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Abstract 

Background: Access to needed health-care is considered a fundamental right by many 

developed nations, yet few studies have examined the health-care choices made by consumers 

when they are unable to get timely primary-care due to physician availability.  

Aim: In this study we examine the implications of physician availability for consumers’ health-

care attitudes, behaviours, and choices, and specifically with respect to intentions to consult 

complementary and alternative medicine (CAM) providers.  

Method: A sample of 235 CAM non-consumers and CAM clients were recruited from the 

offices of conventional medicine and CAM practitioners in an underserved urban center in 

Canada.  

Results: Although 91% of the sample had a regular family physician almost half had 

experienced difficulties getting an appointment with a physician when needed. Those who had 

experienced access difficulties were more dissatisfied in general and with access to conventional 

health-care. The majority of the participants (85.1%) indicated that they would consider 

consulting a CAM provider should they have difficulty getting an appointment with a physician 

in the future, including nearly 60% of the CAM non-consumers. Stepwise logistic regression 

controlling for sociodemographic and health status variables revealed that participants who had 

more experience with CAM, greater perceived control over their symptoms, and who were 

generally dissatisfied with conventional health-care, were more likely to express intentions to use 

CAM should they experience physician access difficulties in the future.  

Conclusions: In the context of low physician availability, health-care consumers who are 

dissatisfied with conventional medical care may choose to consult CAM providers to manage 

symptoms. 



Keywords: physician access; satisfaction with health-care; complementary and alternative 

medicine;  



Access to needed health-care is an important and often neglected determinant of  health1

that has become the focus of growing concern in Canada and other developed nations. In 

countries such as Canada where there is universal health-care coverage, barriers to health-care 

access include long wait times and difficulties getting an appointment because of insufficient 

physician availability.2  Currently, physician availability is an ongoing issue in several developed 

nations including Canada,3 the United Kingdom,4 Australia,5 and New Zealand.6-7 Yet little is 

known about the effect of access difficulties on consumers’ health-care choices. The unmet 

health-care needs that result from physician shortages may not only contribute to greater health 

risks8-9, but can have implications for consumers’ health-care attitudes,10-11 choices, and 

behaviours12. This may be especially true in Canada where unmet health-care needs due to 

physician shortages have risen substantially over the past decade.13

The use of alternative forms of health-care, such as complementary and alternative 

medicine (CAM), has also increased in recent years.14-16 CAM includes a diverse group of 

healing therapies (e.g., chiropractic, homeopathy, massage therapy, and acupuncture) not 

currently considered an integral part of conventional medical practice.17 An often cited reason for 

the increasing interest and use of CAM is that people are becoming more consumer-minded in 

their health-care decisions,18 and that dissatisfaction with aspects of conventional care is one 

factor that has fueled this consumerist approach. Yet there is a paucity of research examining 

CAM use in underserved regions or the impact of physician availability on motivations for using 

CAM. The purpose of the current study was therefore to explore the extent to which problems 

accessing primary health-care due to physician availability are related to intentions to use CAM. 

One factor contributing to primary-care access problems in Canada and other developed 

countries is an insufficient number of doctors to meet population needs. Among Organization for 



Economic Cooperation and Development (OECD) countries, Canada has one of the lowest age-

adjusted physician to patient ratios ranking 24 out of 27 countries, with the only United 

Kingdom, Japan, and Turkey having fewer doctors.19-20 Recent data also indicate that Canada has 

the lowest rate of same day access to physicians for needed medical care, and the highest rate of 

waiting six or more days to get a physician appointment compared to five other OECD 

countries.21

Poor primary-care access due to insufficient physician supply is well known to have a 

number of important implications for health outcomes,8-20-22 but can it also impact consumers’ 

health-care attitudes, behaviours and choices? Not receiving timely primary-care may have 

immediate decisional and behavioural effects as individuals needing care are essentially forced to 

continue to wait until care is available, or to engage in alternative care choices such as self-care 

or utilizing other available health-care services. When lack of access is an ongoing issue there 

may be even more enduring consequences for patients’ attitudes towards primary-care. For 

example, access difficulties have been linked to patient dissatisfaction. 4-10 Consequently, 

consumer-minded individuals facing difficulties receiving primary-care may choose to look 

outside of conventional care to have their health-care needs met. 

