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RESEARCH ARTICLE Open Access

Reasons for continuing use of
Complementary and Alternative Medicine
(CAM) in students: a consumer
commitment model
Fuschia M. Sirois1,2, Anita Salamonsen3 and Agnete E. Kristoffersen3*

Abstract

Background: Research on continued CAM use has been largely atheoretical and has not considered the broader

range of psychological and behavioral factors that may be involved. The purpose of this study was to test a new

conceptual model of commitment to CAM use that implicates utilitarian (trust in CAM) and symbolic (perceived fit

with CAM) in psychological and behavioral dimensions of CAM commitment.

Methods: A student sample of CAM consumers, (N = 159) completed a survey about their CAM use, CAM-related

values, intentions for future CAM use, CAM word-of-mouth behavior, and perceptions of being an ongoing CAM

consumer.

Results: Analysis revealed that the utilitarian, symbolic, and CAM commitment variables were significantly related,

with r’s ranging from .54 to .73. A series hierarchical regression analyses controlling for relevant demographic

variables found that the utilitarian and symbolic values uniquely accounted for significant and substantial

proportion of the variance in each of the three CAM commitment indicators (R2 from .37 to .57).

Conclusions: The findings provide preliminary support for the new model that posits that CAM commitment is a

multi-dimensional psychological state with behavioral indicators. Further research with large-scale samples and

longitudinal designs is warranted to understand the potential value of the new model.

Background

Interest in and use of complementary and alternative

medicine (CAM) has generally continued to grow over

the past several decades, as has our understanding of why

people use CAM and their patterns of CAM use. CAM

includes a broad and diverse set of healing therapies of

differing modalities, practices, and health systems [1] that

can be delivered by a trained practitioner or administered

as self-care. Much of the early research focused largely on

the demographic and health belief factors associated with

CAM use, and on distinguishing CAM users from non-

users via comparative research. Researchers have however

highlighted the need to take a more sophisticated view of

CAM use by examining why some individuals might con-

tinue or discontinue their use of CAM. Indeed, many indi-

viduals who initially try CAM may continue their use,

integrating CAM into their health care repertoire. Cross-

sectional and qualitative research to date indicates that

motivations for continued CAM use differ from those for

initial or trial use [2–4], prompting researchers to suggest

that these motivations should be separated to better

understand why people use CAM [3, 5]. Considering the

complexities of factors that might contribute to ongoing

use of CAM is therefore important for providing a more

comprehensive view of the patterns of CAM use, and for

informing both practice and policy.

The question of what keeps people using CAM over

time and becoming committed to CAM as a health-care

choice has not been adequately addressed by previous

research. There are cross-sectional studies that hint at

the possible reasons for continued use [3, 6], but they
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have not articulated what is meant by commitment to

CAM, nor have they tested theoretical models derived

from extant research. The purpose of the current re-

search was to address this important gap in the research

on CAM use by proposing and testing a new model that

highlights the factors that contribute to the development

of commitment to CAM.

A new model of commitment to CAM

The concept of commitment is in many ways unique to

CAM as it is rarely used in reference to conventional

health care. As a dominant form of health care, conven-

tional care is often the default form of health care for

many people. In contrast, CAM care involves making a

conscious choice to seek care in addition to, but also

sometimes in place of, conventional care, and with

added costs. In this respect, the repeated and continued

use of CAM can be viewed as reflective of this ongoing

conscious choice or commitment to use CAM as a

health-care choice across different health-care situations.

Researchers have previously conceptualized CAM com-

mitment primarily in behavioral terms by suggesting that

the extent and degree of CAM use [7, 8], or the years of

experience with CAM [2, 3] reflect commitment to

CAM. However, because CAM use may also be driven

primarily by need [3, 9], using the extent and degree of

CAM use as a marker for commitment to CAM is likely

to be confounded by the presence or absence of health

issues that require treatment. What is missing from

these conceptualizations of CAM commitment is an ac-

knowledgement of the cognitive and affective dimen-

sions of patients’ experiences with CAM and how CAM

use itself may motivate continued use. This is especially

important given the known links among beliefs, values,

and continuing CAM use [2, 3, 10, 11]. Accordingly, we

expand on these views by conceptualizing commitment

to CAM as a psychological state with behavioral

indicators.

