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Abstract
Introduction—The high prevalence of complementary and alternative medicine (CAM) use
among cancer patients (40 – 83%) receiving conventional treatment and the complex relationship
between the psychosocial factors that may contribute to or result from CAM use requires further
understanding. We conducted a descriptive mixed-methods pilot study to understand CAM
practices, attitudes and beliefs among cancer patients at the Loma Linda University Medical
Center (LLUMC).

Methods—This was the qualitative phase of the study and no hypotheses were set. Twenty-three
face-to-face interviews were conducted and thematic coding was used to analyze 22 interview
transcriptions. There were fourteen CAM users (64%) and eight non-users (36%).

Findings—The themes present among those who used CAM were: physicians viewed as one
aspect of health care options, a holistic view on wellbeing, satisfaction with CAM use, and three
key coping methods (confrontive, supportive, and optimistic) to confront cancer. Themes were not
independent of each other. Two themes were present among nonusers; nonusers trusted their
physician and were more likely to express evasive coping methods.

Discussion—Perceptions and behavioral patterns are complex predictors of CAM use. A better
understanding of CAM, medical pluralism, and the perceptions of patients would help health care
providers deliver a better quality of care. The promotion of integrative care may help health care
providers better identify medical pluralism and would shift focus to patient-centered care.
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Introduction
Complementary and alternative medicine (CAM) is defined as a group of diverse medical
and health care systems, practices, and products that are not presently considered to be part
of conventional medicine1. It is estimated that in the United States 38% of adults use CAM
each year2; however, the inclusion of certain CAM items is inconsistent. Expanding CAM to
include prayer and the use of supplements, prevalence of CAM use increases to 62%3.
Studies have also shown an increased use of CAM among cancer patients in the United
States4 and prevalence is higher than that of the general population5,6. Prevalence of CAM
use ranges from 40% to 83%6–18, depending on CAM modalities included and the study
population6–8.

While it is documented that CAM use is highest among upper socio-economic status (SES),
younger, educated female cancer patients19,20, many of these studies were not entirely
representative of minority groups21,22. Disclosure of CAM use has been found to be higher
among white non-Hispanics compared to minorities and disclosure was higher for provider
based CAM23,24. Self care CAM, such as herbal use, is consequently less documented. In
addition, culture and social factors that contribute to reasons for using CAM, the type of
CAM used, and reasons of disclosure are not extensively documented22. Nonetheless, the
high prevalence of CAM use among cancer patients receiving conventional treatment
indicates a high prevalence of medical pluralism.

CAM use has also been associated with increased optimism7,25,26 among cancer patients;
though, as previously mentioned, significance varies by type of CAM7. Optimism has been
associated with quality of life and positive physical health outcomes27–29. In turn, optimism
is a contributor to how a person will adapt to or cope with a stressful situation30,31.
According to the Jalowiec coping model, there are eight coping strategies: confrontive,
evasive, optimistic, fatalistic, emotive, palliative, supportive, and self-reliant32. Coping
among cancer patients has also been assessed33,34 and is correlated with quality of life and
survival35. Thus, there is a complex relationship between the psychosocial factors that may
contribute to or result from CAM use.

This increased utilization of CAM requires further understanding regarding predictors of
CAM use among cancer patients19. Moreover, the inclusion of minority groups, the broader
inclusion of CAM, and perceptions of CAM are necessary to further the understanding of
CAM use among cancer patients. A greater understanding of medical pluralism would help
increase communication between providers and patients from diverse communities, which is
beneficial for two reasons. First, health care providers can better understand patient
perceptions to improve quality of service. Second, healthcare providers can have the
knowledge to counsel patients about the side effects of CAM or possible interactions when
used concurrently with conventional cancer treatment4,8,36.

The purpose of this project is to understand complementary and alternative medicine (CAM)
practices, attitudes and beliefs among cancer patients at the Loma Linda University Medical
Center (LLUMC) in Loma Linda, California and to create awareness among healthcare
providers as to the practices, attitudes and beliefs of CAM amid cancer patients. This report
focuses on the qualitative phase of a descriptive mixed-methods pilot study.

Methods
Data Collection

The inclusion criteria of the study targeted participants who were 18 years of age or older
who had been receiving cancer treatment at LLUMC in Loma Linda during the month of
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April, 2010 and were to be part of a heterogeneous group. Participants were selected from a
convenience sample. Of 25 participants invited to participate, 23 (92%) participated in the
study; one patient declined because she did not feel well, the other patient could not
participate because he was deaf/mute. In this analysis, 22 participants were included; one
was excluded due to the poor quality of the interview tape. Medical records for all
participants were reviewed to obtain demographic and clinical data.

This assessment was the first phase of a proposed, larger study: to design and validate an
appropriate survey tool and to conduct face-to-face surveys to quantitatively assess CAM
practices and beliefs among cancer patients receiving treatment from LLUMC. A mixed-
methods approach was a means to conduct methodological triangulation to reduce
systematic bias and improve validity of the data. The study protocol was approved by the
Loma Linda University Adventist Health Sciences Center Institutional Review Board. All
participants gave informed written consent to participate.

Interviews
Interviews were completed in April, 2010 at the LLUMC cancer center infusion room by six
trained graduate assistants from the LLU School of Public Health. Methods were designed
to reduce selection bias by selecting a sample population that is more representative of the
cancer population attending LLUMC. Interviews were triangulated with respect to day of the
week, time of day, patient demographics, and patients’ cancer characteristics.

Twenty-three interviews were completed using a semi-structured guideline. A series of
questions and probes asked participants to explain their cancer, cancer treatment, side
effects, and what they do to control their side effects. Participants were then asked if they
had “heard of the term complementary and alternative medicine before” and what they
“understood it to be.” The interviewers were trained to be open with the definition of CAM
to get the participant to illustrate what his/her perceived medicine or therapy was. If the
participant listed anything other than what was prescribed by his/her doctor, he/she was
asked if he/she disclosed to a health care provider and why not if the answer was negative.
The interviewer also asked about the participant’s beliefs of spirituality and benefits of
CAM use. Interviewers did not define spirituality for the participants, but rather let the
participants define spirituality on their own. The interview concluded by asking for the
participant’s opinion on what would improve a patient’s communication with his/her
provider, in order to empower the participant and show our appreciation for their
participation.

