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Abstract

Background: The Australasian Integrative Medicine Association (AIMA) established a working group to develop the AIMA

Guiding Principles for Letter Writing and Letter Writing Templates. The guiding principles were developed to promote

effective communication between the diverse range of healthcare practitioners (HCPs) that patients choose to consult.

Following the development of the Interprofessional Communication (IPC) resources, AIMA undertook a public consultation

as part of a quality assurance process to evaluate the relevance and utility of the resource.

Aim: This study reports stakeholder feedback on AIMA’s draft guiding principles document. It explores stakeholder

attitudes towards IPC and HCPs letter-writing, and interest in ongoing continuing professional development (CPD).

Methods: A cross-sectional survey involving 1) an online public consultation survey and 2) a paper survey collected

following IPC CPD activities. Quantitative data were analysed using Chi square and Fisher-Freeman-Halton Test.

Responses to open ended questions were coded and subject to a thematic analysis.

Results: The 64 survey participants and 55 CPD participants represented the Australian healthcare sectors and lay com-

munity. Most thought IPC is important (n¼ 112/117; 96%) and the resources were informative (n¼ 112/119; 94%), under-

standable (n¼ 111/119; 93%), and clinically relevant (n¼ 105/117; 90%). HCP reported wide variations in their frequency of

correspondence with other practitioner types, with rates often concerningly low. Key IPC themes identified were the

importance of continuity of care, clarity of communication, and professional practice. CPD participants were most inter-

ested in further IPC training (p¼ 0.001).

Conclusions: The IPC resources affirm the role of formal communication pathways, such as letters of correspondence to

support coordinated, patient-centred and multidisciplinary care. Challenges with letter writing and IPC signal the need for

more student and professional education on the subject to promote continuity of patient care and the delivery of high

quality, integrative medicine and health care services.
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Introduction

Interprofessional communication (IPC) is the liaison

between different healthcare practitioners and the
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community to facilitate patient-centred care and patient
safety,1 and is integral to achieving coordinated patient
care. Undeniably, communication failure between
healthcare practitioners (HCPs) is recognised as a lead-
ing cause of avoidable patient harm.2 HCPs attribute
having insufficient time, different approaches and termi-
nology, challenges with working within a medically
dominant health system, and a lack of knowledge
about other HCP roles as the main reasons for poor
IPC. 3–5 In addition, disparities between the professional
culture, the values and attitudes held, and real and per-
ceived differences between HCPs further impede effec-
tive IPC.3 These disparities are particularly apparent
when comparing conventional medicine with traditional
and complementary medicine (T&CM) practice.4

Communication breakdown between conventional
and T&CM practitioners is a concern. For instance, in
a given year, an estimated 63% of Australians consult
T&CM practitioners or use T&CM treatments,6 and
T&CM use tends to be higher for people with chronic
diseases and higher pharmaceutical use.6–8 Non-
disclosure of T&CM use is prevalent,9–12 and a recog-
nised risk.13 Such risks are further compounded by a
lack of communication between HCPs and are potential-
ly avoidable.2

Effective IPC between all the HCPs that a patient
chooses to consult, is key to coordinating safe and effec-
tive multidisciplinary care. Although communication
pathways between medical doctors are well established,
communication with other HCPs tends to be more
ad-hoc. The resulting fragmentation healthcare, places
additional an burden onto patients who are left to
manage and coordinate their own care.14

Strategies to support effective IPC includes a variety
of evidence-based communication frameworks, for
example: the SBAR (Situation, Background,
Assessment, Recommendation) approach,15 the
Strategies and Tools to Enhance Performance and
Patient Safety (Team STEPPS) curriculum16 and Crew
Resource Management.17 The use of practical commu-
nication tools has been encouraged and includes the
development of standardized communication tools
such as interprofessional letter writing templates.18 A
shortcoming to date, is that strategies to support IPC
have mostly focused on improving communication
between the medical and nursing professions, and to a
lesser extent with allied health practitioners, pharmacists
and T&CM practitioners.4