Dissatisfaction with conventional care is a factor known to be associated with both a 

consumerist approach to health-care and the use of CAM in particular. Several studies indicate 

that CAM use may be motivated by dissatisfaction with a variety of conventional care 

dimensions,23 and  dissatisfaction with conventional care in general.24-25 Although dissatisfaction 

has been implicated in motivating CAM use, the weight of the current evidence suggests that it 

may be most important for understanding initial CAM use. 24-26-27 Research on how 

dissatisfaction with access to primary health-care may influence CAM use is, however, scant. 



Dissatisfaction with the availability of specialists in Israel was related to consulting CAM 

providers.25 Similarly, a large survey in the United States found that delaying or not receiving 

needed medical care because of cost barriers was associated with CAM use in the previous 

year.28 However, because CAM use in this study was predominantly self-care, it is unclear 

whether the same results would be found for provider-based CAM, or when the barriers to access 

are unrelated to financial factors.   

Few if any studies have examined how access problems and dissatisfaction with 

conventional care may be related to CAM use in a region with low physician availability.  The 

aim of the current study was therefore to examine how difficulties accessing a primary-care 

physician affect the attitudes, behaviours, and choices of health-care consumers with respect to 

CAM. Because dissatisfaction with conventional medical-care is a known predictor of CAM use 

we examined how dissatisfaction in general and with access to care was related to health-care 

consumer’s intentions to use CAM should they experience access difficulties in the future. We 

also explored consumers’ primary-care behaviours, the treatment choices that were made when 

they experienced difficulties accessing a physician, and whether physician availability was 

related to their intentions to consult CAM providers in the future. Finally, motivations to use 

CAM  have been linked to certain age groups,29 being female,30 more educated,30-31 having 

greater perceived control over health,32-33 and having poorer health status.31-34 Accordingly, we 

examined dissatisfaction and access difficulties within the context of these variables. 

Method 

The study was part of larger investigation of the motivations for consulting CAM 

providers. In this paper we report the findings relevant to physician access difficulties and CAM 

use.  



Setting and sample 

The study was conducted over a 14-month period starting in January 2005 in an urban 

center in Southwestern Ontario, Canada. The low physician availability in Southwestern Ontario, 

Canada, provides an appropriate if not ideal location to examine the study objectives. In addition 

to the fact that Ontario has the lowest physician to patient ratio among the ten provinces in 

Canada,35 the percentage of family physicians accepting new patients in Ontario has declined 

from 38.4% in 2000 to only 9.6% in 2006.36 With only 4.1% of family physicians accepting new 

patients, Southwestern Ontario is particularly underserved, and has the second worst physician 

availability in the province.  

Following institutional ethical approval of the study, participants were recruited by 

distributing questionnaires at 11 conventional medicine clinics and 16 CAM clinics staffed by 

one or more conventional medicine or CAM practitioners. The conventional clinics included six 

general/family physician clinics, two walk-in clinics, two community health clinics, and one 

urgent care clinic. The CAM clinics included two naturopathic clinics, four chiropractic clinics, 

eight clinics offering both chiropractic and massage therapy, and one clinic offering acupuncture, 

chiropractic and reflexology. The three remaining CAM clinics included one massage therapy 

clinic, one homeopathic clinic, and one clinic offering energy healing, reflexology and reiki. As 

participation is based on self-selection, it is difficult to estimate the exact response rates other 

than assessing questionnaires displayed versus those returned. A total of 679 questionnaires were 

made available to participants through displays in the 27 health clinics, and 242 (35.6%) 

questionnaires were completed and returned. The return rates of the individual clinics ranged 

from 20% to 57%, which may reflect differences in operating hours, size, and client volume 

among the clinics.  



Procedure 

The study was advertised in the waiting room of each clinic using a sign describing the 

study and a display box which made questionnaire packages available to potential participants. 

Patients interested in participating took a questionnaire package to complete at a location of their 

choice, or contacted the researchers and were mailed a questionnaire package, which included a 

postage-paid return envelope.  As an incentive, participants were given the choice to enter into a 

draw for one of several gift certificates.  

Materials 

Each participant completed a self-report questionnaire that assessed demographic 

information, health problems, use of provider-based CAM, use of primary health-care services, 

satisfaction with conventional doctors, health control beliefs, and intentions to use CAM if a 

family physician was unavailable. Participants completed the Brief Health History 

questionnaire24 to assess the experience of 13 acute and 16 chronic self-reported health problems 

within the past six months. The total number of acute and the total number of chronic problems 

experienced for each individual were summed.  

