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According to the National Health Statistics Report roughly 40% of U.S. adults 

have used some form of complementary and alternative medicine (CAM).  Not only is 

CAM used to promote overall wellbeing it is also used to help treat conditions. CAM is 

used to treat back and joint pain, the common cold, anxiety/depression, indigestion, and 

sleep disturbances.  In addition to the growing popularity of CAM, it is reported that the 

U.S. population spent $36 to $46 billion on CAM and that roughly $12.2 billion of that 

was paid for out-of-pocket.  

 Education, household income, sex, race/ethnicity, health status, and age are all 

suggested determinants of CAM use by the literature.  It is also suggested that 

university settings are great means for health-promotion programs due to the diverse 

population of students, faculty, and staff.  Additionally more research on CAM related 

worksite health-promotion programs have demonstrated greater efficiency at the 

workplace while promoting healthy behaviors to the individual employee.  With the 

growing demand of CAM and an increase in worksite health promotion programs 



 

14 

relating to CAM, a university setting, which consists of diverse populations, is a great 

location for CAM specific health promotion programs.  

 This study explored both the determinants of CAM while using the Behavioral 

Intention Model (BIM) to predict future CAM use. In comparing group means of CAM 

use Cronbach’s alpha and p-values were calculated to determine significance.  Of all 

the variables tested (education, household income, sex, race/ethnicity, health status, 

and age) only sex was significant.  Additionally, in testing the BIM both p-values, 

correlation coefficients, and F-statistic were used to confirm significance.  

 Results from this study confirm that sex is a determinant of CAM use and that the 

BIM can be used to predict future behavior.  Over 86.4% of the respondents indicating 

they have used some form of CAM, which is far higher than the national average.  

These findings suggest that this population is receptive to engaging in CAM 

opportunities.  Lastly, this university setting would be a great setting for CAM related 

worksite health-promotion programs.  
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CHAPTER 1 
INTRODUCTION 

According to the National Center for Complementary and Alternative Medicine 

(NCCAM), Complementary and Alternative Medicine (CAM) is “A group of diverse 

medical and health care systems, practices, and products that are not presently 

considered to be part of conventional medicine” (2011, What is Complementary and 

Alternative Medicine, paragraph 1).  Complementary medicine is used in conjunction 

with conventional medicine, whereas alternative medicine is used in lieu for 

conventional medicine.  As CAM therapies are being integrated with conventional 

medicine, an evolution of their boundaries are merging (NCCAM, 2013).  

According to surveys done in 2004 and 2007, roughly four of ten US adults used 

some form of CAM.  The most common reasons people turn to CAM, according to 

Barnes, Powell-Griner, Division of Health Interview Statistics (DHIS), McFann, Nahin, 

NCCAM, & NIH, (2004) was to help with arthritis, back pain, colds, joint pain, and neck 

pain.  The next set of reasons the US population is turning to CAM is to relieve 

anxiety/depression, headaches, indigestion, and sleep disturbances.  CAM is gaining 

popularity among the US population, this was determined by the Center for Disease 

Control and Prevention’s (CDC) Division of Health Interview Statistics evaluating the 

use of CAM among US adults (Barnes, Powell-Griner, McFann, & Nahin, 2004) and 

then again in a follow-up survey conducted in 2007 (Barnes, Bloom, DHIS, National 

Center for Health Statistics, Nahin, & NCCAM, 2007) yielding support for the growing 

increase of CAM use. Barnes et al. (2004) found that older adults (those 30 years of 

age and older) were more likely, than younger adults to use CAM.  The National Health 

Statistics Report (2008, pg.6) also found that “While the prevalence of many individual 
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therapies was similar between 2002 and 2007, acupuncture, deep breathing exercises, 

massage therapy, meditation, naturopathy, and yoga showed significant increases.” 

The National Health Statistics Report (NHSR) by Barnes et al. (2004) additionally 

explored whether and why participants used some variations of CAM. Roughly 75% of 

the adult population reported using CAM (including prayer and megavitamins) within the 

last 12 months, but when researchers excluded prayer and megavitamin intake, the 

percentage dropped to approximately 40%.  Excluding prayer and megavitamin 

consumption, chiropractic care and acupuncture were the most commonly used 

modalities of CAM.  Also, most individuals using CAM therapies are using them in 

conjunction with conventional medicine, rather than in place of it.  Another study, by 

Eisenberg et al. (2001), discovered that as many as 80% of those engaging in CAM 

practices think the synergistic effects it has with conventional medicine are far greater 

than the individual effects of one or the other independently.  Lastly, another 

explanation for the rise in CAM is suggested to be attributed by growing dissatisfaction 

with conventional medicine and belief that it is too expensive, ineffective, and disease-

centered rather than patient-centered (Astin, 1998). 

The increasing dissatisfaction of conventional medicine also comes with a high 

price.  Americans are spending a substantial amount of money on CAM therapies and 

treatments.  For example, the Barnes et al. (2004) and Eisenberg et al. (1998) 

estimated that overall the US population spent roughly $36 to $46 billion on CAM and of 

that at least $12.2 billion was paid out-of-pocket.  US adults spent the majority of this 

money on acupuncture, chiropractic care, and massage therapy.  In 2007, Nahin et al. 

forecasted the out-of-pocket CAM expenditures to increase to $33.9 billion among 

Americans.  Although many of the costs were associated with visiting practitioners of 
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body-based therapies and manipulation therapies (such as acupuncture, chiropractic, 

and massage), 44% of total CAM expenditures were on vitamins, minerals, and other 

herbal/biologically based supplements.  With so much money being spent on CAM, an 

office was needed to maintain information for health consumer, healthcare providers, 

and Health Education Specialists.   

In response to the growing U.S. acceptance and use of CAM, the National 

Institute of Health (NIH) created the Office of Alternative Medicine (OAM) in 1992.  The 

purpose of the OAM is to serve as an information clearinghouse, to support research 

and educational programs for health care providers, and to guide evaluations of 

alternative therapies.  The White House Commission on Complementary and 

Alternative Medicine Policy (WHCCAMP) was created in 2000 (White House 

Commission on Complementary and Alternative Medicine Policy, 2002).   In 1998 the 

OAM was elevated to Center status and the National Center for Complementary and 

Alternative Medicine (NCCAM) was established.  The NCCAM is responsible for 

providing reliable information on CAM, serving as a source for research initiatives, 

policy development, making recommendations for use, and locating practitioners.   

NCCAM originally divided CAM into 5 subdivisions: biologically based practices, 

energy medicine, manipulative and body based-practices, mind-body medicine, and the 

whole medical system.  It has since been reduced to three divisions: natural products, 

mind-body medicine, and other complementary approaches.  Establishing this Center is 

one step toward bridging the gap between knowledge and CAM usage and meeting the 

growing demand for CAM therapies.  Having a better idea of trends in CAM usage will 

help health education policymakers determine what other resources are needed to 

provide the US population with adequate education about CAM so they are informed 
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consumers of the non-conventional therapies.  In an effort to bridge the gap of the 

unknown to evidence-based science, NCCAM initiated their Third Strategic Plan 2011-

2015 to establish priorities for future CAM research with the following strategic 

objectives:  

1. Advance research in mind body interventions, practices, and disciplines. 

2. Advance research on CAM natural products 

3. Increase understanding of “real-world” patterns and outcomes of CAM use and 
its integration into health care and health promotion 

4. Improve the capacity of the field to carry out rigorous research 

5. Develop and disseminate objective, evidence-based information on CAM 
interventions 

 
In addition to the growing research on CAM and increasing use of CAM, 

researchers are now exploring how CAM can have a positive impact on workplace 

productivity.  According to Kristen (2010), “The health of employees is rapidly becoming 

a key business factor, both from a cost and from an asset perspective.”  Two main 

contributors to diminished workplace productivity levels are the aging population and 

more stress and unhealthy behaviors.  And although over 75% of US employers offer 

health-promotion programs, Kristen (2010) suggests that more worksite health 

promotion programs can be used to reduce sick leave and absenteeism.  Absence due 

to sickness imposes both direct (e.g., lost productivity) and indirect costs (e.g., higher 

health care cost) to employers (Goetzel, Long, Ozminkowski, Wang, & Lynch, 2004; 

Michie and Williams, 2003).  Therefore, absence due to sickness can be a tool for 

examining the economic return associated with workplace health promotion programs 

(Chapman, 2012).   
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Purpose of the Study 

The purpose of this study was to explore CAM use among university employees 

and determine which of the following factors are most highly correlated to the use of 

CAM: educational level, income, sex, race, or health status.  In addition to exploring the 

above factors the researcher aimed to predict future health behaviors (CAM use) by 

using the Behavioral Intention Model (BIM).  

Previous studies explored factors contributing to CAM use (such as educational 

level, income, health status, race/ethnicity, age, and sex).  The researcher sought to 

better understand the relationships among these factors and how to explain attitudes 

and subjective norms impact behaviors.  This tool will enable researchers to better 

forecast how increasing demand for holistic mind-body therapies will impact the US 

healthcare system.  It will also allow Health Education Specialists to create health 

promotion programs to meet consumer needs.  