In response, the Australasian Integrative Medicine
Association (AIMA) responded to practitioner and
patient calls for guidance and education to improve
IPC. AIMA is an independent, peak professional body
representing medical practitioners and other HCPs who
practice integrative medicine in Australasia.19 In 2017,
volunteer AIMA members comprising healthcare

practitioners, academics and educators in Australia
formed the AIMA IPC Working Group. The working
group collaborated on preparing a draft document titled
“Interprofessional Communication: AIMA Guiding
Principles for Letter Writing” (hereafter referred to as
the AIMA IPC Guidelines) that includes formal letter
writing templates. Communication of confidential
patient information should be sent via secure electronic
or delivery services. As such, the focus on developing
formal letter writing templates that could be sent by
postal services or imbedded in secure electronic systems
were considered the most relevant to the needs of
Australian HCPs. For this study, Australian terminolo-
gy is used when referring to different types of HCPs.
Allied health practitioners refers to conventional HCPs
that are not part of the medical, dental, nursing or phar-
macy professions. T&CM practitioners refers to HCPs
who provide healthcare services that are considered to be
outside the dominant, conventional healthcare system.
Medical doctors comprise primary care, general practi-
tioners (GPs) and secondary care, medical specialists.
Integrative medicine (IM) practitioners refers to any
type of conventional HCP who integrates T&CM in
their clinical practice.

Along with supporting IPC in general, a key objective
was to assist all practitioners with navigating the rela-
tively new terrain of integrative medicine (IM) and to
foster professional cultural competence between the
diverse range of HCPs that patients choose to involve
in their health care. Prior to ratifying the AIMA IPC
Guidelines,20 AIMA undertook a public consultation
process for quality assurance. The contents of the draft
document and letter-writing templates were also pre-
sented in a workshop format at various AIMA continu-
ing professional development (CPD) events. This paper
presents the results obtained from the feedback collected
during the public consultation and CPD events. The aim
was to collate and analyse the feedback on the relevance
and utility of the AIMA IPC Guidelines; explore partic-
ipants’ attitudes towards, and perceptions of interprofes-
sional communication; and ascertain healthcare
professionals’ needs and preferences for further
education.

Methods

A cross-sectional survey design was employed involving
1) an online public consultation survey and 2) a paper
survey collected following IPC CPD activities. The 13-
item, public consultation survey (Supplementary File 1),
was administered online via SurveyMonkey.21 It was
open from the 7th January to the 9th September 2019.
The survey was advertised through the AIMA website
and newsletters. Emails were sent to key stakeholders of
AIMA comprising – 12 professional associations, 29
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educational institutions, 2 registration bodies, 4 natural
therapy foundations and individuals on the AIMA email
list, inviting them to participate in the public consulta-
tion and when relevant, requesting the organisation to
invite their staff or members to participate via their own
newsletter or electronic mailout. Participants were given
the option of providing anonymous or confidential
responses, the latter included providing a contact email
address. Skip questions were used so that only HCP were
asked about their clinical practice and continuing pro-
fessional education. Written consent was given prior to
using de-identified responses for the purpose of this
research study.

CPD participants were recruited from two events that
were held in Australia between August 2017 and
February 2018. The events were coordinated by AIMA
and open to all types of HCP, including non-AIMA
members. Anonymous, voluntary feedback from the
attendees was provided via an 11-item paper survey
questionnaire (Supplemental File 2). CPD participants
were verbally advised that their de-identified responses
would be used when finalising the draft document and
letter templates, and to inform future IPC educational
activities.

Participants from both sample sources were asked to
rank statements regarding the importance, clarity, and
relevance of the AIMA IPC Guidelines and accompany-
ing letter writing templates20 using a 5-point Likert scale.
Statements were followed with an option to provide free-
text responses for explanatory justification of choice
and/or provide further comments. The purpose of these
and other open-ended questions was to explore the atti-
tudes and opinions of participants regarding IPC, letter
writing templates and their educational needs.

At the completion of data collection, the open ended
responses provided in the CPD surveys and public con-
sultation were screened to determine whether there was
sufficient qualitative data for a thematic analysis.22

Thematic analysis drew upon Braun and Clarke’s
method that begins with data familiarisation, followed
by coding using an inductive approach to identify
themes and subthemes, and ends with a thematic
review.23 NVivo version 1224 were used for the analysis
of the responses to the open-ended questions. The the-
matic analyses of the responses to open-ended questions
were conducted by Author JN and these were indepen-
dently reviewed by JEH and JHu to check for accuracy
and reliability. Different interpretations and disagree-
ments were discussed until a consensus was reached.

