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ABSTRACT
TITLE: Nurse Practitioners’ Use of Complementary/Alternative Medicine for
Women’s Health
AUTHOR: Polly K. Kloster

APPROVED: 2 S Y

Mary Ann Curry, RN, DNSc, FAAN, Profe@r, Research Advisor

The purpose of this dissertation was to examine nurse practitioners’ (NPs’)
attitudes/beliefs and communication about and their knowledge and use of
complementary/alternative medicine (CAM) for women’s health. Specific aims were to
describe: (a) CAM use by NPs; (b) NPs’ attitudes/beliefs regarding the use of CAM; (c)
NPs’ knowledge of CAM and CAM providers: (d) NPs’ training in specific types of
CAM; (e) NPs’ communication about CAM and the importance of knowing whether their
women patients’ use CAM; and (f) the factors associated with use of CAM by NPs.
Existing allopathic provider studies have been focused on physicians’ use of CAM for
men and women, although women have been more likely to use CAM. Therefore, a
multi-phase process was used to develop a survey tool specifically for this study of NPs’
use of CAM for women's health. The final tool had 32-items and focused on 9 types of
CAM and 16 women'’s health conditions.

The survey was mailed to 582 NPs most likely to provide health care to women in
Oregon (RR = 60.7%). Use of CAM was measured in terms of NPs’ recommending,
referring for, or providing CAM. The majority reported using CAM and communicating

with their patients about CAM. Respondents most likely to use were 43 to 51 years old,



viii
had practiced less than 21 years as NPs, were certified nurse-midwives, and worked in
group office settings without physicians. NPs in non-metropolitan practices were more
likely to recommend CAM and reported CAM as more accessible to their patients than
those in metropolitan settings. Naturopathy/nutritional, vitamin, and/or herbal
supplements were most commonly used; energy healing was least used. CAM was used
most often for chronic pain, musculoskeletal/joint problems, headaches and migraines.
Use was based on beliefs that CAM enhanced practice options, was within NPs’ scope of
practice and personal practice philosophy, and was requested by patients.

Respondents were overwhelming positive about the benefits of CAM for
women’s health but expressed fears of personal liability and jeopardy of their NP license
as a result of CAM use. For each of the types of CAM, the majority reported knowledge
of their basic principles, 25% to 50% were interested in learning more, and 33% to 75%
knew providers to refer to. Few had received formal CAM education; only 24 were
licensed/certified CAM providers. Nursing training was among the least likely method
used to obtain CAM information. These findings have important implications for nursing

education, practice, policy and future research.
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CHAPTER ]
INTRODUCTION

Complementary and alternative medicine (CAM) has been practiced in various
forms and used worldwide since the beginning of time. Ayruvedic Medicine and
Traditional Chinese Medicine have been established for thousands of years as the most
ancient known systems of CAM healing (Porter, 1997). In contrast, biomedical science
evolved into an allopathic healing system only within the last two or three centuries
(Dally, 1997). Within the past century, allopathy has become the dominant health-care
practice in the United States (US). Despite the fact that allopathy is recognized as the
conventional form of health care in the US, it is considered to be unconventional by the
majority of the world’s population. In fact, the World Health Organization (WHO)
estimates that 80% of the world’s health-care consumers rely on CAM as their primary
source of health care (Bodeker, 1995).

The prevalence of consumer use of CAM has been well documented in research
conducted in Great Britain and Canada (Blais, Maiga, & Aboubacar, 1997; Furnham &
Bhagrath, 1993; Furnham & Forey, 1994; Furnham & Smith, 1988; Furnham, Vincent &
Wood, 1995; Kelner & Wellman, 1997; Northcott & Bachynsky, 1993; Sutherland &
Verhoef, 1994; Thomas, Carr, Westlake & Williams, 1991; Verhoef, Russell, & Love,
1994; Vincent & Furnham, 1996). Recent evidence suggests, however, that Americans
are also using health-care practices outside of the conventional allopathic system of
health care. In several surveys, one-third to one-half of the US participants reported

using CAM most often for wellness promotion and symptom management of chronic,



nonlife-threatening illnesses (Astin, Marie, Pelletier, Hansen, & Haskell, 1998; Bullock,
Pheley, Kiresuk, Lenz, & Culliton, 1997; Dunn, 1997; Eisenberg et al., 1998; Eisenberg
et al., 1993; Harris, 1987; Landmark Healthcare, 1998; Paramore, 1997). In addition,
these surveys indicate that if gender is significantly associated with CAM use, women
consistently are more likely than men to use it (Dunn, 1997; Eisenberg et al., 1998;
Furnham & Forey, 1994; Harris; Kelner & Wellman, 1997; Thomas et al, 1991; Verhoef
et al., 1994).

