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Abstract

Background: Integrating complementary medicine into medical care promotes patient-oriented care. A well-
informed and collaborative professional healthcare team is essential for effective and patient-safe implementation
of these methods. At present, the skills for patient counseling, therapy and care regarding complementary medicine
vary among the professional groups involved. Professionals generally feel that they are not sufficiently qualified in
this area. Curricular concepts for Complementary and Integrative Medicine (CIM) are virtually non-existent in
undergraduate interprofessional training. The aim of this study is to initiate a consensus-building process between
various experts (professionals, students, patient and faculty representatives) in order to identify which topics should
be the focus of such a curriculum.

Methods: A three-round Delphi study was carried out from March 2018 to March 2019 to compile the experience
and knowledge of experts in the field of integrative patient care and interprofessional education. Sixty-five experts
from Germany and German-speaking Switzerland with various professional backgrounds and experiences were
asked to name general content, therapy methods and treatment reasons which should be addressed in
interprofessional seminars. In the subsequent rounds these were rated on a seven-point Likert scale. The ratings
were assigned to relevance groups and discussed in a final workshop in July 2019.

Results: The response rates for the three rounds were 76% (n = 50), 80% (n = 40) 90% (n = 36); and 21% (n = 11) for
the final workshop. The experts suggested that topics could be aligned along the most common treatment reasons
such as insomnia, generalized pain, fatigue and back pain. However, it is important that students also receive an
overview of the evidence base for different therapeutic concepts, especially in the field of classical natural medicine,
acupuncture and mind-body medicine, and that they get an overview of the effects and interactions of frequently
used procedures.
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Conclusion: Consensus was reached among the various experts on the most important topics for an
interprofessional CIM curriculum. The systematic evaluation of the topics in this study can help to create a
curriculum that achieves a high level of acceptance among teachers, lecturers and students, and thus facilitates
implementation at universities and medical faculties.

Keywords: Medical education, Interprofessional education, Complementary medicine, Integrative medicine,
Interprofessional collaboration, Curriculum development, Delphi study

Background
Complementary medicine is an important and often
underestimated part of health services, which has long
been used to maintain health and to prevent and treat
diseases, especially chronic diseases [1]. In Europe and
North America, complementary medicine is often used
for health-related problems such as pain, allergies and
oncological diseases, in addition to biomedical therapy
and care [2], and is also increasingly included in clinical
guidelines [3–9]. The request for additional therapy op-
tions often emanates from the patients and is sometimes
applied on their own initiative, without consulting pro-
fessional providers or even disclosing the application to
them [10]. This entails considerable risks for the patients
because complementary procedures also have side-effects
and interactions with conventional treatment. In addition,
the range of complementary and alternative options is
very broad and patients often cannot distinguish between
reliable and non-reliable therapies [11]. To implement
complementary medicine into patient care, it is important
that all of the professionals involved are well-informed
and have a uniform basic knowledge of complementary
medicine. The majority of the health professionals per-
ceive their knowledge as low and they do not feel able to
advise patients appropriately [12–15]. They also express
their interest in integrating complementary medicine con-
tent into their undergraduate studies [16, 17] and the need
to learn more about the roles of other health professionals
in providing CIM [18, 19].
It is nearly impossible for an individual practitioner to

have an overview of the entire field of non-conventional
approaches and to offer the best possible treatment
options for the individual patient over the entire course
of a disease. Therefore, both conventional and non-
conventional methods must be included in the decision-
making process. Integrative medicine itself means both
the integration of conventional and complementary pro-
cedures and the integration of all professions involved in
the provision of care: “Integrative medicine reaffirms the
importance of the relationship between practitioner and
patient, focuses on the whole person, is informed by evi-
dence, and makes use of all appropriate therapeutic and
lifestyle approaches, healthcare professionals and disci-
plines to achieve optimal health and healing” [20].