The quantitative data collected from paper-based sur-
veys were first manually entered into a second electronic
survey in SurveyMonkey.21 Following data cleaning,
corresponding questions from the two datasets were
merged into a single dataset and analysed in Statistical
Package for Social Sciences version 25 (SPSS).25 To help

reduce the number of empty cells and low counts in cells,
response categories were amalgamated when it was log-
ically reasonable to do so. We investigated if there were
any significant differences between the two groups
(public consultation and CPD events) according to the
different types of HCPs who participated, their feedback
on the IPC resources and guidelines, their views on the
importance of IPC, their interest in more IPC training
and support, and preferred formats for IPC training. We
hypothesised there would be differences between HCPs’
reported letter writing activities, both in the frequency of
letter writing and to whom they commonly wrote to.
Missing data was not imputed. The denominators pre-
sented in the results represent the number of responses to
each question. The Pearson Chi square and Fisher-
Freeman-Halton tests for r � c contingency tables
were used for the inferential statistics. The level of sig-
nificance for the 14 planned inferential tests was set at
p¼ 0.05. All the authors had access to the data and met
throughout the analysis to discuss the emerging findings
and reach a consensus on their interpretation and the
overall results.

Approval to undertake this study was obtained from
the Human Research Ethics Committee at the
University of Sydney (2018/517) and included retrospec-
tive approval to include de-identified CPD events
responses.

Results

A total of 120 responses were received, 64 from the
public consultation and 56 from the CPD events. One
CPD questionnaire was excluded due to being illegible,
leaving a total 119 included in the final analysis. The
response rates for the two CPD events were 79%
(n¼ 27/34) and 67% (n¼ 29/43). Most surveys were
fully completed as per the reported denominators. The
response rate to the public consultation could not be
determined due to the broad reach and multiple stake-
holders invited to the participate.

Most participants were HCPs representing a wide
range of practitioner types, many of whom from the
online survey also represented various professional
bodies and educational institutions (Table 1). T&CM
HCP were well represented, particularly in the CPD
events. Underrepresented HCPs were specialist medical
practitioners, registered nurses, and pharmacists. A sig-
nificant difference between the various types of HCPs
who participated in the public consultation and CPD
events was found (Fisher-Freeman-Halton exact test
p¼ 0.02). For example, a larger proportion of GPs par-
ticipated in the public consultation (Table 1). Of the
online GP participants, five specifically stated they prac-
ticed IM. Other IM practitioners included a biological
dentist and a health coach with medical training.
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HCPs were asked how often they wrote letters to
other types of HCPs within a 12-month period. The
Fisher-Freeman-Halton exact test was used to determine
if there were any differences between the three HCP
groups (medical/dental, T&CM HCPs, and allied
health/other HCPs) and their frequency of letter writing
that was categorised as often (at least twice a month),
sometimes/rarely, or never. Except for the frequency of
letter writing to GPs (p¼ 0.98) and managers (p¼ 0.65),
significant differences were found between the three
HCP groups’ reported frequency of letter writing to
medical specialists (p¼ 0.000), pharmacists (p¼ 0.004),
nurses (p¼ 0.000), allied health (p¼ 0.000), and T&CM
HCPs (p¼ 0.03) (Supplementary File 3). Notable find-
ings included most of the medical/dental HCPs reporting
they wrote to specialist medical practitioners (n¼ 18/22)
at least twice a month, compared to less than one tenth
of the allied health/other HCP (n¼ 1/15) and T&CM
HCPs (n¼ 5/54). Similarly, compared to the allied
health/other HCPs (n¼ 1/15) and T&CM HCPs (n¼ 5/
54) groups, a larger proportion of the medical/dental
HCPs (n¼ 13/22) reported often writing to allied
health practitioners. At least half of the allied health/
other HCPs and T&CM HCPs reported they never
wrote to specialists, pharmacists, and nurses. Around
half of the allied health/other HCPs (n¼ 8/14) also
reported never writing to T&CM HCPs, whilst around
a quarter of medical/dental HCPs never wrote to T&CM
HCPs (n¼ 6/22). Over two-thirds of all the HCPs
reported never writing to healthcare administrators or
practice managers.

