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Abstract

The number of cancer patients using complementary and alternative medicine (CAM) in the United
States is growing, yet little is known about the meaning these activities have for users. Current
literature supports the assumption that stigma surrounding CAM and holistic health practices are
responsible for the reluctance of many cancer patients to self-identify as CAM users. This study
explored the frequency of use, and familiarity with CAM among 26 female patients at a Midwestern
oncology clinic. Findings suggest that patients need to be asked about CAM use multiple times and in
multiple formats to gain an accurate assessment. Also, the assumptions about stigma may no longer
be the reason patients are less than forthcoming about CAM use. The rise of integrative medicine and
shifting boundaries of the holistic health movement may be equally, or in some cases, more
responsible for the reluctance for CAM users to self-identify.
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The Unsuspecting CAM User:

Cancer patients and the changing nature of holistic health

A. M. Kabel & L.P. Johnson

I. Introduction

The estimated number of people who have been diagnosed with cancer in the United States has been on a
steady increase for the past decade. It is estimated that the number will grow beyond 13 million in the next decade
(Eheman et al., 2012 and Alekruse et al., 2010). In 2011, Parry and colleagues published a seminal article calling for
greater research on cancer survivorship and its conditions, especially as the population of survivors age. In
recognition to the growth of this population, in 2012, the American Cancer Society released its “Facts & Figures”
report devoted entirely to the cancer survivor population (ACS, 2012).

Continued advances in cancer detection and treatment strategies have increased the numbers of individuals
living years beyond diagnoses (for some cancers), in some cases beyond 5 years (Aziz et al., 2003; ACS, 2003).
Living with cancer often means coping with increased stress, poor health-related quality of life and unfulfilled
psychosocial needs (Monti et al., 2005, National Research Council, 2008). Complementary and alternative medicine,
or CAM therapies, have become increasingly popular among cancer patients and survivors, as a way to address the
various shortcomings of conventional biomedical treatment. According to an analysis done by Mao and colleagues,
cancer survivors were more likely than the non-cancer control population to cite that they were using CAM because
“medical treatments did not help” (Mao et al, 2011: 14, figure 2). The areas where biomedicine is failing are far
reaching. In Mao’s study, the common uses for CAM among cancer survivors are:

For wellness or general disease prevention; to enhance energy; to enhance immune function; to
treat pain-related symptoms (including joint pain/aching, neck pain, back pain, other
musculoskeletal, regular headaches, severe headaches/migraines); to treat psychological distress
(including stress, anxiety, or depression), and to treat insomnia (Mao et al, 2011: 10).

In a recent report assessing the care of cancer survivors and promoting better rehabilitation efforts on their
behalf, Alfano and others (2012) stated the following:

Depending on the specific treatment exposures, survivors of cancer can face numerous adverse
consequences of cancer treatment, many of which are amenable to rehabilitation interventions.
These include fatigue, depression, anxiety, fear of recurrence, cognitive dysfunction, pain
syndromes, peripheral neuropathy, sexual dysfunction, balance and gait problems, upper or lower
quadrant mobility issues, lymphedema, bladder and bowel problems, stoma care, problems with
swallowing or dysphagia, and communication difficulty (2012: 905).

The Unsuspecting CAM User
Volume 6, No. 1 (2014) | 1SSN 2161-6590 (online) | DOI 10.5195/hcs.2014.85 | http://hcs.pitt.edu 98




CAM therapies are defined as interventions neither widely taught nor generally available in U.S. hospitals
(Eisenberg et al., 1993). The holistic approach of CAM is thought to be among its attractive features, for example,
“Patient-centered care and patient empowerment are primary components of these [CAM] fields, as is the
commitment to address the mind, body, and spiritual aspects of health” (Maizes, Rakel & Niemiec 2009: 278). Total
CAM expenditures in the U.S. are in the billions of dollars, the majority of which are out-of-pocket costs (Eisenberg
et al., 1993). The majority of CAM-using cancer patients and survivors combine them with conventional therapies
(Boon et al., 2000; Richardson et al., 2000). In a study of CAM use by breast cancer and gynecological cancer
patients in Texas, Navo et al, stated the reasons for using CAM among their study population was diverse:

A higher proportion of patients in the MBC [Multidisciplinary Breast Center] stated their reasons for CAM use to be to
improve quality of life and to decrease the adverse effects of other medications that they may be using. Also, 15% of
patients in the GOC [Gynecological Oncology Center] stated that their reason for use was to treat their cancer. We
found a wide variety of CAM in various formulations and doses being used for multiple indications. Identifying the
most frequently used CAM was just one approach to prioritize the agents to evaluate first in the laboratory for drug
interactions (2004: 676).

