
Use of Complementary and Alternative Medicine among Older 
Adults: Differences Between Baby Boomers and Pre-boomers

Sheryl R. Groden, PhD,
Michigan State University

Amanda Toler Woodward, PhD,
Michigan State University

Linda M. Chatters, PhD, and
University of Michigan

Robert Joseph Taylor, PhD
University of Michigan

Abstract

Objectives—Compares use of complementary and alternative medicine (CAM) across age 

cohorts.

Design—Secondary analysis of data from the Collaborative Psychiatric Epidemiology Surveys.

Participants—Adults born in 1964 or earlier (n=11,371). Over half (61.3%) are baby boomers 

and fifty-three percent are female. Seventy-five percent of the sample is white, 10.2% African 

American, .6% black Caribbean, 9.35 Latino, and 4.1% Asian.

Measurements—The dependent variable is a dichotomous variable indicating use of any CAM, 

The main predictor of interest is age cohort categorized as pre-boomers (those born in 1945 or 

earlier) and baby boomers (those born between 1946 and 1964). Covariates include the use of 

traditional service providers in the past 12 months and 12-month mood, anxiety, and substance 

disorder. Disorders were assessed with the Diagnostic and Statistical manual World Mental Health 

Composite International Diagnostic Interview (WMH-CIDI). Logistic regression was used to test 

the association between use of CAM and age cohort.

Results—Baby boomers were more likely than pre-boomers to report using CAM for a mental 

disorder. Among identified CAM users, a higher proportion of baby boomers reported using most 

individual CAM modalities. Prayer and spiritual practices was the only CAM used by more pre-

boomers.
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Conclusions—Age cohort plays a significant role in shaping individual health care behaviors 

and service use and may influence future trends in the use of CAM for behavioral health. Health 

care providers need to be aware of patient use of CAM and communicate with them about the pros 

and cons of alternative therapies.

Keywords

Complementary and Alternative Medicine; Older Adults; Mental Health; Prayer; Spirituality; 
Baby Boomers

Objective

Complementary and alternative medicine (CAM) is defined as a group of diverse medical 

and health care practices and products not presently considered part of conventional 

medicine (https://nccih.nih.gov/). Examples of CAM include mind-body practices such as 

meditation, Tai Chi, yoga, acupuncture, traditional Chinese medicine, chiropractic medicine, 

massage and osteopathic manipulation, and biologically-based practices such as herbs, foods 

and vitamins. If these practices are used together with conventional medicine, they are 

referred to as ‘complementary’, and if used in place of conventional medicine, they are 

considered ‘alternative’.

The number of CAM consumers in the United States increases each year. Americans made 

an estimated 425 million visits to alternative health care providers in 1990 (1) and 629 

million visits in 2005 (2) This is almost double the number of annual visits to primary care 

physicians (2). Prevalence of CAM use among adults aged 65 and older varies widely across 

studies ranging from 31% to 88% in both nationally representative surveys (3–5) and smaller 

regional studies (6–8). A 2007 AARP telephone survey suggests variation in CAM use 

among older adults with the proportion of people using CAM is less common with age (9). 

CAM use is also higher use among women and some racial/ethnic minorities, although there 

is some variation depending on the type of CAM (4,8).

CAM is most frequently used for treating chronic conditions, including anxiety and 

depression (6,10), particularly when these conditions do not respond adequately to 

conventional approaches (1,11). Few studies, however, look specifically at the prevalence of 

CAM use among older adults for mental and substance disorders. Available studies indicate 

that over half of older adults with anxiety or depression reported using CAM (8,13). A 

higher proportion of older adults with mental disorders report using CAM compared to those 

without a mental disorder (13,14). However, only a small proportion of these individuals 

report using CAM specifically to treat mental health symptoms (13).

CAM modalities that have been most commonly used for mental health treatment include 

acupuncture, herbal therapy, high dose vitamins, massage therapy, relaxation techniques, 

guided imagery, mindfulness based stress reduction (MBSR), yoga, and prayer or other 

spiritual practices. A growing body of research is examining the efficacy of CAM for 

treating mental or substance disorders (15–17). Little of this research, however, has been 

done with older adults and of the studies in this group, most focus on dementia.
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Current trends suggest an increase in CAM use among older adults, reflecting the aging of 

the baby boomers. However, little research specifically compares CAM use among baby 

boomers (those born between 1945 and 1964) and pre-boomers (those born before 1945). 

One study (18) examined generational differences in CAM use, but focused on chronic 

diseases that are physical (e.g., heart disease, cancer, stroke, lung disease and diabetes). 

