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Abstract

Background: Integrative medicine (IM), which is the integration of complementary and alternative medicine (CAM)
into conventional health services, has been applied in some nations. Despite its highly relevant holistic approach
with the improvement of mental health care using person-centred approach, there are limited studies that discuss
IM, specifically in clinical psychology. Therefore, this qualitative study aimed to explore the perspectives of
Indonesian clinical psychologists (CPs) on the possibilities and challenges of IM implementation in clinical
psychology.

Methods: Semi-structured interviews with 43 CPs who worked in public health centres were conducted between
November 2016 and January 2017. A maximum variation sampling was used. Thematic analysis of interview
transcripts was applied considering its flexibility to report and examine explicit and latent contents.

Results: Three themes were identified from the analysis. First, the possibility of IM implementation in clinical
psychology, which revealed two possible options that were centred on creating co-located services. Second, the
challenges that covered (a) credibility, (b) acceptance, (c) procedure and facility, and (d) understanding and skill.
Lastly, participants proposed four strategies to overcome these challenges, including: (a) certification, (b) facilities, (c)
dialogue, and (d) regulations.

Conclusion: Participants recognised the possibility of IM implementation in clinical psychology, particularly in
clinical psychology services. This IM implementation may face challenges that could be overcome by dialogue
between CPs and CAM practitioners as well as clear regulation from the government and professional psychology
association.

Keywords: Complementary and alternative medicine, Integrative medicine, Holistic medicine, Mental health,
Thematic analysis
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Background
Integrative medicine (IM) is defined as the integration of
complementary and alternative medicine (CAM) into con-
ventional medicine under holistic approach (or also known
as CAM integration) aimed to achieve greater therapeutic
effect [1, 2]. In IM, health is considered holisticly by valuing
all aspects including physical, psychological, social, cultural,
and spiritual beliefs [1–3]. This holistic approach was influ-
enced by the philosophy of CAM that emphasizes the mind
and body balance [4, 5]. In addition, CAM in some nations
and cultures may be considered as and overlaped with trad-
itional medicine because it is a part of the nation or cul-
ture’s own tradition [2, 6].
The World Mental Health Surveys in 25 nations found

that the number of persons with mental disorder in high-
income nations who reported visiting a CAM provider in
the past year was double than in low-and-middle income
nations [3]. Up to 18% of survey participants were com-
bining conventional medicine and CAM treatments,
which was predominant among persons with a severe dis-
order. Participants who integrated CAM into their mental
health treatment reported relatively same level of satisfac-
tion between these two modalities [3]. In addition, previ-
ous review found that education level did not affect
people’s behaviour in combining CAM and conventional
psychotherapy for treating mental disorders [1].
In medical settings, IM has been applied in some na-

tions, for example, in the USA [4, 7], Australia [8, 9],
China and India [1, 10], and European nations such as
the UK, Sweden, and Denmark [9]. IM has also been ap-
plied for particular health services such as chronic dis-
ease management and palliative care [8, 9, 11]. The
implementation of IM in these conventional health ser-
vices followed various models or frameworks, and were
dominated with general practitioners (GPs) as the gate-
keepers [8, 9]. Nevertheless, the implementaion of IM in
these nations and settings shared the same core under-
standing of an IM, which is the integration of CAM into
conventional medicine.

IM implementation in clinical psychology
The holistic approach of IM is highly relevant with the im-
provement of mental health care using person-centred ap-
proach [10]. The implementation of IM in clinical
psychology will encourage clinical psychologists (CPs) to
appreciate and treat their clients as a whole person [5].
For example, psychological treatment for clients can be
customized according to the individual client’s needs and
values, as well as acknowledgement of diverse cultures
and beliefs [8]. In addition, the focus of mental health ser-
vices with applied IM shifts from disorders treatment to
prevention and wellbeing maintenance [1, 2].
Moreover, implementation of IM in clinical psych-

ology may offer several advantages [2]. For example, IM

may reduce the stigma of mental illness, because holistic
approach lessens the body and mind dichotomy, which
can lead to an increase of mental health services used by
clients and their caregivers [1, 12]. IM may also be more
cost-effective in preventing mental illnesses and redu-
cing the demand on mental health treatments [2, 9].
Implementing IM in clinical psychology is also an alter-
native way to ease the burden of mental health profes-
sionals (HPs) shortage [1].
CPs should inform clients about all treatment options

available, including CAM methods in IM services [4].
The information given must comprehensively cover the
safety, efficacy/effectiveness and limitations of CAM
methods to help clients make rational decision [13]. A
survey among patients in primary care in the
Netherlands found that good quality of information on
CAM was needed because the participants aimed to
combine it with conventional medicine to maximise the
effect of both modalities [14]. These participants also re-
ported that they wanted to make a shared decision with
their GP about integrative treatment plan.
In order to discuss about CAM and provide accurate

information about it in IM services, CPs need to have
cultural sensitivity and knowledge on CAM methods
and IM [4, 15]. Understanding of CAM methods is also
an important factor for CPs to perceive CAM positively
and increase communication effectivity and trust with
clients [16, 17]. Surveys in 25 nations found that two-
thirds of people with mental disorder did not disclose
their CAM use to their conventional health practitioners
due to fear of disapproval and uncertainty about their
health practitioners’ ability to integrate CAM [3]. Studies
in African nations and Australia also found that lack of
CAM understanding among conventional HPs may
affect their perspective on IM and willingness to collab-
orate with CAM practitioners (CAMPs) [15, 18].
Information about CAM and IM has been integrated

into conventional health education, mainly in medicine,
nursing, and pharmacy education programs [19, 20].
However, the inclusion of CAM in these conventional
health education curriculums varied between schools
and institutions, resulting in inconsistent understanding
of CAM and mixed attitudes towards IM [5, 15]. Add-
itionally, inconsistent CAM understanding may lead to
diverse implementation of IM and potential challenges
for certifying the service [19]. While in psychology edu-
cation, especially in Asian nations, the absence of CAM
information may be the result of imported psychology
curricula from Euro-American education, which put em-
phasis on conventional psychotherapy [21, 22].

