
ORIGINAL REPORTS: COMPLEMENTARY AND

ALTERNATIVE MEDICINE

ALTERNATIVE HEALTHCARE USE IN THE UNDER-SERVED POPULATION

Objective: To apply the Behavioral Model for

Vulnerable Populations to the examination of

the correlates of alternative healthcare utiliza-

tion among Hispanic and African-American

adults residing in public housing.

Design: Cross-sectional survey of a communi-

ty-based sample.

Setting: Urban public housing communities in

the county of Los Angeles.

Participants: A geographically defined ran-

dom sample of 287 African-American and

Latino heads of households from three urban

public housing communities.

Results: The use of alternative health care was

assessed with three indices reflecting how

frequently respondents used alternative

sources of health care: 1) to prevent sickness;

2) to treat sickness; and 3) to substitute for

conventional health care. Multivariate analysis

of data indicates that lower education, greater

perceived racial discrimination, and poorer

health status were associated with the use of

alternative health care to prevent sickness.

Furthermore, greater perceived racial discrim-

ination, greater financial strain, and poorer

health status were associated with the use of

alternative health care to treat sickness. In

addition, four variables were associated with

increased frequency of alternative healthcare

utilization as a substitute for conventional care,

namely: 1) diminished belief that powerful

individuals (such as healthcare professionals)

control one’s health; 2) greater perception of

racial discrimination; 3) greater financial strain;

and 4) reduced access to health care.

Conclusion: Enabling characteristics helped

explain the use of alternative health care to treat

sickness as a substitute for conventional health

care, but not to prevent sickness, in this

population. Perceived racial discrimination was

the strongest correlate for each type of alterna-

tive healthcare use, while health status was also

a strong predictor. The use of alternative health

care for prevention and for substitution should

be examined separately in disadvantaged mi-

nority populations. (Ethn Dis. 2005;15:531–539)
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INTRODUCTION

The extent of use of alternative

health care among under-served minor-

ities is unknown. In addition, little is

known as to whether self-care and

alternative health care function as sub-

stitutes for or complements to modern

medicine among this population. Sim-

ilarly, we do not know whether the use

of alternative health care interferes with

or deprives the receipt of appropriate

professional care. Equally important,

professional healthcare providers are

unaware of alternative medicine use

among their patients.1–4

Examination of multifaceted corre-

lates of alternative healthcare behaviors

of under-served minority populations is

a scientific challenge for health services

researchers. Illness and healing are not

discrete phenomena that can be isolated

and considered outside their social,

economic, cultural, and political con-

texts. When people develop or want to

prevent a health-related problem or

illness, they secure relief by means of

various options, all of which are largely

informed by their social, cultural, or

economic contexts.5 Many under-served

minorities that reside in inner cities

struggle with the distinctive features of

their socioeconomic environment which

can make obtaining even basic, but

necessary, Western allopathic or con-

ventional health care a challenge.

While many under-served minorities

have long recognized self-care as a means

of addressing this challenge, others have

simply practiced self-care in the context

of their cultural heritage. Self-care and

the use of alternative medicine remain

important but largely unknown compo-

nents of health-seeking behaviors

among under-served minority popula-

tions. Review of the existing research

shows that, until very recently, use of

alternative health care among minority

populations has been effectively exclud-

ed from alternative healthcare research.

As a result, a profile of the alternative

healthcare consumer as White, female,

affluent, middle-aged, and well-educat-

ed has emerged.6

Correlates of Use of Alternative
Health Care Among Under-
Served Populations

Community and clinic-based re-

search reveal converging evidence that

points to various factors leading to the

use of alternative health care among dis-

advantaged minority populations.2,6–10
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While some studies document that

