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Abstract
Background—Complementary and alternative medicine (CAM) use is substantial among African-
Americans; however, research on characteristics of African-Americans who use of CAM to treat
specific conditions is scarce.

Objective—To determine what predisposing, enabling, need, and disease state factors are related
to CAM use for treatment among a nationally representative sample of African-Americans.

Methods—A cross-sectional study design was employed using the 2002 National Health Interview
Survey (NHIS). A nationwide representative sample of adult (≥ 18 years) African-Americans who
used CAM in the past 12 months (n= 16,113,651 weighted; n=2,952 unweighted) were included.
The Andersen Healthcare Utilization Model served the framework with CAM use for treatment as
the main outcome measure. Independent variables included: predisposing (e.g., age, gender,
education), enabling (e.g., income, employment, access to care); need (e.g., health status, physician
visits, prescription medication use); and disease state (i.e., most prevalent conditions among African-
Americans) factors. Multivariate logistic regression was used to address the study objective.

Results—Approximately one in five (20.2%) CAM past 12 month users used CAM to treat a
specific condition. Ten of the 15 CAM modalities were used primarily for treatment by African-
Americans. CAM for treatment was significantly (p<0.05) associated with the following factors:
graduate education, smaller family size, higher income, region (northeast, midwest, west more likely
than south), depression/anxiety, more physician visits, less likely to engage in preventive care, more
frequent exercise behavior, more activities of daily living (ADL) limitations, and neck pain.

Conclusions—Twenty percent of African-Americans who used CAM in the past year were treating
a specific condition. Alternative medical systems, manipulative and body-based therapies, as well
as folk medicine, prayer, biofeedback, and energy/Reiki were used most often. Health care
professionals should routinely ask patients about CAM use, but when encountering African-
Americans, there may be a number of factors that may serve as cues for further inquiry.

Corresponding Author: Jamie C. Barner, PhD, College of Pharmacy, The University of Texas at Austin, PHR 3.210B Mail Code A1930,
Austin, TX 78712-0124, jbarner@mail.utexas.edu, (512) 471-5612 (office), (512) 471-8762 (fax).
Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our customers
we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of the resulting
proof before it is published in its final citable form. Please note that during the production process errors may be discovered which could
affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Res Social Adm Pharm. Author manuscript; available in PMC 2011 September 1.

Published in final edited form as:
Res Social Adm Pharm. 2010 September ; 6(3): 196–208. doi:10.1016/j.sapharm.2009.08.001.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Keywords
African-American; Andersen Healthcare Utilization Model; CAM; CAM for treatment
complementary/alternative medicine

INTRODUCTION
Complementary and alternative medicine (CAM) use is substantial among U.S. adults with
estimates ranging from 29 to 68 percent.1–6 The most recent nationally representative estimate
of CAM use in the past 12 months (including prayer) was 62.1 percent,7 and even higher
prevalence has been reported among African-Americans, with 67.6–71.3 percent using CAM.
7,8 Prayer for health reasons, herbals, and deep breathing exercises are the most common
CAMs used by the general population,7 and African-Americans have a similar profile with
prayer for health reasons, herbals, and relaxation emerging as most prevalent.8 CAM use is
common among people with chronic conditions;1,2,7 and African-Americans with chronic
conditions are at least 3 times more likely to use CAM than not.8 In the aforementioned studies,
CAM use was defined as any use in the past 12 months. However, questions still remain,
especially among ethnic minority groups, regarding whether those who have used CAM in the
past year were using it for prevention (e.g., taking megavitamins to prevent a cold or anti-
oxidants to boost the immune system) or to treat a specific condition (e.g., using acupuncture
or chiropractic care for back pain). Understanding more about what factors are associated with
individuals who use CAM for treatment may help clinicians improve their quality of care.