The current study
Although IM has been broadly applied in health services,
which mostly in high-income nations, there are limited
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studies which discuss IM specifically in clinical psych-
ology. Implementing IM in clinical psychology is needed
in Asian nations because not all western conventional
psychotherapy methods are suitable for Asian people
[23, 24]. IM implementation in clinical psychology may
also address the shortage of mental HPs and services in
Indonesia (i.e. the availability of psychiatrist and psych-
ologist are 3 and 1 per 1,000,000 people, respectively)
and reduce stigma towards mental disorders including
feelings of shame in seeking help for mental disorders
[16, 25].
Similar to CPs in high income nations where IM has

been implemented, Indonesian CPs also need to prepare
themselves for CAM discussion with their clients be-
cause IM practice has been regulated by the Ministry of
Health [26] that imply CPs not to prohibit but should
educate their clients about CAM if they are interested to
use it. Moreover, CAM is part Indonesian people daily
lives [6, 11]. In a 2018 national survey, about 65% Indo-
nesians have used CAM treatments categorised as treat-
ments using skill (keterampilan manual) with or
without instrument such as message, bone setter, and
acupuncture [27]. Additionally, a spiritual and religious-
based CAM treatment were also commonly used by
Indonesian people since religion is part of Indonesian
culture [11]. Indonesian CPs might support this CAM
use through applying IM, as previous studies have pre-
sented evidence for CAM effectiveness, for example, in
promoting quality of life and reducing some health is-
sues such as insomnia and back pain [4, 13]. It is im-
portant to note that there is an abundance of literature
about CAM classifications and efficacy/effectiveness (e.g.
4, 5), but this topic is beyond the scope of this qualita-
tive study and will not be discussed here.
This current exploratory study was part of a mixed-

methods research on CAM among Indonesian CPs. The
participants in the first phase, a national survey, showed
lack of CAM knowledge and positive attitude towards
CAM, and reported a need of CAM education [16, 24].
However, this quantitative survey did not investigate fur-
ther about the potentials and challenges for integrating
CAM into clinical psychology. Therefore, the current
qualitative study aimed to fill this gap by exploring Indo-
nesian CPs’ perspectives on possibilities and challenges
of IM implementation in clinical psychology.

Methods
Research design
This study used qualitative design based on constructiv-
ist epistemology approach. This epistemology approach
was chosen because of its purpose to explore what is as-
sumed to be socially constructed dynamic reality [28],
which in this qualitative study was Indonesian CPs‘per-
spective on possibilities and challenges of IM

implementation in clinical psychology. In the construct-
ivist epistemology approach, the researcher’s and partici-
pant’s interests are entangled in the interpretation
process which does not create absolute objectivity [29].
A disclosure of researcher’s personal view as a reflexivity
process is important in maintaining the study’s trust-
worthiness in this epistemology approach. The re-
searcher reflected that he has a positive attitude towards
implementation of IM in clinical psychology due to his
accumulated knowledge and experience on CAM. How-
ever, the researcher is concerned about unregulated use
of CAM treatments in clinical psychology services that
may endanger the CP and his/her client into a malprac-
tice. This is the main motivation for the researcher to
conduct a mixed-method study on CAM among CPs in
Indonesia.

Sampling and participants
A maximum variation sampling [30] was used in this
study to achieve a greater understanding of possibilities
and challenges of IM implementation in clinical psych-
ology. Therefore, CPs who worked at 43 public health
centres (PHCs) in Special Region of Yogyakarta prov-
ince, Indonesia, were selected. These 43 PHCs were se-
lected because the inclusion of clinical psychology
services at PHCs in Indonesia was initiated in these
PHCs in 2004 [25]. Participants ranged from 25 to 42
years old and were originally from Java, Sumatra, and
Kalimantan Island. They had been practicing as psychol-
ogists for 10 months to 18 years (see Supplement A).
There was only one male participant, therefore, ‘she’ is
used to discuss all interview responses in this study to
maintain participants’ anonymity.

Data collection
This study, as a part of mixed-methods research on
CAM among Indonesian CPs, had been granted ethics
approval by the Ethics Committee of the School of
Psychology at the University of Queensland (approval
number: 16-PSYCH-PHD-08-JH). Prior to data collec-
tion, research permission from the Indonesian Clinical
Psychologist Association (IPK) was sought, which was
granted after presenting the research proposal to its
executive members. After the first phase of mixed-
methods research, the author mailed an introduction let-
ter, along with an information sheet and research per-
mission letter from the IPK, to the potential participants
in 43 PHCs whose postal addresses were publicly avail-
able. The introduction letter explained the aim of the
study and asked participant’s willingness to be inter-
viewed. Participants were also informed that they may
choose not to participate without any consequences.
None of the potential participants declined the inter-

view requests, so the author contacted them directly
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through email address and phone number provided by the
IPK to arrange interview time. All participants were inter-
viewed by the author, who is a male, PhD candidate, and
also an Indonesian clinical psychologist with skills in col-
lecting qualitative data, between November 2016 and
January 2017. Prior to the face-to-face interview and sign-
ing the consent form, all participants were given the
chance to ask questions related to the research. All partici-
pants voluntarily agreed to be interviewed at their sug-
gested time and place. The interviews lasted between 30
and 100min and were audio-recorded. Participants re-
ceived a compensation of Rp 100,000 (equal to USD 7).
Semi-structured interviews were used to collect data,

assisted by an interview schedule. Process of the inter-
view schedule development and the pilot interviews re-
sults had been reported elsewhere [31]. In the interview,
participants were asked about their perspectives on: (a)
the possibilities of IM implementation in clinical psych-
ology and (b) the challenges of IM implementation in
clinical psychology, including strategies to overcome
these challenges.