a higher level of education among

middle-class populations is associated

with an increased use of alternative

health care,11 other studies report that

lower levels of education among under-

served communities also lead to higher

use of certain forms of alternative health

care.6 One recent national probability

sample, containing an over-sampling of

ethnic minorities, reports that the use of

complementary and alternative medi-

cine is equally prevalent among White,

African-American, Latino, Asian, and

Native American populations in the

United States, but the characteristics of

consumers vary considerably by the

specific alternative healthcare modality.12

Using a culturally sensitive survey

instrument and protocols among a sam-

ple of low-income urban African Amer-

icans, Barnett and colleagues6 document

that certain forms of alternative health

care (folk or family practices) are

commonly used by African-American

populations, and factors that affect

complementary and alternative medi-

cine use include age, lack of access to

conventional health care, cultural heri-

tage, and dissatisfaction with conven-

tional health care. However, another

recent survey among 405 Hispanic

patients attending a public hospital

outpatient clinic documents that many

Hispanic patients who receive their

health care through a public hospital

system use the services of curanderos7

(healers), who adhere to centuries-old

practices and indigenous Mexican cul-

tural beliefs. This study found an

association between higher levels of

income and education and use of

curandero services.

Objective of Study
The purpose of this study is to

examine the prevalence of alternative

health care as a treatment or a substitute

for conventional health care among

a random sample of African-American

and Latino heads of household in urban

public housing communities within Los

Angeles. This study applies a well-

known, recently revised theoretical

model of healthcare access and use,

known as the Behavioral Model for

Vulnerable Populations, to examine the

correlates of alternative healthcare use in

this population.13,14 This model con-

ceptualizes healthcare use as the end

product of a complex pattern of inter-

actions among predisposing, enabling,

and need-for-care characteristics.13,14

Public housing communities represent

an important and highly efficient source

of community-level information con-

cerning socioeconomically disadvan-

taged households in the United

States. These public housing units

provide shelter to low-income families

that may otherwise be homeless or

forced to live in substandard housing

units. Three million residents occupy

the 1.2 million subsidized public

housing units in the United States; of

these units, 47% include at least one

child.15

METHODS

Sample
Data for this study were derived

from the Services Access in Urban

Public Housing study, a cross-sectional

community survey with the objective of

identifying barriers to healthcare access

for residents of federally mandated and

municipally administrated urban public

housing developments in southern,

southwestern, and eastern sections of

Los Angeles County. Details of the

study design have been described pre-

viously.16–18 In brief, from the sampling

frame of 1,394 households in the three

public housing communities, a random

sample of 418 (30%) households were

identified as potential participants. Of

these households, 27 (6.5%) were in-

eligible because the occupants did not

speak either English or Spanish, or the

residence was unoccupied. Of the

remaining 391 eligible households,

287 (73.4%) completed the interview.

The mean age of the heads of

household for our sample (N5287)

was 45 years (SD516.5); the range

was 18 to 88 years of age. Similar to

national estimates of almost 80% of

female-headed households in public

housing, in this sample 89% of house-

holds had a female head. Sixty percent

of the heads of household reported

having no high school diploma. Seven-

ty-six percent of our sample reported

being unemployed, and .87% reported

at least one chronic medical condition.

Further, 42% of this sample reported

that they were suffering from depres-

sion.

Measures
Predisposing Characteristics

Eleven predisposing characteristics

were examined – age, gender, ethnicity,

employment status, education, family

size, ability to speak English (five

ordinal categories), perceived racial

discrimination, and three subscales of

health locus of control (see Table 1). A

dummy code of zero was assigned to

male, Latino, and unemployed, whereas

one was assigned to their female,

African-American, and employed (full-

or part-time) counterparts.

Perceived Racial Discrimination

scale measured routine and relatively

minor experiences of unfair treat-

ment.19,20 Respondents indicated how

often they experienced each of six

examples of discriminatory treatment,

with response options ranging from one

Review of the existing research

shows that, until very recently,

use of alternative health care

among minority populations

has been effectively excluded

from alternative healthcare

research.
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to six, and a summated total score.

Williams and colleagues19 have reported

high internal consistency (a5.88) for

this scale; similarly, in our sample, the

Cronbach a was .87.