Additionally, the literature suggested that the trend of Americans using CAM is 

increasing and will only continue to increase (Barnes, et al., 2008).  Therefore since it is 

also proven that one of the greatest predictors of CAM use is education and age, more 

effort should be made toward educating the college campus’ population of faculty and 

staff.  They are more likely to use CAM and they may benefit most from these 

complementary treatments.  Also, as they age, they are faced with increasing health 

concerns that can be mitigated or controlled with CAM.  When considering the need to 

fill the educational gap between CAM users and informed health consumers, Health 

Education Specialists can use results from the present study to create interventions and 

programs to meet the needs of these two populations.  Research also suggests (Barnes 

et al., 2004) that many CAM therapies have been proven to assist in a variety of health 
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benefits such as reducing allergy symptoms, anxiety, blood pressure, and chronic pain; 

improving concentration, managing diabetes, lowering heart rate, reducing stress, and 

assisting in overall wellness.  

Additionally, it is important to the health and wellness of the patient to maintain 

open communication with conventional medical practitioners, to ensure the safety of 

both treatment plans.  However, a study by Konefal (2002) determined that many 

conventional health providers (such as physicians) do not have adequate knowledge or 

preparedness to discuss CAM therapies with their patients.  Wetzel, Kaptchuk, 

Haramati, & Eisenberg (2003) said CAM topics should be more integrated into medical 

education to meet growing demands of CAM users.  Higher competency to discuss 

CAM with patients will ensure greater patient/physician disclosure, lest patients avoid 

disclosing CAM use or physicians have inadequate knowledge to answer the questions 

the patient may ask.  This rise in CAM requires physicians to increase their knowledge 

about CAM.  It is also imperative that health education specialists must also be trained 

to discuss CAM, especially since it can be used to prevent disease, promote wellness, 

and improve quality of life (Versnik, 2005).  Ultimately a person considering using CAM 

therapies should have all the resources needed to be an informed health consumer. 

Research Questions 

RQ1. Is there a relationship between participants’ educational level and CAM use? 

RQ2. Is there a relationship between participants’ household income and CAM use? 

RQ3. Is there a relationship between participant’s sex and CAM use? 

RQ4. Is there a relationship between participants’ race/ethnicity and CAM use? 

RQ5. Is there a relationship between participants’ health status and CAM use? 

RQ6. Is there a relationship between participants’ age and CAM use? 
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RQ7. Is attitude toward CAM use significant in explaining behavioral intent? 

RQ8. Are subjective norms significant in explaining behavioral intent? 

RQ9. Are attitude toward and subjective norms about CAM use jointly significant in 

explaining behavioral intent? 

Hypotheses 

Ho1.  There is no significant difference in the proportions of CAM users with 

differing educational levels in the population, where 

 π <8 the proportion of CAM users in the population with less than or equal to 8 
years of education  

 π <8+ the proportion of CAM users in the population with more than 8 years of 
education but did not complete high school  

 π =H the proportion of CAM users in the population who are high school graduates 
or have their GED 

 π =A the proportion of CAM users in the population who have an associate’s 
degree or professional license 

 π =B the proportion of CAM users in the population who have a bachelor’s degree  

 π =M the proportion of CAM users in the population who have a master’s degree  

 π =D the proportion of CAM users in the population who have a doctorate degree  

 π =P the proportion of CAM users in the population who have a professional 
degree.  

Ho: π <8 = π <H = π =H = π =A = π =B = π =M = π =D = π =P 

Ha: Not Ho 
 
Ho 2. There is no significant difference in the proportions of CAM users with differing 
household incomes in the population, where 
 

 π <20k the proportion of CAM users in the population with a household income 
less than $20,000 

 π =20k the proportion of CAM users in the population with a household income 
greater than or equal to $20,000 but less than $35,000  

 π =35k the proportion of CAM users in the population with a household income 
greater than or equal $35,001 but less than $50,000 
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 π =50k the proportion of CAM users in the population with a household income 
greater than or equal to $50,001 but less than $65,000 

 π =65k the proportion of CAM users in the population with a household income 
greater than or equal $65,001 but less than $80,000 

 π =80k the proportion of CAM users in the population with a household income 
greater than or equal to $80,001 but less than $95,000 

 π =95k the proportion of CAM users in the population with a household income 
greater than or equal to $95,000. 

Ho: π <20k = π =20k = π =35k = - π =50k = π =65k = π 80k = π 95k 

Ha: Not Ho 
 
Ho 3. There is no significant difference in the proportions of CAM users with differing 
sex in the population, where 
 

 π =Male the proportion of CAM users in the population who are male 

 π =Female the proportion of CAM users in the population who are female. 
 

Ho: Π=Male = Π=Female 

Ha: Not Ho 
 
Ho 4. There is no significant difference in the proportions of CAM users with differing 
race/ethnicities in the population, where  
 

 π =White  the proportion of CAM users in the population who are White/Caucasian 

 π =Black  the proportion of CAM users in the population who are Black/African 
American 

 π =Hispanic  the proportion of CAM users in the population who are Hispanic/Latino 

 π =Asian  the proportion of CAM users in the population who are Asian or Pacific 
Islander 

 π =Am the proportion of CAM users in the population who are American Indian or 
Alaskan Native 

 π =Other the proportion of CAM users in the population who are Other. 

Ho: π =White =  π =Black  = π =Hispanic = π =Am  = π =Other 

Ha: Not  
 
Ho 5. There is no significant difference in the proportion of CAM users with differing 
self-reported health status in the population, where 
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 π Excellent  the proportion of CAM users in the population who identified as being in 
excellent health 

 vVery good  the proportion of CAM users in the population who identified as being in 
very good health 

 π Fair  the proportion of CAM users in the population who identified as being in fair 
health 

 π Poor  the proportion of CAM users in the population who identified as being in 
poor health 

Ho: π =Excellent = π =Very Good = π =Fair = π =Poor 

Ha: Not Ho 
 
Ho 6. There is no significant difference in the proportion of CAM users of different 
age groups in the population, where 
 

 π =Agei…denotes the proportion of CAM users in the population who are in the ith 
age group where i=1,2,…,n 

Ho: π =Age1 = π =Age2 = π =Age3 = … = π =Age(n) 
Ha: Not Ho 
 
Ho 7. Attitude toward use of CAM is not a significant factor in determining participants’ 
behavioral intent to use CAM. Alternatively, H0: W0 =0, Ha: W0 ≠ 0 
 
Ho 8. Subjective norms toward the use of CAM is not a significant factor in 
determining participants’ behavioral intent to use CAM. Alternatively, H0: W1 =0, Ha: W1 
≠ 0 
 
Ho 9. Neither attitude toward CAM nor subjective norms about CAM contribute 
significantly to prediction of behavioral intent (BI) to use CAM.  Alternatively,   H0: W0 
=W1 = 0, Ha: at least one of the two parameters (W0, W1) is not equal to zero. 
 

Key Terms 

 ACUPUNCTURE.  This form of CAM is based on the premise that health can only 
be obtained by balance of energy (chi or qi), which is thought to be innate. This 
energy is constantly flowing throughout the body via meridians which are energy 
pathways. Acupuncture aims to stimulate the energy pathways by inserting of 
needles along the meridian pathways to restore the flow of energy and therefore 
health. 

 ADULT.  Individuals age 18 and older. 
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 ALTERNATIVE MEDICINE.  Non-mainstream approach to health used instead of or in 
addition to conventional medicine. 

 ALTERNATIVE PROVIDER OR PRACTITIONER.  A knowledgeable about alternative 
therapies who provides care. 

 ATTITUDES.  A person’s evaluation of the behavior can influence behavioral intent. 

 AYURVEDA.  A comprehensive system of medicine developed more than 5,000 
years ago in India, equally emphasizing body, mind, and spirit. The ultimate goal 
is to restore harmony of these three parts. Ayurvedic treatments may include: 
dietary changes, exercise, herbals, meditation, massage therapy, and yoga. 

 BEHAVIORAL INTENTION.  The perceived likelihood of performing a behavior. 
Behavioral intention the most important determinant of behavior. 

 BELIEFS.  An individual's belief about the consequences of a particular behavior. 

 BIOFEEDBACK.  A treatment method that trains clients to consciously regulate 
typically unconscious bodily functions (e.g., breathing, heart rate, blood 
pressure), using an electronic device, to improve health.  

 COMPLEMENTARY MEDICINE.  Uses non-mainstream techniques in conjunction with 
conventional medicine. 

 CHELATION THERAPY. The practice of injecting a binding (chelating) agent to 
remove and eliminate toxic metals and wastes from the bloodstream.  

 CHIROPRACTIC CARE.  Adjusting the spine and joints to elicit and activate the 
body’s nervous system and natural defense mechanisms to improve overall 
health and reduce pain.  

 DEEP BREATHING.  Slowly inhaling through the nose then slowly exhaling. The 
process is used to quite the mind and focus on breath.  

 ENERGY HEALING THERAPY/REIKI.  This treatment method helps the body heal itself 
by focusing on flow and healing energy. Healing energy is guided through the 
hands of a practitioner into the client’s body, in an effort to restore normal energy 
balance and health.  

 HEALTH BELIEF MODEL (HBM).  A psychological model for explaining and 
predicting health behaviors. 

 HEALTH STATUS (INDIVIDUAL).  The perception of one’s physical health, 
emotional/mental well-being, pain or discomfort, and overall view of one’s health.  