Prior research indicates that CAM is used more as a complement versus an alternative to
mainstream medicine;1,2,9–11 however, as mentioned previously, little evidence exists
regarding use of CAM for treatment. Results from a nationally representative sample showed
that CAM use (without prayer) for treatment (African-Americans vs. whites, respectively) was
most prevalent with alternative-medical systems (e.g., acupuncture, homeopathy) (75.8% vs.
80.1%) and manipulative and body-based therapies (e.g., chiropractic care, massage) (72.3%
vs. 68.6%); while CAM use for prevention was most prevalent with mind-body interventions
(e.g., prayer, relaxation) (70.2% vs. 64.4%). In addition, biologically-based therapies (e.g., folk
medicine, herbals) were used for treatment (or for both treatment and prevention) more often
among whites (56.8%) than African-Americans (49.2%).12 Although use of biologically-based
therapies may have beneficial effects,13–14 concerns exist regarding safety due to lack of
evidence of efficacy, as well as potential side effects and interactions with prescription and
over-the-counter medications.13–20 Among an underserved population, Bazargan et al. found
that both CAM users for treatment and CAM users for prevention shared 2 similar
characteristics: higher perceived racial discrimination and poor health status. In addition, CAM
users for treatment were more likely to experience financial burdens, while CAM users for
prevention were likely to have more education.21

Research on African-Americans use of CAM for treatment is scarce. Moreover, most of the
studies conducted that included African-Americans may not be generalizable because of
focused populations such as women,11 underserved,21 mentally ill, 22–23 and elderly. 24 In
addition, most of the studies did not utilize a theoretical model or control for important
covariates. What is known based on previous studies is that CAM is substantially used by
African-Americans, particularly among those with chronic conditions. African-Americans
tend to use CAM for treatment versus prevention. In addition, patients typically do not disclose
CAM use to their health care providers, nor do health care providers routinely inquire about
CAM use.2,3,10,25,26 Researchers need to address the lack of research in general and use
nationally representative findings in particular to provide the most guidance to clinical
practitioners.
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Theoretical Framework
The Andersen Healthcare Utilization Model was used to assess relationships between
predisposing (individuals propensity to use services), enabling (individual’s ability to access
services), and need (illness level) factors and CAM use for treatment.27 Overall, the literature
shows that several predisposing variables have been consistently related to CAM use including
older age, 1,2,4–7,9 female gender, 2,6,7,28–30 white race, 1,2,9,30–32 higher education, 5–7,
28–30,32–36 and unmarried. 28,34,37 In studies that focused specifically on African-Americans,
the primary predictors of CAM use were similar regarding age and gender, however, African-
Americans with lower education were more likely to use CAM. 38–40 Of note, these studies
utilized convenience samples. Once individuals are predisposed to utilize services, a
mechanism to access the services must be available. These mechanisms, categorized as
enabling factors, have been examined in CAM studies. CAM users typically have higher
income, 1,2,33 poor access (financial or distance) to conventional services, 9,37,38 live in
western regions of the US, 1,2,30,33 have insurance, 9,36,37 have a usual source of care,5,34 and
are employed.33–34 Regarding African-Americans, lower income, urbanicity, living with a
grandparent as a child, comorbidities, influence of family/friends, influence of social groups,
lower access to care, and community group involvement have predicted CAM use.32,36,38,40

Again, most of these factors have been identified in convenience samples. The most immediate
cause of health services use is the patients illness level or their perceived need for care. Overall,
need factors are the strongest predictors of health care utilization.41 Higher use of conventional
services and several disease related variables have been associated with CAM use. They include
chronic and/or multiple health conditions, 3,9,32,35,37,42 lower depression/depressive
symptoms, 31,33 higher prescription medication use,28,43 poorer health status, 5,10,34,37 higher
number of physician visits, 5,9,34,37,42 higher emergency department visits, 5,44 more
preventative health behaviors (e.g., no cigarette use, exercise behaviors), 32–34,36 higher
disease severity,35,44 and higher OTC use.28,37 Among African-Americans, need for care
predictors included higher number of prescription medications, use of a caregiver and current
cigarette smoker.32,45

In addition to these standard Andersen model variables, prior research on CAM use in African-
Americans has shown that including specific disease states adds unique increased explanatory
power.8 This study utilizes a theoretical framework and multivariate model to determine what
predisposing, enabling, need, and disease state factors are related to CAM use for treatment
among a nationally representative sample of African-Americans. The operationalization of the
Andersen conceptual framework for this study is shown in Figure 1.

