CAN WE RAPIDLY IDENTIFY TRADITIONAL, COMPLEMENTARY AND ALTERNATIVE
MEDICINE USERS IN THE PRIMARY CARE ENCOUNTER? A RIOS NET STUDY

Obijective: Pressed for time to address com-
peting clinical demands within the brief
clinical encounter, primary care clinicians
often rely on observations of patients to select
topics to address. Use of traditional, comple-
mentary, or alternative medicine (TM/CAM)
may be an important topic for discussion with
a patient, but identification of patients using
TM/CAM is problematic. We conducted this
study to determine if observable characteristics
— among southwestern Hispanic and Native
American persons — might suggest to the
clinician that a patient is likely to use TM/CAM.

Design: A combination of clinic staff focus
groups, patient and clinician interviews, and a
clinician focus group was used to explore
possible predictors of TM/CAM use among
primary care patients in practices serving
predominantly Hispanic and Native American
communities.

Results: No easily observable characteristics
were identified that clinicians might use to
predict TM/CAM use in their patients. Less
readily observable characteristics — identifica-
tion with culture, family of origin, health
condition — were more likely to be associated
with TM/CAM use, but not infallibly so.

Conclusions: Rather than attempt to predict
TM/CAM use by an individual patient, clini-
cians may be better served by assuming its use
by all, by applying strategies for rapid and
effective communications with patients about
the topic, by selecting which patients to discuss
TM/CAM use with based on clinical circum-
stances, and/or by gathering information about
TM/CAM use as part of routine initial database
development. (Ethn Dis. 2010;20:64-70)
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INTRODUCTION

Use of traditional medicine and
complementary and alternative medi-
cine (TM/CAM) continues to be exten-
sive nationally, as reported recently by
the Centers for Disease Control and
Prevention and other researchers.'™
Most people who use TM/CAM also
use conventional care.”™ Despite these
circumstances, communication between
conventional care providers and patients
about TM/CAM has been shown to be
poor.gf15

Increased and improved communi-
cation about TM/CAM in the primary
care setting is important because it may
reduce misunderstandings between pa-
tients and providers, may strengthen the
quality of the patient-provider relation-
ship, may result in closer agreement
between the provider and patient about
treatment plans, may uncover potential
herb-drug interactions, and may provide
an opportunity to discuss modalities
with high-quality evidence to support
their use.'*1°"'® Recent work has
suggested that simple and brief com-
munication strategies applied by the
primary care clinician may overcome
the barriers to communication about
TM/CAM with patients."> For exam-
ple, clinicians might help to bridge the
communication gap by initiating the
discussion, demonstrating a non-judg-
mental attitude, openness and respect
for patients’ choice in TM/CAM use,
and candor, where appropriate, regard-
ing limited knowledge about specific
TM/CAM modalities."”

While more work needs to be done
to confirm the effectiveness of these
strategies in increasing communications
with patients about TM/CAM, the
question remains whether, despite the
brevity of their application, there is time
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within the brief primary care encounter
to engage in discussion about the topic
of TM/CAM. The problem of compet-
ing demands that primary care clini-
cians face in attempting to address
multiple clinical issues within a limited
time frame is very real.'”™' These
competing preventive and curative
needs require the clinician to constantly
assess and reassess their priorities for use
of time within the encounter. Clinicians
use a variety of heuristics, such as their
knowledge of risk factors, their prior
experience with the patient, and their
view of the effectiveness of an action, to
assist in their decisions about how to
prioritize use of the encounter time.
Overt or subtle patient attributes (eg,
known smoker, depressed mood, hur-
ried manner) can also help the clinician
to decide on choices among the com-
peting demands.

When considering, in the face of
competing demands, whether to take
time to discuss TM/CAM use with a
patient, it would be helpful to the
clinician if a similar heuristic could
provide guidance about whether a
patient is likely to use TM/CAM. Such
a heuristic could help the clinician to
better estimate whether time spent on
the topic might be productive.

Early work suggested that TM/
CAM users have more medical prob-
lems, are part of a cultural creative class,
are more often women, have relatively

Is there time within the brief
primary care encounter to

engage in discussion about the

topic of TM/CAM?




high levels of education, and do not
necessarily reject conventional care.>*?
More recent studies have documented
that TM/CAM use is common among
many more groups, including ethnic
minorities.'>%!7?% However, for pur-
poses of making clinical predictions of
use, these studies are limited, since the
identified characteristics of TM/CAM
users are generally very broad groupings
and would not permit the clinician to
reliably determine the prior probability
of an individual patient’s likelihood of
using TM/CAM.

