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De onderstroom 

 

De golven zijn de dagen 

De dagen van het jaar 

En het lijkt of zij vertellen 

Hoe het ons vergaat 

  

Maar de onderstroom 

Die niemand ziet 

Bepaalt de richting 

Op elk gebied 

 

[The understream 

 

The waves are the days 

The days of the year 

And it seems that they are telling us 

How we are doing now 

 

But the understream 

Invisible for all of us 

Determines direction 

In all facets of life]  

 

 - Stef Bos 



  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

To Mohammad Gholi Shahryar,  

whose wisdom still prevails in our lives 

 

  



 

 

 



 

Table of contents 

Abstract .............................................................................................................. xi 

Summary in Swedish ...................................................................................... xiii 

List of papers .................................................................................................... xv 

List of abbreviations ....................................................................................... xvi 

Preface ............................................................................................................. xvii 

1 Introduction ...................................................................................................... 1 

2 Background ...................................................................................................... 5 

2.1 Integrative Medicine ..................................................................................... 5 

2.1.1 Definition of Integrative Medicine ......................................................... 5 

2.1.2 Complementary and Alternative Medicine ........................................... 6 

2.1.3 Integrative Medicine as a shift in paradigm .......................................... 8 

2.2 Integrative Medicine from the patient, healthcare provider and societal 
perspective .......................................................................................................... 9 

2.2.1 Integrative medicine from the patient’s perspective ............................. 9 

2.2.2 Integrative medicine from the healthcare provider’s perspective ....... 13 

2.2.3 Integrative medicine from a societal perspective ............................... 16 

2.3 Mind-Body Medicine ................................................................................... 20 

2.3.1 Introduction ........................................................................................ 20 

2.3.2 Stress and empathy among medical and nursing students: the present 

situation* ..................................................................................................... 21 

2.3.3 Fostering self-care, self-awareness and empathy in medical and 

nursing education* ...................................................................................... 23 

2.3.4 Georgetown Mind Body Medicine skills course ................................. 23 

2.3.5 Working mechanisms ......................................................................... 25 

2.3.6 Evidence of the effects of the MBM course on medical and nursing 

students ...................................................................................................... 25 

3 Rationale ........................................................................................................ 27 

4 Aims and objectives ...................................................................................... 29 

5 Methods .......................................................................................................... 31 



5.1 Design .......................................................................................................... 31 

5.2 Paper I .......................................................................................................... 33 

5.2.1 Design ................................................................................................ 33 

5.2.2 Participants ........................................................................................ 34 

5.2.3 Data collection ................................................................................... 34 

5.2.4 Data analysis ..................................................................................... 36 

5.3 Paper II ......................................................................................................... 36 

5.3.1 Design ................................................................................................ 36 

5.3.2 Data collection and participants ......................................................... 36 

5.3.3 Data analysis ..................................................................................... 39 

5.4 Paper III and IV: quantitative and qualitative evaluation of the MBM 
course ................................................................................................................ 40 

5.4.1 Introduction ........................................................................................ 40 

5.4.2 The MBM course ................................................................................ 41 

5.5 Paper III ........................................................................................................ 42 

5.5.1 Design ................................................................................................ 42 

5.5.2 Participants and data collection ......................................................... 42 

5.5.3 Analysis .............................................................................................. 44 

5.6 Paper IV ....................................................................................................... 45 

5.6.1 Design ................................................................................................ 45 

5.6.2 Participants and data collection ......................................................... 46 

5.6.3 Data analysis ..................................................................................... 47 

5.7 Ethical considerations ............................................................................... 48 

6 Results ............................................................................................................ 50 

Section A: Exploration ..................................................................................... 50 

6.1 Attitudes and knowledge of IM among Dutch nurses (paper I) .............. 50 

6.1.1 Descriptive characteristics ................................................................. 50 

6.1.2 Familiarity, attitudes, and beliefs toward Integrative Medicine ........... 50 

6.1.3 Implementation of IM ......................................................................... 52 

6.2  Towards a ‘patient-centred’ operationalization of the new dynamic 
concept of health (paper II) .............................................................................. 53 

6.2.1 General characteristics ...................................................................... 53 



6.2.2 Positive and negative opinions about the new concept of health as 

formulated by Huber and colleagues .......................................................... 56 

6.2.3 Indicators of health among Dutch patients, healthcare providers and 

other healthcare actors ............................................................................... 57 

Section B: Implementation .............................................................................. 61 

6.3 Evaluation of the MBM course for medical and nursing students    
(paper III and IV) ................................................................................................ 61 

6.3.1 General characteristics ...................................................................... 61 

6.3.2 Quantitative evaluation of the MBM course (paper III) ....................... 63 

6.3.3 Qualitative evaluation of the MBM course (paper IV) ........................ 67 

7 Discussion ..................................................................................................... 69 

7.1 Discussion of findings ............................................................................... 69 

Section A: Exploration ..................................................................................... 69 

7.1.1 Attitudes toward IM among nurses and other healthcare professionals 

as prerequisites for implementation of IM ................................................... 69 

7.1.2 The role of the nurse in further development and implementation of IM75 

7.1.3 Introduction of the term ‘Positive Health’ as a framework and tool for 

further development and implementation of IM ........................................... 76 

Section B: Implementation .............................................................................. 78 

7.1.4 Effects of the MBM course  on medical and nursing students ........... 78 

7.1.5 MBM as a tool to foster an integrative care approach ....................... 82 

7.2 Methodological considerations ................................................................. 83 

8 Conclusions ................................................................................................... 93 

9 Future directions ........................................................................................... 94 

10 Recommendations ...................................................................................... 97 

11 Acknowledgements ..................................................................................... 99 

12 Full publication list .................................................................................... 101 

References ...................................................................................................... 103 

Appendix ......................................................................................................... 127 

Appendix 1: Survey questionnaire used in study I ..................................... 127 

Appendix 2: Survey questionnaire used in study II .................................... 140 



 



xi 

Abstract 

Integrative Medicine (IM) is a care approach that focuses on the overall well-

being and healing process of patients rather than solely on their disease. IM 

educates and empowers people to be active players in their own care, 

emphasizes the therapeutic relationship, and makes use of all appropriate 

evidence-based approaches. The health-oriented foundations of IM are in 

line with the recently posed concept that describes health as ”the ability to 

adapt and to self-manage”. Due to the shared underpinnings of both IM and 

the new concept of health, incorporation of this new concept of health may 

serve as a facilitator for the development and implementation of IM. From a 

practical viewpoint, working from an integrative care approach requires 

specific competences from healthcare providers, such as socio-

communicative and self-reflective skills, and reflexivity towards a holistic 

perspective on health. Previous studies have shown that a Mind-Body 

Medicine (MBM) course can potentially foster these competences among 

future healthcare providers. This thesis intended to gain increased insight 

into the prerequisites and tools for implementation of IM. Therefore, in the 

first part it aimed to explore the attitudes and practice of IM among Dutch 

nurses and the support for the new dynamic concept of health as ”the ability 

to adapt and to self-manage” among main stakeholders within the Dutch 

healthcare community. Furthermore, in the second part it aimed to evaluate 

the possibilities of an MBM course among medical and nursing students as a 

tool to foster an integrative care approach. Methods Both quantitative and 

qualitative research designs were used. Attitudes and practice of IM were 

assessed in a semi-structured survey study among 355 Dutch nurses (study 

I). Support for the new concept of health was explored in a mixed method 

study, where in the first step data from interviews and focus-groups among 

140 stakeholders were investigated by use of manifest content analysis, and 

in the second step a cross-sectional survey was performed among 1938 

stakeholders to verify the findings of the first step (study II). The MBM 

course was evaluated by a controlled, quasi-experimental intervention study 

(74 participants / 61 controls among medical students and 47 participants / 

64 controls among nursing students) in which validated questionnaires were 

used (study III). Furthermore, in-depth interviews with 11 medical and 15 

nursing students were employed and analysed by a Phenomenological 

Hermeneutical method to obtain an in-depth understanding of the meaning 

of the MBM course for the participants (study IV). Findings Study I showed 

an overall positive attitude towards IM among nurses. Patient-centeredness 
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and a focus on individuals’ own resources and responsibility to promote 

health met the most support among both nurses and other stakeholders. 

These elements were considered to be the main positive aspects of the new 

dynamic concept of health among stakeholders as well (study II). Use of 

evidence-based and safe complementary therapies and a healing 

environment received some support from the nurses, but lack of knowledge 

and lack of evidence seems to hinder further incorporation in the current 

healthcare practice (study I). Additionally, study II revealed that health was 

perceived to comprise six dimensions: bodily functions, mental functions & 

perception, spiritual / existential dimension, quality of life, social and 

societal participation and daily functioning. In line with patients, nurses had 

a more broad conception of health in comparison to other healthcare 

professionals. Study III showed long-term beneficial effects of the MBM 

course on two dimensions of empathy (personal distress and empathic 

concern) among medical students, and on perceived stress and empathy 

(personal distress) among nursing students. Study IV brought forth that the 

MBM course can be understood as a pathway to inner awareness and a 

support to connecting with others as well as the outside world. The 

following themes were identified: “ability to be more present”, “an increased 

perception and awareness of self”, and “connecting on a deeper level with 

others”. Conclusion It can be concluded from the results in the first 

explorative part of this thesis that the observed positive attitudes and 

perceptions among healthcare professionals toward IM and the newly 

proposed health concept can serve as important facilitators for further 

implementation of IM within the Dutch healthcare system. Furthermore, the 

increased ability to deal with stress, improved empathic abilities and more 

openness toward different perspectives on health and new treatment options 

among medical and nursing students following a MBM course, as reported 

in the second part of this thesis, suggest that this course might be a suitable 

tool to foster an integrative care approach among future healthcare 

professionals. 
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 Summary in Swedish 

IM (Integrativ Vård mer adekvat term på svenska) är ett 

vårdkoncept/vårdansats som mer fokuserar på patienters välmående och 

läkeprocesser än enbart deras sjukdom. IM överlämnar makten och utbildar 

individen till att själv bli aktiva i sin vård, den framhäver vikten av en god 

vårdande relation och använder alla tillämpliga evidensbaserade metoder. 

Den hälsofrämjande grunden i IM är i linje med ett nyligen utvecklat 

hälsobegrepp, som beskriver hälsa som ”en persons förmåga till att anpassa 

sig och hantera utmaningar”. Utifrån den liknande grunden och 

förutsättningarna hos IM och det nya hälsobegreppet så kan en integration 

av dem vara en understödjande faktor för utveckling och implementering av 

IM. Utifrån en praktisk synvinkel så innebär en integrativ vårdansats att den 

som vårdar måste inneha specifika kompetenser och förmågor relaterade till 

bland annat socio-kommunikativ och självreflektiv förmåga, såväl som en 

reflektiv öppenhet till ett holistiskt perspektiv på hälsa. Tidigare forskning 

har visat att en Mind-Body Medicine (MBM) kurs potentiellt kan 

understödja utveckling av dessa kompetenser bland framtida vårdare. 

Denna avhandling avsåg i första hand att uppnå ökad insikt i 

förutsättningar och verktyg för implementering av Integrativ Vård. Mer 

specifikt syftade den till att beskriva attityder till, och utövande av IM bland 

Nederländska sjuksköterskor, samt undersöka stödet för det nya dynamiska 

hälsobegreppet (”en persons förmåga till att anpassa sig och hantera 

utmaningar”) bland intressenter inom Nederländsk Hälso- och Sjukvård. 

Vidare i andra hand, avsåg avhandlingen också att utvärdera 

förutsättningarna för att använda en MBM kurs som ett verktyg till att 

understödja och fostra ett mer integrativt förhållningssätt bland läkar- och 

sjuksköterskestudenter. Metod Både kvantitativ såväl som kvalitativ 

forskningsdesign tillämpades. Attityder till, och utövande av IM 

undersöktes i en semistrukturerad enkätstudie bland 355 Nederländska 

sjuksköterskor (studie I). Stödet för det nya hälsobegreppet undersöktes i en 

studie som genomfördes med mixad design, där i det första steget data från 

individuella- och fokusgruppintervjuer bland 140 intressenter genomgick en 

manifest innehållsanalys, och i det andra steget genomfördes en 

tvärsnittsstudie bland 1938 intressenter för att validera fynden från det 

första steget (Studie II). MBM kursen utvärderades i en kontrollerad, kvasi-

experimentell interventionsstudie (71 deltagare/61 kontroller bland 

läkarstudenter, och 47 deltagare/64 kontroller bland sjuksköterskestudenter) 

med validerade frågeformulär (Studie III). Vidare även i en 
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Fenomenologisk-Hermeneutisk ansats via individuella intervjuer med 11 

läkar- och 15 sjuksköterskestudenter för att uppnå en djupare förståelse över 

MBM kursens betydelse för deltagarna (Studie IV). Fynd I studie I framkom 

att sjuksköterskorna övergripande hade en positiv attityd till IM. 

Patientcentrering och fokus på individens resurser, samt deras egna ansvar 

för att arbeta hälsofrämjande var områden som hade mest stöd bland både 

sjuksköterskor och andra intressenter. Dessa element ansågs också av 

intressenterna vara den mest positiva aspekten av det nya dynamiska 

hälsobegreppet (Studie II). Användandet av evidensbaserade 

komplementärmedicinska metoder och hälsofrämjande miljöer stöddes till 

viss del av sjuksköterskorna men brist på kunskap och brist på evidens 

förefaller vara hinder för integration i nuvarande vårdpraxis (Study I). I 

studie II framkom att begreppet hälsa uppfattades som att bestå i sex olika 

dimensioner; ”kroppslig funktion”, ”mental funktion och 

perception”, ”spirituell/existentiell dimension”, ”livskvalitet”, ”social-

samhällelig inklusion” samt ”daglig funktion”. I samklang med patienter, så 

hade sjuksköterskor en bredare syn på hälsa än andra hälsoprofessioner. I 

studie III framkom långsiktiga positiva effekter av att delta i MBM kursen 

avseende i två dimensioner av empatisk förmåga (Personal distress och 

Empatic concern) bland läkarstudenterna, samt avseende upplevd stressnivå 

(perceived stress) och empati (personal distress) bland 

sjuksköterskestudenterna. I studie IV framkom att MBM kursen kan ses 

som ”en väg till inre medvetenhet och stöd till att knyta an till andra och den 

omgivande världen” vidare identifierades temana: ”en förmåga till en mer 

medveten närvaro”, ”en ökad uppfattningsförmåga och inre medvetenhet” 

samt ”att knyta an till andra människor på en djupare nivå”. Slutsats 

Utifrån resultaten i avhandlingens explorativa (I, II) del är slutsatsen att de 

observerade positiva attityderna, och uppfattningarna bland vårdgivare 

avseende IM och det nyutvecklade hälsobegreppet kan ses som viktiga 

facilitatorer för ytterligare implementering av IM i det Nederländska hälso- 

och sjukvårdssystemet. Vidare, den ökade förmågan att hantera stress, 

utveckla empatisk förmåga och mer öppenhet för nya perspektiv på hälsa 

och behandlingsalternativ hos läkar- och sjuksköterskestudenter efter 

deltagande i en MBM kurs (implementeringsdelen i denna avhandling, III, 

IV), stöttar antagandet att kursen kan ses som ett användbart verktyg för att 

understödja en mer integrativ vårdansats bland framtida vårdpersonal.
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Preface 

In autumn 2005 I decided to work at a youth theatre school in the rural area 

of Southern India. As a recently graduated student in human nutrition and 

human movement sciences (more specifically ‘rehabilitation and health’), I 

felt well equipped and skilled to start my job at this school as a local health-

worker. With lots of pleasure and enthusiasm I was involved in the 

organization of grass-root activities such as health checks by the local 

medical hospital and visits for all children to the dentist. Together with the 

local staff we created healthier menus and taught the children basic 

knowledge about health and hygiene. While becoming part of this local 

community, these (often low-class) people slowly started to broaden my 

views and perceptions of life. Apart from my interest in their cultural 

notions on health, I developed an everlasting fascination for their ways of 

being in the world. The central question that arose in my mind was: how can 

these people - while being surrounded by REAL problems such as 

considerable low incomes, class and gender issues, alcohol abuse, and 

limited access to adequate healthcare facilities - beam such joy and 

happiness?  

When I returned back in the Netherlands after spending 1,5 year in 

Southern India, I continued my career as a clinical research associate for 

oncological trials. However, I realized that I could not put all these Indian 

experiences out of my mind. Therefore, to further broaden my 

understanding about various visions toward health and wellbeing, I decided 

to study Chinese Medicine at the Academy for Traditional Chinese Medicine 

in the Netherlands. After completing this, I was able to work as a researcher 

at the Louis Bolk Institute (Driebergen, the Netherlands), with the aim to 

investigate the possibilities for blending the best of both worlds within the 

healthcare system. When a collaboration arose between Mid Sweden 

University and the Louis Bolk Institute, I regarded it as a great opportunity 

to combine this work in a doctoral thesis. This thesis deals with Integrative 

Medicine (IM), which is a relatively new concept that aims to integrate 

holistic principles in conventional care. To make the work both conceptual 

and practical, I decided to focus on both attitudes and perceptions towards 

IM and on the implementation and evaluation of a mind-body course as a 

tool to create openness toward holistic healthcare approaches.  
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Initially, my intention was to get more insight into the possibilities of IM 

in the Dutch healthcare setting by directly studying the attitudes toward IM 

among various healthcare professionals. However, at the time of the onset of 

this thesis, I observed great attention to a recently posed dynamic concept of 

health by my colleague Machteld Huber. I saw a great deal of overlap 

between the underpinnings of IM and her proposed concept of health. When 

I became involved in a major study with Machteld Huber in which we 

investigated the support for this new, dynamic concept of health, I 

considered it valuable to include this study in my thesis. In this study we 

were able to unravel a rich amount of information about new directions in 

the Dutch healthcare system and prevailing perceptions on what health 

comprises according to all main stakeholders concerned: from high level 

policymakers and directors, to various healthcare professionals and patients 

themselves. Assuming that attitudes are to a great extent influenced by 

colleagues and ‘the system’ that people are in, this study permitted me to 

gain a better understanding of the relevance and possibilities of IM in the 

Dutch healthcare practice.  

Over the years, I have gained a lot of respect for all healthcare providers 

from different domains and disciplines that work with their clients and 

patients on a daily basis. It is my experience that while different roads are 

often taken to a desired goal, the same objective is shared among all: namely 

the desire to stimulate optimal health and wellbeing of the people they serve. 

With this thesis I aim to contribute to further improvement of health and 

healing, which might be beneficial not only for the patients but for the health 

professional him or herself as well.   

 

March 2017 

Marja van Vliet 
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1 Introduction 

 

“We cannot solve our problems with the same thinking we used when we created 

them” – A. Einstein 

 

While over the years medical care has been very successful in ’fighting 

disease’, current societal trends such as an increasing number of chronically 

ill and increasing healthcare expenditures have forced Western authorities to 

search for new ways to organize healthcare (Rechel, Doye, Grundy, & 

McKee, 2009; Vos, 2015). To illustrate, the proportion of people with one or 

more chronic diseases in the Netherlands is expected to rise from nearly a 

third of the total population in 2011 to more than 42 percent in 2020 

(Hoeymans et al., 2014). At the same time, healthcare expenditures have 

more than doubled from 43 billion euro in 1999 to 93 billion euro in 2013, 

and are expected to continue to increase to 150-170 billion euro in 2030 (CBS, 

2016a; Hoeymans et al., 2014). Furthermore, it is observed that patients 

increasingly demand an active and autonomic role within the healing 

process (Butalid, Verhaak, Boeije, & Bensing, 2012). Within this context, 

Dutch healthcare community has been searching for new strategies to 

maintain high quality care and to keep healthcare accessible and affordable 

for all (Hoeymans et al., 2014). Thereby it has been increasingly recognized 

that focus on cure and disease may be appropriate for acute conditions, but 

might be misdirected to address the care needs of elderly and chronically ill 

(Hoeymans, 2014). Instead, more attention is now being given to health-

oriented approaches, which focus on health promotion, vitality and 

possibilities rather than on disease (Eriksson & Lindstrom, 2008). These 

strategies aim to engage patients and citizens to play a more active role with 

respect to their own health (Hoeymans et al., 2014). During the outset of this 

thesis, a new concept of health was posed by Huber et al. (2011), which 

describes health ‘as the ability to adapt and self-manage, in the face of 

mental, social, and physical challenges’. According to this concept, the focus 

is on strategies that provide guidance to people to become more resilient, 

develop self-management skills, improve healthy behaviors, and learn to 

cope with certain conditions. Thereby it may serve well as a new framework 

in the Dutch healthcare system. 

The health-oriented concept of Integrative Medicine (IM) seems to be in 

line with transitions within both society and healthcare (Bell et al., 2002; 

Maizes, Rakel, & Niemiec, 2009; Snyderman & Weil, 2002). IM is a holistic 
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and comprehensive healthcare approach that focuses on the overall well-

being and healing process of patients rather than on disease, complaints and 

limitations. IM stimulates people to become partners in their own care, as it 

is the individual him or herself who has the disease or condition in daily life 

and it is the individual him or herself who has the primary responsibility to 

manage that disease or condition, in collaboration with their physician and 

other caregivers (Kligler et al., 2015). To achieve optimal health and healing, 

it uses a whole range of therapies for which there is evidence of safety and 

effectiveness. Thereby it embraces both conventional and complementary 

therapies, such as mindfulness, yoga, and herbal supplements (Maizes et al., 

2009). 

IM has evolved strongly in the USA since its emergence a few decades 

ago. Advocates consider the concept of IM as a potential contributor to a 

more sustainable healthcare system as it might lead to more efficacious care 

and decreased healthcare expenditures (Baars & Kooreman, 2014; Sarnat & 

Winterstein, 2004). Recent studies have demonstrated beneficial health 

outcomes and functional improvements after IM based treatment (Ben-Arye 

et al., 2015), especially in patients experiencing pain (Abrams et al., 2013; 

Kligler, Teets & Quick, 2016; Levett, Smith, Bensoussan & Dahlgren, 2016; 

Saha et al., 2016). Its patient-centredness has made IM popular among 

patients as well (Maizes et al., 2009; Templeman & Robinson, 2011). In the 

USA, a wide range of medical centres, including Duke Medical Centre, 

Mayo Clinic and MD Anderson Cancer Centre have implemented IM 

models of care. At these clinics, patients are offered an integrative treatment 

plan, combining medical care and lifestyle advice with mind-body 

techniques and complementary therapies (Greeson et al., 2008). Nationwide, 

the implementation, education, and research of IM is facilitated by the 

Academic Consortium of Integrative Medicine and Health (ACIMH), to 

which more than 40% of all American academic institutions are affiliated, 

including prominent institutions such as Stanford, Harvard, and Duke 

University (http://www.imconsortium.org/members/members.cfm, seen on 

15-01-2017; Maizes et al., 2015).  

In Europe, IM is also getting more and more attention, although at a 

considerably slower pace. There are examples of IM models of care, such as 

the Osher Centre for Integrative Medicine at the Karolinska Institute in 

Sweden and the University Clinic in Essen, which has an IM department 

(Dobos, 2009). In the Netherlands, IM has been implemented in the 

children’s clinic of the Slotervaart Hospital in Amsterdam and at the Centre 
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for Integrative Psychiatry (Lentis) in Groningen (Von Rosenstiel, Schats, 

Bongers, & Jong, 2011).  

Despite the supposed potential to contribute to a more sustainable 

healthcare system, a number of challenges exist with implementing IM. 

Above all, there is an ongoing strong reliance on biomedically-centred 

evidence models in the field of medicine. These models rest upon the 

reductionistic assumption that all traits and other characteristics 

demonstrated by living organisms can ultimately be fully explained in terms 

of the physical and chemical molecules of which they are composed. 

Understanding of human functioning is obtained by examining its lower 

level parts such as organs, tissue, cells, DNA, molecules, etc. As a result, 

focus is on curing deficits and disease by altering chemical reactions and 

repairing its functional parts (Baars, 2011; Benner & Wrubel, 1989). On the 

other hand, IM is rooted in a holistic philosophy, assuming that the whole is 

greater than the sum of its parts. Working mechanisms are explained by 

relating all levels of structural and functional complexity. Thereby, the 

origin of illness and disease are regarded in a wider context and more 

emphasis is given to relational aspects such as influence of lifestyle. Also, the 

holistic view assumes that body and mind are connected and this 

knowledge is actively used in the process of prevention and recovery of 

disease (Koithan, 2013).  

Strong conviction of either the biomedical or the holistic view is regarded 

a major obstacle for integration of care (Adams, Hollenberg, Lui, & Broom, 

2009; Baars, 2011; Bell et al., 2002). It is assumed that education from a 

dominant biomedical viewpoint within conventional disciplines might result 

in an ingrained bias against non-reductionist knowledge (Weil, 2000). 

Therefore, to overcome resistance and achieve collaboration between 

different domains in order to provide optimal care to the patients, 

integration of educational programs about integrative care within curricula 

seems an important prerequisite (Willison, Lindsay, Taylor, Schroeder, & 

Andrews, 2013). These programs might contribute to an increased reflexivity 

and openness toward integrative care among future healthcare providers. 

However, educational programs about integrative care are limited in Europe 

and the Netherlands so far (Flaherty, Fitzgibbon, & Cantillon, 2015). The 

Mind-Body Medicine (MBM) course developed at Georgetown University, 

School of Medicine USA, is an example of a program from a integrative, 

holistic viewpoint. This educational program encompasses several evidence 

informed complementary techniques such as mindfulness meditation, 

visualisation and bio feedback (Karpowicz, Harazduk, & Haramati, 2009).  



 

4 

 

Overall, it aims to foster self-care and self-awareness, and as a result to 

contribute to an enhanced relationship between patient and healthcare 

professional. Previous research has shown that applying complementary 

techniques that may improve medical competencies is more successful in 

creating openness than just familiarizing the students with the principles of 

integrative care (Kolkman, Jong, & Haramati, 2010). 

 

This thesis intends to contribute to an increased insight into the relevance 

and possibilities of IM within the Dutch healthcare system. Therefore, it first 

investigates the attitudes and practices of IM among Dutch nurses, as an 

addition to previous studies among other healthcare disciplines. To link 

these findings to visions within the context of the Dutch healthcare, it also 

explores the support for the new dynamic definition of health by Huber 

(2011) among main stakeholders of the Dutch healthcare system. 

Furthermore, it evaluates the potential of an MBM course for medical and 

nursing students as an educational program to foster an integrative care 

approach among future healthcare professionals. 
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2 Background 

2.1 Integrative Medicine 

 

2.1.1 Definition of Integrative Medicine 

Etymologically, the English word ‘integrate’ is derived from the Latin 

‘integrare’ and means ‘put together parts or elements and combine them into 

a whole’ (www.etymonline.com). As Koithan (2014, p3-4) describes: ‘Entities 

that are integrated are not characterized by their distinct pieces and parts; 

rather, they are viewed as new wholes that resemble ‘living organisms in 

organization and development’. Accordingly, IM considers an individual 

not as a biological, psychological, social, and spiritual being, but rather as a 

bio-psycho-socio-spiritual being, which is in constant interaction with its 

environment. On an organizational level, IM is about a process of integration 

of various elements and the creation of new relationships and structures 

within healthcare (Bell et al., 2002; Koithan, 2014a).  

IM originated several decades ago. During the emergence of IM, different 

conceptual models and refined definitions on IM have arisen (Maizes et al., 

2009). The ACIMH defines IM as following: ’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, health care professsionals and disciplines to achieve optimal  

health and healing’ (https://www.imconsortium.org/about/about-us.cfm). 

