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SUMMARY. Objective:To conduct a systematic review of published research
investigating the prevalence of complementary and alternative medicine (CAM) use in
the general population. Design:A protocol was developed for a systematic review of
survey literature identified using two bibliographic databases and citation tracking.The
protocol specified criteria for: 1) database searches; 2) selection of studies for review;
and 3) description of methodological and substantive aspects of the studies. Results:
Twelve studies were reviewed.These estimated the prevalence of CAM use in Australia,
Canada, Finland, Israel, the UK, and the USA.The most rigorous studies, conducted in
Australia and the USA, showed that a high proportion of the population was using
CAM.There was evidence from the USA that CAM use increased significantly among
the general population during the 1990s. Conclusion: CAM is used by substantial
proportions of the general population of a number of countries, but differences in study
design and methodological limitations make it difficult to compare prevalence
estimates both within and between countries. © 2000 Harcourt Publishers Ltd
BACKGROUND

To assess the implications of complementary a
alternative medicine (CAM) for healthcare syste
it is essential to know its prevalence, or the prop
tion of a population using it at a given point in tim
Reliable information about the use of CAM 
needed to determine the requirements for rese
and development, education and regulation in 
CAM field. While there have been a number 
reviews of CAM use among clinical populations1–3
(2000), 8, 88–96 © 2000 Harcourt Publishers Ltd 88
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no systematic reviews of CAM use among gen
populations have been published to date.

There are difficulties in systematically addre
ing previous surveys of CAM. These arise pa
because it is difficult to define CAM. Some ha
attempted to define CAM in terms of concepts 
models, which differentiate CAM from conve
tional biomedicine (e.g. 4). This approach sugg
that conventional and unconventional medicine 
fer in terms of the models that underlie them an
their concepts of health, disease, diagnosis, the
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and the patient. The difficulty of dichotomizing 
this way is that the defining criteria do not alwa
apply to every member of one category and non
the other. For example, the perception of the pat
as an active participant in treatment may be m
prevalent in CAM (although this has yet to 
demonstrated), but it is by no means exclusive to

Others have defined CAM by categorizin
together all forms of healthcare which are outs
the domain of the politically dominant health sy
tem of a particular society or culture. The Office 
Alternative Medicine’s Panel on Definition an
Description5 noted that this approach engenders 
problem of fuzzy and impermanent boundar
between the CAM domain and the domain of 
dominant system. It also results in a mixed bag
therapies ranging from self-care, to folk remed
native to a particular culture and practices adop
from other cultures.

For the survey researcher, the way in wh
CAM is defined has practical implications for th
conduct and outcome of a survey. The survey te
nique depends upon a relatively simple form 
communication between researcher and respond
to assist high response rates, questions are nece
ily short and uncomplicated. In surveys of heal
care usage, respondents are commonly prese
with checklists of practices and asked to select th
they have used. Evidently, the type and numbe
practices included in the checklists will help 
determine the participants’ responses and su
quently the estimated prevalence rates. Althou
survey research in the last decade has helpe
throw some light on the types of CAM therapi
that are used by the general population, th
remains a lack of consensus about which type 
how many therapies should be examin
Furthermore, findings are often confounded by
lack of distinction between CAM involving visits t
CAM practitioners and the use of over-the-coun
CAM products. The decision about which CA
practices to include in a survey checklist w
depend upon the research question, however, a 
rationale for their inclusion is essential.

We know of no studies that address the questio
how best to review surveys that aim to estimate pre
lence of a health behaviour. One issue that has to b
considerable importance is the methodological qua
of the studies found. Standard survey methods t
(e.g. 6–8) describe the importance of reliable a
meaningful data collecting tools and methods t
attend to the possibilities of obtaining a biased se
tion of the population. Sample sizes are of fundam
tal importance, needing to be sufficiently large 
achieve prevalence estimates with acceptable co
dence intervals. These confidence intervals sho
then be presented so that readers can see from t
selves the likely precision of the survey’s estimate9

Methods in general need to be described in so
detail for a survey’s results to be appraisable. In de
oping the criteria necessary for assessing study qu
s
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in this review we have used these basic aspec
quality, drawn on our own experiences as sur
researchers and considered criteria used in prev
reviews of CAM surveys (e.g. 1–3). We hope t
these criteria will also help to serve as a guide to g
practice in future CAM surveys.

