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IPC Value 
 …it’s always good to keep in mind that not every modality is perfect for everyone, and to 

be able to refer people out for different modalities; you never know what’s going to click 
for someone. -- PP AOM 

 [IPC] makes [patient care] stronger, because all the different modalities have something 
that we excel at. -- PP AOM 

 “I think [IPC] improves my practice. It adds credibility to the profession, and it definitely 
gets me more referrals.” -- PP AOM 

 If I didn't have inter-professional collaboration 20 years ago I wouldn't be in the situation I 
am now. It's basically provided the success that I've had so far in practice for sure. I don't 
advertise, I don't have a website, I don't have anything, but I've got relationships with 
professional providers. -- PP DC 

 There's never been one negative outcome I've ever had with a provider. They're interested 
in what we do. They're thankful we're here. Now we're part of a team. We just have to 
make the effort of taking 5 minutes typing a report and communicating. -- PP DC 

 I feel like it makes me feel more comfortable. I love collaborating, because I feel like we 
get people's needs met better, and we have better outcomes. -- PP DEM 

 Every time I've collaborated with another doctor where we actually really collaborated and 
we actually discussed their case, brainstormed together, and then we actually had the 
ability to implement those changes, I think patients absolutely loved it. They felt like there 
was a team of people. Again, it's really hard to do that unless you're in the same clinic. I've 
never had a patient not like it. That is when the collaboration is in a positive relationship. If 
it's more of a not so happy collaborative relationship ... Then patients don't like it because 
then they're going back and forth between each of us authoritative figures and they're 
having to appease each of us and they're not really sure what not to tell the other doctor 
because they don't want to upset that doctor. -- PP ND 

 IPC helps our practices. It helps us to learn more. I think it's actually healthy that we 
question ourselves and we question what it is we're doing or why are we doing it. When 
you have to explain yourself to another doctor, I think that it holds you accountable and it 
gets you thinking about things that you didn't already think about. Again, something I think 
we should all do more because when I do it, I love doing it and I wish I did it more. -- PP ND 



 Patients like to know that there's a team supporting their health. And they generally 
seem to really like that the providers are talking to each other, and trying to come up with 
the best strategy for the patient-- CHC AOM 

 I love getting the whole picture. It might sound a little weird. I love seeing my clients 
through somebody else's eyes, through another clinical lens. I look at the client from a 
totally different standpoint than their podiatrist looks at them, their endocrinologist looks 
at them, or their primary care physician look at them. -- CHC DC 

 I've never met any resistance from other providers. I've really only been met with curiosity. 
We can chat in the hallway. Our offices are grouped together, in the physical facilities 
where we are, so that's kind of easy to do and I just think the longer that you're there, the 
more you know other providers and then just easier that is to take place. Sometimes we're 
all teaching each other different things that we learned, so it's pretty cool.-- CHC DC 

 [IPC] increases the value of my care. When their medical provider recommends this as a 
treatment option, particularly when I can reinforce things that their medical providers 
recommended, in addition to my uniqueness. It's extremely valuable. -- CHC DC 

 It is really rewarding because we are able to make a difference and my students, they can 
see the respect from the other providers, so that is really nice. -- CHC DC 

 I think patients feel like they're getting a more thorough treatment. They know that we 
discuss it amongst each other and so they feel like they're being taken care of and that one 
discipline to the next is following their care. -- CHC MT 

 It is satisfying just to know that the other modalities are learning about ... What can 
massage do? If somebody has sciatica, if somebody has headaches, oh that can actually 
help with that? It's interesting because the medical students are all mostly first-year 
medical students and so for us to be able to educate them on the benefits of our different 
modalities at such an early stage in their medical training, it gives me hope for the future 
that there will be more integrated care down the road.-- CHC MT 

 [IPC] is fantastic. The ability to assess a client through the eyes of multiple practitioners is 
huge. The ability to remind the patient that there are multiple supports available to them is 
huge, especially when there's access-to-care issues because of scheduling and things like 
that. Just really technically understanding what's physically and/or emotionally happening 
with the patient based on the records from other disciplines is tremendously supportive for 
my work with the patient. It also helps me to understand that there are many ways for 
healing to happen, so there's more trust in the process when the patient is getting multiple 
directions for his or her healing. Then, just collaborating for my own self, I learn a ton from 
the other practitioners that I work with, so my skill sets get better and better with every case 
conference or meeting or chart note that I get to read.-- CHC MT 