Interviews were audio recorded and were transcribed verbatim by the interviewer. One
interview was conducted in Spanish by a bi-lingual interviewer and was subsequently
transcribed into English.

Data Analysis
CAM use was defined as broadly as possible and followed the definition of the National
Center of Complementary and Alternative Medicine. If patients identified their practice or
use of a product in association with treating their side effects from cancer and/or
conventional cancer treatment, treating their cancer, or curing their cancer, it was listed as
CAM use.

Thematic coding37,38 was used to analyze interview transcriptions by identifying themes in
two subgroups, CAM users and CAM nonusers. Following the grounded theory approach39,
no prior hypotheses were set about patients’ perceptions, attitudes, beliefs, orpractices.
When possible, juxtaposed themes were identified between CAM users and nonusers.
Themes of different coping strategies employed were initially evident, but generalized.
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Methods of coping were determined after a literature review revealed similarity between
patients’ phrases and statements on the Jalowiec coping model. Themed coding was
completed by one graduate assistant (the author K.A.) with assistance from the P.I. (JC
Belliard).

Findings
There were fourteen CAM users (64%) and eight non-users (36%). The themes found
among CAM users were: physicians viewed as one aspect of health care options, a
generalized holistic view on wellbeing, satisfaction with CAM use, and three key coping
methods to confront cancer. These themes contrasted with those of nonusers who trusted
their physicians and expressed evasive coping.

Characteristics of Participants
Demographics—Sixty-eight percent of the participants were female and 32% were male.
Age was diverse and averaged 62 years. The average age of the CAM users was 61.7 years,
ranging from 39 to 82; whereas the average age of nonusers was 63 years, ranging from 26
to 83. Among CAM users, 64% were female and 36% were male. Twenty-one percent was
Hispanic, 29% Caucasian, 21% African-American, 7% Indian, 7% Russian, 7% Chinese and
7% mixed race of Irish and Native-American. Table 1 stratifies participant characteristics by
CAM use and nonuse.

Health factors—Cancer diagnosis among males was diverse; each had a different
diagnosis (n = 7). Among the 15 females, 10 (67%) had been diagnosed with breast cancer,
two with ovarian cancer, and the other four each had a different diagnosis. Two female
breast cancer participants had a second cancer diagnosis: ovarian and lung. Cancer stage
ranged from one to four; 18% had a localized current disease status and 82% were
metastatic. Treatment plans also varied among participants: 77% had surgery, 100% were
receiving chemotherapy, 41% radiation, 32% hormonal therapy, and 91% were on or had
received combination therapy (two or more). Most participants (86%) expressed having
effects due to the cancer and/or side effects due to the cancer treatment (Table 1). Of those
who said “no” to experiencing side effects (n = 3), each did not report to value CAM and did
not currently or in past use CAM.

CAM use—CAM therapies used by participants fit into six types: green tea, herbs
including herbal supplements and herbal tea, dietary supplements, nutrition, spirituality, and
other. Within nutrition-based CAM, participants reported using green tea, herbs (herbal tea,
oregano, ginger, white cumin, black cumin, turmeric, a liver supplement, and marijuana),
dietary supplements (multivitamins, vitamins A, B12, C, D, E, calcium, omega-3 in the form
of fish oil, magnesium, poly-MVA, Reservatol, garlic, broccoli, and carrot powder, and a
“diet cleansing package”), and nutrition (garlic, onion, chili powder, whole green chilies,
mustard seed, leafy greens, fruits, vegetables, juicing, and baking soda combined with
syrup). Non-nutrition-based CAM, reported by participants, was prayer, spirituality,
meditation, relaxation, and use of a CAM provider (an acupuncturist and an “alternative
doctor”). The perception of spirituality was wide ranging among participants and was
generally described as the establishment of spiritual and/or mental wellbeing by the means
of prayer, meditation, faith/belief in God, positive thinking, and/or social support.

Two participants, both female, had used CAM prior to their cancer diagnosis. One used
prayer, relaxation, and nutrition for overall physical and spiritual wellbeing and one had
acupuncture to treat chronic back pain. Among the 14 CAM users, 79% used more than one
CAM therapy type with a mean of 2.84 therapies used. Thirteen (93%) of the CAM users
expressed belief in CAM and/or expressed to value CAM (Table 2).
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When the one participant that used CAM but did not express belief in CAM was asked if he
had heard of CAM before, his response was:

I heard about it but didn’t put a lot of thought about it because I don’t need it and
haven’t had any major complications. (African-American male, 66 yrs)

It was unclear during the interview whether his use of herbs, dietary supplements and prayer
were directly related to his cancer treatment or even health. His attitudes, beliefs and
comments were consistent with those of non-users. He did not express the same coping
strategies as CAM users, but rather placed all of his trust in his physician.

Of those who used CAM, 64% reported to have disclosed their CAM use to a health care
provider. These participants had disclosed their nutrition-based CAM, as opposed to their
spiritual-based CAM. The other 36% of the CAM users were not directly asked if they
disclosed their CAM use.

How participants perceived physicians
CAM users: physicians were viewed as only one aspect of health care—
Physicians, specifically oncologists, were not viewed by CAM users as the sole decision
makers for a treatment nor were they the sole healers. Physicians/oncologists, most
commonly referred to by participants as “doctors,” were needed to treat the physical effects
of cancer. When one nutrition-based CAM user reported that he had not disclosed his CAM
to any of his health care providers he was asked if there was a reason why he had not
mentioned it. His reply was:

They’re more on the medical side of things. They’re more concerned about how I’m
feeling, if there’s any side effects. That’s about it. (Hispanic male, 43 yrs)

CAM users described the necessity of other aspects of health care to re-establish overall
wellbeing. One aspect was the patient’s attitude and beliefs; beliefs that their cancer can be
cured.

