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a b s t r a c t

Objective: To develop a policy, practice, education and research agenda for evidence-based practice (EBP)
in traditional and complementary medicine (T&CM).
Methods: The study was a secondary analysis of qualitative data, using the method of roundtable dis-
cussion. The sample comprised seventeen experts in EBP and T&CM. The discussion was audio-recorded,
and the transcript analysed using thematic analysis.
Results: Four central themes emerged from the data; understanding evidence and EBP, drivers of change,
interpersonal interaction, and moving forward. Captured within these themes were fifteen sub-themes.
These themes/sub-themes translated into three broad calls to action: (1) defining terminology, (2)
defining the EBP approach, and (3) fostering social movement. These calls to action formed the frame-
work of the agenda.
Conclusions: This analysis presents a potential framework for an agenda to improve EBP implementation
in T&CM. The fundamental elements of this action plan seek clarification, leadership and unification on
the issue of EBP in T&CM.

© 2018 Elsevier Ltd. All rights reserved.
1. Introduction

The conceptualisation and formalisation of evidence-based
medicine (EBM) in the late twentieth century was a significant
impetus for change in health care, impacting not only clinical
decision-making, but also health policy, education and research
[1,2]. The premise of EBM (and that stemming from EBM, including
evidence-based practice [EBP] and evidence-based care) was that
clinical decisions, informed by the best available evidence in
conjunction with clinical expertise and patient preference (i.e. the
EBP triad), result in the provision of safer, efficient and more
effective clinical care [3e6]. In fact, the rationale provided by the
early exponents of EBM was that with the rapid, exponential
growth in clinical research, busy clinicians lacked the time and
skills to search and critically appraise relevant research, and were
therefore placing their patients at risk by practicing out-dated
medicine [7]. Indeed, an emerging body of evidence suggests that
.J. Leach), rachel.canaway@
rnsydney.edu.au (J. Hunter).
the provision of evidence-based care is associated with better pa-
tient outcomes, cost-savings and shorter lengths of stay when
compared with “standard practice” [8e10].

While representatives of many healthcare professions
(including medicine, allied health, and traditional and comple-
mentary medicine [T&CM]) believe that EBP improves the quality
of patient care and facilitates clinical decision making, these atti-
tudes have not necessarily translated into clinical practice, with the
level of EBP uptake by most T&CM professions considered low
[11e18]. Some literature suggests that this nominal level of EBP
uptake may be largely attributed to structural factors, such as a lack
of resources, clinical evidence and industry support; although,
other factors such as limited time and research skills do appear to
play a role also [11e18]. This suggests that improvements in the
implementation of EBP may be gained by simply investing in more
research, resources and research training; lamentably, the answer
may not be that straightforward.

EBP has infiltrated many aspects of health policy, practice and
education to date, but its acceptance has not been universal, with
critics questioning the methodology, philosophy, process and
effectiveness of EBP [19e21], including some commentators from
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within the field of T&CM. These criticisms have largely focussed on
a view that EBP is a dogmatic and reductionist approach that de-
values traditional knowledge as evidence, dismisses patient-
centeredness, is not compatible with the philosophy and episte-
mology of T&CM practice, and represents a threat by way of
‘proven’ T&CM therapies being co-opted by biomedicine [22e30].
These largely cultural, political and philosophical issues are not as
easily addressed as the structural and training barriers mentioned
previously; instead, their redress requires the concerted effort of
multiple pertinent stakeholders, including T&CM practitioners,
consumers, researchers, educators, regulators and policymakers, to
ensure that EBP is conceptualised and understood in a manner that
aligns with and strengthens healthcare practices.

Bringing these stakeholders together to establish a multi-
dimensional agenda [31] for EBP in T&CM may help to further
translate the rhetoric around evidence-based practice in T&CM into
action [22]. To this end, a roundtable discussion with thought
leaders, on the subject of appropriate evidence for T&CM products,
was convened in Australia. This discussion quickly broadened to
include evidence in T&CM more generally. This paper presents a
thematic analysis of the roundtable discussion with a central focus
on how the issues relate to EBP. This served to identify the areas of
key concern regarding EBP and to develop a framework through
which these concerns may be addressed. In another paper (under
review), the broader strategies and actions identified in the
roundtable discussion are presented as an agenda-setting frame-
work to strengthen the evidence-base for T&CM more generally.
Although related, the focus of this analysiswas on the application of
EBP, whereas the former was on evidence generation (i.e. the other
end of the EBP spectrum).