METHODS
Data Source

The 2002 National Health Interview Survey (NHIS) served as the data source. The NHIS used
complex sampling design and person weights that resulted in a nationally representative
database of all civilian, non-institutionalized persons who resided in the 50 states and the
District of Columbia in 2002, with oversampling for black non-Hispanic participants.46 The
study sample included adult African-Americans who used CAM in the past 12 months. The
following NHIS files were used: Family Core, Sample Adult Core, and the Alternative Health/
Complementary and Alternative Medicine supplement. The University of Texas at Austin
Institutional Review Board approved this study.

Variables
CAM for treatment—The dependent variable in this study was “CAM for Treatment.” The
2002 NHIS participants were asked whether they used 17 different CAM modalities (see Table
1) in the past 12 months. Participants who indicated they had used the CAM modality in the
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past 12 months were asked if they had used it to treat a specific health problem or condition.
If the respondent indicated “yes” to this question, the response was coded as CAM for
Treatment. For those that indicated “no” to this question, CAM may have been used for
prevention of health problems,12 health promotion, health maintenance, or other reasons.
However, the survey question did not provide any specifics for the “no” response. For the
purposes of this study, we used the term “prevention” for these “no” responses. For the prayer
modality, participants who indicated they had a healing ritual or sacrament performed for their
own health in the past 12 months were asked if this was for a specific problem or condition,
but using prayer itself to treat a specific condition was not asked. Only 15 CAM modalities
were included (chelation and hypnosis were excluded) in the analyses because none of the
respondents used chelation in the past 12 months and respondents were not asked if hypnosis
was used to treat a specific problem or condition. As indicated by the theoretical model, a
number of factors were utilized to profile characteristics of African- Americans who use of
CAM for treatment. The following describes the predisposing, enabling, need, and disease state
factors.

Predisposing factors—Age was assessed using the following six categories: 18–24
(reference), 25–34, 35–44, 45–54, 55–64, and ≥65 years of age. For gender, males were the
reference category and marital status was dichotomized as married or not married (reference).
The following five education categories were used: less than 12 years (reference), 12 years
(high school degree), 13–15 years (some college), bachelors degree, and advanced degree. Two
variables were used to capture the number of individuals in the family: family size (total number
of individuals in the household) and living alone dichotomized as yes or no (reference).

Enabling factors—Income was measured using 11 ordinal categories: 0–4,999 (reference)
to 75,000 or greater. Employment status was categorized as not working (reference), working,
and retired. Based on responses to nine types of insurance, insurance coverage was
dichotomized as uninsured (reference) or insured. Access to care was operationalized using
two variables: delay care and unable to afford care. Delay care was dichotomized as no
(reference) or yes based on any positive response to the following reasons: couldn’t get through
on the phone; couldn’t get appointment soon enough; have to wait too long; not open when
you could get there; and no transportation. Unable to afford care was dichotomized as yes or
no (reference). Similarly, usual source of care was dichotomized as yes or no (reference).
Health care seeking behavior was operationalized using responses regarding the last time the
respondent sought care: never, less than one year, or greater than or equal to one year
(reference). Geographic region was comprised of four categories: south (reference), northeast,
midwest, and west.

Need factors—The medical conditions variable, which served as a proxy for disease burden,
was the total count of “yes” responses to the question, “During the past 12 months have you
had…” or “have you been told that you have…” for 37 different conditions provided in the
NHIS.46 Depression/anxiety, prescription medication use, and over the counter (OTC)
medication use were all dichotomized as yes or no (reference). Health status change over the
past 12 months was categorized as better, worse, or about the same (reference). Medical visits
to a doctor or other health professional and emergency room visits were both categorized using
an eight-point scale (0=none, 8= greater than or equal to 16). Preventive health behavior was
operationalized using three measures: prevention care, current smoking status, and exercise
frequency. Prevention care was measured as yes or no (reference) based on respondents
indicating whether they had received prevention care or used one of six places (clinic,
physician, HMO, emergency department, outpatient department, other place) for prevention
care. Current smoking status was dichotomized as yes or no (referent). Exercise frequency was
assessed by how often the respondents engaged in at least ten minutes of vigorous activity
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using the following three categories: “never/unable” (referent), “zero, one, or two times per
week,” and “greater than three times a week.” The same categorization scheme was used for
engaging in a moderate or strength exercise activity for ten minutes. Activities of daily living
(ADL) limitations were categorized as no (referent) or yes if respondents indicated that they
had experienced any degree of limitation for 12 activities. Use of a caregiver at home by the
respondent was dichotomized as yes or no (referent).