We further suggest that the concept of commitment

to CAM may be well understood from the lens of con-

sumer psychology as patients are increasingly being

viewed as consumers by the health care industry and

policy makers. A consumer psychology approach is espe-

cially relevant to CAM because most CAM therapies are

not covered by insurance but are paid for out-of-pocket

by consumers, and their use is therefore elective. CAM

commitment closely resembles a construct from con-

sumer psychology, brand commitment or the degree to

which a “consumer is emotionally attached to the rela-

tionship with a particular brand in a product class” [12].

From this perspective CAM can be viewed as a particu-

lar “brand” of health care that the consumer chooses.

Our new model of CAM commitment is based on a

model of brand commitment developed, tested and

validated across three independent samples of con-

sumers by Wang [12]. According to this model, commit-

ment to a particular brand develops from two types of

positive experiences with the brand: 1) a functional route

associated with utilitarian needs and motivations that

are reflected through positive outcomes, brand satisfac-

tion and trust, and 2) a symbolic route that involves a

perceived “fit” between the consumer’s values and the

brand (value congruency). Together these two routes

lead to commitment, which is evidenced by intentions to

purchase and subsequent repeat purchases, recommen-

dations of the “brand” to others or word-of-mouth

(WOM) behavior, and a sense of belongingness to the

community of other brand users. Empirical work sup-

ports the suggested relations in this model. For example,

a survey of over 1,000 consumers found that value con-

gruency was predictive of service-brand commitment

[13], and WOM behavior has been found to be a robust

indicator of brand commitment [14, 15]. With respect to

CAM use, WOM behavior has mainly been examined as

a source of CAM information that people draw upon

when deciding whether or not to use a particular CAM

modality. For example, a number of studies suggest that

social relationships are a valued and common source of

information in the decision to use CAM [2, 16, 17].

Bringing together this evidence with theory and research

on brand commitment, we propose that those who serve

as a source of CAM information for family and friends

interested in trying CAM do so because they are com-

mitted to using CAM as form of health-care and are

therefore happy to share their CAM experiences and

knowledge.

Figure 1 outlines the new model of CAM commitment

and the utilitarian and symbolic values that are involved.

The utilitarian and symbolic values proposed to underlie

the route to CAM commitment are consistent with Lup-

ton’s [18] proposition that health care decisions are not

simply a rational response to perceived need, and that

health care has not only “use” or practical value but also

abstract or symbolic value. Empirical evidence supports

the notion that utilitarian values are important precursors

of CAM commitment. For example, trust in the provider

is linked to continued CAM use [4, 19], and trust in CAM

treatments as a treatment option motivates use [20].

Other positive physical, emotional, and behavioral out-

comes from CAM treatment may play a role in commit-

ment [4], even if such outcomes are not anticipated.

When expected, they may reinforce patients’ decision to

use CAM and enhance satisfaction [4]. With respect to

symbolic values, a perceived congruency or “fit” between

an individual’s belief system and that of CAM can be an

important motivator of CAM use [2, 3, 5, 10]. Support for

this idea also comes from a systematic review of beliefs as-

sociated with CAM use, which found that beliefs about
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control and participation, a holistic view of health, and a

desire for natural, non-invasive treatments, predict CAM

use after controlling for demographic and clinical vari-

ables [21]. In the new model CAM commitment is dem-

onstrated through both behavioral and psychological

components, which are linked. The behavioral component

of CAM commitment includes the breadth and frequency

of CAM use as suggested by other researchers [7, 8], dis-

closure of CAM to other health care professionals as

noted in previous research with this model [22], adher-

ence to CAM recommendations, and CAM WOM behav-

ior, a concept that has not been previously examined with

respect to continued use of CAM. Because behavioral in-

tentions are a known predictor of future behavior [23], the

psychological component includes intentions for future

CAM use as well as a willingness to spend out of pocket

for CAM, and perceiving oneself as a CAM user.

A preliminary test of portions of this model focusing on

one behavioral component of CAM commitment, CAM

disclosure, provides some support for the proposed role of

utilitarian and symbolic values in commitment to CAM.

Across student and community adult general medical

samples, specific utilitarian and symbolic values were sig-

nificantly associated with disclosure of CAM use to con-

ventional medicine general practitioners and specialists

[22]. Though promising, this previous work examined

only one behavioral component of CAM commitment

suggested by the CAM Consumer Commitment model,

and select values rather than a more comprehensive range

of perceptions of fit with CAM.

The current research

Although previous research indicates that the symbolic

and utilitarian values identified in the new CAM

commitment model may each be linked to CAM use

separately, they have not been tested collectively or as

part of a more comprehensive theoretical framework

specifically examining different dimensions of CAM

commitment. The aim of the present research was there-

fore to provide a more complete test of the new model

of CAM consumer commitment. Specifically, we posited

that select utilitarian and symbolic values would be asso-

ciated with a set of behavioral and psychological markers

of commitment to CAM.