Multidimensional Health Locus of

Control (MHLC) scales assessed the

health locus of control beliefs.21 The

MHLC scale consists of three subscales:

1) Internal HLC (IHLC), measuring

the extent to which one believes that

internal factors are responsible for

health/illness; 2) Powerful Others

HLC (PHLC), measuring the belief

that one’s health is determined by

powerful others; and 3) Chance HLC

(CHLC), measuring the extent to which

one believes that health/illness is a mat-

ter of fate, luck, or chance. Response

options range from 1 to 6, with

a summated score ranging from 0 to

36. Previous studies have shown these

scales to be moderately reliable, and in

this sample, the Cronbach as for IHLC,

PHLC, and CHLC were .60, .65, and

.61, respectively.

Enabling Characteristics
Six enabling characteristics were

measured (Table 1): financial strain,

access to medical care, affordability of

medical care, availability of health-re-

lated information, use of public services,

and continuity of care.

Financial strain was measured using

six items on a Likert scale, which

included the following questions: in

the past 12 months, how frequently

were you unable to: 1) buy the kind of

food you feel your family should have;

2) buy the amount of food you feel your

family should have; 3) buy the clothes

you feel your family should have; 4) pay

your rent/mortgage; 5) pay your month-

ly bills; and 6) make ends meet. The

options ranged from 15always to

55never. The average of this summed

score represents the financial strain of

the household, with a higher score

indicating fewer financial problems.

The internal consistency of this multi-

item scale was examined by using

Cronbach coefficient a and was found

to be .83.

Access to medical care was measured

by using a five-item Likert scale (15

extremely difficult to 55not difficult at

all), which included the following ques-

tions: 1) overall, how difficult is it for

you to get medical care; 2) how difficult

is it for you to see a doctor when you

would like medical care; 3) how difficult

is it for you to visit a doctor when you

need medical care; 4) how difficult is it

for you to visit doctors during the hours

they are in their offices; and 5) how

difficult would it be for you to get

a routine physical exam if you wanted

one. The mean of the sums of the score

of recorded items were calculated from

1 to 5, with higher values indicating

increased access to medical care. Cron-

bach a for this scale in this sample was

.84.

Affordability of medical care was

measured by three items indicating: 1)

whether the participants have medical

insurance; 2) how frequently in the past

12 months participants were unable to

visit a doctor because payment was

necessary; and 3) whether participants

had ever been turned down for medical

care because they could not pay.

Availability of health-related informa-

tion was measured by summing the

following two items: 1) overall, how

difficult is it for you to get health

information; and 2) overall, how satis-

fied are you with your sources of health

information. Response options ranged

from 1 to 5.

Use of public services was measured

by asking respondents to identify the

Table 1. Predisposing, enabling, and need-for-care characteristic (N5287)

Predisposing
N (%)

Enabling
N (%)

[Mean 6 SD, Range] [Mean 6 SD, Range]

Age (years) [45 6 16.5; 18–88] Financial strain [3.9 6 0.8; 1–5]
Gender Access to medical care [4.2 6 0.9; 1–5]

Male 33 (12) Affordability of medical care [45 6 16.5; 18–88]
Female 254 (88) Availability of health information [4.6 6 1.6; 2–10]

Ethnicity Use of public services [5.5 6 3.2; 0–15]
African American 144 (50) Continuity of care [1.4 6 0.7; 0–2]

Hispanic 114 (40)
Need-for-Care

N (%)

Others 29 (10)
[Mean 6 SD, Range]

Employment status Health status index [45 6 16.5; 18–88]
Full/part time 68 (24) Self-reported depression 138 (42)
Not working 219 (76) Physician visits [6.0 6 5.2; 0–15]

Education (years) [9.6 6 4.0; 0–16]
Family size (# persons) [3 6 1.7; 1–8]
Ability to speak English [2 6 2.1; 0–5]
Perceived racial discrimination [39 6 8.6, 8–48]
Health locus of control

1. Internal [24.8 6 5.6, 6–36]
2. Chance [20.1 6 5.9, 6–36]
3. Powerful others [23.0 6 6.0, 6–36]
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specific social and community services

from a list of 17 including nutrition

services, legal aids, transportation ser-

vices, parenting classes, counseling ser-

vices, housing assistance, etc that they

had used within the 12-month period

prior to the interview. Finally, continu-

ity of care was assessed with two items

asking: 1) whether participants usually

utilized a regular source for medical

care; and 2) whether they usually

received medical care by the same

doctor.