Since women are known to be more likely consumers of CAM, it is not surprising
that they have become targets for CAM-related marketing and information. Such
information on women’s health is common in advertising, health newsletters,
newspapers, women’s magazines, retail books, news programs, and on the Internet.
Women are bombarded with CAM choices ranging from no-cost therapies to significant
expenditures for self-care techniques, over-the-counter remedies labeled “natural,” and
practices requiring the services of a CAM provider.

Unfortunately, CAM information passed on to women is often based on anecdotal
reports and not sound science. Potential harm to women uninformed about possible side
effects, untoward interactions, or the scientific efficacy of CAM practices are concerns
identified by proponents and critics of CAM alike. Specific concerns have been voiced
as a result of a consistent research finding that Americans are using CAM concomitantly
with allopathic practices without notifying their allopathic providers (Dunn, 1997;
Eisenberg et al., 1998; Eisenberg et al., 1993; Elder, Gillcrist, & Minz, 1997; Paramore,

1997). These concerns focus primarily on possible delays in the provision of proven



allopathic care that may result in unnecessary and even potentially fatal complications;
harm or toxicity from contaminants or improper use of a CAM remedy; the costliness of
CAM,; lack of credentialing of CAM practitioners; and fraudulent and unproven CAM
practices that cause psychological harm by raising false hopes (Gates, 1994; Jonas, 1997;
Murray & Rubel, 1992; Wetzel, Eisenberg, & Kaptchuk, 1998).

The increased awareness of the prevalence of CAM use among consumers
coupled with concerns about its use has generated a growing interest in allopathic
provider use of CAM for patient care. In addition, a growing body of research to support
the value of CAM is finding its way into allopathic professional journals. A review of
the literature indicates that physicians are both interested in CAM and using it in their
practices (Astin et al, 1998; Berman et al., 1995; Borkan, Neher, Anson, & Smoker,
1994; Boucher & Lenz, 1998; Blumberg, Grant, Hendricks, Kamps, & Dewan, 1995;
Gordon, Sobel, & Tarazona, 1998; Perkin, Pearcy, & Fraser, 1994; Verhoef &
Sutherland, 1995). However, the general use of CAM by another important group of
primary care providers (PCPs), specifically nurse practitioners (NPs), has been addressed
in only one study: with adult primary care clinicians (Gordon et al., 1998).

Significance to Nursing

CAM use is prevalent in the US among health-care consumers. However, with
the exception of one study, health-care provider research in the US has focused
exclusively on physicians, excluding NPs, who are an important and growing group of
PCPs. The numbers of NPs are projected to rapidly increase—from approximately

30,000 in 1990 to 151,000 in 2015 (Cooper, Laud, & Dietrich, 1998). Given this



projected growth of NPs in the health-care workforce and the multiple concerns voiced
about CAM use by consumers and allopathic providers who lack knowledge of its
efficacy, it is important to assess NPs’ knowledge and use of CAM in practice. Because
the current research on provider use of CAM has essentially excluded NPs, there is a
need to examine NPs’ use of CAM.
Purpose of the Study

The overall purpose of this study was to examine NPs’ attitudes/beliefs and
communications about CAM and their knowledge and use of it for women’s health.
Specific aims were to describe (a) CAM use by NPs for women’s health, (b) NPs’
attitudes/beliefs regarding the use of CAM for women’s health, (c) NPs” knowledge of
CAM and CAM providers, (d) NPs’ training in specific types of CAM, (e) NPs’
communications about CAM and the importance of knowing whether their women
patients use CAM and (f) the factors associated with use and nonuse of CAM by NPs for

women’s health.



CHAPTER II

REVIEW OF LITERATURE AND CONCEPTUAL FRAMEWORK

This chapter provides a review of the literature on the general use of
complementary/alternative medicine (CAM) for patient care by allopathic health-care
providers in the US and on the use of CAM for women’s health. The limitations of the
published research and the significance of this research to the field of nursing,
specifically to nurse practitioners (NPs), are also discussed. Four specific domains
identified in the research provide the framework for this review. These domains include
use of CAM by allopathic providers for themselves and their patients, attitudes/beliefs
about CAM, knowledge of CAM, and provider-patient communication about CAM.
Initially, key terms are defined, followed by a brief historical overview of the dominance
of allopathic medicine in the US. This overview provides insight into the politics
impacting CAM research and the dissemination of CAM research findings.