 [IPC] completely impacts the patient care, because of the fact that you're getting to the 
underlying cause of disease, so you might be seeing things that need more care or 
behavioral health…They're all interrelated, and so I think to not do collaboration is a big 
fault and really costs the system a lot more money, because you're not really addressing 
the underlying need. -- CHC ND 

 …collaborative situation where you're working with people across systems is a lot harder 
work, because you're working through different places that have totally different cultures. 



Different styles. I think that that's a lot harder work. It's kind of why we got into the work 
in the first place, and why we're in healthcare in the first place. It's really to improve 
outcomes, and allow people to be connected and to get all of their health service needs 
met. I think it has a lot more of a profound effect. -- CHC ND 

 [IPC] improves it [patient care], by far. It's pretty gratifying. I learn a lot more by reading 
specialist's chart notes or seeing what other providers are doing. It's part of the growth 
process to collaborate with other providers. I'm just glad I'm able to do it. -- CHC ND 

 I would not be practicing medicine if I was only working as an XXX, by myself, because I 
would just feel like a failure half the time. Being able to share that, and know where my 
expertise ends and where other people's begins, is huge I think, for burnout prevention, 
basically. -- CHC – Other 

 It goes back to the idea that, not only by having multiple perspectives and practitioners of 
multiple modalities are you increasing the tools, but you're increasing the number of 
brains that are going into thinking about any given person's health situation. -- CHC – 
Other 

 When you add the fact that I get to be part of a team and I get to directly collaborate with 
someone in real time about a patient, that just makes it an exponential thing. Then when 
you get into that level, then you might change your treatment plan, either provider...Then 
you're really looking at different patient outcomes, not just maximizing outcomes, but 
potentially making different choices that might change the outcome in a more dramatic 
way…working as part of a team is less isolating, and you have less burnout and wear and 
tear over the long haul. -- CHC – Other 

 [IPC] definitely increases my professional fulfillment, and decreases my stress level, 
because I can't do it all. I can't know it all, I can't be everything to a patient. To take that 
expectation off of my shoulders is huge. -- CHC – Other 

 [IPC] improves my patient care exponentially. It improves it both on the level of patients 
getting the benefit of multiple perspective from multiple modalities, but it also improves 
and ups my game individually as a provider because I am accountable for the information 
I'm conveying to other providers.-- CHC – Other 

  



IPC Challenges 
 Maybe if someone’s working with someone who is doing more of a dietary focus, they may 

sort of be on the opposite spectrum of how we would recommend someone to eat…You 
don’t want to put your patient in the middle of a tug of war; and so, what we usually say is:  
from our lens, this is how we see it and I’m just telling you this so you can see what resonates 
with you. -- PP AOM 

 I’m never going to tell someone not to do something their doctor said.  They are definitely 
trained in very specific things, but that sort of interaction can be difficult.  You really try very 
hard to make your patient feel really comfortable with their MD and with us. -- PP AOM 

 …the biggest obstacle, I think, with other, the rest of the medical profession is still that 
they're very uninformed about what massage actually is. There's an image of, "It's just 
fluffing somebody over with a little bit of oil" type thing as opposed to the real benefit.-- PP 
MT 

 Making the referral and taking three hours to assimilate chart notes, fill out the required 
forms, call the imaging company and have the original films sent. All of that's not 
reimbursable and that has a negative impact on my income. -- PP ND 

 If there's a difficulty in collaborating, I think it's more of a cultural disconnect in terms of 
what our language is and what their language is. Also, there's a status differential that can 
happen. -- CHC AOM 

 For me, personally as a practitioner, I don't enjoy it a whole heck of a lot. I'm good when I'm 
doing my medicine with my people to the best of my ability, not when I'm trying to explain 
or bring someone else up to speed. In some ways, it's good and it's important, and makes 
me feel good. In other ways, I feel like it's costing me too much energy. In some ways, 
frustrating, because they don't really appreciate it anyway, what I do. -- CHC AOM 