Patient self-reporting to physicians of CAM use varies by cancer site, gender and other factors; from little
to no reporting to as many as half of cancer patients reporting (Mao et al, 2011 and Yates et al 2005). Breast and
ovarian cancer survivors are reported to be the most likely to use CAM (Gansler et al, 2008). According to a 2000
report from the White House Commission on Complementary and Alternative Medicine Policy, the use of CAM is
growing among Americans in general however, most people use it “in conjunction with, rather than as a replacement
for, conventional medical therapy” (White House Commission 2000). CAM modalities are as diverse as the patients
using them. In the study of patients undergoing cancer treatment by Yates et al., some of the modalities inquired
about were: “exercise, prayer, relaxation, chiropractic, massage, imagery, spiritual healing, diets, herbal medicine,
mega-vitamins, Self-help groups, hypnosis, and acupuncture” (2005:808).

Patients are using CAM to treat well-known, but not always well-managed side effects of active treatment,
and survivors are using CAM to treat lingering effects of the completed treatments and the more poorly understood
late effects of cancer and its treatments. Treatments for side effects and late effects are intended to help patients
adjust to their ‘new normal’, however, patients are increasingly expressing their dissatisfaction with the
effectiveness of these treatments alone, and frustration with the lack of appreciation for gaps that exist in some areas
such as mental health, fertility, and legal/financial issues (Ehrenreich, 2001, Sulik 2011, King, 2008, Blank, 2009).
Driving much of the survivor activism is younger survivor advocates in organizations such as the LiveStrong, Stupid
Cancer and Young Survival Coalition. However, the 2012 publication of the ACS cancer survivor document and the
1996 creation of the National Cancer Institute’s Office of Survivorship show that interest in cancer survivor issues is
becoming more mainstream.

In 2005, the Institute of Medicine produced a comprehensive report called “From Cancer Patient to Cancer
Survivor: Lost in Translation” intended to raise awareness of medical professionals’ lack of understanding of and
communication about cancer survivors’ legal, medical, social, economic and psychological problems. Some of the
report’s recommendations (ie, the “Survivorship Care Plan”) have been implemented by cancer centers, but
evidence-based treatments for long term effects for cancer are less widely known by providers. As physicians
increasingly accept cancer survivorship as a distinct phase of cancer, the body of research aimed at understanding
the long term physical and mental impacts of cancer treatment will continue to grow. According to the ACS report
about survivors, some of the longer term impacts of cancer are:
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Long-term and late effects may be emotional (e.g., anxiety, depression) and/or physical (e.g., heart,
lung and kidney damage, mental impairment, and infertility). Cancer survivors are also at risk for
recurrence of the original cancer or the development of a new, biologically distinct, second primary
cancer, with risk dependent on the original type of cancer, stage of disease, and treatments received
(2012: 24)

Cancer treatments vary and their long term impacts can vary by treatment (Alfano et al, 2012; Parry et al.,
2011; Fossa et al, 2007; Bennett et al, 2010). According to Zucca et al (2012) very few survivors have pain or other
issues, suggesting an additional facet to the survivorship experience. Increasingly, we understand that the
survivorship outcomes also are impacted by race, class, and younger age at treatment (ACS 2012).

Weaver and others (2010) investigated the prevalence of cancer survivors doing without health care
because of costs concerns. This research outlined the following: 7.8% forgo medical care, and 9.9% forgo
prescription medications, which is “greater than that reported for the US population in general, (5.2% and 7.2%,
respectively) for the year 2005 (Weaver et al., 2010: 3501). Also in this study, preliminary evidence confirms that
race, type of cancer, and years since diagnosis impact a survivor’s decision to forgo health care because of cost
concerns. This information appears counter-intuitive to the well-documented and extensive use of CAM among
people with chronic conditions including cancer (Monti, et al., 2002) and implies that compliance and adherence
issues do not parallel CAM participation among American cancer patients/survivors.

