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Abstract

Background

The use of complementary and alternative medicines (CAM) anil @#Aactitioners i$
common, most frequently for the management of musculoskeletal condKioosledge is
limited about the use of CAM practitioners by older people, andfglyi those with othe
long term or chronic conditions.

-

Methods

In 2011 we conducted an Australia wide survey targeting older aduttsoage 50 years (n
2540). Participants were asked to identify their chronic conditions, and irhich healt}
professionals they had ‘received advice or treatment from imagie3 months’, includin
‘complementary health practitioners, e.g. naturopath’. Descriptiaéy/ses were undertak
using SPSS and STATA software.
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Results

Overall, 8.8% of respondents reported seeing a CAM practitioner ipatstethree monthg,
12.1% of women and 3.9% of men; the vast majority also consulting medacditioners ir
the same period. Respondents were more likely to report consultidgVap@ctitioner if
they had musculoskeletal conditions (osteoporosis, arthritis), pain, ppessen/anxiety.
Respondents with diabetes, hypertension and asthma were leastdikeport consulting
CAM practitioner. Those over 80 reported lower use of CAM practitoigan youngs
respondents. CAM practitioner use in a general older population wassutiated with th
number of chronic conditions reported, or with the socio-economic levekafence of th
respondent.
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Conclusion

Substantial numbers of older Australians with chronic conditions seekeattem CAM
practitioners, particularly those with pain related conditions, bst ¢éen with condition
where there are clear treatment guidelines using conventiondicinee such as wit
diabetes, hypertension and asthma. Given the policy emphasis orcbettination of car
for people with chronic conditions, these findings point to the importancemomunication
and integration of health services and suggest that the concept‘inééti@eg team’ needs|a
broad interpretation.
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Background

Kiat and colleagues recently observed that the use of complesné&naédternative medicines
(CAM) can have significant interactions with standard presonptnedicines for people
living with cardiovascular disease (CVD) and argue the importanoeawmfstream healthcare
practitioners being able to advise consumers about CAM use [1}.ridte estimates that as
many as 42% of people with CVD take CAM [1]. Many people use GAMromote health
and to manage health conditions, including chronic and long term cond@i&jsbut it is
sometimes difficult to distinguish in the literature betweenuse of CAM, which can be
obtained from a variety of sources, including high street pharmauwiesupermarkets, from
the use of services provided by a range of complementary oraditerimealth practitioners
(CAM practitioner). In addition to the possible interactive effestsombining CAM with
prescribed medicines, seeking the advice or treatment of a @raletitioner such as a
naturopath or acupuncturist raises implications for people with chconaitions in ensuring
that care management is both coordinated and effective acrossngee afapractitioners
consulted. Limited information is available about the use of CAMtpi@ers by older
people, amongst whom chronic illness is most common.

Based on survey interviews with 3004 people in 1993, MacLennan and colleagoisd in
1996 that one in five people in Australia (20.3%) had ever attended a nocatyettained
CAM practitioner [6]. Eighteen years after the study was uakent the works of
MacLennan and colleagues remain highly cited as the authantipsevalence of CAM and
CAM practitioner use in Australia [7-9]. More recently, in 2003 Adaand colleagues
reported findings from the Australian Longitudinal Study on Womerm@altH, showing that
women in the middle aged group of 45-50 years of age were morethiayounger (18—
23 years) or older women (70-75 years) to have consulted a CAM ipraagtiin the last 12
months. In addition, in all age groups, users of CAM were more likelgside in non-urban
areas, have more symptoms and illness, and be higher usersinstreaan healthcare
practitioners [10,11]. They found that 28% of women in the middle aged graui5% of
women in the older age group reported consulting CAM practitioners pi@d. and
colleagues [12] note the CAM industry is growing and is now a +hillion dollar industry.
They report that 44.1% of adults in their Australian-wide study tegovisiting a CAM
practitioner in the past twelve month period, with females moréylikean males to use



CAM [12]. Robinson & McGrail's 2004 literature review found sevestaidies that suggest
CAM use may be even higher [13].