Patients bring up their concerns with different profes-
sional groups. To ensure patient safety and build trust, it
is important that professionals are well-coordinated
among themselves. Being educated in an interprofes-
sional setting provides an opportunity to share skills and
knowledge between the professionals and facilitates the
development of shared values as well as a better under-
standing of the roles and responsibilities of the other
healthcare professionals [21]. According to the definition
from the Centre for the Advancement of Interprofes-
sional Education (CAIPE, 2002) “Interprofessional learn-
ing takes place when members or students of two or
more professions learn with, from and about each other
to improve collaboration and the quality of care and
services” [22].
In order to meet the demand for holistic care and fos-

ter future collaboration in professional practice, it seems
beneficial to teach complementary and integrative medi-
cine (CIM) in an interprofessional setting [23, 24] as this
can promote patient-centered and team-based care and
save resources in education [18, 19, 25]. In addition, in-
terprofessional teaching on CIM can also broaden the
range of options for individual caregivers and providers,
improve outcomes for people with chronic diseases and
lead to cost savings in the healthcare system [26].
One difficulty for medical schools, however, is select-

ing topics in such a way that they are relevant for all of
the professional groups attending interprofessional train-
ing programs. In the field of complementary medicine,
experience plays a major role, as there is sometimes little
evidence available for the procedures or corresponding
proof is still missing. The various complementary and
natural medical procedures play a different role in the
individual professional groups; for example, there are
specific training opportunities, such as acupuncture for
doctors, hydrotherapy for physiotherapists, and packings
and aromatherapy for nurses [27, 28]. When selecting
suitable topics for interprofessional training programs,
different interest groups come into contact with each
other, and this can hinder the development or imple-
mentation. The aim of this study was to use a Delphi
survey in a multi-stage, structured survey process to
reach a consensus among experts on relevant topics for
such a curriculum.
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Methods
A three-round Delphi study was conducted to identify
which topics are relevant for an interprofessional CIM
curriculum for medical and other healthcare students,
like nurses, physiotherapists and midwives. The Delphi
method is particularly suitable for achieving equal par-
ticipation of experts at different hierarchical levels and
avoiding social pressure and distortions [29].
Since the results of a Delphi survey are largely deter-

mined by the composition of the expert group, particular
care was taken in its selection [30]. The following selec-
tion criteria were defined by a steering group (AH, KG,
NK, SL, patient representative, teaching coordinator and
course administrator):

� The number of participants from medical and other
health professions (nurses, physiotherapists and
midwives) should be represented in roughly equal
parts.

� Doctors are to be recruited from the outpatient and
inpatient sector and from different specialist areas,
whereby pediatrics and geriatrics should definitely
be represented.

� In order to achieve general acceptance of the
developed curriculum, experts with different
complementary medical backgrounds should be
invited, as well as those who do not practice CIM or
who are critical towards it.

� Patient representatives, insurance representatives
and some stakeholders, for instance institute
directors and an academic dean, should also be
invited to enrich the Delphi process with the
perspectives of patients and medical faculties.

� Medical and healthcare students should be involved
in order to cover the learners’ perspectives.

As a relatively high drop-out rate can be expected in
long-term and multi-round procedures, we have tried to
recruit several persons for each area. The actual selec-
tion of the experts took place throughout Germany and
German-speaking Switzerland. Individuals who met the
criteria were proposed by the steering group, others
were recruited through professional associations, for ex-
ample membership of the Society for Medical Education
or the Association of Representatives of German Stu-
dents of Medicine and Physiotherapy. It was expected
that dedicated experts would be more motivated and
willing to participate. As a result, sixty-five experts from
Germany and German-speaking Switzerland were in-
vited to participate in the consensus process from March
2018 to March 2019.
The data was collected with online-questionnaires in

each round (supplementary file). A pre-test with mem-
bers of the steering group and three external persons

was conducted in advance for each round. The question-
naire was checked for comprehensibility, content and
technical feasibility.
The survey was strictly anonymous; however, the main

researcher (AH) knew the participants’ personal data in
order to control the survey process.
The participants were personally invited by e-mail. A

reminder was sent for each round after 3 weeks and
after 6 weeks. Participation in the previous round was
required to participate in the following round. Non-
participants were excluded from further involvement in
the Delphi rounds. After each round the participants re-
ceived a comprehensive result report in which all results
were presented.
The online questionnaires for the three Delphi rounds