The study described here aimed to system
cally examine published surveys addressing 
question, ‘what proportion of the general pub
uses CAM?’ It describes use of an explicit proto
that contained inclusion and exclusion criteria
select papers for review, and guidelines for extr
ing and presenting data from studies as they w
found. Findings and the limitations of this approa
are discussed. Recommendations are made
future studies of CAM prevalence.

METHOD

A systematic search of the literature was conduc
Simple searches were made of two bibliograp
databases. Medline (OVID CD-ROM) was search
for all years up to September 1999. The sea
looked for all records: 1) indexed with any te
from the hierarchy of controlled index terms head
‘alternative medicine’ and, 2) characterized by h
ing either ‘health care surveys’ as an index term
‘survey’ in their abstract or title. CISCOM, a dat
base specializing in complementary medicine (h
by the Research Council for Complement
Medicine in London), was searched for all entries
to August 1999 using the index terms ‘survey’ a
‘usage’. Further attempts to locate papers were m
by examining citations in the most relevant paper

Papers were included for review if they met 
three of the following selection criteria:

1. the study used survey methods (either structu
interview or self-complete questionnaire) to
estimate the extent of CAM use among a targ
population

2. CAM use was measured among the general
population, as opposed to a clinical populatio
or other, more narrowly defined groups

3. the prevalence of CAM estimated by the stud
was expressed as a percentage of the popula
or sufficient information was presented so tha
this could be calculated.

Papers were excluded if any of the followi
three criteria applied:

1. the study estimated the prevalence of a singl
therapy only, e.g. homoeopathy, traditional
Chinese medicines

2. it did not describe the study methods, e.g. bri
reports describing publication elsewhere, lette
to journal editors

3. it was not written in English.

The following methodological details we
recorded for each included paper when and
described by the papers’ author(s):
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1. the mode of data collection (whether face-to-
face interview, telephone interview or self-
complete questionnaire)

2. number of questionnaire respondents or
interview participants (n)

3. the sampling methods used to select potentia
respondents (sampling technique and source 
the individuals sampled)

4. the response rate (as presented by the paper
authors)

5. whether the author(s) performed an initial
sample size calculation

6. the authors’ explanation of their choice of CAM
categories and/or definitions presented to
respondents and/or questionnaire design
(whether these were developed through pilot
studies with a similar sample, via expert revie
or were based on previous work)

7. whether the questionnaire or interview sched
was tested for reliability as a data collection
tool

8. whether adjustments were made to account fo
differences between respondents and the gen
population and/or the representativeness of
survey respondents was examined.

Each paper was then examined for the follow
substantive information:

1. the date of survey administration
2. the target population (in terms of country of

origin, population group within that country,
and age group)

3. the therapies listed or referred to in
questionnaires or interview schedules

4. estimated prevalence of use of CAM.

For the last of these categories, estimates w
recorded separately, when possible, to account
measurement of:

1. total usage of CAM: involving visits to CAM
practitioners and use of over-the-counter (OTC
products combined

2. use of visits to CAM practitioners alone
3. use of over-the-counter products alone.

Where confidence intervals were not presen
by authors, these were calculated, assuming 
variance arose from simple random sampling. Wh
figures for the prevalence of use of a specific th
apy were presented in at least six papers, these
mates were also tabulated.

RESULTS

A total of 638 references were found, 491 v
Medline, a further 147 via CISCOM. No addition
papers were found by citation tracking. Of this 63
only 12 met all of the study’s inclusion criteria 10–21

Four hundred and forty-one had not measured 
extent of CAM use. A further 137 studies ha
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surveyed people about their use of CAM but had
used samples selected from the general popula
An additional 39 papers asked respondents abo
single CAM therapy or approach. A total of eig
papers did not describe original research or pro
sufficient detail and one study (an undergradu
thesis) was unobtainable within the timeframe
the study. A list of papers excluded is available fr
the authors on request.

Methodological quality

The 12 surveys reviewed are listed in Table
ordered by country of origin and then by date of p
lication. It is evident that some authors failed
report important methodological information. Tw
studies did not specify the sampling method u
and three simply stated that random samples w
used without providing further detail of randomiz
tion. Only one10 of these five studies referred to pu
lished reports for a more comprehensive descrip
of the survey design, sample and interview pro
dures. The seven remaining studies gave s
description of the method of randomization used

Three of the 12 studies failed to specify their s
vey’s response rate10,13,19 and although all the
remaining studies stated crude response rate
detailed breakdown of responses was uncomm
Survey non-responders tend to differ systematic
from responders.8 Nevertheless, only two studies12,20

explored reasons for non-participation.
Only three studies stated that sample size ca

lations were completed, before data collection
determine the number of participants needed to 
duce prevalence estimates with predetermined 
fidence intervals. Any mention of confiden
intervals was altogether missing from six of the
reports.10–15

Only three studies referred to the use of p
work in the development of the data collection to
12,18,20although little detail is given. More serious
all of the studies failed to give a clear rationale
the type and number of CAM categories includ
for data collection. This is a worrying omission 
there may be a tendency for prevalence estimat
increase directly with the number of CAM ca
gories used for data collection.