We chose a select number of variables from the CAM

consumer model that had not been extensively tested with

respect to continued CAM use. Previous work on contin-

ued CAM use has tested and found support for two of the

behavioral markers of commitment to CAM suggested by

the CAM consumer commitment model, frequency and

breadth of CAM use [3, 8], and disclosure of CAM use

[22]. Word of mouth behavior (WOM) was chosen as the

behavioral marker of CAM commitment as it has received

little or no attention with respect to continued CAM use

in previous research. We chose identifying oneself as a

CAM user, and intentions to use CAM in the future as

the psychological markers of CAM commitment to exam-

ine. To the best of our knowledge neither variable has

been investigated with respect to continued CAM use. As

discussed previously, there are strong theoretical reasons

for expecting each to reflect the psychological commit-

ment to CAM. We chose trust in the effectiveness of

CAM as the utilitarian value to examine as it was decided

to be the best marker of this model component. For ex-

ample, trusting CAM implies having had previous positive

experiences and satisfaction with CAM, two indicators of

CAM commitment dimensions from the model that have

been associated with long-term CAM use in previous

Fig. 1 CAM Consumer Commitment Model
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research [22]. For the symbolic values we chose four per-

ceptions of “fit” with CAM linked to CAM use by previ-

ous research: emphasis on whole person treatment

identified by previous research: having an active role in

treatment decisions, valuing being treated as an equal

partner in health-care decisions, and holistic/natural

health beliefs [3].

Method

Participants and procedure

Following clearance from the University of Windsor Re-

search Ethics Board, a sample of undergraduate students

was recruited to participate in a study on health behav-

iors and beliefs. All procedures followed were in accord-

ance with the ethical standards of the responsible

committee on human experimentation (institutional and

national) and with the Helsinki Declaration of 1975, as

revised in 2000. Informed consent was obtained from all

participants included in the study. Participants were re-

cruited in the Fall of 2008 from the University of Wind-

sor, a mid-sized university in Southwestern Ontario,

Canada via notices placed on a university participant

pool web page. The study notices provided a link to a

dedicated web page that directed participants to the on-

line survey housed on a secure university server. Partici-

pants indicated their consent to participate in the study

by clicking an “I agree” button on the online consent

form and were given course research credit for their par-

ticipation. The study notice was posted for the Fall se-

mester with the aim to recruit as many participants as

possible from the participant pool during this time

frame.

Measures

Participants completed an online survey that included

questions about demographic information and their

CAM use in the previous 6 months, and measures of

utilitarian and symbolic values for CAM commitment,

as well as three indicators of CAM commitment sug-

gested by the new model.

CAM use

Participants were asked if they were currently using

provider-based CAM, and if so they reported whether

they had ever visited any of the CAM providers listed.

CAM providers included commonly used modalities

from the manipulative and body based practices (chiro-

practic, massage therapy, reflexology), energy medicine

(acupuncture, reiki), and whole medical systems (hom-

eopathy, naturopathy, Traditional Chinese medicine,

Ayurvedic Medicine), as classified by NCCIH [24] and

the Cochrane group CAM classification [25]. Three

spaces were also provided for participants to check and

list any other provider-based CAM they had used, with

examples given (aroma therapy, biofeedback, yoga, etc.).

They were also asked if they had ever used any other

CAM on their own, i.e., without the assistance of a

health-care provider, with the examples of yoga, medita-

tion, herbal remedies or other natural health products

given. To obtain a more complete profile of the partici-

pants’ CAM use, participants also reported whether they

used CAM regularly, occasionally, rarely or not at all.

This CAM use checklist has been used previously in

other CAM research [22].

Utilitarian values

Trust in CAM was assessed with the single item “I trust

that complementary/alternative medicine will be effect-

ive for my needs.” Participants rated their agreement

with this statement on a 6-point Likert-type scale ran-

ging from 1 (Strongly disagree) to 6 (Strongly agree). This

item has been used in previous research to assess the be-

liefs associated with CAM use [2, 6].