The majority of studies of CAM use have been carried out in thendiBding, for example,
work by Goldstein, who has reported, inter alia, on the use of CAM aQalifgprnia adults
with, and without cancer [14], and with Hsiao et al. [15] has exgpltine significance of
ethnic background in the use of CAM. In a narrative reviewinglaio CAM use in the
general population, Bishop and Lewis [16] conclude that knowledge in ¢éaewayuld be
well served by further research exploring specific issues, @ggkest looking at predictors of
particular CAM use, and the association between CAM use and indidddaegraphic or
health characteristics.

Adams et al. (2010) examined the use of CAM and CAM practitiarsng participants in a
cohort study and found that those using CAM practitioners tended to beeyptemale,

with higher education levels and above average incomes [17]. Thisasadseported use of
CAM practitioners by condition: respondents with non-arthritic joinhjpand those with

mild to moderate depressive symptoms were the more likely talc@€AM practitioner.

In Kristofferson’s Norwegian study of CAM practitioner use, 9.5 people with no

previous diagnosis of cancer or coronary heart disease reportaty lrseen a CAM

practitioner in the past 12 months. Almost 8% of people with a prediagsosis of cancer
and 6.4% of people with coronary heart disease reported the sam&H&8¢ numbers are
slightly higher than Greenfield and colleagues’ British stalfZAM use (including CAM

practitioners), where 8.1% of survey respondents reported using @ABElt-manage
coronary heart disease [19].

Thomas [20] in the UK found that 71% of CAM practitioner consultatiohate@ to
musculoskeletal conditions. We were able to identify only one steplgrting the use of
CAM practitioners according to chronic condition within a general papulathat
specifically included older people [21]. In that study, Al-Windi [2&parted that being
middle-aged (25-64 years) and having a diagnosed chronic condition werecasidiyi
associated with higher use of CAM practitioners. In a study o¥iger based CAM use,
Sirois[22] found that those factors predicting CAM provider use ingdreeral population;
being female, having a higher education level and a higher numlemairbid conditions;
held across three illness groups they included, arthritis, inflaomgndowel disease and
mixed chronic conditions.

In this paper, we ask what factors are associated with use BF @Actitioners by older
Australians living in the community, and discuss those findings in dhnéext of chronic
illness management.

Methods

In February 2011 the Serious and Continuing lliness Policy and é¢&astudy (SCIPPS)
conducted an Australia wide mail survey targeting people agedb0warars, about time use
and co-ordination in relation to chronic illness. The survey designathpl&ig method, the
survey process and analytic method are outlined below.



Survey design

The survey was designed to cover three main areas. Theititgceinformation on standard
demographic variables. The second related to the respondent’s heakiskaddespondents
for their perceptions of their own health using the standard sipggstion measure of self-
assessed health. In addition, respondents were asked to nominate deeasiesiwith which

they had been formally diagnosed, including those from a lisbmimon chronic conditions.
Respondents were asked about their health services use, includingdypenaber of health
professionals consulted in the previous three months. The final seontsined a series of
guestions to obtain information about co-ordination of care and time spéeiatih related

activity.

The questionnaire was piloted with 18 members of a local healtitesseonsumer network,
who suggested changes to terminology, simplification of questions andrshgrthe survey.
The amended survey was completed by a further 28 people who wspandents to a
previous survey of older Australians by the same team and had @wlibair willingness to
be involved in further research studies. No further changes were suggested.

Sample

People aged over 50 years with one or more of Type 2 Diabetes, Cldbsinuctive
Pulmonary Disease and Cardiovascular disease were the subjagtajra wider study of
which this work is part, the Serious and Continuing Illness Polcly Rractice Study. To
ensure that we were able to obtain a good understanding of chronis #ixygsrience, this
participant sample was drawn from members aged over 50 yedmseeforganisations: one
which broadly represents all older Australians and two which rétatearticular disease
conditions.

The three sample pools were: National Seniors Australia, (a naiit prganisation

representing Australians aged 50 and over with 285,000 members), tbaaN&iabetes
Services Scheme (NDSS) (a government funded service delivanimgjdised diabetes
supplies, information and support for people with diabetes with 280,000 aetgséiged over
50) and the Australian Lung Foundation (a non-profit, advocacy, education,aisimdjrand

support organization with over 14,000 members). We refer to respondentsigpaxti of

either the ‘NSA sample’, the ‘Diabetes sample’ or the ‘Lung sample’.