We conducted a study to explore
whether clinicians can be guided by
patient attributes in their decisions to
engage in discussion of TM/CAM with
those patients. Our specific aim was to
explore whether observable patient char-
acteristics can suggest the likelihood of a
patient’s use of traditional, complemen-
tary or alternative medicine. We focused
on two ethnic minority groups — south-
western Hispanic and American Indian —
in which traditional medicine remains an
important component of health mainte-
nance and healing. We anticipated that
communication about TM/CAM in
these groups may be particularly impor-
tant, because TM/CAM use is common
among southwestern Hispanic and
American Indian communities.'”4°
Providers in these communities, howev-
er, do not always understand their
patients’ use of TM/CAM, nor is
communication between the providers
and their patients about TM/CAM
optimal.”"> At the same time, there is
evidence that patterns of TM/CAM use
among these communities are similar to
those among minority groups nationally,
suggesting an opportunity for broader
understanding of TM/CAM use.!>2330

METHODS

Design

We conducted a qualitative study
using focus groups and in-depth inter-
views to explore whether observable
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patient characteristics might be predic-
tive of use of TM/CAM in two ethnic
minority groups. The study was ap-
proved by four institutional review
boards/human subjects review boards
with jurisdiction over the clinicians and
communities involved. This manuscript
was reviewed and approved without
change by the Navajo Research Review
Board.

Setting

The study was conducted in RIOS
Net (Research Involving Outpatient
Settings Network; htep://hsc.unm.edu/
rios), a New Mexico-based, primary
care, practice-based research network,
following approval of the protocol by
multiple community groups and four
institutional review boards. RIOS Net
has over 250 member clinicians prac-
ticing in community health centers,
Indian Health Service clinics, and
academic and private practices. These
clinicians serve predominantly low-in-
come Hispanic and Native American

s 21,31
communities.

Sampling

We used a purposive sampling
strategy based on a priori expectations
about key factors influencing TM/CAM
practices (rural vs. urban setting, His-
panic and Native American communi-
ty). Eight communities with clinics in
the RIOS Network were selected: two
in urban Hispanic communities, two in
rural Hispanic communities, two in
urban Native American communities,
and two in rural Native American
communities. These communities and
clinics included both immigrant and
native-born Hispanics and Navajo and
Pueblo Native Americans. We initally
conducted a focus group of clinic staff
and key community informants in each
community to determine local patterns
and vocabulary of TM/CAM use.”* The
purpose of this step was to assure that
subsequent data collection was appro-
priately grounded in local TM/CAM

use.
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We then selected patients for inter-
view in out-patient waiting areas at each
clinic site as they presented for care. We
used a purposive sampling approach,
selecting patients to represent a range of
ages, including children (whose parents
were the interviewees), but not selecting
based on apparent openness to TM/
CAM, medical condition, or length of
relationship with clinicians in order to
gather data on the broadest range of
possible predictors. We sampled a total
of 8-15 patients at each clinic, continu-
ing recruitment until data saturation
was achieved.

Next, we purposively sampled one
to two clinicians at each study clinic
using years of practice experience and
expected attitudes toward TM/CAM as
the basis for sampling. Finally, we
recruited additional clinicians using the
same criteria to participate in an analytic
focus group, aimed at reflecting on and
expanding preliminary findings.

Data Collection
Data collection proceeded in four
steps:

- Focus group of clinic staff and key
informants - A semi-structured focus
group guide was used to determine
the best methods of discussing TM/
CAM at each community/clinic.
Two research team members moder-
ated a group at each community/
clinic; discussions were recorded and
transcribed.

- Patient interviews - A brief, semi-
structured patient interview guide
was used to explore community use
of TM/CAM, personal experience
with TM/CAM and allopathic care,
and circumstances of TM/CAM use.
One member of the research team
conducted all interviews, with Span-
ish or Navajo speaking translators as
needed. Interviews lasted 15-20
minutes, and were recorded and
transcribed.

- In-depth clinician interviews - A
semi-structured interview guide was
used to explore experience in com-
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municating with patients about TM/
CAM as well as perspectives about
patients’ use of TM/CAM. One
member of the study team led all
interviews, which lasted 45—60 minutes
and were recorded and transcribed.

- Analytic focus group — As a final data
collection step, we conducted a focus
group of additional RIOS Net
clinicians in order to have experi-
enced clinicians refine, expand, con-
firm, or disconfirm the initial data
interpretations. We presented the
group an overview of patient and
clinician interview findings. Two
study team members moderated the
group; the discussion was recorded
and transcribed.