Symbolic values

The different dimensions of symbolic values for CAM

use were assessed with four items from previous re-

search on motivations for CAM use, which have demon-

strated good concurrent validity with other meaning

related CAM motivations, and good predictive validity

of the degree of CAM use [2, 3, 6]. The statements in-

cluded “I believe that complementary/alternative medi-

cine allows me to take a more active role in maintaining

my health”, “I value the emphasis that complementary/

alternative medicine places on treating the whole per-

son”, “I value the way that complementary/alternative

medicine practitioners treat me as an equal partner in

managing my health”, and “I prefer taking a natural ap-

proach to health and healing”. Participants were asked

to rate their agreement with each statement on a 6-point

Likert-type scale ranging from 1 (Strongly disagree) to 6

(Strongly agree), specifically with respect to their reasons

for using CAM. An overall symbolic CAM values scale

was created from these items by taking the mean score

of the 4 items. The internal consistency was good, with a

Cronbach alpha of .84.

Commitment to CAM

Two different aspects of the psychological component of

commitment to CAM were assessed. Intentions to use

any form of CAM in the future were assessed on a 9-

point scale ranging from 1(Not at all likely to use again)

to 9 (Extremely likely to use again). Perceptions of being

an ongoing CAM consumer were assessed with the sin-

gle item “Using complementary/alternative medicine is

part of my lifestyle” that was rated on a 6-point Likert-

type scale ranging from 1 (Strongly disagree) to 6

(Strongly agree). Both items were created for the current
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study to assess aspects of CAM commitment as sug-

gested by the CAM consumer model.

The behavioral component of commitment to CAM

was assessed with two items focused on both past and

future word of mouth (WOM) behavior created for the

current study and informed by past research on CAM

decision information sources [2, 16]. Participants were

asked to respond to the question “How often in the past

3 months have you recommended complementary/alter-

native medicine to other people you know (e.g., friends,

family, co-workers)?” on a 4-point scale ranging from 1

(never) to 4 (very often). They also rated the question

“How likely are you to recommend complementary/al-

ternative medicine to other people (e.g., friends, family,

co-workers)?” on a 9-point scale ranging from 1 (Not at

all likely to recommend) to 9 (Extremely likely to recom-

mend). Because the 2 items were on different rating

scales, the scores for the 2 items were first standardized

by taking a z-score, and then averaged to create a WOM

index. The two standardized scores for each item were

significantly correlated, r = .62, p < .000.

Data analyses

Data were first screened and duplicates and surveys that

were missing 20 % or more of the required responses were

excluded from the analyses. Respondents were classified as

non-CAM users or CAM users, based on 1) whether they

considered themselves current CAM users, and 2) their use

of provider-based CAM in the previous 6 months.

After testing the distribution of the model variables for

meeting the assumptions of normality, correlational ana-

lyses were conducted among the measures of symbolic

and utilitarian values, and the CAM commitment indi-

cators for descriptive purposes. To determine the col-

lective and independent contributions of the utilitarian

and symbolic values to the three CAM commitment di-

mensions, a series of hierarchical multiple regressions

were conducted. In all analyses, demographic variables

(age, sex) were entered in the first step, and the pre-

dictor variables (symbolic and utilitarian values) in the

next step, as previous research has demonstrated that

CAM users tend to female [26–29], middle-aged [30],

and that CAM use for men and women varies as a func-

tion of age [31]. Although empirical investigations also

indicate that CAM users are highly educated [28, 32,

33], education was not entered as a covariate as the par-

ticipants all had some level of university education. Sig-

nificance level was set at p < 0.05, and all analyses were

conducted with SPSS version 21.

Results

Participant characteristics

A total of 359 participants completed the survey. Of

these, 44 % (N = 159; Mean age = 21.9, SD = 5.02)

reported CAM use in the previous 6 months and there-

fore were selected as the sample analysed for the current

research. The majority of the participants were female

(88.7 %) employed part-time or not at all, and had at

least some university education.

CAM use

Participants (40.9 %) indicated that they used CAM oc-

casionally, rarely (39.6 %), or regularly (19.5 %). Figure 2

presents an overview of the types of CAM used in the

sample. Although all participants had used some form of

provider-based CAM in the previous 6 months, the ma-

jority of the sample had also used a self-care CAM, with

yoga and herbalism being the most reported types. Mas-

sage therapy was the most commonly used provider de-

livered CAM, followed by chiropractic, naturopathy,

Traditional Chinese medicine, other CAMs, and

acupuncture.

Testing the CAM consumer commitment model

All model variables met the assumptions for normality.

Table 1 presents the bivariate correlations among the

CAM Consumer Commitment Model variables. The

utilitarian and symbolic value variables were positively

correlated with each other as well as with each of the

three CAM commitment dimensions. The three CAM

commitment variables were in turn positively correlated

with each other. On average, participants reported a

moderately high degree of intentions to continue CAM

use in the future.

