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Abstract

Modern Western public healthcare systems offer predominantly publicly subsidized
healthcare traditionally based on biomedicine as the most important basis to cure persons
who suffer from disorders of somatic or psychiatric nature. To which extent this
epistemological position is suitable for this purpose is under scientific debate and challenged
by some people’s personal understandings of health and illness, their individual illness
experiences and their decision-making. Current studies show decreasing levels of patient
trust in Western public healthcare and a widespread patient-initiated use of complementary
and alternative medicine (CAM) which often is linked to unmet patient-defined healthcare
needs. Patients’’CAM users’ understandings of their afflictions are often based on elements
of biomedical knowledge as well as embodied and experience-based knowledge. We believe
this points to the need for a phenomenologically and socially based understanding of health
and illness. In this article, we analyze challenges in contemporary healthcare systems,
exemplified by people’s widespread use of CAM and based on three ways of understanding
and relating to unhealth: disease (the biomedical perspective), illness (the phenomenological
perspective) and sickness (the social perspective). In public healthcare systems aiming at
involving patients in treatment processes, acknowledging the co-existence of differing
epistemologies may be of great importance to define and reach goals of treatment and

compliance.
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Introduction

In modern Western welfare states such as Scandinavian countries, UK and Canada, citizens
who become ill are supposed to trust and receive healthcare within healthcare systems that
are mainly publicly subsidized. Such public healthcare systems may be perceived as
fragmented and highly specialized biomedical systems (Clarke 2014; Fadlon, 2004; Kuhnle,
1999; Shuval and Mizrachi 2004; ZZ et al., 2015), with a strong focus on the cause of a
disease, the characteristics of the organ involved and the current treatment for a recognized
pathology (Cunningham and Wilson, 2011). The relevance of such a biomedical perspective
as the main epistemological position for the treatment of disease is currently being
challenged by person-based perspectives of health and illness. This concept has several
connotations, but we here assume that it means an understanding of the nature of disease that
brings biological factors, as well a subjective experience and sociocultural context into
consideration. The latter perspectives are typically found in social science evaluations of
public healthcare systems, public health policy documents, and — last, but not least - in
patients who increasingly express their personal healthcare needs, healthcare experiences and

high expectations for healthcare services (Bowling et al., 2012).

No one paradigm of medicine or system of healthcare any longer holds an uncontested
monopoly in modern societies, however dominant biomedicine may seem (Adams et al.,
2012). The experience-based, unregulated, widespread and patient-initiated use of
complementary and alternative medicine (CAM) may, among other things, be linked to
possible epistemological weaknesses in the biomedical perspective, as may decreasing levels
of trust in modern public health systems (Holmboe et al. 2011; Y'Y and Author 1, 2013).
Exploring and discussing such basic epistemological matters, underlying healthcare

practices, may be central in achieving a higher degree of healthcare goal attainment — that is,
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relieving suffering by promoting health, meeting the ethical demand to sometimes cure,
often alleviate and always console.

Objectives

This article provides an overview and discussion of the differing and often competing
epistemological assumptions that can be recognized in contemporary Western landscapes of
healthcare. We analyze challenges in contemporary healthcare systems, exemplified by
people’s widespread and most often experience-based use of CAM and based on three ways
of understanding and relating to unhealth: disease (the biomedical perspective), illness (the
phenomenological perspective) and sickness (the social perspective). In public healthcare
systems aiming at involving patients in treatment processes, acknowledging the co-existence
of differing epistemologies may be of great importance to define and reach goals of treatment
and compliance. Tacit “taken for granted” attitudes deeply affect personal and professional
understandings of health and illness, and thus the content and quality of education and

clinical practice as well as patients’ decision-making.

CAM use in public healthcare contexts

What constitutes CAM varies with a number of factors, and thus the terms “CAM” and “CAM
user” have been defined differently between studies (Kristoffersen et al., 2008). Furthermore,
what is defined as CAM changes over time as the borders between biomedically based public
healthcare and CAM are constantly changing. The Cochrane Collaboration has defined CAM
as

“... a broad domain of healing resources that encompasses all health systems, modalities and
practices, and their accompanying theories and beliefs, other than those intrinsic to the

politically dominant health system” (Zollman and Vickers, 1999, p. 693).
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Norway is one of very few countries where CAM is legally defined. The Norwegian Act No.
64 of 27 June 2003 relating to the alternative treatment of disease, illness, and so forth
(Lovdata, 2004) defines CAM as:
... health related treatment which is practiced outside the established health services
and which is not practiced by authorized health personnel. However, treatment
practiced within the scope of the established health services or by authorized health
personnel is also covered by the term alternative treatment when the methods used

are essentially methods that are used outside the established health services.

