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Abstract

Background: The demand for complementary and integrative health (CIH) is increasing by patients who want to receive

more CIH referrals, in-clinic services, and overall care delivery. To promote CIH within the context of primary care, it is

critical that providers have sufficient knowledge of CIH, access to CIH-trained providers for referral purposes, and are

comfortable either providing services or co-managing patients who favor a CIH approach to their healthcare.

Objective: The main objective was to gather primary care providers’ perspectives across the northwestern region of the

United States on their CIH familiarity and knowledge, clinic barriers and opportunities, and education and training needs.

Methods:We conducted an online, quantitative survey through an email invitation to all primary care providers (n¼ 483) at

11 primary care organizations from the WWAMI (Washington, Wyoming, Alaska, Montana and Idaho) region Practice and

Research Network (WPRN). The survey questions covered talking about CIH with patients, co-managing care with CIH

providers, familiarity with and training in CIH modalities, clinic barriers to CIH integration, and interest in learning more

about CIH modalities.

Results: 218 primary care providers completed the survey (45% response rate). Familiarity with individual CIH methods

ranged from 73% (chiropracty) to 8% (curanderismo). Most respondents discussed CIH with their patients (88%), and many

thought that their patients could benefit from CIH (41%). The majority (89%) were willing to co-manage a patient with a CIH

provider. Approximately one-third of respondents had some expertise in at least one CIH modality. Over 78% were

interested in learning more about the safety and efficacy of at least one CIH modality.

Conclusion: Primary care providers in the Northwestern United States are generally familiar with CIH modalities, are

interested in referring and co-managing care with CIH providers, and would like to have more learning opportunities to

increase knowledge of CIH.
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Introduction

The basic tenets of Integrative Medicine are that it is

patient-centered with a focus on whole person health,

involving collaboration between practitioners and

patients to achieve optimal health and healing.1,2 There

is a transdisciplinary focus to integrative health care that
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is typically aimed at the coordination or integration of
complementary (‘alternative’ or not mainstream) and
conventional (mainstream) health care approaches,
also referred to as complementary and integrative
health (CIH).3 In primary care in the United States,
there have been multiple efforts to increase CIH, evident
in the proliferation of integrative health centers, as well
as a substantial increase in opportunities for health care
students and providers to learn about CIH. For exam-
ple, most institutions now offer elective courses on CIH
for students in nursing and medical school, and longer-
term fellowships in integrative medicine are available
health care providers.1,4 These efforts reflect the high
consumer use of complementary health approaches.5 In
addition, these efforts reflect the need to address provid-
er knowledge and training on complementary
approaches, as it is clear from prior research that
patients are seeking providers who inquire about use
of CIH, have an orientation toward whole person care,
have knowledge of complementary approaches and
related referrals, and will collaborate with a complemen-
tary health practitioner.6,7 When asked specifically
about integration of CIH integration into medical care,
patients indicate that they would like to receive CIH in
the primary care setting.6 Last, these shifts in may reflect
a growing interest in CIH among clinicians themselves,
particularly among those who have some training or
knowledge of complementary health approaches.8

However, there are multiple potential barriers to CIH
in primary care. These include patient perception that
providers are not interested in CIH which can lead to
non-disclosure of CIH practices by patients and can
impact provider care decisions.9 In addition, many pro-
viders remain wary of CIH, in part due to personal lack
of knowledge and training on the benefits and risks of
CIH approaches.10 However, CIH offers evidence-based
options for addressing common medical conditions rel-
evant to primary care such as insomnia and anxiety,11

chronic pain,12 and behavioral health strategies impor-
tant to a multitude of physical and mental health
conditions.13

Primary care, where 55% of all medical visits in the
U.S. occur, offers an important opportunity for delivery
of CIH services and patient education.14 Thus the inte-
gration of CIH in primary care – whether that involves a
team-based care approach within a clinic, CIH offerings
by a dually-trained primary care provider, or referral to
a CIH provider in the community – can increase
patients’ access to these important services and poten-
tially improve health outcomes.15

To promote CIH within the context of primary care
in the United States, it is critical that providers have
sufficient knowledge of complementary therapies,
access to CIH providers (whether in local community
or within the clinic), are comfortable co-managing

patient care with a CIH provider, and feel supported
to move forward in this aspect of care delivery.16 This
study was designed to explore current aspects of CIH
among primary care providers in a northwestern
region of the U.S. where there is significant regional
diversity in order to guide future next steps in these
realms of education, co-management among CIH col-
leagues, and CIH integration into care. The study spe-
cific aims were to examine primary care provider: 1)
familiarity with and perceived benefits of CIH; 2) expe-
rience referring patients for or offering CIH services
within the context of primary care, 3) perceived barriers
to and provider-reported availability of CIH in the
clinic, and 4) interest in increasing CIH knowledge and
community access.

