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abstract
In this article we discuss steps that clinicians should take after deciding to include a complementary and alternative medicine (CAM) treatment that is beyond the clinician’s expertise in a patient’s treatment
plan. We use the example of an adolescent patient with chronic recurrent headaches that have not been relieved by medication or other
therapies and whose physician refers her to an acupuncturist for
treatment. We focus on (1) circumstances under which referral is
appropriate, (2) the nature of the relationship between the referring
clinician and the practitioner to whom the referral is made (considering conventional health care and CAM, regulated and unregulated practitioners), and (3) considerations when undertaking shared or collaborative care with other health care practitioners (conventional health
care or CAM). We also suggest best practices in managing such relationships. Pediatrics 2011;128:S181–S186

Address correspondence to Sunita Vohra, MD, MSc, Edmonton
General Hospital, 8B19-11111 Jasper Ave, Edmonton, Alberta,
Canada T5K 0L4. E-mail: svohra@ualberta.ca
PEDIATRICS (ISSN Numbers: Print, 0031-4005; Online, 1098-4275).
Copyright © 2011 by the American Academy of Pediatrics
FINANCIAL DISCLOSURE: The authors have indicated they have
no ﬁnancial relationships relevant to this article to disclose.

PEDIATRICS
Volume
128, Supplement 4, November 2011
Downloaded from www.aappublications.org/news by guest on
September
18, 2019

S181

Fourteen-year-old Lindy visits her physician complaining of chronic recurrent headaches that have not been relieved by any of the medications or
therapies her physician has suggested. Having ruled out the possibility
of other serious underlying medical
conditions and exhausted other forms
of treatment, Lindy’s physician consults the medical literature and concludes that acupuncture may help.1–3
He refers her to an acupuncturist
whose ofﬁce is located in the same
complex as his. Some of the physician’s other patients have spoken
highly of their results with acupuncture therapy, and when he met the acupuncturist in passing, the physician
found him to be a kind and intelligent
man. The physician writes Lindy a referral to ensure that the acupuncture
will be covered by her mother’s private
health insurance. He continues to
monitor Lindy, and she returns in 2
weeks, delighted that her headaches
are no longer bothering her. Six
months later, Lindy comes in because
of new-onset fatigue. On examination,
her physician notes jaundice. His tentative diagnosis of hepatitis is conﬁrmed by a laboratory test as acute
hepatitis B. After investigating the potential cause, the physician learns that
the acupuncturist was using unsterilized needles and was not certiﬁed by
any regulatory body or professional
association. In addition to his concern
for Lindy, the physician wonders
whether he could be held liable for the
referral.
This scenario responds to 3 developments in health care delivery. First,
more patients are asking physicians
about and sometimes seeking referrals for complementary and alternative medicine (CAM) therapies. Second,
governments have begun to recognize
and regulate a growing number of CAM
practitioners.4–7 Third, governments
increasingly encourage collaborative,
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or shared, care among health professions, in which responsibility for management of the patient’s care or an aspect of it is assumed by 2 or more
health care providers.8–11 All of these
developments necessitate greater attention to how interdisciplinary relationships should function regardless
of whether the care is conventional,
CAM, or a combination of the two.
Several recent studies have conﬁrmed
that many physicians are comfortable
referring their patients to CAM providers.12,13 Among CAM therapies, acupuncture has one of the highest levels
of acceptance and referral by physicians, as do chiropracty, massage, and
biofeedback.14–17 A large 2007 American survey on CAM use revealed that
acupuncture experienced some of the
greatest growth in CAM services from
2002 to 2007.18 It is regulated in ⬎40
states and the District of Columbia in
the United States,19 where there are an
estimated 18 000 licensed acupuncturists, and there are ⬎8000 physicians
trained to provide acupuncture.20 In
Canada, it has been made a selfregulated profession in a slowly growing number of provinces: British Columbia, Alberta, Quebec, and, when
transitional arrangements are complete, Ontario.4,21–24 Evidence establishes that acupuncture is generally
safe when provided by qualiﬁed practitioners.25–29 However, we use acupuncture as an example in this scenario because potential (although
rare) risks associated with treatment
highlight some of the issues that could
arise when referring patients or sharing care.*
Other articles in this supplemental issue of Pediatrics address how to make
clinical decisions about incorporating
*See Rose v Pettle ([2004], OJ No. 739 [SC], [2006],
OJ No. 1612 [SC]), a class action certiﬁed respecting patients allegedly infected or exposed to hepatitis B and HIV against a person who provided acupuncture and a physician who owned the clinic at
which treatment was received.

