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Abstract

Objectives: Existing studies on the use of complementary and alternative medicine (CAM) have produced diverse
results regarding the types and prevalence of CAM use due, in part, to variations in the measurement of CAM
modalities. A questionnaire that can be adapted for use in a variety of populations will improve CAM utilization
measurement. The purposes of this article are to (1) articulate the need for such a common questionnaire; (2) de-
scribe the process of questionnaire development; (3) present a model questionnaire with core questions; and
(4) suggest standard techniques for adapting the questionnaire to different languages and populations.
Methods: An international workshop sponsored by the National Research Center in Complementary and
Alternative Medicine (NAFKAM) of the University of Tromsø, Norway, brought CAM researchers and practi-
tioners together to design an international CAM questionnaire (I-CAM-Q). Existing questionnaires were critiqued,
and working groups drafted content for a new questionnaire. A smaller working group completed, tested, and
revised this self-administered questionnaire.
Results: The questionnaire that was developed contains four sections concerned with visits to health care pro-
viders, complementary treatments received from physicians, use of herbal medicine and dietary supplements, and
self-help practices. A priori–specified practitioners, therapies, supplements, and practices are included, as well as
places for researcher-specified and respondent-specified additions. Core questions are designed to elicit frequency
of use, purpose (treatment of acute or chronic conditions, and health maintenance), and satisfaction. A penultimate
version underwent pretesting with ‘‘think-aloud’’ techniques to identify problems related to meaning and format.
The final questionnaire is presented, with suggestions for testing and translating.
Conclusions: Once validated in English and non-English speaking populations, the I-CAM-Q will provide an
opportunity for researchers to gather comparable data in studies conducted in different populations. Such data
will increase knowledge about the epidemiology of CAM use and provide the foundation for evidence-based
comparisons at an international level.

Introduction

Despite the prominence of Western biomedical practice
and its diffusion around the globe in the past century,

many of the world’s people—including those in North

America and Europe—either rely solely on complementary,
alternative, or traditional systems of medicine and natural
products, or combine them with Western biomedicine. Prac-
tices that arise from traditions other than Western biomedi-
cine or are practiced outside the domain of conventional
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medicine have been classified as complementary and alter-
native medicine (CAM) in the Western world. CAM use
includes the adherence to traditional (e.g., Ayurvedic) or al-
ternative (e.g., homeopathic) medical systems that include
specific healers, therapies, and medications, as well as the
use of specific individual therapies, self-help practices, or
remedies.

Several national surveys provide evidence of the wide-
spread use of CAM.1 In the 2002 National Health Interview
Survey (NHIS) in the United States, 36% of adults reported
receiving or using some form of CAM therapy in the previ-
ous year; the number rose to 62% if prayer for health was
counted as CAM.2 A compilation of several surveys of CAM
use in the Scandinavian countries found that 12%–21% of
persons surveyed reported CAM use in the past year.3

While a growing literature exists documenting such CAM
practices, it is difficult to compare findings across studies
and across countries because of differences in the way CAM
use is measured. To address the problem of CAM measure-
ment, a workshop was convened in 2006 by the National
Research Center in Complementary and Alternative Medi-
cine (NAFKAM), University of Tromsø, Norway, to develop
a common questionnaire that could be used across popu-
lations and countries. The purpose of this article is to (1)
articulate the need for such a common questionnaire; (2) de-
scribe the process of questionnaire development; (3) present
a model questionnaire, and (4) suggest standard techniques
for adapting the questionnaire to different languages and
populations.

