
more refined staging of the tumour, node, metastases
(TNM) classification to analyse the results for the 1396
patients for whom suitable information was available
(data not shown). Alternatively, increasing numbers of
patients may have been allocated to higher tumour
stages because of more extensive staging procedures,'6
resulting in a more favourable outcome in all stages.'7
An increase in the proportion of less aggressive
tumours is also possible.'8
While some reports have shown that patients with

breast cancer have increased mortality compared with
the normal population for as along as they are followed
up,"9-2' other studies have found that such patients'
mortality approaches or equals that of the normal
population after varying intervals.2223 In our study
breast cancer patients had the same mortality as the
general female population after 19 years and might
therefore be considered cured after that time.
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Abstract
Objectives-To determine what proportion of

oncology patients receiving conventional medical
treatment also use complementary treatments; to
assess which complementary treatments are the
most popular and to assess patients' motivation for
using them; to evaluate associated advantages and
risks.
Design-Postal screening questionnaire followed

by semistructured interview.
Setting-Two hospitals in inner London.
Subjects-600 unselected oncology patients aged

18 or over who had known their diagnosis of cancer
for at least three months.
Main outcome measures-Prevalence and demo-

graphy of use of complementary therapies; patients'
motivation and expectations of complementary
therapies; areas of satisfaction and dissatisfaction
associated with conventional and complementary
therapies.
Results-415 (69%V.) patients returned the ques-

tionnaire. 16% had used complementary therapies.
The most popular were healing, relaxation, visualisa-
tion, diets, homoeopathy, vitamins, herbalism, and
the Bristol approach. Patients using complementary
therapies tended to be younger, of higher social
class, and female. Three quarters used two or more
therapies. Therapies were mostly used for antici-
pated antitumour effect. Ill effects of diets and herb
treatments were described. Satisfaction with both
conventional and complementary therapies was high,

although diets often caused difficulties. Patients
using complementary therapies were less satisfied
with conventional treatments, largely because of
side effects and lack of hope of cure. Benefits
of complementary therapies were mainly psycho-
logical.
Conclusions-A sizeable percentage of patients

receiving conventional treatments for cancer also
use complementary therapies. Patient satisfaction
with complementary therapies, other than dietary
therapies, was high even without the hoped for
anticancer effect. Patients reported psychological
benefits such as hope and optimism.

Introduction
Complementary or alternative medicine are the

names given to a system ofhealth care which lies for the
most part outside the mainstream of conventional
medicine. It has been described as the growth industry
of the 1980s and is predicted to be even more popular
in the 1990s. In 1983 the British Medical Association's
Board of Science and Education commissioned a
working party to assess the practice of complementary
or alternative therapies.' The report, published in
1986, identified the dissatisfaction of the general public
with the increasingly technical approach to medicine,
the fragmentation of care due to specialisation, and
the loss of bedside skills as contributory factors to the
increased popularity of complementary therapies. It
noted the heightened expectations of the public caused

86 BMJ VOLUME 309 9 JULY 1994



TABLE I-Use ofcomplementary
therapies by cancerpatients

No of
patients

Therapy (n=65)

Healing
Relaxation
Visualisation
Diet (all types)
Homoeopathy
Vitamins
Herbalism
Bristol Centre approach
Acupuncture
Meditation
Bach flowers
Hypnotherapy
Aromatherapy
Naturopathy
Reflexology
Osteopathy
Other*

42
23
22
17
16
13
13
13
9
9
8
6
5
5
4
3
9

*Iridology, biogenics,
electrocrystal therapy, Tibetan
chanting, Scientology.

by sensational reporting of miracle cures in the media.
However, it has also been suggested that the most
important reason for the current success of comple-
mentary or alternative medicine may be the failure
of science and medicine to produce curative treat-
ment for commonly occurring types of cancer and
other incurable diseases such as AIDS and multiple
sclerosis.2