Methods

Design

This study involved a cross-sectional one-group study
design. The UW Osher Center for Integrative Medicine
partnered with the WWAMI (Washington, Wyoming,
Alaska, Montana and Idaho) region Practice and
Research Network (WPRN) Coordinating Center,
based at the University of Washington (UW) Institute
of Translational Health Sciences (ITHS) and a small
group of research champions from WPRN clinical sites
to develop and conduct this study of primary care pro-
viders’ perspectives on CIH. The study protocol was
reviewed and approved by the institutional review board
at the UW and a waiver of written consent was obtained
in order to preserve anonymity of survey responses.

Setting

The study was conducted in the WPRN, a collaborative
group of over 80 primary care practices across 33 health-
care organizations in the Washington, Wyoming,
Alaska, Montana and Idaho region. All WPRN
member organizations (n¼ 33) were invited to partici-
pate in the study. Consistent with standard practices in
the WPRN, staff and faculty held webinars with WPRN
clinic representatives to orient them to the study proto-
col and secure leadership approval. Eleven WPRN sites
(33% of invited organizations) across Washington,
Wyoming, and Idaho agreed to administer the survey
to their providers. Seven were hospital-associated outpa-
tient clinics; four were community health centers. Across
participating clinics, the proportion of patients who are
uninsured or receiving Medicaid or Medicare ranged
from 30% to 80%. A research champion at each clinic
site had the opportunity to provide feedback on the
survey design and facilitated administration of the
survey.
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Measure

Survey questions were drafted based on items from ques-
tionnaires used in prior published CIH survey studies.17–
20 The 19 survey questions covered the following topics:
practice of and familiarity with CIH methods, support
for and practice of CIH at the clinic, education and
training in CIH, and respondent demographics.
Specifically, the survey asked primary care providers if
they had ever talked about CIH with their patients, if
they would be willing to co-manage a patient with CIH
providers, whether they would recommend CIH for spe-
cific health conditions, about their how familiar they
were with different CIH methods (unfamiliar, familiar,
tried/used approach in their own healthcare), about bar-
riers to the integration of CIH modalities in their patient
care, about their clinic’s level of support for providing
CIH, whether their clinic has providers who can offer
different CIH methods, if they have ever personally
received any training in CIH, and about their level of
interest in learning more about or in providing different
CIH modalities. They were also asked about demo-
graphics such as age, gender, race, ethnicity, provider
type, and training status.

The survey was pilot tested with three primary care
providers to ensure comprehension and ease of response.
The 19 survey questions covered the following topics:
practice of and familiarity with CIH methods, support
for and practice of CIH at the clinic, education and
training in CIH, and respondent demographics. The
survey was programmed into REDCap, a web-based
software designed for data collection and storage.21 A
copy of the survey can be requested from the corre-
sponding author.

Procedures

The online survey was sent via email to all eligible pro-
viders (n¼ 483) at each participating organization (n¼ 11)
in November 2019, followed by three weekly reminders.
The number of eligible participants per site ranged from
9–95. Participants were asked to complete the survey
within one month of the initial request. Eligible providers
were all primary care (Medical Doctor (MD), Doctor of
Osteopathy (DO), Physician Assistant (PA) and Nurse
Practitioner (NP) providers, including any resident/trainee
providers, at the participating clinics.

Analysis

Responses were summarized descriptively as frequencies
and percentages. Providers for each clinical practice were
categorized as working at either an urban or rural-
serving site based on the 2013 Rural-Urban
Continuum Codes (RUCC).22 Results were then strati-
fied by urban/rural-serving practice location

(rural-serving¼ a 3 or greater on the RUCC code) and

by whether or not respondents were trainees, to compare

differences in personal attitudes about and availability of

CIH. Associations were analyzed using contingency

table analyses (Chi-square, Fisher exact test) and by

multivariate logistic regression. Stata v14.1 was used

for all analyses.23

Results

Respondent Demographics and Past CIH Training

There were 218 survey respondents, which represented a

45.1% response rate. The majority of respondents were

under 40 years old (61.8%), female (57.2%), non-

Hispanic/Latino (94.0%), and white (83.8%).