 HOMEOPATHY.   Also known as homeopathic medicine: is a system of medical 
practices based on the theory that any substance that can produce symptoms of 
disease or illness in a healthy person can also cure those symptoms in a sick 
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person. Remedies are derived from many sources such as minerals, metals, and 
plants.  

 HYPNOSIS.  An altered state of consciousness characterized by increased 
responsiveness to suggestions. The hypnotic state is attained by relaxing the 
body, then shifting the attention toward an object or idea suggested by the 
practitioner, to access levels of the mind, to promote positive changes in health 
behaviors. 

 MASSAGE. The practice of pressing, rubbing, manipulating muscles and soft 
tissues to promote relaxation and relieve pain. 

 MEDITATION.  This practice is the act of calming the mind and relaxing the body. 

 MIND-BODY MEDICINE.  Evaluates and looks at interaction among brain, body, 
mind, and behavior. Examples are acupuncture, deep breathing, chiropractic, 
massage, medication, and yoga. 

 MOTIVATION TO COMPLY.  The motivation to comply with referents about 
performing a behavior. 

 NATUROPATHY.  A system of medicine based on the theory that the body is a self-
regulating mechanism with an innate ability to maintain a health and wellness. 
Treatments may include herbal medicine, homeopathic treatment, massage, or 
dietary supplements. 

 NATURAL PRODUCTS.  Herbal medicine and botanicals, vitamins, minerals, 
probiotics, and other natural and dietary supplements taken orally. 

 NORMATIVE BELIEF.  Belief that a referent (e.g. friends, family, or physician) thinks 
a certain behavior should or should not be performed. 

 OTHER COMPLEMENTARY HEALTH APPROACHES.  Comprise of natural products and 
mind-body practice that do not fit into either of the two groups above. Examples 
include Ayurvedic medicine, homeopathy, naturopathy, traditional Chinese 
medicine, and traditional healers. 

 SUBJECTIVE NORM.  A combination of normative beliefs and motivation to comply. 

 TAI CHI.  A Chinese self-defense discipline using low-intensity and low-impact 
exercise to maintain/restore health. Tai chi exercises include a set of forms, with 
each form consisting of a series of body positions connected by one continuous 
movement.  

 QI GONG.  An ancient Chinese discipline that combines movements, focus, and 
deep breathing to connect mind, body, and spirit, while stimulating the flow of 
vital life energy (qi).  
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 YOGA.  The combination of breathing exercises, postures, and meditation, used to 
not only calm the nervous system and to maintain balance among body, mind, 
and spirit.  

Assumptions 

 Participants represent the larger population of university employees. 

 Participants completed the survey in its entirety. 

 Sample size is large enough for adequate data analysis. 

Limitations 

 Self-reported surveys may lead participants to provide responses, they believe to 
be socially desirable.  

 Findings from the present study cannot be generalized to all university 
employees. 

 Results from participants may not represent all fringe-benefit receiving 
employees at the University of Florida. 

 Findings of the present study are dependent on authenticity of participants' 
responses. 

 Outcomes of the present study are limited to data collected from participants at 
one point in time (Spring 2014). 

Delimitations 

 This study was conducted at a large University in the Southeastern portion of the 
United States. 

 Participants included university employees receiving fringe benefits. 

 Data were collected through online survey software (Qualtrics). 

 Study variables were measured using an expert panel, validity tests, and were 
piloted prior to the execution of the data collection. 

 Data were self-reported by participants. 

 The present study used a number of statistical tests and correlational research to 
describe the statistical association among multiple variables.  

 Findings were also validated by an external statistician 
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Significance of the Study 

The role of a health education specialist is to teach about disease prevention and 

to encourage health promotion.  According to Glanz, Rimer, & Lewis (2002), health 

education specialists are tasked with the goal of disseminating empirical and theory-

based information to meet the demands of the population’s health behaviors.  Therefore 

if the literature suggests a growing percentage of the US population is turning to CAM, 

then health education specialists and health professionals need to be more aware of 

how these complementary and alternative health modalities can be beneficial. Benefits 

of CAM are seen at the individual level and can also have a positive impact on 

workplace productivity levels.  The Behavioral Intention Model (BIM) was used as a 

prediction tool to determine how likely a person is to use CAM.  Therefore this model 

can be used to create health-promotion programs geared toward those already using 

CAM. For those not currently using CAM, the model can be used to teach them about 

being informed health consumers and how beneficial CAM can be to their overall health 

and wellbeing.  Because BIM is not a model regularly used among health education and 

health promotion programs, evidence is given to demonstrate how this model can prove 

to be parsimonious in predicting behavior. 
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CHAPTER 2 
LITERATURE REVIEW 

This chapter provides a review of the literature related to topics including 1) an 

overview of CAM 2) the trends of CAM use 3) how CAM can be used to increase 

workplace productivity, 4) determinants of CAM use among the US population 5) 

education as a predictor of CAM use 6) sex as its relationship to CAM use 7) 

race/ethnicity predictors  8) CAM use and its impact with age and 9) the Behavioral 

Intention Model to explain how health behaviors can be predicted.  

Complementary and Alternative Medicine (CAM) Overview 

 Complementary and Alternative Medicine (CAM) is a mix between ancient 

medical practices and new-age approaches used to promote good health, prevent 

various health conditions, and treat various diseases (Barnes et. al, 2008). 

Complementary therapies are used with conventional medicine, whereas alternative 

medicine is used in lieu of conventional medicine (NCCAM, 2008).  People who turn to 

CAM do so for various reasons: some to improve their health and overall wellbeing 

(Astin, Pelletier, & Haskell, 2000), others to relieve pain and other symptoms caused by 

chronic or terminal conditions and to alleviate side effects caused by conventional 

medical treatments (Shen et al., 2002 and Humpel and Jones, 2006).  Others prefer the 

holistic nature of CAM, since it provides a stronger sense of self-efficacy and control of 

health and well-being (Astin, 1998).  According to Astin et al. (1998), and Druss and 

Rosenheck (1999) CAM patients are using these non-conventional medical approaches 

alongside conventional medicine demonstrating the CAM is used collaboratively instead 

of  strictly in place of conventional medicine (Ni, Simile, & Hardy 2002).  Of the CAM 

modalities used in 2002, the most common forms, according to Tindle, Davis, Phillips, & 
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Eisenberg (2005) were herbal medicine (18.6%), relaxation techniques (14.2%), and 

chiropractic care (7.4%). 

 Although CAM has been used for many years (with its roots in Traditional 

Chinese Medicine and Ayurvedic medicine) there continues to be a somewhat hostile 

relationship between CAM and conventional medicine (Kaptchuk and Eisenberg, 2001). 

Konefal (2002) said CAM practices and practitioners are undermined because of the 

lack of scientific evidence to support treatment effects.  However, the pendulum has 

now started to swing the other direction as patients are propelling the resurgence of 

CAM (Ernst, 2000).  Rafferty, McGee, Miller, & Reyes (2002) found the majority of CAM 

users are not only satisfied with the therapies they engage in but they also think they 

are beneficial to health outcomes.  Richardson, Sanders, Greisenger, & Singletary 

(2000) found that patients used CAM as a means to prolong their life expectancy.  

Regardless of the historical perspective there is an increasing trend of CAM users in the 

US. 

Trends of CAM Use among the U.S. Population 

The most current survey implemented to determine the use of CAM among US 

adults and children was done in 2007.  Barnes et al. (2008) evaluated the data collected 

from the 2007 National Health Interview Survey (NHIS) conducted by the Centers for 

Disease control and Prevention’s (CDC) National Center for Health Statistics (NCHS) to 

determine estimates of CAM use among the US population.  Their national survey 

determined that roughly 40% of US adults used some form of CAM therapy within the 

last 12 months.  The most common form of CAM used was consuming natural products 

(not including vitamin and mineral use), which had a usage rate of 17.7%; the next most 

used CAM modality was deep breathing exercises, 12.7% (Barnes et al., 2008).       
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This study also found that one in nine children have used CAM within the last 12 

months with the most common CAM modality was natural products (3.9%) and 

chiropractic or osteopathic manipulation (2.8%).  Children of parents who used CAM 

were also five times more likely to use CAM than those whose parents did not.  Barnes 

et al. (2008) did a follow-up from the initial 2002 study evaluating CAM use among US 

adults.  However, in the earlier study, prayer was considered a form of CAM and it was 

the most common form of CAM used.  Prayer was followed by the same top two found 

in the updated version of their study: natural product consumption and deep breathing 

(Barnes et al., 2004). 

Of the literature available and cited on CAM trends (Eisenberg et al., 1998; 

Eisenberg et al. 2001) surveys are the gold standard and most frequently cited studies.  

Eisenberg et al. (1998) conducted a follow-up study adapted from a 1990 survey 

documenting CAM prevalence and costs in the United States.  The initial survey had 

1,539 participants; the follow-up survey in 2007 had 2,055 participants.  Results 

indicated increased CAM usage (from 33.8% to 42.1%).  The CAM therapies evaluated 

in their study that increased the most in usage rate compared to the original (1990) 

energy healing, folk remedies, herbal medicine, homeopathy, massage, megavitamins, 

and self-help groups.  Findings suggested that the most common uses are for chronic 

conditions such as headaches, back problems, anxiety, and depression.  Although out-

of -pocket costs did not rise significantly, it is still estimated that over $21.2 billion was 

spent towards CAM. Of this, $12.2 billion was out-of-pocket (this could be a result of 

insurance companies including CAM in their coverage).  Considering the amount of 

money being invested in complementary and alternative medicine, it is evident more 
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studies and practitioner licensing are needed in order to meet the growing demand for 

CAM. 