CAM into a patient’s management
plan.30,31 In this article we discuss the
steps to take after deciding to include
a CAM treatment that is beyond the clinician’s expertise, that is, how to refer
or share care safely and appropriately
to ensure good patient care and minimize potential liability. We focus on (1)
referrals by physicians to other practitioners (both conventional health
care and CAM), (2) considerations
when referring to regulated and
unregulated practitioners, and (3)
shared or collaborative care.

ETHICS
When a clinician refers a patient to another practitioner, he or she is assuming some level of moral responsibility
for the outcome of that referral. The
implicit message being given to the patient is “I trust this person, so you can,
too.” A patient might presume the referring physician knows the other
practitioner to be competent in his or
her ﬁeld and is someone who can be
relied on to provide care safely. If a
physician does not know the provider
personally, he or she could check to
determine if the practitioner is licensed by a trustworthy body, such as
a professional college or regulatory
body, when possible. The regulatory
status of different types of complementary medicine practitioners varies
among jurisdictions.32–34
Individual physicians may still feel that
there is moral risk involved and may
prefer to leave the decision to the patient, although this is a less helpful
course of action. In such a case, physicians might provide information about
a type of treatment or service and
about a relevant professional association or regulatory body and let the patient/family identify a practitioner.
Lindy’s physician seems to have decided to refer her to a speciﬁc acupuncturist on the basis of testimonials
from other patients and his impres-
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sion that the acupuncturist is kind and
intelligent, neither of which attests to
his competence.

LAW
Deciding to Refer
The decision to refer a patient “is ultimately a matter for the clinical judgment of the referring physician.”35 A
referral must be reasonable and appropriate under the circumstances,35
and there should be a reasonable expectation that the therapy will beneﬁt
the patient.36,37 Physicians should also
be guided by applicable legislation and
relevant policies adopted by their governing bodies,38–41 which may, for instance, limit which practitioners can
provide certain treatments or impose
conditions on referrals. These principles apply regardless of whether referrals involve physician specialists,
allied health care providers, or CAM
providers.
Liability
In general, merely referring a patient
to another physician or health care
provider will not give rise to liability for
negligence on the part of the referring
physician in either the United States or
Canada.42,43 There are exceptions, however. Questions about liability have
arisen in the context of conventional
health care providers, but the cases
did not speciﬁcally address referral to
CAM practitioners. However, as integrated care is increasingly promoted
and popular demand for various forms
of CAM grows, the potential for litigation arising from CAM referrals will increase also.
A physician can be liable for negligence in referring if (1) the decision
to refer or his or her ongoing care
was negligent (ie, fell below the standard of care expected under the circumstances) (direct liability) or (2)
the referring physician becomes legally responsible for the treating

practitioner’s negligence (vicarious
liability).35,43–45
Direct liability (ie, the referral itself or
the physician’s concurrent or later
care was negligent) could result if, for
instance, the physician’s referral to a
CAM practitioner delayed or eliminated the patient’s opportunity to receive needed conventional health care,
provided that, as in any negligence action, the plaintiff could also establish
that he or she suffered harm as a result and that the referral was unreasonable under the circumstances (ie,
fell below the standard of care).43 Studdert et al43,46 have suggested that, as
knowledge about the appropriateness
of various forms of CAM increases,
physicians may be held liable if they
refer patients for therapies that they
know or should know would not beneﬁt
the patient. Liability for referral could
also be attached if the physician knew
or ought to have known that the practitioner to whom he or she was making
the referral provided unsafe care or
was unqualiﬁed or that referral to a
more appropriate or specialized practitioner was warranted.44 In addition,
the referring physician has a duty to
ensure that signiﬁcant information
about the patient and her condition is
communicated to the other practitioner to inform the latter’s diagnosis
and treatment plan.35 The physician
should ensure that appropriate patient consent for disclosure has been
obtained when necessary. In some jurisdictions, sharing information with
designated categories of CAM practitioners who are treating the patient
may be included in exceptions to laws
that protect patient conﬁdentiality,
whereas in others, speciﬁc consent for
disclosure may be required.47
Vicarious liability is imposed when the
referring physician, although not negligent himself or herself, is held legally
responsible for the negligence of the
practitioner to whom he or she made