Furthermore, the Bravewell Collaborative (2008) describes that IM educates 

and empowers people to be active participants in their own care, emphasizes 

the therapeutic relationship and makes use of all appropriate, evidence-

based approaches. A cornerstone in IM is that healthcare professionals form 

equal and mutual relationships with individuals. Moreover, health 

promotion and prevention play an important role. Optimal health and 

healing are achieved by a nonhierarchical blending of both conventional and 

evidence-based complementary and alternative treatment options (Boon, 

Verhoef, O'Hara, Findlay, & Majid, 2004). In the Netherland, IM is described 

by Duijn and Schatz (2009). These authors subdivided the concept of IM into 

four pillars: (1) a supportive relationship between physician and patient, (2) 

an explicit focus on prevention and self-responsibility, (3) the integration of 

evidence - based complementary and alternative therapies, and (4) a healing 

environment to provide the most effective and least invasive treatment. 

Hence, IM strives to achieve optimal health and healing of the patient in four 
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different ways. The first is by encouraging healthcare professionals to take 

on an interactional role toward the patient making shared decisions and to 

account for the patients’ understanding and motivation. The second is to 

provide optimal support for lifestyle changes by the patient. The third is to 

apply all appropriate therapeutic approaches. The fourth and final way is to 

acknowledge and promote a healing physical environment for patients 

(Duijn & Schats, 2009). 

The concept of IM has originated in the field of medicine. Therefore, 

although IM is applicable to healthcare professionals in general, it is mainly 

developed from the perspective of medical doctors. To further extend and 

specify IM to the position and function of the nurse and to underline the 

pivotal role of the nurse in integrative practice, the concept of Integrative 

Nursing (IN) was recently introduced by Kreitzer & Koithan (see Koithan, 

2014a). The concept of IN is based on the following six principles: First, that 

human beings are whole systems, inseparable from their environments. 

Second, that human beings have an innate capacity for health and well-being. 

Third, that nature has healing and restorative properties that contribute to 

health and well-being. Fourth, acknowledging that IN is person-centered 

and relationship-based. Fifth, confirming that IN practice is informed by 

evidence and uses the full range of therapeutic modalities to 

support/augment the healing process; moving from least intensive/invasive 

to more intensive/invasive as needed in the context. The sixth and final is 

that IN focuses on the health and well-being of both caregivers and those 

they serve.   

 

2.1.2 Complementary and Alternative Medicine 

Providing care in line with IM means that  treatment approaches for which 

there is evidence of safety and effectiveness from both conventional 

medicine and Complementary and Alternative Medicine (CAM) are 

integrated to form “one” care. CAM is defined by The National Center for 

Complementary and Integrative Health (NCCIH) as a group of diverse 

medical and healthcare systems, practices, and products that are not 

considered to be part of mainstream medicine. More precisely, non-

conventional modalities which are used in place of conventional medicine 

and alternative are referred to as being ‘alternative’, while non-conventional 

modalities which are used together with conventional medicine and 

alternative are referred to as being ‘complementary’ (NCCIH, 2016). 

According to this definition, CAM seems to be outside mainstream medicine. 

However, the boundaries between the two are not absolute and specific 
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CAM therapies may, over time, become widely accepted as the evidence 

builds up. For example, while mindfulness was considered as 

complementary in the past, due to an increased insight in the working 

mechanisms and vast body of evidence it has become widely accepted and 

integrated within conventional care and has shifted from complementary to 

a more conventional treatment approach (ZonMW, 2014).   

To provide a schematic overview, CAM has been described by five 

different domains (see Bjerså, 2012). These domains are not formally defined 

and some CAM practices may fit into more than one domain:  

1. Alternative whole medical systems 

Alternative medical systems are built upon complete systems of theory and 

practice. Often, these systems have evolved apart from, and earlier than, 

conventional medical approaches based on the biomedical paradigm. 

Examples of alternative medical systems that have developed in Western 

cultures include homeopathic medicine and naturopathic medicine. 

Examples of systems that have developed in non-Western cultures include 

traditional Chinese medicine and Ayurveda. 

2. Natural products  

Natural products comprise the use of substances found in nature, such as 

herbs, foods, and vitamins. Examples include dietary supplements, herbal 

products, and probiotics.  

3. Mind and Body medicine 

Mind and Body medicine focuses on the interaction between brain, mind, 

body and behavior. These therapies use a variety of techniques designed to 

enhance the mind’s capacity to affect bodily functions and symptoms. Some 

techniques that were considered CAM in the past have become mainstream 

(for example, patient support groups and cognitive-behavioral therapy). 

Other mind-body techniques are still considered CAM, including meditation, 

hypnosis, yoga, and therapies that use creative outlets such as art, music, or 

dance. 

4. Manipulative and body-based practices 

Manipulative and body-based methods in CAM are based on the 

manipulation and/or movement of structural parts of the body (eg. joints, 

circulation, lymphatic system, etc.). Some examples include chiropractic or 

osteopathic manipulation, and massage. 

5. Other CAM practices 

Among other CAM practices, the leading category is movement therapies, 
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covering a broad range of Eastern and Western movement-based approaches 

used to promote physical, mental, emotional, and spiritual wellbeing. 

Examples include Feldenkrais method, Alexander technique, Pilates, Rolfing 

Structural Integration, and Trager psychophysical integration. Second to that, 

practices of traditional healers can also be considered a form of CAM. 

Traditional healers use methods based on indigenous theories, beliefs, and 

experiences handed down from generation to generation. A third field in 

this domain involves manipulation of various energy fields to affect health. 

Such fields may be characterized as veritable (measurable) or putative (yet 

to be measured). Examples are reiki, healing touch and qi gong.  

 

2.1.3 Integrative Medicine as a shift in paradigm 

Several authors have claimed that IM can be regarded as the assimilation of 

CAM in conventional care (Coulter, 2004). However, proponents view it as a 

paradigm shift, replacing the biomedical, reductionist paradigm with a more 

holistic, health oriented approach (Bell et al., 2002). While the biomedical 

paradigm mainly focuses on the cure of deficits and disease, IM focuses on 

health, wellbeing and possibilities. Epistemologically, the concept of IM is 

rooted to the paradigm of complex adaptive systems (CAS). This approach 

assumes that all natural and social systems are complex and interdependent. 

It considers a human being as a whole system in which relationships among 

parts are formed and information is shared, rather than being built up by 

distinct parts and pieces. Furthermore, all structures of a system are 

interconnected and inseparable from its environment (Koithan, 2014a; 

Schianetz & Kavanagh, 2008). Feedback is provided at different levels to 

allow these systems to self-organize, adapt continually and change in an 

unpredicted manner (Schianetz & Kavanagh, 2008). According to the theory 

of CAS, a system is considered healthy when all functional elements are 

working properly together and are able maintain a stable environment 

within a relatively small range. The capacity to deal with expected or 

unexpected change is called resilience (Rockstrom et al., 2009). The level of 

resilience can be increased by understanding the structures and patterns of 

interaction within and between these systems (Schianetz & Kavanagh, 2008).  
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2.2 Integrative Medicine from the patient, healthcare 

provider and societal perspective 

IM can occur at six levels (according to Tataryn & Verhoef, 2001): 

1. Patient / consumer 

2. Healthcare provider 

3. Clinic 

4. Institution 

5. Professional / regulatory 

6. Health policy or system 

 

This chapter first describes the concept of IM in more detail from the 

perspective of the patient, since the emergence of IM is to a large extent 

impelled by consumers (Templeman, 2011). Second, IM is further described 

from the viewpoint of healthcare providers, as they play a pivotal role in the 

successful implementation of IM. Finally, IM is described from a societal 

perspective. From this viewpoint, IM is related to current reformations in the 

global and Dutch healthcare systems and the incorporation of the new, 

dynamic concept of health by Huber et al. (2011).    

 

2.2.1 Integrative medicine from the patient’s perspective  

2.2.1.1 Popularity of IM and CAM among patients and consumers 

IM has become popular among a growing number of patients and 

consumers in Western societies (Templeman & Robinson, 2011). People feel 

attracted to IM since it allows patients to have more autonomy and greater 

engagement in the healing process (Maizes et al., 2009). Interest in IM is 

reflected by the increased use of CAM in Western countries. Depending on 

exact definition, the prevalence of use in adult population varies from 9 to 

65% (Ernst, 2000; Ernst, 2001; Eisenberg et al., 1998; Tindle, Davis, Phillips, & 

Eisenberg, 2005). In context of this thesis, CAM use in three countries, the US, 

Sweden and the Netherlands, was reviewed. Two national surveys in the US 

report more than a third of the population has used CAM in the previous 

year, representing approximately 72 million US adults. Modalities that were 

most used were herbal therapy (18.6%), relaxation techniques (14.2%), and 

chiropractic (7.4%). Depending on the exact definition and region, about 20-

49% of the Swedish population uses some form of CAM, including massage, 

anthroposophy, acupuncture, chiropractic and naprapathy (Eklöf & 
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Landsting, 2001; Hanssen et al., 2005). Modalities that were most used in 

Sweden were massage, natural remedies, including herbs, chiropractic and 

acupuncture. In the Netherlands, about 5,1% of the general population have 

visited a CAM professional such as an anthroposophic physician, 

homeopathic physician or acupuncturist in the previous year (CBS, 2016b). 

Another survey study showed that 6.5% of mainstream general practice 

patients in the Netherlands had visited a CAM professional in the year 

preceding the survey (Cardol, Van Dijk, De Jong, De Bakker, & Westert, 

2004). These lower percentages for the Dutch population compared to the 

American and Swedish population are most likely caused by the fact that a 

more narrow definition of CAM was used, including only modalities based 

on alternative medical systems. In contrast, for the American and Swedish 

setting also natural products, mind and body medicine and manipulative 

and body-based practices are included. To illustrate, a survey that used a 

broader definition of CAM and included all five CAM domains as 

formulated by NCCIH among pediatric patients reported use of CAM 

among 30% of the respondents, with highest use of homeopathic remedies 

(48%), phytotherapy (45%), nutritional supplements (28%) and manual 

therapies (28%) (Vlieger, Van de Putte, & Hoeksma, 2006). 

Although characteristics of CAM users compared to non-CAM users 

differ between countries, comparison of data from Western countries shows 

that CAM users are more likely to be female and middle-aged, have higher 

levels of income and level of education, and reside in a non-urban area (Reid, 

Steel, Wardle, Trubody, & Adams, 2016). Moreover, CAM use is usually 

higher among patients with specific health conditions such as 

musculoskeletal pain (Artus, Croft, & Lewis, 2007; Grazio & Balen, 2011; M. 

C. Jong, van de Vijver, Busch, Fritsma, & Seldenrijk, 2012), pregnancy (Hall, 

Griffiths, & McKenna, 2011), diabetes (Garrow & Egede, 2006), 

gastrointestinal conditions (Dossett, Davis, Lembo, & Yeh, 2014), cardiac 

diseases (Bahall, 2015) and cancer (Wanchai, Armer, & Stewart, 2010) 

compared to healthy individuals. Furthermore, CAM use is higher among 

people with more than one chronic disease and those with poor self-

reported health (Bishop & Lewith, 2010). 

Patients intentionally seek CAM for its holistic notion of health and the 

focus on prevention and wellbeing instead of curing disease. Other factors 

are the perception of CAM as safe, the active role within the healing process, 

a sense of control over the treatment, the ability of CAM to provide hope 

and the perception that CAM practitioners are more supportive toward their 

health compared to other health professionals (Reid et al., 2016). Overall, 
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observations suggest that the influence of push factors (positive emotions 

such as alignment with personal beliefs) are stronger than the influence of 

pull factors (negative emotions such as dissatisfaction with conventional 

treatment) (Van Dulmen, De Groot, Koster, & Heiligers, 2010; M. C. Jong, 

Van de Vijver, et al., 2012).  

2.2.1.2 Integrative Medicine and the concept of Patient-Centered Care (PCC) 

The relationship between patient and healthcare provider is a fundamental 

part of IM. According to IM, optimal health and healing requires a mutual, 

humanistic partnership between patient and healthcare provider (Maizes et 

al., 2009). Accordingly, IM has a lot of overlap with the concept of Patient-

Centered Care (PCC). Like IM, PCC puts a strong focus on patient 

participation in clinical decision making by taking into account the patients’ 

perspective, and tuning medical care to the patients’ needs and preferences 

(Bensing, 2000; Epstein & Street, 2011). The term PCC was introduced in the 

medical literature in 1955 by Balint who contrasted it with ‘disease-centered 

medicine’ (Balint, 1955; Brown, 1999). Rather, PCC assumes that people need 

to be seen in their biopsychosocial entirety and therefore places the person at 

the center of his or her own care (Henbest & Stewart, 1989). Although 

various definitions exists, the US Institute of Medicine defined PCC as 

healthcare that establishes a partnership among practitioners, patients and 

their families to ensure that providers and systems deliver care that is 

attentive to the needs, values and preferences of patients (IOM, 2001). In 

their view, this requires mutual, power-sharing relationships that are 

collaborative and includes a ‘whole person’ orientation. Its hallmark is to 

customize treatment recommendations and decision-making in response to 

patients’ preferences and beliefs (Maizes et al., 2009). Evidence suggest that 

PCC has several benefits for patients, such as better treatment outcome, 

improved health status, enhanced patient satisfaction, and reduced 

utilization of care (Mauksch, Dugdale, Dodson, & Epstein, 2008; Stewart et 

al., 2000; Williams, Weinman, & Dale, 1998). Furthermore, it seems to lead to 

enhanced practitioner satisfaction and lower malpractice rates (Levinson, 

Roter, Mullooly, Dull, & Frankel, 1997; Meryn, 1998). 

PCC is often opposed to evidence based medicine (EBM). EBM is defined 

as “the process of systematically finding, appraising, and using 

contemporaneous research findings as the basis for clinical decisions” 

(Straus, Glaziou, Richardson, & Haynes, 2010). Hence, EBM aims to move 

beyond clinical experience and physiological principles to rigorous 

evaluations of the consequences of clinical action. In EBM practice, evidence 
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is gathered by basic or applied research, such as in-vitro studies, laboratory 

experiments, cohort studies and ultimately randomized clinical trials. 

Mostly, these trials are performed on large population under specific study-

related conditions (Guyatt, Rennie, Meade, & Cook, 2015). Worldwide, 

interest in EBM and its concepts and principles has grown exponentially 

since the term was launched in the 1990s. This resulted in an exponential 

growth in the number of clinical trials and the widespread incorporation of 

treatment standards based on EBM within clinical practice. Also, educators 

of most healthcare disciplines have included the subject of EBM within their 

teaching programs at undergraduate and postgraduate levels (Montori & 

Guyatt, 2008). Over the years, EBM has greatly enhanced healthcare quality 

by offering empirical evidence of the benefits and risks of treatment options. 

However, there is also criticism against EBM. Firstly, critics argue that it is 

questionable if the results of clinical trials can be considered as universal 

evidence and thereby be extrapolated to all individuals ‘in the real world’.  

This extrapolation may be hampered by the occurrence of biological 

variation between individual patients (Straus & McAlister, 2000). Also, 

considering EBM as a golden standard in medicine may take away 

healthcare professionals’ attention from preferences and values of patients 

(Greenhalgh, Snow, Ryan, Rees, & Salisbury, 2015; Hoffmann, Montori, & 

Del Mar, 2014; Seshia, 2015). Nevertheless, when looked at in more detail, 

EBM recognizes that evidence obtained by scientific proof is not sufficient to 

drive clinical decision making. Its principles underline that clinical decision 

making should incorporate patient values and preferences and should 

include both in-depth physiological understanding and profound 

background knowledge (Guyatt et al., 2015). Despite the recognition of the 

relevance of patients’ individual situations, critics argue that incorporation 

of EBM has (unintentionally) lead to a situation in which healthcare 

professionals have minimized the attention to the patient (Greenhalgh et al., 

2015; Hoffmann et al., 2014; Seshia, 2015). In the process of clinical decision 

making, knowledge from all resources is often arranged in a vertical order, 

with epidemiological and population based knowledge on top and the 

specific needs and contextual situation of the individual on a lower level. As 

their typical daily routines include seeing many patients in a limited time, 

many doctors will mainly rely on guidelines to provide evidence based 

guidance and thus spend less focus to individual preferences (Seshia, 2015).  

IM aims to achieve a healthcare practice in which PCC and EBP co-exist 

and complement each other. According to IM, clinical decision making 

requires the integration of the best research evidence with clinical expertise 
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and each patient’s unique values and circumstances (Kreitzer, Kligler, & 

Meeker, 2009). Thus, PCC should guide how to apply best available 

evidence in appropriate ways (ZonMW, 2014). Application of EBM in which 

patients take a central role involves a sophisticated way of interacting with 

the patient to reveal the essence of his or her inquiry and the ability to 

transform this to an appropriate treatment plan. Profound practice and 

training are required to acquire these skills (Kreitzer et al., 2009; Marcus & 

McCullough, 2009).  

 

2.2.2 Integrative medicine from the healthcare provider’s perspective 

2.2.2.1 Introduction 

Healthcare providers play a pivotal role in the development and 

implementation of IM, as they are the ones who literally bring the concept 

into practice. Enthusiasm and motivation from their side form a crucial 

aspect for successful implementation (Hupkens, 2012). Therefore, to get 

more insight into the possibilities of IM in Dutch healthcare, it is important 

to gain more insight into current attitudes and beliefs toward IM. This 

section will first provide an outline of the existing literature of attitudes 

toward IM among healthcare providers. The attitudes toward CAM will be 

described in more detail. Lastly, possibilities for IM within medical and 

allied health education will be discussed. 

2.2.2.2 Attitudes toward IM and CAM among healthcare providers 

Existing literature about attitudes toward the general concept of IM is scarce. 

In my work prior to the offset of this thesis, we have undertaken a survey 

study among Dutch youth healthcare physicians (YHPs). In the Netherlands, 

YHPs are responsible for monitoring, detection, screening and 

immunization of all children. In contract to the relatively more curative 

focus of the pediatrician, YHPs have thereby a clear focus on prevention, 

lifestyle, and environment. The study found that Dutch YHPs have a 

relatively positive attitude toward IM (M. C. Jong, Van Vliet, Huttenhuis, 

Van der Veer, & Van den Heijkant, 2012). This positive attitude was also 

found in another survey study held in the Netherlands among healthcare 

professionals (including both healthcare managers and providers). 

Furthermore, this study among healthcare professionals revealed a clear 

difference in attitude toward each of the components of IM. Nearly all 

respondents regarded the pillars of ‘prevention, lifestyle and patients’ 
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responsibility’ and ‘the relationship between patient and healthcare professional’ as 

important (both 98%), while lower percentages considered ‘the healing 

environment’ (70%) and ‘the use of evidence-based CAM’ as important (64%) 

(M.C. Jong et al., 2011). No studies among other healthcare disciplines or 

within other countries are available, except from two studies that explored 

attitudes toward IM among students. A study by Flaherty (2015) showed 

that British medical students considered IM as relevant and over two-third 

of the respondents believed that an introductory course on IM should be 

provided in medical school. Finally, a qualitative interview study among 30 

Australian medical students revealed that they considered the framework of 

IM as a proper framework to teach and develop improved interprofessional 

collaboration to foster mutual understanding among disciplines and to 

achieve more effective patient care (Templeman, Robinson, & McKenna, 

2016).  

2.2.2.3 Attitudes toward CAM 

Looking more specifically toward CAM, the study among Dutch YHPs 

showed that more than half of the respondents used one or more forms of 

CAM and one third recommended CAM therapies. However, the majority 

(62%) of YHPs did not ask their clients about CAM use and seemed to have 

a lack of knowledge regarding CAM. Another survey study among Dutch 

paediatricians that we performed prior to the offset of this thesis showed 

similar results. Almost one third of the paediatricians recommended CAM 

therapies and the majority (62%) did not ask their patients about the use of 

CAM. Although the respondents indicated a lack of knowledge of various 

CAM therapies, the wish for more information about CAM was relatively 

low (Vlieger, Van Vliet, & Jong, 2011). Similarly, although the majority of 

healthcare providers (77%) in a Dutch paediatric oncology centre indicated 

to have insufficient knowledge of CAM, less than half of the medical doctors 

and three-fourths of other involved healthcare disciplines (mainly nurses) 

wished to learn more about CAM (Gunawan et al., 2016). Another survey 

study showed that Dutch psychiatrists underestimate the use of CAM 

among their patient population. Although reluctant to integrate CAM within 

conventional practice, nearly half of the respondents wished for more 

knowledge on CAM (Hoenders, Appelo, & Milders, 2006). While no specific 

studies are available about attitudes toward CAM among Dutch nurses, 

some indications come from an international review by Chang et al. (2015). 

In this review it is estimated that one third of the nurses are positively 

inclined to the provision of CAM. However, levels of knowledge about risks, 
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benefits and side effects are generally low. Around half of the nurses felt 

unable to discuss safety and efficacy of CAM therapies with their patients. A 

recent survey suggested a positive attitude toward CAM among Swedish 

nurses as well. While only 11% of the responding nurses practiced CAM 

themselves, 43% of the respondents wished to practice a CAM method in the 

future. Main experienced barriers were lack of knowledge, lack of available 

evidence and little knowledge on legislative issues concerning CAM (M. 

Jong, Lundqvist, & Jong, 2015). 

Unsupervised use of CAM can have consequences for patient safety. A 

lack of perceived openness between patient and healthcare provider may 

result in patients who do not discuss their use of CAM in combination with 

their conventional treatment (Hsiao et al., 2003; Mootz & Bielinski, 2001). 

This patient-initiated and unsupervised use of CAM has the potential for 

adverse effects, such as herb-drug interactions (Chen et al., 2011; Fasinu, 

Bouic, & Rosenkranz, 2012), therapy-related complications (Holla, IJland, 

Van der Vliet, Edwards, & Verlaat, 2009; Lim, Cranswick, & South, 2011), 

and restriction from or decreased compliance of conventional therapy (Lim 

et al., 2011). An open attitude by healthcare providers can foster an open 

atmosphere in which patients feel free to disclose their CAM use. Also, 

knowledge of CAM among healthcare professionals can create an increased 

awareness of existing risks, and can help healthcare providers to provide 

adequate and sufficient information to patients. 

2.2.2.4 Education of IM and CAM 

In the US, an increasing number of universities have incorporated an 

introductory course on IM within their curriculum. An example is the online 

introductory course on IM for medical and allied health professionals as 

developed by the University of Arizona, which has so far been piloted at 75 

medical and allied health institutions. This course covers topics such as 

patient autonomy and empowerment; prevention, lifestyle and behavioral 

change; wellbeing of the healthcare professional his or herself; and 

evaluation of evidence-based CAM treatments (Maizes et al., 2015). In 

contrast, few European medical and allied health educational programs 

have embedded IM within their curricula (Flaherty et al., 2015). However, 

the provision of appropriate education is considered an important 

prerequisite for skillful integrative care (Kligler et al., 2004; Kreitzer et al., 

2009; Weil, 2000). This is confirmed by the findings of studies by Sundberg et 

al. (2007) and Jong et al. (2015) that indicated lack of knowledge and 
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scientific evidence as main barriers during the development of IM initiatives 

in Sweden.  

 

2.2.3 Integrative medicine from a societal perspective 

2.2.3.1 Introduction 

With its focus on the overall well-being and healing process of patients 

rather than solely on their disease, the concept of IM seems to be in line with 

contemporary transitions within both society and healthcare (Bell et al., 2002; 

Maizes et al., 2009). Due to several societal transitions, the healthcare system 

is currently facing major challenges. Improved healthcare services and 

preventive strategies have led to rapid increases in life expectancy. Despite 

variation between countries, the overall percentage of elderly people (i.e. age 

above 65 years) has increased from 8.5% in 1960 to 13,8% in 2005 in Western 

countries (Hoeymans et al., 2014; Rechel et al., 2009). Furthermore, the 

amount of people living with chronic diseases is increasing (Vos, 2015). This 

increased elderly population together with the maintenance of chronic 

diseases demands an increased intensity of care, which puts upward 

pressure on healthcare costs. Overall, the greatest impact on healthcare 

expenditure can be accounted to the complexity of technologies (Rechel et al., 

2009). For the Dutch situation, the total healthcare expenditures have more 

than doubled from 43 billion euro in 1999 to 93 billion euro in 2013 (CBS, 

2016a). Apart from demographic changes and inflation, nearly half of these 

increased costs can be accounted to a complexity of causes including an 

increased number of patients, intensified treatments and the utilization of 

new technologies (CBS, 2014). It is expected that this pressure on healthcare 

expenditure will continue to grow in the Netherlands, given the prediction 

that the number of people with one or more chronic diseases will increase 

from 5.3 million in 2011 to 7 million in 2030 (Hoeymans et al., 2014). 

The Dutch government is aiming to find new ways to deal with the 

increase of people with chronic diseases and to keep healthcare feasible and 

affordable (Hoeymans et al., 2014). At first, the actual trend in policy is an 

increased focus on individuality and autonomy (Van der Veen, 2011). 

Formerly, the Dutch welfare state focused on the protection of citizens from 

external risks, whereas nowadays people are expected to play a more active 

role regarding their lives and assume a greater responsibility. Dependent on 

the capacity to act well, patients are expected to take the direction in their 

treatment (Hoeymans et al., 2014; Rijksschroef-Van der Meer, 2011). This 

stronger focus on active involvement of the patient is enforced by the 
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demand of the patient for more egalitarian relationships between the patient 

and the healthcare provider and is facilitated by the increased accessibility of 

medical information (eg. via internet) (Butalid et al., 2012). Patients 

increasingly advocate for a more self-directing role in the healing process 

and prefer active involvement in clinical decision making based on their 

personal needs and derived from one’s own perceived condition (Verkooijen, 

2006). The supportive function from healthcare policy, services and 

professionals, together with sufficient capacities by the patient such as 

knowledge, skills and confidence in his or her own capacity, are needed to 

realize this change in patient position (NPCF-CBO, 2011). 

2.2.3.2 Towards a new definition of health 

Recently, Dutch policymakers are increasingly focused on the dynamic 

concept of health as formulated by Huber et al. (2011). This concept 

describes health ‘as the ability to adapt and to self-manage, in the face of physical, 

mental and social challenges’. This dynamic description of health highlights the 

human capacity to (learn to) be resilient and to cope with new situations, as 

required in the course of life. The term ‘self-manage’ means that people are 

engaged in healthful behavior and active in managing illness (Lorig & 

Holman, 2003). With respect to people with one or more chronic disease(s), 

it means that they are able to cope with the consequences of this/these 

chronic condition(s) in their daily lives, and participate as active partners 

with their physicians and other healthcare providers in the care process 

(based on Holman & Lorig, 2004). The concept by Huber et al. (2011) has a 

positive approach by focusing on what makes people healthy rather than on 

what makes them unhealthy. Proponents regard that this new concept better 

fits current societal trends than the formal definition of health by the World 

Health Organization (WHO, 1948), which describes health as ‘a complete 

state of physical, mental and social well-being and not merely the absence of 

disease’. Thus, according to this WHO definition, health is seen as the 

opposite of illness and disease, which has resulted in a major focus on the 

diagnosis and treatment of symptoms and disease (Fawcett and DeSanto-

Madeya, 2013). This was fitting in the time when this definition was 

postulated and acute and infectious diseases were highly prevalent, but 

seems less applicable in current western societies in which chronic diseases 

have become more dominant (Huber, 2011). Furthermore, some critics argue 

that the term ‘complete’ suggests an almost unattainable state and thereby 

unintentionally could enhance the risk of medicalisation (Saracci, 1997; 

Bircher, 2005; Wylie, 1970; Smith, 2008; Fitzgerald, 1994). Moreover, 
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according to this definition, health seems rather a condition or state in 

relation to normality instead of a measure that reflects the capacity to cope 

with the demands of life (Bircher, 2005; Nordenfelt, 2007). It should be noted 

that in the literature often no difference is made between the terms ‘illness’ 

and ‘disease’ (Wellard, 2010). However, Nordenfelt (2007) suggests that 

illness can be regarded as a state of suffering or disability experienced by the 

subject and disease as a bodily or mental process that is such that it tends to 

cause an illness (Nordenfelt, 2007). Thus, the term ‘disease’ is bio-medically 

orientated and focuses on the underlying pathology (i.e. healthcare 

professionals’ perspective), while ‘illness’ reflects the person’s subjective 

experience of their condition (i.e. patients’ perspective). In this thesis, the 

terms ‘illness’ and ‘disease’ are used according to this distinction. 