Data analysis
All interviews were transcribed, assisted by a research
assistant (RA), to begin analysis. The author transcribed
the first five interviews which were given to the RA as
examples for transcription quality standards. The RA
transcribed the sixth through tenth interviews which
were evaluated by the author before transcribing the rest
of interview recordings. Only minor adjustments were
needed in regarding incorrect medical terms and an-
onymizing participant’s name or other’s names. The RA
continued to transcribe the remaining interview record-
ings and all transcripts were reviewed by the author for
its accuracy. These double-checking practices were con-
ducted to improve research credibility and accuracy of
data interpretation [32]. Although the transcripts were
not returned to participants, credibility was maintained
by confirming what the interviewer (the author) had
understood during the interview process [32]. As this
study aimed to achieve a greater understanding of the
explored issues by employing a maximum variation, data
saturation was not prioritised, but it was noted that the
data were saturated during the middle of serial inter-
views with 43 participants.
Thematic analysis was used to analyse the interviews

transcripts due to its flexibility to both report and exam-
ine explicit and latent contents [33]. This study followed
steps of thematic analysis from previous studies [34, 35]
that cover: (a) initial coding, (b) searching for themes,
and (c) analysis. The initial coding step was conducted
manually using word and colour on a word processor by
the author. Subsequently, potential sub-themes and
themes were generated from re-organising the initial

code based on its proximity. These sub-themes and
themes were then analysed by consulting a senior lec-
turer in Indonesian language and culture who has ex-
pertise in qualitative methodology, to improve analysis
and interpretation conformability [32]. This study was
reported following the consolidated criteria for reporting
qualitative research (COREQ) checklist [36] to improve
its clarity and quality.

Results
Participant’s number is used in brackets to represent ex-
tracts and quotes. For example, ‘(P34)’ represents a
quote from ‘Participant 34’. The results are organised
into three themes, according to the responses from the
participants. The first was the participants’ thought of
how IM could be implemented in clinical psychology,
which revealed two possible scenarios for integrating
CAM into clinical practice given by the participants.
The next two themes were the challenges of IM imple-
mentation that might occur, followed by strategies that
might be applied to overcome these challenges.

The possibilities of IM implementation in clinical
psychology
When asked about how participants would envision the
implementation of IM in clinical psychology, they of-
fered two possible options, particularly in clinical psych-
ology services that cover all activities to assist an
individual and/or group aimed to prevent and solve psy-
chological problems [37]. The first possibility (Fig. 1) is

Fig. 1 The first possibility for IM implementation in clinical
psychology. Note. PHC = Public Health Centre; CP = Clinical
psychologist; HP = Health professional; CAMP = CAM
practitioner; ←→ = Referral.
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CPs are only to give recommendations and referrals, be-
cause CPs already have excessive responsibilities and
providing CAM themselves would create an additional
burden. The majority of participants endorsed co-
located settings for practice locations where conven-
tional HPs and CAMPs were placed together and
worked collaboratively at the PHCs. The primary advan-
tages of this scenario were time efficiency and effective
communication. For example, Participant 22 explained
that CPs have limited time in one session. Therefore,
having CAMPs at the same place would save CPs’ and
clients’ time when a referral is needed. In addition, CPs,
CAMPs, and other HPs would be able to discuss and
plan holistic treatment plans together.
The first possibility proposed by participants was ex-

tended to IM implementation at private clinics where
CPs might work together with CAMPs (see Fig. 2
below), as they realised that CPs may work at private
clinics and have a different situation from those in the
PHC system. Participant 37 added that CPs with CAM
skills who work at PHCs should not use their skills
there, but could possibly practice them at private clinics
and work as an associate (denoted in Fig. 2 by CP+).
Also, some participants offered a perspective that con-
ventional health services should have joint agreements
with credible CAMPs in remote areas so that clients can
be referred to them. This idea would be particularly use-
ful for clients in rural and remote areas. This is because

of the high rate of early-termination among rural clients
due to the geographical difficulty of visiting conventional
health services, and thus many go to CAMPs instead.
However, although collaborative work is encouraged in
this proposed model, participants emphasised that the
CAMPs’ position would be subordinate to conventional
health practitioners. Additionally, CAM treatments prac-
ticed by either CAMP or CP+ could be used only as an
add-on or after conventional medicine is given:

“ … it must be different between pure acupunctur-
ists and CPs with acupuncture skill, for example,
the treatment of how to make a rapport with client,
etc. Psychotherapy must be as the primary interven-
tion to differentiate them [CPs+] from the acupunc-
turist.” (P34).

The second suggested possibility was co-location using
a multi-tiered system. In this suggestion, CPs and HPs at
the PHCs would only provide basic clinical services,
while CPs and HPs at the hospital may include CAM
treatments in their practice (denoted in Fig. 3 by CP+
and HP+). As justified by Participant 37, CPs at PHCs
should deliver only the essential psychological services,
for example, assessments and mild mental disorder in-
terventions, as general practitioners (GPs) would do. As
a consequence, more complex services should be re-
ferred to CP+ at the hospital who would be expected to

Fig. 2 The extension of first possibility for IM implementation in
clinical psychology. Note. CP = Clinical psychologist; CP+ = Clinical
psychologist with CAM skills; HP = Health professional; HP+ = Health
professional with CAM skills; CAMP = CAM
practitioner; ←→ = Referral.

Fig. 3 The second possibility for IM implementation in clinical
psychology. Note. PHC = Public Health Centre; CP = Clinical
psychologist; CP+ = Clinical psychologist with CAM skills; HP = Health
professional; HP+ = Health professional with CAM skills; CAMP = CAM
practitioner; CAMP+ = CAMP with higher skills and experience and
more complicated CAM treatment; ←→ = Referral.
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have better skills and facilities. Participants advised that
one CP+ should specialise only in one particular CAM
treatment, like medical specialists do.
On the one hand, most participants agreed that CAM

treatments provided by CP+ should have a connection
with psychological intervention, for example, spiritual-
religious therapy (SRT), music therapy, aromatherapy,
yoga, and meditation. On the other hand, participants
expressed their resistance towards acupuncture, herbal
medicine, and dietary-supplements therapy because of
the perceived high risk of harm to clients. A dissenting
opinion emerged for acupressure, as some participants
supported CP+ to provide it but others disagreed. How-
ever, participants also highlighted that CP+ may provide
any CAM treatment as long as they were certified, and
the CAM treatment is supported by scientific evidence
and regulated by the government and professional asso-
ciations. In addition, CAMPs who are co-located at
PHCs should only provide CAM treatment that is famil-
iar to the general public, such as herbal medicine.
CAMPs with more skills and experience, and more com-
plicated CAM treatment practices were advised to be
co-located at hospitals together with CP+ and HP+.