Need-for-Care Characteristics
Three need-for-care characteristics

were measured (Tables 1 and 3). First,

the health status index included seven

variables: 1) number of chronic condi-

tions that were diagnosed by a doctor

(self-reported); 2) limitation in daily

activities (using a Likert scale 15ex-

tremely limited to 55not limited at all);

3) perceived self-rated health status

(excellent to poor); 4) disability status

(disabled person51 and non-dis-

abled56); 5) frequency of sickness

within past 12 months (never51 to

always55); 6) and 7) self-report of

health condition compared to ‘‘two

years ago’’ and compared with people

in ‘‘same age’’ (each with categories

ranging from better to worse). Second,

self-reported depression involved asking

participants to report whether they have

depression. Third, physician visits (of-

fice-based) were assessed by asking the

participants about their frequency of

doctor visits in the past 12 months.

Outcome Variables
The use of alternative health care

was assessed with three indices reflecting

how frequently respondents used alter-

native sources of health care in the past

12 months for the following purposes:

1) to prevent sickness; 2) to treat

sickness; and 3) to substitute for

conventional health care in the past 12

months. For each index, the possible

types of alternative medicine included:

1) traditional remedies; 2) herbal rem-

edies; 3) home remedies; 4) vitamin

therapy; 5) prayer; 6) consulting a psy-

chic; 7) consulting a Christian faith

healer; 8) consulting a priest/pastor; 9)

consulting an herbalist; 10) consulting

a spiritual healer (curandero, voodoo,

mystic); and 11) use of over-the-counter

medicine. Response categories ranged

from 15always to 55never. For each

domain, the Cronbach coefficient a was

..64.

RESULTS

Use of Alternative Health Care
The frequency of use of alternative

health care in our sample is shown in

Table 2. Regardless of the purpose,

prayer is the form of alternative health

care most often used, followed by

traditional remedies, over-the-counter

medication, home remedies, and herbal

remedies. Alternative health care is most

often used to treat sickness and least

often used as a substitute for conven-

tional health care. Table 2 reveals that

2% of our sample consulted a spiritual

healer (curanderos, voodoo, mystic,

etc). Approximately 10% and 5% con-

sulted with a priest/pastor and or

a psychic, respectively, and 5% of

participants reported consulting a herb-

alist. More than 50% of the sample

reported consuming over-the-counter

medications; yet, three out of four

reported that they had never used

vitamin therapy for prevention, treat-

ment, or sickness.

Bivariate Analysis
At the bivariate level, 8 out of the 20

independent variables examined showed

a statistically significant relationship

with the use of alternative health care

to prevent sickness at P,.05 (results not

shown). These were: 1) gender; 2)

ethnicity; 3) education; 4) perceived

racial discrimination; 5) financial

strain; 6) use of public services; 7)

health status; and 8) self-reported de-

pression.

Second, eight variables showed a sig-

nificant relationship with the use of

alternative health care to treat sickness,

at P,.05 (results not shown). These

variables were: 1) gender; 2) perceived

racial discrimination; 3) chance health

locus of control; 4) financial strain; 5)

access to health care; 6) use of public

services; 7) health status; and 8) self-

reported depression. Finally, 6 out of 20

independent variables showed a signifi-

cant relationship with the use of

alternative health care to substitute

conventional health, at P,.05 (results

not shown). These variables were: 1)

perceived racial discrimination; 2) pow-

erful others health locus of control; 3)

financial strain; 4) access to health care;

5) health status; and 6) office-based

physician visits.