comprised several parts. Each of these questionnaires
contained a set of questions on content issues. In the
first Delphi round experts were asked to rate ten general
topics and 15 complementary therapy methods on a
seven-point Likert scale (1 = not at all relevant, 7 = very
relevant). These items were compiled based on existing
CIM curricula for undergraduate academic medical and
other healthcare students [31–34]. All of the given gen-
eral topics and therapy methods/concepts are shown in
Tables 2 and 3. It was specified that the experts should
rate the topics by envisioning a teaching program for ap-
proximately 20 undergraduate medical and other health-
care students, and with 15 lessons of 45 min each. The
experts were able to indicate for each topic whether they
felt competent to assess it. Assessments of experts who
did not feel competent were not considered in the re-
spective consensus calculations [30]. According to the
experts’ assessments, the topics and therapy methods
were assigned to four relevance groups. Group 1: highly
relevant (at least 80% of the respondents rated the topics
with a 6 or 7 on the Likert scale), Group 2: relevant (at
least 80% rated the remaining topics with at least a 5),
Group 3: partially relevant (at least 80% rated the
remaining topics with at least a 4), and Group 4: not
relevant (for the remaining topics). Furthermore, experts
were asked to suggest additional topics and methods in
free-text fields. The topics proposed by the experts in
the first and second rounds were categorized using con-
tent analysis and presented for evaluation in the respect-
ive following round.
The experts were also given the opportunity to add fur-

ther remarks. Since the follow-up rounds were developed
on the basis of the remarks from the previous rounds, the
subsequent survey questionnaires were designed to reflect
the experts’ opinions. At the end of the third round, ex-
perts were asked whether they were willing to participate
in a day-long final consensus workshop.
The results from all Delphi rounds were consolidated

at this final workshop in July 2019 to which all
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participants involved in the previous Delphi study were
invited. Due to the distribution of the experts through-
out Germany and Switzerland and their involvement in
everyday working life, it was to be expected that the
number of participants would be small. According to
Turtuff, a small group of people is sufficient to bundle
the results and discuss possible applications: “Once the
Delphi has been accomplished, a small workable com-
mittee can utilize the results to formulate the required
policy” ([35] p.83). The aim of the workshop was to dis-
cuss the topics classified as relevant and very relevant
and the advantages and disadvantages of structuring the
content on the basis of general topics, therapy methods,
treatment reasons or concrete patient cases.

Results
The response rates for the three rounds were 76% (n =
50), 80% (n = 40) and 90% (n = 36). In the third Delphi
round, 15 participants agreed to participate in the final
workshop. A date was set with the willing participants
by means of a data query. Only six participants gave a
binding commitment, so all participants who took part
in at least one Delphi round and the three external pre-
testers were also invited. By doing this, it was possible to
receive 12 binding commitments; one participant can-
celled at short notice, leaving eleven experts to take part
in the final workshop (11 out of 52, response rate 21%).
The characteristics of the experts are shown in Table 1.
A total of 16 general topics and 45 therapy methods

were assessed in rounds 1 and 2. In the third round, 45
proposals were made for treatment reasons. The survey
process and the number of points assigned to the re-
spective relevance groups are shown in Fig. 1.

General topics
Ten general topics were given in the first Delphi round.
The experts could list other suggestions in free-text
fields. This option was used by 12 experts; however,
some suggestions concerned didactic implications or
methodological therapeutic aspects and were considered
in the evaluation of these areas. From these suggestions,
six other general topics were identified, which were then
submitted for evaluation in the second round. For the
analysis, all 16 general topics (first round: 10; second
round: 6) were assigned to relevance groups. No topic
could be assigned to relevance group 1; the results are
shown in Table 2.

Therapy methods and concepts
CIM therapy methods and concepts were also collected
and justified in the first two rounds following the same
procedure as for the general content. Fifteen therapy
methods and concepts were specified in the first round.
From the free-text fields for the first round, 30

additional therapy methods were identified, which were
then submitted for evaluation in the second round. The
results (in total 45 therapy methods and concepts) are
shown in Table 3. As with the general topics, no specific
topics could be assigned to relevance Group 1.

