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ABSTRACT

Mental ill-health has been termed the pandemic of the 21st century, and a large share of those
exposed do not receive treatment. Many people with depression, anxiety and other mental health
problems consult complementary or alternative medicine (CAM), and CAM is used in conventional
psychiatric care, in Sweden and in other countries. However, the extent to which CAM is used in
psychiatric care, and for what purposes, are largely unknown. This study is based on a survey distributed to all heads of regional, municipal, private and governmental health care units treating
persons with psychiatric symptoms across Sweden in 2019. CAM was reportedly used by 62% of
the 489 responding health care units, for symptoms including anxiety, sleep disturbances and
depression. Main motivations for CAM use were symptom relief, meeting patients’ requests and
reduced demand for pharmaceutical medication. Very few respondents reported side effects. The
most common reason for interrupting CAM use at a unit was a lack of trained professionals. This
study confirms the need for further research about CAM, and for CAM education and training
among healthcare professionals.

Introduction
While mental illness has been estimated to cause one third
of the disability of adults worldwide (Whiteford et al., 2013),
fewer than half of those affected receive treatment (WHO,
2017). Many people with depression, anxiety and other mental health problems consult complementary or alternative
medicine (CAM), and CAM is used in conventional psychiatric care, in Sweden (Lindell & Ek, 2010) and in other
countries (Horrigan et al., 2012). For the purpose of clarifying whether or how CAM can be of benefit for patients in
Swedish psychiatric care, and enabling properly informed
and regulated integration of CAM in Swedish healthcare
(SOU 2019:15, 2019), it is important to know the degree to
which CAM is used in psychiatric care today. It is further of
relevance what types of CAM are utilized, and for what
symptoms. Therefore, this study, which is based on a survey
distributed to heads of institutions responsible for psychiatric healthcare throughout Sweden in 2019, measures the
use of CAM in Swedish psychiatric care.
Complementary and alternative medicine (CAM)
According to the US National Institutes of Health (NIH),
CAM consists of “a group of diverse medical and health
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care systems, practices, and products that are not presently
considered to be part of conventional medicine” (NCCAM.,
2006). While the use of these concepts differs somewhat
between contexts and actors, complementary medicine typically refers to therapy used in combination with conventional
medicine, also by health care personnel, while alternative
medicine is a term for practices used instead of it.
Integrative medicine refers to the actual or potential integration of complementary methods in conventional healthcare
(Jensen et al., 2007; SOU 2019:15, 2019). Ekl€
of and Kullberg
(2004) distinguish between four types of CAM practice. The
first is comprised of CAM treatments outside of conventional healthcare, paid by the patient. The second consists of
patients seeking licensed practitioners such as chiropractors
through referral from conventional care, while the third
encompasses licensed healthcare personal practicing forms
of CAM within conventional care. The fourth group consists
of close cooperation, under the ‘same roof’, between healthcare personnel and CAM therapists. CAM encompasses a
wide variety of different practices, which the NIH (Jensen
et al., 2007; NCCAM., 2006) divide into alternative medical
systems (e.g., Chinese medicine and Ayurvedic medicine),
mind-body interventions (e.g., meditation and mental training), biologically based therapies (e.g., herbs and nutritional
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supplements), manipulation therapies (e.g., chiropractic and
massage), and energy therapies (e.g., healing).
The many different types of CAM, and the varied settings
in which it is practiced, contribute to making CAM a difficult phenomenon to delineate and measure. Still, existing
research suggests that a large and possibly growing number
of people around the world use CAM (Clarke et al., 2015;
D’Onise et al., 2013; Eardley et al., 2012; Frass et al., 2012;
Harris et al., 2012; Hunt et al., 2010), which is arguably subject to “exponential growth” around the world (Adams,
2007, p 75). Also in Sweden, research suggests that CAM
forms a considerable part of the health care offered to and
used by the population. According to a study from 2001
(Ekl€
of & Tegern, 2001), 49% of the population of Stockholm
had used CAM, while another study from 2017 (Wemrell
et al., 2017) reported that 71% of the respondents had used
some form of CAM in the past year. Commonly used methods, alongside chiropractic care and naprapathy which
should arguably not be seen as CAM but as part conventional care (SOU 2019:15, 2019), are massage, acupuncture,
various nutritional supplements and natural remedies and
self-help practices such as yoga (SOU 2019:15, 2019). CAM
use has been found to be more common among women and
persons with high education, in Sweden (Hornborg, 2012;
SOU 2019:15, 2019; Wemrell et al., 2017) and internationally
(Hansen & Kristoffersen, 2016; Hoenders et al., 2011; Rhee
et al., 2017; Solomon & Adams, 2015; Taylor, 2010).
However, reliable research into the prevalence of CAM use
in Sweden is sparse (SOU 2019:15, 2019).
Internationally, recent decades have seen an increase in
the number of patients seeking integrative care, medical
schools teaching integrative strategies, and clinical centers
offering integrative medicine (Horrigan et al., 2012). This
trend is supported by the WHO (2013). Still, prevalence
research on CAM within Swedish healthcare is even more
limited than that of overall CAM use (Jensen et al., 2007;
SOU 2019:15, 2019). According to available knowledge,
CAM use varies considerably between the different counties
of Sweden (SOU 2019:15, 2019). In one survey study
(Wemrell et al., 2016), 8% of the respondents (10% of the
women and 6% of the men) reported having received a
complementary treatment by healthcare personnel or
through referral in the last year, most commonly acupuncture (22%), massage (21%) or mindfulness (15%).