Challenges for IM implementation in clinical psychology
Participants discussed the challenges of IM implementa-
tion in clinical psychology, particularly in clinical psych-
ology services, which covered the following sub-themes:
(a) credibility, (b) acceptance, (c) procedure and facility,
and (d) understanding and skill. In addition, they dis-
cussed challenges which may come from four sources:
(a) clients/general people, (b) internal CP’s community,
(c) other conventional HPs, (d) CAM practitioners. This
sub-section discusses these challenges by incorporating
the four sub-themes and four sources together.
The first sub-theme, credibility, was highlighted by

participants. CPs who recommend, refer, or provide
CAM treatments may generate misconceptions about
the psychology profession among clients/general people.
One participant summarised:

… the profession of psychology itself has not been
searched for and known [by Indonesian people] …
about what CPs can help, and [for many people
this] is still unclear. Let alone if CPs refer clients to
a CAM practitioner or give CAM [in their practice];
it will make people misunderstand about the psych-
ology profession. (P18).

In addition, some participants expressed their worries
that IM implementation in clinical psychology would
damage the professional image of psychologists. Cred-
ibility challenges may also come from the internal CP’s
community in the form of professional ambiguity

because CPs who provide CAM in their practice might
be questioned in their work as psychologists or CAM
practitioners. In addition, there is no certification
process for CAM competency from a professional organ-
isation. Participants also voiced their concern about
CAM practitioners’ credibility and potential legal issues,
particularly in regard to training from trustworthy CAM
institutions as well as the effectiveness and safety of
CAM treatments used by CAM practitioners.
The second challenge was acceptance, whereby partici-

pants perceived that clients may hesitate or reject IM.
Moreover, some participants assumed that IM imple-
mentation in clinical psychology might increase the risk
of complaints from clients, especially regarding CAM
treatments that involve direct physical contact. Col-
leagues and senior psychologists also showed their hesi-
tation towards IM and negatively perceived the
integration because they believed that psychologists
should only use conventional psychotherapy interven-
tion. For example:

“Psychology takes a long time to open up and accept
new therapy techniques. [While] CAM is still un-
familiar and has little supporting scientific evidence,
so the psychology community still finds it difficult to
accept, let alone if we want [CAM] to be integrated
[into conventional psychotherapy].” (P23).

Participants also doubted that IM implementation would
be accepted by other HPs because CAM itself is still be-
ing debated among other HP communities. In addition,
participants worried that if CPs provided the same treat-
ments as other HPs, this may cause potential conflicts
because other HPs may interpret that CPs are trying to
‘steal their jobs’. For example, a CP who practices
dietary-supplement consultation or acupuncture might
be perceived negatively by nutritionists, or physicians
who provide acupuncture. Participants were also con-
cerned that CAMPs may also have the same perception
about CPs who attempt to integrate CAM into their ser-
vices, for example, a CP who teaches yoga to their cli-
ents may be disliked by yoga trainers because they might
be perceived as a competitor.
CAM understanding and skills was the third challenge

for IM. Participants were concerned about the diverse
understanding of CAM in the CP’s community due to
the lack of CAM knowledge and varied information that
CPs had. Moreover, participants were aware that some
of their colleagues had been practicing some CAM treat-
ments as part of psychological interventions, for ex-
ample, SRT and acupressure, but participants questioned
these actions since the colleagues’ CAM competencies
were unclear. Participants underlined that insufficient
CAM understanding also resulted in difficulty in
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communicating and educating clients about CAM, as ex-
emplified: “… because we also must explain in detail to cli-
ents so they can decide. Including to our colleagues and
other health professions so they do not misunderstand.
But it is difficult [to explain] if we do not [ourselves]
understand [about CAM].” (P40). CPs who integrate
CAM also face challenge in ensuring that conventional
psychotherapy is still used as the primary technique and
their CAM service is different from that provided by
CAMPs or other HPs who also provide CAM.
The last challenge was about procedure and facilities,

especially for CPs who work at PHCs. The IM imple-
mentation in clinical psychology services might improve
psychological intervention. However, participants wor-
ried that clients might terminate their sessions early
when they ‘feel better’ and rather depend more on
CAM. Under a co-located, multi-tiered system scenario,
some participants were concerned that clients may not
comply when being referred to hospitals to meet CP+ or
HP+ due to time and geographical difficulties. Moreover,
participants expressed that limited time for each session
and the facilities at conventional health services may be
a challenge when CAM is integrated by CPs. The bur-
eaucracy at conventional health centres also hinders par-
ticipants in getting permission for taking CAM
workshops during weekdays. Participants said the
current system do not allow them to refer clients to
HPs + or CAMPs because these referrals should be made
by a physician. Moreover, participants felt that the
psychology profession was treated unequally by the
Health Ministry in comparison to other HPs, so CPs
may not have the power to integrate CAM into their ser-
vices. For example, as expressed by Participant 22, “At
the Health Department we are still considered second
class when compared with others [health professions].
Consequently, there are a lot of gaps, financially as well
as in terms of our authority.” Participants also under-
lined the need to implement coordination procedure be-
tween conventional HPs and CAMPs because, at
present, there are no such procedure.