Participants also completed a series of questions about the use of conventional primary-

care services. First, they indicated whether they had a regular family doctor or health-care 

provider, and where they normally went when they experienced a non-emergency health 

problem. Participants indicated whether they ever had difficulty getting an appointment to see a 

physician (excluding specialists), and if so how many times in the past year this had happened. 

Participants were instructed that difficulty getting a physician appointment included the 

following: no appointments were available, scheduling of an appointment with a doctor was too 

far in the future, or for those who did not have a family physician, the wait time for a walk-in 



clinic was more than 1 hour.  Participants also reported the nature of the health problem that they 

were seeking care for when they encountered difficulties seeing a doctor. Those who had to wait 

to see a physician indicated what they did to deal with their health problem on a checklist which 

included options such as waiting until the problem went away, waiting until they could get an 

appointment, going to the emergency room, going to an urgent care clinic, or going to an 

alternative health-care provider. Finally, participants were asked if they would ever consider 

seeing an alternative health-care provider if they had difficulty getting a timely appointment to 

see a doctor in the future, with yes or no as response options. 

Experience with CAM was assessed using was a measure adapted from Sirois & Gick.24

Participants indicated if they had ever tried any of the CAM listed which included chiropractic, 

homeopathy/naturopathy, acupuncture, massage therapy, reflexology, and other, with space to 

specify other therapies tried. They also indicated how many times they had tried CAM (if any) in 

the past year and how long they had been using CAM (under 6 months, under 1 year, 1 to 2 

years, 3 to 5 years, or over 5 years). Participants were classified into three client groups based on 

their experience with CAM rather than the type of office from which they were sampled to 

examine how experience with CAM was related to primary-care behaviours. Individuals who 

had not used CAM regularly or at all in the past year, or previously were described as CAM non-

consumers, new/infrequent CAM clients (NICAM) were individuals who used CAM for two 

years or less, or for three to five years infrequently, and established CAM clients (ECAM) 

included individuals who had used CAM for over five years, or had used more than one 

complementary therapy for three to five years at high frequency. 

Two subscales from the Patient Satisfaction Questionnaire Short-Form (PSQ-18),37 a 

well-validated measure of specific aspects of patient satisfaction, was used to assess the extent to 



which participants were satisfied with the treatment received from conventional medical doctors. 

Only the general satisfaction (two items) and satisfaction with accessibility and convenience 

(four items) were examined for the current study. All items were scored on a 5-point Likert-type 

scale with response options ranging from 1 (strongly agree) to 5 (strongly disagree), with higher 

values reflecting greater satisfaction with the treatment received from doctors. Internal 

consistencies for general satisfaction (.64) and satisfaction with accessibility (.75) were 

satisfactory. 

To assess perceptions of control over health, participants completed two subscales of the 

Control Beliefs Inventory (CBI),38 a previously validated measure.39 The 7-item General Health 

Control subscale measured perceived control over health in general (e.g., ‘My health depends on 

how I take care of myself’), and the 5-item Symptom Control subscale measured the extent to 

which one perceives that illness symptoms can be managed and controlled (e.g., ‘If I do the right 

things I can make my symptoms more manageable’). All items are rated on a 6-point Likert-type 

scale, with response options ranging from 1 (strongly disagree) to 6 (strongly agree). The 

subscales demonstrated adequate to very good reliability in the current study with Cronbach 

alphas of .86 for Symptom Control, and .90 for General Control.

Statistical analyses 

Descriptive analyses were conducted, and t-tests were used to examine the relation of 

access difficulties to satisfaction with conventional care. A binomial forward step-wise logistic 

regression was conducted with intention to consult a CAM provider as the dependent variable, 

controlling for sociodemographic variables (gender, education, and age) in the first step, and 

acute and chronic health problems in the second step. Access variables (past access difficulty, 

satisfaction with access) were conditionally entered in the third step, and control beliefs (general 



and symptom control) and general satisfaction were entered in the fourth step to avoid any 

effects that may be masked by multicollinearity issues between the two satisfaction variables. 