Disease state factors—Although total number of medical conditions was included among
the need factors, as mentioned previously, prior research on CAM use in African-Americans
showed that including specific disease states to the Andersen model added unique increased
explanatory power.8 Disease state factors in this study were derived by using the NHIS database
to determine the most prevalent (at least 10% prevalence) disease states (or medical conditions)
among African Americans. The following 13 disease states were included as factors in the
model: anxiety/depression, arthritis, diabetes, fatigue, high cholesterol, hypertension,
insomnia, lower back pain, neck pain, pain/aching joints, recurring pain, severe/migraine
headache, and sinusitis.

Data Analysis—Logistic regression was employed and the analysis was conducted using
Proc Surveylogistic in SAS 9.1.3 SP4, which accounts for the NHIS complex sampling design.
Individual sample weights were also used to represent US civilian non-institutionalized adults.
46 The Wald chi-square test was used to control for the simultaneous effects of all of the
variables included in the model in order to determine individual net effect and utilize adjusted
odds ratios for each predictor variable to interpret study results. An a priori p-value of 0.05
was chosen. To address missing data, multiple imputation using SAS Proc MI and Proc
MIanalyze were used. Specifically, 10 datasets with different imputed missing values were
created using Proc MI and, using the survey weights, logistic regression was employed with
the 10 imputed datasets. Proc MIanalyze was used to calculate 10 estimates for each parameter
and then computes an adjusted t-test statistic. An additional joint test of the 12 coefficients
being zero was also performed to test whether the disease states added additional explanation
to the standard Andersen model.

RESULTS
Individual Modalities

Of the 4,256 total NHIS CAM survey respondents, 2,952 (69.4%) used CAM in the past 12
months. Of these (n= 2,952 unweighted; n=16,113,651 weighted) individuals, 610 (20.2%)
(n=3,261,809 weighted) used CAM to treat a specific condition. The study sample and CAM
modalities used for treatment have been described in a previous paper.8 In brief, of the 15 CAM
modalities that inquired about treatment, 10 were used primarily (≥50%) for treatment, while
the remaining 5 were used for prevention (See Table 1). Thus, the majority of individual CAM
modalities were used to treat a specific condition. Alternative-medical systems (i.e.,
acupuncture, ayurveda, homeopathic treatment, and naturopathy) and manipulative and body-
based therapies (i.e., chiropractic care and massage) were used for treatment by at least 75
percent of those who used the respective CAM therapies in the past 12 months. Less than 50
percent of African-American CAM (past 12 month) users used biologically-based therapies
(i.e., herbals, special diets, megavitamins) for treatment, with the exception of folk medicine,
which was used for treatment by >75 percent (78.3%) of African-Americans who used this
modality in the past 12 months. Some mind-body therapies [i.e., relaxation (76.3%), yoga/tai
chi/qi gong (83.4%)] were used primarily for prevention, while other mind-body therapies [i.e.,
biofeedback (81.9%), prayer (66.3%), and energy healing/Reiki (58.6%)] were primarily used
for treatment.

