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Abstract   

Objectives: To improve understanding of factors that may influence disclosure of 

complementary and alternative medicine (CAM) use in the U.S. 

Design: Cross-sectional survey. 

Methods: Data are from the 2001 Health Care Quality Survey (HCQS), a nationally 

representative study of adults aged 18 and older living in the continental United States. Using the 

Behavioral Model of Health Services Use, we conducted multivariate logistic regressions to 

identify factors associated with disclosing CAM use among the sub-sample of recent CAM users 

(n=1995). 

Main Outcome Measure: Disclosure of CAM use. 

Results: Most CAM users (71.0%) disclosed their use of CAM to their doctors. Contextual, 

individual, and health behavior factors were associated with CAM use disclosure.  Of particular 

interest, disclosure was significantly more likely among those who perceived high quality 

relationships with their providers (AOR = 1.59, CI: 1.01, 2.49) and among those who had a 

regular source of medical care (AOR = 1.54, CI: 1.03, 2.29). The odds of disclosure were also 

higher among those who used practitioner-provided CAM, with (AOR = 2.02, CI: 1.34, 3.06) or 

without (AOR = 1.52, CI: 1.05, 2.20) concurrent herbal medicine use, compared to those who 

used herbal medicines only. 

Conclusions: The Behavioral Model of Health Services Use is a useful framework for examining 

factors that may influence disclosure of CAM use.  Further research should examine these 

relationships using more comprehensive measures. 
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Introduction 

Use of CAM, which is a group of medical systems, practices, and products that are not generally 

considered part of biomedicine,
1
 has increased in recent years.

2-3
  Nationally representative and 

population-based studies in the US,
2-5

 Canada,
6
 the UK,

7
 Australia,

8-9
 Norway,

10
 and other 

countries
11-14

 have suggested that CAM use is common.
 
Factors that have been shown to be 

associated with CAM use include female sex,
4-10, 13, 15

 middle age,
4-6, 8, 13

 having higher levels of 

education,
4-9, 12-15

 having higher levels of income,
7-9, 12

 having higher numbers of diagnoses or 

having a lengthy illness,
4-7

 and having insurance coverage
4-6

 or private insurance coverage.
9
 

Patients use CAM for a number of reasons: to improve their general health and well-being,
9, 16-18

  

to promote emotional health,
19 

 to treat symptoms associated with chronic diseases,
20

 and to 

relieve side effects of conventional treatments.
20

  The majority of CAM users report using CAM 

as a complement to conventional medicine, rather than as an alternative to conventional 

medicine;
16, 21-22

  as such, the coordination of CAM and conventional medical care is an 

important consideration.  

 

Disclosure of CAM 

A major issue of importance involving the coordination of CAM and conventional medical care 

is whether or not CAM users disclose their use of CAM to their conventional providers. Studies 

suggest that the majority of CAM users do not disclose their CAM use.
22-25 

Reasons for lack of 

disclosure include concerns about negative reactions or judgment from providers,
25-28

 

perceptions that CAM use is not something about which providers need to know,
25-26, 28

 and 

providers not initiating discussions about CAM.
25-26, 28

 When CAM is discussed in the medical 

encounter, patients are more often the initiators.
24
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Several studies have also examined predictors of CAM use disclosure. Normal weight 

individuals and those in good health have been shown to be more likely to disclose CAM use to 

providers.
29

 Women and those with a college education have also been shown to be more likely 

to discuss CAM with their physicians.
24, 30-31

 Disclosure may also be associated with 

race/ethnicity and access to medical services.  In a study conducted by Chao, Wade, and 

Kronenberg,
23

 African-Americans, Latinos, and Asian Americans were significantly less likely 

to disclose CAM use than non-Latino whites. Additionally, those with a usual source of medical 

care, those with higher levels of satisfaction with conventional care, those with higher scores on 

a patient-provider relationship scale (indicating a more positive relationship), and those with 

health insurance were the most likely to disclose CAM use.
23

  

 

Lack of disclosure to primary care providers about CAM use is noteworthy for a number of 

reasons. Coordinating CAM and conventional medical care is important because adverse 

interactions may occur between herbal medicines and pharmaceutical drugs or other 

conventional treatments.
32-34

 Disclosure of CAM use is also important for promoting patient-

centered care that is coordinated among all of an individual’s health care providers. In order to 

enhance patient-provider communication regarding CAM, we must improve understanding of 

how the disclosure of CAM use is influenced by contextual and individual factors, including 

interactions and experiences while seeking medical care.  