The widespread knowledge about CAM-using patient reluctance to self-identify has often been attributed to
the stigma surrounding holistic approaches to health (Fennel et al., 2009; Rose 2009; Sewitch et al., 2008; Lewith
2008; Rojas-Cooley and Grant 2009; Rhode et al., 2008). This explanation is complicated by recent studies that
suggest the under reporting of CAM use is due to a wide variety of factors, including patients not considering CAM
a type of ‘real” medicine (Navo et al., 2004). In a study by Zhang et al., of family medicine patients, there were
significant numbers of providers who did not feel that they understood or could adequately explain a variety of
CAM modalities, and a literature review by Sewitch et al., (2008) found that confusion about, and negative attitudes
toward CAM modalities was common across a number of studies for physicians (but not necessarily for other staff).
This literature review also indicated that physicians are increasingly interested in learning about and understanding
CAM modalities. The recent growth of CAM use and popularity of integrative medicine provide an opportunity to
reexamine the stigma assumption. This study examined the familiarity with, frequency of, and willingness to admit
CAM use among female cancer patients at a Midwestern oncology clinic. The specific types of CAM therapies used
were explored to gain insight into the motivations for use.

II. Methods

This survey was designed to determine if cancer patients used CAM therapies and, if so, which therapies. A
descriptive survey design was developed and data was collected through a questionnaire. We hypothesized that
patients tend to under-report CAM utilization, requiring redundancy (asking same question multiple ways) in the
survey design. This embedded redundancy was intended to more accurately capture participant experience with
CAM therapies. IRB permission was secured before any recruitment or data collection took place.

A convenience sample of 26 newly diagnosed or relapsed female cancer patients were recruited at a
women’s cancer clinic in the Midwest. Recruitment took place over approximately three weeks and participants
were recruited in the waiting area of the clinic. The oncologist to whom these patients were referred (and where
these data were collected) was female and had a reputation for being supportive of patients using CAM therapies.
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Individuals interested in participating in this study were given more information, consented and surveyed in a
private room. Volunteers were assured that input was voluntary, confidential and would have no impact upon their
right to continue treatment at the clinic. One volunteer was recruited and later dropped out of the study due to lack
of cancer diagnosis. All study participants were invited to share their history and experiences regarding the use of
CAM therapies via the guided questionnaire. Patients needed to be at least 18 years and older with no language
barrier or inability to read. Results were entered into a spread sheet and tabulated.

Participants

The participants (n=25) were all female cancer patients (See table 1 for type and frequency of cancers).
Their ages ranged from 38 to 91 years, with a mean age of 57.84 and median of 57.0. 23 self-identified as white, non
Hispanic, and 2 as Hispanic women.

Findings
Breast 2 Our findings supported existing literature regarding the prevalence
. of CAM use among the patient population and confirmed patient
Cervical 3 reluctance to admit using CAM therapies. Twelve (48%) of the
Endometrial 3 participants answered “no” when asked if they used CAM, but
Melanoma 1 upon further questioning, described using one or more of these
Ovarian 10 therapies. For the participants as a whole (n=25), the therapies
they used included: acupuncture (4), meditation (6), supplements
Other 1 (21), prayer (9), chiropractic (2), massage (12), yoga (8), aroma
Uterine 4 therapy (5), organic diet (2), and reflexology (3). Participants
Breast & 1 reported using the following medicinal plants: chamomile tea, aloe
. vera, Echinacea, elderberry, green tea, rosemary, St. John’s Wart,
Ovarian

garlic, ginger, milk thistle, lavender, evening primrose oil.

Patients used CAM alongside traditional therapies and only 2 received information about CAM from health care
providers. The rest reported using various media or other sources for information about CAM. None of the
participants reported using traditional Chinese medicine or Ayurvedic therapies. Among the patients self-identifying
as non-CAM users, they reported using aloe and aloe vera, chamomile, cranberry, Echinacea, evening primrose oil,
green tea and garlic, among other supplements.

Of the ten participants diagnosed with ovarian cancer, nine, or 90% reported using CAM therapies. Specifically,
they reported using herbal supplements (9), following a special/macrobiotic diet (2), receiving acupuncture (3),
meditating (4), praying for health (3), receiving massage therapy (2), practicing yoga (5), reflexology (2), reiki (1),
aroma therapy (1) and using a natural healer (3).