Experience with CAM was entered in the final step as it was expected that this variable may 

dominate the model. A threshold of p < 0.05 set for retention in the model, and p = 0.10 for 

removal. Adjusted odds ratios (OR) and 95% confidence intervals (CI) were calculated for all 

variables remaining in the final model and changes in significance noted at each step.  

Results 

Demographic characteristics 

The study included 235 participants (82.1 % female), ranging in age from 16 to 86, with a 

mean age of 40.7 (SD = 14).  The majority of the participants were Caucasian (93.6 %), and 

married or living with spouse equivalent (62.4%), with 22.2% never married, and 15.4% 

separated, divorced or widowed. More than half were employed full time (53.6%), 22.6% were 

unemployed or retired, 17% were employed part-time, and 6.8% were on disability. 

Consequently, almost half of the sample said that they were getting by financially (47.7%), 

34.9% described their financial status as comfortable, and 17.4% reported that they were 

struggling with some immediate financial concerns. Most of the participants were fairly well 

educated with 66.4% having one year or more of a university or college undergraduate education 

(excluding graduate school), 23% having a high school education or less, and 10.6% having 

attended graduate school.  

Primary health-care use 

The majority of the participants (91.1%) indicated that they had a family doctor/regular 

health-care provider. Consistent with this most participants reported that they went to their 

family doctor when they had a health problem, or to a walk-in clinic. The proportions varied 



somewhat depending on participants’ experience with CAM (see Table 1). ECAM clients were 

more likely than NICAM clients to report that they visited their CAM provider first when they 

had a health problem. Approximately half of the participants (47.7%) had experienced difficulty 

getting an appointment with a physician when they needed one. However, significantly more 

current CAM clients (51.4%) had experienced difficulty getting an appointment than had the 

CAM non-consumers (34.6%; 2 (1) = 4.56, p < .05). Among those who had experienced 

difficulty seeing a doctor the average number of times this occurred within the past year was 

1.36 (SD = 2.1), with a range of between zero and 15 times. The health problems experienced by 

participants who reported difficulty getting an appointment varied, but were for the most part 

minor in nature. The most frequently reported health problem was a flu, cold or other infection 

(38.0%), and the remainder of health problems included back or muscle strains, reproductive 

issues, headache or general pain, gastrointestinal issues, chronic health problems, and other 

unknown or undisclosed health issues. A small proportion (7%) also reported that the reason for 

their appointment was a physical check-up. The health-care choices made by the participants 

when a doctor was not available are presented in Table 2. The choices of the CAM non-users and 

NICAM clients were very similar, whereas the ECAM clients tended to use CAM practitioners 

and urgent care centers, and not community health centers.  

Satisfaction and access difficulties 

 A comparison of participants who did and did not experience access difficulties in the 

previous year revealed significant differences in the levels of satisfaction with conventional care. 

Those who had difficulty seeing a physician when needed reported lower satisfaction with access 

(M = 2.38, SD = 0.91 vs. M = 3.20, SD = 0.82) and in general (M = 2.49, SD = 0.89 vs. M = 3.09, 

SD = 0.91) as compared to those who did not have this difficulty (t(1, 233) = 7.30, p < .001, and 



(t(1, 233) = 5.08, p < .001, respectively). 

Intentions to use CAM 

 Overall, the majority of the participants (85.1%) indicated that they would consult a 

CAM provider should they have difficulty getting an appointment with a doctor in the future. 

Not surprisingly, 90.3% of the NICAM clients and 93.7% of the ECAM clients reported that they 

would consider using CAM if a doctor was unavailable. However, the majority of the non-CAM 

clients (59.6%) also indicated intentions to use CAM should they have difficulty getting an 

appointment with a doctor in the future. 

Predictors of intentions to use CAM 

 The adjusted OR and 95% CI for all variables remaining in the final regression model are 

presented in Table 4. None of the socio-demographic and health status control variables entered 

in the first two steps were significantly related to intentions to use CAM either initially or in the 

final model. Among the access variables conditionally entered in the third step, only satisfaction 

with access was a significant predictor and was retained (OR = .55, 95% CI .35, .85; p < .01), 

indicating that participants who expressed intentions to consult a CAM provider should they 

experience access difficulties in the future were more likely to be dissatisfied with access to 

conventional primary care. Symptom control but not general health control beliefs was 

conditionally entered in step 4 and remained significant in the final model. However, when 

general satisfaction was also entered in this step, satisfaction with access was no longer 

significant. Both CAM experience groups (NICCAM and ECAM) were retained in the model in 

the final step. The final model indicated that participants who would consider using a CAM 

provider in the future should a physician not be available were more likely to believe that their 

symptoms could be managed and controlled, were less satisfied in general with conventional 



medical care, and were more likely to have previous experience with CAM. Together, all 

variables accounted for 33.9% of the variance in the final model predicting the intention to use 

CAM if access difficulties were experienced in the future. 