The hierarchical regression analyses revealed that the

utilitarian values variable (trust in CAM), and symbolic

values each explained a unique and substantial propor-

tion of the variance in the three dimensions of CAM

commitment (see Table 2), after controlling for the two

demographic variables. Together the utilitarian and sym-

bolic values accounted for an additional 44 % of the vari-

ance in intentions to continue to use CAM, 53 % of the

variance in perceptions of being a CAM consumer, and

35 % of the variance in word of mouth beh24avior.

Among the demographic variables entered in to the re-

gression models, only age was significant, but only for

the CAM consumer self-perceptions regression model.

Discussion

The aim of the current study was to provide a compre-

hensive test of a new model of CAM consumer commit-

ment that builds on principles from consumer

psychology. The analyses provided support for this new

model by finding that utilitarian and symbolic values

were each significantly associated with intentions to use

CAM in the future, self-perceptions of being a CAM

consumer, and word of mouth (WOM) behavior. Im-

portantly, each of the proposed consumer values
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explained unique and substantial variance in the three

markers of commitment to CAM over the effects of

demographic variables.

Whereas previous research has conceptualized and ex-

amined commitment to CAM in terms of the frequency

and breadth of CAM use [3, 7, 8], this is the first study

to view commitment to CAM as a psychological state

with behavioral indicators and find supportive evidence

for the role of consumer values for explaining why some

individuals may continue to use CAM as part of their

health-care repertoire. Specifically, we found that trust-

ing in the effectiveness in CAM, and perceiving a fit

between one’s own values for health-care and CAM were

associated with both psychological and behavioral indi-

cators of commitment to CAM use. Although the cor-

relational analyses revealed that these utilitarian and

symbolic values were significantly related to each other,

regression analyses supported their unique contribution

to CAM commitment by finding that each accounted

for significant variance in the markers of CAM commit-

ment. This consistency in the associations with the

CAM commitment variables (betas ranging from .25 to

.47 across all models) further supports the importance of

both of these values for understanding the different di-

mensions of CAM commitment in the new model. This

is also the first study to identify WOM behavior as an

important indicator of commitment to CAM, rather

than simply as a source of CAM information. A corol-

lary to this is that CAM commitment is multidimen-

sional and may be best captured by assessing both

psychological and more indirect behavioral indicators

such as WOM behavior, rather than simply by examin-

ing CAM usage patterns. This finding is also consistent

with sociological understandings of peoples’ commit-

ment to CAM, which highlights the emergence of a new

value system that is congruent with the philosophical

underpinnings of CAM [11], and that CAM users are

Fig. 2 Percentage of participants who used each form of complementary and alternative medicine (CAM)

Table 1 Bivariate Correlations Among the CAM Consumer

Commitment Model Variables (N = 159)

Variable 1 2 3 4 5

1. Utilitarian values (trust in CAM) —

2. Symbolic values .73** —

3. Continued CAM use intentions .65** .61** —

4. CAM consumer self-perceptions .67** .69** .64** —

5. WOM behavior index .54** .55** .70** .57** —

Mean 4.25 4.37 7.10 3.94 0.00

Standard deviation 1.14 1.01 1.81 1.32 0.90

Note: WOM word of mouth behavior; **p < .001
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consumers of health care who are characterized by indi-

vidual autonomy, responsibility, and values and acting in

rather complex markets of health care [34].

This research makes an important contribution to pre-

vious theoretically driven research on the reasons and

factors associated with CAM use that has mainly used

the socio-behavioral model (SBM) [35] to understand

motivations for CAM use [3, 9, 36]. Although the SBM

provides a general guide for delineating the sequence of

factors (predisposing, enabling, and need) that may re-

sult in a decision to use CAM, it does not sufficiently ac-

count for factors involved in the development of

enduring motivations to use CAM. Moreover, the focus

of the SBM is understanding utilization of health care

rather than the development of commitment, a psycho-

logical state proposed to motivate continued use of

CAM. The new CAM Consumer Commitment model

therefore takes CAM use research into a new area by

providing researchers and practitioners with a concep-

tual framework for understanding why people continue

to use CAM, and suggesting the routes through which a

state of commitment to CAM use may develop.