2. Methods

2.1. Design

Secondary analysis of qualitative data, using the method of
roundtable discussion.

2.2. Aims and objectives

The aim of the analysis (not the roundtable discussion) was to
explore views relevant to EBP, in order to develop a policy, practice,
education and research agenda for evidence-based practice in
traditional and complementary medicine. To address this aim, the
analysis focussed on meeting the following objectives:

1. Ascertain the challenges to implementing EBP in T&CM.
2. Determine the opportunities for implementing EBP in T&CM.
3. Identify potential strategies to facilitate the implementation of

EBP in T&CM.
2.3. Participants

The organisers of the roundtable discussion drew upon their
academic and industry networks to invite participants with
different skills, disciplinary backgrounds and experiences, and from
different sectors and institutions who had expertise in EBP, T&CM,
other clinical disciplines, research, industry, regulation and/or
advocacy. For logistical reasons, the invitations were limited to
experts residing in or visiting Australia at the time of the round-
table discussion. The meeting was coordinated by staff at NICM (a
national research institute at Western Sydney University) and the
Australian Self-Medication Industry. As there is no consensus on
the recommended sample size for roundtable discussions, the
organisers aimed for at least 12 participants, which was based on
the average number of subjects reported in a random selection of
published health roundtable discussions [32e35]. A total of 22
experts were invited to accommodate for unavailability and non-
responders.
2.4. Roundtable discussion

Participants were sent an email outlining the purpose of the
discussion. Participants were advised that the discussion would
focus on the following areas: 1) the nature and hierarchy of evi-
dence, 2) product specific evidence, 3) evidence for wellness and
holistic health, and 4) consumers and healthcare practitioners. The
roundtable discussion was convened on 12th November 2015, in
Sydney, Australia. The 4-hour forum was facilitated by a profes-
sional facilitator, who asked the group a series of questions relating
to the challenges, opportunities and potential strategies for
generating and applying evidence in T&CM. Each member of the
group was afforded an opportunity to respond to these points,
ensuring that no individual views were suppressed.
2.5. Data collection

The discussion was audio-recorded and professionally tran-
scribed, with any identifying information (e.g. names, affiliations)
removed. To ensure the accuracy of the transcribed data, the de-
identified transcript was circulated to all participants for review
and validation. All participants confirmed the accuracy and
completeness of the transcript.
2.6. Data analysis

Data from the transcripts were entered into NVivo11 (QSR In-
ternational, Doncaster, Australia) for thematic analysis, using the
process prescribed by Braun and Clarke [36]. To enhance the
methodological rigour of the study, the analysis was performed by
two coders (ML, RC), independently. After immersing themselves in
the data, the coders searched for patterns in the data and translated
these into preliminary codes. These codes were then collated to
form high-level themes and subthemes. The two coders subse-
quently shared their results to check for alignment of codes/
themes, to discuss differences and to reach consensus. The analysis
undertaken by ML forms the basis of this paper. Participants were
asked to comment on a final draft of the paper to ensure the
themes/findings accurately reflected the roundtable discussion and
the context of the dialogue. Apart fromminor editorial changes, the
themes/findings essentially remained unchanged. It is important to
note that whilst the themes are supported by pertinent quotes, due
to the anonymous, de-identified nature of the transcript, it was not
possible to attach identifiers to these quotes.
2.7. Ethics

Ethics approval was not sought for the roundtable meeting. The
decision to conduct a thematic analysis of the transcript evolved
several months after the roundtable discussion, and the analysis
did not commence until after all participants had been notified of
this intention. All participants were informed of the purpose of the
roundtable discussion and that participation was voluntary; all
provided consent to be recorded, and for the transcript to be ana-
lysed and reported for publication. The researchers who conducted
the analysis were also forum participants.
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3. Results

3.1. Description of participants

Twenty-two experts were invited to participate in the round-
table discussion; 17 accepted the invitation and attended the event.
Sixteen of the experts attended the roundtable in person, and one
participated via telephone. The gender divide of participants was
approximately even, and the majority (88%) of participants were
aged� 40 years (Table 1). Most had a professional focus/area of
expertise in clinical practice (i.e. T&CM, medicine or allied health-
care) (88%), and academic research/education (82%).