Most participants (81%, n¼ 95/117) held the
opinion that formal communication such as letters of
correspondence between HCPs was very important and
no-one thought it was not important at all (Table 2).
No statistically significance difference was found

between the public consultation and CPD
participant responses (Fisher-Freeman-Halton exact
test p¼ 0.075).

In contrast, less than half (48%, n¼ 52/109) con-
firmed their interest in further training or support for
IPC and the two groups had different preferences for
CPD formats (Table 2). Significantly more CPD partic-
ipants were interested in further IPC training and sup-
port (X2 (2, N¼ 109)¼ 12.82; p¼ 0.001) and preferred to
receive this face-to-face in seminars and workshops (X2

(2, N¼ 87)¼ 8.93; p¼ 0.012).
CPD participants were asked to provide feedback

about the CPD event and the accompanying two-page
summary document and letter templates. Participants in
the public consultation were asked to provide feedback
on the longer AIMA IPC Guidelines that also included
letter templates. Overall, the feedback was very positive
(Table 3).

Comments specific to the presentation of the IPC
resources mostly focused on the letter writing templates,
for example “they should be a lot simpler” and recom-
mendations for additional content such as “[for a]
doctor reassessing particular medications patient is on”
(GP-5) and “more information. . . to include regarding
herbs prescribed and their functions” (GP-9)

None of the CPD participants provided extended
responses. Extended responses from 41 participants in
the online public consultation survey to questions con-
cerning IPC and formal communication provided a
range of opinions that the authors deemed to justify
conducting a thematic analysis. A strong interest was
expressed about the value and importance of formal
communication including letters of correspondence.
This view was supported by the quantitative results.
Three meta-themes: 1) Clarity of communication, 2)
Continuity of care and 3) Professional practice, and

Table 1. Participant Characteristics.

Respondent group

Public Consultation

n (%)

CPD Events

n (%)

Total

n (%)

Participants*

Allied Health Practitioner 3 (5) 5 (9) 8 (7)

Complementary Medicine Practitioner 32 (50) 37 (67) 69 (58)

General Practitioner 15 (23) 4 (7) 19 (16)

Other Healthcare Practitioner 2 (3) 3 (5) 5 (4)

Pharmacist 3 (5) 0 (0) 3 (3)

Registered Nurse 2 (3) 1 (2) 3 (3)

Specialist Medical Practitioner 0 (0) 2 (4) 2 (2)

Lay Community 5 (8) 1 (2) 6 (5)

Not Specified† 2 (3) 2 (4) 4 (3)

Total 64 (100) 55 (100) 119 (100)

CPD: Continuing professional development.

*Difference between participants from public consultation and CPD events: Fisher-Freeman-Halton exact test p¼ 0.02.

† all the respondents in the Not Specified category of the public consultation survey were healthcare practitioners.
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eleven sub-themes were identified (Figure 1). The the-
matic analysis and indicative quotes extracted directly
from the participant responses are presented in Table 4.

The data obtained from HCPs provided perspectives
which informed the final meta-themes illustrated in
Table 4. Participants suggested strategies to achieve

open and transparent IPC including training to over-
come “bad experiences” and having a common medico-
language to share patient information. To promote
patient safety, mitigation of common concerns such as
miscommunication and clarity of HCP roles were raised.
For instance, an allied health practitioner claimed:

Table 3. Feedback on AIMA IPC Guidelines.

Public Consultation

n (%)

CPD Events

n (%)

Total

n (%) p-Value†

Informative

Strongly Agree 34 (53) 27 (49) 61 (51) 0.65

Agree 25 (39) 26 (47) 51 (43)

Undecided 4 (6) 1 (2) 5 (4)

Disagree or Strongly disagree 1 (2) 1 (2) 2 (2)

Total 64 (100) 55 (100) 119 (100)

Clear and easily understood

Strongly Agree 24 (38) 25 (45) 49 (41) 0.50

Agree 37 (58) 25 (45) 62 (52)

Undecided 2 (3) 4 (7) 6 (5)

Disagree or Strongly disagree 1 (2) 1 (2) 2 (2)

Total 64 (100) 55 (100) 119 (100)

Relevant to clinical practice

Strongly Agree 33 (52) 23 (43) 56 (48) 0.65

Agree 25 (39) 24 (45) 49 (42)

Undecided 6 (9) 5 (9) 11(9)

Disagree or Strongly disagree 0 (0) 1 (2) 1 (1)

Total 64 (100) 53 (100) 117 (100)

†Fisher-Freeman-Halton exact test.