Multivariate Analysis
Multiple regression analysis was

used to estimate the effects of predis-

posing, enabling, and need-for-care

characteristics on the use of alternative

health care to prevent sickness, to treat

sickness, and to substitute conventional

health care. All variables significant at

the .05 level in bivariate correlation

analyses were entered into stepwise

backward analyses, and findings were

confirmed with stepwise forward analy-

ses. To verify the absence of multi-

collinearity, the correlations among the

predictors were also examined. The

inter-relationships among independent

variables were modest with no indica-

tion of possible multicollinearity.

Table 3 reports the regression esti-

mates of the effects of the independent

variables on the use of alternative health

care to prevent sickness. As seen in

model 1, when the predisposing vari-

ables were entered into the model, the

use of alternative healthcare for pre-

vention was only related to gender and

racial discrimination, males used less

and those who perceived more racial

discrimination used more. Introduction

of enabling characteristics in model 2

made no change to the equation.
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However, the inclusion of need-for-care

characteristics in model 3 indicated that

when predisposing and enabling char-

acteristics are held constant, perceived

health status index significantly corre-

lated with the use of alternative health

care for prevention. In the final model,

the use of alternative health care for

prevention was associated with higher

education, greater perceived racial dis-

crimination, and poorer health status

(Table 3).

Furthermore, Table 4 reports the

regression estimates of the effects of the

independent variables on the use of

alternative health care to treat sickness.

Greater perception of racial discrimina-

tion, greater financial strain, and poorer

health status were associated with the

use of alternative health care to treat

sickness. Finally, Table 5 reports that

four variables were associated with

increased frequency of alternative health

care use as a substitute for conventional

care. These variables were: 1) reduced

belief that powerful individuals (such as

physicians or other health professionals)

control one’s health; 2) greater per-

ceived racial discrimination; 3) greater

financial strain; and 4) reduced access to

medical care.

DISCUSSION

This study applied a well-known,

recently revised theoretical model of

healthcare access and use, known as the

Behavioral Model for Vulnerable Popu-

lations, to examine the correlates of use

of alternative health care among Hispa-

nics and African Americans residing in

public housing in Los Angeles County,

California. Our results suggest that

financial strain and access to medical

services were important factors that

explained the use of alternative health

care to treat sickness and as a substitute

for conventional health care but not to

prevent sickness. In addition, perceived

racial discrimination and health status

play a major role in the consumption ofT
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alternative health care as prevention,

treatment, and substitution variables

were held constant.

Enabling characteristics were re-

sponsible for 32% [(0.13520.092)/

0 .135 * 100532%] and 24%

[(0.07620.053)/0.096 * 100524%] of

the explained variance in the use of

alternative medicine as a substitute for

formal medical care and during sickness,

respectively. However, enabling charac-

teristics made no contribution to ex-

plaining the variance in the use of

alternative medicine for prevention

[0.11420.114)/0.135 * 10050.00%].

The association between enabling char-

acteristics and the use of alternative

medicine as treatment and substitution

are especially relevant findings, given

that minority populations are substan-

tially more likely than their Caucasian

counterparts to be uninsured, suffer

from poverty, and report not having

a usual source of care.

To the best of our knowledge, this is

the first study that examines the use of

alternative medicine among under-

served minority populations for two

different purposes: for prevention and as

a substitute for treatment. The results of

our study justify the separation of the

use of alternative medicine into these

two domains among disadvantaged

minority populations. Our study also

challenges previous research that gener-

ated a profile of the alternative medicine

consumer as White, affluent, and well-

educated.6 This study suggests that

financial strain among disadvantaged

minority populations may motivate

them to use alternative care as a sub-

stitute for conventional care.

