging 

given the relatively small number of Canadian clinics in operation and thus a limited number 

of clinics representing each stage of development. 

Similarly, considering the limited number of potential respondents across the country, I was 

concerned about losing statistical power due to a response rate that would inevitably be 

lower for a second contact (Olsen, 2005; Robinson et al., 2007). Therefore, I elected to 

concentrate my efforts on maximizing the response rate on a single contact. Thus, my 

findings are limited to cross-sectional ones and their generalizability may be limited to 

teams that have been in operation for a significant length of time. Moreover, I could not 

take into account the experience of the practitioner at the clinic, again because of statistical 

power concerns. 

Additionally, the size of the sampling frame limited my selection of outputs to measures at 

the practitioners' level instead of measures at the team level, commonly found in the study 

of teams (e.g. cohesion, leadership). Again, I doubt that such a study could be conducted in 

the Canadian context at this time. 
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While I was screening for IHC clinics, it became obvious that a new type of model of 

practice is emerging. Indeed, I talked to a substantial number of clinics entirely staffed by 

CAM or biomedical practitioners, but that regularly offer on-site consultations from types of 

practitioners not represented within their clinic to their clients (for example, once every 

second week or once a month). It would seem to be unlikely that collaboration with off-site 

practitioners would be as intense as collaboration with on-site practitioners who are 

regularly encountered both formally and informally. Thus, the results of this thesis work 

may not extend to these types of clinics. Nevertheless, as a model of healthcare that is 

prevalent and appears to be growing in Canada, it is a model that deserves attention. 

Applicability of the findings to another healthcare system 

The context in which the team evolves is now recognized as an important factor to consider 

while studying collaboration. As mentioned above, I acknowledge that the applicability of 

my findings may be limited to the Canadian healthcare system. I found that dual education 

and training as well as the external environment (including funding) play roles in the 

success of a team. Since both elements are likely to differ significantly from what is 

available in Canada, further research is needed to confirm how such factors affect the 

practitioners and their teams in different countries. 

Strengths 

Several methodological strengths of the thesis at least partially offset its limitations. First of 

all, the credibility of the findings is largely enhanced by the use of mixed methods. 

Methodological triangulation techniques are superior to a single method of data collection 
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since they increase the internal validity of a study, add rigour, and give new insights to 

complex phenomena that are beyond the scope of any single technique (Borkan, 2004). 

Since in-depth exploration of the components of collaboration was required, but the 

researcher is not a healthcare practitioner, the experience of collaboration at the 

practitioners' level was more readily assessed using qualitative methods. The secondary 

quantitative phase explored the relationships between the constructs that emerged from the 

first phase. This goal was better reached by using a positivism approach that helped to test 

the link between the constructs while reaching a bigger sample of respondents. Hence a 

better assessment of the patterns of interprofessional collaboration within IHC clinics was 

obtained. The benefits of the methodological triangulation were also used in the fourth 

chapter of this thesis, as data collected for both phases of the thesis contributed to analyses 

to clarify distinctions between clinic models. Since some of the hypotheses suggested by 

Boon's framework (2004a) could not be measured via quantitative survey tools, the use of 

both methods of data collection complemented the knowledge acquired in order to 

complete a more thorough evaluation of the framework. 

A second strength of this dissertation is that recruitment of practitioners took place across 

the country (in each province from which the researcher and her committee were aware of 

the presence of IHC clinics) for both phases, and offered an opportunity to all practitioners 

to participate to the second phase, an innovation in the research field of Canadian IHC. 

Hence, the findings are not limited to the interprofessional dynamics of one or a restricted 

number of clinics, or to idiosyncratic provincial regulations or associations of professionals. 

This sampling frame therefore accounted for the diversity of clinic models and stages of 
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clinic development, which increases the generalizability of the findings to other clinics 

evolving in a similar setting. 

Finally, the thesis benefited from the fact that it was built to align with the principles of the 

population health paradigm, where the researcher is encouraged to turn to transdisciplinary 

investigations to foster a better understanding of factors that affect the health of individuals 

and communities, which would eventually lead to the reduction of health inequities and 

improve the health and well-being of the healthcare system stakeholders (Canadian 

Institute for Health Information, 2008). The contribution to this field is reviewed in the 

following section. 