Respondents were primarily physicians (91.5%) who

worked in an urban healthcare setting (81.2%). About

half were residents. Approximately half had taken a class

on CIH (could be single or multi-day), although only

one respondent had formal training via an integrative

medicine fellowship. Less than 10% reported being

dually trained in a CIH modality (Table 1).

Table 1. Demographics (N¼ 218).

Overall

N (%)

Age (N¼ 199)

18–39 years 123 (61.8)

40 years or older 76 (38.2)

Gender (N¼ 194)

Female 111 (57.2)

Male 82 (42.3)

Non-binary 1 (0.5)

Ethnicity (N¼ 199)

Hispanic/Latino 12 (6.0)

Non-Hispanic/Latino 187 (94.0)

Race (N¼ 197)

White only 165 (83.8)

Non-White 32 (16.2)

Occupation (N¼ 200)

Physician (MD, DO) 183 (91.5)

Physician’s assistant (PA) 5 (2.5)

Nurse practitioner (NP) 12 (6.0)

Clinic location (N¼ 218)

Urban 177 (81.2)

Rural-serving 41 (18.8)

In training program (N¼ 203) 105 (51.7)

Class on CIH (N¼ 201) 103 (51.2)

Integrative medicine fellowship (N¼ 203) 1 (0.5)

Dual-CIH training (N¼ 202)a 20 (9.9)

aOsteopathic Manipulative Treatment (5), Mindfulness-Based Stress

Reduction (MBSR) (4), Yoga (4), Massage Therapy (4), Reiki (2),

Hypnotherapy (1), Meditation (1), or missing (3). Note: some respondents

had training in more than one modality.
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CIH Familiarity and Perceived Benefits

Of the CIH modalities, chriopracty was the modality

that the largest proportion of primary care providers

were familiar (72.6%), followed by spirituality/prayer

(66.9%), and supplements (66.2%). For each of the

other modalities, at least 55% of providers were familiar

with each modality except for curanderismo (8.0%),

Ayurveda (23.3%), and therapeutic touch/Reiki

(47.6%) (Table 2). In addition, many respondents

reported they had personally tried or used meditation/

mindfulness (56.1%), yoga (55.5%), and/or relaxation

techniques (53.9%) for themselves, and a majority also

reported having asked their patients about their use of

meditation/mindfulness (61.7%), relaxation techniques

(59.4%), and/or yoga (58.3%). On average, the respond-

ents estimated that close to 50% of their patients would

benefit from CIH, and 86% indicated that CIH would

increase patient satisfaction with their care (data not

shown in Tables).

Attention to CIH Within Clinical Care

Most respondents (88.4%) said they talked to their

patients about the possible benefits of or recommended

the use of CIH modalities at least some of the time.

While 62.2% had provided a referral for massage, less

than 40% had provided referrals for any other CIH

modality (Table 2). Most participants (89.4%) said

they would be willing to co-manage a patient with a

CIH practitioner, however only 41.5% had ever co-

managed a patient with a CIH practitioner.

Integrative Care Within Clinics: Available Modalities
and Barriers

All respondents reported that at least one CIH modality
was available at their clinic (Table 2). The most com-
monly reported modalities provided within clinic were
relaxation techniques (70.9%) and meditation/mindful-
ness (64.0%) (Table 2). Nearly two-thirds of respondents
thought financial concerns were a significant barrier to
integration of CIH, such as patients not being able to
afford out-of-pocket costs (71.9%) or lack of insurance
coverage of CIH modalities (65.8%). Not knowing who
to refer to for CIH services was considered a significant
barrier by 45% of respondents. In addition, other nota-
ble barriers to integration of CIH in primary care,
included a lack of personal knowledge of the evidence
(54% rated as somewhat significant), lack of trust in
evidence (54% rated as somewhat significant), or a per-
sonal lack of familiarity (57.6% rated as somewhat sig-
nificant). Lack of clinic leadership support for CIH was
not considered a significant barrier (Table 3). Resident
physicians were significantly more likely, compared to
non-resident providers, to perceive their lack of knowl-
edge of CIH efficacy as a barrier to CIH integration
(44.2% vs. 27.4%, p-value¼ 0.047). Similarly, resident
physicians were less likely to know local CIH providers
for referrals (51.9% vs. 37.9%, p-value¼ 0.044).