Study findings indicated that even though pre-boomers report a substantially higher 

prevalence of chronic diseases, baby boomers report a higher use of CAM regardless of 

health status. In sum, current literature suggests that generational status (i.e., baby boomers 

vs. pre-boomers) and socio-demographic factors (e.g., gender, socioeconomic status, and 

race) may be important for understanding CAM use among older adults. However, questions 

regarding older adults’ use of CAM specifically for mental health issues, as well as possible 

age cohort and demographic differences in CAM use, remain unanswered.

The current study uses a nationally representative sample to examine the use of CAM among 

baby boomers and pre-boomers for a mental or substance disorder. We expect that, 

controlling for other socio-demographic factors and the presence of a mental or substance 

disorder, baby boomers will be more likely to use CAM than pre-boomers and will use a 

wider variety of CAM modalities. Further, we examine whether socio-demographic factors 

with known associations with CAM use are moderated by age cohort.

Methods

Sample

This study used data from the Collaborative Psychiatric Epidemiology Surveys (CPES). 

Data were collected from 2001 to 2003 and consist of three nationally representative surveys 

– the National Comorbidity Survey Replication (NCS-R), the National Survey of American 

Life (NSAL), and the National Latino and Asian American Survey (NLAAS). The NCS-R is 

representative of the U.S. population and includes face-to-face interviews with 9,292 

residents of English-speaking households who are 18 years or older. The NSAL was based 

on a national probability sample of 6,082 African Americans, blacks of Caribbean descent, 

and non-Hispanic whites. The NLAAS is a nationally representative sample of Latino and 

Asian populations in the United States, and includes 2,554 Latinos and 2,095 Asian 

Americans. The CPES surveys share a common set of objectives and instrumentation and 

are designed so that they can be combined as a single, nationally representative study (19).

The analytic sample for this study included adults born in 1964 or earlier (n=11,371). The 

baby boomer generation includes those born between 1946 and 1964, while the pre-boomer 

generation includes those born earlier than 1946. Using weighted percentages, members of 

the baby boomer group comprise 61.3% of the sample. Seventy-five percent of the sample is 

white, 10.2% African American, .6% Black Caribbean, 9.3% Latino, and 4.1% Asian. Fifty-

three percent are female.

Measures

Respondents were given a list of commonly used alternative therapies and were asked, “Did 

you use any of these therapies in the past 12 months for problems with your emotions or 
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nerves or your use of alcohol or drugs?” The list of therapies included acupuncture, 

biofeedback, chiropractic, energy healing, exercise or movement, herbal therapy, high dose 

megavitamins, homeopath, hypnotism, guided imagery, massage, prayer or other spiritual 

practices, relaxation or meditation techniques, special diets, spiritual healing by others, and 

any other nontraditional remedy or therapy. Dichotomous variables were created for the use 

of any CAM versus no use overall and for each of the individual CAM therapies. The use of 

traditional service providers in the past 12 months was assessed in the same way as the use 

of alternative services and included a psychiatrist; general practitioner, family doctor or 

other medical doctor; psychologist; social worker; counselor; any other mental health 

professional such as a psychotherapist or mental health nurse; a nurse, occupational 

therapist, or other health professional; or a religious or spiritual advisor.

Past 12-month mood, anxiety, and substance use disorders for all respondents were assessed 

with the Diagnostic and Statistical manual (DSM-IV) World Mental Health Composite 

International Diagnostic Interview (WMH-CIDI) (20). Mood disorders included major 

depression, dysthymia, and bipolar I and II disorder; anxiety disorders included panic 

disorder, social phobia, agoraphobia without panic disorder, generalized anxiety disorder, 

and posttraumatic stress disorder; and substance use disorders included alcohol abuse and 

dependence and drug abuse and dependence.

The main predictor of interest was age cohort categorized as pre-boomers (those born in 

1945 or earlier) and baby boomers (those born between 1946 and 1964). Other measures 

were race/ethnicity (Asian, Latino, Black Caribbean, African American, non-Latino White), 

gender, education (less than high school, high school, some college, college degree or 

higher), marital status (currently married, previously married, never married), employment 

status (employed, unemployed, not in the labor force), and household income.