Strategies to implement IM in clinical psychology
Four strategies were proposed by participants to address
the challenges of implementing IM in psychology ser-
vices: (a) certification, (b) facilities, (c) dialogue, and (d)
regulations. Certification was primarily proposed for
CAM practitioners (CAMPs) in order to increase their
credibility and create a more positive image of CAM
treatments. Participants also underlined that professional
associations should conduct competency or credential
exams for CPs who want to implement IM to guard
against malpractice. Certification among CPs was also
perceived as an alternative to minimise the risk of con-
flict with CAMPs because CPs would provide CAM as

an add-on to conventional psychotherapy which distin-
guish them from CAMPs.
Improving facilities at conventional health services was

suggested if IM was to be implemented in clinical psych-
ology. For example, more convenient therapy rooms
would be needed if CPs wanted to conduct yoga and
meditation sessions. Another facility that may be re-
quired is computers with internet access to assist CP’s in
providing education to clients about CAM before mak-
ing recommendations or referrals, or for clients case
conference purpose with other HPs and CAMPs.
The third critical strategy advised by participants for IM

implementation was dialogue between CPs, CAMPs, and
other HPs. Since CAMPs have diverse training back-
grounds, participants suggested that CPs need to explain
about conventional mental health interventions before the
two professions could work together. This step is crucial
to ensure CAMPs have the same perspective with CPs
and avoid carrying out overlapping or contradictory inter-
ventions when they work collaboratively. Dialogue with
other HPs was also described as fundamental when con-
ducting IM. Therefore, participants encouraged CPs, HPs,
and CAMPs to have case conferences when planning a
treatment and discussing clients’ progress. Additionally,
dialogue was also needed within the internal psychology
community. Hence, participants urged that CPs establish
a CAM interest group as exemplified by one participant:
“For instance, CPs who provide CAM could create a ‘com-
plementary psychologist association’. So, the members are
CPs with expertise in CAM and I can refer [clients] to the
members and I can also learn from them.” (P37).
Lastly, the participants proposed the creation of regula-

tions, particularly from the government and professional as-
sociations, for implementing IM. Such regulation is
important because, for example, it may prevent misconcep-
tions or negative perceptions about psychology profes-
sionals among clients or the general public and other HPs,
for example, “This [regulation] can prevent our profession
[CP] from being equated with dukun [shaman] and make
people not misunderstand [about psychologist profession].”
(P40). There were three regulations outlined by partici-
pants. First, to create a standard operating procedure (SOP)
that should cover three areas and is summarised in Fig. 4.
The second proposed IM regulation was the standardisa-
tion of CAM competency and a certification examination
process. The last proposed regulation was about how to
collaborate with CAMP, particularly regarding CAM refer-
rals that would help CP+ and CAMP to work collabora-
tively without crossing their scope of practices and
minimise any liability issues.

Discussion
This qualitative interview study explored the possibilities
and challenges of IM implementation in clinical
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psychology in Indonesia from the perspective of CPs.
The participants proposed two possible options of IM
implementation in clinical psychology, which were
centred on creating co-located settings in clinical psych-
ology services. The main reasons were the participants’
concerns about the limited time in each session and po-
tential additions to their work burden. In addition, par-
ticipants believed that co-located settings would allow
conventional HPs and CAMPs to work collaboratively.
These possibilities to implement IM in clinical psych-
ology may also help to reduce stigma towards mental
healthcare as IM encourages a holistic approach [1, 38].
Moreover, co-located settings for IM would assist clients
to avoid untrustworthy and less credible CAMPs [1, 39].
These proposed possibilities might also encourage cli-
ents to disclose their use of CAM to their physician and
psychologist so that potential health risks (i.e. adverse ef-
fects) could be avoided [5].
Moreover, previous studies of successful IM services

in Canada showed that co-located settings allowed phy-
sicians to learn from CAMPs, and vice versa, so they
could work effectively with fewer misunderstandings [7].
CPs working in co-located settings for IM may also learn
from CAMPs about CAM treatments related to mental
health problems, and CAMPs may gain greater know-
ledge about conventional psychotherapy, so mutual un-
derstandings can be promoted [38, 40]. IM services in
co-located settings may also be empowered to act as in-
ternship places for provisional CPs to learn about CAM

and encourage them to apply IM in their future careers
[13]. This has been demonstrated among nursing, phar-
macy, and medical degree students in Hong Kong [41].
The possibility of multi-tiered system advised by par-

ticipants is in line with previous studies that have en-
dorsed CAM at PHCs because of their similar views on
holistic health, health promotion, and disease prevention
[9, 42]. Moreover, IM implementation at PHCs may re-
duce hospital referrals and enhance clients’ quality of life
[43]. Participants in this study recommended clinical
psychologists with CAM skills (CPs+) to only integrate
CAM treatments that are related to conventional psych-
ology intervention which mostly are classified as MBTs
(i.e. meditation). Despite the low risk of acupressure
when integrated into psychological services [40], some
participants resisted using CAM treatments which in-
volve direct physical contact, which was a similar finding
among CPs in the USA in a previous study; CAM in-
volving physical contact was seen to be a boundary vio-
lation and CPs were discouraged from practicing such
treatments [13].
Participants perceived that the main challenge for

implementing IM in clinical psychology was the issue of
credibility, which was also found in a previous study
among CPs in the USA [13]. In addition, distrust of
CAMPs and CAM treatments may affect insurance pol-
icies, whereby the insurance company may not cover
CAM treatments [38]. Even if the CP+ has some compe-
tency in a particular CAM treatment, the next challenge

Fig. 4 Proposed standard operating procedure for IM implementation in clinical psychology
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that may arise is dual accreditations, as both a psycholo-
gist and a CAM practitioner; such licencing or accredit-
ation has yet to be developed or regulated by
professional psychology associations to avoid confusion
[39]. In line with previous studies in Canada and the
USA [9, 43], concerns over credibility were also related
to the credentials held by CAMPs, which may be incon-
sistent, due to the diverse training and licensing of
CAM. The lack of CAMPs’ credentials leads to scepti-
cism about the efficacy, effectiveness, and safety of
CAM, as found in the current study and also expressed
by American CPs [39].
The current qualitative study found that certification of