 At one point we had been doing the big integrated team again, doing re-evaluations. That 
has gone by the wayside for the time being. I'm not sure why that went away. We are 
currently in the discussions right now of reinstating some of those, the more integrated 
meetings. It's difficult because we have a large patient load and not very many practitioners 
and so for them to be pulled out and be put into meetings a lot of the time, it affects the 
patient load that we can take care of.-- CHC MT 

 We all tend to refer to each other within the Center, and it is an access-to-care issue because 
some practitioners are booked out 3 and 4 months. Then, if you can't get in to that person, 
you go to the next one, but it's definitely a problem for all of the practitioners. I'm already 
booked out months in advance, but I just got there.-- CHC MT 

 I could always try and make more time in my life to pick up the phone and talk about a 
complex case before I refer somebody over. It's not really feasible given the flow of patients.-
- CHC ND 

 I think it [communicating with other providers] is worth doing, but obviously it's a lot of work 
because I still have to keep my productivity going. And it's extra work to connect these dots, 
but you get better patient outcomes.-- CHC – Other 

 IPC itself, the only cost is the time. It's an hour. Let's say you're paying practitioners. There is 
a cost of that hour that you have to pay those practitioners to just talk about patient cases, 
and you have to get that back somehow. So yeah, there is a cost. You could defend it as 



marketing, because you're going to get more referrals, because people know you do that, 
and they're going to get taken care of. -- CHC – Other 

  



 

IPC Facilitators 
Experiencing the Discipline 

 We're part an acupuncture co-op, so there are patient members of the co-op and they do 
upfront desk receptions sort of jobs couple hours a week.  In exchange for that we will give 
them treatments just for educational purposes, so that they can talk to patients and say:  
“well this is what acupuncture has done for me” -- PP AOM 

 The way to make really optimally informed referrals is to have experienced that particular 
modality, either as a colleague or as a patient.-- PP MT 

 We have treated quite a number of the staff. The staff there suffer many of the same 
struggles as the clients they serve. We have treated the staff, and that is the primary 
motivator for their referrals. -- CHC AOM 

 "You're more than welcome to receive complimentary acupuncture over here in this room 
from these hours. We have someone on staff to provide that to you." It's those experiential 
learning. I know that there have been presentations done and elevator speeches developed. 
-- CHC AOM 

 You have people from all sorts of different medical backgrounds here and getting them 
together and discussing and sometimes, say if there's an opening in massage I will go to the 
[medical] students and say: "Does anybody need a massage?" Get them to come and to work 
with the student and they can discuss between each other ... Why are you doing this? If 
somebody presents with a headache, what would your focus be on? Have you had 
acupuncture? Okay, well come, get a treatment. You can learn ... How does it feel? Down 
the road if they have a patient they've actually personally experienced it and can discuss 
with their patients in the future, this is how it felt and this is the results I felt. -- CHC MT 
 
Relationship building 

 …let's get the story right from the beginning so that we have practitioners who are growing 
up together, already having established relationships. Not only with the other style of 
profession but with actual real people. Those relationships can go a long way. Getting the 
human element back into this and getting back to the relationship things is really, really 
critical. -- PP ND 

 Developing personal relationships outside of our discipline is important. Make it a priority. 
-- PP ND 

 It's a good question. I don't know that we're getting many referrals from the nonprofit triage 
facility across the way. Part of that is just relationship building, I think, and turnover over 
there. I feel that could be improved upon. Actually, it's a great thing that you brought up. 