In another study by Eisenberg et al. (2001) to determine why adults use CAM. 

They asked 813 participants who use both conventional medicine as well as non-

allopathic medicine why they turned to CAM and the order of care initially sought.  Of 

the participant population, 79% believed that the combination of complementary 

medicine and western medicine was superior compared to just one or the other.  Only 

15% first saw a complementary therapist prior to seeing their primary care physician.  

According to Eisenberg et al. (2001), complementary medicine usage spawns from 

dissatisfaction with allopathic care and from patients wanting to have a more holistic 

approach to medical management.  The primary reason reported for using CAM was for 

chronic conditions (specifically, headaches and neck and back pain).   

It should be noted that although there has been an increase in CAM usage 

among the US population (Barnes et al., 2008) the majority of CAM users are using the 

non-conventional modalities in conjunction with their allopathic physicians.  Druss and 

Rosenheck (1999) said that only 1.8% of their study participants used only 

unconventional therapies, though their survey had lower CAM rates than the national 

level.  Of the unconventional (CAM) therapies used, the most common was chiropractic, 

medicine followed by massage, then herbal medicine.  The most important finding of 

their study was those who used both conventional (Western/allopathic) medicine and 

unconventional (CAM) therapies were more likely to engage in preventative health 

measures, with the exception of mammograms. 
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Worksite Health Promotion and CAM 

As employee health is becoming a larger focus for employers, given the 

economic benefits to having healthier employees (Kristen, 2010) more literature is 

surfacing about worksite health-promotion programs.  A specific area that is most 

directly related to productivity levels is health-related absenteeism (Goetzel et al., 2004 

and Michie & Williams, 2003).   Therefore, according to Chapman (2012), absences due 

to sickness can be used to measure economic impact and the benefit of workplace 

health promotion programs to improve health for employees.   Additionally, according to 

Bhandari et al., 2012) health problems such as stress, obesity, back problems, 

cardiovascular issues, and digestive problems are fairly common in corporate 

environments and have a negative impact on the overall health and wealth of the 

corporate world. 

Although historically companies have focused solely on economic return for 

employees, the focus is shifting toward a more holistic and biomedical focus to 

maximize employee return of investment (Robinson, 2004).  Two CAM modalities that 

have been reported as having a positive impact on worksite health promotion are 

meditation and yoga.  There has been an upsurge in marketing to promote use of CAM 

in the corporate setting (Bhandari et al., 2012).    

According to Palumbu, Wu, Shaner-McRae, Rambur, & McIntosh (2012), all of 

the studies that measured the impact of CAM on the workplace reported reduced 

absenteeism.  Additionally, they measured time-off hours of those who participated or 

did not participate in a tai chi program participants reported no unscheduled time off.  

Non participants (the control group) reported 49 hours of unscheduled time-off during 

the 15-week study.   
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Another study looked at neck and back pain reduction with chiropractic 

treatments among professional bus drivers found that those in the intervention group 

had a decrease in absenteeism (Almog, Lamond, & Gosselin, 2004).  In their study 22 

participants received in the range of 2-14 chiropractic treatments.  Absenteeism due to 

spinal pain was then compared to a control group.  Researchers found that compared to 

the control group, treatment group the average absenteeism decreased significantly 

(from 1.55 days to 0.16 days).  

In addition to chiropractic care and yoga, mindfulness-based stress reduction 

(MBSR) techniques are also proven to assist in the reduction of stress.  Klatt, 

Buckworth, and Malarky (2008) observed how perceived stress levels were altered with 

a 6-week worksite MBSR intervention.  Stress levels were measured at the beginning of 

the program and then measured every week for the duration of the program, by 

measuring salivary cortisol levels.  Compared to the wait-list group, those in the 

treatment group not only improved their levels of stress they increased mindfulness and 

reported improved sleep. 

According to Girdano, Dusek, and Everly (2005), negative health effects can be 

reduced or even eliminated in the workplace by reducing stressors, creating a healthier 

workplace and implementing stress reduction programs.  They also suggest some 

guidelines to facilitate worksite stress reduction. These guideline are achieved by 

creating job functions which are designed to give employees enough control to 

decrease their frustration and overload, while providing adequate social support with 

cohesive teams.  It is also important to articulate policies employees are expected to 

adhere to, while giving employees enough flexibility with their schedules.  Decreasing 

organizational stress and high turnover rates, and appropriate matching of skills is also 
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crucial to improving the overall health and wellbeing of employees.  Lastly, Girdano et 

al. (2005) also reinforce the idea that worksite stress-reduction programs can assist in 

corporate savings. 

Determinants and Predictors of CAM Use 

Although a large proportion of the US population uses CAM (Barnes et al., 2008), 

suggested the determinants for usage may vary.  A secondary analysis from the 1996 

Medical Expenditure Panel Survey (MEPS) demonstrated that age, level of education, 

sex, geographic location, and race were statistically significant predictors of CAM use 

(Bausell, Wen-Lin, & Berman, 2001).  Below, each of the predictors are examined in 

more depth. 

Health Status 

Barnes et al. (2008) considered other medical conditions prompting US adults to 

turn to CAM.  They discovered that in addition to using these therapies to treat 

musculoskeletal problems such as arthritis, back pain, joint pain or stiffness, and neck 

pain, CAM has been used to help treat anxiety and stress, ADD/ADHD, head or chest 

colds, high cholesterol, and other musculoskeletal problems.  Their study also 

determined that those with private health insurance were more likely than those with 

public or no health insurance to use CAM.    

Regardless of health insurance status, Barnes et al. (2008) discovered that costs 

of conventional medicine treatment also affected use of CAM.  Patients were more likely 

to use CAM when they worried about costs of conventional medicine and when they 

could not afford conventional treatment. 

Not only does CAM offer health benefits but a study by Nahin et al. (2007) found 

that those who engage in CAM are also more likely to have other positive health 
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behaviors. Such health behaviors include not smoking (for those who were previous 

smokers), infrequent alcohol consumption, having a normal weight, and receiving the flu 

vaccine.  Nahin et al. (2007) suggested that those who take more control over their own 

health are also more likely to be CAM users, independent of their health status, access 

to health care, and socio-demographic factors.   

A study by Astin (1998) assessed why patients use alternative medicines (AM). 

Dissatisfaction with conventional medicine, need for greater control over health care 

decisions, and holistic philosophical congruence were found to be factors for use.  The 

outcome of their study suggests that although dissatisfaction does not significantly 

impact CAM use, it demonstrated that personal control and philosophical congruence 

significantly influence the use of CAM.  Their study also assessed various factors 

predicting CAM use.  These factors included greater educational attainment and poorer 

health status.  

In exploring why people turn to CAM, Bausell et al. (2001), studied whether 

demographics and a persons’ health status determined use of CAM.  They determined 

that most who turned to CAM had chronic, co-morbid, non-life-threatening health issues.  

Lastly, they were able to narrow the health problems most associated with CAM to 

mental, metabolic, and musculoskeletal disorders. 

Another group of researchers, Unutzer et al. (2000), focused strictly on CAM use 

among those with mental disorders.  Those who suffered from panic disorders and 

major depression were significantly more inclined to use CAM than were those without 

mental disorders.  Additionally, those who thought they needed help with emotional or 

substance abuse problems also reported higher use of CAM compared to those not 

reporting a need for help.  
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Not only does having mental disorders increase the probability of CAM use. In 

addition, CAM has also been proven to be used at a higher rate among those with 

chronic health conditions (arthritis, cancer, cardiovascular disease, and lung disease) 

(Saydah & Eberhardy, 2006).  Researchers found that those with arthritis reported the 

highest use of CAM (59.6%) followed by those with cancer and/or lung disease (55%), 

and finally patients with diabetes (41.4%).  Further examination of the data confirmed 

that those with chronic diseases are more likely to use CAM.  Saydah and Eberhardy 

(2006) also determined that less than 30% of the patients consulted their healthcare 

professional about use of CAM.  

Research is somewhat conflicting some suggest those with perceived health 

status have a stronger correlation to CAM use.  Other studies, including those 

highlighted above, demonstrate that chronic conditions and mental disorders predict 

stronger use of CAM.  A meta-analysis by Bishop and Lewith (2008) suggests patients 

turn to CAM one of three reasons.  Patients are dissatisfied with conventional medicine, 

they believe it can benefit their conventional treatment plan, or they are desperate to try 

treatments that can “offer a cure”. 

Age 

Another predictor the literature focuses on is age.  Although there is no 

consensus on how age is related to CAM use, one such study by Kessler et al. (2001) 

examined how many adults (18 or older) in the U.S. used some variation of 20 

complementary and alternative medicine (CAM) therapies, and how often respondents 

used them. They divided the participants of the study in a telephone survey by age (pre-

baby boomer, baby boomer, and post-baby boomer). Their study had a response rate of 

60% (2055 participants): 67.7% of respondents had used at least one CAM therapy in 
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their lifetime. Trends of these findings also showed that lifetime CAM use steadily 

increased over time.  In the pre-baby boomer population, three out of ten were lifetime 

users of CAM.  In the baby-boomer population, half of the respondents were users, and 

of the post-baby boomer population seven out of ten reported using some type of CAM.  