No applicable official definitions of CAM exist in the rest of Scandinavia, UK or Canada,
but the situation is quite similar to Norway. Recent studies show that as many as 50 % of
Scandinavians have used CAM occasionally or regularly (Fgnnebg, 2013; Johannessen and
Ostenfeld-Rosenthal, 2012). A systematic review of studies of CAM use in 15 Western
countries including Canada, the US, Sweden and Denmark, found that the use was
substantial and stable in all the included countries, e.g., about 50 % Australia and about 37
% in the US (Harris et al., 2012). The prevalence of CAM use seems to be higher among
middle-aged women with higher education, and people with poor self-reported health
(Bishop and Lewith, 2010; Hanssen et al., 2005). CAM users do not seem to leave the public
healthcare system despite negative experiences that sometimes function as push-factors for
their decision to use CAM (e.g., Author 1 et al. 2010, 2012a, 2012b; Author 1 2013; Danell
2015; Ekholm and Kjgller, 2007; Launsg, 1996; Skovgaard et al., 2014, Verhoef et al.,
2006). The concept of CAM includes different forms of use of CAM and commitment to
CAM, a fact that should be acknowledged when analyzing the meaning and importance of

CAM use (Kristoffersen et al., 2008). A consumer commitment model (ZZ et al., 2016) and

14



a model that distinguishes between CAM users visiting a CAM practitioner repeatedly and
those who are not that dedicated (Kristoffersen et al., 2008) have thus been suggested.
Another possibly important distinction has been made between the majority of seriously ill
CAM users who choose to use CAM as supplement to recommended treatment offered in the
public healthcare system and a smaller group choosing to use CAM as an exclusive
alternative despite medical advice (Author 1 et al., 2012; Author 1, 2013). The concept of
CAM thus refers to a diverse field of practices, products, knowledge, and technologies
recognized in late modern societies (Coulter, 2004). “CAM use” may vary from taking
commonly used herbs and vitamins as supplements to treatments offered in the public
healthcare system, to the decision to forgo important biomedical cancer treatment (Author 1
etal., 2012; Author 1, 2013). However, as argued by Adams and colleagues (2012),
Siahpush (1998) and other scholars, many mind-body oriented CAM modalities such as
spiritual healing that are highly valued by their users, still operate largely outside the
mainstay of public healthcare systems and have traditionally been excluded from the core

medical curriculum.

The widespread use of CAM has been interpreted both as a result of positive experiences
with CAM , and a somewhat negative attitude toward the biomedical dominance in Western
public healthcare systems (e.g., Author 1 et al., 2010, 20123, 2012b; Author 1, 2013;
Coulter, 2004; Coulter and Willis 2007; Launsg, 1996; Mulkins et al., 2015; Rakel et al.,
2012; Sarsina et al., 2012; Siahpush 1998). Siahpush (1998) distinguishes in an interesting
review between three competing hypotheses to explain why people turn to CAM despite

receiving or being offered treatment within the public healthcare system:
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e The medical outcome hypothesis postulates that people turn to CAM because they
are dissatisfied with the health outcomes of treatments offered in the public
healthcare system

e The medical encounter hypothesis states that people are dissatisfied with the
interaction with doctors and the public healthcare system

e The postmodern hypothesis explains peoples’ commitment to CAM by the recent
emergence of a new value system that is congruent with the philosophical
underpinnings of CAM (Siahpush, 1998).

These hypotheses clearly overlap and are supported by a large number of empirical studies.
Such patterns of CAM use are often found in persons living with chronic conditions who
seek relaxation and well-being when full cure is not possible (e.g., Author 1 et al., 2010;
Author 1 et al., 2012; Author 1, 2013, 2015b; Eisenberg et al., 1993; Skovgaard et al., 2012).
Central elements in many CAM modalities have been associated with person-centeredness,
empowerment, salutogenic care and self-management (e.g., Author 1, 2015b; Berger et al.,
2012; Launsg, 1996; Maciocia, 1994; Mulkins et al., 2015; Rakel et al., 2012).
Complementary explanations for CAM use can be found in the literature, such as increasing
economic capital (Eisenberg et al., 1993), and CAM users perceived as consumers (e.g.,
Lupton, 1997; ZZ et al. 2016). We would like to add that it seems likely that increasing
expectations among Western populations for well-being and quality of life create an
increasing demand for therapies in addition to what the predominant healthcare systems are

able to offer.