Furthermore, 69% of all the respondents (76% of the women
and 63% of the men) wanted collaboration between conventional medicine and CAM to increase (Wemrell et al., 2017).
In a study of CAM use among nurses in Sweden (Jong
et al., 2015), 11% reported having practiced CAM, while
43% stated that they wished to practice a CAM method in
the future. A mapping of CAM use in Swedish psychiatric
care (Lindell & Ek, 2010) found that CAM methods were
applied in a third of the responding municipal institutions
for adults, and in almost half of the responding regional
institutions. Frequently used methods included acupuncture
and tactile massage, offered to treat symptoms such as anxiety and insomnia and to decrease the use of pharmaceutical
medication. Survey studies have furthermore shown that
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medical practitioners, primarily nurses, perceived their level
of knowledge about CAM to be low (Bjersa et al., 2011;
2012; Jong et al., 2015; Lindberg et al., 2013), while many
emphasized that such knowledge is important, not least to
inform patients who make inquiries about CAM (Bjersa
et al., 2012; Jong et al., 2015). Jong et al. (2015) conclude
that there is a need for education about CAM at Swedish
nursing schools. However, Swedish tertiary education at
large offers a very limited number of courses on CAM
(SOU 2019:15, 2019).
On a legislative note, licensed healthcare professionals can,
according to the 2010 Patient Safety Act (H€
ogsta
F€
orvaltningsdomstolen, 2011; SFS 2010:659, 2010) provide safe
CAM treatments on the demand of informed patients, as long as
conventional treatment is not withheld (Jong et al., 2015).
While it is evident that CAM is demanded and used by
many people in Sweden, within and outside of conventional
healthcare, an obstacle for furthered integrative care is the
question of the degree to which specific CAM methods are
scientifically validated (e.g., SOU 2019:15, 2019). While the
amount of research on CAM has increased, the results are
largely inconclusive (Institute of Medicine (U.S.), 2005; SOU
2019:15, 2019). Several efforts toward gathering information
and research about different CAM methods, not least for
use in the context of mental health problems, have been
made (Cochrane, 2019; Ernst, 2006; Hoenders et al., 2011;
Lake & Spiegel, 2006; Mischoulon & Rosenbaum, 2008).
Another objection concerns the safety of CAM methods,
and the existence of side effects and potential interactions
with conventional pharmaceuticals (SOU 2019:15, 2019).
While many CAM users expect the risk of side effects to be
smaller than in conventional care (Ernst & Hung, 2011), and
research to some degree supports this (Wainapel et al., 2015),
side effects of CAM methods do exist. The perhaps greatest
risk of CAM use is the possible delay of effective, conventional treatment (Freeman et al., 2010; SOU 2019:15, 2019).
While economic research on CAM is limited, studies indicate that use of CAM can be cost-effective or cost saving, in
comparison with conventional care (Herman et al., 2012).
Mental ill-health and CAM
Mental ill-health, which causes enormous suffering for individuals and massive costs for society, has been termed the
pandemic of the 21st century and the next major public
health challenge (Lake & Turner, 2017). In 2010, an estimated 38.2% of the population of the EU member states
(approximately 165 million people) met the criteria for a
psychiatric disorder, while fewer than one-third received
treatment for it (Wittchen et al., 2011). Globally, mental illhealth represents an area of large unmet healthcare needs
(Lake & Turner, 2017; WHO, 2017). The evidence supporting pharmacological treatments of psychiatric disorders such
as depression is debated (Cuijpers et al., 2011; Ioannidis,
2008; McCormack & Korownyk, 2018), and serious side
effects exist (Henderson, 2008; NHS, 2018).
Many people with depression, anxiety and other mental
health problems use CAM (Bystritsky et al., 2012; Freeman
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et al., 2010; Solomon & Adams, 2015; Wu et al., 2007), as
shown in studies from the USA (Druss & Rosenheck, 2000;
Grzywacz et al., 2006), Australia (Alderman & Kiepfer, 2003;
Spinks & Hollingsworth, 2012) and Norway (Hansen &
Kristoffersen, 2016). A study of CAM use for mental health
problems among adults in 25 countries (de Jonge et al., 2018)
found that in high income countries, 4.6% of respondents
with a past 12-month mental disorder reported use of CAM.
CAM use was more common among persons receiving conventional care (8.6-17.8%) and increased with mental disorder
severity. The reported satisfaction with care was slightly
higher for CAM (82.1%) than for conventional care (75.6%)
(de Jonge et al., 2018). CAM is used both instead of (Hansen
& Kristoffersen, 2016) and alongside (de Jonge et al., 2018;
Hansen & Kristoffersen, 2016; Solomon & Adams, 2015) conventional care, for purposes of treating mental
health concerns.
With regard to Australia, Spinks and Hollingsworth (2012)
conclude that CAM is obviously considered to be a legitimate
and important component of health care for many, despite the
limited availability of documented evidence for its efficacy and
safety. Lake and Turner (2017) argue that the widespread use of
CAM by patients also receiving conventional treatment for mental health problems is driving a trend toward increasingly integrative mental health care in many high-income countries, and a
review of clinical centers providing integrative medicine in the
USA (Horrigan et al., 2012) notes that depression was among the
five clinical conditions for which integrative services were perceived to be used most successfully. Still, Solomon and Adams
(2015) observe that CAM is the least researched form of treatment for mental health problems. In existing CAM research,
however, gathered for example in the Cochrane Library’s section
on Complementary Medicine (Cochrane, 2019), mental health is
one of the most common areas of interest (SOU 2019:15, 2019).
This is in alignment with Freeman et al. (2010) conclusion that
due to the widespread use of CAM therapies among persons
with mental health problems, clinical, research, and educational
initiatives focused on CAM in psychiatry are clearly warranted.