Relevance to IHC, interprofessional collaboration, and population health 

Findings of this thesis make a number of contributions to the fields of interprofessional 

collaboration, IHC, and population health. Interprofessional collaboration, which only "re-

emerged" as an innovative answer to the lack of financial and human resources in 

healthcare (Baldwin, 1996; Health Canada, 2008a), is an important component in the 

delivery of IHC. In turn, the place occupied by IHC is rapidly expanding in many western 

healthcare systems as a result of the population demand. Thus, extensive research on how 

to assemble better IHC teams and to ensure their longevity, as well as acquiring a better 

understanding of the optimal position of IHC in the current healthcare setting are 

necessary. The following sections organize the contributions made by this doctoral thesis 

into two fields: teamwork in healthcare in general and in IHC, and population health. 
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Teamwork in healthcare and in IHC 

This dissertation was one of the first in the area of IHC to examine the entire suite of 

dimensions of interprofessional collaboration (inputs, processes, and outputs) using 

conceptual and theoretical frameworks drawing on organizational studies literature to 

support its objectives and hypotheses. Failure to do so in previous studies was noted as an 

important weakness in the healthcare literature (Lemieux-Charles & McGuire, 2006). 

There is now evidence showing that the context within which the team evolves determines 

the conditions that foster effective team functioning (Barrett et al., 2007; Lemieux-Charles 

& McGuire, 2006). Thus, researchers have called for more research with various team 

compositions and settings in order to demonstrate how findings on collaboration 

effectiveness apply to different settings and populations. This dissertation moves beyond 

the typically studied biomedical groups of practitioners to offer a different perspective on 

how care could be delivered in the primary healthcare setting and hence complements the 

knowledge already acquired on other conventional types of teams. The findings of this 

thesis substantiated the need for researchers to clarify their conceptualization of 

interprofessional collaboration before attempting to link it with effectiveness, cost-

effectiveness and patient satisfaction outcomes. Often times researchers assume that 

teamwork is a one-dimensional concept and study its impact on healthcare, assuming that 

all teams will provide similar results. This is especially important as I showed that clinics 

(and even dyads of practitioners) appeared to differ in terms of their philosophy, structure, 

process and outcomes, depending on the model on collaboration elected for the clinic or a 

patient. 
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The practitioner-team relationships dimension of the RCC model has so far been poorly 

studied with regards to the model itself, but also in the general literature on teams. This 

dissertation addressed in part that gap by studying the components of collaboration through 

the lens of the practitioners by rigorously using qualitative, quantitative and mixed 

methodologies. Moreover, in 2006, Beach and colleagues reported that the circumstances 

under which RCC led to favorable outputs were still unknown. Although I could not test all 

elements defining RCC, this thesis was an important step toward answering this question. 

Special attention was also made to document power differentials within IHC teams, another 

theme poorly examined in healthcare service research (Barrett et al., 2007). 

Specifically from an IHC perspective, this thesis made a unique contribution in that it is the 

first to compile a list of Canadian IHC clinics and survey their population. Although it was 

not accomplished without limitations, future researchers could built on the experience 

acquired to avoid unexpected pitfalls imposed by the thesis setting and sampling frame. 

Some of these pitfalls related to the way to approach clinics and to describe the content of 

the study to potential respondents and interviewees. 

Another important contribution to the field of IHC was the evaluation of the Models of Team 

Healthcare Practice framework (Boon et al., 2004a). Although the taxonomy described by 

the model is increasingly used in the field of IHC and other biomedical collaborative 

settings, no formal validation had been conducted prior to this thesis. Chapter 4 provides 

some insightful answers to questions raised in the literature of teamwork with regards to 

the way different collaborative groups modulate outcomes of collaboration (Barrett et al., 
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2007). Although the thesis did not cover both objective and subjective types of outcomes, it 

suggests that research in this area may be fruitful. 

Population health 

The framework that was created throughout this dissertation is consistent with the 

population health paradigm as it recognizes that healthcare assessment and delivery is the 

result not only of medical care but of multiple determinants that together contribute to 

patients' health and their society (Boon et al., 2004b; Silenzio, 2002). 