According to the World Health Organization, the general goal of a healthcare system is “to
promote, restore or maintain health” (WHO 2007, p. 2). Such broadly defined ideals are

challenged by the fact that there are significant variations in the interpretations of the
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concept of health across individuals, professions, organizations and cultures (ZZ et al.,
2015). The widespread use of CAM may be perceived as an important demonstration of a
large group of healthcare users’ health and illness understandings and their healthcare
preferences. Systematic reviews have shown that beliefs about control and participation, a
holistic view of health, and a desire for natural, non-invasive treatments, predict CAM use
after controlling for demographic and clinical variables. Studies have also revealed that
many CAM users experience their health beliefs as conflicting compared to those of health
professionals in the public healthcare (Author et al., 2010; Author 1, 2013, 2015b; Berger et
al., 2012; Bodeker et al., 2007; Hughner and Kleine, 2008; Launsg,1996; Mao et al., 2008;
Mulkins et al., 2015; Rakel et al., 2012; Verhoef et al., 2006). Recent white papers like the
Norwegian innovation program Future Care (Report to the Storting, 2012-2013) recommend
a higher degree of patient involvement and shared decision-making in public healthcare. It
may remain challenging, however, to change the everyday clinical practice in line with these
ideals. The conditions for and consequences of such an idea of increased self-determination
and involvement must also be carefully scrutinized. We propose that knowledge gained from
the experiences of active and involved CAM users and analyses of CAM use in Western

welfare states may provide us with useful information.

Three main perspectives on health and illness

We assume that a biomedical, a social, and a phenomenological perspective coexist in
different contaminations and with varying emphasis among persons seeking healthcare as
well as among healthcare professionals and CAM practitioners. These perspectives mirror a
fundamental epistemological divide in present society, a tension that has been with Western

societies since the 17" century, when Descartes attempted to formulate his answer to the
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mechanistic challenge of the new science. The mind-body dualism pervades contemporary
society, as well as a tension between individual and society, subject and social group.

It is important to emphasize that the three perspectives we discuss are theoretical
constructions and analytical tools that are more rigid than what can be found in real life.
Doctors of course know that they always relate to persons in their clinical practice, and they
are trained in doctor/patient-relationship. Patients/CAM users of course may have both
positive and negative experiences with both healthcare professionals and CAM practitioners
who are not medically trained, and who are not always necessarily so person oriented. The
biomedical perspective presented here is a theoretical template, an ideal type in the Weberian
sense, for modern medicine, which can in practice never be followed. Still, as
epistemological model the presented perspective exerts strong influence. Many students
experience that they are encouraged to “choose” one or the other perspective to become a
“real” medical doctor or medical sociologist (Cunningham and Wilson, 2011; Williams,

2006).

The biomedical perspective: Focus on “the real disease”

Western public healthcare systems are since early 19" century to a gradually higher extent
relying on a biomedical basis for medical practice, research and education. Biomedicine here
refers to “the commonly established form of Western medicine taught in medical schools that
occupies a dominant, often exclusive monopoly over legitimate medical care in many
societies” (Shuval and Mizrachi, 2004, p. 676). The biomedical perspective arose in
conjunction of scientific approaches to understanding the human body, where disease was
defined as tissue dysfunction and structural deviances in organ systems. Without doubt, it has
significantly influenced major medical advances in diagnosis and treatment. Biomedicine is

focused on the cause of a disease, the characteristics of the organ involved, and the current
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evidence based treatment for a recognized pathology. Disease is here understood as “negative
bodily occurrences as conceived of by the medical profession” (Hofmann, 2002, p. 657).
Critique has since at least forty years been raised against the dominance of this perspective,
stressing the risk that subjective experiences of illness as well as socioeconomic determinants
of health may be brushed aside in clinical practice. A typical critique focuses on the
displacement of the ill person’s experiences in the professional understanding of diseases as
itis:
(...) discovered by research, that diseases exist independently of persons, and that the
correct attitude or 'stance’ of the doctor is that of objective scientist™. (...) These
uncontested assumptions have led to a black-or-white dichotomy between correct and
incorrect medical practice, without consideration of each patient's ideas, beliefs or
particular context, and how these factors can impact on disease outcomes.