Barner et al. Page 5

Res Social Adm Pharm. Author manuscript; available in PMC 2011 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Factors Related to CAM Use for Treatment
The purpose of this study was to determine what predisposing, enabling, need for care, and
disease state factors are related to CAM use for treatment among a nationally representative
sample of African-Americans who used any one of 15 CAMs in the past 12 months (see Table
2). Of the 6 predisposing factors from Andersen’s model, the 2 factors significantly (p<0.05)
related to CAM for treatment were education and family size. African-Americans who were
college-educated [Advanced degree (OR=1.98, p=0.008)] and had smaller family sizes
(OR=0.86, p=0.003) were more likely to use CAM for treatment. Of the 8 enabling factors, 2
had a significant relationship to CAM for treatment: income and region. Individuals with higher
incomes (OR=1.07, p=0.016) were more likely to use CAM for treatment. Compared to the
south, respondents in other regions were more likely to use CAM for treatment: northeast
(OR=1.82, p<0.0001); midwest (OR=1.45, p=0.004); west (OR=1.88, p<0.0001). Of the 12
need factors, 6 were significantly related to CAM for treatment. While respondents who
engaged in preventative care were less likely to use CAM for treatment (OR=0.58, p=0.039),
respondents more likely to use CAM for treatment: had depression/anxiety (OR=1.93,
p<0.0001); had more physician visits (OR=1.08, p=0.016); were engaged in vigorous exercise
0–2 times per week (OR=1.46, p=0.027), vigorous exercise ≥3 times per week (OR=1.67,
p=0.001) (compared to never/unable); had at least one ADL limitation (OR=1.46, p=0.015);
and had neck pain (OR=1.68, p=0.002). Additionally, as was shown in a previous study, 8 an
F-test of the joint hypothesis that adding disease states to the model was significant.

CAM for Treatment Without Prayer
Because of its prevalence in CAM use among African-Americans and the general population,
additional analyses were conducted excluding prayer. Results indicate that characteristics of
African-American CAM users were very similar to those who used prayer, with 4 factors
changing their significance status: prevention care (OR=0.62, p=0.074) and ADL limitations
(OR=1.31, p=0.55) were no longer significant, whereas moderate activity ≥3 times per week
(OR=1.40, p=0.024) emerged as significant. Lastly, in addition to neck pain, lower back pain
(OR=1.39, p=0.036), emerged as significant when prayer was excluded.

DISCUSSION
Individual Modalities

The majority of CAM modalities (10 out of 15) were used by African-American CAM users
(past 12 months) primarily for treatment. All 4 of the alternative-medical systems modalities
(i.e., acupuncture, ayurveda, homeopathic, and naturopathy) were used for treatment by at least
75 percent of African-Americans who used these in the past 12 months. Not surprisingly, both
of the manipulative and body-based therapies [i.e., chiropractic (94.3%) and massage 53.2%)]
were used by the majority of African-Americans for treatment purposes as well. Our findings
are congruent with previous studies that show that most African-American users of alternative-
medical systems (e.g., acupuncture)12,47 and chiropractic care and massage12 employ these
modalities for treatment purposes. Thus, health care providers, when treating African-
Americans using alternative-medical systems, should suspect other mainstream therapies are
also being used to treat the condition. Of the 5 mind-body therapies, 3 [biofeedback (81.9%),
prayer (66.3%), and energy healing/Reiki (58.6%)] were used primarily for treatment.
However, another study, which also used the same NHIS data source, found that, among the
general population and African-Americans, mind-body therapies were primarily used for
prevention (72% vs. 73%, respectively).12 Even though the data source was the same, this
discrepancy may be attributed to different methodologies: our study included prayer, whereas
theirs did not. The role of prayer is discussed in the next section. Although, overall, the
biologically-based therapies were used primarily for prevention, folk medicine (78.3%) was
most often used for treatment, followed by herbals (48.9%). The literature supports a higher
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prevalence of folk medicine (sometimes referred to as “home remedies,” or “traditional
medicine”) in ethnic minority populations.40 In one multivariate study investigating older
adults, African-Americans were almost 3 times more likely to use home remedies for health
reasons when compared to whites. Although the study did not specifically indicate home
remedy use for prevention or treatment, the multivariate model indicated that increased home
remedy use was significantly associated with more chronic conditions and higher pain severity,
24 supporting the speculation that home remedies were likely used for treatment. Another
multivariate study assessed home remedy use among older adults with diabetes and found that
African-Americans were significantly more likely than whites to use non-food home remedies
for health self-management.48 Additionally, Xu et al. revealed that African-Americans were
more likely to use traditional medicine (e.g., folk medicine, home remedies) as an alternative
to mainstream medicine.47 Because of the widespread use of home remedies among African-
Americans and the possibility that they are being used as an alternative, health care providers
should inquire about home remedies and how these modalities are incorporated into their health
care practices.