The reliability of responses to the survey w
checked in only two cases: MacLennan16 re-inter-
viewed 5% of the sample by telephone, but res
were not described; Thomas20 followed-up a 5%
sample of respondents by interview and compar
was made of their verbal and written response
check for accuracy of response and comprehens
ity of the questionnaire, it emerged that so
respondents had confused the word ‘chiroprac
with ‘chiropodist’, leading to possible overes
mates for this therapy.

Finally, and perhaps most importantly, nine st
ies either described their findings as representa



CAM use in the general population 91

A
ut

ho
r

S
ur

ve
y 

m
o

de
n

S
am

pl
in

g 
m

et
ho

ds
R

es
po

ns
e

S
am

pl
e 

si
ze

R
at

io
na

le
 fo

r 
th

er
ap

y
R

el
ia

bi
lit

y 
o

f s
ur

ve
y

D
at

a 
ex

am
in

ed
/a

dj
us

te
d 

fo
r

ra
te

 (
%

)
ca

lc
ul

at
io

n?
ch

o
ic

e 
an

d 
qu

es
ti

o
n

as
se

ss
ed

re
pr

es
en

ta
ti

ve
ne

ss
?

pl
ac

e
w

o
rd

in
g

M
ac

Le
nn

an
 e

t a
l. 

19
96

16
Fa

ce
-t

o-
fa

ce
30

04
Sy

st
em

at
ic

 s
am

pl
in

g 
of

di
st

ric
ts

,
73

Sa
m

pl
e 

si
ze

N
S

N
S

D
at

a 
w

ei
gh

te
d 

by
 a

ge
, g

en
de

r 
an

d
In

te
rv

ie
w

ra
nd

om
 s

el
ec

tio
n 

of
ho

us
eh

ol
ds

,
ca

lc
ul

at
ed

ge
og

ra
ph

ic
al

 r
eg

io
n 

to
 th

e 
19

91
A

us
tr

al
ia

se
le

ct
io

n 
of

re
sp

on
de

nt
s 

no
t

So
ut

h 
A

us
tr

al
ia

n 
C

en
su

s
sp

ec
ifi

ed
Ve

rh
oe

f
et

 a
l. 

19
94

11
Fa

ce
-t

o-
fa

ce
56

3
N

S
78

N
S

N
S

N
S

Sa
m

pl
e 

co
ns

id
er

ed
 to

 b
e 

si
m

ila
r 

to
In

te
rv

ie
w

ru
ra

l p
op

ul
at

io
n 

of
A

lb
er

ta
 (

no
C

an
ad

a
de

ta
il)

M
ill

ar
 1

99
7.

10
Fa

ce
-t

o-
fa

ce
17

62
6

N
S 

(c
ite

s 
re

po
rt

s)
N

S
N

S
N

S
N

S
D

at
a 

ag
e 

ad
ju

st
ed

 b
as

ed
 o

n
In

te
rv

ie
w

es
tim

at
ed

 1
99

4 
C

an
ad

ia
n

C
an

ad
a

po
pu

la
tio

n 
(n

o 
de

ta
il)

Va
sk

ila
m

pi
 e

t a
l. 

19
93

12
Te

le
ph

on
e

16
18

St
ra

tif
ie

d 
ra

nd
om

 s
am

pl
e 

fr
om

92
N

S
R

ef
er

s 
to

 p
ilo

t s
tu

di
es

N
S

C
om

pa
re

s 
sa

m
pl

e 
w

ith
 G

ov
er

nm
en

t
In

te
rv

ie
w

C
en

su
s 

Bu
re

au
(n

o 
de

ta
il)

st
at

is
tic

s 
on

 a
 r

an
ge

 o
f

Fi
nl

an
d

so
ci

od
em

og
ra

ph
ic

 v
ar

ia
bl

es
Be

rn
st

ei
n 

&
 S

hu
va

l,
Fa

ce
-t

o-
fa

ce
20

30
R

an
do

m
 s

am
pl

e 
(n

o 
de

ta
il)