The study of collaboration within IHC programs will hopefully assist with the development of 

more effective programs, responding more efficiently to patients' demands for more disease 

prevention/health promotion initiatives, holistic care and empowerment. Examining 

collaboration within the Canadian IHC system more closely opens up an opportunity to 

develop an enhanced understanding of the potential roles and credibility of complementary 

and alternative health approaches in the context of health promotion, disease prevention 

and management of health and health conditions, regardless of the individual's status in 

society related to the determinants of health (e.g. age, income, culture, genetic makeup). 

Developing better IHC programs will entail appropriately and rigorously challenging the 

scientific basis of medical orthodoxy and monopoly of conventional medicine, regarding 

both management of disease and financial issues (Foley, 1999; Giordano et al., 2003). On 

the other hand, improved collaboration is an opportunity for CAM practitioners to correct 

misinformation and to counter myths about CAM, to develop rigorous study designs to 

assess CAM effectiveness, and to shift within their own paradigm, since CAM practitioners 

have sometimes been accused of using individualistic, victim-blaming models that are 
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considered sterile from a population health and health promotion perspective (Hill, 2003; 

Silenzio, 2002). 

By adequately and successfully combining both biomedical and CAM paradigms, the 

healthcare system will increase the opportunities for joint and appropriately designed 

research, which in turn will likely broaden the range of therapies offered to the public within 

a safer and evidence-based environment. This is all in the interest of improved public 

health. 

Future research 

While a number of suggestions for future research are made in chapters 2, 3, and 4, this 

thesis points to a need for more research in several other avenues that are discussed in this 

section. 

As described in the introduction of this thesis, a number of projects have started to explore 

patient outcomes in the context of IHC (Mulkins et al., 2003; Scherwitz et al., 2004; Verhoef 

et al., 2005). However, most of those studies were descriptive and could not test the 

association between IHC and the identified list of outcomes. One of the goals of this 

doctoral dissertation was to better understand what is inside the "black box" of 

interdisciplinary collaboration within IHC clinics so that appropriate links could be tested in 

future research to possibly relate the workings of IHC clinics with the list of patient 

outcomes identified by previous studies. 
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Related to this, the choice of the RCC model was also motivated by future opportunities to 

expand this avenue of research to consider the patient-practitioner and the community-

practitioner dimensions of the model. This would allow not only the exploration of the 

possible links between IHC and outcomes that pertain to patients, but also their role in the 

healing process and the collaborative model of practice. Such studies are necessary to 

establish whether and under what circumstances IHC is 'truly' a better answer to patients' 

needs than what is currently offered by conventional medicine or CAM alone. Of note, it 

would be important to investigate the perspective of the patient as a team member in the 

different models of practice (Boon et al., 2004a) to gain a better understanding of how the 

mechanisms of communication and joint decision-making process are modulated by the 

model when the patient is considered. This is even more critical given that my results 

suggested that the models of collaboration may not always apply to a clinic, but rather to a 

dyad of practitioners or to a practitioner-patient team. 

Although it has been shown that collaboration in general has positive effects on the 

population health (e.g. Barrett et al., 2007; Lemieux-Charles & McGuire, 2006), others 

reported harms, especially in the context of IHC (personal communication with M Bujold, 

September 2008). Clearly, interprofessional collaboration in IHC or IHC itself should never 

be presented as the panacea for all types of medical conditions. In the same way, the 

optimal fit between the different collaboration models and particular patients' needs 

deserves further investigation. By highlighting major distinctions between healthcare 

practice models, this thesis laid the groundwork for such a study. 
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While the current dissertation demonstrated that different practice models are in operation 

in Canada, another element of the framework proposed by Boon et al. (2004a) has been 

left aside: the administration of the finances of each clinic. Could each model be identified 

and differentiated by its financial administration? Do the financial administrative models 

vary in parallel with the continuum of practices? A scan of all models in existence in the 

Canadian system would be required, but studies that explore their financial arrangements 

and the possible impact on the collaborative climate of the clinic would also provide insight 

into the assessment of the clinics' healthcare efficacy and cost-effectiveness. 

In the same vein, a variety of objective outcomes measured at the team level should be 

investigated to refine the evaluation of IHC clinics. Outcomes such as efficacy, clinical 

quality of care, healthcare utilization and cost-effectiveness need to be measured. 

Longitudinal comparisons between IHC clinics and purely biomedical ones, although 

representing a significant methodological challenge, are necessary. 