I11. Discussion

About half of our participants denied CAM use when first asked, but revealed participation in several CAM
therapies after being asked multiple times. The majority of participants did not discuss the use of these therapies
with their physicians and physicians did not typically ask patients about CAM. This mirrors what has been
documented in current literature on provider-patient discussions about CAM (Eisenberg, 1997; Boon et al., 2000;
Richardson et al., 2000, Sewitch et al., 2008). This pattern can be interpreted as indicating either a health literacy
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barrier, (lack of understanding about these activities [Fennell, 2009]) or a concern about being exposed as a CAM
user (stigma), and being judged negatively by the provider (Rojas-Cooley and Grant 2009; Rhode 2008; Sewitch et
al., 2008). One possible explanation for this is that the CAM-using patients who do not self-define are looking for
the more passive types of CAM.

Passive CAM use includes supplements and activities that do not require a significant amount of effort,
research or lifestyle change, such as taking a pill or receiving a treatment. CAM use is typically thought about in
terms of an active health-related decision making however, and not associated with passive behavior. Navo et al.,
(2004) would agree; their interpretations suggest that CAM use represents patient empowerment and is not
mentioned at doctor visits because it is not necessarily considered medicine by its users:

Of the patients defined as CAM users, most gathered information about CAM on their own by
using resources such as the internet or the media. CAM users also seemed to look to their social
support like friends and family for their opinion. Not surprisingly, healthcare professionals were
third in line when listed as a likely resource for patients. This information demonstrates that
patients are making an effort to take an active role in their own healthcare. Also, less than a third of
all patients considered CAM a type of medication, which may contribute to the low incidence of
reporting of CAM use to healthcare professionals when giving a medication history. The majority
of patients who spoke to any healthcare professional felt positive about their conversation. Of those
who had not discussed CAM with a professional, the most common reason was that it was never
brought up during their visit (Navo et al., 2004: 676).

Participants were not uniform in their attitude toward or use of CAM. Participants diagnosed with ovarian
cancer represented the largest diagnostic group in our study. 90% of the ovarian cancer patients in our study reported
using some form of CAM. The literature suggests breast and ovarian cancer patients are the most likely to use CAM,
and survivors of distant, or more advanced disease are more likely to use CAM than patients with local disease
(Gansler et al., 2008). This is perhaps due to the fact that ovarian cancer is infrequently diagnosed in its early
stages, resulting in newly diagnosed patients who are further along the illness trajectory, the greater uncertainty of
treatment outcomes with ovarian cancer specifically, and cancers detected at later phases in general. These patients
were as a group, the least reluctant to self-identify as CAM users among the participants in this study.

The reluctance of CAM users to self identify reflects the shifting boundaries of the holistic health
movement’s transition toward integrative medicine. Herbal supplements and alternative therapies were once (and
not long ago) considered marginal among clinicians, however many of these practices have been absorbed into
biomedicine and are mainstream care options (Rose et al, 2009; Lewith et al., 2008; Giordano et al 2002). Herbal
supplements once found only in specialty shops are now mass produced and widely available. Our participants
purchased and consumed products recommended to them by friends, or health professionals, perhaps without
realizing that these products were associated with alternative or holistic health.

Participants used CAM alongside conventional treatment, and for the for the most part did not see the use
of these therapies as a challenge to biomedicine. In these instances, CAM became shorthand for complementary
methods used in conjunction with traditional biomedicine or allopathic medicine and may have been incorporated
into their “pathways of survivorship” (Blank 2009: 425). Patients did not feel the need to inform, consult or seek
permission from the oncologist about their CAM use, reflecting the changing expectations for provider-patient
communication. CAM use was not an issue that threatened their status as ‘good’ cancer patients because they were
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seeking out supplements and therapies they believed would support their overall well being.

V. Conclusion

With advances in cancer prevention education, early screening awareness and treatments for cancer, the
number of cancer people being treated for, and surviving cancer, has grown dramatically since President Nixon’s
declaration on the war against cancer in 1971 (marked by the signing of the National Cancer Act). Although five-
year survival rates vary by cancer types, stages, ages, race and class, many of those diagnosed with cancer today can
expect to live long and full lives. These lives, however, are not free of challenges. It is increasingly understood that
many (but not all) cancer patients/survivors deal with a myriad of emotional, financial, physical, legal and mental
burdens that result from their cancer diagnoses. So, as the technologies for cancer detection and treatment have
expanded since Nixon’s declaration, the science surrounding the long term and late effects of cancer treatment is,
unfortunately, lagging. The call to alleviate this delay in scientific and clinical understanding of survivorship has
grown louder, and, as signaled by the 2012 American Cancer Society report about the growing survivor population,
is being heard by those in the oncology community.