Limitations and strengths

Although novel, the findings from the current study

should be considered in the context of several limita-

tions. The cross-sectional nature of the study precludes

making any conclusions about causality, and therefore

replication using more sophisticated methodology is ne-

cessary to confirm the proposed relationships among the

new CAM commitment model variables suggested by

the current findings. Longitudinal work following a

group of new CAM consumers over time would provide

a more rigorous test of the findings suggested by the

current study, as well as address the issue of reciprocal

causality between continued use and CAM-related

values suggested by the model. However, qualitative

work examining the motives of committed and non-

committed CAM consumers would also provide further

validation of the proposed relationships among health-

care beliefs and CAM commitment from the new model.

The findings will also need to be tested with other sam-

ples, as the student sample may not be representative of

other CAM consumer samples. Although other research

has demonstrated that the factors associated with CAM

use among students tend to mirror those from more

representative samples [22], the out-of-pocket costs of

most CAM therapies and practitioners may make CAM

less affordable for this population. Nonetheless, the pre-

vious test using the CAM commitment model as a guid-

ing conceptual lens in both student and community

adult samples found that the utilitarian and symbolic

factors associated with a behavior related to CAM com-

mitment (i.e., CAM disclosure) in the student sample,

were comparable to those in the community adult sam-

ple [22], suggesting that potential financial barriers asso-

ciated with CAM use may not necessarily influence the

reasons for continued CAM use suggested by the CAM

commitment model. Although the study sample had

used provider-based CAM in the previous 6 months,

self-care CAM such as yoga was also used by a majority

of the sample in addition to provider-based CAM, with

more mainstream CAMs as the most commonly used

provider-based CAMs. Replication of these findings with

larger and more diverse samples of CAM consumers is

necessary to more fully evaluate their generalizability

and to assess the possible boundary conditions of the

new model of commitment to CAM.

Future research with the CAM consumer commitment

model would also benefit from taking a sophisticated stat-

istical approach, such as structural equation modelling, to

provide a more comprehensive test of the interrelations

between the latent constructs suggested by the model.

Using this approach would also permit a simultaneous test

Table 2 Hierarchical Regression Analyses Testing the Contribution of Utilitarian and Symbolic Values to Dimensions of the CAM

Consumer Commitment Model (N = 159)

Outcome Continued CAM use intentions CAM consumer self-perceptions WOM behavior index

Predictor Step 1 β Step 2 β Step 1 β Step 2 β Step 1 β Step 2 β

Age .16 .11 .18** .15** .15 .13

Gender .05 .02 .02 -.04 .03 -.01

Utilitarian values (trust in CAM) — .47** — .35** — .33**

Symbolic values — .25** — .44** — .31**

Step 1 Step 2 Step 1 Step 2 Step 1 Step 2

R
2 .03 .47 .03 .57 .02 .37

F 2.06 31.89** 2.53 47.22** 1.69 21.11**

Δ R
2 .03 .44 .03 .53 .02 .35

Δ F 2.06 60.04** 2.53 88.89** 1.69 39.64**

Note: The degrees of freedom (df) for the F value vary according to the number of predictors entered in each step: two predictors, first step, df = (2, 287); second

step with four predictors, df = (4, 280); ** p < .01
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of all the model variables, which collectively could account

for greater variance in commitment to CAM than what

was found in the current study.

Despite these limitations, the current study has a num-

ber of strengths worth noting. The student sample was

recruited through a formal and secure participant pool,

which increases the generalizability to other similar

student populations that traditionally participate for

bonus points. Including a variety of both provider-based

and self-care CAM consumers also increases the

generalizability of the findings across different CAM

modalities. It could be argued that the shift towards in-

tegrating CAM therapies into conventional care in re-

cent years could influence the unique branding of CAM

and thus the relevance of this model. However, the the-

oretical backgrounds and philosophies of healing that

characterize many CAM modalities are distinct from

those of conventional medical care and thus justify a

branding of CAM as a unique health-care option even

when offered within the context of conventional care.

Thus, the introduction and testing of a new conceptual

model of consumer commitment to CAM use makes an

important contribution to the research on CAM use pat-

terns by providing a framework to guide future research

on the values that may contribute to the development of

commitment to CAM use over time.

From the perspective of policy and practice, this new

framework has the potential to explain current health-

care decisions and predict people’s future decision-

making. The Consumer Commitment to CAM model

provides more systematic and specific knowledge on

CAM related health behavior and decision-making that

can be applied to different groups of healthcare users

than current available models. Such knowledge may be

useful information both in practitioner-patient commu-

nication in clinical encounters to increase understanding

of who may be more or less likely to adhere to CAM

treatment recommendations, and to policy-makers in

their development of future patient-centered, seamless

and targeted public health care programs [37, 38].