Studies have repeatedly shown that significant
numbers of adults in Britain and other countries use
complementary or alternative therapies. In 1980-1, it
was estimated, there were about 12 practitioners per
100 000 population in the United Kingdom, with
annual consultation rates of 19-5 to 25-7 per 100
population.3 In 1989 the BMJ reported that about one
in eight Britons use complementary therapies, the
most popular being herbal remedies, manipulation,
homoeopathy, acupuncture, hypnotherapy, and
spiritual healing.4 Middle aged, middle class women
were the predominant users of these therapies. In a
survey carried out at the Hammersmith Hospital, two
thirds of cancer patients said that they would accept
some form of complementary therapy if it was offered
by the hospital.5

Little is known about the use of complementary or
alternative therapies by specific groups of patients. In
1984 Cassileth reported that 13% of cancer patients in
the United States receiving conventional therapy in a
cancer centre were also using unorthodox treatments.6
The most commonly used therapies were metabolic
therapy, diet therapies, megavitamins, mental
imagery, spiritual or faith healing, and "immune"
therapy. Most of these patients used an unorthodox
therapy in the belief that it would control their disease:
41% expected the therapy to effect a cure or remission,
18% anticipated prevention or halt of metastatic
growth.

This paper examined the pursuit and practice of
complementary therapies by patients with cancer
registered in the departments of medical oncology
and radiotherapy at St Bartholomew's and Homerton
Hospitals, London. The aim of the study was to
discover how many patients had used or were using
complementary or alternative therapies and to evaluate
their experiences of them. As all the patients were
attending a conventional oncology clinic the therapies
they were using can be considered complementary
rather than alternative and will therefore be referred to
as such in this paper.

the study to patients and also reassured them that the
information they gave on the questionnaire and in
the interview was confidential. The interviews were
conducted in private, mainly in the outpatient depart-
ment. Permission from the ethics committee was
obtained to carry out the study.
The screening questionnaire was sent to 600 patients

registered in the departments of medical oncology and
radiotherapy at a London teaching hospital. The last
200 patients in the study were sent the cancer locus of
control questionnaire7 and the hospital anxiety and
depression scale.8 The cancer locus of control question-
naire is a 22 item, self rating scale which measures
patients' perception of factors influencing the cause
and course of their illness. The hospital anxiety and
depression scale is a 14 item, self rating scale which
assesses the non-somatic symptoms of anxiety and
depression.
For statistical analysis, the sample was divided into

two groups, those using conventional treatments only
and those using conventional and complementary
therapies. Differences in the distribution of socio-
demographic details and tumour characteristics
between the two groups were compared by using the
X2 test. The Mann-Whitney test was used to compare
median scores of the hospital anxiety and depression
scale and the cancer locus of control scale.

Results
SCREENING STUDY

A total of 415 (69%) patients returned the question-
naire completed. As this was a postal survey the
reasons for non-return could not readily be ascertained
but included advanced disease or death of the patient,
inability to understand the questionnaire, and in-
correct mailing address. Of those patients who
returned the screening questionnaire, 65 (16%) had
used or were using complementary therapies. Data
were combined from the screening questionnaire and
interview study to describe which therapies patients
used since it became clear during the interviews that
patients used more than those described on the
screening questionnaire.
The most commonly used therapies were healing,

relaxation, visualisation, diets, homoeopathy,
vitamins, herbalism, and the Bristol approach (table I).
Thirty six (75%) patients used two or more therapies;
one patient was using 13 therapies.
Table II shows the sociodemographic and tumour

Methods
A postal screening questionnaire and a semi-

structured interview were used to collect data on use of
complementary therapies. The criteria for entry into
the study included a diagnosis of cancer for three
months or longer, awareness of the diagnosis, and
ability to speak or understand English. Patients with
all tumour types and stages of disease were eligible for
the study. There was a lower age limit of 18 years.
The screening questionnaire defined complementary
therapies and gave a comprehensive list of examples.
Patients were asked to indicate whether or not they had
used any of the therapies listed. A separate category
titled "other" gave patients the opportunity to indicate,
with details, therapies not on the list. Patients were also
asked to give their date of cancer diagnosis, any
conventional treatments they had received for their
illness, and details of age, sex, occupation, ethnic
origin, and marital status. Patient satisfaction with
conventional treatment was measured on a five point
scale.