 

The Behavioral Model of Health Services Use 
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The Behavioral Model of Health Services Use provides a comprehensive framework for 

identifying factors that may influence a patient’s decision to disclose CAM use to conventional 

medical providers.
35-37 

The model includes contextual characteristics, individual characteristics, 

health behaviors, and outcomes,
35-38

 and it suggests examining predisposing, enabling, and need 

factors within both the contextual and individual environment. Predisposing, enabling, and need 

factors, including variables such as beliefs, health insurance status, and diagnoses, may 

collectively explain an individual’s use of conventional medicine or of CAM. The model also 

includes health behaviors, including personal health practices such as diet, exercise, and 

compliance, as well as processes of medical care such as the quality of the patient-provider 

relationship.  

 

Although the Behavioral Model of Health Services Use has been used primarily to understand 

utilization of conventional health care, it has also been used to examine correlates of other 

outcomes, including the quality of the patient-provider relationship,
39

 perceived unmet needs for 

health care,
40

 patient satisfaction,
39, 41

 health outcomes,
42

 and health-related quality of life.
43-44

 

The Behavioral Model of Health Services Use has also been applied to the utilization of CAM;
45-

46
 however, to date, we have found no studies that have used the model to examine factors that 

may be associated with disclosure of CAM use. 

 

Few studies
 
examining CAM use disclosure have utilized nationally representative data.

23-24, 29, 47
 

Additionally, we found no studies that have examined factors that may explain CAM use 

disclosure using a comprehensive theoretical framework of predictors. Given the significance of 

the use and disclosure of CAM, the purpose of our study is to utilize the Behavioral Model of 
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Health Services Use to identify factors that may influence disclosure of CAM use. 

Understanding the influence of contextual, individual, and behavioral factors will inform future 

research on CAM disclosure, and it will help identify modifiable variables that may be targeted 

in future interventions to improve patient-centered communication around CAM use. 

 

Methods 

Data Source  

We analyzed data from the 2001 Health Care Quality Survey (HCQS), a nationally-

representative telephone survey sponsored by the Commonwealth Fund that examines patient 

experiences within the U.S. health care system. Although more recent surveys (e.g., the CAM 

supplement to the National Health Interview Survey and the AARP/NCCAM survey) included 

questions related to the disclosure of CAM, the HCQS is unique because it contains measures 

related to each major category of predictors included in the Behavioral Model of Health Services 

Use. Therefore, this dataset permits a more comprehensive examination of factors that may relate 

to CAM disclosure than other nationally representative datasets. The HCQS sample consisted of 

6,722 adults living in the continental U.S.  The survey used a multistage sampling design with 

random digit dialing, oversampling telephone exchanges with higher densities of African-

American, Hispanic, and Asian households. The HCQS methods are described in detail 

elsewhere.
48

 Because our objective was to examine disclosure among CAM users, our sample 

was limited to the 1,995 respondents who reported having used at least one CAM modality in the 

prior two years. Institutional Review Board approval was not necessary for the present study 

because it involved analysis of publicly available, de-identified data. 
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Measures 

Contextual Characteristics 

Two contextual variables were available in the HCQS for our study: rurality (urban, suburban, 

and rural) and census region (Northeast, Midwest, South, and West). 

 

Individual Characteristics 

Predisposing variables included interviewer-observed gender (male or female). Other variables 

included age, which we recoded into 18-29, 30-39, 40-49, 50-64, and 65 and older age groups. 