A sample of 5,000 members was drawn from the NSA members, istrahy State of
residence and age with an oversampling of older members to intheapeoportions with
chronic disease. A sample of 2,500 registrants aged 50 years owvavealrawn from the
NDSS register, stratified by State, age and gender with noampl&g as the scheme
operates specifically to subsidise costs for persons withtdmb® sample of 3,062 members
of the Australian Lung Foundation was also drawn, comprising all thembars with
chronic obstructive pulmonary disease (COPD).

Survey process

The survey was mailed out to the selected sample, with infemmabout the survey in a
letter accompanying the survey form. This letter informetprents about the reason for the
survey and what it hoped to achieve, that the survey was voluntary, andegr@antact
information to enable the recipient to contact the research lead#re relevant Ethics



committee with any concerns. Recipients were offered a clobicesponding on line, using
Survey Monkey®, a proprietary survey tool, or by completing the suoray and returning

it by prepaid post. Recipients were informed that return of tineeg was taken to signify
consent to take part.

Study approval was obtained from the Australian National Univeliignan Research
Ethics Committee (Protocol number: 2010/468).

Data collection and analysis

Data were scanned and entered into SPSS files for analysi;meO®edponses were merged
electronically. Analysis was undertaken using SPSS Version @S, NY, USA) and
Stata 9 (College Station, TX, USA).

The complex stratified sample structure and the variable respatesemeant that separate
weighting was needed for each sub-sample to allow estin@tesach of the three
populations, and all estimates provided here are weighted. The respoi@ingaiple (n =
1432) is broadly representative of older Australians, although theyamewhat more
affluent and better educated than the aged population as a whole. The majoritpapéhis
based on the NSA sample because it is representative of oldealrans [23], although the
other samples are referenced where this information adds to @amadiengt of how chronic
conditions influence access.

Results

Sample characteristics

The number of responses completed and included was 2,540. The NSA samyaedincl
1,432 respondents (28.6% response rate). The Lung sample included 681 resga@dsnts
response rate) and the Diabetes sample included 427 respondents (17.1% response rate)

The chronic conditions most widely reported in the NSA sample Tabée 1) were high
blood pressure (41.9%), arthritis (35.0%), chronic pain (19.5%) and asthma (19H&%6)
percentage of respondents who also reported ever having had a diagihoancer was
25.9%, with 10.3% reporting being treated for cancer in the past three months.

Table 1Proportions of people in the NSA sample (1,432 respondents) with chronic
conditions who attend complementary medicine practitioners

Number of Percent of people with condition attending a
respondents complementary practitioner
Percent 95% confidence interval

Cancer 401 6.6 4.3 8.9
Recent cancer 148 8.4 3.7 13.1
Heart condition 245 8.8 5.9 11.6
High blood 624 5.3 3.5 7.1
pressure
Diabetes 184 5.1 15 8.7

Renal condition 43 12.1 2.6 21.6




Asthma 266 6.1 2.7 9.5

COPD 60 5.9 0.4 11.4
Arthritis 520 9.2 6.7 11.8
Osteoporosis 175 15.9 10.8 20.9
Chronic pain 276 13.3 9.5 16.5
Anxiety/depression 208 12.0 6.2 17.7
Overall 8.8 7.3 10.4

Use of CAM practitioners

Respondents were asked to identify which health professionals ttéyebaived advice or
treatment from in the last 3 months’, including ‘complementarythealactitioners, e.g.
naturopath’. Overall, 8.8% of NSA respondents reported seeing a @Ad#itioner in the
past three months, (12.1% of women and 3.9% of men). In comparison, 3.8&dnébetes
sample, and 3.4% of the Lung sample, reported consulting a CAMtipraat during that
period. In the NSA group, 5.6% reported between one and three visits tMa@atitioner
in the previous 3 months with 1.2% reporting 4-5 visits and 1% reporting harétin the
same period. Most people who consulted a CAM practitioner had also eohaugfeneral
practitioner or medical specialist within the same period, (95%eDiabetes respondents,
100% of the Lung respondents, and 85% of NSA respondents.) Within the N&@ 6%
reported that they had seen a CAM practitioner, but not a mautiaetitioner, within the
previous 3 months.