General remarks
In each Delphi round the free-text fields were used by
the experts to make further suggestions or express criti-
cism. In the first round, the criticism was expressed that
the specific content should be aligned along therapeutic
methods. In addition, some experts voiced that it would
be important to address the combination of conventional
procedures with non-conventional procedures to foster
an integrative medical treatment approach in the teach-
ing program. For this reason, in the second round a
question was asked in response to which experts could
indicate how the content of an interprofessional teaching
program should be structured (Fig. 2).
In the second Delphi round, the experts were also

asked to name treatment reasons which could be
addressed in an interprofessional CIM seminar. The
numerous suggestions were divided into 45 topics and
arranged, according to the German National Catalogue
of Competency-based Learning Objectives for Medicine
(NKLM) [36] into reasons for seeking care (NKLM, chap-
ter 20), disease patterns (NKLM, chapter 21) and patient
groups. The wording in the NKLM was adopted for the
terms by the main researcher. The 45 topics were sub-
mitted to the experts for evaluation in the third round.
These assessments were also sorted into relevance
groups (Table 4).

Final workshop
The following points concerning topics for interprofes-
sional education on CIM were highlighted in the final
workshop:

� A focus could be placed on clinical guidelines
because these highlight evidence for recommended
CIM therapies.

� For the complementary methods taught in the
seminar, it would be important to clarify the
evidence base. Sackett’s approach would be helpful
here, in which, in addition to the scientific evidence,
the demands and preferences of the patients and the
experience and skills of the experts are also
important [37]. Which criteria are important in the
evaluation of individual procedures for safe and
professional care could be discussed with the
students.

� In case-based teaching, it would be easier to start
with a diagnosis than with general symptoms be-
cause a correct diagnosis/differential diagnosis would
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Table 1 Participant characteristics in the three Delphi rounds and final workshop

Round 1 Round 2 Round 3 Workshop

n = 50 (%) n = 40 (%) n = 36 (%) n = 11 (%)

Gender female 36 (72) 31 (78) 27 (75) 11 (100)

male 14 (28) 9 (23) 9 (25) 0

Country German 47 (94) 37 (93) 33 (92) 11 (100)

German-speaking Switzerland 3 (6) 3 (8) 3 (8) 0

Age mean (SD)
(range)

48 (11.9)
(24–66)

48 (11.7)
(24–66)

48 (11.8)
(24–66)

47 (9.6)
(26–58)

Professional fielda Medicine 29 (58) 21 (53) 19 (53) 3 (27)

Therapy 10 (20) 10 (25) 9 (25) 0

Nursing 10 (20) 9 (23) 8 (22) 3 (27)

Midwifery 3 (6) 3 (8) 3 (8) 1 (9)

Social work/Public health 4 (8) 4 (10) 3 (8) 0

Other science 5 (10) 4 (10) 4 (11) 2 (18)

Patient representative 3 (6) 2 (5) 1 (3) 0

Student 5 (10) 3 (8) 3 (8) 2 (18)

Experience in education (educ.)a Academic educ. (≥ 5 years) 30 (60) 25 (63) 22 (61) –

Interprofessional educ. 24 (48) 20 (50) 18 (50) –

Faculty development 22 (44) 18 (45) 16 (44) –

Curriculum development 28 (56) 25 (63) 22 (61) –

Experience in patient care ≥ 3 yearsa Inpatient care 28 (56) 23 (58) 21 (58) –

Outpatient care 27 (54) 23 (58) 21 (58) –

Prevention 19 (38) 18 (45) 15 (42) –

Palliative care 6 (12) 4 (10) 4 (11) –

Rehabilitation 15 (30) 11 (28) 10 (28) –

Patient counseling 25 (50) 20 (50) 18 (50) –

Application of CIM methods in professional practiceb Phytotherapy 17 (34) 14 (35) 14 (39) 17 (34)

TCM, Acupuncture 10 (20) 9 (23) 9 (25) 10 (20)

Mind-body medicine 9 (18) 8 (20) 7 (19) 9 (18)

Hydrotherapy 8 (16) 6 (15) 6 (17) 8 (16)

Homeopathy 6 (12) 5 (13) 5 (14) 6 (12)

Exercise therapy 6 (12) 5 (13) 4 (11) 6 (12)

Aromatherapy 5 (10) 3 (8) 3 (8) 5 (10)

Anthroposophical medicine 4 (8) 3 (8) 3 (8) 4 (8)

Dietetics 3 (6) 3 (8) 2 (6) 3 (6)

Manual medicine 3 (6) 2 (5) 2 (6) 3 (6)