I don’t know that they can cure something that you don’t want them to cure. (Irish/
Native-American female, 66yrs)

The need to believe in your care is then linked with the larger aspect of mental and spiritual
wellbeing. Although he wasn’t a spiritual-based CAM user, when asked if he believed
spirituality could be CAM, this nutrition-based CAM user replied:

The mind can probably help heal a lot more than what a doctor can. (Caucasian
male, 57 yrs)

These CAM users articulated that physicians were not the sole healers; beliefs, the mind,
and God, were also an element of their health. Lastly, some CAM users emphasized how to
them the most important element of their care was God.

God, He is the owner of my life and He is the only one that will say “this is it, you
live or die.” First is God and then the doctors. (Hispanic female, 52 yrs)

CAM nonusers: trusted physicians and their prescribed treatment—This
perception of physicians contrasted with CAM nonusers who greatly trusted their physician.
When given examples of types of CAM and asked if they have ever used CAM, these
nonusers replied:

Treating the cancer, no. Strictly follow doctor’s orders. (Caucasian female, 77 yrs)

I really rely on the medicine. I guess I can see results. (Caucasian female, 83 yrs)
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When asked if they have ever spoken with a health care provider about CAM, nonuser
patients replied,

No, I just figure they’ll tell me what I need to know. (Caucasian female, 64 yrs)

No, I just listen what she tells me. I do what I’m told. (Caucasian female, 66 yrs)

The doctors know what they’re doing. Because whenever I take medicine, it’s the
doctor’s prescription…. I trust them. (Hispanic female, 70yrs)

Holistic view of wellbeing—CAM users made a connection between their physical,
mental, and spiritual wellbeing. They associated emotional feelings, such as depression, and/
or spirituality with physical pain or physical healing. When talking about their benefits of
CAM use, these patients replied

You feel stronger, you um I think that it has to do with the way you eat and the way
you think also. (Hispanic female, 57 yrs)

Probably boost up your feelings, decrease a lot of the pain. (Caucasian male, 57
yrs)

Because of this connection, many CAM users expressed belief that their cancer treatment
should also be holistic. One extensive CAM user (nutrition-based CAM and CAM
providers) kept reiterating this point about her treatment:

It should be complex not just singular. Its social support and family support and
alternative medicine and everything should be together.

The interviewer asked for clarification: So it’s more than just taking the medicine?

It’s more than that. It’s the exercise, it’s the spirit, it’s the hope and belief in what
you are doing otherwise it’s not gonna work. (Russian female, 48 yrs)

CAM users therefore chose to do something in addition to their “medication.” They
participated and took initiative in their treatment because of the belief that wellbeing is
holistic. A holistic view of wellbeing meant that the conventional treatment plan was only
part of their solution.

Satisfaction with complementary medicine use
CAM users did not express a current or continued dissatisfaction with their conventional
cancer treatment. Instead, they expressed a satisfaction with their combination of
conventional treatment and CAM use, because they did not want to limit themselves to
conventional medicine alone. One nutrition and spiritual CAM user contemplated during the
interview as to which combination of treatments worked best for her.

So now I’m wondering in my mind, was it the Cisplatin-Gemzar [chemotherapy]
combination with the herbs that helped me feel better. I’m gonna try again and I’m
coming for chemo. and I’m gonna do the [supplements and teas] again. (Hispanic
female, 57 yrs)

This also shows how active this CAM user was in deciding a treatment plan best for her,
because she chose to undergo more chemotherapy and to complement it with CAM to help
herself feel better.

Many of the CAM users did express knowledge of possible interactions between their
conventional treatment and CAM use, as shown by the high disclosure rates. Consequently,
some CAM users would only use certain CAM therapies when not undergoing
chemotherapy, or would cease CAM use if they were unsure of the interactions.
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Although patients expressed satisfaction with their complementary medicine use and
understood the necessity to undergo conventional treatment, there was still a concern with
chemotherapy. These patients contrasted the potential harm to the body caused by the
conventional treatment to the lack of harm caused by CAM, believing that CAM is natural
and benign. One nutrition and spiritual CAM user articulated her understanding of
chemotherapy and its contrast with CAM:

[CAM] doesn’t harm your body. I feel that what’s really harming your body is the
chemo. itself. Even though you gotta kill the bad things, you gotta kill the good
things. I wish they would find something that would just kill the bad and do well
with the other. (Hispanic female, 57 yrs)

Methods of coping
Another theme found among participants was the type of coping methodology40 employed.
CAM users took more control of their treatment options and how they were going to manage
their life after diagnosis. These patients expressed confrontive, supportive, and/or optimistic
coping methods. This is a noteworthy difference from CAM nonusers, who were more likely
to convey evasive coping methods.

Confrontive coping—All CAM users expressed confrontive coping, though some
expressed it more strongly. Confrontive coping, based on the Jalowiec coping model, may
include setting up an action plan, trying to change a situation, learning something new to
deal with a problem, or handling things one step at a time40. CAM users linked an action
with their feeling. That action or action plan was a way to reduce or eliminate a negative
feeling or enhance a positive feeling. Feelings, expressed by CAM users, were both physical
and emotional. Coping methods were most likely expressed when the patients were asked
what they did to control their side-effects. An example of a confrontive response by a
nutrition and spiritual CAM user was

I just go and eat a lot of fruits and vegetables and it relieves the anxiety. A little bit
of natural juice, orange juice and then just juice it up and that relieves my stomach
a lot too. (Hispanic female, 57 yrs)

Confrontive coping was also expressed in the diction used by CAM users. A verb used by
some CAM users (n = 4) was “fight.”