Definition of Terms

Allopathic medicine and CAM have different underlying philosophies and
approaches to care. As a result, they are often regarded as two distinctly separate
categories of health-care. The terms allopathy and complementary/alternative medicine
are defined and described here to clarify their intended meanings for this study.
Allopathy

The allopathic system of healing is based on a rational system of empirical facts
and scientific principals (Fabrega, 1977). “Allopathy” is a term coined by Samuel

Hahnemann (1755-1843), the founder of homeopathy, to describe the practices of 19"-



century physicians who used harsh, abrasive therapies on patients with the intent of
producing effects different from the disease itself. Popular treatment practices labeled
“allopathic” by Hahnemann included emetics, bloodletting, leeching, and purging.
Hahnemann’s description of allopathy is antithetical to the essence of homeopathy in
which the intent of prescribed therapy is to cause symptoms similar to the disease (i.e.,
“like cures like”). Since the time of Hahnemann, the term allopathy has evolved as the
common reference for the biomedical practice of Western (mainstream) medicine as
taught in the US (Gundling, 1998; Segen, 1998).

Complementary/Alternative Medicine (CAM)

CAM is comprised of a broad spectrum of practices and beliefs that
fundamentally differ from allopathy in their underlying theory and treatment practices.
However, most CAM practices “share a holistic philosophy of health that extends beyond
the strict biomedical paradigm of conventional Western medicine” (Practice and Policy
Guidelines Panel, 1997, p. 149).

Historically, CAM healing has been regarded as falling within a symbolic or
cultural framework rather than one based on rational thinking. CAM has been recognized
as a distinct body of knowledge that deals with social adaptation, deviant behavior,
illness, disease, medical taxonomy, folk medical knowledge, and systems of care
(Fabrega, 1977). A variety of health-care systems and practices, many of which involve
self-care practices integral to a feminist model of care, have been incorporated into CAM.
These include, but are not limited to, Ayruvedic medicine, biofeedback and relaxation

techniques, chiropractic and osteopathy, energy healing (e.g., Reiki and therapeutic



touch), homeopathy, naturopathy, massage therapy, nutrition (e.g., dietary supplements
and nutraceuticals), and Traditional Chinese medicine (e.g., acupressure, acupuncture,
and herbal remedies).

The process of describing and defining the field of CAM is ongoing. The terms
alternative, complementary, non-allopathic, nontraditional, unorthodox, and
unconventional have been used interchangeably to refer to the entire body of CAM
practices. Most recently, the term integrative has been used in reference to CAM for
health-care practices that are used alongside conventional, allopathic, medical practices.
However, CAM continues to be individually defined by authors for purposes of their own
work.

The Office of Alternative Medicine (OAM) of the National Institutes of Health
(NIH) has recognized the lack of uniformity among researchers and authors in defining
CAM. In 1995, the OAM convened a panel of health-care providers and researchers for
the purpose of coming to consensus on a comprehensive definition. The final definition
included a description of CAM as a global term referring to a myriad of health practices,
beliefs, and systems that are based on non-allopathic philosophies. The following
definition from the OAM is being used to guide CAM research at the NIH:

CAM is a broad domain of healing resources that encompasses all health

systems, modalities, and practices and their accompanying theories and

beliefs, other than those intrinsic to the politically dominant health system

of a particular society or culture in a given historical period. CAM includes

all such practices and ideas self-defined by their users as preventing or



treating illness or promoting health and well being. Boundaries within CAM

and between the CAM domain of the dominant system are not always sharp or

fixed (Panel on Definition and Description, 1997, p. 50).

Combining the terms complementary and alternative indicates that these non-
allopathic modalities may be used either “together with” (complementary) or “instead of”
(alternative) allopathic medicine. Although it is understood that nurses (i.e., NPs) do not
practice medicine, for purposes of the research here, the NIH-approved acronym CAM
will be used to refer to all non-allopathic health practices.

Historical Overview of CAM

Prior to reviewing the literature on CAM, it is important to understand the history
of allopathic medicine and CAM in the US. An overview of this history provides insight
into the political factors that contributed to allopathic medicine becoming the accepted
form of health care practice in the US. The resulting dominance of allopathic medicine
has had an impact on CAM research and the dissemination of research findings.

CAM in the 19" Century

In the 1800’s, lay medical (i.e., CAM) practitioners coexisted with allopathic
practitioners without fear of practice restriction or regulation in the US. The most
common types of CAM practitioners included naturopaths, homeopaths, and midwives.
Practitioners of allopathy earned little respect and were often sought out as a last resort
because of their barbaric practices of bloodletting, leeching, and poisoning. In 1846, a
group of allopathically-trained medical providers met to change the status of its

practitioners and to develop an elite organization comprised of its own professionals.
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This organization came to be known as the American Medical Association (AMA) (Starr,
1982).