Because of small sample sizes in some racial and ethnic groups, we recoded race/ethnicity into 

four categories: white, non-Hispanic; black, non-Hispanic; Hispanic; and other.  Questions also 

asked about respondents’ marital status, which we dichotomized into “married” (those who 

responded as “married” or “living as married”) and “not married” (those who responded as 

“widowed,” “divorced,” “separated,” or “never been married”). Place of birth was dichotomized 

into “U.S. born” and “foreign-born.”  Additional predisposing variables included level of 

agreement (on a 4-point scale ranging from “strongly agree” to “strongly disagree”) with three 

statements about beliefs regarding health and health care: “I think staying healthy is a matter of 

luck more than anything else,” “I leave it to my doctor to make the best decisions about my 

health,” and “It is generally better to take care of your own health than to go to the doctor.”  We 

dichotomized responses into (1) “strongly agree/agree” and (2) “strongly disagree/disagree.”  

Enabling variables included educational status (high school incomplete, high school complete, 

some college or technical school, or college graduate); work status (working or not working); 

insurance status (covered or not covered); and having a regular source of care (yes or no).  One 
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question assessed need: “In the past two years, was there any time your doctor thought you 

needed to see a specialist?”  

 

Health Behaviors 

Consistent with the most recent update to the Behavioral Model of Health Services Use [25], 

measures of health behaviors included personal health practices, processes of medical care, and 

use of personal health services.  

 

Measures of personal health practices included smoking (yes or no), exercise (never, ≤ 3 times 

per week, or > 3 times per week), and whether the respondent had consistently followed the 

doctor’s advice “always” or “not always” in the past 2 years.   For measures of processes of 

medical care, we included perceived discrimination in health care and the perceived quality of 

the patient-provider relationship. Discrimination in health care was assessed with the question: 

“Thinking about all of the experiences you have had with health care visits in the last 2 years, 

have you ever felt that the doctor or medical staff you saw judged you unfairly or treated you 

with disrespect because of (insert item).” Respondents were presented with a list of the following 

items, which were rotated:  “your ability to pay for the care or the type of health insurance you 

have,” “how well you speak English,” “your race or ethnic background,” and “your gender.”  

Those who answered affirmatively to at least one category were coded as “yes”; those who did 

not answer affirmatively to any categories were coded as “no.”  The perceived quality of the 

patient-provider relationship was determined utilizing the combined responses to seven 

questions: (1) “The last time you visited a doctor, did the doctor listen to everything you had to 

say, to most, to some, or only a little of what you had to say?” (2) “During the visit, did you 
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understand everything the doctor said, most of what the doctor said, some, or only a little of what 

the doctor said?” (3) “Did you have questions about your care or treatment that you wanted to 

discuss, but did not?” (4) “How much confidence and trust did you have in the doctor treating 

you—a great deal, a fair amount, not too much, or none at all?” (5) “Did the doctor treat you 

with a great deal of respect and dignity, a fair amount, not too much, or none at all?” (6) “Did the 

doctor involve you in decisions about your care as much as you wanted, almost as much as you 

wanted, less than you wanted, or a lot less than you wanted?” and (7) “Did the doctor spend as 

much time with you as you wanted, almost as much as you wanted, less than you wanted, or a lot 

less than you wanted?” Responses were recoded so that higher numbered responses indicated a 

more positive relationship with the provider. Responses were then standardized to a mean of zero 

and a standard deviation of one and averaged for each respondent to create a scale score 

(Cronbach’s alpha = 0.83); those who responded to less than four of the seven questions were 

treated as missing. Because scale scores were skewed, we divided them into quartiles, with the 

lowest quartile representing the least favorable relationship with the provider and the highest 

quartile representing the most favorable relationship.  Similar scales have been created using 

different combinations of these and/or other variables in the HCQS in the past.
23, 49

  

 

Measures of the use of personal health services included unmet needs, which were assessed with 

the question: “During the last 12 months, was there any time when you had a medical problem 

but put off, postponed or did not seek medical care when you needed to?”  Type of CAM used 

was measured with a question that asked whether, in the last 2 years, respondents had used (1) 

herbal medicines; (2) acupuncture; (3) a chiropractor; or (4) a traditional healer such as a 

Curandero, or an herbalist. We combined these responses to create a variable with the following 



10 
 

categories: (1) use of herbal medicines only (i.e., not in combination with other measured CAM 

modalities); (2) use of herbal medicines and practitioner-provided CAM; and (3) use of 

practitioner-provided modalities only (i.e., not in combination with herbal medicines).  