Among the Multidimensional Health

Locus of Control Scales (MHLC), only

powerful others was associated with the

use of alternative health care, suggest-

ing that those who perceive doctors,

nurses, and other health providers as

having a strong influence over their

Table 3. Stepwise multiple regression estimates (reduced model) of effects of predisposing, enabling, and need-for-care
characteristics on use of alternative health care to prevent sickness (N5287)

Independent Variables

Model 1 Model 2 Model 3

b S.E b S.E b S.E

Predisposing
Age — — — — — —
Gender (female) 2.129 .092 2.129 .092 NS NS
Ethnicity (AA) NS NS NS NS NS NS
Employment status — — — — — —
Education (years) NS NS NS NS 2.129 .007
Family size — — — — — —
Ability to speak English — — — — — —
Racial discrimination .305 .003 .305 .003 .284 .003
Internal HLC — — — — — —
Chance HLC — — — — — —
Powerful others HLC — — — — — —
Enabling
Financial strain NS NS NS NS
Access to care — — — —
Affordability of care — — — —
Availability of information — — — —
Use of public services NS NS NS NS
Continuity of care — — — —
Need-for-care
Health status index 2.208 .029
Self-reported depression (yes) NS NS
Physician visits (number) — —

F Statistic 27.42 27.42 14.24
Adjusted R2 0.114 0.114 0.145

Notes: S.E refers to Standard Error; b refers to Standardized Regression Coefficient; — indicates that variable was not used in the reduced model; NS refers to Non-Significant
(NS) coefficients.

All reported coefficients are statistically significant at P,.05.

Our results suggested that

financial strain and access to

medical services were

important factors that

explained the use of

alternative health care to treat

sickness and as a substitute for

conventional health care but

not to prevent sickness.
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health were less likely to use alternative

health care instead of conventional

health care. This may be due to issues

of distrust of the formal medical

system. Some evidence now documents

racial differences in lack of trust in

physicians by minority populations,

particularly African Americans.22

In fact, the perceived racial discrim-

ination index proved to be one of the

strongest independent predictors of the

three types of alternative healthcare use,

with a positive association even after all

other variables were held constant.

Other studies have documented that

racism and discrimination are a part of

daily life for many under-served minor-

ity individuals, which can generate

stress, lead to emotional distress, and

adversely affect health.23–25 Our find-

ings suggest that one of the mechanisms

through which perceived racial discrim-

ination leads to poorer health may be

related to decreased use of conventional

health care.

This study is one of the first

attempts to better understand the cor-

relates of self-reported use of alternative

health care among under-served Hispa-

nics and African Americans. The main

shortcoming of this study is the cross-

sectional design. In addition, the num-

ber of participants admitting to a psychic

consultation may be underreported due

to the stigma associated with this

practice. However, this study provides

an entry point for further examination

of frequency and correlates of specific

alternative healthcare modalities and

may assist in identifying those under-

served minority adults who are at-risk

for using alternative health care as

a substitute for conventional health

care. Therefore, the results of our study

justify the need for future research that

examines two issues separately: 1) alter-

native health care as a substitute for

conventional care; and 2) the use of

alternative health care for prevention

particularly among disadvantaged minor-

ity populations.

ACKNOWLEDGMENTS

This work was supported by the Agency for

Healthcare Research and Quality (1R24-

HS014022-01A1), the Health Resources

and Services Administration (1 D72CS

04179-1), the National Center for Research

Resources (G12-RR0 3026-17), and the

National Center on Minority Health and

Health Disparities (5 P20MD00148-02).

REFERENCES

1. Sleath B, Rubin RH, Campbell W, Gwyther

L, Clark T. Ethnicity and physician-older

patient communication about alternative

Table 4. Stepwise multiple regression estimates (reduced model) of effects of predisposing, enabling, and need-for-care
characteristics on the use of alternative health care to treat sickness (N5287)

Independent Variables/Sub Scales

Model 1 Model 2 Model 3

b S.E b S.E b S.E

Predisposing
Age — — — — — —
Gender (female) NS NS NS NS NS NS
Ethnicity (AA) — — — — — —
Employment status — — — — — —
Education (years) — — — — — —
Family size — — — — — —
Ability to speak English — — — — — —
Racial discrimination .230 .003 .188 .003 .188 .003
Internal HLC — — — — — —
Chance HLC NS NS NS NS NS NS
Powerful others HLC — — — — — —
Enabling
Financial strain .156 .035 .132 .035
Access to care NS NS NS NS
Affordability of care — — — —
Availability of information NS — NS —
Use of public services NS NS NS NS
Continuity of care — — — —
Need-for-care
Health status 2.146 .028
Self-reported depression (yes) NS NS
Physician visits (number) — —

F Statistic 28.09 15.79 240.6
Adjusted R2 0.053 0.076 0.096

Notes: S.E refers to Standard Error; b refers to Standardized Regression Coefficient; — indicates that variable was not used in the reduced model; NS refers to Non-Significant
(NS) coefficients.