improve symptoms of anxiety and depression (Goyal et al.,
2014; Lorenc et al, 2018; SBU, 2014). Tactile massage, or
tactile stimulation, also applied in Swedish healthcare
(Lindell & Ek, 2010), has been reported to reduce anxiety
and agitation among patients with dementia (Skovdahl et al.,
2007; Suzuki et al., 2010). Massage has also been found
effective for treating anxiety and depression among children
with cancer (Hughes et al., 2008).
Alongside clinical trials seeking to document the effects
of CAM methods, functional magnetic resonance imaging
(fMRI) has documented effects of acupuncture (Bai et al,
2010) and mindfulness (Kilpatrick et al., 2011) in the brain.
Meanwhile, biological explanations for the effects of acupuncture point toward the autonomic nervous system and
to regulation of blood pressure, cortisol and other stressinduced biomarkers, as well as to normalization of the hypothalamic-pituitary-adrenal (HPA) axis (Darbandi et al., 2016;
Fang et al., 2009). Ear acupuncture has been explained with
reference to stimulation of the vagus and trigeminal nerves
(He et al., 2012; Mercante et al., 2018).
Furthermore, studies have documented the self-assessed
effects of CAM practices, as noted by patients (Lindell & Ek,
2010) and providers (Horrigan et al., 2012; Lindell & Ek, 2010).
As in the noted study by de Jonge et al. (2018), survey respondents in Sweden (Wemrell et al., 2016) and internationally
(Kessler et al., 2001) have indicated that they were at least as satisfied with CAM services as with conventional therapies.
Motivating factors for consulting CAM practitioners, in general
(Sirois, 2008) and for mental health problems (Solomon &
Adams, 2015), include observed symptom relief. With regards
to acupuncture, for example, positive effects noted by psychiatric patients include calmness and relaxation (Bergdahl et al.,
2014; Hedlund & Landgren, 2017), while healthcare practitioners at psychiatric clinics have pointed to beneficial effects on
anxiety, insomnia, depression and withdrawal symptoms, and a
relative absence of side effects, particularly compared to those of
pharmaceutical medication (Landgren et al., 2019). It should be
noted, however, that not all patients are helped by CAM
(Lindell & Ek, 2010).

The effects of CAM on mental health
Acupuncture is included, since 1993 (SOSFS 1993:18, 1993),
among methods offered by Swedish healthcare for certain ailments, and it is one of the CAM modalities used in Swedish psychiatric care (Lindell & Ek, 2010). While a large share of the
research on the effects of acupuncture has yielded inconclusive
results (Pilkington, 2010; Smith et al., 2018), acupuncture has
been proven to be effective for anxiety (Arvidsdotter et al., 2014;
Li et al., 2019), depression (Chan et al., 2015; Hou et al., 2015)
and insomnia (Cao et al., 2009; Hou et al., 2015; Wainapel et al.,
2015). For treatment of anxiety, ear acupuncture has been found
to be as effective as pharmaceutical medication (Pilkington et al.,
2007). A systematic review of acupuncture combined with antidepressant medication (Chan et al., 2015) showed that this combination was more effective than SSRI therapy alone, while
acupuncture reduced the side effects of the medications.
Another CAM method used in Swedish healthcare (SOU
2019:15, 2019) is mindfulness, which has been found to

Swedish psychiatric care
In Sweden, persons with psychiatric symptoms are cared for
by regional, municipal, private or governmental health care
organizations. The 21 regions provide in- and outpatient
care, while the 290 municipalities are responsible for social
services including care for elderly, persons with physical or
intellectual impairments, psychiatric diseases or substance
abuse problems. Private actors range from outpatient clinics
run by a single psychotherapist, psychologist or psychiatrist,
to larger multi-professional outpatient clinics, and privatelyrun treatment homes. Finally, persons who are sentenced to
compulsory care for psychosocial or substance abuse problems,
ordered
by
the
Administrative
Court
(F€
orvaltningsr€atten), are cared for by the governmental
National
Board
of
Institutional
Care
(Statens
Institutionsstyrelse, SiS).
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Email addresses
provided

SKR

21 regions

15 regions provided
email addresses to
all heads. 6 regions
delivered email
adresses to some
heads.