Analysis

The Rao-Scott chi square for categorical variables and an F means test for continuous 

variables were used to examine differences in CAM use. We examined age cohort 

differences across specific CAM therapies, as well as differences in the use of traditional 

professional services among persons reporting CAM use. Finally, logistic regression models 

were used to test the association between use of CAM and age cohort while controlling for 

other sociodemographic variables. Interactions between age cohort and other predictors were 

examined. Sixty-four percent of respondents who used CAM indicated using prayer or other 

spiritual practices, and over 30% indicated that prayer or other spiritual practices was the 

only alternative therapy used. Consistent with previous research in this area (13,21–23) we 

excluded those who reported using only prayer or other spiritual practices (n=1,236, 30.7%) 

as CAM users in the multivariate analyses. Bivariate analyses are presented both with and 

without this category. All analyses were performed with the complex survey commands in 

Stata 12 which accounts for the complex multistage clustered design of the CPES sample, 

unequal probabilities of selection, nonresponse, and poststratification to calculate weighted, 

national representative populations estimates and standard errors. All percentages reported 

are weighted.
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Results

Overall, 23% of the sample report using CAM in the past 12 months. A higher proportion of 

baby boomers (27.7%) use CAM compared to pre-boomers (16.4%) (Table 1). This pattern 

is evident when those who use only prayer and other spiritual practices are omitted as well 

as when they are included (Table 2). In contrast, when different CAM modalities are 

examined for the group identified as CAM users, a higher proportion of pre-boomers 

(69.8%) report using prayer or other spiritual practices as compared to baby boomers 

(61.6%). Significant age cohort differences for other CAM modalities (i.e., energy healing, 

exercise or movement therapy, herbal therapy, guided imagery, massage, relaxation or 

meditation techniques, and spiritual healing by others) indicate that a higher proportion of 

baby boomers report using the modality compared to pre-boomers. Further, among CAM 

users, a significantly higher proportion of baby boomers as compared to pre-boomers also 

indicate visiting a psychiatrist, a family doctor or other doctor for a mental disorder.

Bivariate analyses identify other sociodemographic characteristics that are significantly 

related to CAM use as well (Table 1). With respect to racial/ethnic groups, a higher 

proportion of Whites report using CAM (25.7%), followed by African Americans (17.0%), 

Latinos (15.4%), Black Caribbeans (12.7%), and Asians (11.9%). More women (29.8%) use 

CAM than men (16.1%). The proportion of CAM users increases with education from 

14.7% of those with less than a high school education to 30.8% of those with a college 

degree or higher. In terms of marital status and employment status, the highest proportion of 

CAM users are among those who have never married (27.0%) and those who are employed 

(24.9%). Finally, a lower proportion of those who meet criteria for a 12-month mental 

disorder (48.1%) report using CAM while a higher proportion of those who visited a 

traditional service provider in the past 12 months (54.1%) report using CAM.

Table 3 presents results from the logistic regression model. Controlling for all other 

variables, pre-boomers are half as likely as baby boomers to report using CAM for a mental 

disorder. Black Caribbeans, African Americans and Latinos are less likely than Whites to 

use CAM and men are less likely to use CAM than women. Those with a high school 

education or higher are more likely to use CAM. In the multivariate context, CAM use was 

unrelated to marital and employment status. Having any 12-month mental disorder increases 

the odds of using CAM. CAM use is also associated with increased odds of using any 

traditional service provider in the last twelve months. In particular, visiting a family or other 

doctor, psychologist, social worker, other mental health provider, or a spiritual advisor is 

associated with a higher likelihood of CAM use. A significant interaction between race and 

age cohort indicated that the effect of age cohort is different for African Americans than for 

Whites. Among baby boomers, Whites have a slightly higher probability of using CAM 

(predicted probability=.35) compared to African Americans (predicted probability=.22); 

however among pre-boomers, there is no statistically significant difference.

Boomers were more likely to try Energy Healing, Herbal therapies, massage, and relaxation 

or meditation techniques. The implications for baby boomer use of these therapies on the 

future of integrative care include a need for increased patient-provider communication 

regarding patient use of herbal therapy, as well as a targeted communication with patients as 
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to whether these particular therapies will help as a non-pharmacological approach to medical 

care.

Conclusion

Age cohorts have a significant role in shaping individual health care behaviors and service 

use. Study findings verified that older adults use CAM for mental health disorders and 

further that cohort differences within the older population are associated with CAM use. 

Baby boomers came of age in the late 1960s and early 1970s, when Americans were 

increasingly exposed to different views about food and health, traditional health care 

systems, and holistic health care, as well as the development of self-care and health 

consumer movements (24). Rates of chronic illness and health care costs also increased 

dramatically at this time. Higher CAM use among this cohort is likely influenced, at least in 

part, by these health-relevant experiences occurring during this period. This is consistent 

with other studies of differences between baby boomers and pre-boomers in terms of how 

they access and use traditional health care. For example, baby boomers are less likely to 

adopt their physician’s care recommendations without question, will seek out ways to 

manage their own health care needs (25), and are more likely to demand second opinions 

and be both assertive and active in personal health care decisions (26). These health self-

management behaviors are consistent with those noted in patients who are most likely to 

seek out CAM treatment (3,13). Presumably, baby boomers are likely to continue to seek out 

new approaches to health care as they age, including the use of CAM for mental health care.