From the patients’ perspective, people with a chronic disease do not see 

themselves automatically as unhealthy (Van der Lucht & Polder, 2010). Also, 

many elderly people consider themselves to be healthy, despite the fact that 

their physical abilities are significantly reduced (Bircher, 2005). To them, 

being healthy means to have the ability to fulfill one’s life (Kooiker, 2011). 

This resembles the new, dynamic concept of health by Huber et al. (2011) in 

the sense that being healthy reflects the capacity to deal with internal and 

external stressors, despite possible limitations – and the tendency to adapt to 

changing conditions. Thus, the concept aims to stimulate and facilitate 

people to acquire resources and find ways to cope with the consequences of 

chronic conditions in their daily lives. Thereby, the concept underlines that 

people and patients should be encouraged to become competent and active 

players of their own health. Hence, the focus has changed from an 

individual with one or more isolated complaints to an individual who is part 

of a community and in the context of his or her life (Hoeymans et al., 2014; 

Nordenfelt, 2007). Health care policy should be directed to giving people 

tools to fulfill this role and thus have the opportunity to live a good life. At 

the same time, redesigned educational programs for healthcare providers 

are needed to train students for a new role. In this role, healthcare 

professionals, in addition to providing professional guidance, should be 

effective teachers who aid the patients in developing skilled health practices 

and attentive listeners to their patient’s concerns and interests (Holman & 

Lorig, 2004).     

2.2.3.3 Links between IM and the new, dynamic concept of health 

IM fits well in the framework of the new dynamic concept of health. 

Epistemologically, both concepts are rooted in the paradigm of CAS (see 
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page 8). Furthermore, both concepts are based on a positive health approach, 

which is directed to improve health rather than to challenge unhealthiness. 

Salutogenesis forms a cornerstone in both IM and the new concept of health. 

Salutogenesis is the study of the origin of health and thereby forms a 

counterpart for pathogenesis which focuses on the origin of disease 

(Antonovsky, 1984). Salutogenesis constitutes a view on health that is 

originally created by the medical sociologist Aaron Antonovski (1923-1994). 

In general, it focuses on the acquirement of resources and successful coping 

strategies to increase and/or maintain health and wellbeing. According to 

salutogenesis, health is regarded as a movement in a continuum on an axis 

between total ill health (dis-ease) and total health (ease). Salutogenic 

resources can overcome stressors - such as pathogenic forces – and restore 

health; otherwise these stressors can breakdown a system to ‘ill health’ 

(Lindström & Eriksson, 2010). Antonovsky identified during his qualitative 

studies three personal characteristics that prevented negative health 

outcomes in spite of extreme negative life experiences among survivors of 

concentration camps.  

These are:  

 An individual’s ability to assess and understand the situation they 

are in (comprehensibility) 

 An individual’s ability to find meaning to move in a health 

promoting direction (meaningfulness)  

 An individual’s capacity to do so (manageability) 

Together these three components are called the Sense of Coherence (SOC) 

(Lindström & Eriksson, 2010). Although the components of SOC are derived 

from a specific population, existing evidence from more recent 

epidemiological studies suggest that they are universal to the whole 

population. For example, people who develop a strong SOC during their life 

span live longer, have a tendency to choose positive life behaviors, and 

manage stress and negative life events better. Overall, a strong SOC or the 

individual’s ability to identify and use one’s health resources is regarded as 

a key capacity for people’s ability to gain health and have a healthy 

orientation in life (Eriksson & Lindstrom, 2008). Salutogenesis falls within 

the field of health promotion, which can be defined as a process of enabling 

people to develop health through their assets and thus having the 

opportunity to lead a good life (WHO, 1986). Salutogenesis often symbolizes 

health promotion as a river of health (Eriksson & Lindstrom, 2008). 

According to Antonovsky, it is not enough to promote health by avoiding 

stress or building bridges that keep people from falling into the river. 
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Instead, people have to learn to swim (Antonovsky, 1987). Therefore, 

healthcare policy should be aimed at the mobilization of health resources 

and capabilities of patients in community settings and within health 

institutions (Eriksson & Lindstrom, 2008). Thereby the focus should shift 

from individuals and groups to the context of life (IUHPE, 2007; Potvin & 

Jones, 2011).  

It is argued that the widely prevailing biomedical paradigm has been an 

obstacle in the incorporation of IM (Adams et al., 2009; Baars, 2011). The 

incorporation of the new dynamic concept of health and the salutogenic 

framework might overcome these barriers, as both concepts are rooted in the 

same paradigm. Moreover, the IM and the new, dynamic concept of health 

seem to have a lot in common, such as the focus on improving health by 

acquiring resources instead of curing disease, the responsibility of the 

individual in his or her own health, the active role of the patient in the 

healing process, and the changing role of the health professional to a more 

coaching function (Bell et al., 2002; Huber et al., 2011). Therefore, both 

concepts might complement and support each other.  

2.3 Mind-Body Medicine 

2.3.1 Introduction 

Psycho-social skills like empathy, self-reflection, and self-awareness are 

important competencies for skillful, integrative care (Koithan, 2014a; Quinn, 

2014). These skills enable healthcare professionals to adapt to the patients’ 

needs and circumstances and help to form strong collaborations with 

patients and their families and function well within multi-professional teams. 

However, research shows that many healthcare professionals find 

difficulties coping with the complexity of clinical practice, leading to high 

levels of perceived stress and emotional exhaustion among both doctors and 

nurses. Stress is, apart from negative consequences on personal health, also 

linked with a decrease in empathy (Neumann et al., 2011). Research shows 

that MBM can strengthen the capacity for self-awareness and self-care in 

medical students, and thereby can contribute to improved overall wellbeing 

of the students (Esch, 2002; Esch & Stefano, 2010; S.L. Shapiro, Shapiro, & 

Schwartz, 2000). Moreover, studies have shown that improved self-care and 

reduced stress levels of stress has also significant impact on an enhanced 

relationship between healthcare professional and provider (Esch, 2012; 

Grepmair, 2007). MBM focuses on the relationship between mind, body, and 

brain. It aims to enhance psychological and physiological functioning 

through specific CAM techniques such as meditation, relaxation, and guided 
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imagery (Saunders et al., 2007). MBM is based on two principal notions 

(Brinkhaus & Witt, 2012): 

1. Stress plays a major role in the pathogenesis of disease. 

2. Relaxation methods, mindfulness, and other mind-body skills, 

including cognitive behavioral techniques, are beneficial to health.  

Hence, MBM uses self-care orientated strategies to improve self-

management-skills and to enhance resiliency and salutogenesis (Esch, 

Sonntag, Esch, & Thees, 2013). It fosters the individual’s ability to withstand 

the impact of one or more stressors. Previous studies have shown that 

resilient healthcare professionals are more engaged, attentive, and 

empathetic with their clients, are better team-focused with their colleagues, 

and are less likely to experience emotional exhaustion, despair, and burnout 

(Turner & Kaylor, 2015). 

Providing MBM within the educational programs of various health 

disciplines can serve as an introduction of holistic approaches within the 

conventional curriculum. Thereby it can also contribute to an increased 

openness toward CAM among future healthcare professionals. Experiencing 

CAM based techniques is likely to be more successful in creating openness 

toward holistic conceptions than just theoretically explaining the principles 

of CAM (Kolkman et al., 2010).  

 

2.3.2 Stress and empathy among medical and nursing students: the 

present situation* 

 

*See Box 1 (page 24) for concept definitions of MBM related personal characteristics  

Considerable high levels of stress are observed among medical students. A 

Dutch study reported that a quarter of Dutch medical students suffer from 

severe fatigue (Conijn & Boersma, 2013). Another report showed that 26% of 

medical residents suffered from burnout, of which 6% met the criteria for 

severe burnout. The residents scored especially high on the categories of 

emotional exhaustion and depersonalization (Prins et al., 2010). A 

comparable American study indicated that approximately half of medical 

students suffered from burnout (Dyrbye et al., 2006). Confronting life and 

death, ethical conflicts, and a high workload were reported as underlying 

factors for the high proportion of self-reported stress and burnout among 

students (Dyrbye et al., 2010). These high levels of stress and burnout 

continue to exist further along medical students’ careers (Shanafelt et al., 

2012; Soler et al., 2008; Twellaar, Winants, & Houkes, 2008). Also, high levels 



 

22 

of stress are linked with a significant decrease in empathy among medical 

students over the course of medical school and residency with a major drop 

in empathy occurring at the start of the clinical practice phase (Hojat et al., 

2009; Neumann et al., 2011). However, another study among British students 

found that empathy was stable among female students, but affective 

empathy slightly declined among male students (Quince, Parker, Wood, & 

Benson, 2011). 

Only limited data is available regarding levels of stress among nursing 

students. A survey among 161 nursing students showed that 43% of the 

respondents experienced stress during clinical practice (Blomberg et al., 

2014). High rates of burnout are reported for employed nurses. A 

nationwide study among more than 11,000 Swedish registered nurses 

showed that nearly one third of them suffered from emotional exhaustion 

(Leineweber, Westerlund, et al., 2014). Furthermore, the transition process 

from nursing education into the workforce is described as being highly 

stressful, resulting in increased depression and anxiety and a considerable 

number of nurses leaving the profession (Blomberg et al., 2016; Chang & 

Daly, 2012). A cross-sectional study among nurses and nursing students by 

Ferri, Guerra, Marcheselli, Cunico, & Di Lorenzo, (2015) showed that 

empathy declines with age and years of nursing career and was inversely 

related to burnout levels.  

So far, the causal relation between stress/burnout and empathy remains 

unknown. Stress and burnout have been proposed to alter empathy, since 

depersonalization in burnout leads to dehumanizing and objectifying 

patients. For example, once medical students enter clinical practice and are 

faced with morbidity and mortality, they may protect their own feelings of 

vulnerability by dehumanizing patients (Hojat et al., 2009; Neumann et al., 

2011). Also, physicians suffering from depersonalization are impaired in 

adopting the psychological perspective of their patients and tend to keep 

them at a distance (Neumann et al., 2011; Shanafelt et al., 2005). Recently, it 

has been hypothesized that high levels of empathy can be protective against 

burnout, as it gives sense to the medical practice and creates greater 

professional satisfaction. According to this hypothesis, genuine empathy 

generates stable relations between emotional and cognitive dimensions on 

the neuro-functional level, which maintains self-other distinctions to prevent 

inappropriately attributing to oneself what others are currently experiencing 

(Ferri et al., 2015; Thirioux, Birault, & Jaafari, 2016). 
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2.3.3 Fostering self-care, self-awareness and empathy in medical and 

nursing education* 

 

*See Box 1 (page 24) for concept definitions of MBM related personal characteristics  

The importance of self-care and self-awareness among students is 

increasingly recognized as an important competency of future healthcare 

providers. Personal growth and awareness can help them to reflect on their 

own attitudes and emotions and, if necessary, regulate their responses in a 

timely manner. Also, it can lead to an increased level of consciousness of the 

influence of their own attitudes and behavior on the patient (Brinkhaus & 

Witt, 2012; AAMC, 2004 ; Novack et al., 1999). Furthermore, clinical empathy 

is generally considered as a vital element in patient care. Enhancing 

empathic abilities supports physicians to be active listeners, to explore 

patients’ perspectives, and to understand patients’ context and living 

situation during consultation (CanMEDS, 2011). Presently, self-care and self-

awareness (usually under the umbrella of professionalism) and empathy 

have all been adopted to the core competency frameworks for medical 

doctors, which all physicians are required to obtain during their education 

(CanMEDS, 2011; KNMG, 2015). Despite this recognition of psychosocial, 

communicative skills, the incorporation of successful courses to foster these 

competences is generally low (J. S. Gordon, 2014). 

 

2.3.4 Georgetown Mind Body Medicine skills course 

So far, an inventory study in 2014 showed that at least 15 medical 

universities in the USA have started to incorporate MBM courses into their 

curriculum to foster student self-care, self-awareness, and empathy. In 

Europe, Charité University (Berlin) has started offering MBM classes to their 

medical students (Brinkhaus & Witt, 2012). Furthermore, a pilot project 

offering MBM to medical students is performed at Coburg University in 

Germany (Esch et al., 2013). Georgetown University School of Medicine 

(GUSOM) was the first university that developed and implemented an MBM 

course which was specifically tailored for medical students (Karpowicz et al., 

2009). In this experiential course, participating students learn various 

techniques to become more aware and better able to deal with stressors in 

their professional and personal life. The course is offered as an 11 week 

program, consisting of weekly sessions that follow a standard format. All 

sessions are led by one or two facilitators. Each session starts with a quiet  
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Box 1: Concept definitions of MBM related personal characteristics  

 

meditation and ‘check in’ in which the students and facilitators share their 

experiences of the previous week, including the use of previously learned 

techniques. Next, at each session a new mind-body technique is introduced 

and practiced by the participants (e.g. self-expression by drawing, guided 

imagery, autogenic training, mindfulness walking and eating, etc.). Usually, 

scientific evidence and /or clinical mechanisms for practiced techniques are 

shared. Following the experiential exercise, the experiences are discussed 

and reflected upon by going round all course participants. An important 

pre-condition is that all members of the group agree to confidentiality, trust, 

1. Perceived stress: the degree to which individuals appraise situations in 

their lives as stressful. It represents the individual’s pattern of reacting to 

events and his/her ability to cope with these events (S. Cohen, Kamarck, 

& Mermelstein, 1983). 

2. Burnout: a prolonged response to chronic emotional and interpersonal 

stressors on the job defined by three dimensions: emotional exhaustion, 

depersonalization (i.e. treating people as impersonal objects), and 

reduced personal accomplishment (Maslach, Jackson, & Leiter, 1996). 

3. Empathy involves the ability to: (a) understand the patient's situation, 

perspective, and feelings (and their attached meanings); (b) communicate 

that understanding and check its accuracy; and (c) act on that 

understanding with the patient in a helpful (therapeutic) way (Mercer & 

Reynolds, 2002). The empathy construct is usually divided into a 

cognitive and an emotional component. The cognitive component covers 

the ability to see things from another’s perspective, and the emotional 

component covers typical emotional reactions (Davis, 1983; Paro et al., 

2014).  

4. Self-reflection: A conscious thought process that enables individuals to 

correct beliefs and leads to revised interpretations of experiences and 

new behaviors (Mezirow, 1992). 

5. Self-care: the students’ ability to care for themselves physically and 

emotionally (Novack, Epstein, & Paulsen, 1999). 

6. Self-awareness: the students’ capacity for introspection and recognition 

of their own feelings, and for managing emotions well in themselves and 

in their relationships (Goleman, 1998). 
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integrity, and honesty. At the end the students receive homework exercises 

to practice the learned techniques at home (J. S. Gordon, 2014; Karpowicz et 

al., 2009).  

 

2.3.5 Working mechanisms 

So far, the mechanism that underlies the beneficial effects of the MBM course 

has not been studied. Therefore, it is not known if there are certain specific 

elements within the course that are most influential for the beneficial effects 

or that the overall composition of the course elements leads to the positive 

effects. Firstly, it may be related to the mindfulness based elements that 

enhance a more mindful state of consciousness. According to the 

mindfulness model of Shapiro, being more mindful reflects an increased 

ability to witness one’s own inner life. Individuals get insight into the 

purpose and direction of their attention (intention), learn to pay attention to 

what is actually happening (attention) and do this in a more accepting and 

caring way (attitude) (S. L. Shapiro, Carlson, Astin, & Freedman, 2006). 

Furthermore, the positive effects may be based on the elicitation of the 

Relaxation Response (RR). The RR is an integrated set of physiological 

changes that are the opposite of the flight or fight (stress) response, 

including decreased oxygen consumption, heart rate, arterial blood pressure, 

respiratory rate, and changes in central nervous system activity. During 

mind-body practices, one can learn to consciously elicit the RR by specific 

sounds, thoughts or muscular activity while passively ignoring distracting 

thoughts (Benson, Beary, & Carol, 1974; Deckro et al., 2002). In addition, the 

sharing of personal stories may lead to an increased understanding of the 

feelings and situations of others. Finally, the expression of one’s own 

thoughts and feelings may lead to an increased openness and perceived 

acceptance (Saunders et al., 2007; Talisman, Harazduk, Rush, Graves, & 

Haramati, 2015).  

 

2.3.6 Evidence of the effects of the MBM course on medical and 

nursing students 

Several studies are available that have studied the effects of the MBM course 

for medical students. Previous studies with pre-posttest design on the MBM 

course as developed by Georgetown University reported significantly 

decreased perceived stress (Dutton et al., 2013; Karpowicz et al., 2009; Motz 

et al., 2012) and increased levels of empathy (Karpowicz et al., 2009; Motz et 

al., 2012) at end of course. Furthermore, a controlled biomarker study 
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measuring the level of stress by cortisol in saliva demonstrated lower levels 

of stress among students at the end of the MBM course at Georgetown 

University compared to their controls (Maclaughlin et al., 2011). 

Additionally, increased mindfulness and reduced depression are observed 

among participants (Dutton et al., 2013; Motz et al., 2012). In a study with a 

qualitative design, MBM participants at Georgetown University described 

heightened self-awareness and self-reflection, a greater understanding of the 

importance of self-care as well as development of coping skills to deal with 

the demands of medical school (Saunders et al., 2007). Another study that 

evaluated a comparable MBM course among German medical students 

found significantly improved emotional responses to stressful situations and 

increased general physical and mental wellbeing after the course and after 

six months follow-up (Esch et al., 2013). A study by Bond (2013) among 

American students showed favorable but not significant changes in 

perceived stress and empathy at the end of a comparable MBM course. This 

might be caused by a low sample size (N=27). Additionally, beneficial effects 

for self-regulation and self-compassion at the course were found in this 

study (Bond et al., 2013).  

Overall, evidence for the effectiveness of MBM is strongest for perceived 

stress. However, sample sizes in the studies were usually low and only in 

the study by Esch (2013) was a control group used and long-term effects 

were studied. Consequently, it is not possible to draw strong conclusions on 

the effectiveness of MBM. Furthermore, the effects might depend on cultural 

background. Therefore, it remains unknown if the observed effects among 

mainly American medical students can be extrapolated to their European 

peers. Moreover, only medical students were studied so far, and the effects 

of MBM on students from other healthcare disciplines are unknown. Given 

the high prevalence of stress among (future) nurses, insight into the 

suitability and possible effects of the MBM course on nursing students 

would be valuable (Blomberg et al., 2014; Blomberg et al., 2016; Ferri et al., 

2015; Leineweber, Chungkham, Westerlund, Tishelman, & Lindqvist, 2014; 

Leineweber, Westerlund, et al., 2014).   
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3 Rationale 

The patient-centered and health-oriented underpinnings of the concept of 

IM  seem to address well the demands and preferences of the chronically ill. 

Furthermore, there are indications that IM can lead to more cost-effective 

treatment options with beneficial health outcomes. Given the current burden 

of chronically ill and the enormous rise in healthcare expenditure, it seems 

important to further explore prerequisites and tools for implementation of 

IM in Dutch healthcare. A positive attitude toward the pillars of IM among 

healthcare providers is an important prerequisite for successful 

implementation of IM, as they are the ones who literally bring the concept 

into practice (Hupkens, 2012; Bravewell, 2003; Busch et al, 2015). Previously, 

attitudes toward IM were studied among healthcare providers in general, 

YHPs and pediatricians (M.C. Jong et al., 2011; M.C. Jong, Van Vliet, et al., 

2012; Vlieger et al., 2011). Insight in the attitudes toward IM among nurses is 

relevant as well, given their central and supportive role in daily patient care 

(ANA, 2010; Gordon, 2002). Therefore, in the first part of this thesis the 

attitudes toward and current practice of IM among Dutch nurses were 

studied. Apart from a positive attitude among healthcare professionals, 

incorporation of IM is largely influenced by prevailing paradigms within the 

healthcare system (Baars, 2011). Therefore, insight into current notions on 

health among all main stakeholders is relevant to gain a broader 

understanding of the forces at work and prerequisites for implementation of 

IM. More specifically, the new concept of health ‘as the ability to adapt and 

to self-manage’ may support awareness and openness toward IM, since both 

concepts are rooted in a holistic paradigm. Thus, it may be assumed that 

possible incorporation of this concept of health as a new framework in 

healthcare is likely to serve as a facilitator to further IM. The support 

towards the new concept of health and perceived indicators of health among 

main stakeholders were therefore investigated in the first part of this thesis. 

Another tool or way to further implementation of IM within the Dutch 

healthcare system is to broaden the views on health, and to increase insight 

in a holistic care approach and knowledge on CAM therapies by means of 

education. Previous preliminary research among American students has 

shown that a MBM course has the potential to foster openness towards and 

to develop skills for an integrative care approach. However, the effects have 

not been studied yet among nursing students and European medical 

students. Therefore, the second part of this thesis deals with the 
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implementation and evaluation of an MBM course among Dutch medical 

and Swedish nursing students.   
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4 Aims and objectives 

 

The overall aim of the PhD project was to gain more insight in the 

prerequisites and tools for implementation of IM within the current Dutch 

healthcare system.  

Based on these overall aims, the thesis has the following specific objectives 

which can be divided into two parts: A. Exploration and B. Implementation 

(see Figure 1):  

 

A. Exploration: 

1.  To assess the attitudes, beliefs and practices of IM among nurses in 

the Netherlands (paper I); (as an expansion to previous studies among 

healthcare professionals in general, YHPs, and pediatricians) 

2. To evaluate among stakeholders the support for the new, dynamic 

concept of health, as published in 2011: ‘Health as the ability to adapt 

and to self-manage’, and to elaborate perceived indicators of health in 

order to make the concept measurable (paper II);  

B. Implementation: 

3. To investigate the effects of an MBM course on perceived stress, 

empathy and self-reflection among medical and nursing students 

(paper III); (as a possible tool to foster an integrative care approach) 

4. To obtain an in-depth understanding about the meaning and 

implications of a MBM course for Dutch medical and Swedish 

nursing students (paper IV). 
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Figure 1. Schematic overview of this thesis  
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5 Methods 

”Study what interests you and is of value to you, study it in different ways that you 

deem appropriate, and utilize the results in ways that can bring about positive 

consequences within your value system” - Tashakkori & Teddlie 

5.1 Design 

An overview of the aims and methods of the papers is presented in Table 1. 

Methodological approaches were chosen that were most concordant with 

the specific aims and research questions of each study (Tashakkori & 

Teddlie, 1998). This resulted in the mix of quantitative and qualitative 

research designs. Quantitative and qualitative research designs take stance 

from different research paradigms and thereby generate different types of 

data. Roughly, quantitative research designs adopt an empiricist philosophy 

of knowing the emphasized objectivity by using numbers, statistics and 

experimental control to quantify phenomena. Application of quantitative 

research designs help to produce objective data on magnitude of effect and 

causality (McMillan & Schumacher, 2001). In contrast, qualitative research is 

an inquiry process of understanding based on distinct methodological 

traditions. The researcher builds a complex, holistic picture, analyses words, 

reports detailed views of informants and conducts the study in a natural 

setting. Qualitative research designs contribute to an increased 

understanding of the nature and meaning of a phenomenon (Creswell, 2009). 

By combining both quantitative and qualitative approaches, and thus 

performing a mixed method study, nature can be observed from different 

viewpoints.  This approach has helped to better unravel the complexity of 

reality in this thesis. First, a mixed methods approach was applied in an 

exploratory sequential design (paper II) (Creswell & Plano Clark, 2011); the 

results of a qualitative interview study were verified by a quantitative 

survey study among a larger population. Second, a mixed methods 

approach was applied in a convergent parallel design (Creswell & Plano 

Clark, 2011). The quantitative results of paper III and the qualitative results 

of paper IV were both related to interpret the effects of the MBM course. 

Thereby the aim of the results of the interview study (paper IV) was to give 

color and nuance to the statistically determined results of paper III. 
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Table 1. An overview of aim, methodology, analythical method and particpants in each paper 

 Aim Design Participants Analysis 

Paper I To assess attitudes, beliefs, and 

practices of IM among nurses  

Cross-sectional survey 

study 

355 registered nurses in the 

 Netherlands 

- Pearson’s chi square test 

- Anova 

- Logistic regression 

Paper II To evaluate the support for the new, 

dynamic concept of health: ‘Health as 

the ability to adapt and to self-manage’, 

and to elaborate perceived indicators 

of health. 

Mixed method design: 

qualitative interview 

study followed by cross-

sectional interview 

study 

 

59 / 575 patients  

16 / 317 physicians 

7/ 110 nurses  

2 / 216 physiotherapists  

15 / 430 citizens 

14 / 80 policy makers  

5 / 15 insurers 

15 / 89 public health actors 

7 / 106 researchers 

- Manifest content 

 analysis  

- Cronbach’s alpha 

- Pearson’s chi-square test 

- T-test 

- Anova 

- Regression analyses by GLM 

Paper III To investigate the effects of a Mind-

Body skills program on perceived 

stress, empathy and self-reflection 

among medical and nursing students 

Controlled quasi-

experimental study 

Intervention group: 

74 medical and 47 nursing 

students 

Control group: 

61 medical and 64 nursing 

students 

- Chi square test 

- T-test 

- Anova 

- Linear Mixed Models analysis  

- Little’s Missing Completely at 

Random test 

Paper IV To obtain an in-depth understanding 

about the meaning and implications 

of a Mind-Body skills program for 

medical and nursing students  

Qualitative interview 

study 

11 Dutch medical students 

15 Swedish nursing students 

Phenomenological Hermeneutics  
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From a practical viewpoint, the use of approaches was also influenced by 

practical and organizational circumstances. For example, the controlled 

intervention study (paper III) had a quasi-experimental design as it was not 

possible to randomize students or work with a waiting list control (Bouter & 

Van Dongen, 2000; Trochim & Donelli, 2006). Instead, control samples were 

chosen among peer students that were following another course. Also, 

selection of samples for the cross-sectional survey studies (paper I and II) 

were based on availability of the population under study. This resulted in 

both purposeful and convenience sampling (Bouter & Van Dongen, 2000; 

Patton, 2001).  

5.2 Paper I 

 

5.2.1 Design 

The study reported in paper I comprised a cross-sectional survey study. A 

survey is a list of questions aimed at extracting specific data from a 

particular group of people. Cross-sectional implies that data were derived 

from one time point (Trochim & Donelli, 2006). By doing so, it provides a 

'snapshot' of the outcome and the characteristics associated with it. A cross-

sectional study design is an appropriate choice when it is aimed to provide 

an exploratory description of the prevalence of the outcome of interest 

(Bouter & Van Dongen, 2000). This fitted to the aim of the study, since no 

previous data about attitudes and perceptions among nurses toward IM 

were available and it was aimed to get a broad, general impression. A 

qualitative study design is considered to be an appropriate design in case of 

absence of previous knowledge (Patton, 2001). However, a quantitative 

study was chosen since indications of attitudes from IM were investigated 

among other Dutch health disciplines in two previous studies (M. C. Jong, 

M. Van Vliet, et al., 2012; Vlieger et al., 2011). This study was meant as an 

extension of these results.  

     Use of a cross-sectional survey design enabled the collection of data to 

show what proportion of respondents was familiar with IM, practiced IM, 

etc. Furthermore, it enabled investigation of associations between 

characteristics and the outcome of interest. For example, it allowed 

investigation of characteristics that predicted a positive attitude to IM. 

However, since data collection for each individual was carried out at one 

time-point, it was impossible to infer causality (Bouter & Van Dongen, 2000). 
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5.2.2 Participants 

The participants in the study reported in paper I were Dutch registered 

nurses. The aim was to get a broad, general impression by this explorative 

study. Accordingly, there was no restriction for work setting (hospital 

settings, psychiatric care settings, hospices, elderly homes, home care 

organizations, etc) or specialty (registered nurse, nurse practitioner, 

managing nurse, etc). Due to a lack of cross-disciplinary organizing 

structures and registers, it was not feasible to generate a comprehensive list 

of nurses from which a random sample could be drawn for participation in 

this study. Therefore, a convenience sample of nurses was sought among 

readers of the Dutch nursing journal ‘Nursing’. ‘Nursing’ is part of the 

International Reed-Elsevier media group (Nursing, 2013). No sample size 

was calculated, but the aim was to include sufficient nurses to get a 

representative sample of nurses.  