Promoting Integrative Care: Increasing Knowledge,
Referral Base, and Providing Services

The majority of respondents were interested in learning
about the safety and efficacy of at least one CIH

Table 2. Primary Care Providers’ Report on Specific CIH Modalitiesa (N¼ 218).

Familiar Personally Tried/Used Asked Patients About Available In-Clinic Provided Referral

N (%) N (%) N (%) N (%) N (%)

Acupuncture 140 (64.8) 47 (21.7) 96 (44.4) 30 (15.0) 82 (37.9)

Ayurveda 49 (23.3) 7 (3.3) 4 (1.9) 0 (0.0) 1 (0.4)

Biofeedback 131 (61.7) 17 (8.0) 36 (16.9) 27 (13.6) 42 (19.8)

Chiropractic 157 (72.6) 39 (18.0) 113 (52.3) 16 (8.0) 81 (37.5)

Curanderismo 17 (8.0) 1 (0.4) 4 (1.8) 0 (0.0) 1 (0.4)

Homeopathy 133 (62.4) 15 (7.0) 34 (15.9) 2 (1.0) 3 (1.4)

Hypnosis 120 (56.3) 9 (4.2) 24 (11.2) 3 (1.5) 17 (7.9)

Massage 135 (62.2) 107 (49.3) 125 (57.6) 11 (5.5) 135 (62.2)

Meditation/mindfulness 127 (59.9) 119 (56.1) 131 (61.7) 128 (64.0) 58 (27.3)

Naturopathy 136 (62.9) 19 (8.7) 62 (28.7) 3 (1.5) 23 (10.6)

Relaxation techniques 121 (55.7) 117 (53.9) 129 (59.4) 141 (70.9) 60 (27.6)

Spirituality/prayer 142 (66.9) 66 (31.1) 95 (44.8) 43 (21.6) 37 (17.4)

Supplements 143 (66.2) 51 (23.6) 99 (45.8) 48 (24.1) 45 (20.8)

T’ai Chi/Qi Gong 121 (56.0) 18 (8.3) 40 (18.5) 0 (0.0) 18 (8.3)

Therapeutic Touch/Reiki 101 (47.6) 22 (10.3) 20 (9.4) 6 (3.0) 13 (6.1)

Yoga 125 (57.8) 120 (55.5) 126 (58.3) 31 (15.5) 42 (19.4)

aParticipants were asked to select all that apply, so row percentages will not add up to 100%.

4 Global Advances in Health and Medicine



modality (78.4%). The modalities for which large pro-
portions of respondents were interested included bio-
feedback (56.7%), supplements (51.8%), hypnosis
(50.5%) and acupuncture (50%). Providers were most
interested in knowing about local providers who they
could provide referrals to for massage (72.9%),

acupuncture (72.2%), yoga (69.9%), meditation/mind-
fulness (69.0%), and relaxation techniques (65.7%).
Providers indicated little overall interest in providing
integrative modalities themselves, with the exception of
relaxation techniques (41.4%) and meditation/mindful-
ness (39.1%).

Table 3. Perceived Barriers to Integrating CIH into Primary Care Practice (N¼ 204).

Overall

N (%)

Insufficient time during office visits to discuss CIH (N¼ 204)

Not a barrier at all 20 (9.8)

Somewhat of a barrier 110 (53.9)

Significant barrier 74 (36.3)

Level of support among peers for CIH (N¼ 203)

Not a barrier at all 82 (40.4)

Somewhat of a barrier 76 (37.4)

Significant barrier 17 (8.4)

Unsure/don’t know 28 (13.8)

Level of support among clinical leadership for CIH (N¼ 203)

Not a barrier at all 77 (37.9)

Somewhat of a barrier 75 (37.0)

Significant barrier 22 (10.8)

Unsure/don’t know 29 (14.3)

Lack of personal familiarity with CIH (N¼ 203)

Not a barrier at all 29 (14.3)

Somewhat of a barrier 117 (57.6)

Significant barrier 57 (28.1)

No insurance coverage available for CIH (N¼ 202)

Not a barrier at all 8 (4.0)

Somewhat of a barrier 38 (18.8)

Significant barrier 133 (65.8)

Unsure/don’t know 23 (11.4)

Lack of personal knowledge of the evidence for CIH (N¼ 202)

Not a barrier at all 20 (9.9)

Somewhat of a barrier 108 (53.5)

Significant barrier 74 (36.6)

Lack of personal trust in the evidence for CIH (N¼ 203)

Not a barrier at all 47 (23.2)