All those who had used complementary therapies
were invited to participate in an interview. A letter
accompanying the screening questionnaire explained

TABLE II-Characteristics of patients receiving complementary and
conventional treatment for cancer. Values are numbers (percentages)
unless stated otherwise

Conventional
Conventional plus

Entire sample only complementary
(n=415) (n=350) (n=65)

Sex:
Male 206 (50) 182 (52) 24 (37)
Female 209 (50) 168 (48) 41 (63)

Median age (years) 56 58 50
Marital status:

Single 61 (15) 47 (13) 14 (22)
Married 265 (64) 228 (65) 37 (57)
Divorced or

separated 36 (9) 29 (8) 7 (11)
Cohabiting 2 (< 1) 1 (< 1) 1 (< 1)
Widow(er) 44 (11) 40 (11) 4 (6)
Unknown 7 (2) 5 (1) 2 (3)

Diagnosis:
Lung 27(7) 26(7) 1(2)
Breast 41 (10) 37 (11) 4 (6)
Gynaecological 35 (8) 30 (9) 5 (8)
Gastrointestinal 73 (18) 61 (17) 12 (18)
Leukaemia 39 (9) 35 (10) 4 (6)
Lymphatic 105 (25) 81(23) 24 (37)
Myeloma 14 (3) 10 (3) 4 (6)
Other* 55 (13) 46 (13) 9 (14)
Unknown 26 (6) 24 (7) 2 (3)

*Carcinoid, sarcoma, brain tumour, dysgerminoma, melanoma.
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characteristics of the patient population according to
therapy. Significantly more women than men reported
using complementary therapies (1 in 5 women v 1
in 8 men; P<0.05). Patients using complementary
therapies were younger than those using only conven-
tional therapy (50 v 58 years; P=0 005). Demographic
details of marital status and ethnic origin showed
no significant differences between those who used
complementary therapies and those who did not. Over
half (58%) of those using complementary therapies
were in socioeconomic groups 1 (professional), 2
(intermediate), and 3N (skilled, non-manual) in com-
parison with 33% patients using conventional treat-
ments only (38/65 v 116/350; P<0-01; table III).
Patients with lymphoma were more likely to use
complementary therapies than any other group in this
study (24/105 v41/310; P<0 05).

TABLE iii-Social class of cancer patients (n=65) using comple-
mentary therapy in addition to conventional treatment. Values are
numbers (percentages)

Conventional
Conventional plus

only complementary
(n=350) (n=65)

Professional 7 (2) 1 (2)
Intermediate 46 (13) 15 (22)
Skilled non-manual 63 (18) 22 (34)
Skilled manual 70 (20) 8 (12)
Partly skilled 81 (23) 7 (11)
Retired 42 (12) 8 (12)
Unskilled 7 (2) 3 (5)
Housewife 32 (9) 1 (2)

With regard to patients' satisfaction with conven-
tional treatment, 14% (9/65) in the complementary
therapy group reported some dissatisfaction with
conventional treatment, compared with 3% (10/350) of
those who received conventional treatment only.
One hundred and thirty five (68%) out of 200

patients completed the hospital anxiety and depression
scale and the cancer locus of control questionnaire (17
in the complementary therapy group and 118 in the
conventional treatment only group). Those patients
using complementary therapies were significantly
more anxious than those in the conventional treatment
group (median scores 8 and 6 respectively; P<0-01).
The two groups did not differ significantly in their
depression scores. Analysis of the locus of control
scores revealed that patients using complementary
therapies were more likely to have a higher internal
control over the origin or cause of their illness than
those using conventional treatment only (median
scores of 20-5 and 27 respectively, lower scores
indicating higher internal control; P=0-006). How-
ever, the two groups did not differ significantly on
factors influencing the course of their illness, including
internal control.

