
American Journal of Public Health | October 2002, Vol 92, No. 101598 | Research and Practice | Peer Reviewed | Rafferty et al.

 RESEARCH AND PRACTICE 

FIGURE 1—Reasons given by individuals (n=47) who requested and received CAM
treatment for self-described stress-related complaints.
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Use of complementary and alternative medi-
cine (CAM) among adults in the United
States is prevalent and increasing,1,2 although
estimates vary as to the exact level of its
use.3,4 The Behavioral Risk Factor Surveil-
lance System (BRFSS) is an established sys-
tem that provides timely, state-specific esti-
mates of risk factors and healthful behaviors
related to the leading causes of morbidity
and mortality. We investigated the feasibility
of using this ongoing surveillance system to
estimate the prevalence of CAM use among
Michigan adults.

METHODS

The BRFSS consists of annual, popula-
tion-based telephone surveys of adults con-
ducted by state health departments in coop-
eration with the Centers for Disease Control
and Prevention (CDC).5 All states use a stan-
dardized survey instrument provided by the
CDC and then have the option of adding
other questions to this core instrument. We
added questions to the 2001 Michigan
BRFSS that asked respondents about their
use of 11 specific types or groups of CAM
therapies in the previous 12 months. We
asked users whether they had discussed
their CAM use with their regular medical
doctor, the reason for their CAM use, and
whether they found it helpful. To account
for weighting and the complex sampling de-
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TABLE 1—Prevalence of Complementary and Alternative Medicine (CAM) Use Among
Michigan Adults Within the Previous 12 Months, by Sex

Total (N = 3764), Men (n = 1491), Women (n = 2273),
CAM Therapy % (95% CI) % (95% CI) % (95% CI)

Herbal supplementsa 20.5 (19.1, 21.9) 17.5 (15.4, 19.6) 23.2 (21.3, 25.1)

Special dietsa 12.6 (11.5, 13.7) 11.2 (9.5, 12.9) 13.9 (12.4, 15.4)

Chiropractic therapy 12.2 (11.0, 13.4) 12.2 (10.4, 14.0) 12.2 (10.7, 13.7)

Other dietary supplementsa 10.8 (9.8, 11.8) 8.4 (6.9, 9.9) 13.0 (11.5, 14.5)

Manipulative therapies (e.g., massage therapy, 10.5 (9.4, 11.6) 8.8 (7.2, 10.4) 12.0 (10.6, 13.4)

osteopathic manipulation)a

Large-dose vitamins or mineralsa 8.2 (7.3, 9.1) 6.3 (5.0, 7.6) 9.9 (8.6, 11.2)

Meditation, imagery, hypnosis, or biofeedback 7.2 (6.3, 8.1) 6.6 (5.2, 8.0) 7.7 (6.5, 8.9)

Other mind–body therapies (e.g., tai chi, yoga, 5.1 (4.3, 5.9) 3.1 (2.1, 4.1) 6.9 (5.7, 8.1)

chi gong)a

Energy therapies (e.g., therapeutic touch, reiki)a 4.5 (3.8, 5.2) 3.0 (2.1, 3.9) 5.8 (4.8, 6.8)

Homeopathic, naturopathic, or ayurvedic therapies 3.8 (3.1, 4.5) 3.3 (2.3, 4.3) 4.2 (3.3, 5.1)

Acupuncturea 1.0 (0.7, 1.3) 0.6 (0.2, 1.0) 1.3 (0.8, 1.8)

Other CAM 1.9 (1.4, 2.4) 1.5 (0.8, 2.2) 2.3 (1.6, 3.0)

Any CAMa,b 49.7 (47.9, 51.5) 45.0 (42.2, 47.8) 53.8 (51.5, 56.1)

Note. CI = confidence interval.
aSignificant difference by sex, χ2 test (P < .05).
bReported use of at least 1 CAM therapy in previous 12 months.

sign, we used SUDAAN6 to calculate preva-
lence estimates, 95% confidence intervals,
and χ2 tests and to generate multiple logistic
regressions.

RESULTS

Our study indicated that 49.7% of Michi-
gan adults had used at least 1 CAM therapy
in the previous 12 months (Table 1). The
most frequently used therapies were herbal
supplements (20.5%), special diets (12.6%),
chiropractic therapy (12.2%), and other (non-
vitamin, nonherbal) dietary supplements
(10.8%). CAM use was higher among women
than men both overall (53.8% vs 45.0%) and
within most of the specific CAM therapy
groups.

Our data show that in the previous 12
months, 25.6% of Michigan adults had used
1 CAM therapy, 12.1% had used 2, 6.1%
had used 3, and 5.9% had used 4 or more;
50.3% had not used any CAM (data not
shown). Results of a multiple logistic regres-
sion indicate that the prevalence of any CAM
use was significantly higher among women
than men and among Whites than Blacks,
and that use increased with higher levels of

education and with poorer general health sta-
tus (Table 2).