 …after I had been there for a few months and they had decided I wasn't entirely crazy, then 
they created a job title, Naturopathic Physician. Once that job title was created, I had to 
interview for that job… That's how the position got created. They did not go out of their way 
to make it. I had to fight to get myself there. Once they did, they've been tremendously 
supportive, but I had to carve it out and it was only because I was doing a lot of activity in 
the community that they saw value in and they got to know me over a couple of years, 
that they finally created a job for me.-- CHC ND 



 
Others 

 I had some peers who actually are on the same campus as a chiropractic so during grad 
school I got to meet a lot of chiropractors and newly graduated chiropractors. -- PP AOM 

 My favorite way to interact with them is through some kind of periodic, brief presentation 
to their provider groups about why their specific set of patients might use acupuncture, or 
how to best refer. And in our integrative medicine program, we are in the process of setting 
up more provider's meetings, so that information sharing is facilitated.-- CHC AOM 

 I think I play a role there, just like everybody else does, and I think my education has provided 
me with the knowledge of how to use that role. The last thing I'm going to do is try to take 
a patient and say, "You know what? I can deal with all your problems myself.-- CHC DC 

 Several years back, I did a referral recommendation sheet that said what I thought they 
might want to refer for, and why, and what they might expect, and how to do it. And then 
I try with anybody that's new that comes, I give them that information, so they know how to 
do that. And that's just something I do on my own. It's not set up to happen automatically. 
But I think that it does make a difference. -- CHC – Other 

 … it's a long-term process of building trust. When you start to see that patients are 
responding and things are working, the practitioner starts to develop more trust and more 
ability to hand things off and say "Sure, why not try that?"… I personally think that speaking 
his language is incredibly important. -- CHC – Other 

 I feel really strongly that the more that we can understand what each other are doing and 
the more that we can speak each other's language, the better that's going to flow. -- CHC 
– Other 

  



 

IPC Mechanics – HOW does it happen 

 We don’t do a lot of collaboration unless a patient really specifically asks, and that really 
only happens maybe one to three times a year. -- PP AOM 

 [collaborative decision making] is not great. Quite often I'm the last person in line with some 
of the sub-specialists. … maybe 1/4 of the cases I see there will be true collaboration. I'd say 
maybe 50% I end up being in charge of their case entirely. Maybe 25% I would say are sent 
back to specialist. About 25 to 30% are collaborated where I'll actually discuss either through 
emails or through dictated reports, saying give me a couple of weeks, or I'm concerned about 
this. We just talk on the phone about patients that have serious conditions, but aside from 
that everyone's busy. It's usually through email or through just dictation. -- PP DC 

 … often we get input from other providers. Let's say we have a question about something 
about a client, and we may contact our OB friend or the nurse midwifery group and get their 
feedback, but in the end, we're the ones making decisions. Unless we transfer a client 
completely out of our care, and then we don't have any power for decision making. We either 
have all the power because we're the primary provider, or we have none of the power 
because we've passed that over in transferred care. Any collaboration would be really very 
informal. -- PP DEM 

 …we meet as a multidisciplinary group with perinatal doctors, OBs, pediatricians, certified 
nurse midwives and licensed midwives and present cases and ask questions so that 
everybody can be on the same page. We do that at least quarterly and then if it's a day-to-
day thing I can pick up the phone at anytime.-- PP DEM 

 We started out by writing up our practice guidelines and making them very clear: These are 
the reasons we would consult. These are the reasons we would transfer.  We made it very 
clear who we were and what we were doing. A couple of us went in and presented these 
documents to different doctors that we thought might be willing to work with us and said 
"We'd like you to look at this. This is the kind of midwife I am and we want you to know that 
we are not cowboys. We want to do this really well. We need really accessible help when we 
need it because we are at a hospital. Would you be willing to consider this? After they [local 
MDs] have read through our documents, realized that we were reasonable and then started 
working with us a little bit they have been willing to come to our meetings, they present 
topics to us and we present topics to them. Sometimes their care changes, driven by our 
comments and research, and sometimes ours changes because of what they have to say.-- PP 
DEM 

 There are a few times where we do what I call co-care. For example, right now, we have a 
women who has twins. She started with us as a client, and then we found out she has twins. 
She is going to birth in the hospital with an OB and has seen this OB and is in his care and is 
also in our care. Ultimately, he makes the decisions about management and treatment. He 
will be the one at her birth managing. We, though, see her and still address her needs and 
concerns and answer her questions and would probably have an influence on if she brought 
something up to us and she hasn't talked to him about it, we can talk to this OB. -- PP DEM 