 

Dependent Variable 

Disclosure of CAM use was measured with the question, “Have you told your doctor that you 

use (insert CAM modalities)?” If respondents used more than one CAM modality, this question 

asked about all listed modalities simultaneously. Because of the question’s wording, for those 

respondents who use multiple modalities (n=613, 30.7% of the sample), we were unable to 

measure their disclosure of individual CAM modalities.   

 

Data Analysis 

Analyses were conducted using Stata version 12.1.  Data were weighted to account for the 

survey’s disproportionate sampling design. For all variables, we coded “don’t know” and 

“refused” responses as missing. For all analyses, we excluded cases with missing data and, thus, 

sample sizes vary; for the present analyses, no more than 4% of the sample was missing for any 

variable. We generated frequency distributions for all variables. We conducted logistic 

regressions to examine the unadjusted associations between all of the independent variables and 

the disclosure of CAM use; those with a p-value <0.1 were retained for the adjusted models.  

Next, we ran separate multiple logistic regression models for each major category of predictors 

(i.e., contextual characteristics, individual characteristics, and health behaviors) to determine the 

adjusted associations between the independent variables in each category and disclosure of CAM 

use.  Those variables with a p-value <0.1 in these models were retained for the final model, 
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which determined the adjusted associations between the retained independent variables and 

disclosure of CAM use.  A significance level of p<0.05 was set for the final model. 

 

Results 

Most CAM users (71.0%) reported that they had disclosed their use of CAM to their doctors; 

however, disclosure was lower among those who used only herbal medicines compared with 

those who used only practitioner-provided CAM or practitioner-provided CAM in combination 

with herbal medicines. As shown in Table 1, several independent variables were associated with 

CAM use disclosure in unadjusted analyses. 

 

Table 1 also presents results from the final adjusted model. Variables from each category were 

significantly related to CAM use disclosure.  In the final model, census region was significantly 

associated with disclosure of CAM use, with those living in the south (AOR = 0.62; CI: 0.39, 

0.99) or west (AOR = 0.59; CI: 0.37, 0.96) having lower odds of disclosure than those living in 

the northeast.  Several individual characteristics were also significantly associated with 

disclosure, including race/ethnicity, with Hispanic individuals (AOR = 0.58; CI: 0.36, 0.94) 

having lower odds of disclosure than non-Hispanic White individuals. Higher odds of disclosure 

were seen in those who were married (AOR = 1.66; CI: 1.21, 2.28), those with a regular source 

of care (AOR = 1.54; CI: 1.03, 2.29), those with insurance (AOR = 1.77; CI: 1.12, 2.78), and 

those who had a physician recommend a specialist (AOR = 1.76; CI: 1.28, 2.41). For health 

behaviors, individuals who exercised 3 or fewer times weekly had higher odds of disclosure 

(AOR = 1.78; CI: 1.03, 3.08) than those who never exercised. CAM use disclosure was higher 

among those with the most positive relationships with their providers (AOR = 1.59; CI: 1.01, 
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2.49) compared with those with the least positive relationships. Finally, those who used both 

practitioner-provided CAM and herbal medicines (AOR = 2.02; CI 1.34, 3.06) and those who 

used only practitioner-provided CAM (AOR = 1.52, CI: 1.05, 2.20) had significantly higher odds 

of disclosure compared to those who used herbal medicines only.  

 

Discussion  

The Behavioral Model of Health Services Use provided a useful framework for identifying 

specific contextual, individual, and health behavior characteristics that may influence disclosure 

of CAM use.  The identified modifiable variables may be targeted in future interventions to 

improve patient-centered communication around CAM use.    