Prevalent Modalities
Although some of the CAM modalities were used by the vast majority of African-American
users for treatment [e.g., ayurveda (100%), naturopathy (87.8%)], these modalities were used
by a very small percentage of African-Americans overall. It is important to focus on the most
prevalent CAM modalities (i.e., prayer, herbals, relaxation) used by African-Americans8 since
clinicians are more likely to encounter these patients. These prevalent modalities fall into 3
use categories: primarily treatment (prayer 66.3%), both treatment and prevention (herbals
48.9% vs. 51.1%), and primarily prevention (relaxation 76.3%). Religion and spirituality are
predominant in African-American culture and have been influential in guiding healthcare
decisions and behaviors, 49,50 with one study documenting prayer as the most prevalent form
of self-help therapy Among African-Americans 51 Another study reported that African-
American women who used religion/spirituality (e.g., prayer) for health reasons were more
likely to see a physician for their health problems, implying complementary behaviors; and
they also tended to use religion/spirituality to treat serious conditions such as cancer, heart
disease, osteoporosis, and depression.52 In this same study, African-American women were
more likely to turn to religion/spirituality when consistent with their beliefs, if they were
inclined to more natural approaches to health, if they experienced medication-related problems,
as well as if they had childhood influences.52 Questions still remain regarding how African-
Americans use prayer for treatment. For example it is not known whether prayer is used as a
complement or an alternative and whether the use of prayer results in a delay in treatment
seeking? Since prayer was one of the predominant forms of CAM used for treatment by
African-Americans, it is important for health care providers to engage patients in a dialogue
regarding use of prayer to treat specific conditions so that they may be better informed about
how to incorporate spirituality into their self-care practices.

Almost half of African-Americans who used CAM in the past 12 months used herbals for
treatment. Kennedy found a positive relationship between prescription and over-the-counter
medication use and herbals, which suggests complementary behaviors. However, herbal users
were also more likely to delay or avoid care due to lack of monetary resources, which suggests
a substitutive pattern.53 More research is needed to determine how specific herbals are being
used by African-Americans and the extent to which they result in substitutive practices. In this
study, relaxation was used primarily for prevention. The paucity of studies on relaxation and
African Americans makes it difficult to put these findings into context. Perhaps, African
Americans use of relaxation for prevention was for reducing stress, a known cause of illness.
Thus, the role of relaxation for prevention among African-Americans also warrants further
investigation.
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Factors Related to CAM Use for Treatment
This study’s multivariate analyses, using the Andersen model framework, revealed several
characteristics of African-Americans who used CAM for treatment. Although previous
convenience sample studies including only African-Americans showed that lower education
was significantly related to CAM use,38–40 this study revealed that African-Americans who
were educated with an advanced degree were predisposed to using CAM to treat a specific
condition. These results are congruent with other CAM use studies that were large and included
various population groups.1–3,5,7,39,48 This also shows that African-Americans are more
similar to the general population in this respect. African-Americans with advanced degrees
may be more aware of and more likely to investigate alternative therapies such as acupuncture,
ayurveda, naturopathy, and biofeedback, which were shown in this study to be used primarily
for treatment. African-Americans who had fewer family members were more predisposed to
use CAM for treatment, which reflects findings from other studies where being unmarried was
associated with CAM use.28,34,37

Regarding enabling factors, higher income and living in regions outside of the south were
significant. It is likely that higher income was associated with higher education levels, both of
which lead to increased access to care. Since a number of alternative therapies are not covered
by insurance, individuals may need more disposable income to cover expenditures for these
services. As shown in other studies, areas outside of the south (primarily the west)1,2,30,33
were more likely to use CAM. Perhaps ethnic cultural influences (e.g., Asian, European) in
these areas of the US were more likely to be diffused into the African-American culture.