Participants in each step of data
collection received compensation for
their participation. Focus group and
interview guides used for data collection
have been previously published.

Data Analysis

A similar analytic process was fol-
lowed with each category of data using
editing and immersion/crystallization
approaches.”® Two to four members of
the research team independently re-
viewed each focus group or interview
transcript in groups of 2—12 transcripts
at a time. The team then met to discuss
themes in the data, to agree on interpre-
tations, and to modify the focus group or
patient and clinician interview guides as
needed to test ongoing interpretations
and to examine anomalous responses.
Data collection and analysis proceeded in
an iterative fashion with minor modifi-
cations of the interview guide as needed.
Through this iterative process we devel-
oped a preliminary theoretical frame-
work that we further refined in subse-
quent data collection.

RESULTS

Sample
Forty-one clinic staff and commu-
nity key informants participated in the
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Table 1. Description of Study Participants
Clinic Staff Clinician
Focus Patient Clinician Focus
Groups Interviews Interviews Group
Descriptive Characteristic (n=41) (n=93) (n=14) (n=5)
Female 38 72 4 2
Ethnicity
Hispanic 40
Native American 48
Non-Hispanic White 5
Age (years)
<18 4
18-30 28
31-44 23
45-59 18
60+ 18
missing 2
Education
<High school 29
High school 26
>High school 35
Missing 3
Clinician specialty
Family physicians 9 4
Pediatricians 1 0
Internists 2 0
Mid-Level (physician assistant, nurse 2 1
practitioner)
Clinician experience (10 years or more) 11 4
Practice setting
Indian Health Service 22 39 6 0
Community health center 19 54 8 4
Academic 0 0 0 1

eight initdal clinic focus groups; 93
patients and 14 clinicians were inter-
viewed in the eight sites; and five
additional clinicians participated in the
clinician focus group. Fifteen of the 19
clinicians who participated in interviews
and the focus group had more than ten
years of practice experience. Additional
details of the sample are provided in
Table 1.

Patient Perspectives

Readily Observable Ways to Identify
TM/CAM Users

We initially anticipated that in these
communities indicators of strong affil-
iation with the traditional culture such
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as primary language and style of dress
may be used as predictors of TM/CAM
use. Contrary to these initial expecta-
tions, no readily observable ways to
identify TM/CAM use emerged in the
patient interviews. The iterative data
collection and analysis enabled us to
systematically review attributes that «
priori we considered likely to be associ-
ated with TM/CAM use. We did not
find evidence that these observable
characteristics — such as pattern of dress,
language and age — were associated with
likelihood of TM/CAM use. Instead,
discussions with patients revealed a
more complex, yet less readily observ-
able, portrait of attributes that suggested
use of TM/CAM.



Less Readily Observable Ways of
Identifying TM/CAM Users

Emerging from the stories told by
respondents, we found three patient
attributes that appeared to relate to the
likelihood that a patient would use TM/
CAM: family of origin, identification
with traditional culture, and nature of
the health condition. None of these
attributes (or combination of attri-
butes), was invariably predictive of
TM/CAM use, although presence of a
greater number of these attributes
seemed to be associated with TM/
CAM use.

Family of Origin. Patients often
referred to how they were cared for as
children as a way to explain their
current use or non-use of TM/CAM.
Given that many of these patients were
raised in settings where traditional
cultural systems remained intact, many
had exposure to TM/CAM and patients
often integrated both systems:

“When I was younger, it was ‘go to
the doctor first.” And if that didn’t
really work, then we'd start trying
traditional ways of, you know, trying
to heal, like blessings and stuff. But
then, as I got older and I got to know
my mom’s side of the family a little
bit more, ’'m more likely to go to a
traditional healer than come here [the
clinic]...Growing up going to both,
now as an adult I believe that
together, hand in hand, they fit
together good.”

Identification with Traditional Cul-
ture. A second, subtle attribute linked to
TM/CAM use involves the degree to
which the patient identifies with her/his
traditional culture. Patients sometimes
explained care decisions as a function of
“who I am,” indicating that a strong
cultural identity may be associated with

TM/CAM use:

“Well, we are Latinos, Mexican; we
come from traditions that are like
that. Even though we came to the
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United States we are still following
the customs.