 

Of particular interest are the findings related to patients’ relationships with providers. Previous 

research indicated that fear of judgment, concerns of negative reactions from providers, and lack 

of provider-initiation discussion about CAM may affect CAM disclosure.
25-26

 Consistent with 

that research, our findings suggest that CAM users who perceive more negative relationships 

with their providers are less likely to disclose CAM use.  Active communication with providers 

is an essential element of patient-centered care.
50

 As such, patient-provider communication 

regarding patient preferences and health behaviors, including CAM use, is an important 

component of providing care that is patient-centered and safe. In addition, disclosure was higher 

among CAM users with a regular source of care, which is consistent with previous research 

indicating that having a regular source of care is associated with better patient-provider 

communication and greater patient satisfaction.
51-53

  Interestingly, although we expected that 

experiences of discrimination in health care would influence patient-provider communication 
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and thus, CAM use disclosure, discrimination in health care was not significantly associated with 

disclosure. Overall, our findings support the importance of the patient-provider relationship for 

CAM use disclosure, but further research on the impact of patient-provider interactions and the 

quality of those relationships on disclosure is needed.        

 

Our results also suggest that the type of CAM used may influence patient disclosure. Compared 

to those using herbal medicines only, disclosure of CAM use was significantly more likely 

among users of practitioner-provided CAM (with or without concurrent herbal medicine use). 

One possible explanation for lower rates of disclosure among those who only use herbal 

medicines is that they may be more likely to avoid interactions with conventional providers than 

other CAM users. NHIS data suggests that herbal medicines are most often self-prescribed; only 

5.2% of herbal medicine users reported consulting with CAM providers prior to use.
54

 Those 

who only use herbal medicines may not have regular access to providers, or they may not feel the 

need to disclose their use because herbal medicines do not require provider approval or 

recommendation. Lack of disclosure of herbal medicine use is especially noteworthy because 

herbal medicines are the most commonly used CAM modality,
4
 and, as previously noted, they 

may interact with conventional medical treatments.
32-34

 Additional research is needed to identify 

the factors that encourage and discourage disclosure of herbal medicine use in order to safely 

manage herbal and conventional medicine use.  

 

This study has several limitations.  First, the use of cross-sectional data does not allow us to 

examine temporal relationships among variables. Second, the data were collected in 2001, over 

10 years ago.  Although more recent datasets such as the NHIS-CAM supplement and 
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NCCAM’s collaboration with AARP exist, those surveys include fewer contextual, individual, 

and health behavior variables than the 2001 HCQS.  Similarly, the 2006 HCQS did not include 

questions related to the use or disclosure of CAM use. Thus, using the 2001 HCQS allowed us to 

examine a more comprehensive set of independent variables. It is noteworthy, however, that 

predictors of disclosure and their relative importance, as well as the prevalence of CAM use and 

disclosure, may have changed since 2001.  

 

The HCQS also had a limited definition of CAM, including only herbal medicines, acupuncture, 

chiropractor, and traditional healers. As noted previously, the measure of disclosure did not 

distinguish between CAM modalities among those who used more than one modality; therefore, 

it was not possible to determine which modality was disclosed. For example, for those 

individuals who used both herbal medicines and practitioner-provided CAM, it is unclear 

whether “CAM use disclosure” includes disclosure of all CAM modalities, disclosure of herbal 

medicine use, or disclosure of practitioner-provided CAM. It remains unclear which specific 

CAM modalities (or combination of CAM modalities) are most likely to be disclosed.  Future 

studies that examine disclosure of individual CAM modalities could further inform the 

development of interventions designed to improve patient-centered communication around CAM 

use.  

 

Available measures of disclosure were also limited because respondents were asked to report 

whether they told their “doctor” about their CAM use. The question did not refer specifically to 

conventional (e.g., MDs) or CAM (e.g., NDs) doctors, potentially confounding the results. 

Finally, despite the advantages of the 2001 HCQS, available measures in the dataset provide 
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limited representation of Behavioral Model of Health Services Use constructs. Although this 

secondary analysis provides direction for future research, primary data collection efforts are 

needed for a comprehensive examination of all components of the model as they relate to CAM 

use disclosure. 