Massage 3 (6) 2 (5) 2 (6) 3 (6)

Acupressure 2 (4) 1 (3) 1 (3) 2 (4)

Other methodsc 7 (14) 4 (10) 3 (8) 7 (14)

No CIM application 24 (28) 21 (53) 17 (47) 24 (28)

Note. Data are based on self-disclosure of the participants in the first round of the survey. aMultiple choice question, multiple answers possible; bText boxes,
multiple answers possible; − = not recorded; cBach flowers, light-, breath-, autohaemo-, orthomolecular-, neural therapy, diverting procedures
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first have to be made in order to avoid premature
treatment. It may be possible, however, to address
“nursing diagnoses” or accompanying symptoms of
an already diagnosed disease, such as pain or
constipation.

Discussion
The Delphi method proved suitable for achieving a con-
sensus among the different experts on relevant content
for an interprofessional CIM seminar with 15 teaching
lessons, 90 min each. The experts showed a high level of
active participation in all three rounds. The response
rate was high, especially considering that the survey
process lasted over a year and answering the various
questions was time-consuming. In addition, the experts
actively used the free-text fields and provided valuable
suggestions for the subsequent rounds. The general
topics and therapy methods already proposed in the first
Delphi round did not prevent the experts from identifying
further options or from questioning the strong weighting
of therapy methods in the first round. The three rounds
provided enough time to take up and consider completely
new suggestions, such as structuring the content accord-
ing to treatment reasons. Nevertheless, the Delphi method
also showed limitations, especially because content and

methods could not be discussed in relation to each other
in the written survey process. In this respect, the Delphi
workshop proved to be a constructive way to discuss the
results and achieve a group consensus.
Regarding the general topics and therapy methods,

none of these could be assigned to the highly relevant
group. However, classification in the relevance group 2
means that at least 80% of the respondents voted posi-
tively on a seven-point Likert scale (rating of 5–7) so
that a consensus on the relevance of these topics could
be found here as well. The experts assumed that it
would not only be important for students to gain an
overview of many methods and concepts, but also to be
able to assess effects and side-effects. Other surveys also
emphasize the importance of teaching basics such as
CIM terms, evidence and reasons for using CIM [38,
39]. For interprofessional communication, the use of the
same terminology is essential since communication plays
a major role in complementary medicine, both for com-
municating with patients and between the different pro-
fessional groups [40, 41]. It is especially important that
the professionals use the same terms in the case of
chronically ill patients who are treated by different pro-
fessionals over a longer period of time. This common
understanding is a prerequisite to ensure patient safety.

Fig. 1 Overview of the three rounds of the survey process, workshop and results. First Delphi round: n = 50; second Delphi-round: n = 40; third
Delphi-round: n = 36; final workshop n = 11
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As described in other studies, the focus of an interpro-
fessional CIM seminar should not primarily be to pro-
vide students with skills for the application of CIM
therapies that they can incorporate directly into patient
care, but rather to serve a more general learning purpose
in providing broad knowledge about patient healthcare
choices and to enable them to advise and guide patients
accordingly [42, 43]. The PROFILES document, a con-
temporary revision of the objectives of medical studies
in Switzerland, also describes that students in under-
graduate medical training should be enabled to “adopt a
shared decision-making approach in establishing the
management plan […] take into account an indication or
request for complementary medicine” ([44] p.23).
When evaluating individual therapy concepts and

methods, a relatively large number of topics are assigned
to relevance group 4. This group contains all topics on
which no agreement could be found of at least 80% neu-
tral or positive evaluations on the Likert scale (rating of
4–7). However, this does not preclude the possibility
that individual experts have classified these topics as
very relevant. In particular, topics such as homeopathy
[45] which lack evidence for proof of biological efficacy
are discussed very controversially. For other methods in
this relevance group, it can be assumed that they are

virtually unknown to the experts and are therefore not
considered relevant. When considering the procedures
classified as relevant, it can be seen that only for classical
natural methods has a consensus been reached on their
relevance. These methods are traditionally anchored in
the European cultural area and go back in part to the
concept of the Kneipp cure, which rests on five main te-
nets: hydrotherapy, exercise, nutrition, herbalism and the
balance of mind and body [46]. It is possible that the
weighting would be different in other cultural areas where
other traditional methods are used. Despite the high level
of awareness and the good evidence base, these topics
have not yet been addressed consistently in medical train-
ing in Germany [47]. At the same time, these methods are
well suited to actively involve the patient in the care
process which will become increasingly important in view
of the changing healthcare system [48].
With regard to the proposed treatment reasons, it is