CAM in the 20" Century

During the early 20th century, a number of significant events occurred to establish
the requirements for a single dominant form of health care in the US—the contemporary
biomedical model of medicine, also referred to as allopathic medicine. Groups with
decision-making power in the health-care industry successfully orchestrated the
dominance of allopathic medicine over a 100-year period. The most influential groups
included the AMA, state legislatures, health-care delivery organizations, and the
pharmaceutical industry.

Impact of the Flexner Report. In the early 1900’s, allopathic physicians were

gaining power and prestige. The AMA responded to a continuing proliferation of diverse
CAM providers who competed for health-care practice by hiring educator Abraham
Flexner to assess the adequacy of allopathic training facilities throughout the country. In
1910, the Flexner Report was published with a scathing critique of the quality and lack of
uniformity in education for allopathic providers. As a result of his findings, Flexner
recommended a uniform standard of medical education for all physicians, a
recommendation that produced the greatest impact on health-care practices to that point
in America (Starr, 1982). The Report wielded the power of accreditation to phase out
practitioners of CAM by conferring the lowest ratings on educational institutions for
homeopaths, naturopaths, and midwives, providers who had long, well-established

histories in health care (Jacobs & Moskowitz, 1996). In addition, the backlash of the



10
Flexner Report had a significant impact on women in health care. Medical schools began
to tighten their standards for enrollment and increase their tuition to provide an improved
standard of medical education. Women and lower working class individuals were no
longer accepted or could no longer afford to be educated in the new, accepted system of
medical education. By 1914, all but one of the 17 women’s medical colleges had closed,
and women comprised only 3% of the medical school population in America
(Achterberg, 1990; Starr, 1982). Without the strength of powerful professional
organizations to back their health-care practices, CAM practitioners could not withstand
the AMA’s continued attempts to discredit their non-allopathic practices, and women
struggled to regain a role in the healing profession.

Impact of the AMA. Flexner’s report created a domino effect that gathered

momentum over the remainder of the 20th century. This effect resulted in a shift in the
balance of health-care practice, eventually elevating the status of allopathic physicians
over CAM practitioners. In 1925, the AMA used its power to establish and claim a scope
of practice for allopathic physicians that included diagnosing, prescribing, and treating
patients based on empirical science. This scope of practice was supported by state
legislatures through the enforcement of AMA standards and guidelines as a measure of
acceptable health-care practice. As a result, CAM practitioners who provided care within
the scope of practice claimed by allopathic physicians were discredited through state
governments on the basis of AMA-initiated regulations (Cassidy, 1996). Unable to claim

a basis in science, practitioners of CAM were relegated to a lesser status than
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“legitimate” health-care providers (i.e., allopathic physicians), and their freedom to
practice CAM was further restricted.

The AMA’s attempts to discredit CAM practitioners continued well into the 20th
century. This was evident in the code of ethics established by the AMA, which forbade
any licensed allopathic physician to provide CAM modalities in practice or to consult
with or refer patients to CAM practitioners, such as homeopaths (Coulter, 1973). This
state-supported AMA mandate often resulted in legal battles between state medical
boards and physicians who used CAM for patient care. Non-compliant physicians were
charged with practicing outside of their scope of practice, and as a result, they were often
threatened with revocation of their medical licenses. For example, Stanislaw Burzynski,
MD, PhD, had a 20-year history of battling the AMA’s repeated attempts to discredit
him, remove him from practice, and even imprison him for providing a non-FDA-
approved anti-neoplaston treatment to cancer patients despite reported success of the
treatment (Burzynski, 1998). Ultimately, the judicial system and the court of public
opinion exonerated Burzynski. Unfortunately, physicians who integrate CAM modalities
into their practices continue to be targeted by the medical community. Within the past
decade, cases have been brought against physicians in California (Meza vs. Southern
California Physicians Insurers Exchange, No. C026203, CA Court Appeals 3rd District,
1997) and North Carolina (re Guess, 393 SE2d 833, NC, 1990) in an attempt to revoke
their medical licenses for providing homeopathic and herbal remedies to their patients.

Aside ﬁom’individual cases brought by state medical boards against allopathic

physicians practicing CAM, the AMA has a long history of repeatedly accusing the
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chiropractic profession of practicing medicine without a license. Throughout most of the
20th century, the AMA has successfully lobbied to restrict the scope of practice of
chiropractors. This was effectively accomplished through the AMA’s professional code
of ethics by forbidding physicians to collaborate with chiropractors. No collaboration
meant no referrals. Therefore, patients’ access to chiropractors was controlled and
limited by a health-care system in which allopathic physicians have acted as gatekeepers.
However, the chiropractic profession eventually won the battle against the AMA’s
control over their scope of practice when antitrust action by the government forced the
AMA to rewrite its code of ethics (Brody, Rygwelski, & Fetters, 1996).