N=1,934 surveys
were distributed

n= 452

Invalid email
addresses; incorrect
right person/unit
(n=11)
Technical problems
(n=3)
Person on vacation
(n=101)

N=1,228 surveys
reached the
recipient

N=489 surveys
returned

IVO

949

SiS

290 municipalities

160 municipalities
provided email
adresses to heads in
different types of
social psychiatric
settings.

n=708

Excluded:
Invalid email
addresses, incorrect
right person/unit
(n=30)
Technical problems
(n=21)
Person on vacation
(n=338)

N=337

N=319

N=203 (60%)

N=171 (54%)

IVO provided 736
email addresses to
private practitioners,
outpatient clinics
and treatment homes

n= 736

Excluded:
Invalid email
addresses, incorrect
person/unit
(n= 69)
Technical problems
(n=3)
Person on vacation
(n=120)

N=544

N=101 (19%)

SiS provided email
addresses to 38
SiS-units

n= 38

Excluded:
Person on vacation
(n =10)

N=28

N=14 (50%)

Figure 1. Flow chart showing how email addresses to the heads of departments were collected, and the frequency of response to the survey. IVO ¼ The Health
and Social Care Inspectorate. SKR ¼ The Swedish Association of Local Authorities and Regions. SiS ¼ The National Board of Institutional Care.

For the purpose of contributing to the limited knowledge
about CAM use in Swedish psychiatric care (Lindell & Ek,
2010), in accordance with a report from the Swedish Ministry of
Health and Social Affairs emphasizing the importance of further
research on CAM (SOU 2019:15, 2019), this study aims to map
the use of CAM methods in Swedish psychiatric care.

Methods
Study design
This is a descriptive study based on a web-based
questionnaire distributed in 2019 to the heads of all in- and

outpatient regional, municipal, private and governmental
units treating persons with psychiatric symptoms in Sweden.
The survey posed questions about which, if any, CAM
methods were used, and for what purpose.
Participants and data collection
All 21 regions were contacted and asked for email addresses
to the head of every psychiatric in- and outpatient unit,
which resulted in 452 addresses (Figure 1). Likewise, all 290
municipalities were asked for email addresses to the head of
every municipal unit for social psychiatry, resulting in 708
addresses. The Health and Social Care Inspectorate (IVO), a
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Table 1. CAM use. For each type of CAM, there was missing data from 2–4 respondents.
Total (n ¼ 489) Regional1 (n ¼ 203) Municipal2 (n ¼ 171) Private3 (n ¼ 101) Governmental4 (n ¼ 14)
Any kind of CAM
Mindfulness
Basal body awareness
Massage or tactile stimulation
Acupuncture
Yoga, Tai Chi or Qigong
Horticultural therapy
Animal assisted therapy, e.g., horse riding or therapy dog
Music therapy, dance therapy, art therapy or drama
Light therapy

303 (62%)
208 (43%)
135 (28%)
114 (23%)
92 (19%)
73 (15%)
69 (14%)
67 (14%)
57 (12%)
23 (5%)

136
118
84
45
64
35
23
10
31
5

95
31
22
48
14
13
25
37
15
13

64
56
29
16
11
23
21
18
10
5

9
3
0
5
3
2
0
2
1
0

1

Regional psychiatric care.
Municipal social psychiatric units.
3
Private psychiatric or psychological care and treatment homes.
4
Governmental psychiatric care.
2

governmental agency responsible for supervision of healthcare, provided email addresses to all 736 private units
(including psychologists’ and psychotherapists’ clinics,
multi-professional outpatient clinics and treatment homes)
registered to provide psychiatric care, while the SiS provided
email addresses to the heads of its 38 units. In total, 1,934
email addresses were collected. After the removal of nonfunctioning addresses, and addresses to persons who replied
that they were not on duty or did not work in psychiatric
care, 1,228 addresses remained on the send list (Figure 1).
The questionnaire was constructed for the purpose of this
study, and posed questions about whether, and if so which,
CAM methods were used within the respective unit, the reason
for using of having stopped using CAM, which groups of
patients that were offered CAM, and for which symptoms. A
range of types of CAM were listed, and the respondents were
asked to indicate whether or not it was used at their unit (yes/
no). The listed methods were massage/tactile stimulation, acupuncture including NADA (standardized ear acupuncture),
yoga/Qigong/Tai Chi, mindfulness, light therapy, music/dance/
art therapy/drama, horticultural therapy, animal assisted therapy,
and basal body awareness. All these methods are listed as CAM
in a public investigation from the Ministry of Health and Social
Affairs (SOU 2019:15, 2019), while some listed methods were
excluded due to our assumption that they would not commonly
be offered in conventional health care (e.g., homeopathy). Most
survey questions were of multiple-choice character, while some
offered space for open text responses. It took approximately 6
minutes to complete the survey. The survey was built, distributed
and managed with the aid of the application Research Electronic
Data Capture (REDCap) (Vanderbilt REDCap, version 8.1.7).
Information about the professional background of the heads of
the care units, who may be doctors, nurses, psychologists or
other, was not gathered.
A link to the electronic survey, which could not be forwarded to another recipient, was sent by email to the 1,934
addresses in June 2019. Two reminders were sent the week
after, and another in August 2019, to those who had
not responded.
Data analysis
Descriptive statistical analyses were conducted using SPSS
version 19 (IBM Corp., Armonk, NY). The text responses

were analyzed through manifest content analysis (Kondracki
et al., 2002), through which the contents of the survey
responses was sorted into categories. This analysis was first
performed by the last author, and discussion about adjustment of categories were held between all authors until consensus was obtained.
Ethical considerations
No sensitive personal information was gathered, and the
study population (heads of psychiatric care units) was not
considered to be vulnerable. Therefore, solicitation of
approval from the Ethical Review Authority was not
deemed necessary.