Table 1 presents the percentage of NSA respondents with one orofméea chronic
conditions that were included in the survey, together with the pageof respondents with
each illness who reported consulting a CAM practitioner in the past three months.

Broadly speaking the table suggests that those with pain-assoorat@dbility limiting
conditions were more likely to consult CAM practitioners than thosie ether conditions.
Respondents with musculoskeletal conditions such as osteoporosis, or chioniwgre
significantly more likely to have seen have seen a CAM pi@udit in the previous three
months than respondents with cancer (ever treated), high blood pressbeteslior asthma.
With the relatively wide confidence intervals due to small numbis each condition no
other differences are significant, although the estimated proporobnpeople with
depression or anxiety or with renal conditions CAM practitioner are rekatiwgh at 12%.

Table 2 shows the percentage of each sample who reported conau@ilyl practitioner
within the previous three months, by number of chronic conditions they reported.



Table 2Use of CAM practitioner by Number of Chronic conditions and sample type

Number of Percent of people in this sample and with thisumber
respondents of conditions attending a complementary practitioner

Percent 95% confidence interval

NSA Sample

Number of

chronic

conditions

0 205 8.9 55 12.3

1 350 11.4 9.1 13.7

2 383 6.2 3.3 9.1

3 236 9.6 5.4 13.8

4 136 7.4 3.2 115

5 or more 122 8.6 3.3 14.0

Overall 1,432 8.8 7.3 10.4

NDDS Sample

Number of

chronic

conditions

0 7 NA

1 49 1.3 -2.5 5.0

2 105 0.7 -1.1 2.5

3 91 4.6 -0.2 9.3

4 75 5.7 0.3 11.2

5 or more 100 7.2 2.2 12.2

Overall 427 3.9 19 6.0

Lung Foundation Sample

Number of

chronic

conditions

0 6 NA

1 82 1.2 -0.7 3.1

2 129 3.1 0.2 6.0

3 125 3.2 0.1 6.3

4 134 6.0 2.6 9.5

5 or more 205 2.7 0.2 5.2

Overall 681 3.3 2.1 4.5

Although confidence intervals are very wide, there is a paitethe Diabetes sample of
increasing numbers of chronic conditions being associated with hogteentages using
CAM practitioners, with a similar pattern in the Lung samygbeto 4 conditions, although
with smaller use of CAM practitioners in the group with mdsbaic conditions. However,

this trend is not evident in the NSA sample, where there is rerpdhat is significantly

associated with number of conditions.

Table 3 shows demographic patterns of CAM practitioner useredppndents in the NSA
sample.



Table 3Demographic Patterns of Users of CAM practitioners in the NSA sample

Category Number of Percent of NSA members in this category
respondents attending a complementary medical
practitioner

Percent 95% confidence interval
All NSA members 1,432 8.8 7.3 10.4
Gender
Male 641 3.9 2.4 5.4
Female 780 12.1 9.8 145
Aged
50-59 years 175 9.8 5.8 13.7
60-69 years 581 10.1 7.4 12.8
70-79 years 387 7.2 4.7 9.6
80 years or over 216 2.6 0.3 5.0
Employment status
Employed full-time 158 6.4 21 10.7
Employed part-time 180 10.4 5.9 14.9
Retired 957 8.7 7.1 10.3
Home duties 71 7.7 1.0 14.3
Unemployed 8 18.4 -4.9 41.5
Other employment status 37 4.7 -1.8 11.2
Qualifications
No post-school 578 6.3 4.2 8.4
gualifications
Post school qualifications 491 9.6 7.5 11.7
but no degree
Degree or higher degree 336 12.8 9.4 16.2
Socio-economic status
(SES) of area of residence
First quintile (lowest SES) 122 6.4 1.8 11.0
Second quintile 194 8.8 4.9 12.7
Third quintile 257 7.2 4.7 9.6
Fourth quintile 362 8.1 5.1 11.2
Fifth quintile (highest 477 10.4 8.1 12.8
SES)
Note some groups do not add to 1,432 due to missing values
Region
Major Cities 57.8 9.0 7.3 10.8
Inner Regional Areas 27.7 9.3 6.2 12.4
Outer Regional Areas 11.3 7.7 4.6 10.7
Remote Areas 3.2 0.6 -4.2 55
General health
Excellent 8.8 9.6 5.8 134
Very good 39.1 9.9 7.7 12.1
Good 35.3 8.5 5.9 111