Impact of the pharmaceutical industry. The status of physicians was also

recognized and capitalized on by pharmaceutical companies. These companies
collaborated with allopathic physicians to more effectively market their products to the
public (Starr, 1982). This practice has continued and the marketing approach often
encourages health-care consumers to discuss product use with their physician.

Summary. Throughout the 20th century, health-care organizations have
supported allopathic physicians, initially out of necessity, because physicians offered
their services as independent practitioners rather than as employees. Thus, acting on
Flexner’s recommendations nearly a century ago, the AMA, state legislatures, health-care
organizations, and the pharmaceutical industry eventually formed a powerful force to
control the direction taken by health care in the US. This was achieved by regulating
allopathic medicine as the accepted method of practice for health care in the US. Current

definitions of CAM in the literature continue to maintain the basic tenets of the Flexner
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Report by regarding CAM as health-care practices that fall outside of the realm of
mainstream medical practice (i.e., allopathy).
Politics of Publishing CAM Research

Essential aspects of conducting health-care research include financial support and
the dissemination of research findings. Financial support is often essential to begin the
research process and follow it through. Once completed, research findings must be
disseminated if the research is to be useful to others. Health-related research findings are
most widely communicated to health-care providers through professional peer-reviewed
publications. Two comprehensive databases used for reviewing literature in the fields of
nursing and medicine are CINHAL and MEDLINE. However, the information available
through these widely used databases is limited to manuscripts that have been accepted for
publication by mainstream professional journals and other forms of published media.

The paucity of CAM literature on provider use of CAM for patient care in these
widely used medical and nursing databases is not surprising. The politics surrounding
CAM extend beyond the control of how health care is practiced in the US to the types of
publications included in these professional health-care databases.

Impact of the AMA

Within the medical community, publication bias in preference of allopathically-
based research articles had resulted in the exclusion of virtually all CAM-related
literature until very recently. This has partially been achieved by AMA control over ten

major medical journals (e.g., AMA Archives Journals and the Journal of the American

Medical Association). The failure of CAM research to meet the rigorous standards of
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empirically-based scientific testing accepted by the allopathic research community has
been cited as a major factor for not publishing CAM research in these highly regarded
publications (Fontanarosa & Lundberg, 1998). Interestingly, despite the scientific
standards that allopathy claims to uphold, reviews of allopathic research provide evidence
to the contrary. Analysis of published allopathic research indicates that only 15% of
allopathic medical interventions are based on solid, scientific evidence because only 1%
of the articles published in medical journals are scientifically sound (Lock, 1991;
Williamson, Goldschmidt, & Colton, 1986). Additional reviews suggest that less than
30% of what allopathy achieves has been tested adequately through randomized
controlled trials (RCTSs), the “gold standard” for scientific testing and evaluation of
allopathic treatment interventions. Ironically, these findings indicate that roughly 70% of
allopathic practice relies on the same well-developed clinical observation skills and
expertise essential to the models that gnide CAM practice (Altman, 1994; Anderson,
1990).

Impact of the Federal Government

Only within the past decade have certain events increased the availability and
dissemination of CAM research in the US. One of the major thrusts has come from the
federal government. The NIH provided a perception of legitimacy for CAM use with a
Congressional mandate to establish the Office of Alternative Medicine (OAM) in 1992.
An annual budget of $2 million was granted to investigate the potential of promising
CAM therapies. This initial budget has been facetiously described as “homeopathic”

because of the infinitesimal amount designated for CAM, specifically 1/5000™ of the
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entire NIH budget (Murata, 1994). Joseph J. Jacobs, the head of the OAM at that time,
noted, “The NIH probably spends more on pencils and pens and stationery than [the] $2
million a year” allocated to CAM (Murata, p. 102).

An increasing interest in CAM eventually resulted in an upgraded status of the
OAM to a National Center for Complementary and Alternative Medicine NCCAM) in
1998, with an annual budget of $50 million in 1999 (Department of Health and Human
Services, 1998; Jonas, 1998). This additional funding designated for CAM research
opened up research opportunities that were previously restricted because of a lack of
adequate financial support, not due to a lack of interest among researchers (NCCAM,
1999). In fact, the first request for applications (RFA) for proposed studies to support the
evaluation of the efficacy, safety, outcomes, and cost-effectiveness of CAM received
reportedly the largest response in NIH history for a single RFA, with 452 applications
submitted (NCCAM, 1999; Rubik, 1995). Through a collaborative effort with the NIH,
the NCCAM currently provides funding for 13 specialty research centers to investigate
CAM (The Rosenthal Center for CAM, On-line, 4/5/00). Consequently, new methods for
testing CAM with respect for the individuality of its treatment practices are being
considered (Cassidy, 1994; McGourty & Hotchkiss, 1993).