Just fighting for every day for what it is. (Caucasian female, 82 yrs)

I think it’s [nutritional CAM] going to help me with just fighting itself. It’ll help my
body not allow the cancer to come back and to fight it and to be a lot healthier.
(Hispanic male, 43 yrs)

This is another difference between CAM users and nonusers; CAM nonusers never included
the word “fight” to describe their action plans.

In addition, a CAM user was more likely to actively be a part of his/her cancer treatment
plan. This was commonly in the form of learning something new, such as doing his/her own
research.

Action plans were also expressed in the context of continuing the CAM use regardless of its
proven efficacy.

I’m actually taking the Poly-MVA and I’m talking to my oncologist and he said it’s
probably going to be ok but he’s not sure. I did some research online and I found
that it’s ok to take it with chemotherapy. So I’m going to continue taking it. I don’t
know if it’s working, but someone in the condition like me, just trying to do
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everything that you can. Ya know, just trying to get some cure. (Russian female, 48
yrs)

This CAM user not only sought information and spoke with her oncologist, she developed
her own therapy to do everything she could. Similar to other CAM users, the decision to
seek and use CAM was a confrontive approach to her problem. She was able to have an
active role in her treatment plan rather than having a passive role only taking her prescribed
treatment.

Evasive coping—Unlike CAM users, who were more likely to employ confrontive coping
strategies, nonusers were more likely to respond evasively. When asked if she had any side
effects, she responded,

I’ve been very good. I’ve never been sick. I never felt anything.

However, as the interview continued, she contradicted herself by describing side effects she
experienced from her conventional cancer therapies.

One medicine I took on Thanksgiving Day took my voice away….I’m sure I have
some other ones but the biggest one for me was the nausea. (Caucasian female, 66
yrs)

Similarly, another nonuser initially said her only side-effect was feeling tired then later
contradicted herself by speaking of other side effects, such as weight loss, vomiting, and
increased blood pressure, later in the interview.

Nonusers responded evasively by trying to get away from the problem and also by depicting
their side-effects as if they were not that important.

Hhmm now not really. I just feel kinda tired. Course, my fingernails came off and
my hair came off. (Caucasian female, 83 yrs)

When asked if she had any side effects, this woman initially replied that she only felt tired.
Similar to other nonusers, she goes on to say that she did have other side effects; however,
she describes her hair falling out as if it was not that important.

Supportive coping—Supportive coping was expressed in many different forms. CAM
users were more likely to express that social and family support is important. For some
CAM users, support involved talking the problem over with family or friends. To other
CAM users support also involved depending on others for help. To some it was even
necessary to have that support to cope with their cancer diagnosis and treatment.
Furthermore, CAM users were more likely to discuss the importance of forming or being a
part of support groups with those who had been in or were in a similar situation.

When we sit in the waiting room, I have three daughters, you can tell when
somebody is down…really down. They don’t want to make eye contact. We just kind
of sit around them and start talking and help them. I think we’ve helped several of
them, spiritually. They come in and they’re gloomy and they don’t want to look at
you. Some of the time the girls and I get them talking. You know, their spirits are
lifted a little bit, I think. The big thing is to keep up your spirits. That’s the biggest
thing. (Caucasian female, 82 yrs)

While some CAM users mentioned the importance of attending structured support groups,
this nutrition and spiritual CAM user talked about giving support to others in the waiting
room. Other CAM users too mentioned personally extending support to other patients.
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Many patients also said they listened to their health care providers, though they mentioned
this in the context of active two-way communication. The diction used, again, is contrasted
with non-users. CAM users viewed this as “advice” rather than “doctor’s orders.” These
patients not only sought support, they valued it.

The last form of supportive coping was praying or putting trust in God. For some CAM
users, this was also a spiritual-based CAM therapy. When asked if she believed that
spirituality could be a form of CAM this woman replied yes, but that she did not use
spirituality as her CAM. She then immediately stated,

Often times I really need to pray. I just often times need to talk to someone and I
just do it and its really helping me. (Russian female, 48 yrs)

Although praying and spirituality were not used as CAM, seeking support was a coping
strategy for her.

Optimistic coping—Optimistic coping was expressed in terms of thinking positively,
thinking things could be much worse, comparing yourself to people in a similar situation,
and trying to see the good side of a situation40. Optimism often referred to beliefs that the
patient would have positive health outcomes. When asked if he believed spirituality was
CAM, this spiritual CAM user replied:

Oh! Positive thinking is good. See, I’ve always had this thing, I’ll get better; even
when they say I’m really bad. I’m not worried about it. I’ll say, ‘I’ll get better, I’ll
get better.’ I don’t let it control me. Think positive and it will do you wonders.
(Caucasian male, 67 yrs)

After he made this statement, he continually reiterated that he believed positive thinking was
his “medicine” and he went on to tell how he would try to extend his optimism to other
patients in the cancer center. Similar to other CAM users, if a participant’s coping
methodology was optimism it was a clear theme within their entire interview. For instance,
another CAM user repeated the phrase “it could have been worse” three times during her
interview, unprompted. The same CAM user, who used nutrition-based CAM and a CAM
provider, also continually expressed optimism by comparing herself to others who were in
the same situation. Another nutrition and spiritual CAM user contrasted herself to others and
also described the benefits of spirituality as a coping strategy that extended to a day to day
“attitude adjustment.”

A lot of [other patients] can benefit from an attitude adjustment. I mean it’s really
easy to be feeling down and depressed and you know that you’re going to die but in
that case, everybody is going to die. And you have to live every day. (Irish/Native-
American female, 66yrs)

Among many spiritual-based CAM users, spirituality, optimistic coping, and supportive
coping were interrelated; thus, comments made depicted multiple coping strategies
simultaneously.