 

 Despite these limitations, the results of our study have implications for clinical practice. First, 

providers should regularly ask their patients about CAM use.  CAM use disclosure may vary 

based on which CAM modality a patient uses; therefore, it is important for providers to inquire 

about self-prescribed CAM as well as practitioner-provided CAM. Provider training could 

include communication skills for discussing CAM use with patients. Finally, our study also 

identified that the perceived quality of patient-provider relationships was related to CAM use 

disclosure. Developing patient-provider relationships that promote open communication, trust, 

and shared decision-making may positively influence the discussion of personal health practices 

including CAM use. 

 

Conclusion 

In conclusion, the Behavioral Model of Health Services Use provides a comprehensive 

framework for identifying factors that may affect disclosure of CAM use.  We found that factors 

from diverse components of the model were significantly associated with disclosure of CAM 

use. Future research can build on these findings.  
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Table 1  Frequency Distributions, Unadjusted Associations, and Adjusted Associations between 

Independent Variables and Disclosure of CAM Use. 

Characteristic Frequency 

Distribution 

Unweighted N 

(weighted %) 

N=1,995 

Unadjusted OR 

(95% CI)  

Final Adjusted 

Model 

AOR (95% CI) 

n=1,852 

Rurality 

     Urban 

     Suburban 

     Rural 

 

945 (31.5) 

834 (48.4) 

215 (20.0) 

 

Referent 

1.27 (0.93, 1.75) 

1.03 (0.68, 1.56) 

 

-- 

-- 

-- 

Census Region 

     Northeast 

     Midwest 

     South 

     West 

 

355 (20.0) 

241 (21.7) 

489 (31.6) 

910 (26.7) 

 

Referent 

0.73 (0.45, 1.20) 

0.61 (0.40, 0.94)* 

0.56 (0.36, 0.87)** 

 

Referent 

0.76 (0.45, 1.30) 

0.62 (0.39, 0.99)* 

0.59 (0.37, 0.96)* 

Age      

     18-29 

     30-39 

     40-49 

     50-64 

     65 and over 

 

421 (20.8) 

464 (20.0) 

474 (25.6) 

418 (22.2) 

191 (11.4) 

 

Referent 

1.20 (0.78, 1.84) 

1.55 (1.01, 2.36)* 

2.27 (1.43, 3.60)*** 

1.49 (0.87, 2.57) 

 

-- 

-- 

-- 

-- 

-- 

Gender 

     Male 

     Female 

 

719 (42.6) 

1276 (57.4) 

 

Referent 

1.19 (0.89, 1.60) 

 

-- 

-- 

Race/ethnicity 

     White, non-Hispanic 

     Black, non-Hispanic 

     Hispanic 

     Other 

 

1161 (74.9) 

228 (8.2) 

299 (8.2) 

277 (8.7) 

 

Referent 

0.50 (0.33, 0.76)** 

0.40 (0.26, 0.60)*** 

0.64 (0.40, 1.04) 

 

Referent 

0.66 (0.42, 1.04)
† 

0.58 (0.36, 0.94)* 

0.71 (0.42, 1.19) 

Marital Status 

     Not Married  

     Married      

 

969 (39.0) 

1012 (61.0) 

 

Referent 

1.88 (1.41, 2.52)*** 

 

Referent 

1.66 91.21, 2.28)** 

Place of Birth 

     U.S. Born 

     Foreign-born 

 

1574 (88.4) 

403 (11.6) 

 

Referent 

0.57 (0.39, 0.82)** 

 

-- 

-- 

Education Level 

     High school incomplete 

     High school diploma 

     Some college or tech  

     College graduate 

 

182 (11.2) 

399 (27.9) 

573 (31.0) 

835 (29.9) 

 

Referent 

1.51 (0.91, 2.50) 

1.69 (1.04, 2.75)* 

1.78 (1.10, 2.88)* 

 

-- 

-- 

-- 

-- 

Work Status 

     Not Working  

     Working      

 

572 (28.9) 

1417 (71.2) 

 