When considering why the adult population is turning to CAM, Barnes et al. 

(2002) determined that age impacts the type of CAM use. Their study examined the 

following forms of CAM: megavitamin therapy, prayer, biologically based therapies 

(including and excluding vitamins), mind-body therapies, energy therapies, and 

manipulative and body-based therapies. When prayer was included in the CAM 

definition there was a linear correlation between age and use, demonstrating the 

highest use of CAM among those 85 and older (when considering mind-body therapies).  

However, when prayer was taken out of the CAM definition, those in the  50-59 age 

range reported the highest rates of CAM, although the curve of the regression was U-

shaped (it rose until the age of 50 and then drastically decreased with age).  Findings 

suggest that although age is generalized as being a strong predictor of CAM use, it also 

depends on what type of CAM is being measured.  

Oldendick et al. (2000) conducted a telephone interview of 1,584 South Carolina 

adults to determine CAM usage and factors associated with usage. They determined 

that increasing age was positively correlated with CAM use. Specifically, of the 

participants, those middle-aged or older had a higher probability (51%) of using CAM 

compared to those below the age of 30 (35.7%).  About 47% of participants who used 

CAM did so to maintain health rather than as a treatment plan for a certain health 

condition.  Their study determined that age was the greatest predictor of CAM use for 
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lifetime use. However, when just looking at CAM use within the last 12 months 

education was a stronger predictor.  

Education 

According to Oldendick et al. (2000) the single greatest predictor of CAM use 

within the last 12 months was education.  Those with more education reported a higher 

chance of engaging in CAM. Of this population nearly 52% reported using some 

modality of CAM at least once in their life and 44% had used CAM within the last 12 

months.  The most common form of CAM was personal therapy (27.5% of the 

population).  The next most common form of CAM was relaxation therapy (25.7%).  

Roughly half of respondents reported CAM usage as a method of maintaining health 

rather than treating a specific health condition.  In addition, women reported higher rates 

of usage than men.  Also, white respondents were more likely to have engaged in some 

form of CAM than black respondents, which is consistent with the Barnes et al. (2008) 

study. 

It is apparent that in almost all of the literature exploring predictive factors for 

CAM use, education and sex are the two of the strongest predictors.  In a study to 

examine only one dimension of CAM (herbal supplements use), researchers found that 

females and those with a college education used herbs at a higher rate, with the 

exception of the herb Echinacea (Bardia, Nisly, Zimmerman, Gryzlak, &Wallace, 2007). 

Herbal supplements were used mostly among those over age 60, Echinacea was also 

an exception, to that notion as well since those under the age of 60 consumed it at a 

similar rate.  Their study surveyed more than 30,617 adults. Nearly 19% indicated they 

had consumed some herb(s) within the last year.  Of those who reported using herbs 

within the last year, more than half (57.3%) used herbal remedies for health conditions. 
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Bardia and colleagues’ (2007) study demonstrated the need for healthcare providers to 

play a more integral role in discussing which herbal supplements patients are taking, to 

prevent antagonistic interactions from any other medications they are taking. 

The study by Barnes et al. (2002) also determined that education can have an 

impact on CAM use.  They explored overall rates of CAM and the reasons adults use 

CAM.  They also examined how educational level can affect what type of CAM is used.  

During data analysis, researchers determined the only exception to the positive linear 

correlation between educational level and CAM use was when prayer was included in 

the definition.  When diving deeper into what types of CAM those with higher education 

levels used, once again, when removing prayer from the equation, mind-body therapies 

were most commonly used, followed by biologically-based therapies, then manipulative 

and body-based therapies. 

Another study examining predictors of CAM use, Rafferty, McGee, Miller, and 

Reyes (2002), said the most commonly used therapies were herbal supplements 

(20.5%), followed by specialized diets (12.6%), and chiropractics (12.2%).  Their study 

also found that higher educational attainment was a strong predictor of CAM use. 

Although education did have a positive relationship with CAM use, findings suggest that 

those characterized as having just “some college” attainment had higher CAM use than 

those who graduated college (55% versus 54.5%).  Those who had not graduated high 

school reported a CAM usage rate of 40.6% as opposed to the 44.2% rate among those 

who completed high school.  

Sex 

Literature suggests that in addition to age and education, another strong 

predictor of CAM use is sex (Neiberg et al., 2011, Tindle et al., 2005, and McFarland, 
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Bigelow, Zani, Newsome, & Kaplan, 2002). Women reported higher usage rates of CAM 

therapies compared to men. Bishop (2002) believed this may be due to the notion that 

women tend to seek out healthcare more frequently than men do (Green & Pope, 1999). 

Below is a review of the literature demonstrating sex and its impact on using CAM.  

Neiberg et al. (2011) found that women are more likely than men to use CAM 

and to use more than one modality of CAM. When considering age groups, those 

women in the age range of 46-64, who were white, had the highest usage rates 

compared to men and those in other age, racial/ethnic, and educational groups. 

McFarland et al. (2002) determined that ethnic and racial minorities are less likely to be 

users of CAM.  That the most prevalent CAM using group was white women ages of 20-

64, with at least a high school education.  Lastly, Tindle and colleagues’ (2005) study 

revealed similar results. When analyzing NHIS data, the greatest predictor of CAM use 

was sex.  Females who are non-black/non-Hispanic with an annual income of more than 

$65,000 were the primary users of CAM.   

The national survey researched by Barnes et al. (2002) showed that women had 

higher usage rates for all forms of CAM.  They also determined that the largest division 

of CAM use fell under mind-body treatments, when prayer was included. Similarly, Jain 

and Astin (2001) determined that the least likely population to use CAM was healthy 

men. This supports the notion that women make up the majority of the CAM using 

population.  

Race 

Up to this point, the key predictors discussed have been health status, 

educational level, age, and sex; but another predictor of CAM use is race/ethnicity.  

Barnes et al. (2007) found that CAM rates differ among racial/ethnic groups. Indian 



   

 

 41 

and/or Alaskan Natives (50.3%) had the highest prevalence of CAM use, followed by 

white adults (43.1%), then Asian adults (39.1%), and then black adults (25.5%).  When 

researches looked deeper into what modalities each racial/ethnic group used, they 

determined that rates of use differ by modality.  For example, mind-body practices 

(including prayer) were most prominent among black adults (68.3%) followed by white 

adults (50.1%), and finally Asian adults had the lowest rate at 48.1%. When considering 

manipulative and body-based practices, the group reporting highest use was white 

adults (12.0%), followed by Asian adults (7.2%), and then black adults (4.4%).  Although 

these results are similar to other studies relating race/ethnicity to CAM rates, Barnes et 

al. (2007) study was the most comprehensive and used by much of the other literature 

to make comparisons.  

Another group of researchers also tried to understand how race/ethnicity impact 

CAM use.  Ni, Simile, and Hardy (2002) further analyzed the NHIS data and also 

determined that the domain of CAM most used varied by racial/ethnic group. For 

instance, mind/body medicine was practiced most by those who identified as being 

black (non-Hispanic).  Those who mostly used biologically based methods reported 

being in the “other non-Hispanic” category.  White, non-Hispanics had the highest rates 

of using manipulative body-based therapies. The other, non-Hispanic, category also had 

the highest percentage of users in alternative medical systems and energy therapy 

domains.  These results suggest that although whites show highest prevalence of CAM 

use this may not be true when considering the various forms of CAM individually. 

When looking at the trends of CAM use among minority populations, Mackenzie, 

Taylor, Bloom, Hufford, and Johnson (2003) found no ethnic differences.  The major 

predictors of CAM use were sex (female), being uninsured, and having a high-school or 
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higher level of education.  Although CAM usage was equally prevalent among white, 

African American-blacks, Latinos, Asians, and Native Americans the characteristics of 

use varied individual CAM modality.  For example, among Asian Americans and African 

Americans, herbal medicine was most commonly used; whereas among Latinos, Native 

Americans, and Whites, home remedies were most common.  The 5 CAM groups 

commonly assessed were herbal medicine, acupuncture, chiropractic, traditional healer, 

and home remedies. 

A study by Graham et al. (2005) analyzed data from the 2002 National Health 

Interview Survey (NHIS) to determine which racial and ethnic groups used CAM, and 

which types of CAM were used.  Graham et al. (2005) found significant differences in 

CAM use among these three racial and ethnic groups (Hispanics, non-Hispanic blacks, 

and non-Hispanic whites).  Their results were congruent with those of Barnes et al. 

(2008), which found the highest CAM were non-Hispanic whites, followed by Hispanics, 

then non-Hispanic blacks (Asian Americans, Native Americans, and Alaska Natives 

were not considered for the purpose of their study).  Their study also found that herbal 

medicine, relaxation techniques, and chiropractic care were used more frequently 

among non-Hispanic whites.  Survey results showed high CAM use by Hispanics 

because of the high costs of conventional treatments (more so than for non-Hispanic 

whites and blacks).  Lastly, it was also determined that Hispanics and blacks were less 

likely to disclose their CAM use with their healthcare providers. 