All reported coefficients are statistically significant at P,.05.

ALTERNATIVE HEALTHCARE USE AMONG UNDER-SERVED - Bazargan et al

Ethnicity & Disease, Volume 15, Autumn 2005 537



therapies. J Altern Complement Med. 2001;7:

329–335.

2. Najm W, Reinsch S, Hoehler F, Tobis J. Use

of complementary and alternative medicine

among the ethnic elderly. Altern Ther Health

Med. 2003;9:50–57.

3. Cuzzolin L, Zaffani S, Murgia V, et al.

Patterns and perceptions of complementary/

alternative medicine among pediatricians and

patients’ mothers: a review of the literature.

Eur J Pediatr. 2003;162:820–827.

4. Ward MF, Blacksburg S, Sama AE, et al.

Does age influence complementary and

alternative medicine (CAM) use and disclosure

in ED patients? Acad Emerg Med. 2001;

8(5):450.

5. Fletcher AB. African-American folk medicine:

a form of alternative therapy. ABNF J.

2000;11:18–20.

6. Barnett MC, Cotroneo M, Purnell J, Martin

D, Mackenzie E, Fishman A. Use of CAM in

local African-American communities: commu-

nity-partnered research. J Natl Med Assoc.

2003;95:943–950.

7. Padilla R, Gomez V, Biggerstaff SL, Mehler

PS. Use of curanderismo in a public healthcare

system. Arch Intern Med. 2001;161:1336–

1340.

8. Factor-Litvak P, Cushman LF, Kronenberg F,

Wade C, Kalmuss D. Use of complementary

and alternative medicine among women in

New York City: a pilot study. J Altern

Complement Med. 2001;7:659–666.

9. Ibrahim SA, Siminoff LA, Burant CJ, Kwoh CK.

Variation in perceptions of treatment and self-care

practices in elderly with osteoarthritis: a compar-

ison between African-American and White

patients. Arthritis Rheum. 2001;45:340–345.

10. Mazur LJ, De Ybarrondo L, Miller J,

Colasurdo G. Use of alternative and comple-

mentary therapies for pediatric asthma. Tex

Med. 2001;97:64–68.

11. Gibson PS, Powrie R, Star J. Herbal and

alternative medicine use during pregnancy:

a cross-sectional survey. Obstet Gynecol.

2001;97:S44–S45.

12. Mackenzie ER, Taylor L, Bloom BS, Hufford

DJ, Johnson JC. Ethnic minority use of

complementary and alternative medicine

(CAM): a national probability survey of

CAM utilizers. Altern Ther Health Med.

2003;9:50–56.

13. Gelberg L, Andersen RM, Leake BD. The

Behavioral Model for Vulnerable Populations:

application to medical care use and outcomes

for homeless people [comment]. Health Serv

Res. 2000;34:1273–1302.

14. Barkin SL, Balkrishnan R, Manuel J,

Andersen RM, Gelberg L. Healthcare utiliza-

tion among homeless adolescents and

young adults. J Adolesc Health. 2003;32:

253–256.

15. Hamilton JL, James FW, Bazargan M. Pro-

vider practice, overweight and associated risk

variables among children from a multi-ethnic

underserved community. J Natl Med Assoc.

2003;95:441–448.

16. Baker RS, Bazargan M, Bazargan-Hejazi S,

Calderón JL. Access to vision care in an urban

low income multiethnic population. Ophthal-

mic Epidemiol. In press.

17. Bazargan M, Bazargan SH, Farooq M, Baker

RS. Correlates of cervical cancer screening

among underserved Hispanic and African-

American women. Prev Med. 2004;39:

465–473.