In roughly the same time period that we have seen this exponential growth in cancer outcomes, we have
seen a slower, but equally steady, use by the general American population of treatments called CAM, or
complementary and alternative medicine. This movement to use CAM therapies was fueled by the patient
empowerment movements that began in the 1970s. The range of treatments called CAM, is wide in application and
availability, however, more Americans are admitting to its use. CAM use is not necessarily a seen as a subversion
of mainstream medicine—studies of CAM users frequently point to the fact that CAM is often seen as a supplement,
rather than replacement for, traditional Western biomedicine. The reasons for using CAM vary by patients and,
even by illness, but CAM users often seek to “fill in the gaps” where traditional medicine has missed, or not
completely addressed, a medical issue or symptom. As with the larger population, cancer patients/survivors seek to
use CAM for these same reasons. The cancer experience can be disruptive for some, and the late and long term
cancer effects can impact several domains of the lives of patients/survivors and, therefore, it makes sense that some
gravitate to these more self-empowering and holistic approaches in their journey to their ‘new normal’. In many
studies, breast cancer and gynecological cancer patients seem to be the most willing cancer patients to admit to
CAM use.

However popular these modalities have become, the patient-provider communication about the use of
CAM remains difficult or non-existent. Studies about average Americans and cancer patients/survivors consistently
show that care providers do not routinely ask about and understand CAM use and patients do not regularly initiate a
conversation about CAM. These studies about CAM use among various patient populations point to a multitude of
reasons—poor provider understanding, provider bias, health literacy, poor health communication, patient
embarrassment, and patients not understanding that CAM is in fact medicine. Of the 25 women we surveyed, only
two reported receiving information about CAM from a health care provider.

It is in this context that we undertook a study aimed at understanding the prevalence of use of CAM
modalities among female cancer patients/survivors in a Midwestern cancer specialty practice. This was a practice
headed by a female physician known to be open to discussion about cancer patients’ use of CAM. The study
involved a voluntary survey of patients from this clinic. The survey was administered in person to 26 patients (with
one dropping out). With the heightened visibility of CAM methods in the larger American culture (and, therefore,
the possibility that patients do not easily recognize certain acts and procedures as CAM), the survey had built into it
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repetition and detail in order for the researchers to be assured that they had a clear picture of CAM use among this
population. Among the population studied, CAM use was common and included a number of different kinds (with
no use of Chinese or Ayruvedic medicine). Analysis of the survey data revealed that people who initially did not
classify themselves as CAM users were in fact, using products and services that fall under the CAM categories.
These were “unsuspecting” CAM users.

Upon closer inspection, a majority (90%) of ovarian cancer patients/survivors in the study were enthusiastic
supporters of CAM, using an extensive menu of modalities, many at the same time. This finding is perhaps
unsurprising—as SEER data points to more frequent late diagnoses of ovarian cancer patients. In popular media,
ovarian cancer is sometimes referred to the “silent killer” because its symptoms are often mistaken for other
conditions, such as stomach pain, fullness, gas/bloating, that are treated with OTC therapies. These ovarian cancer
patients had an attitude that stands in contrast to the other participants in this study.

Implications

It is imperative that health professionals find multiple ways to inquire about the use of CAM therapies with
their cancer patients. Direct questioning is not likely to yield accurate results for several reasons. Patients are not
necessarily afraid to tell physician/provider about CAMs, although that is possible. Patients likely do not think of the
mass produced, widely available products and therapies they use as CAM, or as actual medicine. Patients are curious
about natural healing products and the realities of living with cancer and cancer survivorship can leave them feeling
unwell or vulnerable to further health problems. This vulnerability may cause CAM therapies to appear more
attractive to cancer patients and survivors. It is possible that cancer patients in general and specifically ovarian
cancer patients used CAM before diagnosis to treat commonly mistaken symptoms.