Fair 14.0 5.2 2.3 8.1

Poor 2.8 14.7 5.2 24.3
Number of chronic

conditions

0 15.9 8.9 5.5 12.3
1 27.1 11.4 9.1 13.7
2 25.8 6.2 3.3 9.1
3 14.4 9.6 5.4 13.8
4 8.1 7.4 3.2 11.5
5 or more 8.5 8.6 3.3 14.0

Women were significantly more likely than men to use CAM praners, and the elderly
(over 80 years of age) significantly less likely than those &fed9 years. Those with
degree qualifications were more likely than those with no post scjuadifications to use
CAM practitioners. Respondents living in remote areas were isignify less likely than
those in inner regional or metropolitan areas to report using CAMtifpwaers. No
significant differences in use were found in relation to employrst&tus or socio-economic
status of the area of residence. There was no significantetifferin CAM practitioner use in
relation to self-assessed health or (as noted above) the number of chronic corefiboies!.

Discussion

This study is the only national study specifically to repoet oSCAM practitioners by older
Australians who have chronic illness. Overall, 8.8% of our NSA sammptest closely
representative of the wider population of older Australians, reportethgsea CAM
practitioner in the previous three months. In common with other studéefyumd that those
who consult CAM practitioners are likely to be women and to have hitgwels of
education. However, in contrast with other studies [12,17], we did not findivimat in an
area of higher socioeconomic status was related to higher usbaVéealso been able to
show a differentiation in use with a decline in use with irgirgpage, with those over 80
years of age being the lowest users. In contrast to the Adacs[$7] where 3.1% of those
over 65 years visited CAM practitioners over the past year, o $éple showed use by
10.1% of those aged between 60 and 69 years; and 7.2% of those aged between 70 and 79
years in the past 3 months. It was only in the group of those agew&bave that the rate
of use fell to 2.6%.

The different methodologies used by researchers in this area make ainpetrisons of rates
of use difficult. Many of the studies cited report CAM pragtiBr use over the previous
twelve months (8, 17,) rather than the 3 months used in this study andifiesent age
groupings and include different CAM practitioners. However, the prnopsrtof those
consulting CAM practitioners in the previous 3 months, at 8.8%, is sit dsagreat as those
reported by Adams [17] and more in line with the 26.5% rate repoytéddeslLennan and
colleagues [8].

The gender difference in use is wider in our study (almost 3/ :than in other studies that
report a 2:1 difference [21] but the reasons for this are not clear.



Studies looking at specific chronic conditions have found similar CARge to that in our
study. In our study, 8.4% of respondents with recent treatment foercand 8.8% of
respondents with a heart condition in the NSA sample reported ac€M practitioners.
We found higher use of CAM practitioners among people with muscultaketenditions
such as arthritis (9.2%), osteoporosis (15.9%) and chronic pain (13.0%gaheer and heart
disease. These figures are higher than those reporteddysAet al. [17] (5.6%, 4.4% and
8.5% respectively), even when reporting a shorter period.

While Westert et al. [24] have shown that use of health semvicemases with increasing ill-
health and numbers of co-morbid conditions, the current study found that this did not apply to
the use of CAM practitioners: neither self-assessed health heorreported increasing
numbers of chronic conditions was significantly related to thgiorted use. This may
suggest that the reasons for consulting a CAM practitionetirdeed to the presence of
particular conditions, so that the actual number of conditions idngs®tant, or, as other
authors have suggested that it is related to the patientd'wi@lv’ in making their choice of
provider [16] especially when “conventional care is not relieving their sympi@sjs

This possibility is supported by the fact that the two chronic camdgamples (Diabetes and
Lung), for which conventional medicine has clear guidelines anthtesd models had low
CAM use.

Finally, respondents living in remote areas were significdaly likely than those in inner
regional or metropolitan areas to report using CAM practitionerénding that may be
related to the limited number of CAM (and other) practitioner@ustralia’s remote areas,
but that contrasts with Adams’ 2003 findings [10].