Nature of the Health Condition.
Lastly, patients who identified them-
selves as users of TM/CAM reported
that their decisions about whether to use
traditional and/or allopathic modalities
varied depending on the specific health
condition. Many patients, for example,
indicated that they would typically use
traditional remedies initially to treat a
minor problem (eg, a cough), but would
seek allopathic medical attention if the
symptoms persisted or worsened. In
other conditions, the sequence was
reversed, or the two modalities were
used simultaneously. This complexity of
treatment approach by users of TM/
CAM appeared more prominent with
regard to treatment decisions for more
chronic conditions (eg, diabetes melli-
tus) and situations where patients have
faced a life-threatening diagnosis (eg,
cancer).

The story of two patients from the
same clinic illustrates the complexity of
these decisions. The first patient, a 74
year old Hispanic woman born and
raised in New Mexico reported using
traditional modalities with her diabetes.
She described an integrative approach to
managing her diabetes, although she
does not feel comfortable sharing these
choices with her physician:

Patient: Well, I take my glucophage
in the morning, and then I take
this... oh, I forget the name of it...
Interviewer: Is it an herb?

Patient: It’s an herb, it’s to lower your
sugar — but it’s natural. So I take one
of those in the afternoon, and it
works just as good as the other.
Interviewer: Have you talked to your
doctor about using that to control
your diabetes?

Patient: No, I haven’t.

Another native New Mexican pa-
tient, a 61 year old male with a similar
history of traditional medicine use, had
been recently treated for lung cancer.
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While grateful for the allopathic care
that he believed saved his life, he
indicated that the experience has since
led him to abandon the use of tradi-
tional modalities as he no longer feels
comfortable using these forms of self

care:

Patient: Never been to the doctor ‘il
eight months ago. I dropped dead in
my driveway from a lung collapsing,
but I never been to a doctor.
Interviewer: ...You used to always
use herbs or take care of yourself back
then and so now that you, you've
been coming to see doctors, do you
also use the drugs that they...
(prescribe)?

Patient: Yeah, well I have to. I used to
know my body good. I used to know
exactly what, what was going on with
my body. Now I don’t...I've gotten
to where I don’t know my body
anymore...

Clinician perspectives

Readily Observable Ways to Identify
TM/CAM Users

In each of the clinician interviews,
we asked participants if there were any
discernible cues or markers that may be
predictive of patient TM/CAM use.
Most responded that it was not possible
to accurately identify TM/CAM users
based on readily observable attributes
such as pattern of dress, language, and
age:

Interviewer: Are there patients for
whom you feel like your level of
suspicion is higher, based on a certain
characteristic or attribute, that they
may be more likely to be using
traditional ways of care versus other
patients?

Clinician: 1 don’t. Because I think
that any of us, from anywhere and
from any walk, have the possibility of
encountering or hearing about [TM/
CAM]...I wouldn’t say that it’s just
the old, non-English speaking, His-
panic person that’s just newly from
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Mexico that has their bag full of
tricks, you know, alternative medi-
cine type things...I think everybody’s

‘at risk’ for wanting to use it.

This perspective was common
among most clinicians across locations
of practice (rural vs urban), predomi-
nance of patient ethnic group (Hispanic
vs Native American), years of experience
in the community, and cultural back-
ground of clinician. Clinicians specifi-
cally spoke to the importance of
challenging easily accepted stereotypes
about TM/CAM use, affirming instead
the need to engage patients as a way to
lead to disclosure:

“...You just never know. And they
may be young, speak English and
they use [TM/CAM]. But on the
other hand, I may see a grandma who
may not even speak much English at
all and she doesn’t really use tradi-
tional medicine. You really have to
talk to people and be open and be

willing to listen.”

Less Readily Observable Ways of
Identifying TM/CAM Users

While most clinicians rejected the
notion that it was possible to rapidly
identify TM/CAM users based on
observable characteristics, they did de-
scribe more nuanced ways to discern
patient use of traditional modalities and
health beliefs. Clinicians expressed the
need to use their intuition as a way to
read more subtle cues in their efforts to
deliver appropriate care. Clinicians cau-
tioned, however, that developing such
intuition is an ongoing process:

“There’s no end to that learning
process. It’s more a matter of having
to be very intuitive and watch for
body language and be aware that
there could be a lot of reservations
...are they buying into what I'm
saying, or are they kind of looking a
little skeptical or are they looking like
there’s just no way I can do
this...Then it’s important to figure
out where those things are coming
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from. Like, ‘does this conflict with

something else that’s really important
thing else that y imp

to you?”

Conscious of the limitations of their
efforts to identify TM/CAM use among
their patients and in particular condi-
tions, some clinicians avoid attempts to
make the distinction:

“I just assume that everybody is,
basically. I assume that everybody is
using some other type of modality.”
“I always ask them, whatever condi-
tion they’re coming in with, have
they tried something else? Whether
it’s over-the-counter stuff or herbals,
the best way to find out is to ask.”