Finally, researchers should also explore further some themes that have been identified by 

this thesis, but remained relatively uncharted since they were outside the scope of this 

project. For example, the place occupied by "evidenced-medicine" among collaborating IHC 

practitioners, ethical concerns related to the integration of different healthcare paradigms 

(Ben-Arye et al., 2008), stigma experienced by some IHC practitioners from their colleagues 

and their Colleges and its impact on collaboration, as well as the interaction of the IHC 

teams with other practitioners and clinics were mentioned, but no particular patterns could 

be distinguished. In addition, my findings indicated that an upstream change of culture 

within Canadian regulatory boards as well as within academic institutions, both biomedical 
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and CAM, is necessary to implement the curricula modifications suggested above. Some 

discussions took place with regards to this topic (Frenkel & Ben, 2001; Guerrera et al., 

2008; Kreitzer et al., 2008; Verhoef et al., 2004; Whitehead, 2007; Health Canada, 2008b; 

Willms & St Pierre-Hansen, 2008). This thesis opened the door to further investigations of 

these themes. 

Conclusion 

In this dissertation, I sought to answer several questions about interprofessional 

collaboration within Canadian IHC clinics. These answers laid the groundwork on how such 

a concept could be operationalized and how the research in this area can be moved forward 

as a part of the solution for the renewal of the Canadian healthcare system. Overall, it 

shows that mixing oil and water could be an appealing recipe when mixed under the right 

conditions. More research is warranted to answer with which dishes it is best served, and at 

what cost. 
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Tliis certification is valid one year from the date indicated below. 

January 16, 2007 
Rita D' Alessandro Date 
Protocol Officer for Etliics in Research 
For Dr. Daniel Lagarec, Chair of the 
Health Sciences and Science REB 
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• Changes to the consent documents and advertisement notices; 
• Changes to the investigators who assume responsibility for the study; & 

• An annual report. 

Wishing you success in your project. 
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Dr. CaroTe Gentile, CPsycItT 
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c.c. Pat Brazeau, Manager, CHEO Rl 

Dr. David Moher, Chalmers Research Group 
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Appendix 2 

Consent form for the qualitative phase 
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Interview informed consent letter 

Title of the study: Interprofessional collaboration within integrative healthcare programs: 
a qualitative and quantitative assessment 

Student researcher: Isabelle Gaboury 
University of Ottawa, Population Health PhD Program 

Thesis supervisor: Dr. David Moher 
University of Ottawa, Departments of Pediatrics and Epidemiology 
and Community Medicine 

Sponsor: Canadian Interdisciplinary Network for Complementary & Alternative Medicine 
Research (IN-CAM) 

The purpose of this study is to better understand how collaboration is experienced within an 
integrative clinic and to explore the factors that promote or limit collaboration within an 
interdisciplinary work set-up. The results will be used to complete the student researcher's 
doctoral dissertation at the University of Ottawa and will be published in a peer-reviewed 
journal. The study design consists of individual interviews with various practitioners 
working in integrative clinics in Canada. The interview should last between 30 and 60 
minutes and will be audiotaped and transcribed to facilitate the analysis. At the end of the 
interview, I will receive a 50$ stipend to compensate for my time. Finally, I might be asked 
within 1 to 2 months to clarify some of the information I shared. In this case, the student 
researcher will get in touch with me via email or by phone. 

I should be aware that all markers that could identify me or the clinic will be removed from 
the transcript and not used in the publication of the results of the study. 

(Please initial one of the following options) 
I agree to be quoted but all personally identifying information shall be removed or altered 
and contents of the quote shall not be revelatory of my identity. 

I do not wish to be quoted at all. 

My identity as a participant will be known only by the primary investigator for this project. 
The student researcher, her thesis committee's members as well as a transcriber will be the 
only people who will have access to my recorded interview. My recorded interview as well 
as the transcript of it will be stored on a CD that will be kept in a locked filling cabinet at the 
Chalmers Research Group (Ottawa) in Dr. Moher's office for the next 10 years after which 
they will be destroyed. 

I could ask any questions about the study and/or the interview either before participating or 
during the time I am participating. The results of the study with will send to me after the 
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research is completed. Upon request, an electronic copy of the recorded interview could also 
be sent to me four weeks after the interview. 
There are no known risks and/or discomforts associated with this study. The expected 
benefits associated with my participation are the opportunity to participate in a qualitative 
research study and the information about the experience of collaboration within Canadian 
integrative clinics. 