Background: Need for a Common Instrument

Existing methods for assessing CAM use make compari-
sons across populations difficult and are probably at the
root of many seemingly contradictory findings on preva-
lence of use. Some of these difficulties arise from sampling:
Different studies focus on different types of populations. For
example, within studies of persons with arthritis, studies
focused on clinic samples find as many as 90% of patients
reporting regular use of CAM.4 In contrast, national and
regional population-based surveys find rates of CAM use to
be considerably lower.5,6

Difficulties in cross-study comparisons arising from sam-
pling differences are compounded by measurement issues.
Some studies have presented respondents with a list of ther-
apies or CAM remedies, other studies have used more open-
ended questions, and still other studies have used a single
closed question on CAM use in general. It is impossible to
know if these three approaches elicit equally thorough in-
ventories of use. The list approach may result in an inflated
estimate of use as respondents are ‘‘cued’’ by the list, and
use measures depend on what is included on the list. For
example, surveys of rural older adults with diabetes using
lists that include a wide variety of home remedies have
found higher CAM use than other surveys that exclude home
remedies.7 Lumping CAM remedies or therapies into broad
categories (e.g., ‘‘Herbs’’ or ‘‘Manipulative Therapies’’) may
result in lower use estimates than splitting the modalities
into multiple discrete items (e.g., ‘‘Ginseng’’ and ‘‘Echinacea,’’
or ‘‘Chiropractic’’ and ‘‘Shiatsu’’). Open-ended formats or
a single closed question, in contrast, may result in under-
estimating CAM use because of respondents’ failure to re-

member CAM use or because they do not consider their
practices to be CAM.

Another difficulty in comparing prevalence rates is that
studies differ in their definitions of CAM.8 Some studies in-
clude only visits to CAM practitioners,9 while other studies
include visits to CAM practitioners and self-medication using
CAM practices and remedies, the use of which has been
found to be as extensive as visits to CAM practitioners.10

A final aspect of measurement that hinders cross-study
comparison is the timeframe for response. Many research-
ers11,12 ask if a respondent has ‘‘ever used’’ a CAM modality.
These studies tend to show high rates of lifetime use. Other
studies try to identify ‘‘current use.’’ This is sometimes spec-
ified as in the past 12 months7,13 or as during the course of an
illness.14

All of these issues regarding sampling and measurement
suggest that the use of a common, standard questionnaire
will facilitate comparisons between studies. Such a question-
naire will, of necessity, need to include a set of core questions
that are relevant across cultures. While this will not replace
questionnaires developed for particular reasons by research-
ers, a standard questionnaire with core questions will pro-
vide researchers who are trying to assess CAM use relative to
other studies with a place to start.

The Process of Developing an International
CAM Questionnaire

A 2-day workshop of 35 participants was held in Som-
marøy, Norway, September 13–15, 2006, to develop a stan-
dard questionnaire. The workshop was sponsored by the
National Research Center in Complementary and Alter-
native Medicine (NAFKAM) of the University of Tromsø,
Norway, and the Norwegian Research Council. Participants
were drawn from a range of backgrounds, including re-
searchers with varied kinds of training (anthropology, soci-
ology, nursing, health services, medicine, public health,
and pharmacy) and expertise (survey design, questionnaire
construction, and cross-cultural research). All workshop
participants were required to have had personal research
experience in the area resulting in peer-reviewed publication
of their work. Some participants also had clinical experience
with conventional or alternative=traditional medicine (e.g.,
homeopathy, acupuncture, herbal medicine, energy heal-
ing, or Traditional Chinese Medicine [TCM]) or both (e.g.,
physicians practicing integrative medicine). Researchers
represented the English-speaking countries of the United
States, Canada, Great Britain, and Australia, as well as the
non-English speaking countries, Norway, Germany, Sweden,
and Denmark. Observers from the World Health Organiza-
tion (WHO) and NAFKAM also attended the workshop.

Prior to the workshop, attendees circulated existing stan-
dardized questionnaires used in a variety of studies that re-
sulted in peer-reviewed publication of the studies. These
included local indepth studies of specific populations,7,15–19

broader studies of larger populations,20–22 and such national
studies as the United States National Health Interview Survey
2002, which contained a module specifically on complemen-
tary and alternative medicine use.2 These questionnaires were
reviewed by participants for content and structure.