(Cunningham and Wilson, 2011, p. 450)

An important element in this “impersonal” system is a perspective on the body and the self
as separate entities. Diseases are located in the body, and are (at least in principle)
measurable and depictable and have identifiable causes. This is within medical sociology
and theory of science referred to as medicine’s mind/body dualism and the doctrine of
specific aetiology (Nettleton, 2006). Disease is considered independently from context,
individual experiences, and subjective interpretations (Hoenders et al., 2008; Shuval and
Mizrachi, 2004). Within this scope, social relationships (typically physician—patient) are
formalized, and impersonal. The body is described within a biologically based framework
and often regarded as a complex biological machine, Health and recovery is perceived as
dependent on the body’s physical existence, and personality is accorded little emphasis
when considering diagnosis and treatment (Annandale, 1998; Bury, 2005; Hofmann, 2002;
Manning and Fabrega 1973; Nettleton, 2006).
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Admittedly, this perspective is stereotyped, for the obvious reason that in its pure form, it
could not work in clinical practice. However, as we earlier noted, as a basic model and ideal
of scientific rigor, it exerts considerable influence and thus creates more or less strong

tensions in practice with the two other perspectives, to which we now turn.

The phenomenological perspective: Focus on the individual illness experience

The phenomenological perspective focuses on the individual illness experience, i.e., “illness
is negative bodily experiences as conceived of by the person himself” (Hofmann 2002, p.
657).
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The concept of illness here involves action, choice, and interpretation. This is often described
as “the patient perspective”, or “first person perspective” on health and illness. This implies
that the patients are perceived as acting subjects, reacting to their illness through
interpretations formed by earlier experiences and those they interact with (e.g., physicians).
Epistemologically, understanding the patient’s illness is considered to rely on the patient’s
own experience-based knowledge. We here understand experience to mean the total sum of a
person’s perceptions of something being wrong in the body and his/her cognitive reflections

and emotional response to this (Author 2, 2008).

In phenomenology, “the lived body” is essential. According to Turner (1995),
phenomenology attempts an exploration of the relationship between the objective-
instrumental body (“the body-as-nature”) and the subjective-living body (“the lived body”).
Turner (1995) refers to the philosopher Merleau-Ponty and outlines very interestingly how a
body-in- the-life-world phenomenology perceives the body as our access to the world, which
in this approach in return creates and affects the body in different ways. Such coexistence
involves an open, communicative situation in which the boundaries between self and others
perceived as interwoven. In relation to the biological body, Leder (1998, p. 125) describes

how this phenomenological approach

... does not so much replace the biological account, as place it within a broader
perspective ... Anatomy and physiology of the lived body are always intertwined with
the body’s intentionality in ways that undermine facile claims of priority. Just as our
physical structure lays the groundwork for our mode of being-in-the-world, so our
interactions with this world fold back to reshape our body in ways conducive to health

and illness. A medicine of the lived body dwells in this intertwining.
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Sickness: Focus on the social context

However, there seems to be a close link between illness as the unique subjective experience,
and sickness, as the socially mediated understanding and acting that results from, and also
shapes, the illness experience. A social context is so to speak, incorporated by the
experiencing subject. Such an understanding of the concept of experience is inspired by
theorists like Alfred Schutz and especially John Dewey as: “(...) they both take the social and
intersubjective world of human agency as the point from which a notion of experience should
be developed” (Grgn, 2004, p. 109).

Illness is, in the social-constructivist perspective, negotiated in the social space, typically in
the doctor—patient relationship, but also in family and among friends and at the working place.
Many social constructivists in the field of medical sociology have expressed a strong critique
of biomedicine and the biomedical perspective along the lines mentioned above. In turn, the
constructivist perspective has been criticized for implying that “the world, and the body, and
disease within it, becomes equated or conflated with our discursive constructions” (Williams,
2006, p. 9). Furthermore, critics point out that there could be a discursive determinism in
relation to the meaning of the biological body if everything is reduced to the social as
power/knowledge (Williams, 2006). Sickness may thus be defined as “negative bodily
occurrences as conceived of by the society and/or its institutions” (Hofmann, 2002, p. 657).
We are inclined to see illness and sickness as two sides of the same coin, mutually dependent

and closely interacting. For heuristic purposes, they may be held apart.