 

5.2.3 Data collection 

Data were collected through a structured, anonymous, online survey 

questionnaire. The content and outline of the survey was based on a 

previous online survey that was originally designed in a study to investigate 

the attitudes toward IM among healthcare professionals and managers in 

the Netherlands (M.C. Jong et al., 2011). At first, adaptations were made to 

socio-demographic questions to fit the survey to the population of nurses. 

The original survey comprised five sections. The first four sections were 

related to one of the four pillars of IM as described by Duijn et al (2009, see 

page 5) and contained questions about attitudes, beliefs, and practice of IM 

in specifically directed to that concerning pillar. The fifth section contained 

questions on the overall concept of IM and the relative importance of each of 

the pillars. However, the first pillar of IM, ‘the healthcare provider-client 

relationship’, was excluded from the current survey for the nurses. This was 

decided in consultation with the Dutch society for nurses (V&VN, 2014) 

because, according to the definition of IM by Duijn (2013), this pillar 

primarily focuses on the changing relationship between the medical doctors 

and their patients. Lessons were learned from this; see methodological 

discussion. Lastly, some minor textual changes were made. Overall, 

completion of the survey was designed to take no longer than ten minutes. 

An online pilot version of the survey was sent to five nurses working at 

different hospitals in the Netherlands, after which some final minor textual 

modifications were made.  
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The final questionnaire consisted of 38 questions and started with socio-

demographic data and practice characteristics (see appendix 1). Next, the 

respondents were asked about their attitudes, beliefs, and practice of IM in 

four sections (according to Duijn, 2009): 

section 1. prevention, lifestyle and, patients’ responsibility for their own 

healing process;  

section 2. use of evidence-based safe complementary and alternative (CAM) 

therapies;  

section 3. healing environment; 

section 4. overall concept of IM. 

 

Each of the first three sections started by giving an explanation of the 

specific pillar of IM. Respondents were asked if their organization was 

undertaking initiatives concerning that topic, and the respondents were able 

to specify if these initiatives were implemented in: general policy; human 

research management; healthcare programs; research; education; or other 

areas. For each IM pillar, respondents could indicate if they had sufficient 

possibility to implement these initiatives or if they lacked knowledge, 

experience, scientific evidence, time, means, or support. Additionally, for the 

section about the pillar ‘use of evidence-based safe CAM’, respondents were 

asked which of the listed forms of therapies they considered to be 

complementary to conventional treatment and which form(s) they 

considered to be suitable for implementation in their organization. This list 

was based on the five domains of CAM as listed by NCCIH (see page 7). In 

consultation with Van Praag Institute, an advisory and training institution in 

CAM for nurses and other health disciplines, a list with most practiced CAM 

therapies was drafted. An open field was added to allow nurses to mention 

other CAM therapies that were not listed. Each of these survey sections 

ended with four or five fixed statements to address the beliefs of 

respondents with respect to that particular IM key pillar. Section 4 contained 

questions regarding the attitude toward the IM concept itself and about the 

relative importance of each pillar.  

In 2010, an announcement with a link to the survey was placed in the 

biweekly e-newsletter of ‘Nursing’ (approximately 36.000 subscribed nurses) 

and on the website of ‘Nursing’ (Nursing, 2013). The announcement 

remained on the website for three months, after which the questionnaire was 

closed.   
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5.2.4 Data analysis 

Next, different statistical methods were used to analyze the data in the most 

appropriate way. Descriptive statistics were used to summarize the socio-

demographic characteristics of the respondents and their responses to the 

questions  (Field, 2009). Furthermore, Pearson’s chi-square test was used to 

test for difference in categorical responses between two or more 

independent groups (Field, 2009). For example, if there was a difference in 

opinion about cost-effectiveness between nurses who were familiar with IM 

and nurses who were not familiar with IM. Lastly, multiple logistic 

regression was used to find characteristics that would predict certain 

attitudes and beliefs toward IM. All p-values below the threshold of 0.05 

were considered significant. Data were analyzed using SPSS 19.0 (IBM corp., 

Armonk, NY, USA). 

5.3 Paper II 

 

5.3.1 Design 

The study had an explorative mixed methods exploratory sequential design 

(Creswell & Plano Clark, 2011), aiming to develop a conceptual and 

operational framework related to the new concept of health, formulated as 

‘the ability to adapt and self-manage, in the face of physical, mental, and 

social challenges’. This concept was previously proposed by an international 

expert group that was lead by Machteld Huber. The current study (paper II) 

was performed in collaboration with Machteld Huber. The study design 

comprised a qualitative study including interviews and focus groups as a 

first step, followed by a quantitative survey to verify the qualitative results. 

The rationale for using a mixed methods approach was that the two steps of 

data generation and verification were necessary to support the process of 

making the health concept more operational (Creswell & Plano Clark, 2011; 

Patton, 2001). 

 

5.3.2 Data collection and participants 

Phase 1. Qualitative step 

The interview study was held in 2012 and comprised 30 qualitative (semi-

structured) interviews, seven mini-group interviews (two to three persons), 

and thirteen focus group sessions. The selection of organisations and people 

was based on the authors’ knowledge about the field and the advice of 
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healthcare opinion leaders. This resulted in 140 participants from six 

stakeholder groups with the following profiles:  

1. Healthcare providers: various medical specialists from academic and non-

academic hospitals and general practitioners (14 interviews and 1 mini-

group interview), physiotherapists (2 interviews), and nurses (1 focus 

group); 

2. Patients with various chronic diseases (8 focus groups); 

3. Policymakers, including government officials from the Ministry of Health, 

Wellfare and Sport (ZonMw), and one of its staff members, the President of 

the Royal Dutch Medical Association (KNMG) (5 interviews and 2 mini-

group interviews), and six nursing homes directors (1 focus group); 

4. Insurers: representatives from four insurance companies (3 interviews and 

1 mini-group interview); 

5. Public Health actors: representatives from a variety of organisations, such 

as the director of the Dutch Association of Community Health Services 

(GGD), the team leaders responsible for the Public Health Status and 

Outlook report (VTV) and the project leaders responsible for the National 

Self-Management Action Programme (LAZ) (2 interviews, 2 mini-group 

interview and 1 focus group); 

6. Citizens: a group of healthy subjects from several General Practitioner 

practices (1 focus group); and a random group of individuals over the age of 

70 from an elderly network (1 focus group); 

7. Researchers: scientists from different institutes in the field of human 

physiology, stress physiology, nutrition and health, psychologyy and social 

medicine (4 interviews and 1 mini-group interview). 

 

Individual and mini-group interviews were conducted by Machteld Huber 

face-to-face, except from two interviews that were conducted by phone call. 

Focus group meetings were held at a central location in the Netherlands and 

were successively chaired by me, Machteld Huber or a research trainee. 

After a preparatory introduction to the WHO definition and the new concept 

of health, the following three questions were posed: 

1. What do you consider to be positive and negative about the new 

concept, and if you think the concept needs further specification, 

indicate in what respect? 

2. What do you consider to be indicators of health? 

3. Do these indicators fit in the new concept of health? 
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The meetings were audio-recorded, transcribed and summarised, and 

sent back to the interviewees for approval. Interviews and focus groups 

went on beyond the moment that maximum heterogeneity was reached, 

in order to give the most broad and representative spectrum of 

stakeholders as possible the opportunity to express their opinion. 

 

Phase 2. Quantitative steps 

Based on the results of phase 1, an anonymous, structured, online survey for 

distribution among members of all stakeholder groups was developed (see 

appendix 2). The survey started with questions on demographic and other 

characteristics, (e.g. age, gender, level of education, and if a person had 

(faced) a chronic illness). These questions were, if applicable, fitted to each 

specific stakeholder domain where necessary (e.g. level of education, 

profession). Following an introduction about the existing WHO definition 

and the new concept of health, respondents were asked for their positive 

and/or negative opinions about this new concept. The questionnaire 

presented the main positive and negative opinions, as expressed in the 

interviews. Respondents could agree or disagree with an unrestricted 

number of the opinions. They were also invited to make additional positive 

or negative comments. Next, 32 statements were provided, covering all 

health dimensions and aspects that were induced during phase A.  Each 

statement corresponded with a specific health aspect. The respondents were 

asked to assign a score to each of these statements between 1 (‘completely 

unimportant’) to 9 (‘highly important’). In addition, there was an answer 

option ‘I don’t know’. The survey was piloted among several members from 

each stakeholder domain, through existing contacts, before final distribution. 

The final survey was distributed over the course of a month in autumn 

2012. The aim was to obtain an as large as possible and representative as 

possible sample from the different target groups. Physicians and 

physiotherapists were approached via the official panels of their 

professional associations (KNMG and KNGF). These panels consist of 

members that voluntarily have subscribed to be on a list of people that are 

occasionally invited for online surveys. For physicians it is representative for 

age, gender and specialisation. All members of both panels were invited to 

complete the survey questionnaire and thereby no stratification took place. 

Citizens were sampled from validated and representative panels of research 

agency Flycatcher (www.flycatcher.eu). This sample was stratified for age, 

gender, level of education, and region. A selective sample of chronically ill 

people was drawn from the same panel to represent patients. Additional 
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patients were recruited by a group-mail to all members of eight main patient 

organizations. All physicians, physiotherapists, patients and citizens were 

invited via an email containing a link to the online survey. After 4 to 14 days 

reminders were sent. No panels were available for other stakeholder groups, 

and therefore participants were sampled by snowball sampling. Participants 

were approached through networks within their stakeholder domains, 

including the Dutch nursing association, policymakers, insurers, public 

health professionals and researchers. Participants were invited to complete 

the survey questionnaire via an email containing a link to the online survey. 

Additionally, announcements with a link to the questionnaire were included 

in newsletters, posted on certain websites, and distributed via social media.  

 

5.3.3 Data analysis 

 

1. Qualitative approach 

Manifest content analysis (Graneheim & Lundman, 2004) was used to 

analyze the answers for question 1, ‘What do respondents consider to be 

positive and negative elements of the new concept, and which 

specifications are needed?’ and question 2, ‘What are according to you 

indicators of health?’ According to this procedure, meaning units, such as 

sentences or paragraphs, are identified and systematically coded based 

on what is literally said (i.e. on their manifest content). Thereafter 

meaning units were sorted based on similarities and categories with 

mutual content were identified. Hence, for question 1 each category 

represents statements with the same content. For question 2, category 

names were formulated, each representing an aspect of health. This 

process resulted in an initial choice of categories and corresponding 

names. Literature on existing classifications in health practice and 

research was used to guide the identification and naming of the 

categories (Wolcott, 1994). 

To increase trustworthiness, independent senior researchers from 

research institute NIVEL were asked to repeat the step as described above 

for question 2 (Graneheim & Lundman, 2004). Both researchers, 

independently from each other, took the proposed categories into 

consideration and categorized all meaning units over these proposed 

categories or, if necessary, named new ones. The final step involved 

consensus meetings with all researchers involved. All differences of opinion 
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were discussed, related aspects were agreed by consensus, and subsequently 

clustered into main categories (the dimensions).  

Question 3, ‘Do your indicators of health represent the new concept?’,  

comprised fixed answers of yes or no; therefore, these responses were 

quantified as percentages.  

 

2. Quantitative approach 

Descriptive statistics were used for general characteristics of the responders. 

Cronbach’s alpha’s were used to determine the reliability of the 32 

statements covering the six health dimensions (Field, 2009). Next, mean 

scores for each health aspect were calculated and used to construct 

composite scores reflecting the importance of each dimension. ANCOVA 

was used to test for differences in composite scores between stakeholders. 

ANCOVA was chosen since by this procedure it was possible to control for 

confounding factors (Field, 2009). As the design did not involve repeated 

measures, ANCOVA was conducted via the univariate General Linear 

Models procedure (Field, 2009). Models were fitted to control for age, gender, 

level of education and having (faced) chronic disease(s) by this procedure. 

Data were analyzed using SPSS 21.0 (IBM, NY, USA). A two-sided p-value ≤ 

0.05 was considered statistically significant. 

5.4 Paper III and IV: quantitative and qualitative evaluation 

of the MBM course 

 

5.4.1 Introduction 

The second part of this thesis comprises an evaluation of the MBM course as 

developed by Georgetown University. This evaluation was performed using 

a mixed method approach with a convergent parallel design (Creswell, 2011). 

First, the effects of the MBM course were statistically determined by 

comparing standardized scores (collected by validated questionnaires) 

among participating students compared to control students that were not 

participating in the course (paper III). Second, an interview study using a 

phenomenological hermeneutical approach was performed to gain insight in 

the deeper meaning of the MBM skills course (paper IV) (Lindseth & 

Norberg, 2004). Results of both studies were combined to provide an overall 

picture of the effects.  
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5.4.2 The MBM course 

As part of this thesis, MBM skills courses have been provided to medical 

students at Utrecht University (the Netherlands) and nursing students at 

Mid Sweden University (Sweden). In Utrecht, the course was introduced as 

a three-year pilot within the medical curriculum, as part of the elective 

course on CAM. In total, six courses were held from April-May in the years 

2012 to 2014 (two parallel groups per year). In Sundsvall, Sweden, five 

courses in total were given to nursing students in the years 2012-2013, of 

which two were in the spring semester (February-May) and three in the fall 

semester (September-November). The course was given outside the nursing 

curriculum and on a voluntary basis.  

The content of the course was based on the MBM program as developed 

by the medical faculty of Georgetown University, USA (Rothman Schonfeld, 

2008). Some adaptations were made to the course to better fit it to European 

culture. For example, the forgiveness meditation was replaced by love-

kindness meditation and yoga or Tai-Chi were added. All exercises were 

translated to the Dutch and Swedish languages. Each session followed a 

structured format. The sessions began with an opening ritual, which 

included lighting a candle and an opening meditation. Next, there was a 

‘check-in period’ during which all members could share their experiences 

from study, daily living, etc. After this start-up, one or two new mind-body 

technique (-s) was/were introduced. These techniques comprised the 

following elements (according to Rothman and Schonfeld, 2008): 

 

 Breathing (various) 

 Meditation (mindfulness/awareness, loving-kindness, walking, 

eating, concentrative) 

 Guided imagery (several types) 

 Biofeedback (autogenic training) 

 Art (emphasis on non-cognitive approaches) 

 Yoga and tai chi 

 Music (used in meditation and imagery sessions) 

 Movement (shaking, dancing, exercise) 

 Writing (reflective writing, journals, dialogues) 

 

Each session ended with a closing ritual, in which the participants could 

reflect on their experiences during the session and which contained a short 

meditation. Audio-files of each exercise were developed and distributed to 
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students to practice at home. Homework also included journaling the 

experiences in the course.  

In Utrecht, the course consisted of five weekly sessions, each lasting four 

hours. Groups consisted of 10-14 medical students in their second year of the 

study. In Sundsvall, the course consisted of seven weekly sessions, each 

lasting three hours. Groups consisted of 8-10 nursing students in their first 

year of the study who were recruited via email and posters on the campus. 

Courses were given by six teachers in total. Two teachers were trained and 

certified in the MBM program of Georgetown University in 2011 and they 

trained four additional teachers respectively. Each course was led by two 

teachers.  

5.5 Paper III 

 

5.5.1 Design 

The study reported in paper III was an international controlled quasi-

experimental study in which the effects of the MBM course on medical and 

nursing students were evaluated using validated questionnaires. The term 

‘quasi-experimental’ refers to studies in which subjects are not prospectively 

and randomly allocated to a study group (Trochim & Donelli, 2006). Rather, 

participation in the MBM course was chosen by the participants themselves 

and participation in the MBM course was independent of participation in the 

study. Fellow students not participating in the course served as control 

groups, and all students were followed up for one year. Using validated 

questionnaires allowed us to provide a quantified estimation of the effect of 

the MBM course. 

 

5.5.2 Participants and data collection 

All medical and nursing students that participated in the course were asked 

to complete questionnaires at baseline or prior to the course, directly after 

the course, and at six months and twelve months follow up. Additionally, 

control students were asked to complete questionnaires at the same time 

points. In Utrecht, students in the control group were classmates who 

participated in elective courses on palliative care or nutrition. These courses 

were selected due to their social and less bio-medical character. It was 

therefore expected that the students would match to the characteristics of the 

students participating in the MBM course. In Sweden, the control group 

consisted of classmates from the first year nursing study in Sundsvall as well 
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as in Östersund, who did not participate in the course. The questionnaires at 

baseline and after the course were completed in class during the course. The 

students were invited by email to complete the 6-month and 12-month 

follow-up questionnaires by using an online survey system  

(www.mwm2.nl).  

The questionnaires comprised three validated self-reported scales: 

1. Perceived stress by the 10-item Perceived Stress Scale (PSS)  

The PSS is a brief questionnaire to measure the degree to which 

individuals appraise situations in their lives as stressful. The score 

represents the individual’s pattern of reacting to events and the 

ability to cope with these events. In this study the short-form is 

used, comprising 10 items on a 5-point Likert scale. Scores can range 

from 0 to 40. Higher scores indicate higher levels of perceived stress. 

The instrument has been utilized with a variety of populations and 

has been found to possess good internal reliability, test-retest 

reliability, and validity (S. Cohen et al., 1983). 

2. Empathic capacity by the Interpersonal Reactivity Index (IRI)  

The IRI is composed to measure an individual’s empathic capacity 

by the following four dimensions or subscales (Davis, 1983):  

- perspective taking): an individual’s tendency to see things from 

another’s point of view when relating with him or her.   

- fantasy: the ability to transpose imaginatively fictitious characters 

- empathic concern: an individual’s propensity to respond with 

compassionate feelings of concern to another person’s difficulty and 

distress.   

- personal distress: the level of anxiety and other negative affect 

resulting from experiences with other persons’ suffering in difficult 

or crisis situations.  

Each dimension/subscale comprises 7 items on a 5-point Likert scale. 

Scores on each subscale can range from 0 to 27. Higher scores reflect 

higher a capacity for respectively perspective taking, fantasy and 

empathic concern. For the fourth scale, a higher score reflects more 

problems and negative feelings. The instrument has been utilized 

with a variety of populations and has been found to possess good 

internal reliability, test-retest reliability, and validity (Davis, 1996). 

3.   Self-reflection by the Groningen Reflection Ability Scale (GRAS). 

      The GRAS is a one-dimension scale with three relevant aspects  
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on that dimension: self-reflection (‘I take a close look at my own habits of 

thinking’), empathetic reflection (‘I am aware of the possible emotional 

impact of information on others’), and reflective communication (‘I am open 

to discussion about my opinions’).  It comprises 23 items on a 5-point 

Likert scale from 1 (strongly disagree) to 5 (strongly agree). GRAS scores 

can range from 23 to 115. Higher scores reflect higher ability for personal 

reflection. The scale has specifically developed for use in medical 

education and practice. It has been found to possess good internal 

reliability for measuring self-reflection in medical students and 

physicians (Aukes, Geertsma, Cohen-Schotanus, Zwierstra, & Slaets, 

2007). 

 

The PSS and IRI were chosen for their good psychometric properties. 

Furthermore, these scales were used in a previous evaluation of the MBM 

course at Georgetown (Karpowicz et al., 2009). Using the same scales would 

allow us to compare the results of this study with these previous results. It 

was decided to include self-reflection as an outcome measure since a 

previous interview study found that MBM might foster self-reflection. As 

self-reflection is regarded as an important competency in medical and 

nursing education, results of this study can contribute to an increased 

insight how to improve this skill. The construct of self-reflection as depicted 

by the GRAS was in line with our concept definition of self-reflection (see 

page 24) and its psychometric quality was considered to be good (Aukes, 

2007). 

Additionally, the baseline questionnaire also contained questions on 

baseline parameters such as age, gender and previous mind-body experience. 

The questionnaire after the course also contained questions to evaluate the 

course in general terms. The follow-up questionnaires contained also 

questions on present use of mind-body skills as learned from the course and 

several open questions in which the students could describe perceived 

changes on stress and personal and professional development.  

 

5.5.3 Analysis 

Descriptive statistics (t-tests, chi-square tests, and ANOVA) were used to 

test for differences in characteristics between groups. Effect analyses 

(between and within subjects) were conducted with Linear Mixed Models 

analysis to be able to handle missing data and to adjust for covariates and 

confounders. Models were fitted to test intervention effects over twelve 

months for all scores on the PSS, IRI, and GRAS. Medical students and 
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nursing students were treated as two different groups. All effect analyses 

were adjusted for the following variables: age, gender, previous mind-body 

experience (‘having practiced a mind-body technique before’ versus ‘not 

having practiced a mind-body technique before’), and baseline score 

(respectively, perceived stress, empathy, and self-reflection). Analyses with 

adjustments for age were performed because previous studies reported that 

perceived stress varies between different age groups (Sheldon Cohen & 

Janicki-Deverts, 2012) and that level of empathy increases over the years 

(Paro et al., 2014). Furthermore, gender was included in the adjustment 

analysis as previous studies reported that females experience higher levels 

of stress (Dyrbye et al., 2011) and are more empathic compared to male 

students (Paro et al., 2014). Previous experience with mind-body techniques 

was included in the adjustment analysis to prevent the possibility that 

effects could be attributed to participants practicing mind-body techniques 

other than those in the MBM course itself. Time, treatment group, age, 

gender, previous mind-body experience, and baseline score were included 

as fixed effects, and student was included as random effect in the models. 

All statistical analyses were on the intention-to-treat (ITT) principle (all 

students who attended at least one session in the course were included in 

the analysis) and conducted using SPSS version 22.0 (IBM Corp., Armonk, 

New York). A two-sided p-value <0.05 was considered statistically 

significant.  

5.6 Paper IV 

 

5.6.1 Design 

Paper IV describes a study that aimed to better understand what the 

particular learning experience of the MBM course was like for the 

participants. Data were analyzed by a phenomenological research approach. 

(Böhme & Schiemann, 1997) regarded phenomenology as “a science, which, 

instead of looking for the objectification and causal conditions of 

phenomena, stops at the phenomena themselves and compares them as they 

appear to the spectator as given facts”. Or, according to Merleau-Ponty 

(1962/ 2005), phenomenology can be described as the study of essences, by 

offering us an account of space, time and the world as we live it. 

Phenomenology asks for the very nature of a phenomenon, for what it 

makes a some-‘thing’ what it is, and without which it could not be what it is. 

It aims at gaining a deeper understanding of the nature or meaning of our 
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everyday experiences (Van Manen, 2007). This way of thinking closely 

connects with the research objective to better understand the nature or 

essence of the experience of the MBM skills course.  

Phenomenological research approach requires a particular personal effort 

on behalf of the researcher to gain insight and understanding of a 

phenomenon. In the case of this study about the experiences of participants 

from the MBM skills course, participants’ personal stories about the MBM 

skills course are not only recognized and identified outside the researcher, 

but the same natural phenomenon will appear in his or her mind as a 

personal process. Thus, it is through accessed lived experience that a 

researcher may gain understanding of the meanings and perceptions of 

another person’s world. From a conventional perspective, this subjectivity 

has the danger of personal bias: it is a personal representation, and 

observations by others will lead to different representations. However, in 

phenomenology objectivity is not expressed in terms of an ‘outside world’, 

but rather in terms of knowledge and understanding of a humanly relational 

world. Thus, the researcher’s project is, in the famous words of Husserl, to 

‘return to the things themselves’. The ‘things’ here refer to the world of 

experience as lived (Husserl, 2001, p168).  

More precisely, this study uses the method of Phenomenological 

Hermeneutics as described by Lindseth & Norberg (2004). In 

Phenomenological Hermeneutics, essential meaning is studied and revealed 

in the interpretation of text. According to Phenomenological Hermeneutics, 

when experiences are narrated out and written down, an autonomous text is 

produced that expresses its own meaning. This helps the researcher to 

refrain from making judgments and to reveal the essential characteristics of 

expressed meaning. Thus, Phenomenological Hermeneutics is not about 

stating facts, but about relating to what an individual has experienced. By 

doing so, Phenomenological Hermeneutics helps people to become aware of 

possibilities; i.e. alternative ways of being in the world (Lindseth & Norberg, 

2004).  

 

5.6.2 Participants and data collection 

After participation in the MBM course, students were randomly invited for 

individual interviews. Due to the fact that courses were spread over several 

years, it was not possible to ensure reliability of data by determining a 

requisite number of participants and purposive sampling. However, as 

maximum variability is considered more important to achieve reliable data 

(Dahlberg, Dahlberg, Drew, & Nystrom, 2008), participants distributed over 
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all age-groups, both disciplines (medical or nursing students), both sexes, 

and over all course years were included. The interviews were made 

approximately three months after the group sessions. This period allowed 

the researchers to obtain sufficient insight in the transfer of acquired skills 

from the MBM course to the students’ personal and professional lives (Kvale 

& Brinkman, 2015). Since it is from a phenomenological perspective 

important to get a subject-subject relation with the participant, all interviews 

were held face-to-face (Kvale & Brinkman, 2015). Due to practical limitations 

this was not feasible for three interviews with Swedish students, which 

instead took place via video conference. Furthermore, as the level of comfort 

among participants strongly influences reliability of their narratives, 

interviews were conducted in a setting chosen by the respondents (in their 

home, at the university or other) (Dahlberg et al., 2008). All interviews were 

performed by myself, except from 4 who were conducted by a trainee. Both 

interviewers were not known with the interviewees and were not part of the 

course.  

Interviews lasted between 30-60 minutes and followed a topic guide 

covering the following items: general impression of the course; motives to sign up 

for the course, present use of mind-body techniques; personal and professional 

development; thoughts, beliefs and attitudes toward health care; relationship to 

others; and lessons learned from the MBM program. The topic guide was used as 

a support in the interviews and not as a list of questions to be answered. 

Respondents were encouraged to tell stories and narratives about these 

themes in order obtain an understanding of their experiences (Sandelowski, 

1991). All interviews were recorded and transcribed verbatim.  

 

5.6.3 Data analysis 

Transcribed texts were analysed according to the steps of Phenomenological 

Hermeneutics as described by Lindseth and Norberg (2004), in which there 

is movement between understanding and interpretation of text through the 

following three steps: naïve understanding, structural analysis, and 

comprehensive understanding. During the first step a naïve understanding 

was formulated after thoroughly and repeatedly reading the transcripts in 

order to obtain an overall understanding of the content. The second step 

comprised a structural analysis, in which meaning units related to the 

objective of the study were identified and condensed based on their manifest 

content. The meaning units were abstracted to form sub-themes based on 

content and similarity with other coded meaning units. The subthemes were 

further abstracted into themes, and the main theme present throughout the 
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other themes. The findings of the second step were compared in structural 

analysis to the naïve understanding for validation. Lastly, in the third step 

the text was read again as a whole, the naïve understanding and the themes 

were reflected upon in relation to the literature about the lived experience, 

and a composite description that presents the ‘essence’ of the phenomenon 

was formulated.  

5.7 Ethical considerations 

The MBM intervention was approved by the Regional Ethical Review board 

at Umeå University (Paper III and IV). The study was approved under the 

number Dnr: 2012-71-31M. The research entity of the Louis Bolk Institute 

(formal responsible entity for the research made in the Netherlands) 

evaluated that under the Dutch Medical Research Involving Human Subjects 

Act (WMO), the studies in this thesis were exempt from ethical review 

(paper I, II, III, IV). Written (paper I, II, III) or oral information (paper IV) 

was provided to all participants to inform them about the background and 

purpose of the study, mode of participation, and confidentiality. Also, in all 

studies it was expressed prior to participation that participation was entirely 

voluntary and that data would be handled anonymously or with 

confidentiality. During data analysis, anonymity was guaranteed since all 

analyses were on group level. Furthermore, initials or subject numbers were 

used for all datasets, transcripts and original documents with names or 

contact details saved on encrypted computer files. 

