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TABLE 2–Results of Multinomial Regression for Degree of Mobility Limitation, by Use 
of Complementary and Alternative Medicine: United States, 1999a

Relative Risk Ratiob (SE)

Mobility Function (With ICF Codes) Did Not Use Used CAM, Used Prayer With
and Degree of Limitation Any CAM but Not Prayer or Without Other CAM

Changing and maintaining body 

position (ICF a410–a415)

No limitation 1.00 0.52 (0.03) 0.49 (0.02)

Mild–moderate limitation 1.00 2.13 (0.13) 2.07 (0.11)

Severe–complete limitation 1.00 1.66 (0.12) 1.96 (0.12)

Carrying, moving, and handling 

objects (ICF a430–a449)

No limitation 1.00 0.59 (0.03) 0.53 (0.03)

Mild–moderate limitation 1.00 1.89 (0.13) 1.97 (0.13)

Severe–complete limitation 1.00 1.44 (0.11) 1.81 (0.12)

Walking and moving around 

(ICF a450–a455)

No limitation 1.00 0.92 (0.06) 0.71 (0.04)

Mild–moderate limitation 1.00 1.15 (0.09) 1.33 (0.09)

Severe–complete limitation 1.00 1.00 (0.09) 1.52 (0.11)

Note. CAM = complementary and alternative medicine; ICF = International Classification of Functioning, Disability, and Health.
aOther variables in models were sex (male, female), race and Hispanic origin (non-Hispanic White, Hispanic, non-Hispanic
Black, Other), change in health in the past 12 months (better, same, worse), and age (18–24, 25–34, 35–44, 45–54, 55–64,
and 65 years and older).
bRelative risk ratios are significantly different from the reference category (P < .05, 2-tailed test) unless italicized. In no case
are the relative risk ratios for different degrees of limitation significantly different from each other.

test, P < .05); (2) among persons with mobil-
ity limitations, there was no significant differ-
ence in the use of prayer as CAM between
those with mild-moderate limitations and
those with severe-complete limitations;
(3) these findings applied to each of the 3
mobility types considered.

Both functional status and the use of
prayer as CAM are related to other personal
characteristics, including gender, age, race/
ethnicity, and health status.6,7 To investigate
the possible confounding effects of these rela-
tionships, additional analyses were conducted
using multinomial logistic regression. Models
of CAM use were estimated for each of the 3
ICF mobility functions, with mobility limita-
tions (none, mild-moderate, severe-complete)
as the predictor variables, and controls for
sex, age (18 to 24, 25 to 34, 35 to 44, 45 to
54, 55 to 64, and 65 years and older), His-
panic origin and race (non-Hispanic White,
Hispanic, non-Hispanic Black, and Other),
and change in health status in the past 12
months (better, same, worse). The relative

risk ratios and their standard errors are
shown in Table 2. The relative risk ratio is
the “risk” of using the type of CAM in the
column heading relative to the risk of using
no CAM.

Focusing on the use of prayer with or with-
out other CAM, the findings are consistent
with those from Table 1; that is, even with
statistical controls for possible confounders,
limitations on mobility function are associated
with more frequent use of prayer for CAM;
and among those with a limitation, the degree
of limitation is not significantly related to the
use of prayer.

In conclusion, using prayer as CAM is
more common among persons with mobility
limitations (approximately 20%) than among
persons without such limitations (approxi-
mately 12%). Given this finding, providers
who serve persons with mobility limitations
should consider adopting an orientation of
“religious pluralism.”2 Further studies should
examine the relationship of CAM to other
functional limitations.
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Prevalence Study of
Concurrent Use of
Complementary and
Alternative Medicine in
Patients Attending
Primary Care Services in
Scotland
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The increasing use of complementary and al-
ternative medicine (CAM) by the general pop-
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FIGURE 1—Concurrent versus lifetime CAM use in 1174 patients attending primary care
services in September 2000.

ulation1–5 reflects a potentially positive in-
volvement with self-care. This report de-
scribes the prevalence of CAM use in patients
attending 6 different practices in Scotland.
The findings indicate that CAM use in pri-
mary care attenders is even greater than in
the general population.

METHODS

We selected 6 Scottish practices to repre-
sent a range of socioeconomic deprivation
and rurality (2 city, 2 small-town, and 2 rural
practices in the Grampian and Tayside re-
gions), a varied list size (1474 to 10896, av-
erage 6717), and a differing extent of provi-
sion of CAM within the practice.

Four hundred consecutive patients attend-
ing each practice in the same week in Sep-
tember 2000 were invited to complete a
postal questionnaire. A postpaid reply enve-
lope was included. Responses from those at-
tending for someone else and those younger
than 18 years, as well as duplicate and incom-
plete questionnaires, were excluded from
analysis.