Disease and illness/sickness: Differences in treatment contexts and healthcare needs
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However much it is argued that the mind-body dichotomy should be replaced by a more
unified conception of human beings, it remains remarkably insistent to such attempts. It can
be recognized in notions like psychosomatic, and plays tricks with clinical encounters when
no organic deviances are discovered but the patient has an over-whelming illness experience.
Because of this still dualistic foundation of clinical practice, it is essential that those who
attempt to heal persons experiencing unhealth are aware of these epistemologically contrary
understandings of the nature of disease/illness. We argue that it is of crucial importance in
future education and clinical practice to emphasize that the task is to deal with biological
processes (diseases) as well as mental phenomena (interpretations, experiences, i.e. illness) in

their sociocultural context (sickness).

It must be underscored that the classical divide between the biomedical focus on disease and
cure and the phenomenological/social focus on the life with illness does not necessarily
represent a problem. Both experiencing and treating acute illness are clearly different from
experiencing and treating chronic states. From the patient perspective, problems occur when
such differences in time frames and contexts are not acknowledged. The attention of patients
living with chronic illnesses is often turned from treatment and cure to management and care
(Bury, 2001). From a sociological perspective, this development illustrates how both medical
doctors in clinical encounters, as well as public healthcare systems, have to approach many
patients’ lay perspectives on health, illness, and treatment (Bury, 2001), as this interest is
obviously of strong relevance for both diagnosis, treatment and care — and for the organization

of healthcare systems.
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Some scholars within the CAM field strongly argue that such epistemological gaps as those
we have described as the biomedical, phenomenological and social perspectives on health
and illness do not exist (Hoenders et al., 2008). Instead of different perspectives, they focus
on healthcare as complex, pluralistic, and constantly changing. This may be mainly a
guestion of how concepts are used. Fadlon (2004, p. 69) posits that the domestication of
CAM over the last decades has been followed by “a process of cultural negotiation in which
both the dominant narrative of biomedicine as well as that of CAM changed”, and that CAM
“has become fashionable as part of the postmodern spectacle of the body and has developed
into a new means of medical surveillance” (ibid.). Various understandings of CAM’s
epistemological position exist, strongly influenced by factors like culture, context, and the
characteristics of the various CAM modalities. As we have noted, CAM is an extremely
heterogeneous phenomenon, which makes it hard to generalize about. However, we insist
that there still are considerable epistemological differences between CAM and the
biomedically based public healthcare systems in Western countries. CAM is in general
associated with a more holistic, in the sense of taking many factors into account, approach to
iliness, which again can be linked to a phenomenological and social understanding of health
and illness (Bishop et al., 2007; Coulter, 2004; Danell, 2015; Hoenders et al., 2008;

Launsg,1996; Rakel et al., 2012; Shuval and Mizrachi, 2004).

What can phenomenological and social perspectives on health and illness add to medical

education and clinical practice?

Healthcare users and healthcare systems are constantly changing, often in directions not
foreseen by public health authorities. The encounter between lay experiences and medical

knowledge can for analytical purposes be described as a potential clash between biomedical
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and phenomenological/social understandings of health and illness, if not healthcare
professionals are able to integrate several epistemological perspectives in their clinical
practice. We consider Western patients’ widespread use of CAM to be an interesting example
of the postmodern trend toward a plurality of subjective (lay) discourses and illness behaviors,
although science is “the most culturally embedded and ubiquitous system of knowledge in
contemporary society” (McClean and Shaw, 2005, p. 745). The increasing use of CAM during
the last decades may, to some extent, be perceived as a patient critique of public healthcare
systems and the biomedical perspective on health and illness. It may also be perceived as an
orientation toward a more individualized and experience-based understanding It has been
argued that the widespread interest in and use of CAM indirectly contributes to the foundation
of person-centered medicine, where the unigque person is positioned at the center of healthcare
and the therapeutic process (e.g., Author 1, 2015b; Bodeker et al., 2007; Danell 2015; Sarsina

etal., 2012; Mao et al., 2008; Verhoef et al., 2006).