Conclusions

By testing a new model of Consumer Commitment to

CAM as a psychological state with behavioral indicators,

this study contributes new knowledge to the research on

CAM use patterns relevant to researchers and health

policy makers in complex health societies. Trusting in

the effectiveness in CAM, and perceiving a fit between

one’s own values for health-care and CAM seems to be

associated with both psychological and behavioral indi-

cators of commitment to CAM use. This may have im-

portant implications for other aspects of commitment to

CAM including CAM adherence and willingness to pay

out-of-pocket for CAM services and products. The

CAM Consumer Commitment Model, therefore, war-

rants further validation and testing in large-scale studies

to better understand its potential application and value

for policy and practice.

Abbreviations

CAM: Complementary and alternative medicine; WOM: Word-of-mouth;

NCCIH: National Center for Complementary and Integrative Health;

SBM: Socio-behavioral model.

Competing interests

The authors declare that they have no competing interests.

Authors’ contributions

FS conceived the study, performed the initial and final analyses and drafted

the manuscript. FS, AS and AEK conceived the research questions, helped

draft the manuscript and reviewed subsequent versions. All authors read and

approved the final manuscript.

Acknowledgements

No external funding was involved.

Author details
1Department of Psychology, University of Sheffield, Sheffield, UK.
2Department of Psychology, University of Windsor, Windsor, Canada.
3National Research Center in Complementary and Alternative Medicine,

Department of Community Medicine, UiT the Arctic University of Norway,

Tromsø, Norway.

Received: 22 October 2015 Accepted: 16 February 2016

References

1. (IOM) Institute of Medicine. Complementary and alternative medicine in the

United States. 2005.

2. Sirois FM, Purc-Stephenson R. Consumer decision factors for initial and

long-term use of complementary and alternative medicine. Complement

Health Pract Rev. 2008;3(1):3–20.

3. Sirois FM, Gick ML. An investigation of the health beliefs and motivations of

complementary medicine clients. Soc Sci Med. 2002;55(6):1025–37.

4. Luff D, Thomas KJ. ‘Getting somewhere’, feeling cared for: patients’

perspectives on complementary therapies in the NHS. Complement Ther

Med. 2000;8(4):253–9.

5. Vincent C, Furnham A. Why do patients turn to complementary medicine?

An empirical study. Brit J Clin Psychol. 1996;35:37–48.

6. Sirois FM. Motivations for consulting complementary and alternative

medicine practitioners: a comparison of consumers from 1997-8 and 2005.

BMC Complement Altern Med. 2008;8:16.

7. Shumay DM, Maskarinec G, Gotay CC, Heiby EM, Kakai H. Determinants of

the degree of complementary and alternative medicine use among patients

with cancer. J Altern Complement Med. 2002;8:661–71.

8. Balneaves LG, Bottorff JL, Hislop TG, Herbert C. Levels of commitment:

exploring complementary therapy use by women with breast cancer.

J Altern Complement Med. 2006;12:459–66.

9. Upchurch DM, Burke A, Dye C, Chyu L, Kusunoki Y, Greendale GA. A

sociobehavioral model of acupuncture use, patterns, and satisfaction

among women in the United States, 2002. Womens Health Issues. 2008;

18(1):62–71.

10. Sirois FM, Purc-Stephenson R. Personality and consultations with

complementary and alternative medicine practitioners: a five factor model

investigation of degree of use and motives. J Altern Complement Med.

2008;14(9):1151–8.

11. Siapush M. Postmodern values, dissatisfaction with conventional medicine

and popularity of alternative therapies. J Sociol. 1998;34(1):58–70.

12. Wang G. Attitudinal correlates of brand commitment: an empirical study.

J Relat Mark. 2002;1(2):57–76.

13. Jing Z, Bloemer JMM. The impact of value congruence on consumer-service

brand relationships. J Serv Res. 2008;11(2):161–78.

Sirois et al. BMC Complementary and Alternative Medicine  (2016) 16:75 Page 8 of 9



14. Brown TJ, Barry TE, Dacin PA, Gunst RF. Spreading the word: Investigating

antecedents of consumers’ positive word-of-mouth intentions and

behaviors in a retailing context. J Acad Mark Sci. 2005;33(2):123–38.

15. Harrison-Walker J. The measurement of word-of-mouth communication and

an investigation of service quality and customer commitment as potential

antecedents. J Serv Res. 2001;4(1):60–75.

16. Caspi O, Koithan M, Criddle MW. Alternative medicine or “alternative”

patients: a qualitative study of patient-oriented decision-making processes

with respect to complementary and alternative medicine. Med Decis

Making. 2004;24(1):64–79.