Table 2. Opinions About Formal Communication and IPC Education.

Public Consultationn (%) CPD Eventsn (%) Totaln (%) p-Value

Importance of Formal Communication

Very important 52 (81) 43 (81) 95 (81) 0.075*

Somewhat important 11 (17) 6 (11) 17 (15)

Undecided 0 (0) 4 (8) 4 (3)

Unimportant 1(2) 0 (0) 1 (1)

Not important at all 0 (0) 0 (0) 0 (0)

Total 64 (100) 53 (100) 117 (100)

HCP interest in IPC training/support‡

Yes 19 (33) 33 (63) 52 (48) 0.001†

Maybe 23 (40) 16 (31) 39 (36)

No 15 (26) 3 (6) 18 (17)

Total 57 (100)‡ 52 (100) 109 (100)

Most preferred CPD format**

Face to face 9 (21) 22 (49) 31 (36) 0.012 †

Downloaded written material 14 (33) 14 (31) 28 (32)

Webinars/online learning 19 (45) 9 (20) 28 (32)

Total **42 (100) 45 (100) 87 (100)

CPD: Continuing professional development; HCP: Healthcare practitioner; IPC: Interprofessional communication.

* Fisher-Freeman-Halton exact test.

† X2 test for independence.

‡: question skipped for non-HCP.

** question skipped if HCP was not interested in further training or support for IPC.
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“Sometimes, I don’t receive reports back from practi-

tioners I have referred to which means I rely on my

client to give me a sense of how their diagnosis and treat-

ment went”. (AH-1)

Hence, there were consistent responses from HCPs

encouraging the endorsement of formal documents

such as the AIMA IPC Guidelines to ensure continuity

of care and reduction in “adverse [health] outcomes”.
Many HCPs expressed concerns about medico-legal

uncertainties or the addition of administrative duties

upon enactment of the AIMA IPC Guidelines. The man-

ifestation of medical dominance towards other HCPs,

particularly T&CM and allied health practitioners allud-

ed to the idea that these letters of correspondence may

be a waste of time, as GPs rarely reply or are dismissive

of other therapies. Conversely, other HCPs noted that

letters can also serve as a tool for formally documenting

clinical information and providing evidence of the clin-

ical encounter. Despite these concerns, participants rec-

ognised that formal communication tools were an

important aspect of professional practice that can help

minimise miscommunication and build the foundations

of trust and respect between the HCPs.

Discussion

The results of this quality assurance and feedback pro-

cess reinforces the value and importance HCPs place on

the role of formal communication pathways to promote

the delivery of coordinated, patient-centered, quality

healthcare.4 Letters of correspondence were thought to

demonstrate professionalism, provide opportunities to

informally educate other HCPs about different philoso-

phies and approaches to medicine and health, and

facilitate patient involvement. Participants acknowl-

edged there is a need to ‘speak the same language for

our patients’ sake.’ However, apart from correspon-

dence between medical practitioners, HCPs tended not

to routinely write letters of correspondence to other

HCPs. To this end, like other communication tools

and frameworks,15,16 the AIMA IPC Guidelines and

accompanying letter templates could play an important

role in supporting IPC and collaborative, integrative

practice.
What differentiates this study and the AIMA IPC

Guidelines from previous work, is the inclusion of the

broader spectrum of HCP with a focus on IM and

T&CM practitioners. To our knowledge, these profes-

sions have not been previously considered in formal IPC

resources. This diverse and inclusive approach aligns

with broader calls to improve cultural competence in

contemporary health care that includes addressing pro-

fessional cultural divides.4,26 The AIMA IPC Guidelines

defines cultural competence in Integrative Medicine as

“an awareness of, and respect for the diverse range of

health care practices, paradigms and terminologies that

patients and practitioners use.” Cultural competence ena-

bles HCPs to work effectively with each other and their

patients in cross-cultural situations, and for healthcare

systems to deliver services that meet the social, cultural,

and linguistic needs of patients and HCPs.4 All HCPs

therefore need to be aware of how their own cultural and

professional biases can negatively impact communica-

tion with patients, informal and formal caregivers, and

other HCPs.26

Known communication barriers between HCPs

include real and perceived power differentials that are

reflected in the use of professional jargon, rather than

a commonly shared language.26 This can impair the

Figure 1. Themes and Sub-Themes.
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Table 4. Metathemes Subthemes and Quotes.