In a phenomenological perspective, symptoms of disease are always interpreted through the
lens of a person’s individual life story, his/her memories, hopes, fears, beliefs and desires.
These are of course also partly socially formed. From this perspective, illness reaches deep
into our lives, raising questions and interpretations that may move beyond scientific
explanations (Antonovsky, 1979, 1987). Cassell was one of the first to point to the inherent

weakness of the predominating clinical epistemology:

Suffering is experienced by persons, not merely by bodies, and has its source in challenges
that threaten the intactness of the person as a complex social and psychological entity.
Suffering can include physical pain but is by no means limited to it. The relief of suffering and
the cure of disease must be seen as twin obligations of a medical profession that is truly

dedicated to the care of the sick. (Cassell, 1982, p. 639)
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Another example of such an approach to healthcare is the salutogenic thinking (Antonovsky,
1979, 1987), which focuses on man’s complete history, including disease and coping
resources - what can contribute to better health and well-being. When people face a
diagnosis, they will, in Antonovskys’ perspective,, also seek an understanding of the
existential meaning of the disease. Furthermore, Antonovsky (1979, 1987) claims that a
person with a “sense of coherence” will have a high degree of autonomy and be oriented
toward new knowledge. He/she will take what happens to his/her body and health as a
challenge and try to master it. Antonovsky also points to the fact that medical knowledge is
constantly changing, and introduces a hypothesis that a sense of coherence may have
physiological consequences. He thus asks whether research in psychoneuroimmunology may
assist in understanding the biological processes through which the sense of coherence
influences health (Antonovsky, 1987). The widespread and continuing use of CAM in many
Western countries has been explained in terms of self-care and holistic approaches to health
and illness (e.g., Author 1 et al. 2010, 2012a, 2012b; Baarts and Pedersen, 2009; Coulter and
Willis, 2007; Danell, 2015; Eisenberg, 1993; Siahpush, 1998, ZZ et al., 2016; Verhoef et al.,
2006). Furthermore, CAM use has been interpreted as a counter-trend against “bio-
medicalization” (Clarke, 2014) and a contribution to personalization and prevention of
illness (Author 1 2015b; Danell 2015; Sarsina et al., 2012). Antonovsky claims that in order
for patients in public healthcare to experience control and that their own efforts can make a
difference, the patients’ active approach has to be socially valued. He challenges public
healthcare systems and requests doctors to ask themselves whether they promote a positive
or negative development of the sense of coherence (Antonovsky, 1979, 1987). Rakel and
colleagues (2012) link a salutogenic focus to CAM education and argue for several potential
benefits of salutogenic education also in public healthcare, such as more efficient healthcare

with reduced cost and healthier and happier healthcare professionals.
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On the contrary, Antonovsky argues that the possibility that there may be knowledge and
treatment approaches outside the public healthcare system can be an impetus for further action
and give a feeling of control and that personal efforts can affect the outcome of the disease
(Antonovsky 1979, 1987). Other sociologists have argued that alternative medicine
disempowers the individual and that the growth of CAM represents a paradigmatic shift from
biomedicine that is not positive. CAM may for instance be perceived as an aspect of the
postmodern medicalization-trend, where people seek help for any signs of un-health (Coulter
and Willis, 2007; Siahpush, 1999). Antonovsky (1987) also points to a possible risk of
introducing the salutogenic model of health into public healthcare because making everything

in a person’s life medically relevant can increase medicalization and social control of people.

The need for complementary epistemologies in future public healthcareWe argue that the
patient perspective should be better integrated into public healthcare and medical education.
Both biomedical, phenomenological and social knowledge is crucial to meet a patient’s
healthcare needs. The epistemologies that form the basis of the biomedical and the
hermeneutic/phenomenological perspective should thus be combined, and even integrated into
public healthcare and education in the future. Such an endeavor has the potential to contribute
substantially to the reduction and prevention of suffering due to disease, and the three
perspectives should thus be perceived as complementary rather than contradictory approaches
in clinical encounters and education. Such a coexistence opens a possibility to make patients
more content with their encounters when ill, making diagnosis more accurate and treatment
more efficient. Such potentials yet to carry out may also represent important resources to
strengthen the quality of education for healthcare professionals who must handle the complex

meeting between so-called person-centered care and highly specialized biomedical treatment.