Impact of Health Care Organizations and Third-Party Pavers

Although history suggests that the AMA has acted intentionally to maintain an
unequal distinction between CAM and allopathic health-care practices and to restrict
CAM research in the US, other forces have permeated the boundaries between allopathy

and CAM. As a result, significant changes in health-care practice are currently taking
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place. For example, health-care organizations and third-party payers have established
control of the health-care system by dictating the types of health-care services offered to
consumers. These services are being provided on the basis of cost effectiveness and
potential profit rather than physician choice. At a time in which health-care services are
being heavily scrutinized for unnecessary expenditures--often resulting in cutbacks, CAM
is emerging as a profitable market for the health-care industry. Perhaps the positive
response of the NIH, health-care organizations, and third-party payers to public demand
for CAM has also had a direct influence on the growing number of CAM research
publications available in academic/scholarly allopathic journals and peer-reviewed
journals devoted exclusively to CAM.

Impact of Publications for Physicians

The editors of allopathic journals have recognized the growing interest in CAM
research among their readers, although evidence suggests this interest is not consistent
throughout the allopathic community. Such discrepancy among allopaths is evident from

a survey conducted by the Journal of the American Medical Association (JAMA) on

desirability of topics to be published in future JAMA issues (Lundberg, Paul, & Fritz,
1998). Survey respondents included two groups: a group of experts (i.e., reviewers and
senior staff of JAMA) and a group of JAMA readers (i.e., 500 practicing physicians).
The practicing physicians ranked CAM seventh on a desirability scale of 73, indicating a
strong interest in future publications about CAM. In contrast, the journal’s own

reviewers and staff ranked CAM 68" on the same scale.
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Despite the notable lack of agreement between JAMA'’s experts and readers, the
AMA called for manuscripts of CAM research to be accepted for publication based on
“scientific merit.” The stringent criteria for acceptance could be regarded as hypocritical
since reviews of published allopathic research indicate failure to meet the same rigorous
standards demanded of CAM research, as previously noted. However, in 1998, the
editors of the AMA Archives journals and JAMA received over 200 CAM-related
manuscript submissions, more than 80 of which passed the stringent scientific review
process and were deemed publishable (Fontanarosa & Lundberg, 1998).

Impact of CAM Publications and Internet Sites

The prevalence of CAM research publications in the US is also evident in a
growing number of academic/scholarly journals recently created by CAM advocates and
researchers. A website devoted to professional journals of CAM listed 39 professional
CAM journals (Alchemical Medical Research and Teaching Association, 1997). These

journals either offered a general focus on CAM (e.g., Alternative and Complementary

Therapies) or included publications for specific CAM providers or about specific CAM

modalities (e.g., Homeopath, the Journal of the Society of Homeopaths and The Journal

of Chinese Medicine) (Alchemical Medical Research and Teaching Association, 1997).

The editors of some of these CAM journals even obtained their initial training in

allopathy. For example, Larry Dossey, MD, is the editor of Alternative Therapies in

Health and Medicine, and Andrew Weil, MD, serves as editor-in-chief of Integrative

Medicine: Integrating Conventional and Alternative Medicine.
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Aside from the increased availability of CAM information in academic/scholarly
journals, interest in CAM among health-care providers and consumers has resulted in a
plethora of Internet sites devoted to CAM, as noted in Alternative Medicine Online
(Moss, 1997). Dr. Weil has expanded his message to cyberspace with a reported two
million contacts per month by health-care providers and consumers seeking information
on CAM (R. Greenfield, MD, FACEP, personal communication, May 13, 1998). It is
important to note, however, that many other CAM sites are not screened for accuracy nor
endorsed by the medical or CAM community at-large. Therefore, the Internet may be
used to promote useless and potentially harmful CAM modalities to unwitting consumers
searching for self-care remedies and treatment options. However, the high-risk nature of
self-care treatment information on the Internet extends to allopathic self-care
opportunities as well. For example, individuals who purchase pharmaceuticals through
the Internet may also be self-treating without adequate knowledge of the use of the
medications being purchased or the potential risks and benefits of their use.