The workshop was structured to include plenary talks
designed to highlight the issues necessitating standardized
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questionnaires for CAM research. The participants were then
divided into four working groups representing different as-
pects of CAM: (1) personal encounters with CAM providers;
(2) use of herbal medicine and dietary supplements; (3) other
nonencounter methods; and (4) traditional medicine (as de-
fined by the World Health Organization). These working
groups met, initially considered the boundaries of their do-
mains of CAM, and then developed questionnaire items to
be included on a standard questionnaire. Through a series of
meetings of working groups as well as plenary meetings,
these questionnaire items were revised over the course of
the workshop to achieve uniformity in format and reduce
overlaps in the material. At the end of the workshop, a
writing group was formed with representatives of the sep-
arate working groups. This writing group was assigned to
continue to revise the document after the workshop and to
draft a manuscript reflecting the purpose and content of the
standard questionnaire. The writing group was to do limited
pretesting of the questionnaire, but it was recognized that
establishing its validity and reliability would be a long-term
goal to achieve after the questionnaire was disseminated to
other researchers.

In the course of developing the standard questionnaire,
goals were set concerning the final questionnaire. The first
goal was that the questionnaire be culture-neutral—not ori-
ented to any particular form of medical care, to any country,
or to any cultural tradition. This meant that conventional
medicine should not be used as a standard and that any
particular forms of CAM should not be privileged. The sec-
ond goal was that it be accessible to both laypersons (the
respondents) and personnel administering the questionnaire
(researchers or practitioners). To achieve this, the question-
naire was designed to be either self-administered, for literate
populations, or interviewer-administered, for low-literacy
populations. Sufficient instructions and formatting were to
be provided to assist nonresearchers in collecting data from
their patient populations.

Several decisions were made about the content and for-
mat. Deliberate decisions were made to construct and pres-
ent a general questionnaire first, which could be followed
later by disease-specific questionnaires aimed at CAM use
for conditions such as cancer and arthritis. The issue of
whether the questionnaire should be a single general closed
question, be open-ended, or contain a list of CAM modalities
was carefully weighed. While participants recognized that a
completely open-ended questionnaire would allow respon-
dents to report any forms of CAM used, the participants also
recognized that such a format would place a heavy burden
on the researcher using the questionnaire for probing to elicit
a complete inventory of CAM modalities used. This type of
questionnaire would also produce data that would require
considerable coding to use and might not achieve the goal of
producing comparable data across populations. A single
general closed question would restrict the possibility of dis-
tinguishing among users of different CAM modalities. The
working groups also recognized that an exhaustive list of
CAM modalities applicable to all people in all countries was
impossible and would make administration of the ques-
tionnaire impractical.

Thus, the final questionnaire developed was one that
included a short common list of CAM modalities in each
of several categories. The questionnaire also included open

entries in each category for respondents to insert their most
commonly used modalities if these did not appear in the
fixed list. In addition, the questionnaire had space for re-
searchers to insert modalities of local interest (in particular,
traditional practitioners) that would appear as fixed items to
the respondents. This made the questionnaire easy to modify
for specific populations, while ensuring that a comparable
list of items was always included to allow crosspopulation
comparisons of CAM use. This also made the questionnaire
amenable to reporting CAM at different levels, from most
inclusive (e.g., any CAM) to most detailed (e.g., prayer). By
being able to span this range, data from a wide range of
studies could compared.8

Pretesting

The penultimate version of the questionnaire was pre-
tested by the authors with 9 respondents in the United States
and Canada to identify problems in format and interpreta-
tion. Permission for the use of human subjects for this was
approved by appropriate review boards. The sample in-
cluded men and women of different ages and educational
levels. Cognitive interviews using a ‘‘think-aloud’’ tech-
nique23 were used. Such interviews involve asking respon-
dents to articulate their thoughts—including uncertainties of
meaning and confusion about format—while completing the
questionnaire. Study personnel present recorded these com-
ments and probed the respondents further after they had
completed the questionnaire. Respondents’ comments led to
changes in formatting but not in content. The final version
was completed by 9 patients in a clinic practice, including
both men and women of different ages who had a variety of
diagnoses (e.g., fibromyalgia, diabetes, infertility, and hy-
pertension) to ensure that the patients could complete the
questionnaire with only the printed instructions. All 9 pa-
tients were able to do so.