18. Bazargan M, Bazargan SH, Calderón JL,

Husaini BA, Baker RS. Mammography screen-

Table 5. Stepwise multiple regression estimates (reduced model) of effects of predisposing, enabling, and need-for-care
characteristics on the use of alternative health care as substitute for conventional health care (N5287)

Independent Variables/Sub Scales

Model 1 Model 2 Model 3

b S.E b S.E b S.E

Predisposing
Age — — — — — —
Gender (female) — — — — — —
Ethnicity (AA) — — — — — —
Employment status — — — — — —
Education (years) — — — — — —
Family size — — — — — —
Ability to speak English — — — — — —
Racial discrimination .265 .003 .210 .003 .210 .003
Internal HLC — — — — — —
Chance HLC — — — — — —
Powerful others HLC .126 .005 .115 .004 .115 .004
Enabling
Financial strain .138 .035 .138 .035
Access to care .127 .028 .127 .028
Affordability of care — — — —
Availability of information — — — —
Use of public services — — — —
Continuity of care — — — —
Need-for-care
Health status index NS NS
Self-reported depression (yes) — —
Physician visits (number) NS NS

F Statistic 23.26 10.91 10.93
Adjusted R2 0.092 0.135 0.135

Notes: S.E refers to Standard Error; b refers to Standardized Regression Coefficient; — indicates that variable was not used in the reduced model; NS refers to Non-Significant
(NS) coefficients.

All reported coefficients are statistically significant at P,.05.

ALTERNATIVE HEALTHCARE USE AMONG UNDER-SERVED - Bazargan et al

538 Ethnicity & Disease, Volume 15, Autumn 2005



ing and breast self-examination among minor-

ity women in public housing projects: the

impact of physician recommendation. Cell

Mol Biol. 2003;49:1213–1218.

19. Williams DR, Yu Y, Jackson JS, Anderson NB.

Racial differences in physical and mental

health. J Health Psychol. 1997;2:335–351.

20. Essed P. Understanding Everyday Racism. New-

bury Park, Calif: Sage; 1996.

21. Wallston KA, Wallston BS, DeVellis R.

Development of the Multidimensional Health

Locus of Control (MHLC) scales. Health Educ

Monogr. 1978;6:160–170.

22. Ramos-Remus C, Watters CA, Dyke L,

Suarez-Almazor ME, Russell AS. Assessment

of health locus of control in the use of

nonconventional remedies by patients with

rheumatic diseases. J Rheumatol. 1999;26(11):

2468–2474.

23. Alderete E, Vega WA, Kolody B, Aguilar-

Gaxiola S. Lifetime prevalence of and risk

factors for psychiatric disorders among Mex-

ican migrant farmworkers in California.

Am J Public Health. 2000;90:608–614.

24. Clark R, Anderson NB, Clark VR, Williams

DR. Racism as a stressor for African Amer-

icans. A biopsychosocial model [comment].

Am Psychol. 1999;54:805–816.

25. Williams DR, Harris-Reid M. Race and

mental health: emerging patterns and promis-

ing approaches. In: Scheid T Ed. A Handbook

for the Study of Mental Health: Social Context,

Theories, and Systems. New York, NY: Cam-

bridge University Press; 1999;295–314.

AUTHOR CONTRIBUTIONS

Design and concept of study: Bazargan, Norris,
Baker

Acquisition of data: Bazargan, Norris, Safvati,
Calderon, Baker

Data analysis and interpretation: Bazar-
gan, Norris, Akhanjee, Bazargan,
Baker

Manuscript draft: Bazargan, Norris, Akhan-
jee, Bazargan, Safvati

Statistical expertise: Bazargan, Norris, Bazar-
gan

Acquisition of funding: Norris, Calderon,
Baker

Administrative, technical, or material assis-
tance: Norris, Calderon, Baker

Supervision: Norris, Safvati, Baker

ALTERNATIVE HEALTHCARE USE AMONG UNDER-SERVED - Bazargan et al

Ethnicity & Disease, Volume 15, Autumn 2005 539