Although the aim of the roundtable discussion was to discuss
appropriate evidence for T&CM products, the conversation quickly
broadened to include EBP and T&CM therapies more generally,
which this analysis reflected. Analysis of the roundtable discussion
data uncovered four central themes relating to evidence-based
practice in T&CM: (1) understanding evidence and EBP, (2)
drivers of change, (3) interpersonal interaction, and (4) moving
forward (Fig. 1).

3.2. Understanding evidence and EBP

Participants identified a number of challenges to advancing EBP
in T&CM; these issues clustered around one of five subthemes. At
the most fundamental level was the need to understand evidence,
which centred around two points. The first point related to the
nature of evidence, with many participants asking “what do we
mean by evidence?” e is it about “safety? Quality? Efficacy?”, or is
the conversation about scientific evidence versus traditional evi-
dence? There was also a need to define the evidence end-user e “is
it about the regulator? Is it about the clinician? Is it from the point
of view of the citizen who is seeking a solution to their problem?”
Identifying the end-user was seen as essential to minimising user
confusion and to ensuring the evidence was “meaningful for them
[the user]”.

The second point focussed on the hierarchy of evidence; in
particular, the “tug between totality versus hierarchy”. Epistemo-
logically, many believed that the hierarchy of evidence was
underpinned by a positivist paradigm, which did not serve T&CM
well, as one participant articulated:

When we talk about hierarchied evidence, that's within a
framework. It is within a paradigm. It doesn't tell us how we
might look at different standards of evidence, different forms of
evidence such as traditional medicine, which might actually
come from a very different cultural viewpoint.

One of the main criticisms of the hierarchy of evidence was “the
relative ranking of traditional evidence”, which typically “sits at the
… rock bottom of the hierarchy”. The totality of evidence was seen
as a way of overcoming this issue as it considered all types of
Table 1
Characteristics of roundtable participants (n¼ 17).

Age, n (%) <40 yea
40e55
>55 yea

Gender, n (%) Male
Female

Professional focus/area of expertisea, n (%) Clinical
Academ
Industr
Consum

a Participants were able to select more than one option.
evidence in decision making, including “pre-clinical data, phar-
macologic data”, “observational data” and “traditional evidence”.
However, referring back to the previous point about nature of ev-
idence, this approach was also potentially problematic as thought
had to be given to

what level of evidence must you have and what evidence are
you comfortable with not having? Where are the touch points
where the level of discomfort is so great that you just can't make
a decision and others you are actually comfortable with not
knowing?

One participant took a more simple view, arguing that we
should just “go back to the original definition [of EBP, and look] …
at the best available evidence regardless of its hierarchy”.

As well as understanding evidence, there was a need to work
through issues pertaining to T&CM research. The discussion
largely focussed on evidence generation in order to address “the
lack of research” in T&CM. There was also brief commentary on
“incentivising research”, determining “the major questions we
will need to ask and answer”, “translat[ing] evidence to the
clinic”, communicating evidence, research funding and “put
[ting] more resources into research”. These points were dis-
cussed at a rather superficial level, the implication being that
these issues should be examined in more detail in a T&CM
research agenda.

At a philosophical level, participants recognised the importance
of addressing the epistemological/paradigmatic issues of EBP. This
particularly applied to the first pillar of the EBP triad - the best
available evidence. According to some participants, “evidence isn't
just about objective truth… evidence always refers to a theoretical
or philosophical framework”, and this “philosophical viewpoint is
… coloured by cultural and political issues, [and] questions of po-
wer”. Realigning this philosophical viewpoint was seen as a means
of enabling the evidence in EBP to be more meaningful in T&CM.