Impact of Publications for Nurses

In contrast to the historical gate-keeping system of publication bias practiced by
the allopathic medical community, nursing journals have published articles on CAM and
produced journals with a CAM focus for decades. Two US academic/scholarly nursing
journals are devoted to CAM modalities as components of holistic nursing practice: the

Journal of Holistic Nursing (since 1983) and Holistic Nursing Practice (since 1985). In

addition, CINAHL maintains a database of nursing literature that includes published



19
research on specific CAM modalities used by nurses for specific health conditions (e.g.,
the use of herbal remedies for labor by certified nurse-midwives).

Despite the increased focus on CAM in medical literature and despite its historical
presence in nursing literature for specific health conditions, survey research on the
general use of CAM by NPs in their practices is extremely limited. A review of
CINAHL and MEDLINE databases indicates that US studies on health-care providers’
general use of CAM have focused nearly exclusively on physicians. Furthermore, these
US studies have only been published within the past decade.

Review of Literature on Allopathic Provider Use of CAM

The following section provides an overview of the published research on the use
of CAM by health-care providers. First, a review of the literature on allopathic provider
use of CAM for patient care is discussed, including the limitations of these studies and
the significance of these research findings to nurses, and specifically, nurse practitioners.
This is followed by a review of the literature on CAM and women’s health. The
definition of women’s health, concerns about the use of CAM by women, and the
conceptual fit between CAM and women’s health follow.

International Use of CAM

Surveys of physician use of CAM for patient care outside of the US have been
published in foreign medical journals as early as the 1980°s (Anderson & Anderson,
1987; Hadley, 1988; Knipschild, Kleijnen, & Reit, 1990; Reilly, 1983; Wharton &
Lewith, 1986). The majority have primarily been conducted with allopathic physicians in

industrialized countries, including Australia (Hopper & Cohen, 1998), Canada
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(Goldszmidt, Levitt, Duarte-Franco, & Kaczorowski, 1995; Verhoef & Sutherland, 1995;
Zubek, 1994), Great Britain (Perkin, Pearcy, & Fraser, 1994; Wharton & Lewith, 1986),
Israel (Borkan, Neher, Anson, & Smoker, 1994; Schachter, Weingarten, & Kahan, 1993),
Germany (Himmel, Schulte, & Kochen, 1993), the Netherlands (Knipschild et al., 1990;
Visser, 1990), New Zealand (Hadley, 1988; Marshall, et al., 1990), Scotland (Reilly,
1983), and Sweden (Lynoe & Svensson, 1992).

Researchers who surveyed British and Canadian allopathic physicians’
attitudes/beliefs and knowledge about CAM and CAM use reported that 54% (Verhoef &
Sutherland, 1995) to 93% (Perkin et al., 1994) of those surveyed provided CAM
personally to their patients or through referral. These physicians did so despite their self-
reported disbelief in the efficacy of CAM and their lack of knowledge of CAM
principles, provider qualifications, research evidence, and potential harmfulness of CAM
use (Perkin et al.; Verhoef & Sutherland). However, these researchers did not address
why the physicians referred patients to CAM practitioners despite their own lack of
knowledge about CAM. Referrals from general practitioners to CAM practitioners were
often made based on patient requests (97%) and more commonly occurred at the patient’s
initial consultation (Verhoef & Sutherland). It seems that the majority of physicians
surveyed (up to 75%) recognized a need to become more knowledgeable about CAM by
indicating an interest in obtaining education about CAM or including CAM in physician
training (Perkin et al.; Verhoef & Sutherland).

However,. the findings of allopathic provider use of CAM abroad are not

applicable to physicians practicing in the US because many of the international surveys
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were conducted in countries with national health-care systems and may reflect cultural
practices indigenous to their countries. Many of these systems have already incorporated
CAM into their repertoire of health-care services available to all citizens. As a result,
when compared with US health care providers, CAM may be more likely to be accepted
by health-care providers outside the US; health-care providers in other countries may be
more knowledgeable about CAM; and concerns related to liability of provider use of
CAM for patient care in countries with national health plans may not be an issue.

Allopathic Providers’ Use of CAM in the US

Only within the past decade have studies on the use of CAM by allopathic
providers in the US emerged. A cross-cultural study of allopathic physicians in
Washington State, New Mexico, and Israel in 1992 was conducted to examine patient
referrals for CAM and factors influencing decisions to refer patients to CAM providers
(Borkan et al., 1994). Of the 274 questionnaires distributed, 138 (50.4%) were returned.
Not surprisingly, primary care specialists referred twice as often as physician specialists;
however, no differences in referral rates were noted between sites despite cultural and
health-care system differences. An additional finding was that the rate of referral for
CAM was not associated with physician belief in the efficacy of CAM, level of
knowledge about CAM, or familiarity with CAM. In spite of their reported lack of
knowledge about CAM, over 60% of the physicians surveyed had made CAM referrals
within the past year. Referrals were based (in order of frequency) on patient requests,
patients’ cultural beliefs, allopathic treatment failure, and the belief that the patient

exhibited “nonorganic” or “psychological” diseases. Nearly half of the physicians
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reported using CAM for themselves or their families and one-fourth reported having
previously used some CAM therapies in their practices.