In general, the potential for ethical issues is relatively low for survey 

studies (paper I and II) (Oliver, 2010). However, it should be questioned if 

the survey contains any sensitive questions that could be harmful for the 

respondent. Also, the questions could lead to additional stigmatizing of 

vulnerable groups. Although study II contained some questions about 

health status and socio-economic circumstances that could raise some 

stigmatization, all questions were considered proper to ask.  

It was decided by the research entity of The Louis Bolk Institute that the 

MBM intervention should not be registered in an official trial registry since it 

was not considered a clinical trial (paper III). According to the ICMJE, a 

clinical trial concerns a research project in which people are prospectively 

assigned to an intervention, with or without concurrent comparison of a 

control group, to study the cause and effect relationship between a health-

related intervention and a health-related outcome. A health-related 

intervention is defined as ‘those used to modify a biomedical or health-

related outcome’. In the MBM intervention that was studied in this thesis, 
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students first chose themselves to register for the MBM course. Thereafter, 

all participants were asked during the first course day whether they would 

be willing to participate voluntarily in the survey study. Thus, participation 

in the course was independent from participation in the questionnaire study; 

students registered themselves for the course and study participants were 

not prospectively allocated to a study group.  

The interview studies (paper II and III) raised extra ethical awareness due 

to the close interaction between interviewer and respondent and the 

sensitive character of some questions (based on Kvale (2007)). The study 

about the experiences of the MBM course (paper IV) had the potential to 

bring up strong emotions and memories and reveal intimate personal stories. 

To avoid any emotional suffering or other consequences, a balance was 

sought between those areas of a person’s life which the interviewer could 

access by posing questions, and - from an ethical and moral standpoint - 

those areas that she should stay away from. In both studies it was aimed to 

establish a relationship that allowed open conversation but that is built on 

respect for the other person’s integrity.  

 

  



 

50 

6 Results 

“Our view of man will remain superficial so long as we fail to go back to that origin, 

so long as we fail to find, beneath the chatter of words, the primordial silence, and as 

long as we do not describe the action which breaks this silence. The spoken word is a 

gesture, and its meaning, a world.” – M. Merleau-Ponty  

 

The results are organized according to the sections: first the results of the 

explorative section about attitudes toward IM and the new concept of health 

(paper I and II: exploration) and second the results of the section about the 

evaluation of the MBM course (paper III and IV: implementation).  

Section A: Exploration 

6.1 Attitudes and knowledge of IM among Dutch nurses 

(paper I) 

 

6.1.1 Descriptive characteristics 

In total, 355 nurses responded to the survey (response rate 32.4%). The 

sample was primarily female (91%), between the age of 46 and 55 years 

(44%), working as a general nurse (67%) with more than 15 years of work 

experience (72%). Half of the sample (51%) worked in the conurbation of the 

Netherlands (e.g. Amsterdam, Utrecht, Rotterdam, and The Hague).  

 

6.1.2 Familiarity, attitudes, and beliefs toward Integrative Medicine 

Prior to completion of the online survey, the majority of nurses (63%) were 

not familiar with the concept of IM. However, on completion of the survey 

and thereby reading about the topics asked for, 83% of the nurses regarded 

IM as an important and innovative healthcare concept.  

 

Overall, pillar 1: ‘prevention, lifestyle, and patients’ own responsibility’ was 

considered important by the highest proportion of nurses (90%), followed by 

pillar 3: ‘a healing environment’ (85%), and pillar 2: ‘use of evidence-based and 

safe CAM’ (78%).  
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With respect to the pillar about ‘prevention, lifestyle, and patients own 

responsibility’, the majority of the nurses (82%) believed that self-

management makes the patient more compliant to the treatment given. 

However, considerably less nurses were of the opinion that patients 

themselves are responsible to acquire extra information concerning the 

diagnosis or treatment (40%). 

 

With respect to the pillar about ‘use of evidence-based and safe CAM’, few 

nurses agreed that his/her organization should not offer CAM (10%) and 

that use of CAM can harm their own or their organization’s reputation (20%). 

Furthermore, only a minority of the nurses (18%) was of the opinion that the 

positive effects of CAM do not outweigh its costs. The majority of nurses 

(90%) agreed that, if requested by the patient, the health professional should 

inform him or her about CAM and considered that more research on CAM is 

needed (88%).  

 

With respect to the pillar about ‘healing environment’, nearly all nurses 

believed that a pleasant environment has a positive effect on the patients’ 

healing process (98%) and on the nurses’ joy and work results (99%). 

However, more than a third of the respondents (36%) were of the opinion 

that the positive effects do not outweigh its costs.  

 

Logistic regression analysis showed that a positive attitude toward IM 

(determined by considering IM a (very) important concept) was significantly 

associated with familiarity and the type of organization where the nurses 

work. Nurses who were familiar with IM were over three times more likely 

to have a positive attitude toward IM compared to nurses who were not 

familiar with IM (OR = 3.20 (95%CI: 1.48 – 6.94)). Furthermore, nurses who 

worked in a nursing home were nearly 6 times more likely to have a positive 

attitude toward IM compared to nurses working in a hospital (OR = 5.98 

(95%CI: 1.36 – 26.23)). No significant associations were found for age, gender, 

years of nursing experience, and region. Furthermore, logistic regression 

analysis showed that familiarity with IM was significantly associated with 

years of nursing experience. Nurses with 6 to 15 years of working experience 

were two times more likely to be familiar with IM compared to nurses with 

more than 15 years of work experience (OR = 0.50 (95%CI: 0.27 – 0.91)). No 

significant associations were found for gender, years of nursing experience, 

type of organization, attitude, and region. 
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6.1.3 Implementation of IM 

Overall, implementation of IM initiatives for each of the three pillars within 

the nurses’ organization was nearly equal (41% for the pillar about ‘use of 

CAM’ and 38% for the other pillars). Among all nurses, most obstacles for 

implementation were faced for the pillar about ‘healing environment’ (46%), 

followed by the pillar about ‘use of CAM’ (41%), and the pillar about 

‘prevention, lifestyle, and patients’ responsibility’ (23%). For all pillars this was 

mainly due to lack of support (69 to 78%), means (57 – 85%) and time (63% - 

70%).  

 

Additional chi-square analyses showed that nurses saw significantly more 

possibilities to start IM initiatives if the health care center in which they 

worked was already active in implementing programs in one of the three 

pillars of IM (all p-values <0.001) 

 

In total, 56% of the nurses practiced CAM themselves within their nursing 

function. Massage, use of aroma senses, and mind-body therapies were 

practiced most (respectively by 33%, 16%, and 14% of all respondents). Most 

possibilities for implementation of CAM within their organization were seen 

for music therapies (63%), massage (60%). In contrast, lowest percentages of 

nurses saw possibilities for therapeutic touch (38%), mind-body therapies, 

and herbal remedies (27%). Furthermore, massage was the CAM modality 

that was practiced most by the nurses (33%), followed by use of aroma 

senses (16%), and therapeutic touch (11%).    
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6.2  Towards a ‘patient-centred’ operationalization of the 

new dynamic concept of health (paper II) 

 

6.2.1 General characteristics 

During the first step, interviews were held among 140 individuals from 

seven stakeholder domains: patients, healthcare providers (physicians, 

nurses, and physiotherapists), policymakers, insurers, public health actors, 

citizens, and researchers. The second step, a cross-sectional survey, 

comprised 1938 respondents. General characteristics of the respondents are 

depicted in Table 2.  
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Table 2. General characterics of the respondents 

 Total Healthcare 

providers 

Patients Citizens Policymakers Insurers Public health 

actors 

Researchers 

N 1938 643 575 430 80 15 89 106 

% 100 33.2 29.7 22.2 4.1 0.8 4.6 5.5 

         

Gender (%)         

Male  42.5 43.3 41.2 51.2 31.3 73.3 19.1 33.0 

Female  57.5 56.6 58.8 48.8 68.8 26.7 80.9 67.0 

         

Age (years + SD)  51.6 ±13.4 50.3 ±9.5 56.6 ±12.7 52.5 ±16.6 44.6 ±10.9 42.6 ±10.1 45.1 ±11.5 40.6 ±11.3 

         

Type of employment  (%)         

Independent 16.9 41.8 5.6 5.3 0 0 1.1 2.8 

Salaried employee 50.0 52.9 28.3 44.7 98.8 100.0 95.5 89.6 

Flexible / on call 2.0 0.6 2.4 4.9 0 0 0 0 

Retired 14.3 1.6 29.4 22.6 0 0 1.1 0.9 

Unable to work / 

disability  

5.2 0 17 0.2 0 0 0 0.9 
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Social security benefit 0.6 0 1.4 0.5 1.3 0 0 0 

No work/other 9.1 0.6 14.4 20.7 0 0 1.1 0 

Combination of jobs 1.9 2.5 1.4 1.2 0 0 1.1 5.7 

         

Highest level of 

education (%) 

        

Elementary or high school 6.2 0 10.6 13.3 2.5 0 0 0 

Junior vocational training 4.6 0 9.9 7.7 0 0 0 0 

Secondary vocational 

training 

23.2 4.2 40.7 42.6 0 0 4.5 0.9 

Professional training 29.8 46.5 28.2 21.9 5 26.7 13.5 1.9 

University degree 36.2 49.3 10.6 14.7 92.5 73.3 82.0 97.2 

         

Personal experience of 

 chronic disease(s) (%) 

        

Yes 55.3 33.3 100 48.1 26.3 20.0 29.2 24.5 

No 44.7 66.7 0 51.9 73.8 80.0 70.8 75.5 
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6.2.2 Positive and negative opinions about the new concept of health 

as formulated by Huber and colleagues 

Positive and negative opinions about the new concept of health: ‘health as the 

ability to adapt and to self-manage, in the face of physical, emotional, and social 

challenges’ are depicted in Table 3 and 4. In each table, the first column first 

describes the positive and negative remarks as derived from the interview 

study. The second and third columns display the numbers and proportions 

of respondents in the survey that scored each opinion relevant. In total, the 

1938 respondents indicated 4550 positive and 3533 negative elements 

(excluding the answers I don’t know / nothing positive/negative). No 

substantial additional positive and negative elements were derived by the 

open answers in the survey. 

 

Table 3. Positive elements of the new concept of healtha 

Positive elements derived from the interviews N %b 

  It emphasizes that a person is more than his/her disease 967 49.9 

  It emphasizes people’s strengths rather than their weaknesses 943 48.7 

  Health is seen as a dynamic rather than a static state 876 45.2 

  It emphasizes self-management 862 44.5 

  It focuses on individual responsibility 581 30.0 

  It makes the patient more equal to the practitioner 285 14.7 

  I don’t know / nothing positive  83 4.3 

  Other  36 1.8 

a respondents were free to give more than one answer  

b % of the total population (N=1938) 

 

      The table shows that half of the respondents consider it positive that the 

concept emphasizes that a person is more than his/her disease and that it 

focuses more on people’s strengths than their weaknesses. Furthermore, 

nearly half of the respondents regard it positive that according to the new 

concept health is seen as a dynamic rather than a static state and that it 

emphasizes self-management. Nearly one third regard it positive that the 

concept focuses on individual responsibility.  
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Table 4. Negative aspects of the new concept of healtha  

Negative elements derived from the interview study N %b 

  Doubt if everyone is capable of self-management 810 41.8 

  This description seems to make actual disease  

          unimportant 

604 31.2 

  This is too broad, it is about life and not about health 599 30.9 

  For me, health is primarily the absence of disease 426 22.0 

  Doubt if everyone wants to take responsibility 426 22.0 

  It might imply that people simply have to adjust to    

          poor living conditions 

337 17.4 

  It could keep someone from going to the doctor   

          in time 

241 12.4 

  Other 90 4.6 

  I don’t know / nothing negative 95 4.9 

a respondents were free to give more than one answer  

b % of the total population (N=1938) 

 

The table shows that 42% of the respondents were of the opinion that the 

concept asks a lot from people and that they question if everyone is capable 

of self-management. Furthermore, nearly a third of the respondents consider 

that the concept makes the actual presence of disease unimportant and that 

the concept is more about life than about health.  

 

6.2.3 Indicators of health among Dutch patients, healthcare providers 

and other healthcare actors 

The interview study revealed 6 dimensions of health, covering 32 aspects 

(see Table 5): 
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Table 5. Dimensions and corresponding aspects that comprise health 

 

Bodily functions 

 

Medical facts 

Medical 

observations 

Physical 

functioning 

Complaints and  

pain 

Energy 

Mental  functions 

& perception 

Cognitive 

functioning 

Emotional state 

Esteem / self-

respect 

Experiencing to be 

in charge / 

manageability 

Self-management 

Resilience, SOC 

 

 

Spiritual / 

existential 

dimension 

 

Meaning / 

meaningfulness 

Striving for aims / 

ideals 

Future prospects 

Acceptance 

Quality of Life 

 

Quality of life / 

well being 

Experiencing 

happiness 

Enjoyment 

Perceived health 

Flourishing 

Zest for life 

Balance 

Social & societal 

participation 

Social and 

communicative 

skills 

Meaningful 

relationships 

Social contacts 

Experiencing to be 

accepted 

Community 

involvement 

Meaningful work 

Daily functioning 

Basic ADL 

 

Instrumental ADL 

 

Ability to work 

 

Health literacy 

 

Health 
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The survey showed that mean scores of importance for each of these 

aspects of health ranged between 6.58 to 7.80 (SD: 1.33-1.99) on a 9-point 

scale. Testing for Cronbach’s alpha showed strong correlation between 

the aspects scores within the dimensions (0.70 for bodily functioning and 

0.88 – 0.94 for all other dimension), while a score of 0.7 is considered 

acceptable (Field, 2009).  

Composite scores reflecting the importance of each dimension as being 

part of ‘health’, which are calculated from the corresponding aspect scores, 

are represented on a 9-point scale in Figure 2, per stakeholder group.  

 

 

Figure 2: Mean composite scores for the six dimensions of health per 

stakeholder group 

 

This figure shows marked variation in mean composite scores between 

stakeholder groups for all health dimension, except from bodily functions. 

Uncontrolled GLM confirms no significant difference in mean composite 

scores for bodily functions between stakeholder groups (p=0.583), in contrast 
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to significant differences between stakeholder groups for all other 

dimensions (all p-values ≤ 0.001). Corrected GLM showed that these 

differences were still significant after controlling for age, gender, level of 

education (academic versus non-academic), and having (had) a chronic 

disease (yes or no) (p=0.628 for bodily functions, p=0.040 for daily 

functioning, and p< 0.001 for all other dimensions). 

 

Figure 3 shows the mean composite scores on the importance assigned to 

each dimension as part of ‘health’ by various healthcare providers and 

patients. 

  

 

Figure 3. Mean composite scores for the six dimensions of health for patients 

and healthcare providers 

 

Among the healthcare providers, the mean composite scores of nurses were 

generally the highest and most congruent with those of patients (all p-values 

≥ 0.105), except for daily functioning (p=0.002). Uncontrolled GLM 

demonstrated that all mean composite scores showed significant differences 

between patients and physicians (all p-values ≤ 0.042). After controlling for 
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age, gender, and chronic disease, all differences in dimension composite 

scores between physicians and patients remained statistically significant (all 

p-values ≤ 0.034), except for the dimension bodily functions (p=0.136).  

Additional GLM analysis showed that having a chronic disease was 

independently related with to lower scores for the dimension of bodily 

functions (p=0.021) and higher scores for the spiritual/existential dimension 

(p=0.046).  

 

Section B: Implementation 

 

6.3 Evaluation of the MBM course for medical and nursing 
students (paper III and IV)  

 

6.3.1 General characteristics 

In total, 75 medical and 48 nursing students participated in the MBM course 

(the intervention group). Of those, 74 medical and 47 nursing students were 

included in the quantitative study (paper III) and 11 medical and 15 nursing 

students were included in the qualitative study (paper IV). Further, 64 

medical and 61 nursing students served as a control group. Baseline 

characteristics of these participants are presented in Table 6.  

 



 

62 

Table 6. Baseline characteristics of participants described in papers III and IV 

 Medical students Nursing students 

 Paper III Paper IV Paper III Paper IV 

 Intervention 

group  

Control group  Interview 

participants  

Intervention 

group  

Control group  Interview 

participants  

 (N=74) (N=61) (N=11) (N=47) (N=64) (N=15) 

Age, years (mean 

(SD)) 

20.4 (1.8) 20.3 (1.2) 20.2 (0.8) 26.0 (6.6) 25.7 (5.7) 30.0 (7.3) 

Female (%) 82.4 78.7 72.7 76.6 78.1 73.7 

Mind body 

experience (yes)c (%) 

24.7 15.0 27.3 40.4 34.4 26.7    

      (N=12) 

PSS (mean (SD)) 14.3(4.9) 16.5(5.4)* 14.1 (4.5) 17.4(6.1) 15.3(6.0) 17.2(6.6) 

IRI: (mean (SD))       

 Perspective taking 17.4(3.5) 16.6(3.3) 17.7 (3.8) 18.4(4.4) 18.5(4.0) 19.0(4.1) 

 Fantasy 16.5(5.0) 15.3(4.9) 14.9(4.3) 16.2(5.2) 15.3(5.4) 18.2(4.4) 

 Empathic concern 17.8(3.1) 17.63.2) 17.5(2.3) 22.8(3.2) 21.5(3.7) 22.9(3.8) 

 Personal distress 11.0(3.6) 10.9(3.7) 12.6(3.5) 11.2(3.9) 10.6(4.3) 9.8(3.0) 

GRAS 82.2(6.1) 85.4(7.3) 79.1(6.9) 89.4(8.9) 88.5(8.2) 84.1(9.4) 

* Significant difference between intervention and control group (p<0.05)
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6.3.2 Quantitative evaluation of the MBM course (paper III) 

Overall, response rates for all groups (medical participants/controls, nursing 

participants/controls) were as following: after the course 89.0 to 100%, at six 

months follow up 49.2 to 53.1%, and at twelve months follow-up 31.2 to 

41.3%. The majority (74.3%) of medical students were present during all 

course sessions. Fifteen students (20.3%) missed one class, and four students 

(5.4%) missed two classes. Among nursing students, the attendance rate was 

lower, with 32 students (70.2%) missing one or two classes and eight 

students (17.0%) missing three or more classes. All these students were 

included in the analyses. 

All intervention effects among medical and nursing students - estimated 

by Linear Mixed Models analyses and expressed by difference in change 

between participants and controls - are reported in Table 7 and 8.  

 

Perceived stress, as measured by PSS: 

No significant intervention effects for perceived stress were found among 

the medical students.  

Among nursing students, significant intervention effects were found for 

perceived stress from baseline to the end of the course (-3.30(95%CI-5.62;-

0.98), p=0.005). This intervention effect remained relatively the same until six 

months follow up (-3.67(95%CI-6.41;-0.92), p=0.009) and further increased at 

twelve months follow-up (-5.09(95%CI-8.37;-1.82) p=0.002).  

 

Empathy, as measured by IRI: 

Perspective taking subscale:  

No significant intervention effects for perspective taking were found among 

the medical students. 

Among nursing students, significant intervention effects were found for 

perspective taking from the beginning to the end of the course (+2.07(95%CI 

0.67; 3.47), p=0.004). This effect was not found from baseline to six and 

twelve months follow-up.  

Fantasy subscale: 

Both participating medical and nursing students showed significant higher 

levels of fantasy from baseline at the end of the course (+1.46(95%CI 0.24; 

2.68), p=0.019 and +1.83(95%CI 0.06; 3.59), p=0.042 respectively). For medical 
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students, this effect increased from baseline to twelve months follow-up (+ 

3.24(95%CI 1.50; 4.90), p<0.001).  

Empathic concern subscale: 

Among medical students, significant intervention effects were found for 

empathic concern from baseline to the end of the course (+1.77(95%CI 0.77; 

2.78), p<0.001). This effect was not found until six months follow up, but 

became significant again at twelve months follow up (+1.4(95%CI 0.05; 2.78), 

p=0.042).  

No significant intervention effects for empathic concern were found among 

the nursing students. 

Personal distress subscale 

Among medical students, significantly lower levels of personal distress were 

found from baseline to twelve months follow up (-1.73(95%CI -3.04; -0.35), 

p=0.010). However, this effect was not found at other time-points.  

Among nursing students, significant lower levels of personal distress were 

found from baseline to six months follow-up (-1.76(95%CI-3.39; -0.14), p= 

0.034) and twelve months follow-up (-5.01(95%CI-6.97; -3.06), p<0.001).  

 

Self-reflection, as measured by GRAS 

No significant intervention effects for self-reflection were found among 

medical and nursing students. 
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SE= Standard Error; CI= Confidence Interval; PSS= Perceived Stress Scale; IRI= Interpersonal 

Reactivity Index; GRAS= Groningen Reflection Ability Scale 

a Effect analyses were adjusted for age, gender, previous practice of mind-body techniques, and 

baseline values of PSS, IRI subscale, and GRAS 

b Estimated by linear mixed models analyses 

c Intervention effects are expressed by the estimated mean differences in change of outcome 

scores over time between intervention (N=74) and control group (N=61) 

d Significant (p<0.05) 

  

Table 7. Intervention effects for perceived stress, empathy, and self-reflection after the 

course, and at 6 and 12 months follow-up in medical studentsa,b 

 
Baseline to post-

intervention (T1) 
 

Baseline to 6 

months follow-up 

(T2) 

 
Baseline to 12 months follow-

up (T3) 

 
Estimated effectc 

T0–T1 (95% CI) 
p-value 

Estimated effectc  

T0–T2 (95% CI) 
p-value 

Estimated effectc  

T0-T3 (95% CI) 
p-value 

PSS 
+1.23(- 0.40; 2.85) 0.138 +0.97(-2.23; 2,17)  0.344 +1.20( -1.00;  3.40)  0.285 

IRI 
      

 Perspective   

 taking  

-0.10(- 1.09; 0.89)  0.839 -0.89(-2.15; 0.36) 0.163 +0.33(-1.00; 1.67)  0.625 

 Fantasy           +1.46(0.24; 2.68) 0.019d +0.35(-1.20; 1.90) 0.657 + 3.24(1.50 ; 4.90) <0.001d 

 Empathic  

 concern        

+1.77(0.77; 2.78) <0.001d +0.36(-0.91; 1.63) 0.574 +1.4 (0.05 ; 2.78) 0.042d 

 Personal  

 distress        

+0.28(-0.69; 1.25) 0.572 +0.11(-1.12; 1.33) 0.864 -1.73(-3.04 ; -0.35) 0.010d 

GRAS +0.45(-1.72; 2.61) 0.684 -0.71(-3.45; 2.03) 0.611 -2.66(-5.90; 0.58) 0.107 
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SE= Standard Error; CI= Confidence Interval; PSS= Perceived Stress Scale; IRI= Interpersonal  

Reactivity Index; GRAS= Groningen Reflection Ability Scale 

a Effect analyses were adjusted for age, gender, previous practice of mind-body techniques, and 

baseline values of PSS, IRI subscale, and GRAS 

b Estimated by linear mixed models analyses 

c Intervention effects are expressed by the estimated mean differences in change of outcome 

scores over time between intervention (N=47) and control group (N=64) 

d Significant (p<0.05) 

Table 8. Intervention effects for perceived stress, empathy, and self-reflection after the 

course, and at 6 and 12 months follow-up in nursing studentsa,b 

 
Baseline to post-

intervention (T1) 
 

Baseline to 6 

months follow-up 

(T2) 

 
Baseline to 12 months follow-

up (T3) 

 
Estimated effectc 

T0–T1 (95% CI) 

p-

value 

Estimated effectc  

T0–T2 (95% CI) 
p-value 

Estimated effectc  

T0-T3 (95% CI) 

p-value 

PSS -3.30(-5.62; -0.98) 0.005d -3.67(-6.41; -0.92) 0.009d -5.09( -8.37; -1.82) 0.002d 

IRI       

 Perspective   

 taking  

+2.07(0.67; 3.47) 0.004d +0.86(-0.81; 2.53) 0.310 +1.80( -0.19; 3.80) 0.076 

 Fantasy           +1.83(0.06; 3.59) 0.042d -0.52(-2.64; 1.59) 0.625 +1.75(-0.78; 4.29) 0.174 

 Empathic  

 concern        

+0.16(-1.57; 1.88) 0.856 -1.02(-3.08; 1.04) 0.331 +1.40(-1.07; 3.87) 0.266 

 Personal  

 distress        

-1.25(-2.60; 0.11) 0.072 -1.76(-3.39; -0.14) 0.034d -5.01(-6.97; -3.06) <0.001d 

GRAS +2.47(-0.63; 5.57)  0.117 +2.63(-1.1; 6.36) 0.167 +2.96(-1.44; 7.36) 0.187n 
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6.3.3 Qualitative evaluation of the MBM course (paper IV) 

The Phenomenological Hermeneutical analysis resulted in three key themes 

and ten subthemes illustrating the participants’ experiences of participation 

in the MBM course (see Table 9). Overall, the main theme presented 

throughout these identified themes and subthemes was that participation in 

the MBM course can be understood as a pathway to inner awareness and a 

support to connecting with others as well as the outside world.  

 

Table 9. Schematic overview of main theme, themes and sub-themes 

Main 

theme 

MBM course as a pathway to inner awareness and a support 

to connecting with others as well as the outside world 

Themes ability to be more 

present 

increased 

perception and 

awareness of self 

connecting on a 

deeper level with 

others 

Sub-

themes 

- opportunity to 

be present and 

experience 

peaceful moments 

- acquiring tools 

to better deal with 

stress 

- being able to 

embed moments 

of calmness in 

daily life 

 

- reflection of own 

personality and 

preferences 

- being more 

aware of feelings 

and emotional 

expression 

- being more 

aware of the 

connection 

between body and 

mind 

- becoming more 

open-minded 

toward various 

medical systems 

 

- sharing personal 

stories promotes 

strong bond with 

other participants 

- bridging beliefs 

of self to others 

- sharing of 

personal stories 

promotes 

openness toward 

others 

 

     The MBM course was perceived as a barrier opener, leading to new 

personal insights. Participation in the MBM course made the participants 

gradually more aware of their own being, their feelings and emotions, and 

of the importance of taking care for themselves physically and mentally. The 
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experiential sessions created more insight into the body-mind connection. 

This made the participants aware of the usefulness of incorporating mind-

body practices in their own daily life in order to cope with stress and the 

corresponding benefits for their patients. Furthermore, being in contact with 

their inner feelings and sharing experiences with other participants in the 

group increased awareness of the various perspectives and feelings of others. 

From a phenomenological perspective, this increased inner awareness 

and connection with others can be interpreted as an improved perception of 

participants’ inner and outer world. Paraphrasing Merleau-Ponty (2005, 

p177), ‘The gaze gets more or less from things according to the way it questions 

them, ranges over or dwells on them. To learn to see colors is to acquire a certain 

style of seeing, a new use of one’s own body: it is to enrich and recast the body 

schema’. In this light, the body schema can be described by an intuitive 

understanding of one’s own the body system (including the mind) and its 

position in space (Merleau-Ponty & Smith, 2005). Hence, the MBM course 

enriched the students with a new style of seeing and ways of using their 

body and mind. This resulted in an improved perception of themselves in 

connection to the world, and thereby opened up a renewed manner of being 

in the world. The MBM course provided the participants with space to step 

back from daily routines, and thereby allowed the participants to ‘go back to 

the things themselves’ (Husserl, 2001, p168). This means that it fostered the 

participants’ ability to see the true nature of themselves and the world 

around, which requires a view without prejudice and accepting the things as 

actually given. The learning process that was evoked by the MBM course 

should not be regarded as a simple learning experience that can be 

completed within a single intervention. Rather, the MBM course served as a 

starting point of an inner journey that needs further practice and 

continuation afterwards. This is in line with the Skill model for learning of 

Dreyfus (2002). According to this model, learning is a process from a novice 

level in which capabilities to repeat the same gesture again under context-

free conditions are learnt, to advanced levels in which more refined and 

intuitive responses to specific situations are acquired. In the end, it 

comprises the adoption of a renewed perception that is reflected in the 

participants’ thoughts and behaviors during their everyday lives (Dreyfus, 

2002; Hatem, 2006).  
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7 Discussion 

“Nein, gerade Tatsachen gibt es nicht, nur Interpretationen” – F. Nietzsche 

7.1 Discussion of findings 

Section A: Exploration 

The overall aim of this thesis was to gain increased insight into prerequisites 

and tools for implementation of IM within the Dutch healthcare system. The 

objectives of the first part of this thesis (section A) were to assess the 

attitudes, beliefs, and practices of IM among nurses in the Netherlands. 