Discussion
This qualitative assessment provides insight into the beliefs, perceptions, and practices of
CAM use among cancer patients receiving biomedical treatment. It also suggests potential
predictors of patients who choose CAM after cancer diagnosis. Participants that sought and
utilized CAM were more likely to view physicians as just one aspect of their care and to
perceive wellbeing to be holistic. Behavioral patterns associated with CAM use were
confrontive, supportive, and optimistic coping strategies; whereas, evasive coping strategies
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were associated with CAM nonuse. The main finding was that multiple themes were
responsible for CAM use and themes were not independent of each other.

The perception of physicians and wellbeing among CAM users illustrated an awareness of
whole person care on behalf of the patient. The themes of perceptions toward physicians,
holistic wellbeing, and satisfaction with complementary medicine use among CAM users
were interrelated and no single theme was found to be more prevalent than another. Because
all patients were currently receiving and believed in the benefits of receiving conventional
cancer treatment, “alternative medicines” implied complementary practices10. Patients who
sought CAM did not choose CAM over biomedical therapy, but chose to use complementary
medicine to achieve holistic wellbeing. These results are consistent with other studies that
found CAM users were not dissatisfied with their conventional treatment when deciding to
use CAM but valued the perceived therapeutic gains of CAM and its lack of negative side-
effects regardless of its ability or inability to cure cancer41–47. Together these themes
demonstrate the belief in and use of integrative medicine and medical pluralism. Defined by
the Consortium of Academic Health Centers for Integrative Medicine as “the practice of
medicine that reaffirms the importance of the relationship between practitioner and patient,
focuses on the whole person, is informed by evidence, and makes use of all appropriate
therapeutic approaches, health care professionals, and disciplines to achieve optimal health
and healing” (2005). The Institute of Medicine also proposed a needed “recognition of
medical pluralism” (2005).

Perceptions of CAM users contrasted with nonusers. CAM users expressed a concern over
the side-effects caused by conventional treatments, whereas nonusers did not place priority
on their side-effects caused by conventional treatments48. Nonusers also trusted their
physician and his/her treatment plan. As found in another study, some nonusers devalued
CAM and lacked confidence in its efficacy48. These findings also support the literature that
CAM nonusers believed the decision to use CAM was because of distrust with
biomedicine49,50.

All cancer patients cope with their diagnosis and treatment in some way, though there are
various means to do so. CAM users sought CAM as a means of doing more than “tolerating
the problem32.” The act of doing research and seeking CAM was taking a confrontive
approach to their problem. Some forms of supportive coping were also confrontive; for
instance, seeking support, asking questions, and being open-minded when communicating to
others. Openness to experience and spirituality have also been shown to be predictors of
CAM use51. Moreover, cancer survivors rated confrontive, supportive, and optimistic coping
strategies as the most effective used among the eight coping styles and these three coping
strategies were associated with better quality of life and survival35.

Our present work also demonstrates an association between optimism and CAM use7,25,26.
Optimism has been significantly associated with better physical health outcomes, including
cancer29. Optimism can also lead to the choice of coping strategies people take on when
faced with a life-threatening challenge33,34. These findings suggest that optimism is not only
associated with CAM use but is also viewed as a form of spiritual-based medicine practiced
complementary to biomedicine. Furthermore, CAM users believed that CAM, in addition to
optimism and coping strategies, may contribute to better health outcomes or improved
quality of life.

Though optimism is associated with CAM use, it is not necessarily a predictor for CAM use
alone. Optimism is not an absolute predictor of behavior, because it is only the belief that
good outcomes will occur52; whereas self-efficacy is the belief that one has the ability to
perform in a way that will achieve good outcomes53. Self-efficacy leads to better coping
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among cancer patients which is associated with better quality of life and survival54. Because
self-efficacy is a predictor of the type of coping strategy a cancer patient will deploy, it is
thus most likely a predictor of their actions to seek CAM.

Our findings also demonstrated that CAM users were active in developing their treatment
plan. An important difference when deciding to try CAM rather than solely taking
biomedicine was that the patient was the one seeking and deciding upon the treatment, as
opposed to a physician telling the patient what to do. Other studies described this as a
patient’s sense of control42,48,55. These findings suggest that it is more than just a sense of
control, however. The patient’s active role in his/her treatment plan improves the patient’s
quality of life56. Furthermore, the decision and act to seek and use CAM may in-turn
empower the patient. Our findings are consistent with other studies demonstrating CAM use
creates a sense of empowerment37,38,57–59.

This study has a number of limitations. There is a possibility of misinterpretation of the data
due to the subjectivity of analysis. As this was a non-randomized, convenience sample, there
is potential for systematic bias. Due to the small sample size and differences between CAM-
users and non-users, the study cannot demonstrate internal validity. Stratification and other
statistical analysis were not possible due to the small sample sizes. There were also more
CAM users interviewed than nonusers, though the goal of the study was to better determine
themes among CAM users.

Despite these limitations, our study provides further insight into CAM use among cancer
patients. Data triangulation was used to reduce selection bias by sampling over the duration
of a month, on every day of the week, and at various times during the day, and was inclusive
of all patient types. Thus, the diversity of participants is more reflective of the general,
cancer patient-care setting. The broad definition of CAM (including types of CAM use that
are neglected in other studies) also may allow more generalizability. This may more
accurately reflect what patients perceive CAM to be. Furthermore, interviewing patients
face-to-face was a unique advantage over using pre-defined, written surveys to better
understand perceptions, attitudes, and beliefs and their complex relationships with CAM use
or nonuse. Other data collection methods would not best illustrate the existence of the
complex model found here. Conducting face-to-face interviews and having the support from
LLUMC’s cancer center clinicians and staff also helped us to achieve a very high response
rate to include patients who may not have otherwise participated.