INTERVIEW STUDY

Forty eight (74%) of the patients using comple-
mentary therapies agreed to participate in the inter-
view. Of this group, 36 (75%) had begun to use
complementary therapies during or after the time they
were receiving active conventional treatment. Of the
12 who started a therapy at some point before receiving
conventional treatment, five did so because they were
told there was no conventional treatment available at
that time.

Patients were asked to explain their attraction to
complementary therapies. Twenty eight said that they
felt more hopeful than when using conventional treat-
ment alone; 20 were attracted to the perceived non-
toxic, holistic nature of the remedies; 12 wanted
therapies which allowed more patient participation
in treatment; and eight mentioned the supportive
relationship with the practitioner as important. Many

patients reported more than one reason for using the
therapies. Twelve patients commented that they had
understood that their condition was incurable in spite
of conventional treatment, a factor which prompted
them to turn to a complementary therapy.

Patients were asked to define their expectations of
the therapy they were using. Thirty five expected some
physical effect on their illness: eight expected a cure,
14 expected remission of disease or prevention of
spread, and 13 expected that therapy would boost the
immune system, making them stronger to fight the
illness. Nine patients expected improvement in quality
of life without any physical effect on the disease, and
four were unable to define their expectations.
When asked if their doctors were aware that they

were using complementary therapies, 26 said that their
doctors did not know. Ofthe 22 patients whose doctors
were aware, 10 said that their hospital doctor was
supportive and 15 that their family doctor was sup-
portive.

Satisfaction with treatment
At the end of the interview the patients were asked to

describe their satisfaction with the complementary
therapy they had used. Since several patients used
more than one therapy their satisfaction with each
individual therapy varied, but overall 39 (82%) were
either satisfied or very satisfied with the therapies
they had chosen. Those satisfied with the therapies
described the benefits as being both physical and
psychological. Patients reported feeling calmer after
using relaxation and visualisation techniques. Other
psychological benefits reported by patients included
feeling emotionally stronger, being more able to cope
with the demands of the illness, and feeling more
optimistic and hopeful about the future. Individual
patients reported specific physical effects, including
less difficulty in breathing, increased energy, and
reduced feelings of nausea.

Dissatisfaction focused on diet therapies and herbal-
ism. Of the 17 patients who tried a diet therapy, six
reported some difficulties. These included extreme
weight loss, the restrictive and unpalatable nature of
the diet, and the time spent preparing the food. The
diet was often expensive and the ingredients difficult
to find. Two patients experienced problems with
herbalism: one described feeling physically unwell
while receiving the herbal remedy and the other was
pressurised by the herbalist to continue treatment
when he no longer wished to do so. One patient
experienced difficulty with a healer, who informed the
patient that he was cured and no further medical
treatment was necessary.
There were also specific areas of dissatisfaction

identified with conventional treatment. These
involved doctor-patient interactions, the most com-
monly mentioned being the perception by the patient
of being left in a no hope situation. The side effects
of conventional treatment were also perceived as
distressing. However most patients expressed satisfac-
tion with their conventional treatment.

Discussion
Much has been written about complementary

therapies, including the difficulties in scientifically
evaluating their effect in physical and psychological
terms, and therefore there has also been controversy
over the benefits and risks they offer to patients.'0 This
study was not an attempt to investigate scientifically
the impact of complementary therapies but rather
to look at an unselected group of cancer patients
to discover what proportion used complementary
therapies and why.