Berman et al. (1995) surveyed primary care physicians in the Chesapeake region
of the US about their attitudes toward 18 specific CAM practices and their use of CAM.
Of the 295 questionnaires distributed, 180 (61%) were returned. The 18 practices defined
as CAM in the study were diet and exercise, behavioral medicine, biofeedback,
acupuncture, hypnotherapy, massage therapy, megavitamins, vegetarianism, acupressure,
prayer, herbal medicine, art therapy, counseling or psychotherapy, Traditional Chinese
medicine, homeopathic medicine, chiropractic, electromagnetic applications, and Native
American medicine. (The rationale for selecting and designating these 18 practices as
CAM and their definitions were not provided.) In the survey, physicians were asked to
base their attitudes toward each of 18 different CAM modalities on one of three
designated dimensions: “legitimate medical practices,” “belongs outside medicine,” and
“cannot say.” (Again, these dimensions were not further defined.) Nearly 90% of the
physicians surveyed considered diet and exercise, behavioral medicine, counseling,
psychotherapy, and hypnotherapy to be legitimate medical practices, and between 50%
and 97% referred patients to these CAM providers.

The findings of Berman et al. may not be surprising since some physicians may
regard specific therapies included in the survey to be allopathic treatment practices, such
as diet and exercise. Based on this assumption, it is not surprising that homeopathy,
Native American medicine, and Traditional Oriental medicine were regarded as

legitimate medical practices by less than 27% of respondents and also received fewer
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referrals. The majority of the physicians (between 67% and 91%) reported having
received training in biofeedback, behavioral medicine, counseling or psychotherapy, and
diet and exercise, a finding that may also support the assumption that these therapies are
regarded as allopathic rather than CAM practices. Seventy percent of the physicians
surveyed expressed an interest in receiving training in multiple areas of CAM, including
therapies they did not regard as legitimate medical practices.

Another survey conducted in the US assessed physicians’ attitudes, knowledge,
and communication about CAM and their use of CAM (Boucher & Lenz, 1998). This
survey was developed and administered by researchers at the NIH Center for Addiction
and Alternative Medicine Research in Minneapolis, Minnesota, and was conducted at a
teaching hospital in the Midwest. Questionnaires were mailed to 265 physicians
affiliated with the hospital, and 109 (40%) were returned. The majority of physicians
surveyed (65.1%) were identified as cautious but open-minded regarding the use and
future of CAM. Almost half (47.7%) indicated that CAM offered moderate to extreme
benefit to the public, and 59.6% believed CAM use would provide positive outcomes for
patients. Over 85% recommended that physicians should have knowledge about the most
commonly used forms of CAM and reported being most knowledgeable about
biofeedback, chiropractic, acupuncture, and massage.

Similar to previous findings (Berman et al., 1995; Borkan et al., 1992), Boucher
and Lenz’s survey results reported that over half (52.3%) of the physicians had referred
patients to a CAM provider, and a total of 69.4% had referred and/or recommended

patients to practitioners of CAM. (Definitions of referral and recommendation were not
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provided.) Patient interest, referral as a last resort, and acquaintance with a CAM
practitioner were the most commonly cited reasons for CAM referrals. Although the
majority cited prospective randomized controlled trials as the best evaluation of CAM
efficacy, the association between this belief and their referral patterns were not evaluated.
This survey also addressed physician/patient communication about CAM, reporting that
the majority of physicians (71.1%) discussed CAM benefits and over half (55.9%)
addressed possible harmful effects of CAM use with their patients. Discussion about
CAM was initiated both by providers (30.3%) and by patients (32.1%).

The only national survey conducted to address the attitudes and behaviors of US
allopathic providers toward CAM has been with primary care physicians (Blumberg et
al., 1995). A total of 1000 surveys were mailed to family practice physicians and 1049 to
internists. The number of usable returned questionnaires was 572 (30%). Similar to
previous findings on knowledge and referral patterns (Berman et al., 1995; Borkan et al.,
1992; Boucher & Lenz, 1998), the majority (58.7%) agreed that physicians should be
knowledgeable about CAM. Over half (57%) of the 