Description of the NAFKAM International
CAM Questionnaire (I-CAM-Q)

The I-CAM-Q is shown in Appendix A. It is designed to
be self-administered. There are four sections, each with
introductory instructions and slightly different options. An
interviewer-administered version of this suitable for inclu-
sion in a large-scale survey is on the NAFKAM website
(http:==uit.no=nafkam=omnafkam=?Language¼en).

Section 1 includes questions about ‘‘visiting health care
providers’’ and cues the respondent that ‘‘health problems
may be attended to by a variety of complementary and
conventional health care providers.’’ Six specific types of
practitioner are listed, based on a list of core health care
providers used by the World Health Organization: (1) phy-
sician; (2) chiropractor; (3) homeopath; (4) acupuncturist; (5)
herbalist; and (6) spiritual healer. There is space for a speci-
fied option, which could be a locally available practitioner
appropriate to the population surveyed (e.g., a cuarandero or
cuarandera for Hispanic populations in the United States–
Mexican border states or a Heilpraktiker for the German
population) or a practitioner relevant to the health condition
of the patients (e.g., a bonesetter). There are also two spaces
for a respondent to add any other type of health care pro-
vider visited. Respondents are first asked whether they
have seen the providers in the last 12 months. If so, the
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respondents are asked to indicate the number of times the
providers were seen in the past 3 months. Respondents are
then asked, in a forced choice, to indicate the main reason
they last saw each type of provider. Four options are pro-
vided: (1) ‘‘for an acute illness=condition, one that lasted less
than one month’’; (2) ‘‘to treat a long-term health condition
(one that lasted more than one month) or its symptoms’’;
(3) ‘‘to improve well-being’’; or (4) ‘‘other,’’ with space pro-
vided to specify the other reason. These response options
allow information to be specified about the use of the pro-
viders for treatment of acute or chronic conditions as well as
health promotion and health maintenance. Finally, respon-
dents are asked how helpful it was to see the providers.
Ordered categories of responses are ‘‘very,’’ ‘‘somewhat,’’
‘‘not at all,’’ or ‘‘don’t know.’’

Section 2 is designed to obtain information about ‘‘com-
plementary treatments received from physicians (M.D.s).’’
The intent of this section is to capture information about
treatments that have been adopted by Western biomedical
practice, whether in an institutionalized fashion as in the
United Kingdom, or through individual integrative medicine
clinics or practitioners, which is increasingly common in the
United States. Respondents who report not having seen a
physician in the past 12 months skip Section 2 and move
directly to the next section. For respondents who have seen
an M.D. in the past 12 months, Section 2 is prefaced by the
statement: ‘‘Some physicians provide complementary, as well
as conventional treatments.’’ Respondents are then asked
to indicate whether they have received any of five ‘‘comple-
mentary treatments from a physician in the last 12 months.’’
These are (1) manipulation, (2) homeopathy, (3) acupunc-
ture, (4) herbs, and (5) spiritual healing. There is space for
a researcher-specified option and one ‘‘other’’ respondent-
specified treatment. As in Section 1, each respondents is
asked to indicate how many times he or she received the
treatment in the past 3 months, the main reason for the last
treatment, and how helpful it was.

Section 3 queries ‘‘use of herbal medicine and dietary
supplements, including tablets, capsules, and liquids.’’ Re-
spondents are asked to list up to three products used in the
last 12 months in each of four categories: (1) ‘‘herbs=herbal
medicine’’; (2) ‘‘vitamins=minerals’’; (3) ‘‘homeopathic reme-
dies’’; and (4) ‘‘other supplements.’’ For each type of product
listed, respondents are asked to indicate if they currently use
it. Finally, they are asked the main reason for the last use,
and to evaluate how helpful they found the products. Both of
these questions use the same format as Sections 1 and 2.