remarkable that a consensus could be reached on rele-
vance group 1 for general pain, back pain, fatigue, in-
somnia and irritable bowel syndrome. These symptoms
share a high level of complexity, a high psychological
burden for the patient, limited conventional treatment
options, and the possibility that many different profes-
sions can contribute to care. In addition, corresponding

Table 2 Relevance groups for the general topics on CIM

Delphi round Rating Questiona

Please assess the topics in terms of their relevance for an interprofessional teaching program.
Consensusb

Group 2: Relevantc

1 Overview of methods in classical natural medicine 94

1 Clarification and explanation of CIM terms 88

1 Overview of methods in non-classical natural medicine 88

1 Overview of effects and interactions of selected CIM therapies 84

Group 3: Partially relevantd

1 Legal issues relating to CIM therapies 92

1 Deepening the assessment of CIM evidence on the basis of selected studies 92

2 Placebo 92

2 Motivation for the demand for CIM services in the population 89

1 Use of CIM therapies 89

2 CIM in guidelines: Information and critical reflection 89

2 Motives and reasons for using CIM therapies 87

1 Supply structures and service providers 86

2 Health of health professionals, resilience and burn-out prevention 81

1 Overview of CIM databases and literature search via the Internet 80

Group 4: Not relevante

2 Obstacles to and opportunities for using CIM from a provider perspective 78

1 Historical and philosophical backgrounds of CIM therapy 77

Note. Results from the first (n = 50) and second (n = 40) Delphi-rounds. aSeven-point Likert scale (7 = very relevant, 1 = not at all relevant); bPercentage of ratings
on Likert scale 5–7 in Group 2, and Likert scale 4–7 in Group 3 and 4; cTopics are assigned to Group 2 if at least 80% of the respondents gave a rating of 5–7 on
the Likert scale; dTopics are assigned to group 3 if at least 80% of respondents gave a rating of 4–7 on the Likert scale; 5eTopics are assigned to group 4 if < 80%
of respondents gave a rating of 4–7 on the Likert scale
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Table 3 Relevance groups for the CIM therapy methods

Delphi round Rating Questiona

Please assess the topics in terms of their relevance for an interprofessional teaching program.
Consensusb

Group 2: Relevantc

1 Overview: Movement therapy 91

2 General nutritional recommendations 89

1 Overview: Phytotherapy 87

1 Overview: Regulative therapy / Mind-Body medicine 87

1 Overview: Dietetics 85

2 Progressive muscle relaxation 83

2 Mindfulness and meditation 82

2 Exercise and endurance training 82

1 Overview: Hydrotherapy 81

2 Nutrition for food intolerances and allergies 81

2 Stress management 80

Group 3: Partially relevantd

1 Acupuncture 89

1 Yoga 89

2 Chiropractic 87

2 Tai Chi 87

1 Traditional Chinese Medicine (TCM) 86

2 Dance and music therapy 86

2 Diet for special wishes (Mediterranean, vegan, low-carb, etc.) 86

2 Aromatherapy, embrocation 85

2 Wraps and compresses 85

2 Kneipp therapy 85

2 Classical massages 85

2 Art therapy 84

2 Digital forms of relaxation 84

2 Fascia therapy 84

2 Medicinal plants, tea, tinctures 83

2 Shiatsu 83

2 Osteopathy 82

2 Fasting 80

Group 4: Not relevante

1 Neural therapy 79

1 Homeopathy 76

1 Anthroposophical medicine 74

2 High-dose vitamins (orthomolecular therapy) 73

2 (Foot zone) reflex therapy 71

1 Cranio-sacral therapy 70

1 Diverting procedures 68

1 Ayurveda 67

1 Tibetan medicine 66

2 Kinesiology 57

2 Schuessler salts 45
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clinical guidelines exist that include complementary
therapy methods and applications that are usually car-
ried out by other healthcare professionals, for example,
massage and lymph drainage for breast cancer patients
[5] or music and movement therapy for paralysis [49],
which are primarily performed by physiotherapists and
occupational therapists.
The results of the written Delphi survey were largely