It has been argued that personalized care still seems out of reach in modern Western public

healthcare systems, and that one important reason for this is poorly understood tensions
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between personalized and professional goals of care that are inherent to professionalism and
specialization (Author 1 et al. 2016; ZZ et al., 2015). The professional duty in shared
decision-making processes will thus be to translate patients’ personal goals into goals that are
realistic professional goals (ZZ et al., 2015). It is also of crucial importance to approach the
question whether this may inadvertently lead us to an unjustifiably broad understanding of the
tasks of medicine (Author 2, 2011), and to discuss and develop ethically based constraints to
avoid further medicalization. If the ideals heavily emphasized in recent Western white papers
are to be taken seriously, we need to actively reflect over existing epistemologies in education
and clinical practice. Phenomenological and social perspectives may add important
knowledge to strengthen person-centered healthcare, while biomedical perspectives may
remind us that human beings belong to both nature and culture and that biology may restrict
social actions and aspirations, such as patient involvement and shared decision-making.
Integration of CAM in hospitals within public healthcare systems is increasing in practice,
although not much discussed on a system level (Jacobsen et al., 2015). Evaluations of
integration initiatives have discussed paradigmatic clashes as well as practical challenges
(e.g., Coulter, 2004). Situations where there is a clash between personal goals and
professional goals of care, such as when cancer patients decide to use alternative treatments
only (Author 1 et al., 2012, 2016; Author 1, 2013, 2015a; Coulter 2004), will remain an
ethical and practical dilemma to health professionals (Starr and Zawacki, 1999; ZZ et al.,

2015).

A relevant question is “how lay” the personally collected knowledge on which many users of
public healthcare and CAM base their treatment decisions actually is. A mental health study
revealed that: “Lay theories, perceptions and explanations ... are constructed and negotiated
in an increasingly plural and complex environment of knowledge” (Kangas 2001, p. 89).

Patients may themselves become the “experts” in heterogeneous, context-specific dimensions
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of knowledge (Author 1 2015a, 2015b; Pedersen and Baarts, 2010). Some of them — but
indeed not all — may be described as explorers of healthcare irrespective of healthcare
systems, and with reflexive and pragmatic illness behaviors influenced by culture and context
(Lupton, 1997; Author 1 et al., 2010; Author 1 2015b; Pedersen and Baarts 2010). Still, the
probably strongest cultural force in relation to illness and disease is so-called school
medicine. Prior (2003) points out that lay people are experts by virtue of having experience,
but that “experience on its own is rarely sufficient to understand the technical complexities of
disease causation, its consequences and its management” (p. 53). Medical concept theories
pervade present society, a process that has been called medicalization, and which seems to be

going on at an increasing speed (Conrad, 2005).

A further development of a person-centered, yet largely biomedically based medicine would
raise multiple scientific, ethical and practical issues. First and foremost; what should be
considered valid knowledge and information in different healthcare and education settings,
when perspectives collide? Moreover, to which extent and how should these perspectives
actually be implemented into the training of healthcare professionals? What about situations
where there is a clash between personal and professional goals of care? What do medical
ethics actually imply with regard to medical responsibility if patient involvement in decision-
making and treatment is considered a leading principle? To find answers to such crucial
questions is of course demanding and challenging. Still, the fact that such questions currently
are under debate, is indeed a promise for the future of person-centered, yet largely

biomedically based public healthcare systems.

Conclusion
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The highly specialized biomedical knowledge incorporated in current modern Western
public healthcare systems is of crucial importance to patients’ health and well-being. These
systems are officially aiming at patient involvement and shared decision-making. There is
still, however, a rather strong focus on biomedical knowledge as the dominant basis for
problem solving. Patients report unmet healthcare needs, and their widespread use of CAM
may be seen as a sign of shortcomings of the exclusive dominance of the biomedical
perspective. We thus propose that a crucial question for the future is whether
complementary epistemological perspectives will be considered valuable in science and
clinical practice. The growth of interest in CAM is a reminder to public healthcare systems
and healthcare professionals that there are individual needs that seem to pass unmet and
that seem to fall outside the present dominant frames of understanding. If experience-based
knowledge and patients’ self-defined healthcare needs are disregarded in public health
policy and medical education, this may negatively influence modern healthcare users’ trust
in and interaction with public healthcare systems. Consequently, the use of unregulated,
expensive and underexplored alternatives found in CAM may increase. This may in turn
have multiple possible negative effects on patient safety and the legitimacy and quality of
public healthcare, as trust and risk is closely connected. Furthermore, we claim that the
need to widen the epistemological frames of sciences and clinical practice may indeed be
seen as an invitation to bridge the gap between “the two cultures” — that of the sciences and
that of the humanities. Clinical practice will prevent, cure, ameliorate and console by using
a broad scope of human knowledge and experience. In so doing, the healthcare needs of the

21% century will stand better chances to be met.
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