Another study focused on the Africa American population (Brown, Barner, 

Richards, and Bohman, 2007), found that of the total 23,828,268 African American 

respondents from the National Health Interview Survey (NHIS), 67.8% used CAM (when 

including prayer in the definition) within the last 12 months.  Predictors of CAM use were 
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the same for this group as for other research (for example, higher education, being 

female, older age yielded higher CAM rates).  Beyond prayer (60%) the next two CAM 

therapies most reported were herbals (14.2%) and relaxation (13.6%).  Their study also 

found that among the African American population, those using CAM were doing so as 

a means to treat a health condition, as opposed to a prevention mechanism.    

Income 

 When considering the impact of income on CAM use, conflicting says those who 

are in a higher income bracket tend to use CAM more frequently, as found in the Barnes 

et al. (2002) and Rafferty et al. (2002) studies.  Even the Brown et al. (2007) study that 

looked at African American adults also correlated higher income and health insurance is 

with CAM rates. 

On the other end of the spectrum, some literature suggests that those who are 

unable to access conventional medical treatments or afford medical care, or who are 

uninsured are most likely to use CAM (Avogo, Frimpong, Rivers, & Kim, 2008).  

Additionally, when comparing income to race/ethnicity, Hsiao. et al. (2006) found that 

among white participants, those with a higher income reported more CAM use.  

In other racial/ethnic groups no significance between use and income was found. 

Therefore suggesting that more research is needed for a better understanding of how 

income impacts the use of CAM. 

Behavioral Intention Model 

 According to Glanz (2005), “Theory provides a road map for studying problems, 

developing appropriate interventions, and evaluating their success” (p.12).   Therefore 

the theory and model used to predict behavior for this research is the Behavioral 

Intention Model that (BIM).  Many health behavior theories also conclude that behavioral 
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intention is a key in predicting actual behaviors.  One theory is the Theory of Reason 

Action (TRA), which analyzes the relationship between behavior, beliefs, attitudes, and 

intentions. According Fishbein and Azjen (1975) the most predictive determinant of 

behavior is behavioral intention, the likelihood of actually performing a behavior.  A 

person’s behavioral intention is largely influenced by their attitudes towards performing 

a behavior.  Their attitudes are malleable and are dependent on whether people close 

to them approves of this behavior (or disapproves).  This concept is known as 

subjective norm (Ajzen).  The BIM is the perceived likelihood of performing a behavior 

and is viewed as the most important determinant of behavior: 

 Attitude: a person’s evaluation of the behavior and influences behavioral 
intention. Behavioral beliefs and the evaluation of behavioral outcomes shape 
one’s attitudes. 

 Subjective Norm: beliefs of family/peer approval of the behavior. This construct 
focuses on behavioral intention being influenced by the intent to gain approval 
and assesses normative beliefs and motivation to comply.  

 Motivation to Comply: refers to the motivation to comply with referents about 
performing a specific behavior 

Fishbein’s Behavioral Intention Model (BIM) postulates that behavior can be 

predicated by the intent to perform a behavior.  Additionally, when considering what 

factors impact behavioral intent (BI) this model divides behavioral influences into two 

major categories: the personal attitudes and beliefs regarding the behavior and 

subjective norms surrounding the behavior.  Attitude (Acct) is derived by an individual’s 

likelihood for performing a specific behavior assuming certain consequences and an 

evaluation of the consequences resulting in the behavior.  The next contributor to BI is 

the subjective norm (SN), which can further be broken down into two factors: normative 

beliefs (NB), and motivation to comply (MC).  NB(s) are those beliefs held by and 

individual about the behavior and whether or not those close to them such as such as 
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family, friends, and in this situation, health care provider or physician perceive that 

behavior.  Finally, MC is the intention of following the advice or meeting the 

expectations of those meaningful to the individual (Wilson, Mathews, and Harvey, 

1975).  

BIM is given by the following expression: B ~ BI= Acct Wº + Σ(NBί) (MCί)W¹. 

Estimates for parameters Wº and W¹ are obtained from a multiple linear regression 

analysis which provide the coefficients a0, w0  and w1 for the following prediction 

expression BI=  a0 + Acct wº + [Σ(NBί) (MCί)]w¹ 

Although this model can be used as a tool to predict behavior, Glanz (2002) 

suggests that all other factors such as cultural and environmental operate through the 

various constructs of this health behavior theories and models and do not independently 

predict behavior.  Therefore, when using a model or a theory to plan health education 

programs or interventions the health education specialist must remember that other 

factors may also be involved.  

Behavioral intention can be used to predict intention to perform behaviors. 

Theories and models can be used to predict behaviors (Glanz, 2005) therefore in 

looking at a specific study which evaluated CAM use, Furnham and Lovett (2001) 

observed both behavioral intentions and the actual use of homeopathy.  Their findings 

suggest that intent to change behavior can be used to predict homeopathy use.  It also 

concludes that attitudes, subjective norms, and perceived behavioral control (an 

extension of the Theory of Planned Behavior) were significant in predicting behavioral 

intention to use homeopathy.  

Furnham and Lovett (2001) said behavioral intention on its own was the most 

significant in predicting behavior.  Their study also explored how past behavior impacted 
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future behavior.  Previous use was a strong predictor for both actual behavior and 

behavioral intention to use homeopathy.  

In a study of CAM use by Hirai et al. (2008) surveyed 1,100 patients seeking 

cancer treatment from various treatment facilities.  Family/social support was the 

primary predictor for patients using CAM.  This also supports the notion of the important 

of social norms on behavior change.  Familial expectations to use CAM had the largest 

variance in explaining CAM use behaviors.  Their study demonstrated that patients 

alone are not autonomous when making the decisions to use CAM.  Patients and 

families work collaboratively to make decisions about health behaviors.  Therefore, not 

only can theories and models that include familial and social influence in the theoretical 

framework be used for treatment outcomes, they should also be considered when 

creating educational programs and interventions for patients to use CAM.  

When considering determinants of using CAM, the BIM suggests that with 

positive attitudes and intentions toward a behavior make a person will be more likely to 

use it.  Honda and Jacobsen (2004) also determined that being open to CAM was 

positively correlated with the various domains of CAM, except for manipulative body-

based therapies.  Having a friend or a family member support CAM therapies was 

positively correlated with using mind-body therapies, manipulative body-based 

therapies, and alternative medical systems.  Findings suggested that, similar to Hirai et 

al.’s (2008) findings, when considering CAM use, a person’s social support plays a role 

in their decision making process. 

Summary 

This literature review provided an overview of CAM explaining both what it is and 

its history, followed by a surveillance of the trends of using CAM among the US 
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population.  When considering trends of CAM use it is also important to understand the 

various reasons people use CAM and how CAM is being used (in a complementary 

fashion with conventional medicine, or instead of it).  The main predictor of CAM use 

recurring in the literature is education (beyond high school) and sex.  But beyond those 

two factors, being female, white, dissatisfaction with conventional medicine, and 

wanting more control over treatment plans can predict the use of CAM.  Also, those who 

believe in the positive health benefits of CAM are more likely to use CAM.  This 

comprehensive literature review examined trends and types of CAM and also the 

various factors that impact use (such as in the workplace increased productivity and 

costs for companies).  

This review of the literature also explored the Behavioral Intention Model, as a 

theoretical perspective.  In addition to subjective norms (including social norms and 

motivation to comply), attitudes, and behavioral intention toward a certain behavior can 

be strong predictive factors used to guide behavior change.  Additionally, Fertman and 

Allensworth (2010) suggest the university setting as being great locations for health 

education programs since the researcher has access to a large number of people who 

can gain the knowledge and skills to make positive health behavior changes.         

These changes can improve their personal health, their future family’s health, and the 

health of the communities they end up residing in. 
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Figure 2-1: Behavioral Intention Model 
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CHAPTER 3 
METHODOLOGY 

The purpose of this study was to explore the trends among faculty and staff at 

the University of Florida on CAM use and to examine the following research questions:  

1.  Is there a relationship between participants’ educational level and CAM use?  

2. Is there a relationship between participants’ household income and CAM use?  

3. Is there a relationship between participant’s sex and CAM use?  

4. Is there a relationship between participants’ race/ethnicity and CAM use?  

5. Is there a relationship between participants’ health status and CAM use?  

6. Is there a relationship between participants’ age and CAM use?  

7. Is Attitude toward CAM use significant in explaining Behavioral Intent?  

8. Are Subjective Norms significant in explaining Behavioral Intent?  

9. Are Attitude toward and Subjective Norms about CAM use jointly significant in 
explaining Behavioral Intent?  

This study’s epistemology was objectivism.  The theoretical perspective was 

positivism.  The methodology is survey research, and the methods used was statistical 

analysis of data obtained through a survey instrument. 

Research Design 

For this study the researcher employed a quantitative approach by using a 

survey instrument.  Since the researcher is attempting to describe the CAM trends on a 

larger scale, this design is the most efficient method of collecting a large number of 

responses to make generalizations about the specific populations being researched 

(Creswell, 2008). 