I have received assurance from the researcher that the information I will share will remain 
strictly confidential. I am under no obligation to participate and if I choose to participate, I 
can withdraw from the study at any time and/or refuse to answer any questions, without 
affecting my relationship with the clinic. There are two copies of the consent form, one of 
which is mine to keep. 

If I have any questions about the study, 1 may contact the researcher or her supervisor. 

If I have any questions regarding the ethical conduct of this study, I may contact the 
Protocol Officer for Ethics in Research, University of Ottawa, Tabaret Hall, 550 Cumberland 
Street, Room 159, Ottawa, ON KIN 6N5, Tel.: (613) 562-5841, Email: ethics@uottawa.ca. 

I sign this consent form with full knowledge of the nature and purpose of the procedures. 

Signature of participant Date 

Isabelle Gaboury, PhD(C) 
University of Ottawa 
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Formulaire de consentement eclaire pour I'entrevue 

Titre de l'etude: Interprofessional collaboration within integrative healthcare programs: a 
qualitative and quantitative assessment 

Etudiante chercheure: Isabelle Gaboury 
Universite d'Ottawa, Programme de doctorat en Sante des 
Populations 

Directeur de these: Dr. David Moher 
Universite d'Ottawa, Departements de Pediatrie et Epidemiologic 
et Medecine communautaire 

Agence de subvention: Reseau interdisciplinaire canadien de recherche sur les 
medecines alternatives et complementaires (IN-CAM) 

L'etude a laquelle je m'apprete a participer servira a mieux comprendre comment la 
collaboration est vecue ainsi qu'a explorer les facteurs qui peuvent promouvoir ou limiter 
cette derniere au sein d'une clinique de medecine integree. Les resultats de cette etude seront 
utilises dans le but de completer la these de doctorat de Madame Gaboury en cours a 
l'Universite d'Ottawa et seront publies dans une revue revisee par les pairs. L'etude consiste 
en une entrevue de 30 a 60 minutes ou nous discuterons de la collaboration entre cliniciens 
travaillant dans un environnement de travail interdisciplinaire. A la fin de I'entrevue, je 
recevrai une compensation financiere de 50$ pour me remercier de ma participation a 
l'etude. L'entrevue sera enregistree et transcrite afin de faciliter son analyse. Finalement, il 
se peut que j'aie a clarifier certains de mes propos d'ici les deux prochains mois. Le cas 
echeant, Madame Gaboury entrera en contact avec moi a via courrier electronique ou par 
telephone. 

Je comprends qu'aucun marqueur servant a m'identifier, moi ou la clinique, ne sera utilise 
dans I'analyse des donnees, le rapport des resultats ou la publication de ceux-ci. 

(Veuillez SVP initialisez une des deux options suivantes) 
Je consens a etre cite(e) en autant que l'information personnelle pouvant m'identifier soit 
retiree ou modifiee et que le contenu de la citation ne revele en aucun cas mon identite. 

Je prefere que mes propos ne soient pas cites. 

Mon identite en tant que participant a cette etude ne sera connue que par Madame 
Gaboury, en tant que chercheure principale de cette etude. Seuls la candidate au doctorat, 
son comite ainsi qu'une personne responsable de la transcription auront acces aux donnees 
anonymes. L'enregistrement ainsi que la transcription de mon echange verbal seront gardes 
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sur disque compact dans une filiere verrouillee prevue a cet effet dans le bureau de Dr. 
Moher au Groupe de Recherche Chalmers (Ottawa), pour les dix prochaines annees et 
seront detruits par la suite. 

Je comprends que je peux poser toutes les questions que je desire au sujet de I'etude avant 
de prendre ma decision et meme durant ma participation a I'entrevue. Je pourrai avoir 
acces aux resultats de I'etude une fois ceux-ci prets pour la publication finale. Si je le desire, 
une copie electronique de la transcription de I'entrevue peut aussi m'etre envoyee suivant 
un delai de quatre semaines apres I'entrevue. II n'y a pas de risque connu relie a la 
participation a cette etude. Cependant, j'aurai non seulement I'opportunite de participer a 
une etude de recherche qualitative, mais aussi d'ameliorer les connaissances quant a la 
collaboration au sein de cliniques canadiennes de medecine integree. 