Second, to evaluate among stakeholders the support for the new, dynamic 

concept of health, as published in 2011: ‘Health as the ability to adapt and to 

self-manage’, and to elaborate perceived indicators of health in order to make 

the concept measurable. The findings with respect to these objectives are 

discussed in this section. First, the results with respect to attitudes toward 

each of the pillars of IM among nurses and other healthcare professionals as 

a prerequisite for implementation of IM will be discussed. Additionally, the 

role of the nurse in relation to implementation of IM will be discussed in 

more detail. Lastly, the term ‘Positive Health’ is introduced based on the 

findings of study II and related to the development and implementation of 

IM. 

 

7.1.1 Attitudes toward IM among nurses and other healthcare 

professionals as prerequisites for implementation of IM  

Paper I revealed that Dutch nurses have a relatively positive attitude toward 

IM, with 83% of the nurses considering the concept of IM as an important 

healthcare innovation. This positive attitude toward IM is comparable with 

the results from a survey study among Dutch healthcare professionals in 

which 88% considered IM as an (very) important innovation to healthcare 

(M.C. Jong et al., 2011). In contrast, less than half of the YHPs regarded IM as 

an important healthcare innovation (M. C. Jong, Van Vliet, et al., 

2012). While the importance of prevention, lifestyle, and patients’ own 

responsibility was common ground among the nurses in the study of paper 

I, the results showed that use of evidence-based and safe CAM was to a 

lesser extent recognized among the responding nurses. However, more than 

75% still regarded use of evidence-based CAM important. Furthermore, the 

nurses underlined the positive effects of the environment on the healing 
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process, but there was uncertainty whether these positive effects would 

outweigh its costs. Similar results with respect to importance of each of the 

pillars were found in the studies among YHPs and healthcare professionals 

in general (M. C. Jong, Van Vliet, et al., 2012; M.C. Jong et al., 

2011). Additionally, in study II (described in paper II) the concept of health 

by Huber (2011) was most valued for its emphasis that a person is more than 

his/her disease and the focus on people’s strengths rather than their 

weaknesses. Focuses on overall wellbeing and the healing process of 

individuals rather than disease, complaints, and limitations are exactly the 

cornerstones of IM (Maizes et al., 2009). Thus, it appeared that stakeholders 

in general appreciated a holistic healthcare approach. 

 

The attitudes and perceived possibilities for implementation of each of the 

pillars of IM will be discussed in more detail below. 

 

Pillar 1: the relationship between patient and healthcare professional 

Although attitudes and use of the pillar about ‘the relationship between patient 

and healthcare professional’ were not surveyed in study I, some indications 

about attitudes among nurses toward this pillar came forward from study II. 

This study found that nurses perceived all six dimensions of health as 

almost equally important, whereas doctors and physiotherapists regarded 

health more narrowly, with relatively less emphasis on socio-societal 

participation and spiritual factors. Hence, nurses tended to have a relatively 

more holistic viewpoint toward health compared to other healthcare 

professionals. Moreover, the values attributed to each of the dimensions was 

nearly identical between nurses and patients. These findings seem to be in 

line with the holistic foundations of the nursing function. The relational 

aspect between nurses and their patients is a vital element in the healing 

process according to all nursing theories (George, 2011). It is assumed that 

guiding and supporting individuals in their healing process requires in a 

sense the ability to ‘get inside the skin’ of each of their patients in order to 

know what he or she needs (George, 2011; Lindholm & Eriksson, 1993; 

Watson, 2003). Furthermore, the majority of existing nursing theories focus 

on physical, mental, spiritual, and social functioning of a patient, and aim to 

integrate the family and community in the healing process and to improve 

patients’ overall condition and quality of life by providing support 

(American Nurses Association, 2010; Busch, Huisman, Hupkens, & Visser, 

2006; Dossey, 2000; M. Gordon, 2002; Leininger, 2001). There are indications 
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that the focus on relational aspects is not only a skill that is acquired by 

nurses during education, but also a personal trait that is naturally more 

present. It is described in the literature that empathic people are more likely 

to enter the nursing profession than the medical profession (Fields et al., 

2004). This appeared from the results of study III as well, which showed that 

nursing students had significantly higher levels of empathic concern 

compared to the medical students prior to participation in the MBM course. 

A natural attitude in addressing the needs of patients came forward as well 

in an ethnographic study among nurses in a Dutch elderly care home 

(Gijsberts, van der Steen, Muller, Hertogh, & Deliens, 2013). Previous 

surveys about attitudes towards IM among YHPs and healthcare 

professionals in general showed wide recognition of the importance of a 

mutual, humanistic partnership between healthcare professional and patient 

(M. C. Jong, Van Vliet, et al., 2012; M.C. Jong et al., 2011). Relational aspects 

are regarded key elements of high quality patient care within the medical 

and nursing community, and have therefore been incorporated in the 

competency profiles of physicians (American Nurses Association, 2010; 

AAMC, 2004; CanMEDS, 2011; Epstein & Hundert, 2002). However, study II 

revealed that while patients considered all six dimensions as equally 

important, physicians and (to a lesser extent) physiotherapists regarded the 

existential dimension and socio-societal participation significantly less 

important. Thus, there seems to be a gap in what is perceived to constitute 

health between patients and physicians/physiotherapists, which may 

hamper these healthcare professionals in fully addressing the needs and life 

context of the patient during the healing process. Moreover, it appeared 

from study II that having a chronic disease was independently related to a 

decrease in the value placed on bodily functions and to an increase in the 

value accorded to the spiritual/existential dimension. These results 

underline that putting the patient in a central position requires addressing 

the existential aspects of the patients as well. This is confirmed by a recent 

survey study among 4714 Dutch citizens, which found that 83% of the 

respondents were of the opinion that healthcare professionals should pay 

attention to existential aspects of health, such as ways to deal with having a 

disease and the impact of disease on patients’ life fulfillment. However, less 

than half of the respondents who had visited a healthcare professional 

during the last year indicated that they had experienced a healthcare 

professional who paid attention to existential aspects in addition to the 

medical treatment of their complaints. It was expressed by the respondents 

that healthcare professionals can contribute to their existential needs by 
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listening well to them and asking the right questions during consultation, by 

regarding the patient as a whole instead of focusing only on disease and by 

paying genuine attention to them (Harten & Haastert, 2015). Furthermore, a 

recent study about shared decision making among oncology patients and 

their physicians revealed that while physicians aim to establish mutual 

partnerships during the shared decision making process, patients felt often 

unheard and lacked sufficient understanding by their healthcare 

professional (De Lange & Spekkink, 2016). Hence, while there seems to be 

recognition with respect to the importance of relational aspects between 

patient and healthcare provider, it seems that physicians are insufficiently 

able to accomplish this in practice yet.  

 

Pillar 2: prevention, lifestyle and patients’ self-responsibility 

The second pillar about ‘prevention, lifestyle and patients’ self-responsibility’ 

was common ground among nurses in study I. Study II revealed that a focus 

on self-management, an emphasis on people’s strengths rather than their 

weaknesses and the individual responsibility of people themselves were 

among the main positive elements of the definition of health by Huber 

(2011). This comes as no surprise, given the increased attention on self-

management and the transfer of responsibility for the healing process to the 

patients themselves, which is present in the Dutch healthcare practice 

(Hoeymans et al., 2014). This trend is also seen within the new framework 

for future education of healthcare professionals (K. Van Vliet, Grotendorst, 

& Roodbol, 2016). However, the most questioned item by all stakeholders in 

study II was whether or not everyone is capable of self-management. In 

general, scientific findings support the supposed benefits of self-

management initiatives. A meta-analysis of all available Cochrane reviews 

about self-management programs indicate that self-management programs 

in which individuals learn to manage life in the face of chronic diseases can 

significantly improve knowledge, compliance behaviors and health 

outcomes, although the effectiveness differs between programs and diseases 

states (Coster & Norman, 2009). Presumably, self-efficacy is an important 

mechanism to which the positive effects can be attributed (Lorig & Holman, 

2003). Self-efficacy refers to the beliefs in one’s capabilities to organize and 

execute the courses of actions required to produce given attainments 

(Bandura, 1977). Thus, it is about how confident and how sure people are 

that under certain conditions they can achieve certain behaviors or 

psychological states. Thereby it strongly links to the components of 

manageability and comprehensibility of the concept of SOC, which are in 
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combination with the component of meaningfulness associated with positive 

health outcomes as well (Eriksson & Lindstrom, 2008).  

 

Pillar 3: use of evidence-based and safe CAM 

Study I showed that the pillar about ‘use of evidence-based and safe CAM’ was 

relatively the least popular pillar of IM. Nevertheless, more than three 

fourths of the nurses considered use of CAM important. The existence of a 

complementary care network within the main Dutch nursing association 

shows that holistic and complementary care are an acknowledged subject 

within the field of nursing (V&VN, 2014). Further, the majority of nurses 

regarded the use of CAM as cost-effective. This is supported by a cost-

effectiveness evaluation by Baars & Kooreman (2014) that showed that 

patients whose general practitioner had followed additional CAM training 

had considerably lower healthcare costs. Furthermore, a Swedish study 

showed decreased drug utilization and lower costs for patients with stress-

related mental problems who visited an anthroposophical center compared 

to patients referred to conventional care (Sundberg, Hussain-Alkateeb, & 

Falkenberg, 2015). However, overall available evidence about cost-

effectiveness of CAM is too limited and more research is needed in order to 

draw firm conclusions about the economic value of CAM (Fischer et al., 

2014).  

More than half of the respondents reported practice of CAM themselves, 

such as massage and use of aroma senses. Contrarily, only 7% of the 

pediatricians reported own practice of CAM. This is probably related to the 

difference in function. CAM usually has a supportive role during treatment, 

such as alleviation of pain and complaints (Busch et al., 2006). This area fits 

well in the role of the nurses, with its focus on the caring and supportive 

aspects, while pediatricians focus more on diagnosis and treatment. 

Additionally, 27% of the pediatricians occasionally refer patients for CAM 

treatment, and 3% frequently do so. Furthermore, it appeared from the 

survey in study I that less than half of the nurses reported practice of CAM 

within their institution. However, a recent inventory showed that 92% of all 

Dutch hospitals offer one or more forms of CAM and it is known that most 

of the homecare organizations offer at least one form of CAM (Busch, Jong, 

& Baars, 2015). Hence, it seems that many nurses were not aware of the fact 

that CAM is offered in their organization. This is not surprising, as CAM is 

often offered on small scale, lacks structural integration and is not 

embedded in management or department policies (Hupkens, 2012; ZonMW, 

2014).  
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From the results of study I it appears that the most possibilities for 

implementation were seen for music therapies and massage. Additionally, 

YHPs and healthcare providers in general saw possibilities for mind-body 

therapies as well (Busch et al., 2015; M.C. Jong et al., 2011; M.C. Jong et al., 

2012). Hence, it seems that complementary treatment modalities for which 

there is substantial scientific evidence available about underlying 

physiological mechanisms such as the stress response, seem to have the 

highest potential for integration in care (Muehsam et al., 2016). Interestingly, 

desk research showed that Dutch healthcare centers seldom use the term 

‘complementary’ on their websites, which might suggest that hospitals 

prefer not to be associated with this term (Busch et al., 2015). However, only 

a minority of nurses in the survey of study I were of the opinion that 

offering CAM could harm the institution’s reputation.  

 

Pillar 4: the healing environment 

The IM pillar of ‘the healing environment’ was considered nearly as important 

as the patients’ responsibility for their own healing process. Although nurses 

unanimously attributed positive effects of a pleasant environment for both 

patients and healthcare providers, the nurses doubted its cost-effectiveness. 

Apparently, the nurses were of the opinion that creating a healing 

environment involves structural changes and high costs. In general, the 

positive influence of the physical environment is increasingly associated 

with positive effects on the wellbeing of both patients and healthcare 

providers and an increasing number of hospitals pay attention to it 

(Wagenaar et al., 2006). Furthermore, the body of evidence that physical 

healthcare environments can positively affect the healing process and 

recovery of patients is growing (Berg, 2005; Dijkstra, 2009). For example, a 

review by Ulrich et al. (2008) indicated that well-designed physical settings 

can potentially play an important role in producing safer hospitals, 

increased healing for patients, and improved staff work environments. 

Although the body of evidence is growing regarding the health impacts of 

healing environments, more research with stronger methodological designs 

are needed in order to draw further conclusions about its effectiveness on 

specific physical and psychological health outcomes, cost-effectiveness and 

underlying mechanisms (Dijkstra, 2009).   

 

Furthermore, nurses indicated that they had encountered most obstacles for 

initiatives with respect to the healing environment. This might be related to 
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the fact that these initiatives are usually more dependent on infrastructural 

changes compared to other IM initiatives. Thereby the nurses might have 

been more dependent on support from higher organizational levels. In 

contrast, while similar proportions of respondents had undertaken 

initiatives with respect to a healing environment in the study among 

healthcare professionals in general, these respondents reported less obstacles 

regarding these initiatives compared to the nurses in study I (M.C. Jong et al., 

2011).   

 

7.1.2 The role of the nurse in further development and implementation 

of IM 

Overall, the results of the first part of this thesis showed considerable 

support for the shared underpinnings of both IM and the new concept of 

health within the Dutch healthcare community. Nurses, healthcare 

professionals in general, YHPs and pediatricians tended to have a positive 

attitude toward the concept of IM, especially with respect to the IM pillars 

‘the relationship between patient and healthcare professional’ and ‘prevention, 

lifestyle and patients’ responsibility’. Furthermore, considerable support was 

noted towards a holistic health approach among main stakeholders within 

the Dutch healthcare community, as shown by study II. These attitudes and 

perceptions form important prerequisites for further development and 

successful implementation of IM.  

Additionally, from the results of this thesis it appears that taking the 

uniqueness of every person into account at the physical, mental, emotional, 

social and spiritual level and showing genuine empathy is better ingrained 

in nurses compared to other healthcare professionals (see mainly study II 

and III). As these approaches are strongly in line with IM, nurses may play a 

key role in the implementation of IM in the Dutch healthcare practice and in 

facilitating change toward a more integrative healthcare system. As IM 

initiatives are well suited to the function and character of nurses, they might 

adopt IM approaches and initiatives more easily within their daily work. 

Thereby these nurses can serve as role models for other colleagues, which 

can facilitate further development of IM (Bravewell, 2003; Hupkens, 2012). 

On the other hand, incorporation of IM may also be beneficial for nurses 

themselves. It is argued that the larger healthcare system, with its 

biomedical focus on technology and individual curing, may be hampering 

nurses’ attempts to work from an integrative and holistic perspective (Beck, 

Dossey, & Rushton, 2014; Koithan, 2014a). This might be aggravated by 

excessive work demands due to the shortage of nurses, which puts extra 
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pressure on them to accomplish their tasks in limited time and hinders 

nurses from being sufficiently attentive to their patients (Padykula, 2016). To 

illustrate, an extensive European survey study, including more than 2000 

Dutch nurses, showed that the tasks of comforting patients (46% of the 

Dutch nurses) and education of patients and their families (27% of the Dutch 

nurses) were reported as most often left undone due to lack of time (Aiken, 

Sloane, Bruyneel, Van den Heede, & Sermeus, 2013).  

In this light, adopting elements of IM might foster in nurses a return to 

the roots of nursing. It can support them in providing care with an increased 

focus on the whole person that supports the overall healing process 

according to the core of their traditional principles, such as integrating the 

family and community in the healing process and aiming to improve 

patients’ overall condition and quality of life by providing support 

(American Nurses Association, 2010; Koithan, 2014a). However, support 

from higher organizational levels is required to enable nurses to take this 

key role in the development and implementation of IM, as they will need to 

provide the nurses with sufficient time, means and support. Furthermore, 

policies and guidelines can fundamentally provide a structure that allows 

the nurses to implement IM. Therefore, for successful implementation of IM 

it seems fruitful not only to aim at the nurses themselves, but also to create 

support for an integrative care approach among managers and other 

policymakers in the healthcare system. In this light, incorporation of a 

holistic health concept as proposed by Huber et al. (2011) may function as a 

framework that can facilitate this change.  

  

7.1.3 Introduction of the term ‘Positive Health’ as a framework and tool 

for further development and implementation of IM 

One of the aims of study II was to elaborate perceived indicators of health in 

order to make the new concept that describes health as ’the ability to adapt 

and to self-manage in the face of physical, mental and social challenges’ 

measurable. Study II revealed that these perceived indicators of health 

comprise six dimensions: bodily functions, mental functions, spiritual 

dimension, quality of life, socio-societal participation and activities of daily 

living. These six dimensions reflect a broad perception of health, and it is 

proposed to indicate these six dimensions by the term ‘Positive Health’. The 

term Positive Health aims not only to focus on the aspects that individuals 

are not able to do (the weaknesses), but to regard health in a broad 

perspective, including the aspects that people are good in (the strengths). 

Thereby the term emphasizes a different approach than the more narrow 
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interpretation of health as ‘the absence of disease’. The term Positive Health 

can be graphically represented by a spider-web (see Figure 4).  

 

 

Figure 4. The six dimensions on a subjective scale, visualized for practical 

use, indicating a fictional estimation of a person’s state of ‘positive health’ 

 

     Overall, the framework of Positive Health and the accompanying spider-

web may serve as facilitator in the development and implementation of IM. 

On a conceptual level, the term Positive Health may facilitate a shift from a 

biomedical perspective in which the disease and complaint takes a central 

role toward a more holistic perspective in which attention is given to 

contextual factors and the meaning of a disease in daily life of the patients.  

On a practical level, the spider-web - as a visual representation of the six 

dimensions - may serve as a tool during the decision making process 

between the healthcare provider and the patient. By providing an overview 

of all dimensions that comprise health, the patient and the healthcare 

professional can openly and mutually discuss the various dimensions of 

health and their underlying aspects. In this spider-web, the patient can 

allocate scores to each of the dimensions that reflects how he or she 

perceives his or her health on each of these dimensions. Using this spider-

web can lead to an increased insight in the patients’ own perception of 

health, including their strengths and weaknesses. Thereby it may contribute 

to a patient-centered approach, as described in the IM pillar ‘the relationship 
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between patient and healthcare professional’. Use of the spider-web by 

individuals themselves may give insight into their own health and provide 

guidance to take healthy choices and adapt to a healthier lifestyle. This is in 

line with the IM pillar ‘prevention, lifestyle and patients’ responsibility’. Use of 

the spider-web may also facilitate a broader view to certain (physical) 

problems – e.g. sleeping problems or other stress-related symptoms - and 

may help to reveal underlying problems on other dimensions. Thereby it 

may also set an extra light on the pillar ‘use of evidence-based and safe CAM’, as 

complementary therapies may be an appropriate and effective treatment 

option for some of the health issues identified by the spider-web. This is 

strengthened by the fact that  most complementary therapies are rooted in a 

holistic assumptions as well and that choosing for complementary therapies 

is often in line with patients’ own preferences (Van Dulmen et al., 2010). 

 

More details regarding the construct of Positive Health and its relation to the 

term ‘quality of life’, ‘health related quality of life’, and other constructs of 

health are described in the methodological considerations (chapter 7.2, page 

88 - 90). 

Section B: Implementation  

 
The objectives of the second part of this thesis (section B) were to investigate 

the effects of the MBM course on perceived stress, empathy, and self-

reflection among Dutch medical and Swedish nursing students. Furthermore, 

to obtain an in-depth understanding about the meaning and implications of 

this MBM course in their personal and professional lives. This section opens 

with a discussion of the results of the evaluation of the MBM course (study 

III and IV) with respect to these aims. Secondly, the possibilities of the MBM 

course as a tool to foster an integrative care approach (based on the results of 

study III and IV) are discussed. 
 

7.1.4 Effects of the MBM course  on medical and nursing students 

 

Perceived stress: 

While study III found long-term, substantial decrease in perceived stress 

among nursing students, no changes in perceived stress as measured by the 

PSS were found among the medical students. These findings suggest that 

nursing students benefit more from the MBM course in relation to dealing 



 

79 

with stress. The reason for this may lie in the fact that the nursing students 

felt more stressed compared to the medical students at baseline. This is 

supported by the narratives in study IV, from which it appears that the 

nursing students experience more stress in their lives and that their 

experiences with the MBM course were more profound in comparison to the 

medical students. Nevertheless, both medical and nursing students 

expressed in study IV that the MBM course gave them the opportunity to be 

more present and helped them to embed moments of calmness in their daily 

life. Furthermore, study III showed that both nursing and medical students 

were better able to deal with other negative effects resulting from 

experiences with other persons’ suffering in difficult or crisis situations on 

the longer term (measured by personal distress subscale of IRI). Improved 

ability to deal with stressors was also one of the subthemes in study IV. Both 

medical and nursing students expressed that the MBM course offered them 

the opportunity to step back from daily routine and gave them tools to 

better deal with stressful situations. Thus, while the effect of the MBM 

course on perceived stress was more incremental among nurses, the course 

appears to have beneficial effects on perceived stress among both medical 

and nursing students. The results of the study are partially in line with 

previous studies of the MBM course as developed by Georgetown 

University. While uncontrolled studies showed significantly decreased 

levels of perceived stress (A. K. Chen, Kumar, & Haramati, 2016; Dutton et 

al., 2013; Karpowicz et al., 2009; Motz et al., 2012) and reduced physiologic 

stress biomarkers (Maclaughlin et al., 2011) among medical students, a 

recent controlled study found no significant changes in perceived stress 

among medical students compared to their controls (A. K. Chen et al., 2016). 

However, with only 7 participants and 13 controls included in this study, 

sample size seems too small to detect any changes. The ability to handle 

stress in life was also one of the central themes in a qualitative study of the 

MBM course (Saunders et al., 2007). The results from study III and IV 

suggest that the medical students might profit from the learned techniques 

during a later stage of their studies when work and study pressures are 

higher. Originally, the first year was chosen for the MBM course because this 

is a time when attitudes toward medicine are just beginning to be formed, 

but could be powerfully shaped (Karpowicz et al., 2009). As experienced 

stress is thus likely to increase over the years, it would be valuable to study 

the effects of an MBM course that is provided at a later study stage (A. K. 

Chen et al., 2016; Santen, Holt, Kemp, & Hemphill, 2010). This will 
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contribute to increased insights into the question: at which stage of their 

medical or nursing education would students benefit most from the course.  

 

Empathy: 

Study III and IV showed that the MBM course led to enhanced empathic 

capacities among the participants. The MBM course enhanced the medical 

students’ ability to show compassionate feelings of concern to another 

person’s difficulty and distress (as measured by the emotional concern 

subscale of IRI). Furthermore, on the longer term it decreased levels of  

anxiety and other negative affect resulting from experiences with other 

persons’ suffering in difficult or crisis situations (as measured by the 

personal distress subscale of the IRI). Among the nursing students, the MBM 

course had short-term beneficial effects in perspective taking and fantasy, 

and long-term beneficial effects in lowered levels of personal distress. The 

results of study IV support the finding that the MBM course led to enhanced 

empathic capacities among the participants. By sharing personal stories the 

participants appeared to become more capable to view situations from 

different perspectives and to be better able to understand others’ context and 

living situations. Experiences of increased awareness about their own 

feelings and emotions might have helped participants show compassionate 

feelings when faced with human suffering and pain. While enhanced 

empathic abilities were seen among both medical and nursing students in 

study III and IV, different patterns were seen between both groups in study 

III. Enhanced empathic abilities in nursing students were mainly seen in 

lowered personal distress, while medical students showed enhanced 

emotional concern as well. Thus, it appeared that the nursing students have 

mainly acquired better coping mechanisms to deal with anxieties and 

emotions of others, while medical students have learned to become more 

compassionate towards their patients as well. This difference in pattern 

might be related to the fact that nursing students had considerable higher 

levels of empathic concern at baseline compared to the medical students. 

However, due to unstable effects on each of the IRI subscales and the 

lowered response rate during follow-up (see also methodological 

considerations, page 86), it is not possible to draw firm conclusions about 

differences in effects of the MBM course on empathic abilities between 

medical and nursing students. Overall, the results are encouraging to further 

investigate the effects of the MBM course on empathy among both medical 

and nursing students. 
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     Comparison with previous studies shows that the results of study III are 

in line with the results of studies by Karpowicz (2009) and Motz et al (2012) 

among medical students. Contrarily, the study by Chen et al (2016) showed 

no change in empathy (as measured by the student version of the Jefferson 

Scale of Physician Empathy) among medical students compared to controls. 

Improved connection with others was a theme in the qualitative study by 

Saunders et al. (2011) as well.  

 

Self-reflection: 

No changes in self-reflection were found among both medical and nursing 

students. However, study IV revealed that the MBM course had initiated a 

process of self-discovery among the students. This included improved 

regulation of their responses and increased insight into their inner feelings. 

Self-reflection in study III was measured by the GRAS, which measures self-

reflection on 3 aspects: self-reflection (‘I take a close look at my own habits of 

thinking’), empathetic reflection (‘I am aware of the possible emotional 

impact of information on others’), and reflective communication (‘I am open 

to discussion about my opinions’) (Aukes et al., 2007). At first sight, the 

aspects ‘self-reflection’ and ‘empathic reflection’ seem to overlap with the 

subtheme ‘being more aware of inner feelings and emotional expression’ that came 

forward in study IV. Furthermore, reflective communication seems to some 

extent related with the subtheme ‘bridging beliefs of self to others’. Therefore, 

changes in GRAS might have been expected, and it would be valuable to 

study in more detail the appropriateness of the GRAS in the context of the 

MBM course. This is of particular interest as reflective practice and self-

awareness are regarded as important elements of professionalism (Birden et 

al., 2014).   

Study IV brought forth that the MBM course can be understood as a 

pathway to inner awareness and a support to connecting with others as well 

as with the outside world. From structural analysis three themes were 

identified: the MBM course enhanced the “ability to be more present”, led to 

“an increased perception and awareness of self” among the students and fostered 

them to “connect on a deeper level with others”. The participants were engaged 

to develop themselves personally and in relation with others, and were 

encouraged to take better care of themselves. These themes are in line with 

the specific aims of the MBM course as developed by Georgetown 

University, namely to increase students’ awareness of emotional, physical, 

mental, social, and spiritual aspects in one’s life with the goal that enhanced 

self-awareness will lead to improved self-care, and to foster nonjudgmental, 



 

82 

supportive, collegial relationships (Talisman et al., 2015). From a 

phenomenological perspective it was interpreted that the MBM course has 

enhanced this process of self-development by enriching the students with a 

new style of seeing and ways of using their body and mind. From a 

phenomenological perspective it was interpreted that the MBM course 

enriched the students with a new style of seeing and ways of using their 

body and mind. This resulted in an improved perception of themselves in 

connection to the world, and thereby opened up a renewed manner of being 

in the world (Merleau-Ponty & Smith, 2005). It would be of interest to focus 

more in next studies on the underlying mechanisms that evoked these 

internal processes and to obtain a better understanding in the specific 

elements of the course has evoked these inner processes. This knowledge is 

useful to get more insight how the MBM can be further improved. Also, it 

can provide information how the course might be further adapted to the 

needs of different participant groups (e.g. nursing students versus medical 

students; having clinical experience versus having no clinical experience). 