CAM practice, either by CPs or CAMPs, may be used as a
strategy to increase the credibility of, and minimise poten-
tial conflicts between CPs + and CAMPs. The Indonesian
regulation of CAM practice at conventional health ser-
vices also maintains that HPs + and CAMPs must be certi-
fied for the CAM treatment they provide and that
practitioners must be endorsed by the related professional
associations [26]. However, the psychology community in
Indonesia at present does not have a relevant interest
group for CAM, which has existed amongst Australian
psychologists [44]. Consequently, it is difficult for Indo-
nesian CPs to gain credentials in a particular CAM treat-
ment. A previous study showed that a CAM interest
group among physicians in the USA, named the American
Holistic Medical Association, enhanced positive attitudes
towards CAM in general and towards IM particularly [38].
Alternatively, professional associations or IM institutions
may organise informal gatherings like luncheons as per-
formed by successful IM services in Hong Kong [41]. In
addition, national-standard certification for CAMPs, for
example as shown in Australia which is the first nation to
register traditional Chinese medicine practitioners [20],
may improve their credibility.
Participants advised for a dialogue to happen between

CPs and CAMPs as a strategy to implement IM, an ad-
vice which was also expressed by CPs in the USA [39]
and identified as one of the critical factors in running ef-
fective IM in Hong Kong [41] and Canada [7]. Dialogue
in professional settings was exemplified through case
conferences involving HPs and CAMPs. However, this
multidisciplinary case conference may only happen if
trust between HPs and CAMPS has already been built
[7]. Participants’ recommendation of improving facilities
such as providing computers with internet access was
also discovered in previous studies in the USA [38] and
Australia [9]. The technology can be used to effectively
record and restrict what information about clients can
be shared for multidisciplinary case conferences.
Regarding the regulation to implement IM in clinical

psychology, the psychology professional association need
to resolve the absence of policy for CPs who integrate

CAM into their practice. The current Indonesian psych-
ology code of ethics [37] and the clinical psychology ser-
vices’ standards [45] do not regulate dual licensing for
CPs as both a clinical psychologist and a CAM practi-
tioner, and this is necessary in order for CPs to have
clear guidelines for including CAM in their clinical prac-
tice. This finding is similar with studies among Ameri-
can and Australian psychologists [39, 44] where they
were uncertain about the scope of practice of CPs who
also had a license as a CAMP, for example, as an acu-
puncturist. However, the current qualitative study dis-
covered that participants perceived that psychology
professional associations do not perform their regulatory
functions to the best possible effect.
The psychology code of ethics in Indonesia dictates

that psychologists, when they make professional deci-
sions, must rely on scientific knowledge that has been
scientifically tested and accepted within the psychology
community [37]. However, this clause might be inter-
preted in diverse ways when it comes to IM implemen-
tation in clinical psychology, as was found in a previous
study amongst American psychologists who were uncer-
tain of how to classify CAM research as either a scien-
tific knowledge or pseudoscience [39]. A critique of
CAM research, particularly on the rigorousness of their
methodology, has been highlighted previously by the
medical community [4, 43].
Conversely, it has been argued that double-blind ran-

domised controlled trials (RCT), as the gold standard of
medical research, need to be adjusted for CAM research
[20, 38, 39]. The primary reason is that many CAM
treatments depend on the CAMP’s skills and it is diffi-
cult to do double-blind procedures. For example, acu-
puncturists can identify if they are assigned with active
or placebo acupuncture needles, so double-blinding has
been challenging [46]. In addition, the relationship be-
tween a client and CAMP is also essential for a holistic
approach in CAM, so assigning clients and CAMPs into
double-blind RCT is not a straight-forward process. Psy-
chologists were encouraged to be proactively involved in
CAM research to assess the likelihood of implementing
IM in clinical psychology [13]. Despite extremely limited
CAM studies in psychology, CPs need to remember that
the lack of research does not mean that CAM is not use-
ful [7, 13].
Participants advised that the regulation for IM imple-

mentation should also be incorporated as Continuing
Professional Development (CPD). This strategy may be
implemented through a new regulation for clinical
psychology licensing and services [47] where CPs must
collect a certain number of CPD points within a particu-
lar period in order to renew their license. IM services in
Hong Kong successfully applied this regulation for
nurses, pharmacists, and physicians at their institutions
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by periodically inviting keynote speakers to give seminars
on relevant topics [41]. Government and professional as-
sociations also need to regulate internships and research
of IM services at co-located settings. Preceding studies
have shown that clear regulations on IM implementation
supported the enhancement of novice HPs’ CAM under-
standing and skills during internships, and encouraged
them to do CAM research in the future [4, 9, 13].

Limitations and recommendations
Although participants in this novel study provided a
comprehensive view of the possibilities and challenges of
IM implementation in clinical psychology, there were
two major limitations that need to be considered. First,
all interviews were conducted among CPs who worked
at PHCs. Thus, the results might not accurately repre-
sent CPs in different health service settings. Future study
may investigate perspective of CPs in hospitals and pri-
vate clinics. Second, it was discovered that the role of
psychology professional associations was perceived very
important in implementing IM in clinical psychology.
However, only two participants in this study were ac-
tively involved in the association as executive members,
which their colleagues may have different opinions.
Therefore, future research is needed to explore other ex-
ecutive members’ perspective. Perspective of government
officials (i.e. those from the Health Ministry) on IM, par-
ticularly on ethics and regulations of IM implementa-
tion, is also interesting to be explored in future study.

Conclusion
Indonesian CPs in this qualitative study recognised the
possibilities of IM implementation in clinical psychology
that were centred on creating co-located settings, par-
ticularly in clinical psychology services. However, this
IM implementation may face multiple challenges such as
acceptance and credibility issues. Therefore, a dialogue
between CPs and CAM practitioners was strongly ad-
vised as one of the proposed strategies to overcome the
challenges of implementing IM in clinical psychology;
and supported by comprehensive and substantial regula-
tions, both from the government and professional
association.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12906-020-03019-x.

Additional file 1.

Additional file 2.