THEME 1—Clarity of communication

Subtheme 1: Shared medico-language

“Is very important to not only have a common language for communication by also accepted way of communicating key information specially in the

model of shared care” (General Practitioner 1)

Subtheme 2: Open Communication

“It is essential that I am aware of a patient’s entire medical history, medications, supplements and other therapies if I am to provide them with optimal

care” (General Practitioner 2)

“Each side needs to know exactly what the other is doing in order to avoid conflicts with patient treatment” (Allied HCP 1)

“Helps document what is going on, helps reduce errors (especially when the patient receives correspondence), and provides a time line or history for

the patient.” (T&CM HCP 1)

Subtheme 3: Training

“Naturopaths need more training in it” (Allied HCP 2)

“Missed diagnoses etc are mostly in the mind of the conservative medical professionals. Let’s try to keep this simple, not such a high standard that no-

one will be able to achieve it.” (General Practitioner 2)

“Perhaps advice on how to manage bad experiences received from medical professionals” (T&CM HCP 2)

THEME 2 – Continuity of care

Subtheme 1: Patient Safety and Care

“If quality communication can be instigated between various complementary medicine practitioners, there will be improved patient care” (General

Practitioner 3)

“It is vital that the medical profession work cooperatively with alternative health care practitioners to give the patient the best chance to improve their

health. Working together, helps recognize diagnosable conditions so that a treatment plan can be formulated involving relevant health practitioners

and the patient. Formal communication helps document what is going on, helps reduce errors (especially when the patient receives corre-

spondence)” (T&CM HCP 1)

“It is collaborative and respectful and should foster continuity of care and reduce risks of adverse outcomes.” (Registered Nurse 1)

“It’s imperative for the client/patient’s care that any health care provider works collaboratively with others who are treating that person” (Allied HCP

2)

Subtheme 2: Roles

“Open communication to understand each other’s. . .modality of treatment would enhance patient care” (General Practitioner 4)

Subtheme 3: Miscommunication

“Verbal communication from the client from other professionals with a hand written note is usually the form of communication” (T&CM HCP 3)

“Ensure there is no miscommunication or error in the relay of information” (Pharmacist 1)

“Prevent misunderstanding, allowing us to reinforce the same health messages and prevent over-ordering of pathology/ radiology and over-prescribing”

(General Practitioner 5)

THEME 3—Professional Practice

Subtheme 1: Respect

“Very [important] for remedial massage therapists to know how to write referral letters to GPs, so that they can be taken seriously” (T&CM HCP 3)

“It is definitely the way forward for respect and understanding between all health practitioners and may subconsciously be some of the reason why

many General Practitioners seem to despise naturopaths” (General practitioner 6)

Subtheme 2: Medical Dominance

“Complementary medical practitioners are often dismissed and some specialists dissuade patients from complementary medicine” (General

Practitioner 7)

“Whether the letters are read. With the exception of specialists, who are generally more inclined to respond, I rarely receive a reply from GPs.” (Allied

HCP 2)

Subtheme 3: Trust

“Increase trust and working together between the professions” (T&CM HCP 4)

“It helps establish professional relationship across the full scope of medical services and modalities” (Allied HCP 3)

Subtheme 4: Challenges

‘These requirements are so onerous that it will impact on the HCP’s ability to provide care in the time available as it’ll increase time by a significant

percentage’ and it’ll add ‘another layer of admin [Integrative Medicine General Practitioners] are not keen on’ (General Practitioner 7)

“I think natural therapists are asking for too many tests and this is putting stress onto the doctors” (T&CM HCP 5)

“I’m still not sure about the legal ramifications, particularly with the proposed Medical Board of Australia guidelines on complementary medicine”

(General Practitioner 3)

Subtheme 5: Evidence

“It can be used as a way of evidence that communication took place in case an incident happens to the patient as an outcome” (Pharmacist 2)

HCP: Healthcare practitioner; T&CM: Traditional & complementary medicine practitioner
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continuity of a patient’s care that is reliant on the trans-
mission of relevant, accurate and understandable infor-
mation about the patient’s clinical history and current
management. The recommendation in the AIMA IPC
Guidelines to limit the use of technical words that are
universally understood was well received by study par-
ticipants. In keeping with other research,27,28 partici-
pants highlighted that the use of different ‘medico’
languages and terminology can negatively impact the
clarity of communication.