Extending from these philosophical issues were the challenges
of the EBP approach itself. Many participants expressed a level of
“frustration of how evidence-based medicine [EBM] is currently
understood and applied”, and “EBM as we understand it now needs
a bit of a shake-up”. Specifically, it was perceived that “evidence-
based medicine [had] been hijacked” and “only parts of … [EBM
had been] … taken out and applied to informing decisions”. These
concerns related to the disregarding of two of the three elements of
the original EBM paradigm. The solution was considered rather
simple however; “we need to restore that model where all three
components come together”. There were several issues that were
not so easy to resolve, which warrant further deliberation; first,
what should “we dowith mixed results?”, and second, what should
we do when we do “not have evidence for [a] situation, person,
disease, [or] drug?”
rs 2 (12)
years 8 (47)
rs 7 (41)

9 (53)
8 (47)

practice (i.e. Healthcare professional) 15 (88)
ic research/education 14 (82)
y (i.e. T&CM/pharmaceutical) 4 (24)
er/patient advocacy 2 (12)



Fig. 1. Themes and subthemes generated from roundtable discussion data.
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The idiosyncrasies of T&CMwere seen as additional obstacles to
be overcome before the field could make considerable gains in the
area of EBP. Within this sub-theme were two key issues. The first
issue related to the need for T&CM to approach EBP differently, of
which the views were polarised. Some participants called for
“another way of thinking, another way of conducting the discourse
so that we can communicate to people the sort of things that they
need to know”; proponents of this approach highlighted the need
to “assess … evidence in a realistic and appropriate way” perhaps
by using “an integrative framework for efficacy assessment”,
whereby the evidence can be “put together in different combina-
tions” to generate a desirable decision. The opposing view was that
there was already some degree of flexibility in the EBP model and
that T&CM could just shape the existing EBP framework around its
needs, as one participant articulated:

One of the things that really strikes me is that we continually
always fall into this trap that CAM [complementary and alter-
native medicine] has to do something different and we have to
show why the current model doesn't work, but if you look at
what's actually happening, there is an incredibly broad array of
work being done.

The second issue relating to the idiosyncrasies of T&CM per-
tained to the ambiguity of the term complementary medicine.
Therewas general agreement that “complementary medicine is not
a useful term … it's a homogeneous term” that “seems to be a
definition by exclusion”. For T&CM to move forward on the issue of
EBP, it was agreed that “basic definitions [of complementary
medicine] would be a good place to start”.

3.3. Drivers of change

Throughout the roundtable discussion, there was a view that no
single factor alone would improve EBP uptake in T&CM; instead,
there was recognition that such a shift in practice would need to
focus on multiple enablers of change, of which five drivers were
identified. At the very heart of the discussion was healthcare con-
sumers, with this group considered to be the “most important in
this conversation”. Participants drew attention to the need to
empower consumers and to “get consumers better informed …

interested and activated.” This not only aligned with the principles
of consumer-centred care and “the consumer's right for self-
medication” and “information around complementarymedicine”, it
also goes “back to the original definition… [of EBP, which takes into
account] … the patient's experience, the patient's preferences, the
patient's needs” and the patient's “culture” and “health literacy”. A
consumer-centred focus was also considered a strength of T&CM
that should be embraced, and in some ways, was seen as a way of
honouring those that have “driven the use of complementary
medicine, the rise of integrative medicine, the demand to integrate
it and the need to integrate it.”

The second driver of change was the clinician, who was seen to
exert influence on multiple stakeholder groups. As knowledge
users, clinicians were perceived as playing an important role in:

assembling the evidence … translat[ing] that and communicat
[ing] that into forms and language that is appropriate to the
[different target] audiences … [such as] … the consumer, …
others within academia, others within clinical professions and
others within Government.

As providers of health care, clinicians also undertook a funda-
mental role in evidence-based decision making; this aligned with
the “original definition [of EBP, which] take[s] into account the
clinician's experience.” As one participant stated, “there's the
clinician and what they do with their patient, [and] there's the
clinician who is an educator … [for] … other clinicians.”