Nearly half (45.9%) of CAM users had dis-
cussed at least some of their CAM use with
their regular medical doctor. Among them,
the majority (61.3%) had received a recom-
mendation from their doctor for at least some
of the CAM therapies they had used. Approxi-
mately one quarter (24.4%) of all CAM users
had used these therapies to treat a disease or
condition, 6.8% to prevent a disease or con-
dition, 42.5% to promote their overall health,
and the remainder for a combination of the
above or for some other reason. The majority
of CAM users appeared satisfied with these
therapies, finding all of them helpful (83.2%)
or at least some of them helpful (5.8%) (data
not shown).

DISCUSSION

Our estimate that nearly half of all Michi-
gan adults had used at least 1 CAM therapy
in the previous 12 months is somewhat
higher than the 1997 national estimate re-
ported by Eisenberg et al. (42.1%),1 which
may reflect geographic differences, question-
naire differences, or an increase in CAM use

since 1997. We found demographic relation-
ships similar to those reported previously;
that is, higher CAM use among women,
Whites,4 those with more education, and
those reporting poorer health status.7

There are several limitations to this study.
Because of the evolving nature of CAM, defi-
nitions of CAM therapies can be problematic;
what may be considered complementary or
alternative by both professionals and patients
may change over time. Our estimate for the
prevalence of CAM special diets is probably
an overestimate owing to the inclusion of
some medical diets (e.g., diets for diabetes
and high cholesterol). These data were self-
reported and may include reporting errors
related to respondents’ estimation and recall.
These data are also limited by the coverage-
and nonresponse-related errors that affect all
telephone surveys.

We expect the trend of increasing CAM
use to continue, especially as more traditional
medical care providers become more in-
volved. Many managed care organizations
are providing coverage for some CAM thera-
pies,8 medical schools are starting to offer
classes covering aspects of CAM,9 and doc-
tors report referring their patients for CAM
therapies.10 Our finding that fewer than half
of CAM users had discussed their use with
their medical doctor may indicate a need for
further education of both patients and doc-
tors. Given its apparent popularity and poten-
tial effect on the health of the population,
CAM use is an area that should be monitored
by the public health community. This study
represents the first time in Michigan, and to
our knowledge in the United States, that a
module of questions related to CAM has
been included in a state-level BRFSS, illus-
trating that the BRFSS can provide a means
to monitor CAM use.
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TABLE 2—Prevalence and Adjusted Odds Ratiosa of Any Complementary and Alternative
Medicineb (CAM) Use Among Michigan Adults in the Previous 12 Months

Prevalence, % (95% CI) Adjusted Odds Ratio (95% CI)

Age, y

18–24 43.7 (37.7, 49.7) (referent)

25–34 44.7 (40.4, 49.0) 0.89 (0.63, 1.26)

35–44 49.4 (45.6, 53.2) 1.09 (0.78, 1.52)

45–54 54.7 (50.8, 58.6) 1.24 (0.88, 1.74)

55–64 53.7 (49.0, 58.4) 1.30 (0.91, 1.86)

65–74 52.5 (46.9, 58.1) 1.09 (0.73, 1.62)

≥ 75 51.3 (45.2, 57.4) 1.17 (0.77, 1.78)

Sex

Male 45.0 (42.2, 47.8) (referent)

Female 53.8 (51.5, 56.1) 1.49 (1.27, 1.76)

Race

White 51.4 (49.5, 53.3) (referent)

Black 39.2 (34.0, 44.4) 0.59 (0.45, 0.77)

Education

< High school 40.6 (35.1, 46.1) (referent)

High school graduate 44.2 (41.1, 47.3) 1.44 (1.05, 1.98)

Some college 55.0 (51.7, 58.3) 2.32 (1.67, 3.22)

College graduate 54.5 (51.2, 57.8) 2.26 (1.60, 3.19)

Household income, $

< 20 000 48.0 (43.1, 52.9) (referent)

20 000–34 999 48.2 (44.4, 52.0) 0.94 (0.72, 1.23)

35 000–49 999 48.4 (44.0, 52.8) 0.93 (0.69, 1.25)

50 000–74 999 49.7 (45.2, 54.2) 0.93 (0.68, 1.27)

≥ 75 000 52.1 (47.8, 56.4) 0.98 (0.71, 1.35)

General healthc

Excellent 45.0 (40.9, 49.1) (referent)

Very good 50.6 (47.6, 53.6) 1.21 (0.95, 1.53)

Good 49.1 (45.9, 52.3) 1.39 (1.08, 1.78)

Fair 53.5 (48.3, 58.7) 1.86 (1.34, 2.59)

Poor 60.3 (51.7, 68.9) 2.18 (1.35, 3.53)

Note. CI = confidence interval.
aAdjusted odds ratios from a multiple logistic regression, with any CAM use as the dependent variable and age group, sex,
race category, education, household income, and general health status as the independent variables.
bReported using at least 1 type of CAM therapy in the previous 12 months.
cResponse to the question, “Would you say in general your health is excellent, very good, good, fair, or poor?”
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Use of Alternative Health
Care Practices by
Persons With Serious
Mental Illness: Perceived
Benefits
| Zlatka Russinova, PhD, Nancy J. Wewiorski,

PhD, and Dane Cash, BA

Perceived benefit has been identified as an
important factor influencing the decision to
use alternative medicine for various health
problems.1 Although research examining the
use of alternative health care practices in the
treatment of psychiatric disorders has been