Limitations

There is no commonly used group of practitioners included under a defioiti@@AM
practitioner, and our study left it open to respondents to include CAdfitpyaers according
to their own views. There is no capacity in this study as atreslihk particular respondent
characteristics to particular practitioners. Additionally tevey did not capture whether
respondents saw mainstream healthcare practitioners who have been traiaABt[R26{C

Using recall as the basis for data may lead to inaccuegterting, which we hoped to
minimise by using a limited period, particularly in relation toe thumber of times
respondents consulted different health practitioners.

Our survey did not ask respondents whether they sought care fromcalpagractitioner in
connection with a particular chronic disease or other health isgueif3possible that people
with diabetes, for example, were accessing CAM practitiofmrananagement of other
conditions or to improve overall health [2].

The response rate from each of the sample groups is lower thardweged, which limited
the analysis of all variables, and inevitably leads to a conitexinthese results are not
representative. On the other hand, responses were received from resporademally,
which provides a strength to the results.



Implications for management of chronic illness

The vast majority of those who consulted CAM practitioners alseudted mainstream
medical professionals, almost universally in the case of resporfdemi$oth the Diabetes
group and the Lung group. Respondents with conditions that have well evidexatatent
regimes that are widely used, such as hypertension, diabetesthnta, have the smallest
percentage seeking advice or treatment from CAM practitionergh® other hand, higher
proportions of people with conditions that are complex, involve pain manageandmwhose
effects may be intractable using conventional medicines repeking assistance from CAM
practitioners.

We suggest that these findings have particular implications fminstneam healthcare
practitioners. Other studies have shown that the combination of mehif@epractitioners, as
well as multiple medicines affect the wellbeing of people withogic conditions [27,28].
For this reason it is important that mainstream healthcaretitppaers be aware of the
healthcare choices their clients are making.

Robinson & McGrail’s literature review of disclosure of CAM &AM practitioner usage
found that the disclosure rate of usage to mainstream healtheatiigmers may be as low
as 23%, with several reviewed studies reporting non-disclosure rats 4% [13]. The
reasons for this include, but are not limited to, patient perceptiohinghysician does not
value CAM, physician is viewed as ignorant of CAM, physician dossask about CAM
usage, patient forgets to mention CAM usage [13]. The disclosure ™ Ggage to
mainstream healthcare practitioners is essential, asak@tcolleagues have suggested, to
patient outcomes [1].

Conclusion

Our data suggests in addition that since a substantial pereesftagnsumers with chronic
conditions seek advice from CAM practitioners, it is important toidenshe active role of
CAM practitioners as part of overall health care planning and mar@adelLike mainstream
healthcare practitioners, CAM practitioners are likely to beai position of trust and
confidence with the consumer. The potential exists for adverseésefteresult not only from
competing medicines, but from competing advice. Sewitch et al. dufjgesincreased
knowledge of CAM efficacy and increased mainstream healthpractitioners’ knowledge
of CAM therapies will “help integrate CAM into mainstream noadlicare” [29 at 151]. In
previous SCIPPS work [30,31] we note that competing medication regintksompeting
advice about care are reported as significant barriers tad@sby both consumers and care
practitioners. Commenting on service fragmentations, a nursing manager said:

[Consumers] often express their concern that professionals aakirigt to
each other, aren’t linking up. It's very disheartening for them tongbsae a
GP in their community setting, try to see a podiatrist maybately, and a
nutritionist somewhere else. And the question they often ask méysdon’t
these people ever speak to each other to co-ordinate my care?’ (31: 7).

This quote speaks of fragmentation between medical health and #léalth care
professionals, but such fragmentation may be even more evident Aih pCactitioners,
especially given the reluctance of many to declare useAM @ their general practitioner.



Improving communication and integration of health services is eabkdnti providing
comprehensive care and we suggest that the concept of thengresam’ needs a broad
interpretation.

We recommend that questions about the use of CAM and consultationsCwith
practitioners should be raised by health care practitioners in éitbcal consultations as a
matter of standard procedure. Particularly in the case of chatitsosteoporosis and other
conditions where pain and pain management are a feature, regulssiss about CAM
therapy and practitioner use is important to foster patientysafet best multidisciplinary
practice.
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