 I did have one doctor that said that he wouldn't work with me because he feared for liability 
issues. I did let him know that I have my own malpractice insurance. Once we had a really 



good conversation about that we carry the same levels of malpractice insurance that seemed 
to alleviate that. -- PP DEM 

 When [clients] know that I really respect these [other providers] and expect good things from 
them and get good things from them…even though it wasn't their plan to leave home and 
deliver in a hospital, they feel like they were treated well and that even though it wasn't the 
plan it was the best possible outcome. If we have to transfer or if we have to do collaborative 
care that it just feels seamless from one to another. If I have to transfer someone in during 
labor I know that they are going to be treated with the utmost respect and that the docs 
that I am transferring to are going to do the very best for this person. By knowing that I 
can tell them ahead of time that these people are fabulous and you are going to be treated 
so well so they are not going in with their guard up, they are expecting to be treated well 
and they are. -- PP DEM 

 We don't really need to confer about individual patients. If they're getting one from me, 
they pretty much know that it's a highly qualified referral. The same is true when they send 
people to me. They don't need to say much. They can give me the clinical diagnosis that is the 
code, the name of the diagnosis, and they know that I know how to treat it or what to do. I 
don't have a lot of collaboration.-- PP MT 

 [IPC involving patient in care] I type up my treatment sheet in front of the patient, so patients 
are watching me as I am typing. They have a visual to watch and I can type it out and go, 
"How does this sound? Does this sound realistic?" They can look at it and they can give me 
instant feedback.  When they can see it on paper ... It is an invaluable tool that I use. I would 
have to completely change how I practiced if I didn't have it. I'm showing them pictures. I'm 
pulling up pictures on Google. I'm showing them pictures of pathways as I'm talking to them 
about hormones. I'm incorporating patient education. ... I feel like that's the key to 
compliance is when you decide together what to do and they understand why they're doing 
every single thing, they're a lot more likely to do it and they're a lot more likely to follow 
up. Then they're more likely to get better.-- PP ND 

 I'd say eighty percent of my referrals out are collaborative. I will call and say I got patient 
who's got this and this condition, here's my thinking about what could be done, what do you 
think? We'll have a discussion about that and if it sounds like a reasonable course of action 
to refer to that provider or that professional, then we go ahead.-- PP ND 

 When someone refers to me, it's usually for a pretty specific thing and it's usually because 
they don't do it... I guess there's two reasons I would refer out. One is if I need either a 
treatment or a diagnostic assessment done on somebody that I don't do ...I'd be referring out 
because I am no longer helping the person, so it's more like my passing the baton.-- PP ND 

 I try to be really good about writing referral letters and follow-up letters because I find that 
that then helps with return referrals. It's much easier to do that when you see the other 
providers on a regular basis. When I was at my other office, we had a lot of intra-office 
referrals, but we all ate lunch together so we would talk about it. Way more joint decision 
making happening when you have the time to really do it. If you're just sending letters back 
and forth, you have to pick up the phone and call them to have a conversation to be making 
decisions together. Otherwise you're just updating each other on your progress and your 
status.-- PP ND 



 It's usually more of a referral of exasperation than one of assumed expertise because MDs 
generally don't assume naturopaths are all that expert at anything. -- PP ND 

 what affects our ability to collaborate with other providers is, A, somebody initiating the 
collaboration and, B, the openness of the other person. If I speak to an MD, they have no 
idea what my scope is. I think unfortunately it's time, and it's more outreach. I think the more 
we refer to MDs actually the better because they then know who we are. They see our name. 
They see our letterhead. They see our letters of referral that have medical lingo in them and 
they see that we are using ICD10 codes. I think the more communication in their world that 
we can get, the better. That really just takes time and naturopaths doing it. -- PP ND 

 collaborating with other providers is so much about education of what we do and what we 
can do to other providers.-- CHC AOM 

 Promotional written material are helpful…that really gives some detail and maybe even 
some statistics and research references and things. Lists of commonly treated conditions. -
- CHC AOM 

 There's a lot of co-management that occurs, but it's not necessarily with other healthcare 
providers outside of OTs and PTAs. The co-management that I do it's with my patients primary 
care physicians or their neurologist, podiatrist, or their endocrinologist. Most of that occurs 
via phone or via email. It's not an onsite type of collaborative thing.-- CHC DC 