N
S

N
S

N
S

N
S

R
ep

re
se

nt
at

iv
e 

sa
m

pl
e 

(n
o 

de
ta

il)
19

97
13

In
te

rv
ie

w
Is

ra
el

Yu
ng

 e
t a

l. 
19

88
21

Se
lf-

co
m

pl
et

e
42

68
Sy

st
em

at
ic

 r
an

do
m

 s
am

pl
e 

fr
om

70
N

S
N

S
N

S
R

es
po

nd
en

ts
 d

o 
no

t d
iff

er
 fr

om
 1

98
1

qu
es

tio
nn

ai
re

el
ec

to
ra

l r
eg

is
te

r
ce

ns
us

 d
at

a 
fo

r 
sa

m
e 

ar
ea

 (
no

U
K

de
ta

il)
T

ho
m

as
 e

t a
l. 

19
93

20
Se

lf-
co

m
pl

et
e

67
6

Sy
st

em
at

ic
 r

an
do

m
 s

am
pl

e 
fr

om
73

N
S

D
es

cr
ib

es
 p

llo
t s

tu
dy

5%
 o

f
sa

m
pl

e 
ch

ec
ke

d
C

om
pa

re
s 

ag
e 

an
d 

ge
nd

er
 to

 1
99

1
qu

es
tio

nn
ai

re
el

ec
to

ra
l

O
PC

S 
G

en
er

al
 H

ou
se

ho
ld

 S
ur

ve
y

U
K

Ei
se

nb
er

g 
et

 a
l, 

19
93

18
Te

le
ph

on
e

15
39

R
an

do
m

 d
ig

it 
di

al
lin

g 
to

 s
el

ec
t

67
Sa

m
pl

e 
si

ze
R

ef
er

s 
to

 p
llo

t s
tu

di
es

5%
 o

f
sa

m
pl

e 
ch

ec
ke

d
C

om
pa

re
s 

sa
m

pl
e 

w
ith

 1
98

9
In

te
rv

ie
w

ho
us

eh
ol

ds
, r

an
do

m
 s

el
ec

tio
n 

of
ca

lc
ul

at
ed

(n
o 

de
ta

il)
(n

o 
re

su
lts

 g
iv

en
)

N
at

io
na

l H
ea

lth
 In

te
rv

ie
w

 S
ur

ve
y

U
SA

re
sp

on
de

nt
 w

ith
in

 h
ou

se
ho

ld
on

 a
 r

an
ge

 o
f

so
ci

od
em

og
ra

ph
ic

va
ria

bl
es

Ei
se

nb
er

g 
et

 a
l. 

19
98

17
Te

le
ph

on
e

20
55

D
itt

o 
ab

ov
e 

w
ith

 fu
rt

he
r 

ra
nd

om
60

Sa
m

pl
e 

si
ze

R
ep

lic
at

es
 1

99
3 

st
ud

y
N

S
C

om
pa

re
s 

sa
m

pl
e 

w
ith

 U
S 

C
en

su
s

In
te

rv
ie

w
sa

m
pl

e 
of

in
iti

al
 r

ef
us

al
s

ca
lc

ul
at

ed
on

 a
 r

an
ge

 o
f

so
ci

od
em

og
ra

ph
ic

U
SA

va
ria

bl
es

Pa
ra

m
or

e,
 1

99
714

Te
le

ph
on

e
34

50
N

at
io

na
l p

ro
ba

bi
lit

y 
sa

m
pl

e 
(n

o 
de

ta
il)

75
N

S
N

S
N

S
Es

tim
at

es
 w

ei
gh

te
d 

to
 U

S 
ci

vi
lia

n,
In

te
rv

ie
w

no
n-

in
st

itu
tio

na
lis

ed
 p

op
ul

at
io

n 
(n

o
U

SA
de

ta
il)

Bu
rg

 e
t a

l. 
19

98
15

Te
le

ph
on

e
10

12
R

an
do

m
 d

ig
it 

di
al

lin
g 

to
 s

el
ec

t
54

N
S

In
ve

st
ig

at
or

 ju
dg

em
en

t
N

S
Sa

m
pl

e 
re

pr
es

en
ta

tiv
e 

of
Fl

or
id

a
In

te
rv

ie
w

ho
us

eh
ol

ds
, s

tr
at

ifi
ed

 b
y 

re
gi

on
po

pu
la

tio
n 

fo
r 

se
x,

 r
ac

e 
an

d 
an

nu
al

U
SA

ho
us

eh
ol

d 
in

co
m

e
La

nd
m

ar
k 

H
ea

lth
ca

re
Te

le
ph

on
e

15
00

R
an

do
m

 s
am

pl
e 

of
ho

us
eh

ol
ds

 (
no

N
S

N
S

N
S

N
S

C
om

pa
re

s 
ag

e,
 e

th
ni

ci
ty

 a
nd

19
98

19
In

te
rv

ie
w

de
ta

il)
ed

uc
at

io
n 

of
sa

m
pl

e 
to

 1
99

0 
U

S
U

SA
C

en
su

s

N
S 

=
 n

ot
 s

pe
ci

fie
d.