confirmed in the final workshop. Here the topic of clin-
ical guidelines was taken up again, as the evidence for
treatment recommendations has already been reviewed
by expert committees and supplementary procedures are
also considered. It was acknowledged that it is important
to address the extensive concept of evidence, which con-
siders not only the scientific evidence, but also the pref-
erences of the patient and the experience of the
practitioner [37]. Aveni et al. describe that different pro-
fessionals use different strategies to forge opinions re-
garding CIM: physicians relied more on scientific
evidence, while nurses and midwives were more influ-
enced by personal experience [50]. The WHO supports
the integration of traditional medicine into national
health systems, whether or not these methods are based
on theories, beliefs or experience and whether or not

they can be explained ([1], p.17). A corresponding inter-
professional seminar should therefore provide ample op-
portunity for discussions to assess the evidence base and
for shared decision-making. By doing this, profession-
specific cultures can be overcome. The difficulty faced
by a single practitioner when monitoring all treatment
options and the increasing importance of involving other
professions in treatment decisions were also discussed
[51]. Furthermore, it became clear in the workshop that
the initial diagnosis is not suitable for the interprofes-
sional teaching environment. The patient cases pre-
sented in the seminar should be preceded by a
differential diagnostic clarification. Especially in the case
of chronic and complex clinical pictures, the interprofes-
sional consideration of the symptoms, the need for care
and the supportive therapy options of an already existing
and diagnosed disease seem to be valuable for a holistic
view of the patient. So-called nursing diagnoses, for ex-
ample, can raise greater awareness of the accompanying
symptoms and also of the self-care capabilities of the pa-
tient [52].
In our opinion, this study is the first to systematically

identify possible contents for an interprofessional CIM
seminar. The results determined in this survey can be

Table 3 Relevance groups for the CIM therapy methods (Continued)

Delphi round Rating Questiona

Please assess the topics in terms of their relevance for an interprofessional teaching program.
Consensusb

2 Hildegard medicine 41

2 Color therapy 38

2 Bach flowers 37

2 Reiki 30

2 Iris diagnostics 27

Note. Results from the first (n = 50) and second (n = 40) Delphi rounds. aSeven-point Likert scale (7 = highly relevant, 1 = not at all relevant); bPercentage of ratings
on Likert scale 5–7 in Group 2, and Likert scale 4–7 in Group 3 and 4; cTopics are assigned to Group 2 if at least 80% of the respondents gave a rating of 5–7 on
the Likert scale; dTopics are assigned to Group 3 if at least 80% of respondents gave a rating of 4–7 on the Likert scale; eTopics are assigned to Group 4 if < 80%
of respondents gave a rating of 4–7 on the Likert scale

Fig. 2 Orientation of CIM-contents in the curriculum. Question: How should the content of a CIM curriculum be structured? Multiple choice
question; second Delphi round (n = 40)
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easily reconciled with the following Swiss PROFILES ob-
jectives for undergraduate medical education: informing
students about patients’ use of CIM treatments and to
enable them to discuss these options with patients, tak-
ing into account benefits and risks, as well as interac-
tions [34, 44]. The results can also linked with the
competence descriptions of the Academic Collaborative
for Integrative Health [53] in which the following key
competencies are described: interprofessional communi-
cation, teamwork, roles and responsibilities, values and
ethics, as well as evidence-based work and the integra-
tion of all practitioners into the healthcare system. There
are also general recommendations concerning interpro-
fessional teaching methods which can also be linked to
the results of this study [54, 55]. Early interprofessional
learning based on concrete patient case studies is con-
sidered necessary for later team-based and patient-

Table 4 Relevance groups for treatment reasons concerning CIM

Rating Questiona

Please assess the topics in terms of their relevance
for an interprofessional teaching program