Somewhat of a barrier 110 (54.2)

Significant barrier 46 (22.7)

Patients can’t afford out-of-pocket costs for CIH (N¼ 203)

Not a barrier at all 4 (2.0)

Somewhat of a barrier 42 (20.7)

Significant barrier 146 (71.9)

Unsure/don’t know 11 (5.4)

Lack of available local practitioners who offer CIH (N¼ 204)

Not a barrier at all 35 (17.2)

Somewhat of a barrier 81 (39.7)

Significant barrier 40 (19.6)

Unsure/don’t know 48 (23.5)

Don’t know who to refer to locally for CIH (N¼ 202)

Not a barrier at all 22 (10.9)

Somewhat of a barrier 83 (41.1)

Significant barrier 92 (45.5)

Unsure/don’t know 5 (2.5)
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There were no differences in rates of interest in learn-
ing about CIH safety or efficacy between providers in
urban vs. rural-serving practices. Resident physicians
were significantly more likely to be interested in knowing
about the safety and efficacy of at least one CIH modal-
ity compared to non-resident providers (89.5% vs.
77.6%, p¼ 0.021).There were no differences between
residents and non-resident providers in their desire to
know about which providers to refer patients to for serv-
ices, or in their interest in providing CIH modalities
themselves (Tables 4 and 5).

Discussion

The results of this study of primary care providers across
11 clinics in three states highlight high rates of overall
familiarity of primary care providers with CIH. The
findings also indicate that providers have high levels of
interest in referring to or co-managing care with a CIH
practitioner. The results suggest that higher levels of pro-
vider personal experience with a specific CIH modality,
and/or the availability of specific CIH modalities in the
clinic, may positively influence providers’ asking patients
about their use of that specific CIH modality. Likewise,

Table 4. Training Interest by Clinic Location and Training Status (N¼ 218).

Overall

(N¼ 218)

Urban

(N¼ 177)

Rural

(N¼ 41)

Resident

(N¼ 105)

Non-Resident

(N¼ 98)

N (%) N (%) N (%) p-Value N (%) N (%) p-Value

Interested in knowing

safety and efficacy of at

least one CIH modality

171 (78.4) 142 (80.2) 29 (70.7) 0.183 94 (89.5) 76 (77.6) 0.021*

Interested in knowing

about local providers to

refer patients to, for at

least one CIH modality

181 (83.0) 151 (85.3) 30 (73.2) 0.062 92 (87.6) 88 (89.8) 0.625

Interested in providing at

least one CIH modality

themselves

110 (50.5) 90 (50.9) 53 (48.8) 0.811 57 (54.3) 53 (54.1) 0.977

Note: *p< .05.

Table 5. Training Interest by CIH Modalitya (N¼ 202).

Interested in Knowing

Safety and Efficacy

Interested in Knowing

Providers to Refer to

Interested in Personally

Providing This Approach

N (%) N (%) N (%)

Acupuncture 99 (50.0) 143 (72.2) 28 (14.1)

Ayurveda 91 (45.7) 65 (32.7) 5 (2.5)

Biofeedback 114 (56.7) 130 (64.7) 32 (15.9)

Chiropractic 83 (41.9) 105 (53) 7 (3.5)

Curanderismo 82 (41.8) 50 (25.5) 2 (1.0)

Homeopathy 83 (41.9) 59 (29.8) 9 (4.5)

Hypnosis 100 (50.5) 92 (46.5) 10 (5.1)

Massage 84 (42.2) 145 (72.9) 18 (9.0)

Meditation/mindfulness 89 (45.2) 136 (69.0) 77 (39.1)

Naturopathy 93 (47.0) 80 (40.4) 10 (5.1)

Relaxation techniques 86 (43.4) 130 (65.7) 82 (41.4)

Spirituality/prayer 75 (38.5) 93 (47.7) 22 (11.3)

Supplements 101 (51.8) 86 (44.1) 37 (19.0)

T’ai Chi/Qi Gong 87 (43.9) 117 (59.1) 13 (6.6)

Therapeutic Touch/Reiki 94 (48.0) 73 (37.2) 11 (5.6)

Yoga 81 (41.3) 137 (69.9) 28 (14.3)