Future research should analyze differences in perceptions, attitudes and practice of different
CAM modalities. Specifically, predictors of nutrition-based CAM versus non-nutrition-
based CAM would be most relevant in this population due to the potential for treatment
interactions. Themes are not independent of one another which should be taken into
consideration to enhance decision-making models. Moreover, a study has yet to establish a
model temporally associating self-efficacy, coping, CAM use, and empowerment. To further
explore these relationships, the present authors have developed a survey tool to examine a
cross-sectional association between perceived health, perceived control, self-efficacy, hope,
coping methods, the value placed on CAM, and CAM use among cancer patients. The
survey tool has been pilot-tested, but will require further study to evaluate construct validity.

In conclusion, perceptions and behavioral patterns are complex predictors of CAM use. The
increasing prevalence of complementary practices and perceptions of holistic wellbeing
indicates awareness of and desire for medical pluralism. A better understanding of medical
pluralism can give health care providers deeper insights in to how patients make treatment
decisions. Integrative care, which focuses on patient-centered care, seeks to empower
patients in making informed decisions about whether or not to use CAM. Thus, a better
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understanding of CAM, medical pluralism, and the perceptions and preferences of patients
can help health care providers deliver a better quality of care. Finally, by an improved
understanding of cultural diversity and patient preferences, integrative care demonstrates a
deeper commitment to the basic ethical principles of the care of patients60.

References
1. (NCCAM) NCoCaAM. [Accessed January 8, 2010] What is CAM?. 2010. http://nccam.nih.gov/

health/whatiscam/

2. Barnes, PMBB.; Nahin, RL. Complementary and Alternative Medicine Use Among Adults and
Children: United States, 2007. Center for Disease Control and Prevention; 2008 Dec 10.

3. Barnes, PMP-GE.; McFann, K.; Nahin, RL. Complementary and Alternative Medicine Use Among
Adults: United States, 2002. Centers for Disease Control and Prevention; 2004 May 27.

4. Lo CB, Desmond RA, Meleth S. Inclusion of Complementary and Alternative Medicine in US State
Comprehensive Cancer Control Plans: Baseline Data. Journal of Cancer Education. 2009; 24(4):
249–253. [PubMed: 19838879]

5. Habermann TM, Thompson CA, LaPlant BR, et al. Complementary and alternative medicine use
among long-term lymphoma survivors: A pilot study. American Journal of Hematology. Dec; 2009
84(12):795–798. [PubMed: 19894247]

6. Mao JJ, Farrar JT, Xie SX, Bowman MA, Armstrong K. Use of complementary and alternative
medicine and prayer among a national sample of cancer survivors compared to other populations
without cancer. Complementary Therapies in Medicine. Mar; 2007 15(1):21–29. [PubMed:
17352968]

7. Buettner C, Kroenke CH, Phillips RS, Davis RB, Eisenberg DM, Holmes MD. Correlates of use of
different types of complementary and alternative medicine by breast cancer survivors in the nurses’
health study. Breast Cancer Research and Treatment. Nov; 2006 100(2):219–227. [PubMed:
16821087]

8. Saxe GA, Madlensky L, Kealey S, Wu DPH, Freeman KL, Pierce JP. Disclosure to physicians of
CAM use by breast cancer patients: Findings from the Women’s Healthy Eating and Living Study.
Integrative Cancer Therapies. Sep; 2008 7(3):122–129. [PubMed: 18956493]

9. Ernst E, Cassileth BR. The prevalence of complementary/alternative medicine in cancer - A
systematic review. Cancer. Aug; 1998 83(4):777–782. [PubMed: 9708945]

10. Richardson MA, Sanders T, Palmer JL, Greisinger A, Singletary SE. Complementary/alternative
medicine use in a comprehensive cancer center and the implications for oncology. Journal of
Clinical Oncology. Jul; 2000 18(13):2505–2514. [PubMed: 10893280]

11. DiGianni LM, Garber JE, Winer EP. Complementary and alternative medicine use among women
with breast cancer. Journal of Clinical Oncology. Sep; 2002 20(18):34S–38S. [PubMed:
12235222]

12. Boon H, Stewart M, Kennard MA, et al. Use of complementary/alternative medicine by breast
cancer survivors in Ontario: Prevalence and perceptions. Journal of Clinical Oncology. Jul; 2000
18(13):2515–2521. [PubMed: 10893281]

13. Lee MM, Lin SS, Wrensch MR, Adler SR, Eisenberg D. Alternative therapies used by women with
breast cancer in four ethnic populations. Journal of the National Cancer Institute. Jan; 2000 92(1):
42–47. [PubMed: 10620632]

14. Henderson JW, Donatelle RJ. Complementary and alternative medicine use by women after
completion of allopathic treatment for breast cancer. Alternative Therapies in Health and
Medicine. Jan-Feb;2004 10(1):52–57. [PubMed: 14727500]

15. Ganz PA, Desmond KA, Leedham B, Rowland JH, Meyerowitz BE, Belin TR. Quality of life in
long-term, disease-free survivors of breast cancer: a follow-up study. Journal of the National
Cancer Institute. Jan; 2002 94(1):39–49. [PubMed: 11773281]

16. Morris KT, Johnson N, Homer L, Walts D. A comparison of complementary therapy use between
breast cancer patients and patients with other primary tumor sites. American Journal of Surgery.
May; 2000 179(5):407–411. [PubMed: 10930491]

Arthur et al. Page 12

Integr Cancer Ther. Author manuscript; available in PMC 2013 December 27.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://nccam.nih.gov/health/whatiscam/
http://nccam.nih.gov/health/whatiscam/


17. Cassileth BR, Lusk EJ, Strouse TB, Bodenheimer BJ. CONTEMPORARY UNORTHODOX
TREATMENTS IN CANCER MEDICINE - A STUDY OF PATIENTS, TREATMENTS, AND
PRACTITIONERS. Annals of Internal Medicine. 1984; 101(1):105–112. [PubMed: 6732073]

18. Yap KP MD, Fyles A, Manchul L, Trudeau M, Narod S. Use of alternative therapy in
postmenopausal breast cancer patients treated with tamoxifen after surgery. Breast Journal. 2004;
10(6):481–486. [PubMed: 15569202]