Results
Of the 1,228 surveys who probably reached a relevant person, 489 were completed (Figure 1). The response rate was
thus 40%.
Description of the units
Among the 203 regional units who responded, 74 were inpatient clinics, 137 were outpatient clinics, and 12 were daycare units. Some units provided more than one of these
types of care. The 171 responding municipal units described
a wide variety of activities. 99 units were described as residential, 75 as residential support, 49 as daytime activities
and 15 as rehabilitation. Others referred to supported
employment (n ¼ 5) or compulsory substance abuse care
(n ¼ 8). In some cases, the responder wrote that no care was
provided at the unit, revealing that the questionnaire had
been sent to a non-relevant unit. Some answers showed that
the email had not reached the head of a unit, but a person
in a higher position at the organization. Among the 101
respondents in private psychiatry, 28 were private psychiatrists, 15 were residential care homes for children and young
persons (HVB-homes), 11 were psychologists in private
practice, 34 represented multi-professional outpatient clinics
and 35 described their activity as “other”, including long- or
short-term residential care for persons with psychiatric disease and/or addiction. Of the 14 responding SiS units, nine
provided compulsory care for teenagers and five for adults.
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Table 2. Symptoms treated with CAM. Multiple choices were possible.
Total (n ¼ 489)
Symptoms treated
Anxiety
Sleep disturbances
Depression
Withdrawal
Pain
Other
Reasons for use of CAM
It relieves symptoms
Patients request it
It reduces medication on demand
Evidence is good
Other reasons
Estimated level of evidence-base for used CAM
Don’t know
Medium
High
Low

Regional1 (n ¼ 203)

Municipal2 (n ¼ 171)

Private3 (n ¼ 101)

Governmental4 (n ¼ 14)

192
115
79
56
46
33

(39%)
(24%)
(16%)
(11%)
(9%)
(7%)

107
75
37
31
21
16

53
19
21
11
11
9

29
19
20
11
13
7

3
2
1
3
1
1

201
143
64
49
46

(41%)
(29%)
(13%)
(10%)
(9%)

110
69
39
26
19

47
31
9
11
13

41
17
16
12
13

3
4
0
0
1

103
100
46
37

(21%)
(20%)
(9%)
(8%)

37
52
27
25

52
21
6
2

12
25
12
9

2
2
1
1

1

Regional psychiatric care.
Municipal social psychiatric units.
3
Private psychiatric or psychological care and treatment homes.
4
Governmental psychiatric care.
2

Compulsory care was also reported by some regional and
municipal care units.
The most common diagnoses among patients at all participating units were affective disorders, psychosis, addiction,
eating disorders and neuropsychiatric diagnoses. Other
reported diagnoses were personality disorders, post-traumatic stress disorder (PTSD), obsessive-compulsive disorders
(OCD), intellectual developmental disorders and dementia.
Eighteen informants commented that the unit treated persons with all kinds of psychiatric diseases, while one (municipal) informant stated that “many of our patients, especially
elderly, have not been diagnosed and then we use CAM to
treat their symptoms”.
Use of CAM
In total, 62% of the respondents reported use of some form
of CAM at their psychiatric health care unit (Table 1).
Regional care units reported the highest prevalence (67%),
while municipal units reported the lowest rate (56%). The
most commonly used methods were mindfulness, basal body
awareness, massage/tactile stimulation and acupuncture. With
regards to acupuncture, 83 units used NADA while 11 used
body acupuncture. The question of what other forms of
CAM, if any, were used yielded responses including meditation, breath training with bio-feedback, tapping, nutritional
supplements and natural remedies, neurofeedback-training,
anthroposophical methods, rooms for sensory stimulation, an
electric rocking chair with music and affirmations.
Symptoms treated with CAM
The most commonly reported symptoms treated with CAM
were anxiety, sleep disturbances and depression (Table 2).
The most commonly mentioned symptom reported under
“Other diagnoses” was stress (n ¼ 8). Three persons stated
that CAM, for example mindfulness, was offered to those
patients who wanted it independently of diagnosis.

Reasons for CAM use
The most commonly listed reasons for the use of CAM were
to alleviate symptoms, respond to patient requests and
reduce the use of medication on demand (Table 2). Among
other reasons, informants reported that the CAM method in
use enhances therapeutic relationships, increases the selfesteem of patients and the effect of therapeutic talks, enables
social contacts and increases body awareness. CAM was also
described as person-centered and conducive to patient
autonomy and collaborative partnership in care. Other noted
reasons were that the staff trusted and liked to offer the
treatment, and that patients were grateful for it.
CAM is unbeatable when it comes to sustainable rehabilitation
and habilitation. Its the best for all patients who want to
optimize their health. Not only that CAM is the best for the
patients but the treatments are also environmentally friendly.”
(respondent from a regional psychiatric clinic)