the referral. This liability is most likely
to arise if the physician supervised the
care, employed the caregiver, or jointly
treated or managed the patient’s
care.43
Supervisory Relationship
Finding that a supervisory relationship
exists depends in part on statutory
requirements and factual evidence
about the degree of actual or apparent
control the physician exercised over
the acupuncturist or that the patient
reasonably expected would be exercised.27,33 Employers are vicariously liable for the negligence of their employees. Beyond that, applicable statutory
regimes that regulate acupuncture
must be reviewed to determine if they
impose formal supervisory responsibility or require other types of connection with physicians.†‡
Shared or Collaborative Care
Vicarious liability could also be imposed on the referring physician if he
or she is found to have engaged in a
“joint undertaking” with the acupuncturist. A jointly owned or operated
clinic, or delivery of care with CAM
practitioners in an “integrated” unit in
a hospital, raises the possibility of a
ﬁnding that the practitioners were engaged in a joint undertaking, because
integration by deﬁnition implies a high
degree of coordinated diagnosis and
care.43,44,48 Thus, some degree of consultation about integration of treatment efforts and plans, even if not
†For instance, Alberta requires consultation with a
physician or dentist before an acupuncturist begins treatment and referral to a physician or dentist if the condition does not improve within a few
months and imposes other limits on acupuncturists’ practice (Acupuncture Regulation, Alta Reg
42/1998, made under the Health Disciplines Act,
R.S.A. 2000, c.H-2, Sch.G).
‡British Columbia requires acupuncturists to refer
the patient to a physician or dentist if the condition
does not improve within a few months and limits
their practice in other ways (Traditional Chinese
Medicine Practitioners and Acupuncturists Regulation, BC Reg 290/2008, s.6, made under the Health
Professions Act, R.S.B.C. 1996, c.183, ss.2, 5).
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through a formal structure, may raise
the potential of a ﬁnding that the patient’s treatment was a joint undertaking. A joint undertaking does not always result in joint liability, however.
For instance, conventional health care
providers in a hospital setting have
been held not liable for colleagues’
negligence, because it is reasonable to
expect that co-workers will provide
nonnegligent care to patients unless
circumstances should alert practitioners otherwise or the provider controlled the negligent practitioner’s
work.49–51 Questions about legal responsibility in collaborative or sharedcare situations can be complex and
fact-speciﬁc. Nonetheless, simply continuing to provide conventional care
and monitoring a patient’s health status while he or she receives CAM therapy from another practitioner should
not involve the physician so closely in
the alternative treatment that he or
she and the CAM provider would be
considered to have entered into a joint
undertaking sufﬁcient for a ﬁnding of
vicarious liability.

Many types of CAM are not regulated, but
that does not preclude making a referral
unless prohibited by law or policy. However, it may require more extensive inquiry by the physician.37(p778) In jurisdictions where acupuncture is not a
regulated profession, professional associations may exist that impose educational and other requirements for
membership. Such associations are
voluntary. Although membership may
provide some indication that the practitioner is complying with generally accepted standards, practitioners do not
have to join or be certiﬁed in any way.
Physicians considering a referral to an
unregulated practitioner should ascertain that the person is qualiﬁed to
provide the service.
The physician should also learn about
the proposed treatment plan to ensure
that it is what was anticipated when
referring and does not include practices known to be unsafe or ineffective.
In addition, he or she should monitor
the patient conventionally and treat as
appropriate.37(p778)
Mandatory Reporting