Otherb 9 (28.1) 5 (15.6) 4 (12.5)

aParticipants were asked to select all that apply, so row percentages will not add up to 100%.
bOsteopathic Manipulative Treatment.
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higher levels of provider personal experience with a spe-

cific CIH modality may positively influence levels of

interest in referring patients for these services.
Similarly, a low level of provider personal experience

with a specific CIH modality may negatively influence

providers’ asking about patient use of that CIH modal-

ity. As might be expected, there was more familiarity and

personal experience with mainstreamed CIH approaches

(e.g. Mindfulness, Massage, and Yoga) and little famil-
iarity or personal experience with approaches that are

less so and likely used most by people from certain cul-

tural backgrounds (e.g. Curanderismo, Ayurveda, Tai

Chi). This finding may also reflect the racial/cultural

background of the study sample which was predomi-
nantly non-Hispanic White, as are the majority (approx-

imately 72.5%) of primary care physicians in the United

States.24 These findings highlight the potential impact of

provider personal experience with CIH, and thus the

critical importance of experiential learning in CIH edu-

cation for providers, as shown in an initial longitudinal
study of CIH in undergraduate medical education.25

Providers indicated interest in learning more about

the safety and efficacy of at least one CIH modality,

particularly among medical residents who made up
about 52% of the sample. These results indicate that

increasing opportunities for residents to receive educa-

tion and training about providing CIH and/or coordi-

nating CIH care with community providers, would be

acceptable. Importantly, increased educational opportu-

nities could also address potentially significant barriers
to wider recommendation of CIH by primary care pro-

viders, such as lack of familiarity, trust, and knowledge.
The recognition that approximately half of their

patients would benefit from CIH approaches and that
CIH approaches could increase patient satisfaction with

care, suggests that primary care providers are looking to

expand their ability to meet patients’ healthcare needs as

well as an awareness of consumer demand for CIH. This

is not surprising given the shift toward including CIH as

a recommended treatment for some conditions common
in primary care, for example in the treatment of chronic

pain conditions (e.g. low back pain, arthritis, fibromyal-

gia), and irritable bowel syndrome.12,26–29 Even so, in

this study only 40% had even once co-managed care

with a CIH provider. Primary care providers noted
lack of access to CIH providers to whom to make refer-

rals as a significant barrier to integrating CIH into pri-

mary care practice, highlighting the need for more

transdisciplinary contact and networking. These findings

are aligned with findings from prior studies pointing to
the critical importance of referral networks15 and posi-

tive interprofessional communication15,30 between con-

ventional and complementary providers as key themes

for the success of CIH integration in primary care.

These study results showed that providers perceived a

lack of financial coverage as the primary barrier to CIH.

As providers are likely aware, insurance coverage for

CIH providers varies by state, as well as within

states.31 Likewise federal funding through Medicare

and Medicaid for CIH is minimal to non-existent,

highlighting the lack of access to CIH for low income

and underserved populations. This overwhelming recog-

nition of the financial barriers to CIH from providers in

this study supports the need for systemic policy changes

to address patient financial barriers to accessing CIH

modalities.32

Study limitations that reduce generalizability of these

findings include the lack of diversity in primary care

provider types (i.e., vast majority were physicians),

lack of diversity in age and race (majority were under

40 years of age and Caucasian), and greater participa-

tion by clinicians at urban vs. rural-serving clinics. It is

also possible that clinicians who are more interested in

CIH were more likely to complete the survey. However,

the response rate of 45% is consistent the typical

response rate for clinician surveys. Despite these limita-

tions, there are distinct strengths of this study. Unlike

many prior CIH studies that focus on a single clinic, this

study was administered across multiple clinics in three

northwest states, represents a regionally diverse (i.e.

urban and rural) group of primary care providers, and

included trainees (medical residents) and established pri-

mary care providers.

Conclusion

Primary care providers in the Northwestern region of the

United States are generally familiar with many CIH

modalities, believe their patients would benefit from

CIH, are interested in referring to and co-managing

care with CIH providers, and would like to have more

learning opportunities to increase knowledge of the

safety and efficacy of CIH. The results highlight several

actionable areas to guide future efforts to increase

patient access to CIH in primary care. These include

creating opportunities for providers to network with

local CIH practitioners in order to increase referral sour-

ces, increasing CIH services offered within clinics,

increasing CIH education within medical training pro-

grams, and more continuing education opportunities for

experienced clinicians. Longer term efforts for increased

integration with primary care should address systemic

issues of access, such as the need for private and

public insurance coverage for CIH services. Likewise,

this study points to the need for further and future

study to better understand what actions are most helpful

in CIH promotion, in what contexts, and among which

types of providers.
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