One respondent noted that the region “demanded that
we offer Basal Body Awareness despite the absence of
evidence”. Mindfulness was seen by other respondents as a
conventional component of cognitive behavioral therapy
(CBT) and dialectical behavior therapy (DBT) and therefore
not as CAM.
Perceived evidence-base
The respondents were asked about how strong they perceived the evidence-base for the used form of CAM to be.
The most common response was that they did not know
(Table 2).
Evaluation of effects
Few respondents reported having evaluated the effect of the
used form/s of CAM (0–30% of the answers in each cohort).
Those who did make evaluations mentioned scales used by
patients to rate their symptoms, after each session or before
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and after a treatment period. Others mentioned evaluation
through observing symptoms or asking the patients. One
unit measured pulse rate and blood pressure before and
after treatment.
Number of treatments
CAM was used both individually and in groups. The
reported share of patients who received CAM ranged from
none to all. Yearly numbers up to “about 450, 90% of the
patients” were mentioned, and patients reportedly received
0–50 CAM-treatments/year. Some informants pointed out
that CAM was offered on demand, as long as it was needed.
Perceived side effects
While all respondents answered the question about whether
negative side effects from CAM had been seen, only six
informants (1% of the respondents) reported having done
so. Such reports included mention that an increased body
awareness could cause confusion, which was described as
mild and transient.
It can be about feelings being awakened, which in the moment
and in the short run can be difficult to understand and handle
but which in the long run and with the right support can be
beneficial. It is good to complement CAM with conversation to
catch feelings and provide help in the development. (respondent
from private care)

municipal care discredited it on the basis of its links to New
age or Eastern spirituality and religions. Others argued that
CAM is incompatible with science.
We are considering stopping the use of NADA acupuncture,
because the long-term treatment effect is doubtful for the
diagnostic groups currently receiving the treatment. It seems
like NADA is more about nursing, providing relief for the
moment, than a curative treatment. (respondent from
regional care)

Under the category denominated as supporting CAM, CAM
was described as a necessary complement to conventional psychiatric care, as occupying a self-evident space within it, and as
attracting patients. Informants observed that CAM alleviates
symptoms including anxiety, sleep, withdrawal and pain.
Acupuncture was noted to reduce depression, which was
appreciated as depression is seen to hinder successful CBT.
Acupuncture was also described as an interesting option as it
enabled reduced use of sedatives and anxiolytics while also
diminishing side effects from antidepressants. One respondent
claimed that Basal Body Awareness was evidence-based in
treatment of psychosis and thus recommended for use. Others
argued that CAM methods provided cheap, non-pharmacological complementary forms of care without side-effects,
improving patient-therapist alliances and leading to a valuable
sense of community when consisting of group activities. CAM
was described as a person-centred, and as equally important as
medical treatment.
The more we use CAM, the larger demand we see. (a
respondent from regional care)

Interrupted CAM treatment
One hundred fifty-three units (31%) had stopped using one
or more CAM-methods. The most commonly reported reason for this, noted by 56 units, was a lack of trained professionals. Other stated reasons were lacking evidence-base
(n ¼ 26), economic reasons (n ¼ 12), and lack of time
(n ¼ 12). Five of those reporting economic reasons for interrupting use of CAM had used animal assisted therapy. The
most commonly reported therapy interrupted due to a lacking evidence-base (n ¼ 9) was acupuncture. Forty-seven
respondents reported “other reason” for interrupting use
of CAM.
Final comments: Critiquing CAM, supporting CAM,
discussing efficacy and questioning definitions
The final question, “Is there anything else you would like to
add about CAM in psychiatric care?”, was answered by 99
informants. Positive or negative attitudes toward CAM were
here expressed in the often lengthy answers. These responses
were grouped in four categories: “critiquing CAM”,
“supporting CAM”, “discussing the efficacy of CAM” and
“questioning definitions of CAM”.
While critiquing CAM, some respondents declared that
their units worked according to scientific evidence and
national guidelines and therefore did not use CAM. One
respondent from regional care noted that CAM use was frivolous in care for persons with psychosis, and another from

[CAM] is the future, and objective science. It is the patients’
only real hope. (respondent from private care)

Several informants argued that because conventional care,
including pharmaceutical medication and counseling or psychotherapy, was not sufficient to fill patients’ needs and did
not suit all patients, it was valuable to be able to offer a
wider range of care options in accordance with patients
individual needs and requests. Noted groups of patients that
were otherwise often difficult to help were persons with autism, anorexia, intellectual impairment or acquired brain
damage, sometimes combined with neuro-psychiatric diagnoses. The possibility of offering CAM to these persons, and
to other patients who had little physical contact with others,
was seen as a valuable tool for reducing anxiety and frightening thoughts. Patients were perceived to recover faster,
and to gain an increased ability for self-regulation, when
CAM was added to conventional care.
Horse riding therapy was very good when the patient could not
be reached by any other treatment. Unfortunately, we had to
stop when one of the professionals retired. (respondent from
regional care)
It’s beneficial to be able to offer a bodily treatment, or
treatment using nature and animals. It is not so easy for
everyone to grasp and express their emotions or needs sitting in
a therapy chair. (respondent from municipal care)

Several informants pointed to the importance of helping
patients increase the awareness of their bodies. CAM was
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here described as training persons to use all their senses,
and creating a sense of control. It was noted to help patients
understand bodily reactions and thereby be able to influence
somatic sensations and well-being.
When the psychiatric patients initially come to us, they believe
they are solely a BIG head, without body and extremities. We
need CAM to obtain contact with the whole person, the whole
system, to in the long run achieve a functioning and tolerable
everyday life for the patient. (respondent from private care)