DISCUSSION

We conducted this study to explore
whether, in two ethnic groups in which
use of TM/CAM is an important part of
health and illness care, it would be
possible to describe readily identifiable
patient attributes (eg, specific chronic
illness, language preference, style of
dress) that clinicians could use to
recognize patients with an increased
likelihood of using TM/CAM. If pre-
sent, such recognizable attributes could
assist the clinician in determining the
best use of time in the brief primary care
encounter. Recognition of TM/CAM
use could also improve care provided to

the patient.'”'??!

We found that in the study
communities, use of 1M/
CAM could not be predicted
by any observable
characteristic, by patient
diagnoses, by length of
relationship with a clinician,

or by medical complexity.
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The results of the study did not
reveal any such readily identifiable
attributes. We found that in these
communities, use of TM/CAM could
not be predicted by any observable
characteristic, by patient diagnoses, by
length of relationship with a clinician,
or by medical complexity. At the same
time, we identified three less readily
observable patient characteristics that
could suggest an increased likelihood of
TM/CAM use among patients being
seen in these primary care practices.
First, we found that TM/CAM use is
perhaps most closely linked to an
individual’s personal identification with
their traditional culture. Second, this
linkage did not appear to be predictable
based on observable characteristics, but
did seem, not surprisingly, to be related
to their family of origin context. Finally,
among TM/CAM users, aspects of the
health condition were reported to
influence decisions about use of TM/

CAM.

Comparison with
Published Literature

Previous studies have suggested that
among minority patients in New Mex-
ico and nationally, use of TM/CAM is
commonly associated with diagnoses of
chronic pain and diabetes melli-
tus. 1023393435 This would suggest that
diagnosis may be an indicator that
clinicians could use as a predictor of
possible TM/CAM use. However, it is
contrary to our finding that persons
with a variety of diagnoses use TM/
CAM, and those with a specific diag-
nosis vary in their use of TM/CAM,
even among TM/CAM users.

A previous study among Native
Americans in New Mexico reported, as
we found, that TM/CAM use cannot
easily be predicted by age, education,
income, English fluency, or having an
identified primary care provider.28 Fur-
ther underscoring our findings, previous
publications have found that cultural
affiliation is both a strong predictor of
TM/CAM use in Hispanic and Native



American patients, and of non-disclo-
of TM/CAM

12,23,34
use.'>*>** Elsewhere, a study among

sure to clinicians

urban Native Americans in Seattle
found that identification with the
Indian way of life was the strongest
predictor of TM/CAM use and that
TM/CAM use was high in the urban
setting.34

Implications

Taken together, the results of this
study and those of previously published
studies suggest that the continuing
effort to easily identify persons likely
to be TM/CAM users may be quixotic.
Rather than searching for rapid methods
to assess the likelihood of a person’s
being a TM/CAM user, clinicians may
do better to assume that every patient
could be using TM/CAM, as some of
our clinicians reported doing. With this
approach, the clinician can base a
decision to engage a patient in discus-
sion about TM/CAM use either on a
specific clinical situation or, where
circumstances permit, as part of routine
clinical information gathering. Use of
brief communication strategies may
help to make these conversations more
productive, concise, and feasible.'®

Limitations

Our study was conducted within
two specific ethnic groups; as a result,
our findings may not be applicable to
other populations. For these two
groups, however, traditional medicine
is an important part of health and illness
care for many. The widespread use of
traditional medicine would suggest that
if identifiable patient characteristics for
TM/CAM use exist, they would be
most likely to be definable in these
groups. Our failure to identify readily
recognizable characteristics of TM/
CAM users in primary care patients in
these communities, coupled with the
findings of other studies showing sim-
ilar difficulties defining characteristics of
TM/CAM users, suggests that our
results may be generalizable.
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CONCLUSIONS

In a study based in several south-
western Hispanic and Native American
communities and primary care clinics,
we found that there are no easily
identifiable external, demographic, or
clinical characteristics of patients that
would suggest to clinicians that the
patient uses TM/CAM as part of their
health and illness care. While a person’s
connection to their traditional culture
did appear to be associated with TM/
CAM use, this connection was not
apparent in any observable or expected
patient characteristics. Clinicians should
assume that every patient might be
using TM/CAM, should focus their
efforts on communicating effectively
with their patients about possible use,
and should target those communica-
tions based on clinical circumstances or
as part of their routine clinical data
gathering processes.
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