19. Bishop FL, Lewith GT. Who Uses CAM A Narrative Review of Demographic Characteristics and
Health Factors Associated with CAM Use. Evidence-Based Complementary and Alternative
Medicine. Mar; 2010 7(1):11–28. [PubMed: 18955327]

20. Lawsin C, DuHamel K, Itzkowitz SH, et al. Demographic, medical, and psychosocial correlates to
CAM use among survivors of colorectal cancer. Supportive Care in Cancer. May; 2007 15(5):557–
564. [PubMed: 17205277]

21. Mackenzie ER, Taylor L, Bloom BS, Hufford DJ, Johnson JC. Ethnic minority use of
complementary and alternative medicine (CAM): A national probability survey of CAM utilizers.
Alternative Therapies in Health and Medicine. 2003; 9(4):50–56. [PubMed: 12868252]

22. Chao MT, Wade C, Kronenberg F, Kalmuss D, Cushman LF. Women’s reasons for
complementary and alternative medicine use: Racial/ethnic differences. Journal of Alternative and
Complementary Medicine. Oct; 2006 12(8):719–722.

23. Kiesser MMJ, Belliard JC. An interdisciplinary view of medical pluralism among Mexican-
Americans. Journal of Interprofessional Care. 2006; 20(3):223–234. [PubMed: 16777790]

24. Chao MT, Wade C, Kronenberg F. Disclosure of Complementary and Alternative Medicine to
Conventional Medical Providers: Variation by Race/Ethnicity and Type of CAM. Journal of the
National Medical Association. Nov; 2008 100(11):1341–1349. [PubMed: 19024232]

25. van Tonder E, Herselman MG, Visser J. The prevalence of dietary-related complementary and
alternative therapies and their perceived usefulness among cancer patients. Journal of Human
Nutrition and Dietetics. Dec; 2009 22(6):528–535. [PubMed: 19788709]

26. Myers CD, Jacobsen PB, Huang Y, et al. Familial and perceived risk of breast cancer in relation to
use of complementary medicine. Cancer Epidemiology Biomarkers & Prevention. Jun; 2008
17(6):1527–1534.

27. Chan KB. INDIVIDUAL-DIFFERENCES IN REACTIONS TO STRESS AND THEIR
PERSONALITY AND SITUATIONAL DETERMINANTS - SOME IMPLICATIONS FOR
COMMUNITY MENTAL-HEALTH. Social Science & Medicine. 1977; 11(2):89–103. [PubMed:
594782]

28. Gottschalk LA. HOPE AND OTHER DETERRENTS TO ILLNESS. American Journal of
Psychotherapy. 1985; 39(4):515–524. [PubMed: 4083371]

29. Rasmussen HN, Scheier MF, Greenhouse JB. Optimism and Physical Health: A Meta-analytic
Review. Annals of Behavioral Medicine. Jun; 2009 37(3):239–256. [PubMed: 19711142]

30. Good MJD, Good BJ, Schaffer C, Lind SE. AMERICAN ONCOLOGY AND THE DISCOURSE
ON HOPE. Culture Medicine and Psychiatry. Mar; 1990 14(1):59–79.

31. Snyder CR, Harris C, Anderson J, Holleran S, Irving L, Sigmon S, Yoshinobu L, Gibb J, Langelle
C, Harney P. The will and the ways: Development and validation of an individual difference
measure of hope. Journal of Personality and Social Psychology. 1991; 60:570–585. [PubMed:
2037968]

32. Jalowiec A. Confirmatory factor analysis of the Jalowiec Coping scale. Measurement of nursing
outcomes: Nursing client outcomes. 1988; 1:187–308.

33. Carver CS, Pozo C, Harris SD, et al. HOW COPING MEDIATES THE EFFECT OF OPTIMISM
ON DISTRESS - A STUDY OF WOMEN WITH EARLY-STAGE BREAST-CANCER. Journal
of Personality and Social Psychology. Aug; 1993 65(2):375–390. [PubMed: 8366426]

34. Stanton AL, Snider PR. COPING WITH A BREAST-CANCER DIAGNOSIS - A
PROSPECTIVE-STUDY. Health Psychology. Jan; 1993 12(1):16–23. [PubMed: 8462494]

35. Halstead MT, Fernsler JI. COPING STRATEGIES OF LONG-TERM CANCER SURVIVORS.
Cancer Nursing. Apr; 1994 17(2):94–100. [PubMed: 8020003]

Arthur et al. Page 13

Integr Cancer Ther. Author manuscript; available in PMC 2013 December 27.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



36. Corner J, Yardley J, Maher EJ, et al. Patterns of complementary and alternative medicine use
among patients undergoing cancer treatment. European Journal of Cancer Care. May; 2009 18(3):
271–279. [PubMed: 19432919]

37. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research Psychology.
2006; 3:77–101.

38. Boyatzis, RE. Transforming qualitative information: Thematic analysis and code development.
Thousand Oaks: Sage Publications; 1998.

39. Strauss, G. The discovery of grounded theory: Strategies for qualitative research. Chicago: Aldine;
1967.

40. Jalowiec A, Murphy SP, Powers MJ. PSYCHOMETRIC ASSESSMENT OF THE JALOWIEC
COPING SCALE. Nursing Research. 1984; 33(3):157–161. [PubMed: 6563533]

41. Belliard JC, Ramirez-Johnson Johnny. Medical Pluralism in the Life of a Mexican Immigrant
Woman. Hispanic Journal of Behavioral Sciences. 2005; 27:267–285.