Some argued that CAM should be used more extensively
in psychiatric care, while some were planning to implement
CAM. A few informants whose units did not use CAM
referred patients to other care givers, such as a physiotherapist, for the purpose of increased bodily awareness or
mindfulness in patients, which was perceived to increase
their feeling of security and motivation. CAM was also seen
as a way to increase receptivity to and motivation for conventional care.
While discussing the efficacy of CAM, informants pointed
out that CAM was not used as an exclusive treatment, but
in combination with conventional, evidence-based care,
often in a multi-disciplinary context. It was thus noted to be
difficult to separate the effects of different parts of the treatments. Also, with regards to CAM methods in themselves,
while respondents related their experiences of clinical effects
and of patient appreciation, some were uncertain about
whether the perceived effect was actually due to the CAM
treatment in itself.
Several responses concerned the scientific evidence-base
of CAM. Some respondents noted a lack of staff who could
perform CAM as the management no longer supported
training in CAM methods with weak evidence. Informants
arguing that CAM was beneficial and appreciated by
patients requested more research comparing CAM with
medical treatment, as they noted often getting stuck in discussions on evidence.
There is resistance from senior managers to the use of NADA
in psychiatry. It would be good to obtain evidence that it works,
alongside us who already know that it does. (respondent from
regional care)

Criticism was furthermore directed toward the evaluation
of evidence in psychiatric research:
The research asks the wrong questions with an almost complete
objectification of the patient and it is therefore of limited value
for psychiatric treatment. (respondent in private care)

Questioning definitions of CAM, informants expressed
uncertainties about what CAM is, or about how to delineate
it. One informant argued that mindfulness should not be
defined as CAM as it was used in an evidence-based program based on CBT. When massage was given to teenagers
for relaxation, it was not seen as CAM nor as conventional
treatment “but more as good nursing” (a respondent from
governmental care). Informants described how relaxation in
a group, horse riding, activities with dogs, outdoor activities
in nature and use of calm music was used in psychiatric
care due to being calming, relaxing or stimulating for the
senses, but not, or not self-evidently, considered as CAM.
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I would say that the day care or middle level care used in BUP
[children’s and adolescents psychiatry] today is largely CAM.
(respondent from regional care)

Discussion
As noted by Solomon and Adams (2015), the use of CAM
for mental health problems has important clinical and public
health implications. In recent years, and with support from
the WHO (2013), significant efforts have been made in
many countries to integrate CAM into conventional healthcare institutions (de Jonge et al., 2018). This study shows
that to a degree, such integration has also occurred in
Swedish psychiatric care.
CAM was in the present study used at 62% of the
responding units treating persons with psychiatric diagnosis
and/or addiction. CAM was reportedly used to relieve
patients’ symptoms at 41% of the units, indicating that conventional care was not perceived as sufficient. It was offered
in response to patient requests, in line with descriptions of
CAM as patient-centered treatment. Further, respondents
stated that CAM was used to reduce the need for medication on demand, or to reduce side effects from antidepressant, sedative and hypnotic pharmaceuticals. While anxiety,
depression, sleep problems and withdrawal were the most
commonly noted diagnoses or symptoms for which CAM
was used, it is interesting and pointing toward a holistic
approach that 9% of the respondents referred to use of
CAM in psychiatric settings to reduce pain. Only a small
share (1%) of the respondents reported that they had noted
any side effects, in line with earlier studies (Freeman et al.,
2010; Wainapel et al., 2015). These side effects were reportedly mild and transient. The most common reasons for
interrupting the use of CAM were a lack of trained professionals and a lacking evidence-base. It is noteworthy here
that when asked about the perceived evidence-base of utilized CAM methods, the most common response was that
they respondent did not know. This confirms the need for
further research about CAM, and for education of healthcare
professionals about the benefits and risks of CAM (SOU
2019:15, 2019).
The complexities of CAM concepts
As expressed in responses from informants, the dividing line
between CAM and conventional healthcare is not entirely
clear-cut. Any definition of CAM, which assumes the complex conventional or biomedical healthcare as the oppositional referent, is time and culture dependent (de Jonge
et al., 2018; Ekl€
oF, 1999). For example, chiropractic care and
naprapathy are sometimes not considered as CAM, but as
part of conventional care due to their now professionalized
status (Hansen & Kristoffersen, 2016; SOU 2019:15, 2019).
With regards to acupuncture, it might be speculated as to
whether it should be considered as conventional rather than
complementary medicine if given in accordance with
national guidelines, if practiced by a health care professional
rather than by a traditional Chinese medicine practitioner,
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or if given on the basis of Western rather than Chinese
diagnosis and philosophy? Gale (2014) notes that practices
and concepts grouped under the term of CAM gathers a
range of practices, products and systems that bear very little
resemblance to each other, while the difference between
methods used by conventional and complementary or alternative therapists may not be very marked in practice. Thus,
while distinctions between conventional medicine and CAM
can be quite charged and politicized (Gale, 2014), they may
be diffuse and change over time and between locations. This
can affect measures of prevalence, as well as complicate matters of regulation and integration, as well as financial conditions for practitioners and patients.
In the face of such complexities, Druss and Rosenbeck
(2000) argue that dividing lines between CAM and conventional medicine should give way to distinctions between
effective and ineffective therapies of any kind.
Obstacles to integration of CAM in healthcare
A major argument used against CAM methods, and against
their integration into conventional healthcare and tertiary
education, concerns the scientific evidence of their effectiveness (SOU 2019:15, 2019). While some argue that CAM can
and should be evaluated according to the principles of evidence based medicine (EBM) (Hoenders et al., 2011), others
argue that such demands are unjust due to the relative lack
of financial resources invested in CAM (Sarris, 2012), and
due to a lack of evidence underpinning many practices used
in conventional care (Hoenders et al., 2011). It is further
claimed that many forms of CAM are not suitably evaluated
by means of randomized controlled trials (RCTs), i.e., the
gold standard of EBM and of Western biomedical notions of
truth (Gale, 2014). For example, in trials of many CAM
practices, such as acupuncture, as well as of established
treatments like psychotherapy and surgery, it can be difficult
to blind the recipient as to whether s/he is receiving a treatment or a placebo, while it is also impossible to blind the
practitioner. Sham acupuncture, used as placebo in acupuncture trials, has also proven to not be inert (Langevin et al.,
2011). Furthermore, many types of CAM treatments are
noted to differ from the standardized protocol practices
necessary for RCTs, through being highly individualized in
order to suit the specific patient (Wainapel et al., 2015;
Wan, 2016). For these reasons, researchers have suggested
that methods other than RCTs, such as pragmatic trials
(Wan, 2016), measures of neurochemical or other biological
effects (Langevin et al., 2011; Wainapel et al., 2015), or
qualitative studies (SOU 2019:15, 2019), should be considered in evaluations of the effects of CAM as EBM do not
rest solely on RCTs. In evidence-based health care in
Sweden, so called proven experience, patient requests, input
from caregivers, costs and side effects are factors that should
be acknowledged in decisions about which care should be
offered (SFS 2010:659, 2010; SOU 2019:15, 2019).
Some healthcare practitioners in the present study noted
that while knowing that the evidence base of relevant CAM
methods is under question, they continue to offer them as