 Their primary providers will refer them to us probably because we all share EHR and they 
can more easily know how the patient's been treated or how they're responding without 
communicating outside the facility.-- CHC DC 

 We have weekly meetings where we talk about the clients. I give them updates on the client 
list for that week. I've let them know changes, where we're at with certain goals. That's more 
of our collaborative effort at the facility itself, within the facility. -- CHC DC 

 That [EMR] is the easiest way if I don't have a chance to get to somebody, then I can just 
send them a quick note in the patient's chart. I generally make the decisions on my own. I 
will say I've had conversations with the provider that sends me the most patients. "Hey, do 
we need to have more one-on-one communication?" He specifically said, "I don't think so, 
because I can see your notes, and your notes make sense. I know exactly what you're doing." 
That shared EHR, I think is really valuable in that situation.-- CHC DC 

 Whenever care is initiated, there is a quite a bit of collaboration and it is typically through 
the Epic Messaging Center instead of phone calls or face to face, it is a lot of email type 
communication. For new patients, I will typically get some sort of notification from a medical 
provider and I will oftentimes send back what we found and what are treatment plan is. That 
is the typical communication with a patient, or for a patient. Whenever I refer the patient out, 
I always do some communication, whether it is telephone or written or email, or whatever.-- 
CHC DC 

 [IPC] affects our patients greatly. We, as providers, have a much greater understanding of 
what our patient is going through with all of their physical conditions, and mental conditions. 
From a chiropractic standpoint, there are times when what we are doing is not effective and 
we start to questions, "Well, what is going on that is holding our patient back?" At that point, 
I have found that the behaviorist that we have in the office, and in the mental health 



providers, are just amazing for that. The actual patient care gets modified more specifically 
to their particular condition when we have that greater collaboration.-- CHC DC 

 The medical director came to me recently, and she wanted to know just in general, what I 
did. She had no idea. An osteopath had told her what he did, and she said, "Is it the same 
thing?" I had to answer all those questions. For myself, what I'm doing is gathering literature, 
simple stuff that I can find on PubMed, that I can present in front of the other providers. 
We have a meeting once a month, a provider meeting. Because so few people know what it 
is that we do, I'm simply going to get up in front of all those people and say, "Here. Here are 
papers, here are studies on chiropractics for blank. Lower back pain, neck pain, headaches, 
whatever. Here's the kind of things that I think we confidently treat." Also tell them that, 
because this is sometimes the opinion that they get of chiropractics, I'm not going to try to 
cure everything myself I work as part of a team, and I have my role. I think that's the biggest 
thing I want them to know.-- CHC DC 

 All new patients have to do an integrated intake with somebody from each of the 
disciplines. They get together and they do one really thorough intake and then they decide if 
we can help them, if they need to go maybe get x-rays or something somewhere else before 
we can start treatment. Then everybody comes together in a room and they all sit around in 
a circle. It's a massage student, a chiropractic student, acupuncture, health coach. They sit 
with that patient and they go through their whole history… anything that they think would 
be affecting their treatment and that's where they decide. It's interesting to see ... What is 
the health coach looking for? What is the counselor looking for? The medical students get to 
see what does an acupuncturist want to know? It's really a fun learning experience and even 
though I've been working there for several years now I always learn something. It's really 
interesting and it's fun. People feel like they're being listened to.-- CHC MT 

 We might have a chiropractic student doing an exam and I will have one of my students go 
over and watch them so they can see ... What is a chiropractic exam? Then they might be 
able to put in their two cents about what they might be thinking during the exam. We're 
trying to get them to be more integrated in discussing each other's modalities. A lot of times 
the medical students might have a lot of questions about acupuncture and so then they're 
right there, they can ask those questions and talk to the patients about what they're feeling. 
It's a very fun working environment. -- CHC MT 

 We also have what's called hospital transition which is kind of neat, because they will actually 
go to the hospital and help clients get admitted to the emergency room and help transition 
them back into the general medical care… As well as any other things: physical therapy, 
chiropractor, anything to just make sure to support them as much as possible. -- CHC ND 