Consensusb

Group 1: Highly relevantc

Reasons for seeking care

Fatigue, exhaustion, general weakness 83

Generalized pain, pain at multiple localizations 81

Insomnia 81

Back pain 80

Disease patterns

Irritable bowel syndrome 80

Group 2: Relevantd

Reasons for seeking care

Headache 90

Fear and anxiety 84

Pain in the extremities and joints 84

Complaints without identifiable physical cause 83

Disease patterns

Chronic back pain 93

Burnout 90

Migraine 86

Depression 83

Menopause, climacteric (menopause) 83

Anxiety disorders 80

Patient groups

Oncology, survivors: Support for cancer-related
fatigue

93

Oncological patients: Support during radiation 81

Oncological patients: Support after surgery 80

Oncological patients: Support for complaints
caused by chemotherapy

80

Group 3: Partially relevante

Reasons for seeking care

Abnormal menstrual periods and cycle irregularities 87

Disease patterns

Obesity 94

Metabolic syndrome 89

Fibromyalgia syndrome 87

Atopic eczema/neurodermatitis 84

Chronic and acute bronchitis 84

Arthrosis 83

Chronic inflammatory intestinal diseases 83

Essential hypertension 82

Bronchial asthma 81

Arthritis (inflammation of the joints) 81

Infections of the kidney and urinary tract (e.g. cystitis) 80

Table 4 Relevance groups for treatment reasons concerning CIM
(Continued)

Rating Questiona

Please assess the topics in terms of their relevance
for an interprofessional teaching program

Consensusb

Diabetes mellitus type 2 80

Patient groups

Healthy: Support for the development of self-
and health competence

90

Group 4: Not relevantf

Reasons for seeking care

Cough 77

Fever 71

High-risk pregnancy and pregnancy problems
like hyperemesis (vomiting)

70

Sore throat 69

Pregnancy (without known symptoms) 61

Disease patterns

Allergic rhino conjunctivitis/allergic rhinosinusitis
(hay fever)

72

Diabetes mellitus type 1 61

Patient groups

Pediatrics: Pediatric diseases 76

Puerperium: Support during breastfeeding, milk
congestion

76

Puerperium: Support for regression 75

Injuries and wounds: Support of the healing process 74

Healthy: Support for susceptibility to infection 74

Note. Results from the third Delphi round (n = 36). aSeven-point Likert scale
(7 = very relevant, 1 = not at all relevant); bPercentage of ratings on Likert scale
6–7 in Group 1, 5–7 in Group 2, and Likert scale 4–7 in Group 3 and 4; cTopics
are assigned to Group 1 if at least 80% of the respondents gave a rating of
6–7 on the Likert scale; dTopics are assigned to Group 2 if at least 80% of
respondents gave a rating of 4–7 on the Likert scale; eTopics are assigned to
Group 3 if at least 80% of respondents gave a rating of 4–7 on the Likert scale;
fTopics are assigned to Group 4 if < 80% of respondents gave a rating of 4-7
on the Likert scale.
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centered collaboration [19, 56]. Other current studies on
interprofessional teaching on CIM also focus on inter-
active teaching methods, for example, simulation-based
learning [57] or online courses for chronic disease man-
agement [58]. In the future, more research is needed on
CIM education that focuses both on teaching methods
and on comparing information and academic perspec-
tives within and between CIM institutions and medical
faculties [59].

Limitation
This is a non-representative survey among experts with
different professional backgrounds and experiences. Per-
haps a different composition, for instance, with the in-
clusion of other health professions would have produced
different results. Nevertheless, due to the open questions
and active participation, it was possible to bring about a
process-related development through the three Delphi
rounds and to stimulate fruitful discussion. Consensus
could be reached on much of the content. It might also
have been interesting to discuss even more deeply the
contents on which no consensus was reached. Concrete
implementation of a curriculum depends on general
conditions, such as the participants, temporal circum-
stances, and its embedding in the overall curriculum.
Therefore, these results can only be viewed as sugges-
tions for development and refinement of interprofes-
sional CIM seminars and would need to be adapted
accordingly for implementation.

Conclusions
Overall, the results indicate that the focus of an inter-
professional CIM seminar should initially be on impart-
ing broad basic knowledge of CIM and familiarizing
students with various treatment options. Conveying the
content in a way that is patient-oriented is a promising
strategy to promote communication and make the sem-
inar application-oriented and practical. The concrete
suggestions identified by the survey can be used as a
good starting point to address student interests and find
a high level of acceptance among lecturers and medical
faculties.
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