Interprofessional differences in health care knowledge
and lack of clarity about different roles were also noted
to further influence what information is communicated
and how it is received, understood, and incorporated
into patient care, along with its perceived importance.
Respondent feedback highlighted that letters of corre-
spondence can be utilized to help clarify roles and
build trust between HCPs. Understanding and respect-
ing the roles of other types of HCPs is important and can
benefit patients by facilitating continuity of care,29 and
collaborative practice,28 so that the expertise and skills
of each HCP can be used in a timely and appropriate
way to optimize patient care and outcomes.4

Cultural, language and professional barriers between
conventional and T&CM HCPs are often cited as a
reason for implementing educational strategies that sup-
port effective IPC and collaborative practice.3,4,28

Central to this is an agreed, standardized healthcare-
language that promotes a clearer understanding of the
different approaches used by HCPs,27,28 and our study
supports this premise. Education and training that focus
on clarity of communication can promote effective and
easily understood information during patient handover.4

For example, the SBAR framework (Situation,
Background, Assessment and Recommendation) and
extended ISBAR framework (I: Identify) is a verbal
communication tool designed to bridge IPC barriers
and has been shown to support patient handover and
cultivate collaboration between different HCPs.15 The
AIMA letter writing resources adopted a modified
framework version of ISBAR that extended ‘A’ to
include ‘Actions’ and ‘R’ to include ‘Requests’ so that
the acronym more readily applies to letter writing. The
results of our study suggest that HCPs could see
the relevance of the structured ISBAR approach within
the context of letter writing, and how this approach
could help reduce miscommunication.

Like previous studies being ‘time poor’ was cited as
another barrier to writing letters of correspon-
dence.4,27,29 Electronic health systems have been pro-
posed to increase the likelihood of comprehensive
documentation by HCPs.30 It has also been reported
that writing letters of correspondence positively corre-
lates with the quality of a practitioner’s clinical records.5

Therefore, we suggest that letter templates, like those

that were the subject of this study, are considered for
integration into electronic clinical record systems. This
view is supported in our results suggesting a more con-
cise resource implemented within the electronic health
system or program would be suited to the limited time
HCPs have to devote to letter writing.

Our findings further confirm ongoing concerns and
uncertainties about potential medico-legal risks to con-
ventional HCPs when referring to T&CM practi-
tioners.31,32 Comments from some of the medical
doctors suggested that a lack of clarity about T&CM
professional roles and responsibilities, and no statutory
regulation for some T&CM practitioners underpinned
these concerns. Formal communication strategies that
advance practice and build trust between HCPs would,
therefore, benefit from a stronger regulatory framework
for T&CM practitioners in Australia. Furthermore, in
line with patients’ healthcare choices, conventional
healthcare systems will need to find ways to shift from
the current culture in which medical doctors are placed
in professional silos, to a more equitable system that
enables patients to readily benefit from the skills and
expertise of the broader team of HCPs that they seek
to include in their health care.33,34

The finding that GPs reported writing to other con-
ventional HCPs more than T&CM practitioners was not
surprising. In Australia, a written GP referral is a req-
uisite for patients accessing public and private health
insurance rebates for consultations with medical special-
ists and some allied health practitioners. Further, send-
ing and receiving referral letters, discharge letters and
other patient reports are an established practice and
the most common reasons for formal communications
between conventional HCP.5 Given the frequent concur-
rent use of pharmaceutical and T&CMs,6–8 the low rates
of written communication between T&CM practitioners,
pharmacists, and medical practitioners was concerning.
Whilst pharmacists can play a central role in identifying
and preventing T&CM-drug interactions,35 particularly
since the most common place of purchase of T&CM
products is pharmacy outlets, the extent to which this
is occurring is unclear. T&CM practitioners reported
writing to GPs more often than to pharmacists, so it is
possible that medication reconciliation (that includes
T&CM products) occurs through this line of communi-
cation. However, communication between these practi-
tioners was still low, and these communication gaps may
be set to widen, as most T&CM practitioner groups do
not have authority to access Australia’s shared electronic
communication platforms, including the national elec-
tronic patient health record, ‘My Health Record’.