According to Creswell (2008), cross-sectional survey designs are popular 

because they are able to collect a large amount of data at one point in time.  This 
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method is especially useful when questions about current attitudes are asked, since 

responses are subject to change over time.  Cross-sectional designs are best used 

when trying to determine attitudes and practices and community needs.  They are 

useful for program evaluation, and are able to make group comparisons and implement 

national assessments (Creswell, 2008).  Therefore due to the versatility of this research 

design, the researcher has chosen to use it to answer the research questions and test 

the hypotheses.  

Setting 

 This study was conducted at the University of Florida (UF) campus where there 

are over 26,000 employees (including 5,000 faculty members) to select from. 

Participants were selected on a random basis with the only exclusion criteria that they 

are 18 or older.  The objective of obtaining participants was to get a wide variety of 

faculty and staff from the 16 separate colleges and administrative departments.  With 

this cross-sectional design the researcher is able to ensure there are no threats to 

testing or history effects that may impact the data.  This study employs a web-based 

survey, Qualtrics, which is both descriptive and explorative.  

Participants 

Participants were recruited using the University Relation Department’s faculty 

and staff directory.  Participants who do not wish to have their contact information open 

to the public can opt out of being listed in the UF directory.  

Of the 26,000 University of Florida employees, IRB approved 5,000 participants 

for this study and University Relations provided a list of 15,000 employee names and 

email addresses.  The researched randomly selected 5,000 participants (using online 

software, www.randomize.org) from the list supplied. Of the surveys sent out, roughly 

http://www.randomize.org/
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300 were bad email addresses.  Based on email correspondence with participants the 

researcher was notified that many of the emails sent out with the survey link ended up 

in junk mailboxes.  So of the 5,000, it is difficult to tell how many participants did not 

receive the request to complete the survey.  Additionally, the survey was optional. 

Inclusion criteria were that all participants have fringe benefits (faculty, clinical faculty, 

exempt TEAMS/ USPS, and non-exempt TEAMS/ USPS).  By completing the online 

survey, participants automatically gave consent to participate in this study.  A series of 

three emails (indicating the purpose of the study, a call to action with the survey, a link 

to the survey, and a reminder indicating the closing date/time of the survey) were sent 

to all UF employees who received the survey.  In these emails participants were also 

reminded that they and their responses will remain confidential and anonymous. 

 Sample size is crucial to the statistical power of a study.  The larger the sample, 

the stronger the association between sample findings and population (Creswell, 2008). 

When determining how many participants need to complete the survey, the researcher 

conducted a power analysis (using G*Power software) to identify the appropriate 

sample size for a group comparison by taking into consideration the following three 

factors: significance level, power, and the effect size.  With a significance level set at  

= .05, a standard power criterion level (1- ) at .8, and an effect size at .15 (typical for 

social science research, according to Creswell) the number of participants needed is 68 

to test the regression model (F-test).  In order to obtain an adequate sample size for the 

hypotheses that use chi-square, once again G*Power software was consulted.  With the 

parameter values of  = .05, (1- ) = .8, the effect size = 0.30 (middle value) the total 

sample size would need to be152.  The researcher targeted enough survey participants 
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to have an adequate effect size, which according to Cohen (2008) was be set to the 

middle level of .15 for both the t-test and F-test, and .3 for the Chi-squared tests.  

Instrumentation 

 The instrument used for this study was adapted from the National Health 

Statistics Survey published in 2007, and the literature.  An expert panel (Dr. Chen from 

the Health Education and Behavior Department, Dr. Cooke from the Marketing 

Department, Dr. Lane from the Adult and Elderly Nursing Department, Dr. Leite from the 

School of Human Development and Organizational Studies, and Dr. Yoon, from the 

Adult and Elderly Nursing Department) were consulted to assist with the creation of the 

instrument.  Additionally, Dillman and colleagues’ (2009) survey design textbook was 

referenced to make sure the survey design, implementation, and analysis were done 

rigorously (Figure 3.2).   

 Once the instrument was finalized and approved by the University of Florida’s 

Institutional Review Board (IRB) the researcher created a Qualtrics online survey to 

distribute to participants.  According to Dillman (2007), there are many benefits to using 

a web-based, online, survey.  Such benefits include little to no implementation cost, 

quick formatting adjustments, quicker data collection, and elimination of human error 

during data entry.  Dillman also said, by letting respondents know upfront the survey will 

not take much time, followed by multiple reminders can assist in increasing the 

response rate.  Thus, using the Qualtrics software to house my survey and data while 

helping me manage reminder messages was helpful in compiling the information 

needed to run my analyses. 

After the survey instrument was created in Qualtrics and double-checked by 

three of my five expert panelists, the instrument was ready to be piloted.  Before 
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sending the survey out to 5,000 UF employees, a pilot test was sent to 20 individuals in 

the sample group.  Ten of these volunteers agreed to complete the survey twice, once 

as a pre-test and again at a later date as a post-test.  After completing the pre-test the 

researcher sent out the survey instrument two weeks later to the same set of volunteers 

and their responses were captured as a post-test. Of the 20 pretests/posttests 

analyzed, the p-value was significant at 0.000 and the Pearson Correlation was 1.000. 

The researcher also wanted to ensure consistency and reliability with the Likert scale 

items in the instrument.  The Cronbach’s alpha score derived from Questions 5 to 8 was 

0.881. According to Tavakol and Dennick (2011) Cronbach’s alpha scores ranging from 

0.70 to 0.95 are within an acceptable range.  Tavakol and Dennick also state that low 

Cronbach’s alpha score may impact validity and reliability of an instrument; whereas 

instruments with high reliability are also considered to be valid.  Therefore at this point 

the researcher felt comfortable sending the instrument to the list of 5,000 university 

employees. 

Subjectivity Statement 

 It should be noted that this is not the first study the researcher has done, the 

topic of CAM has been examined in other studies including student populations. 

However, the population of university employees has not previously been studied.  Of 

the studies previously done by the researcher, both quantitative and qualitative methods 

were employed; therefore the researcher is familiar with designing and using 

quantitative methods.  In addition to experience the researcher has with quantitative-

survey methods, support from the researcher’s doctoral committee and consultants in 

both survey design and data analyses helped ensure the use of rigorous and precise 

methodological techniques.  
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Data Collection 

 Data collection occurred during the spring 2014 semester.  Additionally, the 

researcher avoided sending out the survey at the beginning and very end of the 

semester to ensure a time when faculty and staff were more engaged and present on 

campus.  The total length of the data collection took place over the span of two weeks 

(9-24 April 2014).  As the participants submitted their responses to the survey 

information automatic thank you messages were prompted and data were captured in a 

database which was, subsequently used for data analysis.  Additionally those who did 

not fill out the survey were sent follow-up requests three days afterwards and then again 

the following week, in order to increase response rates.  Given the nature of this study, 

participants had the flexibly of responding to survey questions at their convenience and 

therefore data were continually collected throughout the duration of the study. In order 

to increase response rates, the researcher sent out a series of emails explaining the 

purpose of the study and what was being asked of them.  Additionally, two separate 

email reminders, (roughly one week apart) were sent to those who had not yet 

completed the survey, to maximize the response rate while minimizing response bias.  

Data Analysis 

Data were analyzed using the SPSS® version 21 software package, G*Power, 

and Excel. In addition to analysis software statistical analysis textbooks were referenced 

to ensure accurate interpretation of the data.  While the principal investigator performed 

the data analysis, an external statistician was consulted to determine congruence in the 

analyses.  

The initial analysis conducted was descriptive statistics, which provided 

summaries and frequencies of the sample population.  Once descriptive statistics were 
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run, the researcher undertook the task of answering the research questions by testing 

the hypotheses posed.  Since many of the research questions involved comparisons 

between more than two groups (e.g. age ranges, income levels, and race/ethnicity), 

Chi-square tests were run to test the first 6 hypotheses.  Chi-square is used to 

determine if the difference in the population proportions of usage of CAM varied among 

different groups.  An important advantage of using the Chi-square test is it allows for 

unequal numbers of respondents in each group.  Although a z-test could be used to run 

a comparison for two groups (e.g. sex), to be consistent, Chi-square tests were run for 

all six group comparisons.  

After running the Chi-square test for the first set of hypotheses, a multiple 

regression was run for the purpose of developing a predictive model for estimating the 

behavioral intent of the population for the use of CAM.  The regression model was used 

to test hypotheses 7 to 9.  Hypotheses 7 and 8 pertain to the significance of the 

regression coefficients for the two independent variables, namely, attitudes and 

subjective norms.  The last hypothesis involved using the F-test to evaluate the 

coefficient of determination (R2) and to determine the explanatory power of the 

regression model.  The BIM is given by the following expression  

B ~ BI= Acct Wº + Σ(NBί) (MCί)W¹, 

Where estimates for parameters Wº and W¹ were obtained from a multiple linear 

regression analysis that provided the coefficients a0, w0  and w1 for the following 

prediction expression: 

 BI= a0 + Acct wº + [Σ(NBί) (MCί)]w¹ 
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Lastly, in using the BIM, in order to determine predicted BI the researched 

summed the total raw scores from each of the three Acct questions (please refer to 

survey instrument items 5 and 6) for each sample unit, this constituted the 

respondents’ Acct score.  The next step was to obtain the Subjective Norm (SN) score 

which is the sum of both Normative Beliefs and Motivation to Comply scores multiplied,  

please refer to survey instrument item 7 in Appendix C) for each respondent using the 

following expression: SN= Σ(NBί) (MCί). 