Discussion 

In this study we found some support for the role of physician availability in consumers’ 

motivations for consulting CAM providers. A greater proportion of current CAM consumers had 

experienced access difficulties compared to non-CAM consumers, and those with more 

experience using CAM were more likely to express intentions to consult a CAM provider should 

they have difficulties getting an appointment with a physician in the future. In fact, 

approximately 15% of the CAM users reported that they had consulted a CAM provider the last 

time that they were unable to get an appointment with their family physician. In some respects 

this finding is not unexpected as these consumers would have greater confidence in the efficacy 

of CAM for treating minor health issues, having had longer and a wider range of CAM treatment 

experiences.  

In addition, we found that the majority of primary health-care consumers expressed 

intentions to use CAM in the future should a physician not be available, regardless of whether 

they had previously consulted CAM providers. We believe that the unique characteristics of our 

study location, namely the longstanding problems with physician availability in Southwestern 

Ontario, may explain this finding. In this context, individuals may consider using CAM as a 

substitute for conventional care rather than wait for needed care from their physician, or endure 

unreasonable wait times in impersonal after-hour clinics and emergency rooms. This is not to 

suggest that in regions where physician availability is low that consumers will turn to CAM for 

all health issues. Rather, our findings indicate that for minor health problems, some consumers 



may be motivated to utilize CAM care as a stop-gap. This is consistent with previous research 

that suggests consumers use CAM primarily to treat minor health problems.40 It is also possible 

that under low access circumstances, consumers may be more inclined to consult a CAM 

provider for treatment of an ongoing or recurring health problem, rather than for first-contact 

care of a new health problem. This suggested utilization pattern is consistent with research 

indicating that people use CAM to supplement rather than to replace conventional medicine.41-42

Given the ongoing physician access difficulties in Southwestern Ontario, it is not 

surprising the almost half of the primary health-care consumers in this study, had experienced 

problems getting an appointment with a physician, despite the fact that the majority reported 

having a regular family physician. This finding echoes that of another study conducted in 

Southwestern Ontario, which found that most people had a regular family doctor but still 

experienced difficulties getting care when it was needed.1 Results at the national level resonance 

these findings, and indicate that although most Canadians have a regular family doctor, 

difficulties in accessing care were reported by nearly one in six individuals requiring routine care 

and one in four needing immediate care for a minor health issue.2

The current study also provides suggestive evidence for how dissatisfaction with 

conventional care may motivate CAM use under circumstances of low primary-care access. We 

found that having experienced problems getting a physician appointment was not directly 

predictive of intentions to use CAM. However, those who had experienced access problems 

expressed greater dissatisfaction in general and with access to with conventional care, and those 

who intended to use CAM in the instance of future access difficulties were similarly more 

dissatisfied with their conventional care, including accessibility. Together these findings suggest 

that experiencing access problems may indirectly play a role in CAM motivations by 



engendering greater dissatisfaction conventional care in general, and not just access.  Indeed, 

lack of access to one’s primary care physician can negatively impact continuity of care,12 a well 

documented predictor of patient satisfaction.43

Other research has indicated that CAM use is motivated in part by proactive health 

beliefs 18-44 and by a desire to exert control over health.45 Similarly we found that believing in the 

controllability of symptoms predicted intentions to consult CAM providers when conventional 

care was not immediately available. This finding is consistent with the tenets of the Theory of 

Planned Behaviour,46 which highlights the role of control beliefs in the formation of intentions to 

engage in health behaviours. Beliefs and expectations about whether the behavior (seeking care 

from CAM providers) will produce the desired outcome (controlling symptoms) lead to the 

development of behavior intentions, which are viewed as mediating the influence of health 

beliefs on actual behaviour.47

Limitations of this study include the characteristics of this self-selected sample of 

primary-care consumers, and the exclusive focus on provider-based CAM. The possibility of a 

selection bias favouring consumers with pro-CAM attitudes is always high with non-randomized 

samples such as the current sample. Because we only examined intentions to use CAM providers 

and not self-care CAM, it is unknown if the motivations revealed would apply to these other 

CAM modalities. Moreover, it may be argued that intentions to use CAM when there are access 

difficulties may not necessarily translate into actual behaviour. However, the Theory of Planned 

Behaviour,46 supports the role of intentions in actual CAM use suggested by our findings.  