long as patients demand it and experience subjective
improvements. That is in line with guidelines for psychiatric
nurses, whose task is to increase patients’ subjective sense of
psychiatric well-being (Gabrielsson et al., 2015). Although
one respondent in the present study dismissed one type of
CAM as the perceived effect could be “more about nursing,
providing relief for the moment”, it may be argued that as
long as a CAM method is perceived to be effective and safe,
it can be chosen as a nursing intervention (Landgren et al.,
2019). While a positive attitude toward CAM has been
found among Swedish nurses (Jong et al., 2015), participiants in this study emphasize that for implementing or
maintaining CAM as a nursing intervention, support from
management and medical doctors is necessary (Lindell &
Ek, 2010).
It is worth noting that while CAM is perhaps at some
odds with EMB and the principles of RCTs (e.g., Wan,
2016), many refer to CAM practices as individualized (Lake
& Turner, 2017), personalized (Horrigan et al., 2012; Wan,
2016), tailored to the singular patient (Wainapel et al., 2015)
and person-centered (Foley & Steel, 2017), in line with current movements toward individualized, precision or personalized, and person-centered, medicine (Khoury et al., 2016).
Although standardized treatments do exist within CAM,
Wan (2016) notes that best practices are typically considered
to be adaptable and individualized. Accordingly, patients
and health care professionals using CAM in Swedish psychiatric care speak of CAM methods as individualized (Lindell
& Ek, 2010), and easy to adjust to the patients’ needs and
requests (Landgren et al., 2019). The option of offering
CAM as an adjunct to conventional care entails an emphasis
on shared decision-making and autonomy (di Sarsina et al.,
2012; Foley & Steel, 2017), while CAM typically provides
space for collaboration, verbal and/or non-verbal communication, asking reflective questions, and conveying practitioner empathy. Thus, CAM may promote patient
empowerment and person-centered care (di Sarsina et al.,
2012; Foley & Steel, 2017) while being conducive to development of therapeutic relationships needed to support psychiatric patients (Dziopa & Ahern, 2009; Gabrielsson
et al., 2015).
Alongside the discussion about and need for sufficient
research on the efficacy of many CAM methods, integration
of CAM in conventional healthcare is hampered by a lack of
knowledge about CAM, an absence of consensus on research
priorities and clinical guidelines, limited educational efforts
and actions on the part of relevant government agencies
involved in the shaping of health care policy (Jong et al.,
2015; Lake & Turner, 2017).
Limitations
The survey did not include questions about all forms of
CAM. For example, herbal and other natural remedies were
omitted from the questionnaire, as were homeopathy, chiropractic care and naprapathy. The relatively low response
rate, 40%, could be due to data collection during summer.
We do not know if the emails containing the survey
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questionnaire reached all the relevant persons, or if all recipients were relevant, particularly with regards to municipal
care units. It is possible that persons either very positively
or very negatively disposed toward CAM were overrepresented among the respondents. Nevertheless, while it is not
possible to extrapolate conclusions about the exact extent of
CAM use in Swedish psychiatric care on the basis of the
present study, it does show that a significant share of existing psychiatric care units uses CAM for a variety of purposes. Further research is needed about the effects, safety,
benefits, risk and costs of CAM use in psychiatric care.
Against the background of our results, investigation of the
reasons behind decisions of whether or not to implement
CAM at psychiatric healthcare units would also be
of relevance.

Conclusion
This study contributes with information about the current
use of CAM in in- and outpatient psychiatric units in
Sweden. Such knowledge is of importance for further discussion about and integration of safe and effective CAM practices in psychiatric care (Lindell & Ek, 2010), in order to
meet the demand for mental health interventions in Sweden.
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