References

Abrahamson, J. A., Fisher, K. E., Turner, A. G., Durrance, J. C., and T. C. Turner (2008) Lay Information
Mediary Behavior Uncovered: Exploring How Nonprofessionals Seek Health Information for Themselves and
Others Online. Journal of Medical Library Association 96 (4): 310-323.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2568838/?tool=pubmed

Alfano, Catherine M., Ganz, Patricia A., Rowland, Julia H., and Erin E. Hahn (2012) Cancer Survivorship
and Cancer Rehabilitation: Revitalizing the Link. Journal of Clinical Oncology 30 (9): 904-906.
http://jco.ascopubs.org/content/30/9/904.full.pdf

Altekruse SF, Kosary CL, Krapcho M, et al., eds. (2010) SEER cancer statistics review, 1975--2007.
Bethesda, MD: National Cancer Institute; http://seer.cancer.gov/csr/1975 2007

American Cancer Society. (2003) Cancer Treatment and Survivorship Facts & Figures 2003. Atlanta:

Health, Culture and Society
Volume 6, No. 1 (2014) | 1ISSN 2161-6590 (online) | DOI 10.5195/hcs.2014.85 | http://hcs.pitt.edu

104



http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2568838/?tool=pubmed
http://jco.ascopubs.org/content/30/9/904.full.pdf
http://seer.cancer.gov/csr/1975_2007

American Cancer Society. http://www.cancer.org/

American Cancer Society. (2012) Cancer Facts and Figures 2012-2013. Atlanta: American Cancer Society.

http://www.cancer.org/

Aziz, N. and Rowland, J. (2003) Trends and Advances in Cancer Survivorship Research: Challenge and
Opportunity. Seminars in Radiation Oncology, 13(3): 248-266. http://dx.doi.org/10.1016/S1053-4296(03)00024-9

Baer, Hans. (2004) Toward an Integrative Medicine: Merging Alternative Therapies with Biomedicine.
New York: Altamira Press. ISBN-10: 0759103011

Blank , Thomas O. (2009) Cancer from Both Sides Now: Combining Personal and Research Perspectives
on Survivorship. Journal of General Internal Medicine 24 (2):425-428. http://dx.doi.org/10.1007/s11606-009-1018-5
Doi: 10.1007/s11606-009-1018-5

Boon H, Stewart M, Kennard MA, Gray R, Sawka C, Brown JB, McWilliam C, Garvin A, Baron RA,
Aaron D, Haines-Kamka T. (2000) Use of complementary/alternative medicine by breast cancer survivors in
Ontario:  prevalence and  perceptions. Journal of Clinical Oncology; 189130: 2515-2521.
http://jco.ascopubs.org/content/18/13/2515.full.pdf+html

Cassileth B. and Deng G. (2004) Complementary and Alternative Therapies for Cancer. The Oncologist
(9): 80-89. http://theoncologist.alphamedpress.org/content/9/1/80.full.pdf+html

Edgington, Amy and Mary Ann Morgan. (2011) Looking Beyond Recurrence: Comorbidities in Cancer
Survivors. Clinical Journal of Oncology Nursing 15 (1): E3-E12. DOI: 10.1188/11.CJON.E3-E12

Eisenberg DM, Davis R, Ettner S, Appl S, Wilkey S, Van Rompay M, Kessler RC. (1998) Trends in
alternative medicine use in the United States, 1990-1997. JAMA (280): 1569-1575. DOI: 10.1001/jama.280.18.1569

Eisenberg DM, Kessler R., Foster C., Norlock F., Calkins D., Delbance T. (1993) Unconventional
Medicine in the United States: Prevalence, Costs and Patterns of Use. NEJM. 28 (328): 246-252.
http://www.nejm.org/doi/pdf/10.1056/NEJM199301283280406

Eheman C, Henley SJ, Ballard-Barbash R, Jacobs EJ, Schymura MJ, Noone AM, Pan L, Anderson, RN,
Fulton JE, Kohler BA, Jemal A, Ward E, Plescia M, Ries LAG, Edwards BK. (2012) Annual Report to the Nation
on the Status of Cancer, 1975-2008, Featuring Cancers Associated with Excess Weight and Lack of Sufficient
Physical Activity. CANCER; Published Early Online: March 28, 2012. DOI: 10.1002/cncr.27514

Ehrenreich, Barbara. (2001) Welcome to Cancer Land. Harper’s Magazine Harper's Magazine November
2001, 43-53. http://harpers.org/archive/2001/11/0075358

The Unsuspecting CAM USer
Volume 6, No. 1 (2014) | ISSN 2161-6590 (online) | DOI 10.5195/hcs.2014.85 | http://hcs.pitt.edu 105



http://www.cancer.org/
http://www.cancer.org/
http://dx.doi.org/10.1007/s11606-009-1018-5
http://jco.ascopubs.org/content/18/13/2515.full.pdf+html
http://theoncologist.alphamedpress.org/content/9/1/80.full.pdf+html
http://harpers.org/archive/2001/11/0075358