Referring to Regulated and
Unregulated Practitioners
Whether the acupuncturist’s lack of
certiﬁcation or registration with a regulatory authority or professional association is legally signiﬁcant depends in
part on where these events occurred.
In some jurisdictions, acupuncture
can only be performed by people who
are authorized by law to do so; designated providers may include acupuncturists or other health professionals
considered qualiﬁed, such as physicians, physiotherapists, naturopaths,
or others.43,44,51 In those instances,
other people cannot legally provide
this service. Health care providers
should not facilitate unauthorized
practice and should inquire to ensure
that the practitioners have the requisite credentials.
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Clinicians who learn that another
practitioner, whether conventional
or CAM, may be exposing patients to
an unreasonable risk of harm should
ascertain whether they have a duty
to report that practitioner, pursuant
to statutory, institutional, or professional obligations. Mandatory reporting obligations vary among
jurisdictions.

CLINICAL RESPONSE
After deciding that a referral is appropriate, the physician who chooses a
CAM practitioner must consider the
needs of the patient in light of medical,
legal, and ethical considerations. He or
she should ensure that the practitioner has the required credentials to
provide the treatment. If the CAM modality is not yet regulated, Frenkel and

Borkan52 have suggested considering
the practitioner’s education, training,
and professional afﬁliations, although
it is certainly more difﬁcult for a physician to assess these than the more
familiar credentials of conventional
health care providers.53 In these circumstances, another option is to refer
the patient/parents to the relevant
professional board or association directly and allow it to guide the patient
to a qualiﬁed practitioner.
Because the ideal situation is one with
open communication between the physician and CAM practitioner, the physician should attempt to ﬁnd practitioners with whom he or she is
comfortable. Frenkel and Borkan52
even suggested that physicians should
meet with these practitioners to determine if an effective working relationship could be established and could
create a short list of practitioners for
referral. This approach has been adopted successfully by several academic health centers in North America,54,55 although it may not be realistic
for physicians in different practice settings that are more isolated and have
fewer administrative and other supports.55 Ideally, physicians will become
comfortable referring to CAM practitioners when the risks and beneﬁts of
the therapy (and the provider) are favorable for their patient’s condition.37
However, if a physician feels personally unable to appropriately advise a
patient, that physician should clearly
state his or her own view and reasons,
refer the patient to another physician
who may be more comfortable advising about the referral or to a regulatory authority or professional association, and also assure the patient that
their relationship will not be affected
by the patient’s decision.56

RECOMMENDATIONS
When referring to other practitioners,
physicians should do the following.
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1. Determine if there is sufﬁcient evidence that referral offers a reasonable prospect of therapeutic beneﬁt, either after having tried and
exhausted conventional treatments
or, if the risk/beneﬁt proﬁle of conventional and CAM therapies favors
the CAM therapy (eg, because of
less frequent or severe adverse effects), consider referral for CAM
treatment from the outset.31,57
2. Ascertain that the practitioner to
whom the referral is being made
has the requisite qualiﬁcations.
Regulation of CAM providers varies
among jurisdictions:
a. Regulated professional: verify
that the practitioner is licensed
or a member in good standing.
Membership in a regulated
health profession authorized to
provide this service conﬁrms
that the person has met education and training requirements
and must comply with professional standards.

b. Unregulated health practitioner:
ask about education, qualiﬁcations, membership in professional associations, etc.
c. Individual physicians may prefer
to leave the decision to patients/
parents, in which case they
could provide information about
a type of treatment or service
and a relevant professional association and let the patient
identify a practitioner.

tion about (1) health care providers’
individual roles and responsibilities,
(2) decision-making processes, (3)
policies regarding care provision, and
(4) informed consent to the treatment
plan, all backed by (5) appropriate
record-keeping.9

When undertaking shared care, key
for everyone involved, including patients/parents, is clear communica-
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