Ma participation a cette etude est entierement volontaire et je comprends que je suis libre de 
me retirer a tout moment durant I'entrevue sans que cette decision nuise a ma relation avec la 
clinique. 

Je signe ce formulaire de consentement eclaire en toutes connaissances de la nature et des 
procedures reliees a cette etude. II existe deux copies de ce consentement dont une m'est 
remise pour mes dossiers. 

Si j 'ai des questions a propos de cette etude, je peux contacter la chercheure ou son directeur. 

Pour tout renseignement sur les aspects ethiques de cette recherche, je peux m'adresser au 
Responsable de l'ethique en recherche, Universite d'Ottawa, Pavilion Tabaret, 550, rue 
Cumberland, salle 159, Ottawa, ON KIN 6N5, tel.: (613) 562-5841 ; Courriel : 
ethics@uottawa.ca 

Signature du participant Date 

Isabelle Gaboury, PhD(C) 
Universite d'Ottawa 
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Appendix 3 

Individual Semi-Structured Interview Guide 



Interview guide 

Time of interview: 

Date: 

Place: 

Interviewee: 

Male Female 

Type of clinic: Academic Private 

Clinic size: practitioners ( conventional, CAM, 

administrative) 

Interviewee's expertise: 

Interviewee has been working at the clinic for years 

Worked in a solo practice before: yes no for years 

Worked in another type of practice before: yes no for years 

(Briefly describe the project. Obtain informed consent.) 

Questions: 
1. Tell me about your clinic, your colleagues? 

2. Could you give me examples that exemplify how you collaborate with your colleagues at 
the clinic? 

Probe: verify whether this collaboration process happens only with one individual (or type 
of practitioners) or in general. 

3. Could you give me examples that exemplify how your colleagues collaborate with you at 
the clinic? 

Probe: verify whether this collaboration process happens only with one individual (or type of 
practitioners) or in general. 
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4. What do you think fosters collaboration within the clinic? 

5. What do you think challenges collaboration within the clinic? 

As a practitioner working in a collaborative setting, what do you think the benefits of 
collaboration are? 

7. As a practitioner working in a collaborative setting, what do you think the drawbacks of 
collaboration are? 

8. Are there any last minute thoughts we haven't explored you would like me to know about 
your experience of collaboration within the clinic? 

(Thank the practitioner for participating in this interview. Assure him or her of 
confidentiality of responses. Inform him or her of the potential clarification procedures.) 
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Guide d'entrevue 

Heure d'entrevue: 
Date: 
Place: 
Repondant: 
Homme Femme 
Type de clinique: Academique Privee 
Grosseur: cliniciens ( conventionelle, MAC, administratif) 
Role du repondant: 
Repondant travaille a la clinique depuis annees 
A travaille en pratique solo auparavant: oui non pendant annees 
A travaille dans une autre sorte de pratique: oui non pendant annees 

(Decrire le projet. Obtenir le consentement eclaire) 

Questions: 
1. Parlez-moi de votre clinique? De vos collegues? 

2. Pourriez-vous me dormer des exemples qui illustrent comment vous collaborez au 
quotidien avec vos collegues de la clinique? 

Verifier que les exemples donnes s'appliquent seulement a un individu (ou a un type 
de clinicien) en particulier ou en general 

3. Pourriez-vous me dormer des exemples qui illustrent comment vos collegues collaborent 
avec vous au quotidien? 

Verifier que les exemples donnes s'appliquent seulement a un individu (ou a un type 
de clinicien) en particulier ou en general 
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4. Qu'est-ce que favorise la collaboration au sein de la clinique? 

5. Qu'est-ce qui complique la collaboration au sein de la clinique? 

6. En tant que clinicien travaillant dans une clinique de medecine integree, quels sont, selon 
vous, les benefices de la collaboration? 

7. En tant que clinicien travaillant dans une clinique de medecine integree, quels sont, selon 
vous, les inconvenients de la collaboration? 

8. Y a-t-il des points au sujet de votre experience de collaboration que nous n'avons pas 
couverts durant l'entrevue mais que vous aimeriez discutes? 

(Remercier le clinicien pour sa participation a l'entrevue. Assurer la confidentialite de ses 
reponses. Informer du processus de clarification de certains propos.) 
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Appendix 4 

Survey Questionnaire 
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