Sociocultural factors were also understood to play a key role in
bringing about change in T&CM practice. These factors, which
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included “systems of culture” and “institutions of power” were
primarily viewed as barriers to progress; they were also considered
highly resistant to change, which the following quotes highlight:

This is the culture wars, so your assumption that we put the
consumer first… comes naturally to us, [but] that's not the way
medicine has worked and doctors are fighting tooth and nail to
hang on to their power

It is not about evidence. It's social. The work that we've done
with GPs … showed … half of them wouldn't use a herbal
medicine even if it is known to be effective. They are more
attuned to using conventional medicines because it is more in
line with their paradigm.

However, these ‘systems’ and ‘institutions’ were not considered
impervious to change and there was much that people in the T&CM
sector could do to mitigate these sociocultural barriers to progress.
The view of many at the roundtable was that if T&CM coveted to
overcome the challenges to evidence generation and evidence-
based decision making, it needed to penetrate the medical estab-
lishment. This included funding academic chairs, such as “chair[s]
of integrated medicine”, and fostering genuine interest amongst
medical students. One participant described the latter as cultivating
a “generational shift” in medical attitudes toward T&CM and
reforming medical school education:

The Australian Medical Student Association, which … [repre-
sents] … 17,000 medical students [have indicated that one of]
their top three focuses include learning about evidence-based
complementary medicine from complementary medicine ex-
perts. So they have realised they need to override the education
system and stop waiting for the Deans of Medicine to make
these choices for them.

Overcoming these barriers to EBP implementation also required
T&CM to exercise greater “societal pressure” and to galvanise “so-
cial debate” and action e a strategy that has been helpful in
redressing the tribulations of many minority groups to date:

There has been a shift [in the institutions of power], but the shift
… didn't come inherently or indigenously from medicine. It
came from the great social movements … that … imposed new
demands on medicine. These are the social debates that we
[T&CM] have to become engaged in.

Participants also highlighted the role of regulatory authorities in
driving changes in practice. There was a mutual view that all reg-
ulators, whether they be indemnity insurers, therapeutic goods
administrators, research councils, ethics committees, professional
associations or medico-legal representatives, share a common goal
e “to ensure that the consumer is protected”. Accordingly, most of
these authorities were perceived to give greater weighting to evi-
dence of safety than evidence of effectiveness:

From a universal health coverage point view… [the]… concern
isn't so much about the efficacy but rather safety and
strengthening safety and quality and proper use [of T&CM]

[the regulator's] primary focus is on questions of safety

the regulator wants to know that it [the product/service] is safe
and it works

There was additional concern that regulatory authorities' needs
for evidence of safety would only increase over time, as “the greater
the public use of complementary medicines, the more likely it is
that we are going to have safety issues associated with them”. Thus,
failing to build an evidence-base in T&CM was seen to be delete-
rious to the industry and to consumers, as one participant stated:

[we don't] … want to lose sight of the conversations and the
thinking and the evidence considerations that occur upstream
[with the regulators] because that determines what we as citi-
zens have access to and clinicians have access to.

The final driver of change was education. This included
educating those within and outside of the industry about EBP in
T&CM. From within, the panel believed the T&CM industry had a

responsibility to ensure that the members of the … profession
[we]re appropriately educated or trained about where the evi-
dence is, and where the evidence gaps are,…[and]… to have…

responsibility for it.

There was also a view that EBP-trained providers would offer
additional benefits to the community:

Those that have gone through trainingwhere this [EBP] is part of
their training will be able to meet the needs of the community.
They will be practitioners that can deal with this.

Greater awareness of the evidence base for T&CM amongst
parties outside of the industry was also considered necessary “in
order to convince the sceptics, the scientists out there who are
saying ‘really what you've got is nonsense, it's not good enough, it's
inadequate’.” This included:

educatingmedical practitioners who don't know anything about
complementary medicine evidence

translating that … [evidence for] … the regulator as one of the
parties that needs to be educated

mak[ing] sure that the community [and] the physicians are
aware of what research there is
3.4. Interpersonal interaction

Improving the level of interaction between stakeholders was
seen as an opportunity to facilitate the implementation of EBP in
T&CM. One such opportunity was building relationships/collabo-
rations. Whilst collaborations between T&CM providers and regu-
latory authorities and other health professions was valued by
participants, much of the discourse relating to this theme focussed
on the interaction between the T&CM provider and the consumer.
Most participants believed that evidence-based decision making
was a shared responsibility, which required the formation of a
partnership between provider and consumer in order to be
successful:

It still comes back to that relational aspect of a clinician being
able to judge that and being able to respond to the person and
their particular expectation as well

They [patients] want a relationship with someone that they can
trust and they … can converse with who is knowledgeable and
reasonable and takes all these facets that contribute to their
health into consideration.