Section 4 covers ‘‘self-help practices.’’ Respondents are asked
if they have used each of the following self-help practices in the
last 12 months: meditation; yoga; qigong; t’ai chi; relaxation
techniques; visualization; attending a traditional healing cere-
mony; or prayer for own health. There is space for a researcher-
specified option and one ‘‘other’’ respondent-specified self-help
practice. Questions about number of times used in the last 3
months, the main reason for last use of the practice, and how
helpful it was are the same as in prior sections.

Translating the Questionnaire

The questionnaire was developed in English for practical
reasons but it is expected that researchers will translate it
into languages appropriate to study populations. Quality

assurance of the translation process is important in order to
maintain similar meaning and to allow cross-study com-
parisons of results. Standardized methods of forward and
back translation should be used,24 and researchers should
not underestimate the value of spending time and attention
on this process. A good description of the steps involved in
such a translation are contained in the manual for the Nordic
Occupational Skin Questionnaire—NOSQ-2002.25

Discussion

Considerable discussion and debate surrounded the
choice of timeframes for the questions. While not interested
in documenting ‘‘ever use,’’ workshop participants consid-
ered the fact that that some remedies or practices might be
used infrequently, particularly if they were for infrequently
arising acute conditions. Yet, some CAMs might be used so
frequently that asking respondents to quantify their use
would result in heaping of data at convenient memory num-
bers (e.g., 10, 100, 1000). Therefore, the decision was made to
ask about use in the last year, and quantification in the last
3 months. The shorter time period for precise number of
visits was designed to prevent ‘‘telescoping’’ of respondent
memories (that is, compressing visits in distant time into the
12-month window). The exception to this is Section 3, use of
herbal medicine and dietary supplements. Because the ar-
ray of possible products is so great and dosing schedules
so varied, it was decided that use in the last 12 months,
followed by ‘‘current’’ use was as much precision as could
reasonably be obtained in a survey. ‘‘Current’’ was left to the
respondent’s interpretation because it might involve differ-
ent product-specific definitions. For example, a daily vitamin
might be taken every day, while an herb for asthma might be
taken only when symptoms appear.

Discussion also focused on the specific modalities to list in
each section. The intention was not to differentiate types of
medical systems and their practitioners, therapies, and prod-
ucts, as what might be alternative medicine in one place in the
world could be considered conventional in another. For Sec-
tion 3, the decision was made to have all products listed by
the respondents because of the vast array of possible products.
This requires considerable coding by the researcher. However,
it avoids the problem of suggestion inherent in presenting the
respondent with long lists, as well as the necessity of the re-
searcher to do formative research to discover the array of
products available for the population of interest.

The developers struggled with their desire that the ques-
tionnaire not be too ‘‘Western.’’ Cognizant of the sheer vol-
ume and diversity of CAM modalities possible, the group
chose to include researcher-specified options and respondent
self-report options to allow the questionnaire to be truly in-
ternational. Further work is needed to ensure the validity
and reliability of this questionnaire and of translations that
are produced from it. This should include tests of validity
and reliability across different populations.

Conclusions

Once validated in English and in non-English speaking
populations, the use of I-CAM-Q will benefit research on
CAM by providing more standardized data that can be
compared across studies and across countries. This will be
particularly important for national comparative data on
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prevalence so that the data on the epidemiology of CAM use
will be able to provide a more complete picture of the health
care resources used in different populations. This is par-
ticularly important in environments such as the European
Union, where health policy and health provision will in-
creasingly become regional rather than national in policy.
Consequently, high quality accurate data about this spe-
cific and neglected area of medicine will facilitate sensible,
evidence-based decision making while taking into account
both integrative and culturally appropriate health care.
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