 

7.1.5 MBM as a tool to foster an integrative care approach  

The results of study III and IV showed an increased ability to deal with 

stress and improved empathic abilities among both medical and nursing 

students. These competencies fall within the perspective of IM. According to 

IM, competent healthcare professionals working from an integrative care 

approach should be compassionate and empathic in caring for their patients 

and practice with integrity for the patients’ preferences, values and context 

(Weil, 2000). Furthermore, IM assumes that an attentive attitude is of vital 

importance to establish a genuine healthcare provider – patient relationship 

in order to enhance the healing process (Maizes et al., 2009). However, focus 

on these attributes is not unique for IM, rather it is a central aspect in the 

movement of PCC (Epstein & Street, 2011). Appropriate interaction with 

healthcare providers is a core concept in many models for self-management 

as well, to empower people and improve patients’ quality of life while living 

with a chronic disease (Osborne, Spinks, & Wicks, 2004; Rees & Williams, 

2009). A practical example can be found in the method of motivational 

interviewing, which is a widely used and effective method for healthcare 

providers to facilitate long-term lifestyle changes in their patients 

(Armstrong et al., 2011; Burke, Arkowitz, & Mechola, 2003). Motivational 

interviewing recognizes that behavior change requires a partnership 

between patient and healthcare provider to activate patients’ own 

motivation and resources in order to enable them to change their health-
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related behaviors (Burke, 2003). Moreover, it is in line with the results of 

study II as well, since taking into account all six dimensions of health during 

the decision making process requires sensitive and accurate listening and a 

broad and open attitude from the healthcare professional. Strength of IM 

may lie in providing a clear framework for healthcare professionals, where 

the basic tenet of optimal relations between healthcare provider and patient 

is better embedded in the structure of daily practice.  

According to the concept of IM, self-care and self-awareness are 

prerequisites for effective care. IM underlines the notion that healthcare 

professionals should cultivate self-awareness in themselves and engage in 

self-care practices that will foster their own health, to serve as effective role-

models for their patients (Kligler et al., 2004). Furthermore, the related 

concept of IN assumes that self-awareness makes a person not only more 

perceptive of self, but also of the other. According to IN, self-awareness can 

generate healthcare professionals with conscious control to deeply attune to 

the patient when providing care, or to step back and reload if necessary 

(Quinn, 2014). 

The results of study IV suggest that the MBM course created more 

openness toward different perspectives on health and new treatment 

options. According to proponents of IM, IM is not so much concerned with 

providing healthcare professionals new tools, but is rather a shift in 

perspective towards a more salutogenic healthcare approach. Education is 

regarded a key facilitator to accomplish this change in perspective 

(Giordano, Boatwright, Stapleton, & Huff, 2002; Kligler et al., 2015). It 

appears from the results that an MBM course can potentially foster openness 

to such a new healthcare perspective. Additionally, this study revealed that 

openness was mainly facilitated by the students’ own experience of the 

mind-body link, rather than by learning the theoretical underpinnings of 

such techniques. This is in line with the results of Hupkens (2012) and 

Christianson, Finch, Choate, & Findlay (2007) that showed that one’s own 

experience of intervention effects and observation of results in patients are 

important facilitators to change resistance in healthcare professionals.  

  

7.2 Methodological considerations 

The strength of the thesis is that the research employed both quantitative 

and qualitative methods, an approach known as mixed-methods research 

(Creswell & Plano Clark, 2011). Quantitative methods permitted assessments 

of attitudes and practice among larger populations (study I) and estimations 
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of magnitudes of effects (study II and IV), whereas qualitative analysis was 

helpful to explore perceptions from stakeholders while being free from pre-

assumptions (study II) and permitted the exploration of participants’ 

experiences themselves (study IV). Thus, both approaches complemented 

each other by further exploring, confirming and enriching the data. 

In this thesis, various concepts and approaches (IM, MBM, and new 

concept of health by Huber (2011) are studied among a broad range of 

healthcare providers, including nurses and physicians from all disciplines, 

Dutch medical students and Swedish nursing students. The patchwork of 

obtained results can contribute to an increased understanding of the 

possibilities and tools for implementation of IM, but impedes us from 

drawing firm conclusions. Instead, it might have been stronger to focus 

more specifically on one discipline, such as pediatric nurses. This would 

connect well to the previous studies about attitudes toward IM among 

pediatrics and YHPs. However, it was not possible to specifically reach 

pediatric nurses for the survey in study I and it was therefore estimated that 

a specific focus on them would lead to too low response rates. Therefore, the 

results of study II about positive and negative opinions toward the new 

definition was studied on the level of all main stakeholders. To better link 

these results to the results of study I, this analysis could be done specifically 

for the subgroup of nurses as well. Finally, we could have aimed to include 

Dutch nurses for participation in the MBM course, next to the Swedish 

nurses. On the other hand, the broad focus may also be a strength of the 

thesis, as IM within the Dutch healthcare system has barely been studied yet, 

and this thesis provides new clues for further studies.  

 

During all phases of the research there have been risks that might have 

created bias in data collection and analysis (internal validity) and issues that 

influenced the extent to which the results are generally applicable to other 

populations (external validity). Also, there are some issues related to the 

reliability of the data (Bouter & Van Dongen, 2000). All main methodological 

issues in this thesis are discussed below. 

Sampling: 

A possible bias that could affect the external validity of results relates to the 

recruitment strategies in the studies. In study I and for some stakeholder 

groups in study II, convenience sampling was used due to practical 

limitations. This might have led to the inclusion of participants who were 

more positive toward IM (study I) or toward the concept of health by Huber 

et al. (2011) (study II) compared to other members of the study population. 
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Furthermore, they might have had other (socio-demographic) characteristics 

that might hinder extrapolation of the findings to other members of their 

populations. This was the case for study III as well, as it was not possible to 

randomize the students, and therefore participants were self-selected. On 

the other hand, the MBM course might not be suitable for all students, and 

therefore a difference in population will always exist. Strategic sampling 

was used in study IV to ensure a representative sample of participants in the 

interviews. However, it is still unknown if they were more positive or 

negative toward the course, compared to the other students not participating 

in the study. Comparisons of socio-demographic characteristics of 

participants to the whole population (study I) and to the control groups 

(study III) were performed to assess the impact of lowered external validity 

as a result of sampling strategies. In general, these differences appeared to 

be low, suggesting that selection bias is limited. Furthermore, at first glance, 

the proportion of female students in the MBM group appears to be high 

(82.4% females in study III and 72.7% females in study IV). However, 

literature shows that the percentage of female medical students compared to 

male students was nearly 70% in 2008 (Van der Velden, Hingstman, 

Heiligers, & Hansen, 2008). Considering similar proportions of female 

medical students at Utrecht University during the years of the MBM project, 

this proportion of females was slightly higher in the MBM participants in 

study III, but still appears within the range of other medical courses. For 

study IV the proportion of female students is nearly equal to the general 

medical student population. With respect to the Swedish nursing students, 

the proportion of female students is reported to be 87.9% and mean age 

28.3±7.2 for the total population of Swedish second semester nursing 

students in 2004 (Rudman, Omne-Pontén, Wallin, and Gustavsson, 2010). 

Thus, the proportion of females and the mean age were slightly lower in the 

participants of study III and IV, but still appears to be within the range of 

other courses (study III: age 26.0±6.6 and 76.6% female; study IV: age 

30.0±7.3 and 73.7% female).  

 

Data collection  

Self-reported questionnaires were used in study I, II and III, which carries 

the risk of a social desirability bias. However, the questionnaires in study III 

comprised validated scales to detect changes over time (Aukes et al., 2007; 

Sheldon Cohen & Janicki-Deverts, 2012; Davis, 1996) and the answers of the 

participants were controlled by a control group. Furthermore, all 
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questionnaires were anonymous, and there was no pressure to provide 

socially desirable responses. 

In study I, it was decided to exclude all questions regarding the pillar 

‘healthcare provider-client relationship’, because content of this pillar was from 

the physician’s perspective and thereby less applicable to nurses. Since the 

relational aspect between nurses and their patients is a core element in 

nursing (Lindholm & Eriksson, 1993), information regarding this pillar 

would have been valuable. In order to do so, questions could have been 

posed based on elements of the healthcare provider-client relationship as 

described in the concept of IN (Koithan, 2014). 

In study III, while the response rate after the course was more than 90%, 

the percentage loss to follow-up after six and twelve months was high: 

49.6% for medical students and 53.1% for nursing students at six months 

follow-up and 40.7% and 32.4%, respectively, at twelve months follow-up. 

This carries the risk that students who were more positive about the course 

and/or experienced more positive effects from the course were more likely to 

complete the questionnaires. The reason for this lies in the fact that 

invitation for both six and twelve month follow-up was by email, while the 

first two questionnaires were completed in the classroom during the course. 

Two reminders were sent to increase the response, however, due to 

anonymity it was not possible to individually ask the participants to 

complete the questionnaires.  

For the interviews in study II and IV there is risk that the researcher 

might influence the participants and thereby create a bias in the data 

collected (Kvale & Brinkman, 2015). The aim was to reduce the influence of 

researchers on the participants in the following ways (according to Kvale, 

2015): In study IV, the researcher was not involved in the course. In study II 

the chance of influence is more likely, as most interviews were conducted by 

M. Huber, and most participants were familiar with the fact that the new 

concept of health was proposed by her. Therefore, it is conceivable that the 

participants inferred the interest of the interviewer, and tended to provide 

answers they thought would be in line with her interest. However, to ensure 

credibility, the interviewees were encouraged to provide both positive and 

negative answers throughout all interviews and the same questions, 

rephrased, were used several times. Concerning the researcher’s 

interpretation, summaries were made during the interview to clarify 

statements and to eliminate misinterpretations. Furthermore, in study II 

summaries of the interviews were sent back to the participants to ensure that 
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the narratives were interpreted well. This was not done in study IV, which 

might have been a weakness in the study conduct.  

In general, the reliability is strongly influenced by the level of comfort 

among participants (Dahlberg, 2008). This is especially likely to be the case 

in study IV, as the interviews brought forward sensitive and personal stories. 

Therefore, interviews in study II and IV were conducted in a setting chosen 

by the interviewees. Another challenge for the internal validity of study IV 

was that the interviews with nursing students were performed in English, as 

the interviewer (me) did not speak Swedish. This issue was addressed by 

several strategies. The first strategy was to inform in advance that the 

interview would be conducted in English, so that participants could judge 

for themselves whether they were willing and/or sufficiently able to express 

themselves in English. A second strategy was that the interviewer paid extra 

attention to possible difficulties in expression among the participants, and 

aimed to make the students feel at ease / encouraged them to speak openly 

in English. In the end, it appeared that the students felt sufficiently 

comfortable to express themselves in English and were able to do so well. 

This was also confirmed by the participants. 

 

The instruments 

The questionnaire in study I was developed for single inquiry of data. 

Therefore, additional testing for internal validity and reliability was 

considered out of scope. However, if the content of the survey is to be used 

in future studies as well, it would be advisable to test it for validity and 

reliability. Appropriateness of the questions was checked by pilot testing 

with several nurses, for clarity and comprehensibility. In study II, reliability 

testing was performed by Cronbach’s alpha. Cronbach’s alpha showed good 

internal consistency for the 32 aspects in the survey.  

Validated Dutch versions of the PSS, IRI and GRAS were used for study 

III (PSS, IRI, GRAS). For GRAS, this validation was performed specifically in 

a population of Dutch medical students. Furthermore, the PSS has been 

validated among general and medical students (Lee, 2012), the IRI in the 

Swedish nursing population (Cliffordson, 2002) and general Dutch 

population (De Corte et al, 2007) and the GRAS among Dutch medical 

students (Aukes 2007). The PSS and IRI were chosen since these scales were 

previously used for evaluations of the Georgetown MBM course among 

medical students (A. K. Chen et al., 2016; Dutton et al., 2013; Karpowicz et al., 

2009; Motz et al., 2012). 
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Data analysis and interpretation  

The six dimensions and underlying aspects of health are the result of a first 

step in the operationalization of the concept of health by Huber et al. (2011).  

It was aimed to elaborate this concept in a way that it would find connection 

with the people concerned. Therefore, a bottom-up approach was 

considered appropriate, as this approach allowed us to obtain thorough 

insight in the perceptions regarding health of patients and other 

stakeholders themselves. Thereby it could lead to identifiable elements of 

the concept of health which would make it applicable for the patients and 

other users themselves. Based on this reasoning, it was decided to stay close 

to the terms that were reported by the interviewees in the interviews during 

this first step in the operationalisation process. For example, the 

term ’quality of life’ was often used by the interviewees as an umbrella term 

for aspects as ’happiness’ and ’enjoyment’. The WHO Quality of Life 

(WHOQoL) Group has defined ’quality of life’ as ‘the individual’s perceptions 

of position in life in the context of the culture and the value system of where they 

live, and in relation to their goals, expectations, standards and concerns. It focuses 

on the individual’s perceived quality of life and the effects of disease and health 

interventions' (WHOQoL Group, 1998). According to this definition, the 

meaning of the term ’quality of life’ differs from the interpretation of the 

term ’quality of life’ in study II. While ’quality of life’ in study II seems to be 

more related to a term like wellbeing, the term ’quality of life’ according the 

the WHOQoL Group seems to be closer to the concept of Positive Health 

itself. Both Positive Health and quality of life as defined by the WHOQoL 

Group put emphasis on the context of certain health conditions and focus on 

having meaning in life. The generic quality of life instrument, which was 

developed by the WHOQoL Group based on the definition above, includes 

four dimensions: physical health, psychological health, social relationships, 

and environment (including aspects of daily functioning and socio-societal 

participation) (WHOQoL Group, 1998). These dimensions have considerable 

overlap with the dimensions of Positive Health as well. Although the 

spiritual dimension is not a domain by itself in the WHOQoL questionnaire, 

it is part of the psychological dimension (WHOQoL Group, 1997). It is 

important to note that within the healthcare community the term ’health 

related quality of life’ (HRQoL) is often used and/or mentioned instead 

of ’quality of life’, and it is considered to be a main part of quality of life 

which describes one's overall condition within the health context (Schlarman, 

Metzling-Blau, and Schnepp, 2008). Different definitions and 

conceptualisations of the HRQoL exist, but there is some consensus that 
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physical, emotional and social aspects of health are core domains of HRQoL, 

which follows the WHO definition of health as a state of complete physical, 

mental, and social well-being, and not merely the absence of disease or 

infirmity. According to Patrick and Erickson, HRQoL is the value assigned 

to duration of life as modified by the impairments, functional states, 

perceptions, and social opportunities that are influenced by disease, injury, 

treatment, or policy (Patrick and Erickson, 1993). Or, according to Von 

Rüden (2007), HRQoL is a multi-dimensional construct covering the physical, 

emotional, mental, and behavioural components of well-being as 

subjectively perceived by a person, depending on the cultural context and 

value system one is living in. In general, HRQoL provides a framework for 

assessing interventions predominantly from a clinical rather than a patient 

perspective (McKenna, 2011). Furthermore, it is argued that assessments of 

HRQoL do not necessarily address issues of primary concern to the patient 

(McKenna, 2011). As the HRQoL focuses on the patient's ability to fulfil 

standardized tasks and roles, it is less able to capture adaptations to certain 

limitations or impairments. Chronically ill people may adapt to their 

condition, often by replacing activities that they can no longer perform with 

others that are equally satisfying. Thus, limitations or impairments do not 

necessarily mean that the perceived value of life is impaired. The strength of 

the Positive Health spider-web may lie in the fact that it aims to further 

represent perceived health from the patient’s perspective.    

     Comparison of the six dimensions that comprise Positive Health with 

dimensions or domains of widely used generic questionnaires that measure 

the construct of health - Short Form 36 (SF-36), EuroQoL (EQ-5D), Health 

Utility Score (HUI), Duke Health Profile (DUKE), COOP / WONCA 

functional status charts, Nottingham Health Profile (NHP), Sickness Impact 

Profile (SIP) - shows certain overlap (Bergner, Bobbitt, Carter, & Gilson, 1981; 

Bringsen, Andersson, & Ejlertsson, 2009; Herdman et al., 2011; Horsman, 

Furlong, Feeny, & Torrance, 2003; Hunt, McKenna, McEwen, Williams, & 

Papp, 1981; Parkerson, Broadhead, & Tse, 1990; Scholten & Van Weel, 1992; 

Ware & Sherbourne, 1992). While the developers of these scales have 

originally described them as measures of the construct of health, inventory 

of the literature shows that these questionnaires are often used as scales to 

measure HRQoL (see for example Feeny, Eckstrom, and Whitlock, 2013; 

Chang et al., 2013). All these generic questionnaires comprise the 

dimensions bodily functions, mental functions, and social fuctioning. 

Thereby they are in line with the definition of health by the WHO (1948), 

according to which health includes physical, mental, and social domains. 
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Furthermore, most of them include some aspects about daily functioning, 

except from the DUKE. However, many of the existing questionnaires tend 

to pose questions in a negative wording (what people are not able to), while 

from a salutogenic perspective it would be advisable to pose questions in a 

positive wording (what people are still able to) (Lindström & Eriksson, 2010). 

None of these health questionnaires explicitly covers (aspects of) the 

spiritual dimension. This dimension is only found in the recently developed 

Salutogenic Health Indicator Scale (referred by the dimension ’self-

realization’) (Bringsen et al, 2009). Overall, this preliminary inventory shows 

that the inclusion of the spiritual dimension is the main difference of the 

construct Positive Health compared to existing constructs of health. 

Nevertheless, despite overlap in the terms of the dimensions, the content of 

these dimensions may still vary. Therefore, more indepth comparison about 

the content of the dimensions of the health questionnaires is needed to get 

more insight into differences and similarities between the six dimensions of 

Positive Health and the dimensions/constructs of other constructs of health. 

Furthermore, ’resilience’ is incorporated as an health aspect of the 

dimension of mental functions and perceptions at this step. However, as the 

six dimensions are aimed to serve as a first step in the operationalisation of 

the dynamic concept of health by Huber et al. (2011), it should be further 

investigated how these six dimensions relate to concepts like resilience and 

adaptation. 

     The missing data in study III as a result of lost-to-follow-up has the 

chance of non-random missing data, since participants with less positive 

results may have been less motivated to complete the follow-up 

questionnaires. ‘Little’s Missing Completely at Random test’ estimates that 

the chance for random missing data is non-significant (p=0.086 for data of 

medical students and 0.833 for data of nursing students). However, given 

the fact that the actual percentage of missing data was more than 5% in 

combination with the nearly significant estimation for random missing data 

of medical students, single imputation such as ‘last observation carried 

forward’ was considered inappropriate. Rather, Linear Mixed Models 

analysis was used to deal with the missing data, since this type of modelling 

is considered sufficiently robust to deal with both random and non-random 

missing data (Field, 2009; Twisk, 2006). However, as statistical procedures 

cannot replace real data, the long-term effects should be interpreted more 

cautiously compared to the post-intervention effect (Scheffer, 2002).    

     Phenomenological Hermeneutics was chosen as the method to study the 

experience of medical and nursing students. As study III presented 
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differences in effect between the medical and nursing students, it would 

have been an option to focus more on differences in experiences regarding 

the MBM course between the medical and nursing students. In order to do 

so, the method of phenomenography seems an appropriate choice. Both 

Phenomenological Hermeneutics and phenomenography focus on exploring 

how human beings make sense of experiences and aim to transform 

experience into consciousness (Patton, 2001). The distinction between them 

lies in the fact that in phenomenography, the emphasis is on between and 

within-individual variations in ways of understanding the phenomenon 

under study, while Phenomenological Hermeneutics (and phenomenology 

in general) aims to find the core meaning in the experience of a phenomenon 

(Larsson & Holmström, 2010). By doing so, phenomenography provides a 

more neutral, structured description of the different aspects of a 

phenomenon (i.e. different ways that the course appeared to the 

participants), while the Phenomenological Hermeneutics describes the pre-

reflective experience of being a participant in the course and the essential 

meaning of that. Ultimately, Phenomenological Hermeneutics was chosen 

due to this particular subjective focus (‘so this is what the course was like for 

you’). However, while closely following the steps of Phenomenological 

Hermeneutics as described by Lindseth & Norberg (2004), apparent 

differences between nursing and medical students that came forth during 

initial reading were recorded as well.  

     Some of the quantitative findings in study III appeared to be in conflict 

with some qualitative findings in study IV. While there were no significant 

changes detected on perceived stress and self-reflection among medical 

students as measured by the PSS and IRI, respectively, participants in the 

qualitative study reported enhanced abilities to deal with stress and 

improved self-reflective abilities. Also, with respect to the nursing students 

the quantitative study showed no changes in self-reflection and few changes 

in empathy, while the qualitative analysis brought forward enhanced 

empathic and self-reflective abilities. Possibly the scales that were used 

measured different constructs of perceived stress, empathy or self-reflection 

than those targeted by the MBM course. In this case, the measurement scales 

that focused on specific outcome parameters have not been able to detect the 

occured changes in the participants. Given the more open character of the 

interview study, these evoked changes by the MBM course could be 

revealed in study IV. It was aimed to lower this chance of insufficient 

sensitivity of the measurement scales by choosing scales that comprised 

questions that fitted to the aims and expected effects of the MBM course. 
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Furthermore, scales were chosen that were validated in populations that 

were close to the participants in the MBM course (see page 87). The 

differences in obtained results underline the different types of data that are 

generated by quantitative and qualitative approaches. Quantitative 

measurements (by use of validated scales) enabled us to provide information 

about the magnitude of effects on more strictly defined variables. On the 

other hand, the qualitative approach provided deeper understanding about 

the meaning of the course for the participants and the process that they have 

gone through. In this way, both approaches complemented each other. The 

more open, exploratory qualitative results can also be used to develop 

and/or choose appropriate quantitative measurements that are better able to 

quantitatively capture occurred effects (Patton, 2001).   
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8 Conclusions 

Overall, results from this thesis suggest that the bridge between reductionist 

and holistic perspectives on health and healthcare has become shorter. This 

seems to be supportive for the implementation of IM within the Dutch 

healthcare context. However, differences exist in the possibilities for 

implementation of each of the elements of IM. The IM pillars about patient-

centeredness and a focus on individuals’ own resources and their own 

responsibility to promote health received the most support among both 

nurses and other healthcare professionals, which is an important 

prerequisite for successful implementation. It appeared that these two pillars 

fit well in the current transitions toward a healthcare system that is better 

suited to the needs of elderly and chronically ill. Use of evidence-based and 

safe CAM and a healing environment received some support, but several 

factors – such as lack of knowledge and lack of evidence - seem to hinder 

further implementation in the current healthcare practice.  

Furthermore, a more natural patient-centered attitude and well-ingrained 

empathic qualities of nurses in comparison to other healthcare disciplines 

came forward throughout this thesis. Thereby, nurses may play a key role in 

further development and implementation of IM within the Dutch healthcare 

practice.  

The MBM program seemed to be a suitable tool to teach medical and 

nursing students skills an integrative care approach. Firstly, the MBM course 

improved the ability among medical and nursing students to take care of 

themselves physically and mentally. Secondly, it created openness toward 

different perspectives on health. Thirdly, the MBM course enhanced medical 

and nursing students’ empathic abilities, which can contribute to a more 

patient-centered relationship between patient and healthcare professional.   
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9 Future directions 

“Shift happens, en meebewegen is de kunst” – V. Frissen (from: RVZ, 2010) 

 

Over the last years, a shift has commenced from focus on cure and disease to 

health and behavior [In Dutch: ‘van Ziekte en Zorg naar Gezondheid en 

Gedrag’] in the Dutch healthcare system (RVZ, 2010). Within this trend, it is 

increasingly recognized that understanding patients’ experiences about 

living with a disease is of vital importance in the management of chronic 

diseases (NWA, 2016; K. Van Vliet et al., 2016). Furthermore, the notion that 

a biomedical focus limits the crucial emphasis upon personal interaction and 

other contextual aspects has gained an increased interest (Smit & Wydoodt, 

2016).  

Wide support for the concept of Positive Health, represented by the six 

dimensions of health, has been observed since its introduction in study II. A 

mapping study commissioned by the Dutch organization for health research 

and development (ZonMw) showed active involvement in Positive Health 

initiatives within a wide variety of stakeholder groups at all levels 

(Stekelenburg, Kersten, & Huber, 2016). For example, it has been 

incorporated as a framework in the governmental report for future 

education of all healthcare professionals (K. Van Vliet et al., 2016) and it 

forms a cornerstone in the visionary document for future medical specialists 

by the Dutch Federation of Medical Specialists (FMS, 2017). According to 

these documents, healthcare providers, including physicians and nurses, are 

expected to think and act upon the six dimensions of health. Furthermore, 

local Dutch Community Health Services (GGDs) have incorporated the 

concept of Positive Health in their vision and mission and have initiated 

several projects (Remmers & Middelkoop, 2016; Stekelenburg et al., 2016). 

On a regional level, several pilot projects have been initiated in which 

networks are formed between healthcare institutions and professionals from 

social domains that work with the framework of Positive Health (see for 

example Boers & Huber (2014). A key feature of these projects is that the 

perspective of the patient and his or her context and values take a central 

place. In order to do so, the Positive Health spider-web is used as a 

communicative tool and various disciplines work closely together to 

organize adequate care that is adapted to patients’ needs and preferences 

(Boers & Huber, 2014). Meanwhile, the spider-web has been further adjusted 

for practical purposes, and has become available as leaflet and online tool 

(http://www.ipositivehealth.com/scoringsinstrument-voor-positieve-
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gezondheid/, seen on 02-03-2017). The Institute for Positive Health was 

founded in 2015 to facilitate and guide the transfer of Positive Health 

principles into daily lives and healthcare practices 

(http://www.ipositivehealth.com, seen on 02-03-2017). 

This thesis shows in general a positive attitude toward IM among various 

healthcare disciplines. The attention generated for Positive Health may 

provide an opportunity for further development of IM. Incorporation of the 

new concept of health by Huber et al. (2011) and Positive Health within 

healthcare institutions can potentially facilitate this positive attitude towards 

IM to actual implementation of initiatives in several ways. First, the new 

concept of health and Positive Health may provide a more structured 

organizational foundation, in which (elements) of IM can better be 

embedded. Second, positive attention and wide recognition of Positive 

Health and its concepts can remove barriers for the concepts of IM, as both 

are to a large extent based on the same principles. The other way around, IM 

could also contribute to the development of Positive Health. While several 

networks have started to work with the Positive Health framework and the 

spider-web, clear directions and content of Positive Health methodology is 

not available yet (Stekelenburg et al., 2016). As IM has so much in common 

with the principles of Positive Health, expertise and experience from 

integrative healthcare clinics in the USA could serve as examples for Positive 

Health to further shape the practical realization of Positive Health.  

According to the Dutch Federation of Medical Specialists, there must be 

‘structural attention for the wellbeing of healthcare professionals and focus 

on a positive working climate’ for medical specialists in the year 2025 (FMS, 

2017). Furthermore, medical specialists should act from a holistic approach 

in which the uniqueness of each patient is recognized, a mutual partnership 

between patient and healthcare professional is formed, and focus is on 

prevention and patients’ responsibilities (FMS, 2017). For core competences 

of future nurses, the CanMEDS are used as a framework in the recently 

renewed Dutch competency profile for nurses, which includes the ability to 

deal with stressors as well as self-awareness and empathic capacities 

(Terpstra et al., 2015). Furthermore, nurses’ roles will change towards a more 

facilitative and coordinative role to organize care around the patient, which 

is adapted to patients’ needs and contexts (Terpstra et al., 2015). These 

missionary statements show the ambition that exists to work from a more 

integrative care approach for both physicians and nurses. However, this 

change cannot be accomplished without structural changes within medical 

and nursing curricula. As of now, courses that are founded on an integrative 
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care approach are rarely offered. Given the positive effects of the MBM 

course that are suggested in this thesis, it seems valuable to further explore 

the incorporation of an MBM course within medical and nursing curricula to 

promote the students’ own wellbeing, enhance interrelation aspects, and 

create openness toward an integrative care approach. Based on the results of 

the studies of this thesis, University of Utrecht and Mid Sweden University 

have decided to continue offering the MBM course to their students. It 

would be valuable if the MBM course were to be offered at other medical 

and nursing schools as well, to further develop the content of the course and 

to increase the body of evidence.   