Participants also placed great importance on information
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exchange. However, because of the many stakeholders involved,
and that each party required information to be presented in a
different way, the view was that the industry needed “to think of a
communication strategy, not just a series of formal scholarly arti-
cles. ‘We've got to think about what we want to say to whom’.”
Further, “all of this has to come into play beforewe can even get [to]
the sociological, philosophical discussions about tradition.”

There was a shared view that there was increasing demand for
the exchange of information on evidence-based T&CM, where
participants were witnessing “a real movement where people are
starting to say ‘we need to knowmore’”, including genuine interest
from medical and pharmacy students. Many participants were of
the opinion that the T&CM industry needed to embrace this
movement by “engaging with … organisations to try and get them
to put out position statements” and to “say that teaching practi-
tioners about complementary medicine and understanding the
intricacies of the evidence [in T&CM] is really of value.”
3.5. Moving forward

Participants explored a number of strategies for moving forward
the issue of EBP in T&CM; however, three observations were most
prominent. First was the need for action, with some participants
frustrated by the lack of progress with EBP in T&CM, as the
following statements exemplify:

In complementary medicine [there] is a lot of rhetoric around
what evidence-based practice is and how we should move for-
ward but I actually note very little action in terms of moving
forward.

The debate has become formulaic, predictable and tedious, un-
original and extremely frustrating.

We've not been sufficiently proactive around the debate around
evidence … we have been very reactive in the last 10 years

There was a view that action was necessary as there were po-
tential harms of inaction in “that what we are not doing or not
saying or not allowing can be as much a harm as active doing”.
Potential solutions for moving forward largely focussed on har-
nessing a “more politicised discourse”; in particular, “using the
consumer voice more” to elevate the “patient-centred approach”
and leveraging from “National Medicines Policy, …Quality Use of
Medicines Policy, …Charter of Rights” and “universal healthcare
principles ofWHO [World Health Organization]” to create “a people
movement” to educate and lobby regulators, ministers and Gov-
ernment. As one participant stated, it “is about changing behaviour
… [by] … starting a new conversation, resetting the conversation,
[and using a] different language with a different focus.”

The second observation related to the need for leadership. The
view shared by the group was that T&CM lacked sufficient lead-
ership in EBP, and for the field to advance in this area, there was a
need to “build … thought leader capacity”. An important first step
to achieving this was to “bring the intellectual grunt together to
form … [a] … leadership group, to guide it [EBP], to give it [EBP]
focus, to keep it [the agenda] on track”. In terms of operationali-
sation, participants believed the leadership group should comprise
experts in EBP and T&CM (such as those involved in the roundtable
discussion), and that the group should convene “on a reasonably
regular basis, maybe every three months to tease out the biggest
threads of this work and to start having it undertaken”.

Finally, there was a shared view among participants to shift the
focus of EBP. This included the need to re-focus prioritiese to move
away from efficacy (and RCTs), and toward safety and other forms of
evidence that are clinically relevant to providers and users of
T&CM. For instance;

It [safety] is the first thing we have to be certain about and we
are never going to get that from a randomised controlled trial.If
we're talking about safety we must include other forms of evi-
dence because the RCT cannot meet that need. It cannot. It will
not and it never will.

However, operationalising this shift away from efficacy and to-
wards safety was seen to be somewhat challenging. In order to
make such a shift, it was necessary to first understand “what is an
acceptable level of safety to whom and when?” (e.g. the regulator,
clinician, patient); and second, there was a need to establish a
“hierarchy of safety evidence”. Despite these challenges, it was
generally agreed that “evidence around interactions is probably a
pretty necessary item on the agenda”.