Complying with recommendations by Har-
ris and Rees1 to include CAM remedies in
prevalence studies, we included such remedies
and gave the following definition: “Comple-
mentary and alternative medicines are: Any
treatments, self-help techniques or remedies
which are not normally provided by doctors
and other healthcare professionals in the [Na-
tional Health Service]. Many different thera-
pies and remedies are available—such as
acupuncture, aromatherapy, chiropractic,
herbalism, homeopathy, hypnotherapy, os-
teopathy, reflexology, psychotherapy [all “ther-
apies”] and homeopathic remedies (like arnica,
chamomilla), flower essences (like Rescue
Remedy, Bach Flower Essences [Nelsonbach,
London, England), aromatherapy oils, herbal
medicines (like St. John’s wort, echinacea, va-
lerian), and nutritional supplements (like vita-
min C, cod-liver oil, evening primrose oil, glu-
cosamine) [all “remedies”].” Concurrent use
was defined as use within the previous month.

The cover letter, signed by one of the gen-
eral practitioners in each practice, said the
study was designed “to find out how many of
our patients are using complementary and al-
ternative medicine. This will allow us to be-

come more informed about the choices our
patients make in their own healthcare and to
provide the best service for you.” Patients
were encouraged to fill in the questionnaire
whether or not they had used CAM.

Two postal reminders were sent to nonre-
sponders. Data were analysed using SPSS
version 10.1 (SPSS Inc, Chicago, Ill).

RESULTS

A total of 1987 eligible patients received a
postal questionnaire (patients younger than 18
years and those attending on behalf of others
were excluded). Of these, 1523 (77%) re-
sponded; 348 responses were incomplete; and
1174 responses (59%) were available for anal-
ysis. Responders were older than nonrespon-
ders (mean [SD] age 54 [17] vs 43 [18] years,
P<.005). Of the responders, 64.7% were fe-
male and 35.3% were male. This was repre-
sentative of health center attenders in the re-
spective practices. There was no sex difference
between responders and nonresponders.

CAM Use
Of the responders, 39% reported concur-

rent use of CAM therapies/remedies. Of
these, 18% had used 1 or more CAM thera-
pies and 36% had used 1 or more CAM
remedies. Concerning lifetime use, 71% of re-
sponders reported ever using CAM therapies/
remedies, 48% of the responders had used 1
or more CAM therapies, and 64% had used
CAM remedies (Figure 1).

The proportion of patients reporting con-
current CAM use varied between practices
from 23% to 44%. The range for therapies

was 9% to 25%, and the range for remedies
was 21% to 43%. One practice consistently
showed the lowest CAM use; it was an inner-
city practice in a deprived area where none of
the general practitioners offered CAM.

There were significant linear trends in re-
ported CAM use, the proportion of users de-
clining with increasing age (χ2, P<.005), lower
educational attainment (χ2, P<.005), and
household income (χ2, P<.005) (Figure 2).
Women were using CAM significantly more
than men (χ2, P<.005) (Figure 3).

DISCUSSION

This study demonstrates a high level of
concurrent use of CAM by patients attending
primary care health centers. Lifetime CAM
therapy use in primary care patients was even
higher (48%) than in the general population
surveyed in one of the areas of the study
(Grampian) only 10 months before our study,
when 41% reported lifetime use.5 Sampling
bias could be responsible for this difference
even though the cover letter by the general
practitioner in each practice encouraged a re-
sponse whether or not CAM was being used.

The influence of sociodemographic factors
on CAM use was comparable to that found in
other studies in the United Kingdom.2,3 De-
tailed comparison with other CAM use preva-
lence studies is difficult because varied defini-
tions, methods, and populations have been
used.

Younger patients were underrepresented
among responders compared with nonrespon-
ders. This response bias may have influenced
the reported rates of CAM use. However,



American Journal of Public Health | July 2003, Vol 93, No. 71082 | Research and Practice | Peer Reviewed | Burke et al.

 RESEARCH AND PRACTICE 

0

10

20

30

40

50

60

70

80

90

100

Male Female

P
e

rc
e

n
ta

g
e

 o
f 

R
e

sp
o

n
d

e
n

ts

1

          Concurrent therapy use
Concurrent remedy use
Lifetime therapy use
Lifetime remedy use

FIGURE 3—CAM use by sex in 1174 patients attending primary care services in
September 2000.
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FIGURE 2—Variance in CAM use by
(a) age, (b) weekly household income,
and (c) educational level in 1174
patients attending primary care
services in September 2000.
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Traditional Medicine in
China Today:
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In the United States, traditional Chinese
medicine (TCM) is recognized by the Na-
tional Institutes of Health as an effective
complementary and alternative medicine
modality, widely used by consumers and
growing as a profession.1–3 Ironically, while
TCM is expanding in the United States, it
may be contracting in China as a result of
dramatic health care reforms and changing
cultural values. There is, however, little in-
formation in Western literature explicitly de-

even in the unlikely event that all nonrespon-
ders were not CAM users, the level of concur-
rent CAM use would still be substantial at
23%, and lifetime use at 42%.

Concurrent CAM use is common among
primary care attenders. Routine recording of
CAM use in the medical history is recom-
mended to allow a more integrated approach
to patients’ care.
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