For both pre-boomers and baby boomers prayer and other spiritual practices were the most 

utilized type of CAM. This is consistent with several studies indicating that prayer and other 

spiritual practices are the most prevalent form of CAM used to cope with physical health 

problems (23, 24) and psychiatric problems (23), although research on using CAM for 

mental health problems is more limited. Across virtually all forms of religious involvement 

(e.g., public worship, private practices, prayer) older adults are more religiously inclined that 

than younger age groups (28,29). Further, prayer, spirituality and religion are important 

aspects of life for adults as they age (30) and play a significant role in coping with the crises 

and the challenges of growing older, declining health and confronting one’s mortality.

Despite the prevalence of prayer across both groups, a higher proportion of pre-boomers 

reported using prayer and spiritual practice as compared to baby-boomers. In addition to 

cultural changes in health attitudes and traditional care arrangements, the 1960s and 1970s 

were a time of significant transformations in the role of religion and religious institutions in 

everyday life. Pre-boomers, on the other hand, were socialized in a period when cultural 

attitudes and behaviors endorsed a more religious worldview. For example, nationally beliefs 

about the importance of religion in one’s life were highest in the 1950s, followed by steady 

declines over subsequent decades (31). Reflecting this, older adults as a group have 

consistently been more likely than their younger counterparts to have higher levels of 

religious involvement. As the oldest of the baby boom generation moves into their seventies 

and beyond, it is an open question as to whether their interest and their use of prayer and 

spirituality as a form of CAM will increase (i.e., an aging effect) or remain the same (i.e., a 

cohort difference).
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Study findings demonstrated other forms of sociodemographic variation in CAM use among 

older adults. The finding that the difference between Whites and African Americans in CAM 

use is only significant among baby boomers is particularly interesting. This suggests that 

pre-boomer Whites and African Americans are more alike in their use of CAM and that the 

increased use of CAM among baby boomers has been somewhat greater among Whites. 

Finally, findings of greater CAM use among women, employed persons, those with a high 

school education or more and non-Hispanic whites underscore important within group 

differences in CAM use for mental health issues among older adults.

Turning to issues of service use, overall our research is consistent with previous studies 

indicating that CAM users are also traditional service users (14,23,34). Further, recent 

research suggests that, although many people with a mental health problem do not receive 

treatment, baby boomers are more likely than pre-boomers to seek help (34). In addition, 

while use of services for mental health problems has remained stable among pre-boomers, 

the receipt of outpatient treatment or psychotropic medications has increased over time 

among baby boomers (35,36). Assuming this trend continues, the number of older adults in 

need of and seeking mental health services can be expected to increase. However, the United 

States health care system currently lacks sufficient numbers of geriatric mental health care 

professionals required to care for those older adults in need, let alone the anticipated 

increases in older persons requiring mental health care (34).

One way to address this challenge may be to expand both integrative and integrated care 

models. Integrative care includes complementary and alternative methods, alongside 

traditional medical approaches. The effectiveness of this approach is being studied in 

addressing pain management and treating PTSD among veterans (35,37), symptom 

management among cancer patients (38), and supporting healthy behaviors such as smoking 

cessation (39) and weight loss (40). Given our finding that baby boomers are more likely 

than pre-boomers to try CAM modalities such as energy healing, herbal therapies, massage, 

and relaxation or meditation techniques, a continuing focus on integrative care is important. 

This includes an emphasis on patient-provider communications regarding both patient use of 

CAM and availability of CAM within traditional settings and continued research on the 

efficacy of alternative approaches to care.

Integrated care, on the other hand, is the systematic integration of behavioral health within 

the primary care setting (41). This type of approach to care essentially targets the care needs 

of older adults who are reluctant to seek out separate mental health services who would then 

receive care within the primary care umbrella. CAM modalities can also be incorporated into 

integrated care approaches.

This paper has several limitations. First, the cross-sectional nature of the design limits the 

ability to make casual arguments. Second, given the nature of the questions regarding CAM 

use, we cannot tease out details such as the use of yoga and tai chi or the use of specific 

herbal treatments. Finally, we have no data on the context in which CAM was used. For 

example, meditation may be practiced at home, in the community, or within a more 

structured setting such as part of a Mindfulness Based Stress Reduction or Mindfulness 
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Based Cognitive Behavioral Therapy program. Such differences can have implications for 

the nature of the meditation practice and its impact on mental health.