Ernest E., Cassileth B. R. (1998) The Prevalence of Complementary/alternative Medicine in Cancer: A
Systematic Review. Cancer 83:777-782. DOI: 10.1200/JC0.2005.11.922

Fennell, Dana, Liberato, Ana S. Q., and Barbara Zsembik
(2009) Definitions and patterns of CAM use by the Lay Public. Complementary Therapies in Medicine (17): 71-77.
http://dx.doi.org/10.1016/j.ctim.2008.09.002

Gansler, Ted, Chiewkwei, Kaw Crammer, Corinne and Tenbroeck Amith. (2008) A Population-Based
Study of Prevalence of Complementary Methods Used by Cancer Survivors: A Report from the American Cancer
Society’s Studies of Cancer Survivors. Cancer 113 (5):1048-1057. DOI: 10.1002/cncr.23659

Giordano, James, Boatwright, Douglas, Stapleton, Sarai, and Lew Huff. (2002) Blending the Boundaries:
Steps toward an Integration of Complementary and Alternative Medicine into Mainstream Practice. The Journal of
Alternative and Complementary Medicine VVolume 8 (6): 897-906. DOI: 10.1089/10755530260511892

Hill, Terry E. (2010) How Clinicians Make (or Avoid) Moral Judgments of Patients: Implications of the
Evidence for Relationships and Research. Philosophy, Ethics and Humanities in Medicine 5: 11. DOIL:
10.1186/1747-5341-5-11

King, Samantha. (2008) Pink Ribbons, Inc.: Breast Cancer and the Politics of Philanthropy. University of
Minnesota Press. ISBN 10: 0816648999 / 0-8166-4899-9

Lewith, George T. (2008) The Cultural Context of CAM. The Journal of Alternative and Complementary
Medicine 14 (10): 1179-1180. DOI: 10.1089/acm.2008.0348

Mao JJ, Palmer CS, Healy KE, Desai K, Amsterdam J. (2011)Complementary and alternative medicine use
among cancer survivors: a population-based study. Journal of Cancer Survivorship: Research and Practice 5(1):8-17.
DOI: 10.1007/s11764-010-0153-7

Maizes, Victoria, Rakel, David and Catherine Niemiec.
(2009) Integrative Medicine and Patient-Centered Care. Explore 5 (5):277-289. DOI: 10.1016/j.explore.2009.06.008

Monti D. M. and Stoner M. (2002) Complementary and Alternative Medicine, in Kornstein SG, Clyaton
AH (eds): Women’s Mental Health. New York, NY, Guilford: 344-356. http://jdc.jefferson.edu/jmbcimfp/4

Monti, D and Yang J. (2005) Complementary Medicine in Chronic Cancer Care. Seminars in Oncology
32:225-231. http://dx.doi.org/10.1053/j.seminoncol.2004.11.026

Nagler, R. H., Gray, S. W., Romantan, A., Kelly, B. J., DeMichel, A., Armstrong, K., Schwartz, J. S., and
R.C. Hornik (2010) Differences in Information Seeking among Breast, Prostate, and Colorectal Cancer Patients:
Results from a Population-Based Survey. Patient Education and Counseling 81 (Supplement): S54-S62.
http://dx.doi.org/10.1016/j.pec.2010.09.010

Health, Culture and Society
Volume 6, No. 1 (2014) | 1ISSN 2161-6590 (online) | DOI 10.5195/hcs.2014.85 | http://hcs.pitt.edu

106



http://dx.doi.org/10.1016/j.ctim.2008.09.002
http://jdc.jefferson.edu/jmbcimfp/4
http://dx.doi.org/10.1016/j.pec.2010.09.010

Navo, Marisa A, Phan Julie, Vaughn, Christy,Palmer, J. Lynn, Michaud, Laura, Jones, Kellie L., Bodurka,
Diane C., Basen-Engquist, Karen, Hortobgyi, Gabriel N, Kavanagh, John J., and Judith A. Smith. (2004) An
Assessment of the Utilization of Complementary and Alternative Medication in Women with Gynecologic or Breast
Malignancies. Journal of Clinical Oncology 22:671-677. DOI: 10.1200/JC0O.2004.04.162

National Cancer Institute. (2011). A Snapshot of Ovarian Cancer. US Department of Health and Human
Services. National Institutes of Health. Pages 1-2.