Conclusions 

With the ongoing access difficulties in Southwestern Ontario, if consumers decide to use 

CAM rather than wait for available conventional care, their choice comes with a financial cost as 



CAM consultations are not currently covered by Canada’s universal health-care insurance. Our 

findings suggests that despite this cost, consumers may choose to consult CAM providers in as a 

means to take control over their illness symptoms in the absence of readily available medical 

care, and as a response to a pervasive sense of dissatisfaction with a health-care system that has 

failed to consistently meet their basic right to obtain medical care when needed.  
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Table 1. Use of Primary-Care Services for Non-emergency Health Problems, Stratified by CAM Experience Group

CAM Experience Group n (%) 

Healthcare service used 

Total  

(N = 235) 

CAM non-

consumers 

(n = 52) 

New/Infrequent 

CAM clients (n = 72)

Established CAM 

clients (n = 110) 

Family physician  146 (62.4) 29 (55.8) 46 (63.9) 71 (64.5) 

Walk-in clinic 65 (27.7) 18 (34.6) 23 (31.9) 24 (21.6) 

Community health center 6 (2.6) 5 (9.6) 1 (1.4) -- 

Urgent care clinic 2 (0.9) -- -- 2 (1.8) 

CAM provider  16 (6.8) -- 2 (2.8) 14 (12.7) 



Table 2. What Consumers Did When They Experienced Difficulty Seeing a Physician, Stratified by CAM Experience Group

CAM Experience Group n (%) 

Response to access difficulties 

Total 

(n = 109) 

 CAM non-

consumers 

(n = 16) 

New/Infrequent CAM 

clients (n = 36) 

Established CAM 

clients (n = 50) 

Did nothing 12 (11.0) 3 (18.8) 3 (7.9) 6 (10.9) 

Waited to see physician 30 (27.5) 6 (37.5) 13 (34.2) 11 (20.2) 

Went to walk-in or urgent care clinic 37 (33.9) 5 (31.3) 10 (26.3) 22 (40.0) 

Went to emergency room 5 (4.6) --- 2 (5.3) 3 (5.5) 

Went to alternative care clinic 14 (12.8) --- 6 (15.8) 8 (14.5) 

Went to pharmacy  4 (3.7) --- 2 (5.3) 2 (3.6) 

Tried home remedy 1 (0.9) --- 1 (2.6) --- 

Other  6 (5.5) 2 (12.5) 1 (2.6) 3 (5.5) 

Note: Three participants did not answer this question and were excluded from this analysis.



Table 3. Adjusted Odds Ratio Predicting Intentions to Use Complementary and Alternative Medicine 

(CAM) if Physician was Unavailable. 

Step and Variable  OR 95% CI p value 

1. Demographics    

Female 0.83 0.27, 2.56 0.74

Age 

25 – 35  
1.27 0.23, 7.22 0.78

36 – 55  
1.07 0.26, 4.44 0.93

> 55  0.81 0.22, 2.98 0.75

Education

High school or less  
2.21 0.42, 11.66 0.35

College/University 
1.10 0.29, 4.23 0.89

2. Health status

Total chronic conditions 
1.09 0.77, 1.55 0.63

Total acute conditions  
0.97 0.77, 1.22 0.79

3. Accessibility

Satisfaction with accessibility 
0.98 0.55, 1.74 0.94

4. Health beliefs 

General satisfaction 
0.46 0.25, 0.85 0.01

Symptom control 
2.26 1.24, 4.10 0.01

5. Experience with CAM 

New/infrequent CAM consumer 
6.75 2.25, 20.27 0.00

Established CAM consumer 
8.12 2.80, 23.54 0.00

Note. Reference categories are males, graduate school education, individuals aged 25 years or younger, 



 1

and CAM non-consumers; OR = odds ratio; CI = confidence intervals for odds ratio. 