 If I'm stumped on a case I'll just tap a colleague on his shoulder. -- CHC ND 

 Bottom line is, it's up to the patient, so frequently, the conversation is "Who do you want to 
see and what would be the best strategies for you? … it's like [there's] my language, there's 
the doctors' language, but then there's how does the patient see their own health? How does 
the patient see what wellness and treatment should look like for them? That's something that 
both the doctor and I need to make space for as well.-- CHC – Other 

 We have a clinical meeting which includes mental health, acupuncture, the chiropractor, the 
yoga therapist, and take turns presenting cases. They are able to talk about how they view 



the patient from their medicine, in terms other people can understand, and advocate for the 
patient, and understand where their scope of practice ends, and where other people's scope 
of practice might begin in the care of that patient, and really think about creating a plan that 
includes multiple modalities for that patient. That's a really good way for them to a) learn 
how to explain their medicine in terms others can understand, and b) feel comfortable 
working in an integrated setting.-- CHC – Other 

 [collaborative decision-making is] pretty frequent, but it's because I try to make that 
happen. I decided that was important, so I work the angles and try to figure out how to do 
that, and most providers are receptive to it. Some don't want to take the time to have a 
conversation, but they generally will respond to the telephone call. -- CHC – Other 

 Basically, the model is we partner with educational institutions, and offer a clinical training 
site. Most of our care is that model. It's those schools, we have a MOU with them. We are a 
training site for them, and all we have to do is provide the patients, and they bring their senior 
students like interns, and their preceptor. -- CHC – Other 

 With a lot of providers, we'll just verbally talk it out. Particularly with some of our newer 
volunteer providers, they're very open to integrative medicine, so we'll just cross-pollinate on 
what we're both thinking about a case. Even on occasion, we'll do a joint visit. -- CHC – Other 

 Having a formal time for the multi-disciplinary group to get together, and know that there's 
an expectation to present cases and talk about them. I think that, it's really helpful….it helps 
them always think about what patient they might want to present at the next meeting. In 
that way, they're always thinking, "What other modalities could be brought in here? Having 
a defined time to talk about patients doesn't have to be in person. It could be virtual, it could 
even be not all together in real time, at the same time. It could be a chat room kind of thing 
or something. I think being part of a multi-disciplinary group, that you can always present 
cases, that keeps you always thinking about other people's expertise that could be brought in 
for the care of that patient.-- CHC – Other 

 We start off meetings with a little five minute mindfulness exercise, for two reasons. One, 
it's training our practitioners to learn to leave their stuff at the door before they go into the 
patient's room, and be really with the patient. It also trains them to take care of themselves 
a little bit.-- CHC – Other 

  



IPC Suggestions 
 I think it’s really important to get out there and talk to different practitioners and 

almost have like circles, like quarterly practitioner circles or something. -- PP AOM 

 … encourage them [students] to reach out. They're very intimidated… or afraid 
to reach out to physicians. They think they're not going to return calls, they're not 
going to return their emails. I think it could start on the school level as we're 
educating the new professionals coming out that they are on the same playing field. 
They have a different type of methodology, a different type of treatment, a different 
type of everything. It's not a who's better, it's a everybody has their own things that 
they can do and can benefit the patient and that we should work together. Students 
need to be able to speak in medical terminology to that provider.-- PP AOM 

 educating other providers in the various areas that acupuncture can help for 
other providers.... Most of the people that I speak to know what type of patient I'm 
looking for from their practice; who I can be most beneficial to and how I can help 
them in their patient care, but they don't know beyond that, so sometimes they think 
there's these small subsets of where acupuncture services falls in, so I think 
educating on the various conditions and the greater availability. -- PP AOM 

 [improvement for future providers] Send the doctor a note. You see one of their 
patients, you're concerned about something. I saw Mrs. Jones, she's got this going 
on. I just thought I'd keep you in the loop. This is what I want to do, I'll give you an 
update in a few weeks. If you have any questions holler, 2 or 3 notes and 
everyone is on their way. Communication is absolutely everything. -- PP DC 