Abbreviations
CAM: Complementary and alternative medicine; CAMP: CAM practitioner;
CAMP+: CAMP with higher skills and experience and more complicated CAM
treatment; COREQ: Consolidated criteria for reporting qualitative research;

CP: Clinical psychologist; CP+: Clinical psychologist with CAM skill;
CPD: Continuing Professional Development; GP: General practitioner;
HP: Health professional; HP+: Health professional with CAM skill;
IM: Integrative medicine; IPK: Indonesian Clinical Psychologist Association
(Ikatan Psikolog Klinis); PHC: Public health centres; RA: Research assistant;
RCT: Randomised controlled trials

Acknowledgments
Data of this study is part of a larger study on CAM among clinical
psychologists in Indonesia (the author’s doctoral thesis at the University of
Queensland). The author thanks the Indonesian Clinical Psychology
Association (IPK Indonesia) for the permission to collect data and
psychologists who participated in the interviews. The author thanks Annie E.
Pohlman, PhD for the invaluable feedback and discussion; and Rachmania P.
Wardhani for the proofreading.

Author’s contributions
The author designed the study, collected and analysed the data, and wrote
the article. The author read and approved the final manuscript.

Author’s information
AL is a postdoctoral fellow at University of Macau with research interests in
integrative medicine and global mental health.

Funding
The author is supported by Indonesia Endowment Fund for Education
Scholarship (LPDP RI) for the doctoral degree at the University of
Queensland (20150122082410). The funder had no role in study design, data
collection and analysis, decision to publish, or preparation of the manuscript.
The views expressed are the author’s own.

Availability of data and materials
The data that support the findings of this study are not publicly available
due to risks to participants but available from the corresponding author
upon reasonable request.

Ethics approval and consent to participate
All procedure in this study had been reviewed and granted ethics approval
by the Ethics Committee of School of Psychology at the University of
Queensland (16-PSYCH-PHD-08-JH). All participants signed the consent form
prior to the interview.

Consent for publication
Included in the consent form. The participants were informed that personal
data that could be used to reveal their identity (i.e. location of work) would
not be mentioned to protect their anonymity as conducted in this article.

Competing interests
Author has no conflict of interest to declare.

Received: 29 November 2019 Accepted: 8 July 2020

References
1. Gureje O, Nortje G, Makanjuola V, Oladeji BD, Seedat S, Jenkins R. The role

of global traditional and complementary systems of medicine in the
treatment of mental health disorders. Lancet Psychiatry. 2015;2(2):168–77.

2. Blignault I, Kaur A. Integration of traditional and western treatment
approaches in mental health care in Pacific Island countries. Australas
Psychiatry. 2019;1039856219859273.

3. de Jonge P, Wardenaar KJ, Hoenders H, Evans-Lacko S, Kovess-Masfety V,
Aguilar-Gaxiola S, et al. Complementary and alternative medicine contacts
by persons with mental disorders in 25 countries: results from the world
mental health surveys. Epidemiol Psychiatr Sci. 2018;27(6):552–67.

4. Park C. Mind-body CAM interventions: Current status and considerations for
integration into clinical health psychology. J Clin Psychol. 2013;69(1):45–63.

5. Sarris J, Glick R, Hoenders R, Duffy J, Lake J. Integrative mental healthcare
White paper: establishing a new paradigm through research, education, and
clinical guidelines. Adv Int Med. 2014;1:9–16.

Liem BMC Complementary Medicine and Therapies          (2020) 20:223 Page 10 of 11

https://doi.org/10.1186/s12906-020-03019-x
https://doi.org/10.1186/s12906-020-03019-x


6. Liem A, Rahmawati KD. The meaning of complementary, alternative and
traditional medicine among the Indonesian psychology community: a pilot
study. J Int Med. 2017;15(4):288–94.

7. Vohra S, Feldman K, Johnston B, Waters K, Boon H. Integrating
complementary and alternative medicine into academic medical centers:
experience and perceptions of nine leading centers in North America. BMC
Health Serv Res. 2005;5:78–84.

8. Grace S, Higgs J. Integrative medicine: enhancing quality in primary health
care. J Altern Complement Med. 2010;16(9):945–50.

9. Templeman K, Robinson A. Integrative medicine models in contemporary
primary health care. Complement Ther Med. 2011;19(2):84–92.

10. Lake J, Helgason C, Sarris J. Integrative mental health (IMH): paradigm,
research, and clinical practice. Explore: The Journal of Science and Healing.
2012;8(1):50–7.

11. Pengpid S, Peltzer K. Utilization of traditional and complementary medicine
in Indonesia: results of a national survey in 2014–15. Complement Ther Clin
Pract. 2018;33:156–63.

12. Stepleman LM, Penwell-Waines L, Valvano A. Integrated care psychologists
and their role in patient transition from medical to psychiatric specialty care
settings: a conceptual model. Health Psychol Behav Med. 2015;3(1):154–68.

13. Barnett JE, Shale AJ. The integration of complementary and alternative
medicine (CAM) into the practice of psychology: a vision for the future. Prof
Psychol Res Pract. 2012;43(6):576–85.

14. Jong MC, van de Vijver L, Busch M, Fritsma J, Seldenrijk R. Integration of
complementary and alternative medicine in primary care: what do patients
want? Patient Educ Couns. 2012;89(3):417–22.

15. Pierantozzi A, Steel A, Seleem M. Integrating complementary and alternative
medicine into medical intern teaching: preliminary findings from an
Australian hospital. Complement Ther Clin Pract. 2013;19(4):237–42.

16. Liem A, Newcombe PA. Knowledge, attitudes, and usage of
complementary-alternative medicine (CAM): A national survey of clinical
psychologists in Indonesia. Curr Psychol. 2019;online first:1–11.

17. Hunter J, Corcoran K, Phelps K, Leeder S. The challenges of establishing an
integrative medicine primary care clinic in Sydney, Australia. J Altern
Complement Med. 2012;18(11):1008–13.

18. Herman AR, Pullen SJ, Lange BCL, Christian-Brathwaite N, Ulloa M, Kempeh
M, et al. Closing the mental health treatment gap through the collaboration
of traditional and Western medicine in Liberia. Int J Cult Ment Health. 2018;
11(4):693–704.

19. Maizes V, Horwitz R, Lebensohn P, McClafferty H, Dalen J, Weil A. The
evolution of integrative medical education: the influence of the University
of Arizona Center for integrative medicine. J Int Med. 2015;13(6):356–62.