Although recent vision statements about the future of the medical and 

nursing professions show that a new path is being taken towards a more 

integrative care approach, the influence of biomedicine in medical practice 

and medical schools seems still significant (FMS, 2017; Terpstra et al., 2015; 

ZonMW, 2014). Therefore, bias and resistance against integrative approaches 

may still form a major challenge (Hupkens, 2012; Kligler et al., 2015). Results 

as presented in this thesis can serve in the process of building bridges 

between a biomedical and holistic approach, by contributing to an increased 

understanding of the implications of an integrative care approach. 
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10 Recommendations 

 

Based on the results of this thesis, the following recommendations for 

further development of IM are made: 

- Construction of evidence on the usefulness and appropriateness of 

integrative care approaches such as IM and Positive Health. This would 

include: 

- Initiation of pilot projects based on IM and Positive Health in 

which value based outcome measures (to measure patients’ 

experiences of treatment) and EBM outcome measures (to measure 

clinical effects) are combined to determine the efficacy and 

effectiveness of these programs.  

- Initiation of cost-effectiveness studies to assess the economic 

benefits of an IM and Positive Health approach. 

- Exploration of how the concepts of IM and Positive Health can be 

practically linked to each other and exploration of existing integrative care 

programs that could possibly fit within the development of Positive Health 

methodology.  

- Conduction of fundamental studies to enlarge the scientific foundations of 

the concepts of IM and Positive Health. 

- Increased attention on the role of nurses in the development of IM. Given 

the key role that nurses can potentially play due to their in-grained holistic 

approach and patient-centeredness, it would be valuable to further explore 

the role of nurses in further development of IM. This should not only focus 

on the role of the nurse his or herself, but also on collaborations with other 

healthcare providers.  

- Given the positive results regarding the MBM course as a tool to enhance 

an integrative care approach, it is recommended to further study and 

explore the possibilities for further development of the MBM course in 

medical and nursing schools. This would include the following:  

- Aiming for new medical and nursing schools where the MBM 

course can be taught and thereby collecting data for building up 

more evidence about the benefits of the course. Ideally, this would 

include a waiting-list controlled randomized study.  

- Identification of potential facilitators and barriers to provide 

practical insight for further development of the MBM course and to 
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adapt the course to the needs and culture of (individual) medical 

and nursing schools.  

- Exploration of appropriateness of the MBM program in relation to 

the changing role and competences of future nurses and doctors. 

This would provide insight in the potential contribution of the MBM 

course in future medical and nursing curricula with a Positive 

Health approach, as is described in the vision statement of the Dutch 

Federation of Medical Specialists and the Dutch competency profile 

for nurses (FMS, 2017; Terpstra et al., 2015).  

- Further research to gain insight on which element(s) of the MBM 

course contribute to the positive effects and to get more 

understanding in its underlying mechanisms. This knowledge can 

help to eventually further adjust and improve the course.  
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Appendix 

Appendix 1: Survey questionnaire used in study I 
 

1  
Om beter zicht te krijgen in de ervaringen van verpleegkundigen op het gebied van 
Integrative Medicine zouden we eerst graag enkele algemene vragen stellen.  

  

2  
In welke instelling of voor wat voor een organisatie werk je?   

 Ziekenhuis  

          Academisch  

          Topklinisch  

          Perifeer  

 Thuiszorg  

 Overig, namelijk: 

 Ik ben niet verbonden aan een organisatie  [>> 5. Hoe lang ben jij werkzaam in de 

zorg?]  

 

 3  
Wat is je functie binnen deze instelling of organisatie?  

 Verpleegkundige  [>> 4. Met welke patiëntencategorie werk je?]  

 Verpleegkundig specialist / nurse practitioner  [>> 4. Met welke patiëntencategorie  

      werk je?]    

 Verpleegkundig onderzoeker  [>> 5. Hoe lang ben jij werkzaam in de zorg?]    

 Overig, namelijk  [>> 5. Hoe lang ben jij werkzaam in de zorg?]   

 

 4  
Met welke patiëntencategorie werk je?  

 Neonatologie/kinderen  

 Ouderen  
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 Chirurgie  

 Interne geneeskunde  

 Palliatieve zorg  

 Oncologie  

 Anders, namelijk:  

 

 5  
Hoe lang ben jij werkzaam in de zorg?  

 < 5 jaar  

 6 - 15 jaar  

 > 15 jaar  

 

 6  
In welke provincie werk je?  

 Drenthe  

 Flevoland  

 Friesland  

 Gelderland  

 Groningen  

 Limburg  

 Noord-Brabant  

 Noord-Holland  

 Overijssel  

 Utrecht  

 Zeeland  

 Zuid-Holland  
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 7  
Je bent  

 Man  

 Vrouw  

 

 8  
Wat is je leeftijd?  

 < 35 jaar  

 36 - 45 jaar  

 46 - 55 jaar  

 56 - 65 jaar  

 > 65 jaar  

 

  

9  
De nu volgende vragen zijn ingedeeld in 4 blokken:  
(I) 'preventie en eigen verantwoordelijkheid van de patiënt' 
(II) 'complementaire behandelingen' 
(III) 'helende omgeving' en  
(IV) zorgconcept Integrative Medicine. 
 
Elk blok begint met het noemen van voorbeelden, gevolgd door een aantal 
vragen. 

  

10  
Blok I. Dit onderdeel van de vragenlijst gaat over het vergroten van de 
autonomie en de eigen verantwoordelijkheid van de patiënt bij zijn/haar herstel.  
Bij het vergroten van de eigen verantwoordelijkheid van de patiënt kun je 
denken aan bijvoorbeeld:  
- de Health Buddy® (dagelijks automatisch doorbellen van patiëntgegevens naar 
verpleegkundigen) 
- lifestyle coaching 
- het gebruiken van een pijndagboek.  
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11  
Is jouw instelling of organisatie op dit moment bezig met activiteiten gericht op 
het vergroten van de eigen verantwoordelijkheid van de patiënt?  

 Ja  [>> 12. De activiteiten in jouw organisatie die ...]  

          Welke activiteiten?             

 Nee  [>> 13. Heb jij op jouw afdeling of instelling v...]  

 Ik ben niet verbonden aan een organisatie of instelling  [>> 15. Graag ontvangen wij  

jouw oordeel over ee...]  

 

 12  
De activiteiten in jouw organisatie die de eigen verantwoordelijkheid van de 
patiënt moeten vergroten zijn onderdeel van:  
(meerdere antwoorden mogelijk)  

 Algemeen beleid  

 Afdelingsbeleid  

 Personeelsbeleid  

 Zorgprogramma's  

 Onderzoek  

 Onderwijs/opleiding  

 Andere, namelijk  

 
 Weet niet  

 

 13  
Heb jij op jouw afdeling of instelling voldoende mogelijkheden om de autonomie 
en eigen verantwoordelijkheid van patiënten te vergroten?  

 Ja  [>> 15. Graag ontvangen wij jouw oordeel over ee...]  

 Nee  [>> 14. Wat mis je om de autonomie en eigen vera...]  

 Ik ben hier niet mee bezig  [>> 15. Graag ontvangen wij jouw oordeel over ee...]  

 

 14  
Wat mis je om de autonomie en eigen verantwoordelijkheid van patiënten 
te kunnen vergroten?  
(meerdere antwoorden mogelijk)  
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 Kennis  

 Ervaring  

 Wetenschappelijk bewijs  

 Tijd  

 Middelen  

 Ondersteuning  

 

 15  
Graag ontvangen wij jouw oordeel over een aantal stellingen.  
Geef per stelling aan in hoeverre je het ermee eens of oneens bent.  

  
Helemaal 

mee eens 

Enigszins 

mee eens 

Niet 

eens/niet 

oneens 

Enigszins 

mee 

oneens 

Helemaal 

mee 

oneens 

Weet  

niet 
   

Door zelfmanagement is 

de patiënt meer 

therapietrouw 
      

Iedere patiënt moet zelf 

(extra) informatie 

verzamelen over de 

aandoening/behandeling 

      

Zelfmanagement houdt 

in dat bij chronische 

aandoeningen de patiënt 

zijn/haar leefstijl moet 

aanpassen 

      

Tele-monitoring, 

monitoring door de 

patiënt en soortgelijke 

ICT-toepassingen zijn 

vooral handig om geld te 

besparen 

      

 

  

16  
Blok II. Dit blok gaat over complementaire zorg.  
Complementaire zorg is aanvullende zorg, bedoeld om patiënten meer comfort 
en ontspanning te geven en zo het welbevinden te vergroten. Complementaire 
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zorg wordt vooral door verpleegkundigen en verzorgenden gegeven.  
De meest bekende vormen van complementaire zorg zijn: 
- hand- en voetmassages 
- ontspanningsoefeningen en geleide visualisaties 
- gebruik van geur (bijv. aromaverneveling) 
- gebruik van muziek 
- gebruik van kruiden en  
- therapeutic touch.  

  

17  
Kun jij aangeven wat jij als verpleegkundige als een aanvulling beschouwt op de 
standaardzorg en welke vormen van complementaire zorg ook in jouw 
instelling/organisatie toegepast kunnen worden? 
 
2 hokjes per regel aanvinken  
 

                             Aanvulling?                             Toepassing 
   

  ja 
mis-

schien 
nee ja 

mis-

schien 
nee 

geen 

mening 

Mind-body therapieën 

(bijvoorbeeld meditatie, 

visualisatie, hypnose, 

mindfulness) 

       

Leefstijltherapieën 

(bijvoorbeeld 

beweeggroepen, 

ontspanningsoefeningen 

en stressmanagement) 

       

Gebruik van geuren 
       

Massage (hand- en 

voetmassage, 

gezichtsmassage) 
       

Gebruik van kruiden 

(bijvoorbeeld echinaceae 

en knoflook) 
       

Gebruik van muziek 
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Therapeutic touch 
       

        
 

 18  
Is jouw instelling of organisatie op dit moment ook bezig met activiteiten op het 
gebied van complementaire zorg?  

 Ja  [>> 19. De initiatieven in jouw organisatie op h...]  

          Welke activiteiten?  

                 

 Nee  [>> 20. Pas jij zelf als verpleegkundige complem...]  

 Ik ben niet verbonden aan een organisatie of instelling  [>> 20. Pas jij zelf als  

      verpleegkundige complem...]  

 

19  
De initiatieven in jouw organisatie op het gebied van complementaire zorg zijn 
onderdeel van:  
(meerdere antwoorden mogelijk)  

 Algemeen beleid  

 Afdelingsbeleid  

 Personeelsbeleid  

 Zorgprogramma's  

 Onderzoek  

 Onderwijs/opleiding  

 Anders, namelijk  

 
 Weet niet  

20  
Pas jij zelf als verpleegkundige complementaire zorg toe?  

 Ja, namelijk:  

 

 Nee  
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 21  
Heb jij als verpleegkundige voldoende mogelijkheden om complementaire zorg 
op de afdeling in te voeren?  

 Ja  [>> 23. Graag ontvangen wij je oordeel over een ...]  

 Nee  [>> 22. Wat mis je om complementaire zorg te kun...]  

 Ik ben hier niet mee bezig  [>> 23. Graag ontvangen wij je oordeel over een ...]  

 Ik ben niet verbonden aan een organisatie  [>> 23. Graag ontvangen wij je oordeel 

over een ...] 

 

 22  
Wat mis je om complementaire zorg te kunnen toepassen?  
(meerdere antwoorden mogelijk)  

 Kennis  

 Ervaring  

 Wetenschappelijk bewijs  

 Tijd  

 Middelen  

 Ondersteuning  

 

 23  
Graag ontvangen wij je oordeel over een aantal stellingen.  
Geef per stelling aan in hoeverre je het er mee eens of oneens bent.  

  
Helemaal 

mee eens 

Enigszins 

mee eens 

Niet 

eens/niet 

oneens 

Enigszins 

mee 

oneens 

Helemaal 

mee 

oneens 

Weet  

niet 

Mijn organisatie moet 

geen complementaire 

zorg aanbieden 
      

Je moet heel voorzichtig 

zijn met het aanbieden 

van complementaire 

zorg; het kan de naam 

van je beroep en je 

organisatie beschadigen 

      

Het aanbieden van 

complementair zorg       
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weegt niet op tegen de 

kosten die ermee 

gemoeid zijn 

De verpleegkundige 

dient de patiënt goed te 

informeren over de 

beschikbare 

complementaire zorg als 

de patiënt hiernaar 

vraagt 

      

Er moet meer onderzoek 

gedaan worden naar 

complementaire zorg 
      

 

  

24  
Blok III. Dit onderdeel van de vragenlijst gaat over een helende omgeving 
(‘healing environment’).  
In een helende omgeving wordt gelet op de invloed van omgevingsfactoren op 
de gezondheid. Voorbeelden hiervan zijn:  
- het gebruik van kleur 
- daglicht en natuurlijke elementen in de zorginstelling 
- de aanwezigheid van groen en tuinen in de directe omgeving.  

  

25  
Is jouw instelling/organisatie bezig met activiteiten op het gebied van een 
helende omgeving?  

 Ja  [>> 26. De activiteiten in jouw organisatie op h...]  

          Welke activiteiten?  

                 

 Nee  [>> 27. Ben jij als verpleegkundige in je dageli...]  

 Ik ben niet verbonden aan een organisatie of instelling  [>> 27. Ben jij als 

verpleegkundige in je dageli...]  

 

 26  
De activiteiten in jouw organisatie op het gebied van de helende omgeving zijn 
onderdeel van:  
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(meerdere antwoorden mogelijk)  

 Algemeen beleid  

 Afdelingsbeleid  

 Personeelsbeleid  

 Zorgprogramma's  

 Onderzoek  

 Onderwijs/opleiding  

 Anders, namelijk  

 
 Weet niet  

 

 27  
Ben jij als verpleegkundige in je dagelijkse werk ook bezig met het creëren van een 
helende omgeving?  

 Ja  

          Hoe?  

        Nee  

 

 28  
Heb jij als verpleegkundige (voldoende) mogelijkheden op jouw afdeling of 
instelling om activiteiten op het gebied van helende omgeving vorm uit te voeren?  

 Ja  [>> 30. Graag ontvangen wij je oordeel over een ...]  

 Nee  [>> 29. Wat mis je om een helende omgeving te ku...]  

 Ik ben hier niet mee bezig  [>> 30. Graag ontvangen wij je oordeel over een ...]  

 Ik ben niet verbonden aan een organisatie  [>> 30. Graag ontvangen wij je oordeel over 

 een ...]  

 

 29  
Wat mis je om een helende omgeving te kunnen creëren?  
(meerdere antwoorden mogelijk)  

 Kennis  

 Ervaring  
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 Wetenschappelijk bewijs  

 Tijd  

 Middelen  

 Ondersteuning  

 

 30  
Graag ontvangen wij je oordeel over een aantal stellingen.  
Geef per stelling aan in hoeverre je het er mee eens bent door het aanvinken 
van één hokje.  

  
Helemaal 

mee eens 

Enigszins 

mee eens 

Niet 

eens/niet 

oneens 

Enigszins 

mee 

oneens 

Helemaal 

mee 

oneens 

Weet niet 

Een omgeving 

waarin de patiënt 

zich prettig voelt, 

bevordert zijn/haar 

genezing 

      

Een prettige 

omgeving vergroot 

het werkplezier en 

de werkprestaties 

van de 

verpleegkundigen 

      

De effecten van een 

helende omgeving 

wegen niet op tegen 

de kosten die ermee 

gemoeid zijn 

      

‘Helende omgeving’ 

is niet meer dan een 

modetrend; het 

draagt niet bij aan de 

kwaliteit van zorg 
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31  
Blok IV. Integrative Medicine (IM) is een nieuwe visie op zorg die is overgewaaid 
uit de Verenigde Staten.  
Bij IM wordt gekeken welke factoren naast de medische behandeling helpen bij 
herstel of genezing van de patiënt. Drie belangrijke factoren zijn:  
- leefstijl en preventie (zelfmanagement en eigen regie) 
- complementaire zorg (ontspanningsoefeningen, massage, aromatherapie, etc.). 
- en de omgeving (healing environment)  

  

32  
Kende jij het begrip Integrative Medicine al voor deze vragenlijst?  

 Ja  

 Nee  

  

33  
Hoe belangrijk vind jij de zorgvisie Integrative Medicine?  

 Zeer belangrijk  

 Belangrijk  

 Niet belangrijk, ook niet onbelangrijk  

 Onbelangrijk  

 Zeer onbelangrijk  

 Ik snap niet precies wat het is  

 

34  
Je hebt nu een aantal vragen beantwoord over drie belangrijke factoren van 
Integrative Medicine:  
 
- preventie en eigen verantwoordelijkheid van de patiënt 
- complementaire zorg en  
- de helende omgeving.  
 
Zie jij verschillen in belangrijkheid tussen deze 3 factoren?  

 Ze zijn alle drie even belangrijk  [>> 36. Heb jij nog aanvullende opmerkingen over...]  

 Er is voor mij verschil in belangrijkheid  [>> 35. Hoe belangrijk vind je elk van deze 

fact...]  
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 35  
Hoe belangrijk vind je elk van deze factoren bij herstel of genezing van de 
patiënt ?  

  
Zeer 

belangrijk 
Belangrijk 

Niet 

belangrijk, 

ook niet 

onbelangrijk 

Onbelangrijk 
Zeer 

onbelangrijk 

Preventie en eigen 

verantwoordelijkheid 

patiënt 
     

Gebruik van 

complementaire zorg 
     

Helende omgeving 
     

 

 

36  
Heb jij nog aanvullende opmerkingen over deze vragenlijst?  

 Ja  [>> 37. Noteer hier je opmerkingen:]  

 Nee  [>> einde vragenlijst]  

 

 37  
Noteer hier je opmerkingen:  
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Appendix 2: Survey questionnaire used in study II 

 

1 

Wat is uw geboortedatum? 

 

  

 
 

2 

Wat is uw geslacht? 

 

   
 Man 

 Vrouw 

 

3 

Wat is uw hoogst afgeronde opleiding? 

 

   
 Geen opleiding 

 Lagere school 

 LBO, MAVO, VBO, VMBO, LTS, huishoudschool, LEAO, IVO, 

(M)ULO 

 HAVO, VWO, MBO, HBS, MTS, MEAO 

 HBO 

 WO, postdoctoraal 

 

4 

Wat voor dienstverband heeft u momenteel? (meerdere 

antwoorden mogelijk) 

 

 

 Zelfstandig ondernemer 

 Vast dienstverband 

 Tijdelijk dienstverband met vast aantal uren per week (voltijd of 

deeltijd) 

 Flexibel dienstverband (uitzendbaan, oproepkracht, invalkracht) 

 Dienstverband in het kader van de Wet Sociale Voorziening 
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 Anders, namelijk 

 

 

5 

In welke functie/ welk beroep bent u momenteel werkzaam? 

(meerdere antwoorden mogelijk) 

 

   
 Wetenschappelijke functie of vakspecialist 

 Beleidsvoerende en hogere leidinggevende functie 

 Administratieve functie 

 Commerciële functie 

 Dienstverlenende functie, inbegrepen zorg en onderwijs 

 Agrarisch beroep, visserij, e.d. 

 Ambachts-/industrie-/transportberoepen 

 Anders, namelijk 

 

 

6 

Heeft u een ziekte? Zo ja, welke en sinds welk jaar? 

(Meerdere antwoorden mogelijk) 

 

   
 

 Nee 

 Hart- en vaatziekte 

  Sinds welk jaar?    

 Diabetes 

  
Sinds welk jaar?    

 Voedings- en stofwisselingsziekte (anders dan diabetes) 

  
Sinds welk jaar?    

 Maag- en/of darmaandoening 

  
Sinds welk jaar?    

 Ziekte van de ademhalingswegen 
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Sinds welk jaar?    

 Spierziekte 

  
Sinds welk jaar?    

 Chronische gewrichtsaandoening 

  
Sinds welk jaar?    

 Nek- en rugklachten 

  
Sinds welk jaar?    

 Kanker 

  
Sinds welk jaar?    

 Neurologische en/of zintuiglijke aandoening 

  
Sinds welk jaar?    

 Psychische aandoening 

  
Sinds welk jaar?    

 Vruchtbaarheidsproblematiek 

  
Sinds welk jaar?    

 Huidaandoening 

  
Sinds welk jaar?    

 Anders, namelijk   

  
Sinds welk jaar?    

 

7 

Hoe zou u in het algemeen uw gezondheid omschrijven? 

 

   
 Uitstekend 

 Goed 

 Redelijk 

 Matig 

 Slecht 
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8 

OMSCHRIJVING VAN GEZONDHEID 

De definitie van de Wereldgezondheidsorganisatie (WHO) van 

1948 van gezondheid luidt: Gezondheid is een toestand van 

compleet fysiek, mentaal en sociaal welbevinden en niet alleen 

de afwezigheid van ziekte en gebrek. 

Een nieuwe omschrijving van gezondheid zou kunnen zijn: 

'Health as the ability to adapt and to self manage' 

Vrij vertaald: 

'Gezondheid als het vermogen om flexibel om te gaan met 

veranderingen en een eigen regie te voeren' (fysiek, mentaal en 

sociaal). 

 

Geef in de volgende vragen aan: 

- Wat u positief vindt aan de genoemde omschrijving?  

- Wat u negatief vindt aan de genoemde omschrijving? 

   
 

9 

Ik vind positief aan de nieuwe omschrijving (meerdere 

antwoorden mogelijk): 

 

   
 

 Het benadrukt dat iemand meer is dan zijn ziekte. 

 Het benadrukt de kracht van iemand en niet zozeer de zwakte. 

 Het legt de nadruk op eigen regie. 

 Het legt de nadruk op je eigen verantwoordelijkheid. 

 Gezondheid wordt gezien als dynamisch in plaats van een statische 

toestand. 

 Het maakt de patiëntgelijkwaardiger aan de behandelaar. 

 Anders, namelijk 
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10 

Ik vind negatief aan de nieuwe omschrijving (meerdere 

antwoorden mogelijk): 

 

   
 

 Dit is te breed, dit gaat over het hele leven en niet over gezondheid. 

 Voor mij is gezondheid toch vooral de afwezigheid van ziekte. 

 Dit vraagt nogal wat van mensen, kan iedereen wel zijn eigen regie 

voeren? 

 Dit vraagt nogal wat van mensen, wil iedereen wel eigen 

verantwoordelijkheid nemen? 

 Deze omschrijving lijkt feitelijke ziekte onbelangrijk te maken. 

 Het kan iemand weerhouden bijtijds naar de dokter te gaan. 

 Moet iemand zich maar aanpassen aan slechte levensomstandigheden? 

 Anders, namelijk 

 

 

11 

ASPECTEN VAN GEZONDHEID 

Waar leest u de mate van gezondheid van uzelf / van iemand 

(van 18 jaar of ouder) aan af? Met andere woorden, welke 

aspecten rekent u tot ‘gezondheid’?  Hierna leggen wij u een 

aantal aspecten voor en vragen u in hoeverre u deze wel of 

juist niet een belangrijk onderdeel van gezondheid vindt. 

Let op: Het gaat er dus niet om of een aspect dat genoemd wordt de 

gezondheid bevordert, maar alleen in hoeverre u het tot onderdeel van 

gezondheid rekent. 

 

   
 

  

 

12 

In hoeverre vindt u de onderstaande aspecten belangrijk als 

onderdeel van iemands gezondheid? 

Dat iemand van 18 jaar of ouder: 

   



 

145 

 

 1.  2. 3. 4. 5. 6. 7. 8. 9.  weet 

niet 

...bij een medisch 

onderzoek geen 

afwijkende 

uitslagen heeft. 

          

...een ‘gezonde 

indruk’ maakt 

(kleur/oogopslag/

houding). 

          

...passend bij de 

leeftijd 

lichamelijk goed 

kan functioneren. 

          

...niet door 

klachten of pijn 

geplaagd wordt. 
          

...zich energiek 

voelt.           

 

13 

In hoeverre vindt u de onderstaande aspecten belangrijk als 

onderdeel van iemands gezondheid? 

Dat iemand van 18 jaar of ouder: 

   
 

 1.  2. 3. 4. 5. 6. 7. 8. 9.  weet 

niet 

...wilsbekwaam is 

en helder kan 

denken. 
          

...een positieve 

stemming heeft.           

...zelfvertrouwen 

heeft.           

...het gevoel heeft           
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grip op zijn/haar 

leven te hebben. 

...in staat is zelf 

regie te voeren in 

de eigen 

levenssituatie. 

          

 

14 

 In hoeverre vindt u de onderstaande aspecten belangrijk als 

onderdeel van iemands gezondheid? 

Dat iemand van 18 jaar of ouder: 

   
 

 1.  2. 3. 4. 5. 6. 7. 8. 9.  weet 

niet 

...uit het leven 

betekenis kan 

halen. 
          

...zijn/haar ‘ding’ 

kan doen.           

...idealen heeft en 

daar voor gaat.           

...vertrouwen 

heeft in de 

toekomst. 
          

...het leven kan 

accepteren zoals 

het is en daarmee 

tevreden kan zijn. 

          

 

15 

In hoeverre vindt u de onderstaande aspecten belangrijk als 

onderdeel van iemands gezondheid? 

Dat iemand van 18 jaar en ouder: 

   
 

 1.  2. 3. 4. 5. 6. 7. 8. 9.  Weet 

niet 

...een goede           
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kwaliteit van 

leven ervaart. 

...zich doorgaans 

gelukkig voelt.           

...in staat is te 

genieten.           

...zich gezond 

voelt.           

...lekker in 

zijn/haar vel zit.           

...levenslust heeft.           

...zichzelf ervaart 

als in balans te 

zijn. 
          

 

16 

 In hoeverre vindt u de onderstaande aspecten belangrijk als 

onderdeel van iemands gezondheid? 

Dat iemand van 18 jaar of ouder: 

   
 

 1 2. 3. 4. 5. 6. 7. 8. 9.  Weet 

niet 

...sociale 

contacten kan 

onderhouden. 
          

...beschikt over 

voldoende 

steunende 

relaties. 

          

...geen 

eenzaamheid 

ervaart. 
          

...zich 

geaccepteerd 

voelt door de 

omgeving. 
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...zich betrokken 

voelt bij de 

maatschappij. 
          

...werk doet 

(betaald of 

onbetaald) dat 

voor hem of haar 

betekenisvol is. 

          

 

17 

In hoeverre vindt u de onderstaande aspecten belangrijk als 

onderdeel van iemands gezondheid? 

Dat iemand van 18 jaar of ouder: 

   
 

 1.  2. 3. 4. 5. 6. 7. 8. 9.  Weet

niet 

……..zichzelf kan 

wassen en 

aankleden (basis 

ADL). 

          

……..voor 

zijn/haar eigen 

huishouden kan 

zorgen 

(bijvoorbeeld 

koken, 

schoonmaken, 

met geld 

omgaan) 

          

……..in staat is 

om te werken 

(betaald of 

onbetaald). 

          

……..in staat is 

om medicijn- 

voorschriften te 

begrijpen en op te 
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volgen (health 

literacy). 

 

 

 

18 

Hieronder staan nogmaals categorieën genoemd waaraan je 

iemands gezondheid kunt aflezen. Kunt u de categorieën op 

volgorde zetten van belangrijkheid? De bovenste is het meest 

belangrijk en de onderste het minst belangrijk voor u. 

 

   
 

 - Lichaamsfuncties 

 - Mentale functies en –beleving 

 - Spirituele dimensie 

 - Kwaliteit van leven 

 - Sociaal-maatschappelijke participatie 

 - Dagelijks functioneren 

 

 

 

 

 

 