4. Discussion

Health professions across the globe are under increasing pres-
sure to deliver evidence-based care. In the field of T&CM, there has
been some opposition to this movement toward EBP (19,22,26].
Perceived lack of philosophical congruency, differential views on
hierarchies of evidence and a lack of practitioner and industry
support have to some extent contributed to the low level of EBP
uptake by many T&CM disciplines [26]. To further our under-
standing of this issue, we performed a secondary analysis of data
from a roundtable discussion of experts in evidence-based practice
and traditional and complementary medicine. Emerging from the
data were four central themes and fifteen sub-themes related to
EBP for T&CM (Fig. 1); these translated into three broad calls to
action: (1) defining terminology; (2) establishing the rationale for
an EBP approach, and (3) fostering social movement. These calls to
action form a potential framework of a policy, practice, education
and research agenda for EBP in T&CM, and are discussed below in
further detail.

An important first step to further establishing EBP in T&CM is
adopting clear and consistent terminology (call to action #1). Our
analysis identified three terms warranting clarification: T&CM,
evidence, and the evidence end-user. The former has been debated
for some time [37], and yet, multiple terms continue to exist (e.g.
natural medicine, complementary medicine, alternative medicine,
T&CM); further, the industry is still no closer to reaching consensus
on a suitable definition [38]. If the T&CM industry covets to create a
mutual understanding of the term and to reduce ambiguity (both
for those within and outside the field), understand the parameters
of practice, and facilitate communication with pertinent stake-
holders, then the development of a clear, shared definition of T&CM
is paramount.

At the very heart of EBP is the ‘evidence’ itself. Accordingly, the
successful implementation of EBP demands that evidence be
defined. Indeed, the uncertainty surrounding the term evidence has
been raised in earlier research and debate on EBP in T&CM [12,21].
Part of this uncertainty relates to whether traditional knowledge is
a suitable form of evidence [39], and part of it relates to the nature
of the evidence; that is, whether evidence refers to efficacy, safety,
cost or quality [40]. If T&CMwere to adopt the original definition of
EBM, this would moderate this uncertainty to some extent as
traditional knowledge (i.e. the “best available external evidence”)
would be considered acceptable, and evidence of both “efficacy and
safety” would be included [41]. Of course, the question asked and
the end-user of the information (e.g. consumer, student, clinician,
regulator) should still direct the form and nature of the evidence
required [4,41].
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A necessary second step to the implementation of evidence-
based practice in T&CM is establishing a rationale for the applica-
tion of EBP through a clearly defined framework that has utility for
educationalists, researchers, clinicians, consumers and policy
makers (call to action #2). The findings from this analysis reinforced
the idea that the triad of evidence-based practice (i.e. best available
evidence, clinical expertise and patient preference) can be appli-
cable to T&CM, and that it will serve the needs of clinicians, con-
sumers, researchers and educators [4,42]. The inclusion of safety
within this triad also suggests the framework would have utility for
regulatory authorities and policy makers. In other words, adopting
this triad as a framework for EBP implementation in T&CM would
appear to support the five main drivers of change identified in this
work, as well as accommodate the shift toward an increased focus
on evidence of safety.

An aspect of this work that cannot be easily resolved using the
EBP triad is prioritising the hierarchy of evidence or the totality of
evidence to derive a decision regarding the best available evidence.
Opponents of the former argue that the hierarchy of evidence de-
values traditional and observational knowledge [25,30], and given
that T&CM typically holds traditional knowledge in high regard
[4,28], the sentiment is that a hierarchy of evidence does not sup-
port the interests of T&CM. Although, it is acknowledged that
traditional evidence is ranked in a lowly position in the evidence
hierarchy because of its inherent risk of bias [43]. Having said that,
there is also a view that the hierarchy of evidence is informed by a
“medical epistemology based on a narrow positivist interpretation
of scientific knowledge” [30], which is not compatible with the
holistic paradigm of T&CM [30,44].