T
ab

le
 1

M
et

ho
do

lo
gi

ca
l q

ua
lit

y 
o

f s
ur

ve
ys

 o
f c

o
m

pl
em

en
ta

ry
 a

nd
 a

lt
er

na
ti

ve
 m

ed
ic

in
e 

us
e



o

n

n
o

l
t

t
t

o

a

o
v
e
 

u

e
y

a

a
 

ond
nd

,
nts
nd
ec-

ith
ed
se.
ly,
M
d
for

M

 and
 in
ed

ter

ly;

not
ed
by
s
ns
uct
e to

re
n 
M

dif-
of
r-

od
 of
e of

e-

e
nce
,
r-

ed
ers

92 Complementary Therapies in Medicine
12,13,15–18or generalized their results to the target p
ulation.10,14,19 However, only six of these studie
supported the claim with some evidenc
MacLennan16 stated that the survey data we
weighted by age, gender and geographical regio
the 1991 census data for the South Australian po
lation; and the remaining five studies12,15,17–19com-
pared their sample with the target population o
range of demographic variables.

Substantive findings

Table 2 shows the prevalence rates for CAM ide
fied in each of the studies. Due to their meth
ological rigour, the MacLennan16 and two
Eisenberg studies17,18 have produced the most re
able prevalence figures. MacLennan reported 
during 1993, almost half the population of Sou
Australia had used non-medically prescribed al
native medicines, and about one-fifth had visi
CAM practitioners. The Eisenberg studies su
gested that the use of CAM products or practiti
ers increased significantly in the USA from 33.8
of the population in 1990 to 42.1% in 199
Reported visits to practitioners also increased, fr
12.3% to 19.5%. The second study17 stated that
expenditure on CAM increased by 45.2% betwe
surveys and was conservatively estimated at $2
billion in 1997.

The remaining prevalence estimates shown
Table 2 are less reliable due to limitations in th
methods and/or study reporting. The best estim
for the UK come from Thomas.20 This study does
not claim to be representative of the UK populati
It found that in 1993, 8.5% of respondents had 
ited a CAM practitioner. It is difficult to compar
this with the prevalence rate of 2.6% obtained
Yung in 198621 because of geographical an
methodological differences between the two st
ies. In Canada, prevalence estimates for visits
CAM practitioners ranged from 19.8% for all ag
in Alberta in 1992,11 to 15% in a nation-wide stud
of Canadians aged 15 and above in 1995.10 In 1993,
about 6% of Jewish adults aged 45–75 (youn
adults were not represented in this study) w
reported to have visited a CAM practitioner.13

Estimates for the prevalence of use of CAM a
whole (consultations and/or use of products) a
vary. As expected, these estimates tend to be la
than those for the prevalence of consultations alo
The two Eisenberg studies suggest that the num
of people using CAM more than doubles if the de
nition of CAM includes use of products as well 
consultations with therapists.

Table 3 shows prevalence estimates for indiv
ual therapies named in six or more of the 12 stud
There is some consistency among the findin
notably, chiropractic was the most prevalent ther
reported by all studies cited with the exception
the Israeli survey (which did not represent adu
p-
s
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under 45 years). Massage tended to be the sec
most used therapy. Interestingly, its use was fou
to be particularly common in the Finnish survey12

where effort was made to ensure that responde
could distinguish between ‘alternative massage’ a
that provided by physiotherapists. In a separate s
tion of the Landmark survey,19 acupuncture was
identified as the best known therapy. However, w
the exception of the Burg study, no study show
more than 2% of respondents reporting its u
Differences in the findings are also evident, notab
in the two USA surveys collecting data about CA
use in 1997.17,19 These two studies reporte
markedly different prevalence estimates, both 
chiropractic and massage.