Sixteen per cent of the cancer patients surveyed used
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at least one complementary therapy, most outside the
hospital setting. This figure is slightly higher than in
Cassileth's study in the United States in 1984, where
13% of patients had used complementary therapies.6
Cassileth, however, excluded those patients using
unorthodox treatments for psychological reasons only.
The findings of this study seem to mirror those of
Thomas,9 who showed that non-orthodox health care
within the United Kingdom seems to be used more
often as a supplement to, rather than a substitute for,
conventional care. However, no comment can be made
regarding those patients who may have rejected con-
ventional therapy in favour of alternative treatments
from the outset. Our study shows that cancer patients
who use complementary therapies tend to be younger
and of higher social class and are more likely to be
female. Unlike in the United States, where metabolic
therapies, diets, and megavitamins predominate,6 the
mind-body therapies (healing and visualisation, for
example) were the most popular among this British
group ofcancer patients.

Patients using complementary therapies were shown
to be more anxious, as rated by the hospital anxiety and
depression scale, than those receiving conventional
treatment only. One reason could be that this group of
patients scored higher on the cancer locus of control
questionnaire's dimension of internal control over
cause/origin. Patients who attribute the cause of their
illness to something within themselves may carry an
undue burden of responsibility for their illness and
thus become anxious. It may also be assumed that
patients who attribute the cause of the disease to one of
their own attributes may be more likely to think that
if they change their lifestyle in some way-through diet
or stress reduction, for example-they may influence
the outcome of their disease.
The patients inteviewed were those who had used

complementary therapies and were therefore a self
selected group of patients. It is not surprising, there-
fore, that there was a higher incidence of dissatisfaction
with conventional treatment within this group than in
those using conventional treatment only. Despite this,
most patients using complementary therapies were also
satisfied with conventional treatment.
Although most patients in this study initially

approached complementary therapy with the expecta-
tion of an effect on their disease, they remained
satisfied with the therapies they had chosen even
though this did not occur (with the exception of the
dietary therapies, with which a considerable propor-
tion had problems), with a subjective feeling of
improved quality of life and few attendant ill effects.
This differs from Cassileth's 1991 findings, which
indicated that patients receiving unproved cancer
therapies in conjunction with conventional therapies
had a poorer quality of life than those receiving
conventional treatment only." However, the patients
in Cassileth's study were following extreme regimens,
including severe dietary restrictions, coffee enemas,
and injections of BCG, so parallels cannot readily be
drawn.

PSYCHOLOGICAL SUPPORT

Previous research suggests that many patients are
prepared to have conventional treatment even if there
is only a very small chance of cure.'2 This study
reinforces the belief that for many cancer patients hope

Clinical implications

* Clinicians ought to be conversant with the
popular forms ofcomplementary therapies
* Complementary therapies can have psycho-
logical benefits for patients
* Dietary therapies can cause significant
weight loss in compromised cancer patients
* Clinicians should not underestimate the
value of a hopeful attitude in their management
of cancer patients

is an important issue, since this was the main area of
dissatisfaction our respondents highlighted. If hope
is not imparted by conventional practitioners some
patients may seek it from complementary therapists.
It is important for doctors and nurses to establish
good communication and maintain a hopeful attitude
when dealing with cancer patients, fostering a more
collaborative approach to management.

Patients seeking out complementary therapies are
undoubtedly aware of the concern felt by conventional
practitioners about their use and are often reluctant to
disclose such information. Although this concern on
the part of the medical profession is entirely appro-
priate, doctors and nurses must be able to discuss the
issues with their patients in an open minded, well
informed manner. They should be prepared to accept
that for some cancer patients complementary therapies
fulfil an important psychological need. Psychological
support is no longer considered to be complementary
to conventional care but is now seen as an integral part
of good cancer medicine. Patients can benefit greatly
by this approach. The main area of concern and
potential harm identified in this study was that of
dietary therapies, which were for the most part
expensive, impractical, and unpleasant.

Finally it must be acknowledged that some cancer
patients will always be attracted to complementary
therapies. Doctors and nurses caring for this group of
patients can play a valuable part in assisting patients to
make informed choices about such therapies, thus
ensuring that the risks of such therapies are minimised
and only the benefits gained.
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