As is typical with the Andersen model, need factors are the main impetus for seeking care and
this held true for our study. While other studies of the general population showed CAM use
was associated with lower depressive symptoms, 31,33 African-Americans who suffer from
anxiety and depression were almost twice as likely to use CAM for treatment. According to
Unutzer et al. and Kessler et al., nonelderly adults with anxiety and depression tend to use
spiritual practices, relaxation, and herbs to treat mental health conditions22,23 (which coincides
with the most prevalent CAMs used by African-Americans in the past 12 months). This is an
important observation since minorities, in particular African-Americans, are less likely to seek
primary care or specialists to address mental health issues.55 Additionally, African-American
women who used religion/spirituality were more likely to use it as a treatment for depression
compared to those who did not use religion/spirituality for health reasons.52

Consistent with other studies, 5,9,34,37,42 the results of this study also showed that African-
Americans who used CAM for treatment may have poorer health status as they were more
likely to have physician visits and ADL limitations. However, the temporal order of this
relationship is unclear. CAM use may have resulted in disability either because of substitutive
behaviors or adverse reactions. It is also possible that “sicker” African-Americans were more
likely to use CAM: because of failed treatment from mainstream medicine; or to “enhance” or
complement mainstream medicine. While our sample was less likely to engage in preventive
care activities, they were more likely to engage in exercise behaviors. Other studies have shown
CAM users are typically non-smokers and exercisers. 32–34,36 The positive relationship
between exercise behavior and CAM suggests that although African-Americans who use CAM
for treatment may be sicker, they are also more likely to engage in health conscience behaviors
such as exercise. This “health conscious” attitude was also reflected in a study of African-
American women.52 Regarding disease states, CAM users (with prayer) were more likely to
have neck pain, and when prayer was excluded from CAM use, lower back pain emerged as
an additional significant predictor. Other studies also support the correlation between CAM
use and having chronic conditions related to pain.24,52,54 When encountering patients who
suffer from chronic pain, health care providers should suspect and therefore ask the patient if
any type of CAM is being used to treat their condition. The addition of disease states to the
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Andersen model resulted in a unique and significant explanation. It is important to note that
African-Americans were not likely to use CAM to treat chronic disease states that are highly
prevalent (and have effective traditional medical treatments) such as hypertension,
dyslipidemia, and diabetes.

African-Americans are not only substantial users of CAM, they also use the majority of
modalities for treatment. Although a number of clinical trials using CAM are underway,
questions still remain regarding the risks/benefits of CAM use for treating various conditions.
Health care professionals should routinely ask about CAM use, but when encountering African-
Americans, several characteristics may serve as cues for further inquiry. “Health conscious,”
educated and higher income individuals, as well as those who have frequent physician visits
are more likely to use CAM for treatment. In addition, African-Americans who suffer from
anxiety and depression will more likely use prayer, herbals, and relaxation to treat their
condition.22.23 Since prayer and spirituality are commonly used by African-Americans as a
form of treatment, health care professionals should engage patients to understand what role
they play in their health care management. Establishing a partnership built on understanding
of and respect for their beliefs may lead to more information sharing between patients and
providers. With knowledge of CAM use, providers are better able to monitor conditions for
both positive and negative outcomes, as well as share clinical evidence regarding CAM use.

Limitations
Although the main strengths of this study were the use of a nationally representative sample
of African-Americans and a theoretical model, several limitations still exist. As mentioned
previously, CAM for treatment “no” responders used CAM in the past 12 months, but it is
unknown whether they were using it for prevention or for other reasons. Prayer as a form of
CAM treatment may have been underestimated in this study because the question regarding
treatment was only asked of participants who indicated they had a healing ritual or sacrament
performed for their own health in the past 12 months (weighted n=635,210) as compared to
all African-Americans who used prayer in the past 12 months (weighted n=14,471,491).
Additionally, use of CAM may have been underestimated because terms such as “home
remedies” and culturally sensitive examples familiar to African-Americans were not used.
Secondary database analyses are limited to available information. Thus, other variables such
as acculturation, urbanicity, living with a grandparent as a child, and influence of family/
friends, that have been associated with CAM use among African-Americans were not available
in this study.32,36,38,40 As with any survey, respondents may not have interpreted questions
as intended, however, NHIS has a history of surveying individuals using reliable and valid
methodology.

Conclusions
African-Americans use the majority of CAM modalities to treat a specific condition, in
particular alternative-medical systems and manipulative and body-based therapies, as well as
folk medicine, prayer, biofeedback, and energy/Reiki. Multivariate analyses revealed a number
of factors (e.g., educated, higher income, anxiety/depression, physician visits) related to CAM
for treatment that health care professionals might consider using as cues for further inquiry.
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Figure 1.
Study Model
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