Since they impact on the measurement of CA
use, the definitions (explicit and implicit) of CAM
use seen in these surveys and the populations
time periods under study need to be described
some detail. Some, but not all authors distinguish
between CAM consultations and over-the-coun
(OTC) product use: five studies10,11,13,14,21sought and
presented prevalence figures for consultations on
the studies by MacLennan16 and Thomas20 estimated
product use and consultation separately, but did 
present a prevalence figure for their combin
usage. In contrast, the two USA studies 
Eisenberg17,18 presented data for: 1) consultation
and product use combined; and 2) consultatio
alone, but no estimate for the prevalence of prod
use, despite this data being presumably availabl
them. The remaining three studies12,19,15 only pre-
sented data for the combined use of CAM.

In most of the surveys reviewed, therapies we
listed as response options. In contrast, Bernstei13

listed six therapies simply as examples of CA
types and two studies12,19 failed to explain how they
asked respondents about their CAM use. These 
ferences between the authors’ implicit definitions 
CAM are illustrated in Table 2. The number of the
apies identified ranged from four14 to 1617,18 with a
mean of 9.8 across all 12 studies.

Studies also varied in terms of the time peri
and general populations under study. All but two
the 12 studies asked respondents about their us
CAM during the previous year: Verhoef11 only
sought information about CAM use during the pr
vious 6 months; Burg’s study15 only asked respon-
dents if they had ‘ever’ used CAM. Half of th
surveys reviewed attempted to measure prevale
nationwide, others looked at a single city21

regions,11,15,16nation-wide members of health insu
ance schemes.19 One survey13 only included adults
aged 45 to 75.

DISCUSSION

This review is restricted to the literature contain
in two databases, both of which specialise in pap
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published in English. It is possible that studies c
ducted in countries where English is not the f
language have been overlooked. The review 
relies upon the assumption outlined in our introd
tion that it can be meaningful to measure CAM u
by asking people to identify discrete behaviours s
as a visit to a therapist or a purchase. People 
have used such therapies may not always cons
themselves to have been ‘CAM users’. Furtherm
many CAM therapists are likely to use an unp
dictable mixture of techniques and medications. T
review’s exclusion of studies that identify them
selves as being interested mainly in one therapy 
effectively have overlooked information about u
of the components of such approaches.

The review was also made difficult by the qu
ity of the papers found. Future CAM surveys ne
to pay greater attention to their survey metho
Sample size calculations22 with predetermined con
fidence intervals, probability sampling, and atte
tion to sample representativeness are esse
requirements. Methods need to be reported in fu

Despite these limitations, this review sugge
that substantial proportions of the population in
of the countries surveyed use complementary 
alternative therapies. A rigorous survey has b
replicated in the USA so as to measure trends17,18

and the findings support the view that the use
CAM has increased. It is evident that the b
known therapies are not necessarily the most 
quently used. It is also evident that prevalence e
mates, both for CAM use in general as well as 
individual therapies have varied considera
between studies.

There is little doubt that a comparison of prev
lence data between studies is hampered by di
ences in the studies’ definitions of CAM. Th
number of therapies listed may account for par
the marked variation seen, for example, betw
two almost concurrent US studies.17,19 Differences
in the time frame of CAM use also affect the co
parability of surveys. The lifetime reference peri
used in the Burg study is the most likely explanat
for the high rate of CAM use reported, as t
authors pointed out their ‘data are not directly co
parable to studies reporting recent utilizatio
Different ways of presenting data also ham
understanding. Figures need to be given for indiv
ual therapies if studies that ask about different 
of therapies are to be compared.

To improve comparability between studies 
suggest the following guidelines for research
thinking of examining the prevalence of CAM us

• use and present a clear rationale for the type
number of CAM therapies and OTC produc
surveyed

• use a pretested questionnaire or structured in
view to collect data or a pilot study to inves
gate the relevance and reliability of a new on

• choose reference periods for the use of CA
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carefully—reports of recent use (past 
months) are likely to be most reliable and t
time period is used in most studies

• distinguish between CAM therapist consul
tions and OTC products when communicat
with respondents

• request responses for each individual CA
therapy

• present separate prevalence estimates for 
of the CAM therapies surveyed

• present separate estimates for CAM thera
consultations and the use of OTC products

• also present a separate estimate for the pro
tion of the population that has used CAM the
pist consultations and/or CAM products.

As might be expected, the surveys that were
strongest methodologically were also the larger, 
ter-funded ones. The methodological and repor
weaknesses identified in the other studies prob
reflect the opportunistic nature of much CA
research. The MacLennon and the Eisenburg stu
show what can be done if resources are priorit
towards a thorough and systematic investigation
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