42. Crocetti E, Crotti N, Feltrin A, Ponton P, Geddes M, Buiatti E. The use of complementary
therapies by breast cancer patients attending conventional treatment. European Journal of Cancer.
Feb; 1998 34(3):324–328. [PubMed: 9640216]

43. Epstein RM. Mindful practice. Jama-Journal of the American Medical Association. Sep; 1999
282(9):833–839.

44. Oneschuk D, Fennell L, Hanson J, Bruera E. The use of complementary medications by cancer
patients attending an outpatient pain and symptom clinic. Journal of Palliative Care. Win;1998
14(4):21–26. [PubMed: 9893394]

45. Rabow MW DS, Pantilat SZ, McPhee SJ. The comprehensive care team: a controlled trial of
outpatient palliative medicine consultation. Arch Intern Med. 2004; 164:83–91. [PubMed:
14718327]

46. Kappauf H, Leykauf-Ammon D, Bruntsch U, et al. Use of and attitudes held towards
unconventional medicine by patients in a department of internal medicine oncology and
haematology. Supportive Care in Cancer. Jul; 2000 8(4):314–322. [PubMed: 10923773]

47. Wyatt GK, Friedman LL, Given CW, Given BA, Christensen K. Complementary therapy use
among older cancer patients. Cancer Practice. May-Jun;1999 7(3):136–144. [PubMed: 10352076]

48. Singh H, Maskarinec G, Shumay DM. Understanding the motivation for conventional and
complementary/alternative medicine use among men with prostate cancer. Integrative Cancer
Therapies. 2005; 4(2):187–194. [PubMed: 15911931]

49. Coulter ID, Willis EM. The rise and rise of complementary and alternative medicine: a sociological
perspective. Medical Journal of Australia. Jun; 2004 180(11):587–589. [PubMed: 15174992]

50. Eliott JA, Kealey CP, Olver IN. (Using) complementary and alternative medicine: The perceptions
of palliative patients with cancer. Journal of Palliative Medicine. Jan; 2008 11(1):58–67.
[PubMed: 18370894]

51. Smith BW, Dalen J, Wiggins KT, Christopher PJ, Bernard JF, Shelley BM. Who is willing to use
complementary and alternative medicine? Explore-J Sci Heal. Nov-Dec;2008 4(6):359–367.

52. Scheier MF, Carver CS. Optimism, coping, and health - assessment and implications of
generalized outcome expectancies. Health Psychology. 1985; 4(3):219–247. [PubMed: 4029106]

53. Bandura, A. Self-efficacy. In: Ramachaudran, VS., editor. Encyclopedia of human behavior. Vol.
4. New York: Academic Press; 1994. p. 71-81.

54. Mosher CE, DuHamel KN, Egert J, Smith MY. Self-efficacy for Coping With Cancer in a
Multiethnic Sample of Breast Cancer Patients: Associations With Barriers to Pain Management
and Distress. Clinical Journal of Pain. Mar-Apr;2010 26(3):227–234. [PubMed: 20173437]

55. Eliason BC, Huebner J, Marchand L. What physicians can learn from consumers of dietary
supplements. Journal of Family Practice. Jun; 1999 48(6):459–463. [PubMed: 10386490]

56. Arora NK, Weaver KE, Clayman ML, Oakley-Girvan I, Potosky AL. Physicians’ decision-making
style and psychosocial outcomes among cancer survivors. Patient Education and Counseling. Dec;
2009 77(3):404–412. [PubMed: 19892508]

57. Deng G. Integrative cancer care in a US academic cancer centre: the Memorial Sloan–Kettering
experience. Current Oncology. 2008; 15(2):S68–S71.

Arthur et al. Page 14

Integr Cancer Ther. Author manuscript; available in PMC 2013 December 27.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



58. Kaptchuk TJER, Eisenberg DM. Efficacy beyond the placebo effect. Complementary Medicine:
An Objective Appraisal. 1996:31–41.

59. Bann CM, Sirois FM, Walsh EG. Provider Support in Complementary and Alternative Medicine:
Exploring the Role of Patient Empowerment. Journal of Alternative and Complementary
Medicine. Jul; 2010 16(7):745–752.

60. Tilburt JC, Miller FG. Responding to medical pluralism in practice: A principled ethical approach.
Journal of the American Board of Family Medicine. Sep-Oct;2007 20(5):489–494. [PubMed:
17823467]

Arthur et al. Page 15

Integr Cancer Ther. Author manuscript; available in PMC 2013 December 27.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Arthur et al. Page 16

Table 1

Characteristics of the Study Population

CAM users CAM non-users

Characteristic n = 14 n = 8 %

Gender

 Female 9 64% 6 75%

 Male 5** 36%** 2 25%

Race*/Ethnicy*

 Hispanic origin#, Hispanic 3 21% 2 25%

 Caucasian, non-Hisp 4 29% 5 63%

 African-American, non-Hisp 3 21% 1 13%

 Indian, non-Hisp 1 7% 0 0%

 Russian, non-Hisp 1 7% 0 0%

 Chinese, non-Hisp 1 7% 0 0%

 Irish & American-Indian, non-Hisp 1 7% 0 0%

Cancer Diagnosis

 Breast 5 36% 5 63%

 Other## 11 79% 3 38%

Treatment

 Surgery 12 86% 5 63%

 Chemotherapy 14 100% 8 100%

 Radiation 6 43% 3 38%

 Hormonal 4 29% 3 38%

 Combination therapy 14 100% 6 75%

Stage of Cancer

 Localized 3 21% 1 13%

 Metastatic 11 79% 7 88%

Side effects*

 Yes 14 100% 5 63%

 No 0 0% 3 38%

*
Self-report

**
one male self-identified as a non-user

#
 3 of 5 Hispanics were of Mexican-origin

##
 two breast cancer patients also had a second diagnosis
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Table 2

Types of CAM used among Study Population (n = 22)

CAM Type * n %

 Nutritional status 5 23%

 Vitamins & Minerals 14 64%

 Other dietary supplements 6 27%

 Herbs, including herbal teas 6 27%

 Green Tea 5 23%

 Relaxation 1 5%

 Spirituality, total 11 50%

  Prayer, exclusively 4 18%

  Other than prayer 6 27%

  Both 1 5%

 CAM provider 1 5%

*
Self-report
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