Implications

Our findings have important implications for research, practice, and policy. First, the use of 

CAM modalities continues to expand and they are delivered in a variety of settings and 

using different methods. CAM modalities such as acupuncture and massage therapy are 

done under the guidance of a trained provider. A good number of CAM practices, however, 

are not regulated or delivered by a trained provider (e.g., over-the-counter herbs and 

supplements). Health care providers, including physicians, nurses, pharmacists, social 

workers, and other mental health care providers, need to be aware of this trend and the 

greater likelihood of CAM use among their older clients and baby boomers. Reflecting this, 

health care providers should consider including an assessment of CAM use in their 

interactions with patients. This is particularly crucial in the case of over the counter 

medicines and dietary and herbal supplements that may have adverse side effects and/or 

interact with prescription medications.

Health care policymakers need to examine policies related to insurance coverage of CAM 

modalities and be conversant with the emerging evidence base on CAM and medical 

marijuana laws to determine whether potentially useful and cost-effective therapies can be 

identified. Health care educators should include information regarding CAM in their 

curricula including the use of CAM modalities which fall within their professional scope of 

practice. In addition, CAM is potentially a rich resource for enhancing both the physical and 

mental health aspects of geriatric care. A few examples of the use of CAM in long-term care 

include chair yoga, music therapy, and the Namaste Care program which incorporates touch, 

massage, and aromatherapy into end-of-life care for people with dementia.

Despite strong evidence of the prevalence of CAM use within the general population, there 

has been less research on the efficacy of CAM use by older adults. This is important because 

older adults’ experiences with certain CAM modalities may vary based on physical and 

physiological changes associated with metabolic processes, immune system changes (i.e., 

immune senescence), sensory functioning, interactions with medications and polypharmacy, 

and/or physical limitations caused by aging. As a result, additional research on CAM 

modalities, specifically those used for mental health treatment, is needed to identify best 

practices to help older adults and their health care providers make informed decisions on 

treatment options.

Age cohort differences are important for understanding the use of CAM modalities for 

mental health issues by older adults. By their sheer numbers and their history of introducing 

important social change, baby boomers will continue to make a mark on our health care 

systems and services. Baby boomers’ continued use of CAM for mental health care, either 

alone or in conjunction with traditional care, will necessitate a shift in our current models of 

care to older patients. Complementary and alternative medicines are likely to be increasingly 

important elements of behavioral health treatment moving forward, with potential benefits 

for both the physical and mental health of older adults.
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Highlights

• 23% of older adults in the study used CAM, consistent with results from 

previous nationally representative samples.

• Baby boomers were more likely than pre-boomers to report using CAM and 

among CAM users reported using more CAM modalities.

• Prayer and spiritual practices was the only type of CAM modality used more 

by pre-boomers. This is consistent with research to date regarding prayer and 

aging.

• Baby boomers’ continued use of CAM for mental health care will necessitate 

a shift in our current models of care to older patients.
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Table 3

Logistic regression predicting CAM use.

Used CAM1

OR p

Age cohort

 Pre-boomer 0.53 <.001

 Baby boomer 1.00

Race/ethnicity

 Asian 0.8 0.277

 Latino 0.75 0.037

 Black Caribbean 0.34 <.001

 African American 0.56 <.001

 White 1.00

Gender

 Male 0.52 <.001

 Female 1.00

Marital status

 Married 1.00

 Divorced/separated/widowed 0.88 0.325

 Never married 1.11 0.656

Education

 Less than high school 1.00

 High school 1.30 0.046

 Some college 1.92 <.001

 College degree or higher 2.91 <.001

Employment status

 Employed 1.00

 Unemployed 1.49 0.036

 Not in labor force 1.01 0.958

 Household income 1.00 0.951

 Any 12 month disorder 1.76 <.001

 Any 12 month non-CAM service use 2.00 <.001

 Medical doctor 1.66 0.004

 Psychologist 1.98 0.002

 Social Worker 2.95 0.004

 Other mental health 2.47 0.015

 Spiritual advisor 2.95 <.001

 Pre-boomer x African American 1.97 0.033

1
Those who reported using only prayer or other spiritual practices not included as CAM users.

OR=Odds ratio

Test of model significance is an adjusted Wald test, F=13.02 (20, 143), p<.001. Tests of individual variable significance are Wald tests using the t-
statistic.
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