In contrast to the hierarchy of evidence is the totality of evidence
approach, which takes into account all physicochemical, functional,
preclinical, observational and clinical data to formulate a decision
about the safety and/or efficacy of a therapeutic good or service
[45,46]. For this reason, a totality approach is not driven by a
particular paradigm; furthermore, the approach may be more
helpful in answering questions where there is no clinical evidence
for an intervention, or when clinical findings are heterogenous [47].
The challenge for T&CM in moving forward on this issue will be to
determine how the totality of evidence approach can be oper-
ationalised and integrated into the EBP triad in a way that is
acceptable to all stakeholder groups.

The third and final step to implementing EBP in T&CM is
fostering social movement (call to action #3). The findings of this
research pointed to the need to drive change by exerting societal
pressure, encouraging social debate and abetting a peoples'
movement. Alike the Berlin Agreement, which advocates a global
movement in support of practising integrative medicine (i.e. rec-
ognising the importance of bringing together different types of
T&CM and biomedical practitioners in the provision of healthcare),
and a commitment to evidence-informed practice [48], a plan for
social action will be necessary to expedite the implementation of
EBP in T&CM. The evidence-informed approach, advocated in the
Berlin Agreement (and embraced by policy-makers [49]), is argu-
ably likened to the EBP ‘triad’. The ‘triad’ provides an avenue for
clinicians to practice the art of healthcare (drawing on their critical
and reflective thinking skills) alongside the science, ensuring that
varied kinds of knowledge and ‘ways of knowing’ are accommo-
dated, and that people remain at the centre of healthcare in-
teractions [20].

Using political process theory as a lens throughwhich to interpret
the outcomes from the roundtable discussion, the plan for social
action would need to comprise three key elements. The first, insur-
gent consciousness, requires members of the movement to feel a
collective sense of injustice [50,51]. This involves developing a clear
communication strategy throughwhich to galvanise social debate on
EBP in T&CM, and to educate those within and outside the field
about the issue. The second element, organizational strength, de-
mands that strong leadership (such as the formation of an EBP in
T&CM leadership group) and sufficient resources be present to
channel the perceived injustice into social action [50,51]. The latter
would comprise building relationships with key stakeholders/
drivers of change (e.g. consumers, regulators, industry, other health
professions, education providers), investing in research and research
capacity building (to facilitate the generation of evidence), and
penetrating themedical establishment (e.g. funding academic chairs,
fostering interest amongst medical students). The last element, po-
litical opportunity, refers to the receptivity of the political system to
change. Increasing the vulnerability of the system to change would
involve increasing the presence of T&CM industry in political pro-
cesses, and intensifying political discourse in the field (by linking the
EBP in T&CM movement to patient-centred care, national/interna-
tional policies, charters, principles and legislation) in order to foster
political pluralism [50,51].

While the findings of this research offer some direction to
improving the discourse and implementation of EBP in T&CM,
there are some limitations that are worth noting. First, the at-
tendees of the roundtable discussion were purposefully selected
and as such, the opinions of some T&CM stakeholdersmay not have
been adequately represented. Second, as the attendees were largely
residents of Australia, it is unclear to what extent the findings of
this analysis would be applicable to other countries; having said
that, most of the actions outlined in the agenda were of interna-
tional relevance. Finally, the thematic analysis of the transcript was
conducted by forum participants and is therefore prone to some
potential biases in its interpretation. Notwithstanding, this type
of analysis is not dissimilar to participatory action research
where “communities of inquiry and action evolve and address
questions and issues that are significant for those who participate
as co-researchers” [52]. Further, the results were reviewed by all
forum participants to ensure the findings were an accurate repre-
sentation of the roundtable discussion and had been interpreted
appropriately.

5. Conclusions

This work describes a potential framework for an agenda to
progress EBP implementation in the field of T&CM. Underpinning
the operationalisation of the agenda are three broad calls to action:
(1) defining terminology, (2) defining the EBP approach, and (3)
fostering social movement. These calls to action also form the
blueprint of the agenda. Fundamentally, these elements seek clar-
ification, leadership and unification on the issue of EBP in T&CM. A
logical next step of this work will be to establish international
consensus on the agenda, and to translate these calls to action into
tangible results.
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