17. Robinson A, Chesters J, Cooper S. People’s choice: complementary and

alternative medicine modalities. Complement Health Pract Rev.

2007;12(2):99–119.

18. Lupton D. Consumerism, reflexivity and the medical encounter. Soc Sci

Med. 1997;45(3):373–81.

19. Richardson J. What patients expect from complementary therapy: a

qualitative study. Am J Public Health. 2004;94(6):1049–53.

20. Rao JK, Arick R, Mihaliak K, Weinberger M. Using focus groups to

understand arthritis patients’ perceptions about unconventional therapy.

Arthritis Care Res. 1998;11(4):253–60.

21. Bishop FL, Yardley L, Lewith GT. A systematic review of beliefs involved in

the use of complementary and alternative medicine. J Health Psychol.

2007;12(6):851–67.

22. Sirois FM. Looking beyond the barriers: practical and symbolic factors

associated with disclosure of complementary and alternative medicine

(CAM) use. Eur J Integr Med. 2014;6(5):545–51.

23. Ajzen I. Models of human social behavior and their application to health

psychology. Psychol Health. 1998;13(4):735–9.

24. Mind and body practices [http://nccam.nih.gov/health/mindbody]. Accessed

April 24, 2015

25. Wieland LS, Manheimer E, Berman BM. Development and classification of an

operational definition of complementary and alternative medicine for the

Cochrane collaboration. Altern Ther Health Med. 2011;17(2):50–9.

26. Koloski NA, Talley NJ, Huskic SS, Boyce PM. Predictors of conventional and

alternative health care seeking for irritable bowel syndrome and functional

dyspepsia. Aliment Pharmacol Ther. 2003;17:841–51.

27. Tindle HA, Wolsko P, Davis RB, Eisenberg DM, Phillips RS, McCarthy EP.

Factors associated with the use of mind body therapies among United

States adults with musculoskeletal pain. Complement Ther Med.

2005;13:155–64.

28. Foltz V, St Pierre Y, Rozenberg S, Rossignol M, Bourgeois P, Joseph L, et al.

Use of complementary and alternative therapies by patients with self-

reported chronic back pain: a nationwide survey in Canada. Joint Bone

Spine. 2005;72(6):571–7.

29. Barnes PM, Powell-Griner E, McFann K, Nahin RL. Complementary and

alternative medicine use among adults: United States, 2002. Adv Data.

2004;343:1–19.

30. Bishop FL, Lewith GT. Who uses CAM? A narrative review of demographic

characteristics and health factors associated with CAM use. Evid Based

Complement Alternat Med. 2010;7(1):11–28.

31. Kristoffersen A, Stub T, Salamonsen A, Musial F, Hamberg K. Gender

differences in prevalence and associations for use of CAM in a large

population study. BMC Complement Altern Med. 2014;14(1):463.

32. Astin JA. Why patients use alternative medicine: results of a national study.

JAMA. 1998;279(19):1548–53.

33. Fautrel B, Adam V, St-Pierre Y, Joseph L, Clarke AE, Penrod JR. Use of

complementary and alternative therapies by patients self-reporting arthritis

or rheumatism: results from a nationwide Canadian survey. J Rheumatol.

2002;29(11):2435–41.

34. Salamonsen A. Boundary walkers. The use of complementary and

alternative medicine in a Scandinavian health care context. In: NAFKAM

writing series. Tromsø: The Arctic University of Norway; 2013.

35. Andersen R, Newman JF. Societal and individual determinants of medical

care utilization in the United States. Milbank Mem Fund Q. 1973;51:95–124.

36. Kelner M, Wellman B. Health care and consumer choice: medical and

alternative therapies. Soc Sci Med. 1997;45(2):203–12.

37. Coulter A, Ellis J. Effectiveness of strategies for informing, educating, and

involving patients. Br Med J. 2007;335:244.

38. Wensing M, Wollersheim H, Grol R. Organizational interventions to

implement improvements in patient care: a structured review of reviews.

Implement Sci. 2006;1(1):2.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Sirois et al. BMC Complementary and Alternative Medicine  (2016) 16:75 Page 9 of 9

http://nccam.nih.gov/health/mindbody

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	A new model of commitment to CAM
	The current research

	Method
	Participants and procedure
	Measures
	CAM use
	Utilitarian values
	Symbolic values
	Commitment to CAM

	Data analyses

	Results
	Participant characteristics
	CAM use
	Testing the CAM consumer commitment model

	Discussion
	Limitations and strengths

	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