20. Chan K, Hu X-Y, Razmovski-Naumovski V, Robinson N. Challenges and
opportunities of integrating traditional Chinese medicine into mainstream
medicine: a review of the current situation. Eur J Int Med. 2015;7(1):67–75.

21. Geerlings LR, Thompson CL, Lundberg A. Psychology and culture: exploring
clinical psychology in Australia and the Malay archipelago. J Trop Psychol.
2014;4(e4):1–12.

22. Liem A. Indonesian clinical psychologists’ perceptions of complementary
and alternative medicine research and knowledge: a content analysis study.
J Ment Health Train Educ Pract. 2019;14(3):164–73.

23. Geerlings LR, Thompson CL, Tan G. Culturally competent practice:
experiences of students, academics, and alumni of clinical psychology
degrees in Singapore. J Trop Psychol. 2017;7:1–10.

24. Liem A, Newcombe PA. Development of complementary and alternative
medicine (CAM) education for clinical psychologists: an example from
Indonesia. Int J Ment Health. 2020;49(1):17–34.

25. Ningdyah AE, Helmes E, Kidd G, Thompson C. Preparing for mental health
care services: Professional psychology curricula in Indonesia. International
conference on health and well-being; Surakarta, Indonesia; 2016. p. 40–53.

26. Kementerian Kesehatan RI. Peraturan Menteri Kesehatan Republik Indonesia
Nomor 1109/MENKES/PER/IX/2007 tentang penyelenggaraan pengobatan
komplementer-alternatif di fasilitas pelayanan kesehatan [regulation of the
minister of health of the Republic of Indonesia no. 1109/MENKES/PER/IX/2007
on implementation of complementary-alternative medicine in health care
facilities]. Jakarta, Indonesia: Menteri Kesehatan Republik Indonesia; 2007.

27. Kementerian Kesehatan RI. Riset Kesehatan Dasar 2018 [the 2018 basic
Health Research]. Jakarta, Indonesia: Badan Penelitian dan Pengembangan
Kesehatan Departemen Kesehatan Republik Indonesia; 2019.

28. Yilmaz K. Comparison of quantitative and qualitative research traditions:
epistemological, theoretical, and methodological differences. Eur J Educ.
2013;48(2):311–25.

29. Slevitch L. Qualitative and quantitative methodologies compared:
ontological and epistemological perspectives. J Qual Assur Hosp Tour. 2011;
12(1):73–81.

30. Etikan I, Musa SA, Alkassim RS. Comparison of convenience sampling and
purposive sampling. Am J Theor Appl Stat. 2016;5:1–4.

31. Liem A. Interview schedule development for a sequential explanatory mixed
method design: complementary-alternative medicine (CAM) study among
Indonesian psychologists. Int J Soc Res Methodol. 2018;21:513–25.

32. Smith GD, Wu SC. Nurses’ beliefs, experiences and practice regarding
complementary and alternative medicine in Taiwan. J Clin Nurs. 2012;21(17–
18):2659–67.

33. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101.

34. Guest G, MacQueen KM, Namey EE. Applied thematic analysis. Los Angeles:
Sage Publications; 2012.

35. McLellan E, MacQueen KM, Neidig JL. Beyond the qualitative interview: data
preparation and transcription. Field Methods. 2003;15(1):63–84.

36. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007;19(6):349–57.

37. HIMPSI. Kode Etik Psikologi Indonesia [Indonesian psychology code of
ethics]. Jakarta, Pengurus Pusat Himpunan Psikologi Indonesia; 2010.

38. Ross CL. Integral healthcare: the benefits and challenges of integrating
complementary and alternative medicine with a conventional healthcare
practice. Integr Med Insights. 2009;4:13–20.

39. Bassman LE, Uellendahl G. Complementary/alternative medicine: ethical,
professional, and practical challenges for psychologists. Prof Psychol Res
Pract. 2003;34(3):264–70.

40. Collinge W, Wentworth R, Sabo S. Integrating complementary therapies into
community mental health practice: an exploration. J Altern Complement
Med. 2005;11(3):569–74.

41. Chen H-Y, Feng Y, Lao L. Chinese integrative medicine: inclusion of a
Chinese medicine programme in a conventional medical institute. J Integr
Med. 2014;12(3):187–90.

42. Shirwaikar A, Govindarajan R, Rawat AKS. Integrating complementary and
alternative medicine with primary health care. Evid Based Complement
Alternat Med. 2013;2013:1–3.

43. Willison KD. Integrating complementary and alternative medicine into
primary healthcare in Canada: barriers and opportunities. J Cancer Integr
Med. 2005;3(2):71–4.

44. Wilson LAM, White KM. Integrating complementary and alternative
therapies into psychological practice: a qualitative analysis. Aust J Psychol.
2011;63(4):232–42.

45. IPK. Standar Pelayanan Psikologi Klinis [Standard of Clinical Psychology
Service]. Jakarta, Indonesia: IPK HIMPSI; 2008.

46. Vase L, Baram S, Takakura N, Takayama M, Yajima H, Kawase A, et al. Can
acupuncture treatment be double-blinded? An evaluation of double-blind
acupuncture treatment of postoperative pain. PLoS One. 2015;10(3):1–15.

47. Kementerian Kesehatan RI. Peraturan Menteri Kesehatan RI Nomor 45/2017
tentang izin dan penyelanggaraan praktik psikolog klinis [regulation of the
minister of health of the Republic of Indonesia no. 45/2017 on permit and
conduct of clinical psychologist practice]. Jakarta: Menteri Kesehatan
Republik Indonesia; 2017.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Liem BMC Complementary Medicine and Therapies          (2020) 20:223 Page 11 of 11


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	IM implementation in clinical psychology
	The current study

	Methods
	Research design
	Sampling and participants
	Data collection
	Data analysis

	Results
	The possibilities of IM implementation in clinical psychology
	Challenges for IM implementation in clinical psychology
	Strategies to implement IM in clinical psychology

	Discussion
	Limitations and recommendations

	Conclusion
	Supplementary information
	Abbreviations
	Acknowledgments
	Author’s contributions
	Author’s information
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