 I think midwives need to outreach to professionals in their community. First of 
all, just educate them about what they do, what they can't do, answer 
questions, and then work on just building relationships and letting providers 
know they are interested in a collaborative or a consultation or referral 
relationship. If that's done well, it just seems to blossom. -- PP DEM 

 …we need to have [education on], how is the medical system set up. How does the 
health hierarchy work and all of the different outside the hospital specialties. Who 
refers to whom, what's the referral process. We need a little bit more access to labs 
and how our labs run. That kind of stuff, we don't see during our schooling.-- PP 
DEM 

 there needs to be science-based massage, or science-based research that you can 
point to. It becomes difficult with massage because it varies so much on the person 
delivering it, but still, the more research that's done, it can actually point to, is 
helpful when you're trying to convince people. -- PP MT 

 What kind of changes can be made? I think being a little more respectful of other 
disciplines and what they have to offer.  

 Get them while they're new and green and let's get the story right from the 
beginning so that we have practitioners who are growing up together, already 
having established relationships. Not only with the other style of profession 
but with actual real people. Those relationships can go a long way. Getting the 
human element back into this and getting back to the relationship things is really, 
really critical. When we're talking about better collaboration with other disciplines 
and other people in other disciplines, starting out as young as we can start out in 



developing those interpersonal relationships is I think the most useful effort that we 
can put into this-- PP ND 

 teach students to write referral letters. I've had students that shadow me or 
where I find out that of all the student shifts they've been on, they've never actually 
written a referral letter. That makes me cringe because we should be referring more. 
We should be collaborating more. I'm not saying I'm the best at it. I probably should 
refer more than I already do. There's times that I should still be referring. I think it 
touches on a deeper issue, which is the vulnerability of referring. You're a little 
bit exposing yourself. You're telling somebody you need help. You're asking 
for their expertise. You're risking the patient going out and seeing somebody 
else and might not come back to you. -- PP ND 

 Probably the best thing that I would think of recommending, it's already in the 
process of happening. The New England School of Acupuncture just merged with 
Massachusetts College of Pharmacy and Health University. And so what that will 
mean is that acupuncture students, pharmacy students, nursing students, dental 
technicians or dental students will all have a few classes together. Each one of 
course will have their own specialty focused on, but they'll have some of the 
basic courses in common. And that will promote a common language that all 
these folks can use to together de-mystify what each one of them does.-- CHC 
AOM 

 I think that there should be an effort for my discipline to ensure that during the 
educational process there are a multitude of opportunities for them to be 
totally immersed in another healthcare professional's everyday clinical life 
and vice versa. I would love for a cardiologist to come and hang out with me for a 
day. I also think that I would love to go and hang out with a cardiologist and totally 
be immersed in their life. Like I said earlier, you get to see patients through the lens 
of another healthcare professional. -- CHC DC 

 students have to be taught how to coordinate with other providers and just 
know how to respect other's opinions and how to work within that. -- CHC DC 

 putting students through … clinics like this one is a great experience, because 
then they get to see how it works. Not just how to work in that setting, but also, 
"Wow, isn't it great for the patient when we all work together?" Because this person 
can come there, and they can see any of these different providers under one roof. In 
a perfect world, what's best is what's best for the patient.-- CHC DC 

 … little meetings before shift, about the certain patients and about what is 
happening in the day. I think that would be really invaluable, just the connection, the 
touching base on the individual people coming in that day, with the other providers 
within the office. -- CHC DC 

 chiropractic students need the opportunity to shadow with other providers. -- 
CHC DC 

 I think there could be some more patient education to help them understand the 
benefit of a team approach and to appreciate its benefits and that way demand it so 
that people could be expected to look at each other's charts notes more and to 
know what the experience was in their appointment last week so they don't have to 
repeat everything all the time. Patient education, I think, is a missing piece so 
far that I've seen.-- CHC MT 



 train different types of providers altogether more in the context, so everybody 
has a better understanding of what somebody's training exists, what it's 
comprised of, while they're doing it… One way is to have people come to an 
externship site, like this or to have people come to the school clinic, and have 
special types of populations or groups, or affiliations with certain community 
organizations.  -- CHC – Other 

 