http://www.cancer.gov/aboutnci/servingpeople/snapshots/ovarian.pdf

National Research Council. (2008) Cancer Care for the Whole Patient: Meeting Psychosocial Health
Needs. Washington, DC: The National Academies Press.
http://download.nap.edu/cart/download.cgi?&record_id=11993&free=1

Park, Crystal L, Zlateva, lanita, and Blank, Thomas O. (2009). Self-identity After Cancer: “Survivor”,
“Victim”, “Patient”, and “Person with Cancer.” Journal of General Internal Medicine, 24 (Supplement 2): 430-

435.DOI: 10.1007/s11606-009-0993-x

Parry, Carla, Kent, Erin E., Mariotto, Angela B., Alfanol, Catherine M., and Julia H. Rowland. (2011)
Cancer Survivors: A Booming Population. Cancer Epidemiology Biomarkers and Prevention 20(10) 1996-2005.
DOI: 10.1158/1055-9965.EPI-11-0729

Rhode JM., Patel, Divya A., Sen, Ananda, Schimp, Veronica L., Johnston, Carolyn M., and Rebecca Liu.
(2008) Perception and use of complementary and alternative medicine among gynecologic oncology care providers.

International Journal of Gynecology and Obstetrics 103:111-115.

Richardson MA, Sanders T Palmer JL, Greisinger A, Singletary SE. (2000) Complementary/Alternative
Medicine use in a comprehensive cancer center and the implications for oncology. Journal of Clinical Oncology
18(13): 2505-2514. http://jco.ascopubs.org/content/18/13/2505.long

Rojas-Cooley, M. Teresa and Marcia Grant. (2009) Complementary and Alternative Medicine: Oncology
Nurses’ Knowledge and Attitudes. Oncology Nursing Forum 36 (2): 217-224. DOI1:10.1188/09.0NF.217-224

Rose, Leslie B. (2009) CAM at the Crossroads. Evaluation and the Health Professions 32 (4): 331-334.
DOI:10.1177/0163278709346820

Sewitch, Maida  J., Cepoui, Monica, Rigillo, Nicole and Donald Sproule.
(2008) A Literature Review of Health Care Professional Attitudes toward Complementary and Alternative
Medicine. Complementary Health Practice Review 13:139. DOI: 10.1177/1533210108325549

Sulik Gayle A. (2010) Pink Ribbon Blues How Breast Cancer Culture Undermines Women's Health.
Oxford University Press. ISBN10: 0199740453

The Unsuspecting CAM USer
Volume 6, No. 1 (2014) | ISSN 2161-6590 (online) | DOI 10.5195/hcs.2014.85 | http://hcs.pitt.edu 107



http://www.cancer.gov/aboutnci/servingpeople/snapshots/ovarian.pdf
http://download.nap.edu/cart/download.cgi?&record_id=11993&free=1
http://jco.ascopubs.org/content/18/13/2505.long

Weaver, Kathryn E., Rowland, Julia H; Bellizzi, Keith M.; and Aziz, Noreen M. (2010) Forgoing Medical
Care Because of Cost: Assessing Disparities in Healthcare Access Among Cancer Survivors Living in the United
States. Cancer 116:3493-3504. DOI: 10.1002/cncr.25209

Yates JS, Mustian KM, Morrow GR, Gillies LJ, Padmanaban D, Atkins JN, Issell B, Kirshner JJ, Colman
LK.. (2005) Prevalence of complementary and alternative medicine use in cancer patients during treatment. Support
Care Cancer. 13(10): 806-11. DOI: 10.1007/s00520-004-0770-7

Welch, Cline R. J., Penner, L. A., Harper, F. W., Foster, T. S., Ruckdeschel, J. C., and T. L.
Albrecht. (2007) The Roles of Patients' Internet Use for Cancer Information and sScioeconomic Status in

Oncologist-Patient Communication. Journal of Oncology Practice. May 3(3):167-71. DOI: 10.1200/JOP.0737001

Zhang, Yan, Peck, Kim, Spalding, Mary, Jones, Betsy G., and Ronald L. Cook. (2012) Discrepancy
between patients’ use of and health providers’ familiarity with CAM. Patient Education and Counseling [in press].

http://dx.doi.org/10.1016/j.pec.2012.02.014

Health, Culture and Society
Volume 6, No. 1 (2014) | 1ISSN 2161-6590 (online) | DOI 10.5195/hcs.2014.85 | http://hcs.pitt.edu

108



http://dx.doi.org/10.1016/j.pec.2012.02.014