Referent 

0.87 (0.63, 1.20) 

 

-- 

-- 

“I think staying healthy is a 

matter of luck more than 

anything else” 

      Disagree/strongly disagree 

     Agree/strongly agree 

 

 

 

1493 (76.1) 

467 (23.9) 

 

 

 

Referent 

0.92 (0.65, 1.30) 

 

 

 

-- 

-- 

“I leave it to my doctor to make    
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Note: OR = odds ratio; AOR = adjusted odds ratio; CI = confidence interval.  
†
<0.1; *p<0.05; **p<0.01; ***p<0.001 

the right decisions about my 

health” 

     Disagree/strongly disagree 

     Agree/strongly agree 

 

 

667 (30.6) 

1290 (69.4) 

 

 

Referent 

1.31 (0.96, 1.78)
†
 

 

 

-- 

-- 

“It is generally better to take 

care of your own health than to 

go to the doctor” 

     Disagree/strongly disagree 

     Agree/strongly agree 

 

 

 

952 (48.4) 

970 (51.6) 

 

 

 

Referent 

0.76 (0.56, 1.02)
†
 

 

 

 

-- 

-- 

Have a regular source of care 

     No 

     Yes 

 

389 (17.9) 

1603 (82.1) 

 

Referent 

2.47 (1.74, 3.49)*** 

 

Referent 

1.54 (1.03, 2.29)* 

Insurance Status 

     Not covered  

     Covered     

 

281 (14.5) 

1709 (85.6) 

 

Referent 

2.53 (1.72, 3.73)*** 

 

Referent 

1.77 (1.12, 2.78)* 

Doctor thought respondent 

needed specialist 

     No 

     Yes 

 

 

1004 (50.9) 

986 (49.1) 

 

 

Referent 

1.75 (1.30, 2.36)*** 

 

 

Referent 

1.76 (1.28, 2.41)*** 

Followed doctor’s advice 

     Always followed advice 

     Not always followed  

        advice 

 

1383 (68.5) 

599 (31.5) 

 

Referent 

1.13 (0.82, 1.55) 

 

-- 

-- 

Smoke 

     No 

     Yes 

 

1608 (79.7) 

384 (20.3) 

 

Referent 

0.74 (0.52, 1.05)
†
 

 

Referent 

0.96 (0.65, 1.43) 

Exercise 

     Never 

     < or = 3 times/week 

     >3 times/week 

 

184 (10.2) 

970 (47.2) 

831 (42.6) 

 

Referent 

1.62 (0.98, 2.67)
†
 

1.42 (0.86, 2.35) 

 

Referent 

1.78 (1.03, 3.08)* 

1.66 (0.95, 2.90)
†
 

Discrimination in Health Care 

     No  

     Yes      

 

1666 (85.0) 

325 (15.0) 

 

Referent 

1.03 (0.70, 1.53) 

 

-- 

-- 

Patient-Provider Relationship 

Scale 

     Lowest Quartile 

     2
nd

 quartile 

     3
rd

 quartile 

     Highest Quartile 

 

 

536 (23.8) 

508 (24.9) 

386 (21.3) 

565 (30.1) 

 

 

Referent 

0.92 (0.62, 1.36) 

1.61 (1.05, 2.49)* 

1.87 (1.25, 2.79)** 

 

 

Referent 

0.84 (0.55, 1.29) 

1.27 (0.78, 2.09) 

1.59 (1.01, 2.49)* 

Unmet Medical Needs 

     No  

     Yes      

 

1465 (73.7) 

526 (26.4) 

 

Referent 

0.91 (0.66, 1.27) 

 

-- 

-- 

Type of CAM Used 

     Herbal Medicines Only 

     Herbal Meds/Practitioner- 

        provided 

     Practitioner-provided Only 

 

902 (44.5) 

524 (25.8) 

 

569 (29.7) 

 

Referent 

1.82 (1.26, 2.63)** 

 

1.69 (1.20, 2.39)** 

 

Referent 

2.02 (1.34, 3.06)** 

 

1.52 (1.05, 2.20)* 