Core to the AIMA IPC Guidelines is patient-centered
care that is respectful, inclusive and actively involves
patients in their healthcare. Continuity of care is
improved when patients play an integral role in the
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transmission of their medical/health information.36,37

Further, patients who have a detailed understanding of
the therapies they are using, have a reduced risk of harm
associated with poor communication.38 As such, the
AIMA letter writing templates include prompts to c.c.
the patient. Whilst it was not explored in this study,
future research could investigate how often patients are
included in letters of correspondence between their HCP,
the circumstances in which this occurs, and most impor-
tantly, patients’ perspectives and outcomes.

Limitations of this study include the views of HCPs
less interested in IPC and integrative medicine and
health are unlikely to have been captured. Thus, the
positive views expressed by participants may not be rep-
resentative of the broader healthcare system. The under-
representation of some HCPs in the study, in particular
pharmacists, nurses, and medical specialists, may also
limit the generalizability of our findings. Also limiting
the generalizability was that only Australian participants
were included. Further studies would be helpful to gauge
the perspectives of more HCP and to compare differ-
ences between countries and health care systems. The
absence of the ‘patients voice’ is another limitation of
this study, as only a handful of lay persons participated.
We strongly encourage additional research that explores
patients views about IPC and letter writing with a focus
on integrative medicine and health. Combining the
quantitative and qualitative data for the analysis may
have resulted in double counting as it was not possible
to know whether a participant completed both the CPD
event questionnaire and online survey. Further, statisti-
cally significant differences between the two groups
according to their characteristics (Table 1) and views
about IPC education (Table 2) may have influenced
the participants’ responses to questions about ongoing
IPC education and frequency of letter writing. For
example, not writing letters may be a reason why partic-
ipants attended the IPC CPD events or wanted more
IPC education. However, the sample sizes were too
small to conduct a multivariate analysis to adjust for
any potential confounding effects. Other limitations of
the statistical analysis included not calculating the
sample sizes and power a priori. As such, the likelihood
of type 1 and 2 errors cannot be assessed. The large p
values for all but one non-significant result lowers the
likelihood of a false negative result. The only borderline
non-significant result was the importance of formal com-
munication (Table 2) that reflected marginal differences
in the proportions who thought formal communication
was somewhat important, unimportant or were unde-
cided. Setting the p value at 0.01 rather than 0.05,
would lower the risk of false positive results.39 In this
case, the differences between the types of HCPs who
participated in the public consultation compared to the
CPD activities in Table 1 and the differences between the

three HCP groups’ reported frequency of letter writing

to T&CM practitioners would no longer be significant.

Finally, manually generating a code book for the qual-

itative data analysis may have strengthened the analysis

of the open-ended responses.40 Despite these study lim-

itations, the feedback was sufficient for AIMA’s quality

assurance process regarding their draft AIMA IPC

Guidelines and helped shed light on important aspects

of IPC and how potential differences between healthcare

professions might impact patient care.

Next steps

Following the completion of the study, and in response

to the feedback obtained during the public consultation

process, minor revisions were made to the AIMA IPC

Guidelines. The final version was ratified by the AIMA

Board and published in 2020.20 In response to the

expression of interest by study participants and from

AIMA members for more IPC education, a CPD

online module was developed by two academics, one

an accredited naturopath and tenured academic, the

other a medical doctor, naturopath and educator. The

CPD module was scaffolded on the AIMA IPC

Guidelines and the letter writing templates were used

to model these principles in a concise and pragmatic

manner. The module is currently undergoing peer

review, after which it will be made available through

AIMA to its members and potentially more widely.

Conclusion

The conventional, allied and T&CM healthcare practi-

tioners that were included in this study distinctly valued

the importance of effective IPC in facilitating coordinat-

ed patient-centered care. The IPC resources that were

the subject of this study were considered relevant and

practical. There are multiple, complex factors impacting

effective IPC and the AIMA IPC Guidelines will not

solely address all of these. Further research and strate-

gies, such as IPC education that aim to foster continuity

of care, clarity in communication, and professional prac-

tice are encouraged.
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