Summary 

 Chapter 3 describes the methodology for this study.  The intention of this section 

of the study is to give enough detail about the study so that if other researchers wanted 

to duplicate it they could.  In this chapter the researcher discusses the research design, 

the population, the sample and how it was acquired, the instrument used to conduct this 

study and how it was established, the data collection procedures, as well as the 

procedures and statistical tests used for data analysis.  
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Table 3-1. Independent Variables versus Dependent Variables 

Independent Variables Dependent Variables 

Age CAM use within last 12 
months 

Sex CAM use within lifetime 
Race/Ethnicity Behavioral Intent 
Household income  
Educational level  

Health Status  
Attitudes  

Subjective norms (normative beliefs + motivation to 
comply) 
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Table 3-2. Hypotheses with Corresponding Statistical Tests 

Hypotheses Statistical test 

1. Ho1: Π<8 =  Π<H = Π=H = Π=A = Π=B = Π=M = Π=D 

   Ha: Not Ho 

Chi-square 

2. Ho: Π<20k =  Π=20k  = Π=35k = - Π=50k  = Π=65k  = Π80k = Π95k 

    Ha: Not Ho 

Chi-square 

3. Ho: Π=Male  =  Π=Female 

    Ha: Not Ho 

Chi-square 

4. Ho: Π=White  =  Π=Black  = Π=Hispanic = Π=Am  = Π=Other 

    Ha: Not Ho 

Chi-square 

5. Ho: Π=Excellent  =  Π=Very Good  = Π=Fair = Π=Poor 

    Ha: Not Ho 

Chi-square 

6. Ho: Π=Age1 = Π=Age2 = Π=Age3 = … = Π=Agen 

    Ha: Not Ho 

Chi-square 

7. H0: W0 =0, Ha: W0 ≠ 0 T-test   

8. H0: W1 =0, Ha: W1 ≠ 0 T-test  

9. H0: W0 =W1 = 0, Ha: at least one of the two parameters (W0, W1) ≠ 

0 

F-test 
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Table 3-3. Timeline for Data Collection & Data Analysis 

Task Time  

Expert Panelist 20-28 February 2014 

IRB application 18-31 March 2014 

Pilot test April 7, 2015 

Data Collection 9-25 April 2014 

First letter indicated purpose of study with survey April 9, 2014 

1st Follow-up letter April 14, 2014 

2nd Follow-up letter April 22, 2014 

Data analysis & write-up April 26-May 15th 
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CHAPTER 4 
RESULTS 

This study explores the use of Complementary and Alternative (CAM) among 

University of Florida employees.  The goal of this study was not only to explore which 

CAM modalities are used more frequently among this population but also aimed 

investigate the determinants of the behavior that leads to CAM use and develop a 

model to predict future behavior.  As previously stated the research questions driving 

the data analyses are:  1. Is there a relationship between participants’ educational level 

and CAM use?  2. Is there a relationship between participants’ family income and CAM 

use?  3. Is there a relationship between participant’s sex and CAM use?  4. Is there a 

relationship between participants’ race/ethnicity and CAM use?  5. Is there a 

relationship between participants’ health status and CAM use?  6. Is there a relationship 

between participants’ age and CAM use?  7. Is Attitude toward CAM use significant in 

explaining Behavioral Intent?  8. Are Subjective Norms significant in explaining 

Behavioral Intent?  9. Are Attitude toward and Subjective Norms about CAM use jointly 

significant in explaining Behavioral Intent?  An overview of the participants’ 

demographic attributes are presented below. 

Demographics 

A list of 15,000 University of Florida employee email addresses was provided by 

the Office of University Relations.  From this list a random sample of 5,000 potential 

participants were selected.  The online survey tool used was Qualtrics which enabled 

the researcher to send out the survey, collect and store the data, and run basic statistics 

on the participants.   A total of 613 participants started the survey.  Of those, only 595 

completed it (97%) resulting in an attrition rate of 3%.  This attrition rate may be due to 
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individuals who did not meet the eligibility criteria but yet started the survey.  Upon 

realization of their ineligibility they simply discontinued the survey.   

Another impact on the survey response rate may be attributed to the fact that the 

maximum number of surveys students are allowed to send through Qualtrics is 100.  

However, after consulting the office in charge of the Qualtrics license, they agreed to 

increase the limit to 1,000.  This meant that there were still 4,000 remaining email 

addresses to whom the survey needed to be sent.  An attempt was made to use a 

Qualtrics tool that allows the researcher to send surveys not through the Qualtrics’ 

system but rather through an auto-generated email address, to keep the sender’s email 

address anonymous.  Within the first 48 hours, a number of respondents notified the 

researcher that emails including the survey link were going to their junk/spam folders. 

Because there was no way to track this, a request was made to submit the survey to all 

5,000, excluding those who had already responded to the survey.  The request was 

approved and this time the participants were sent the survey through the researcher’s 

personal email address to hopefully reach those who may not have received the original 

request due to it being placed in a spam folder.  The reason for mentioning this is 

twofold.  First, it could not be determined how many people did not receive the survey 

due to it being undeliverable; second, Qualtrics was able to give certain statistics on the 

open rate, start rate, and completion rate of the survey.  Of those who received the 

Qualtrics-generated email, only 25% opened it. Of that 25%, 49% started the survey; 

and finally of those who started the survey, 91% completed it.  Consequently, data from 

595 respondents (a response rate of 11.9%) were used for data analyses.  According to 

Nulty (2008), although incentivizing the potential respondents could increase the 
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response rate, it is typical for online surveys to yield lower response rates compared to 

face-to-face or telephone surveys.  Nulty also indicated that it is not unusual to have 

response rates between 10% and 20%.  

In looking at who completed the survey, 55.4% of respondents were classified as 

TEAMS employees and 36.9% were faculty (this includes 9, 10, and 12 month faculty 

and clinical faculty).  Also, when comparing the educational levels of participants, the 

majority held a master’s degree as their highest degree (28.1%), followed by those who 

had doctorate degrees (23.9%), then the third highest educational level was of those 

who have completed their bachelor’s degrees (18.3%).  Those who held a professional 

degree as their highest obtained degree comprised 9.6%, followed by 8.1% who 

completed their associate’s degree.  The individuals who identified themselves as 

having either graduated high school or less consisted of 6.1% of the sample.  Of the 

respondents 62.5% were female compared to 37.3% identifying as male.  Additionally, 

79.2% of the sample identified themselves as being White/Caucasian, 5.0% 

Black/African American, 4.9% Hispanic/Latino, 3.0% Asian or Pacific Islander, and only 

0.5% indicated they were American Indian or Alaskan Native, and finally 1.8% selected 

“Other” as their racial/ethnic group.   

There was a relatively even distribution among the various age ranges.  Of all 

respondents, 22% were between 18 and 35; 21.7% between 36 and 45, 24.4% between 

46 and 55 and finally the largest group with 31.4% consisted of those older than 56.  A 

complete breakdown of the demographic and descriptive statistics are given in Tables 

4-1 through 4-7.  
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Trends of CAM Use 

Out of the 595 survey responses, 86.4% (n= 514) indicated that they have used 

some form of CAM.  Of those who indicated they had used CAM at some point in their 

lives, 81.5% responded that they have also used CAM within the last 12 months.  

Figure 4-1 shows the frequencies of the types of CAM used both lifetime and within the 

last 12 months.  The most common forms reported were massage therapy (65%) 

followed by homeopathic medicine (43.4%), then chiropractic care (43.2%), and deep 

breathing was used by 41% of the participants.  Interestingly, the four highest forms of 

CAM use within the last 12 months differed slightly from lifetime use.  The most 

common form used within the last 12 months was still massage therapy (40.7%), 

followed by homeopathic medicine (27.2%), then deep breathing (26.7%), and then 

yoga (20.5%).   

Additionally, when asked the main reason for using CAM, participants could 

either “treatment of a health problem or condition” or “prevention of health problems or 

conditions” or “personal well-being” or “other.”  Of the respondents, 49.7% said they 

used CAM to treat a health condition, while 32.4% used CAM preventatively.  The 

majority used CAM for their overall well-being (60.3%).  Although this is somewhat 

similar to what the literature suggests, that CAM is used as secondary or tertiary care, it 

also tells us that the primary reason for CAM use is for prevention and for maintaining 

balance and well-being.  Survey participants were encouraged to also indicate why they 

use CAM.  Some of the responses: improve sleep quality, using CAM feels good, helps 

with hurt back, stress management, spiritual well-being, recovery, the social aspect of 

group CAM (such as with yoga) and to increase fertility.  
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The frequencies with which participants selected “yes,” “no,” or “sometimes” 

when asked how often they discuss their CAM use with their physicians were also 

looked at.  The number of participants who indicated that they consult with their 

physicians about their CAM use was 148 (24.9%). In the meanwhile 153 of the 

participants (25.7%) selected that they sometimes disclose their use of CAM to the 

physicians.  The group that responded “no” to the question was the highest of the three 

groups at 294 (28.4%).  

The National Center for Complementary and Alternative Medicine recognizes 

natural products as one of the two subgroups of CAM (the other subgroup being mind-

body practices), which led the researcher to investigate which forms of natural products 

are being used in this sample.  The options that the participants were allowed to select 

from were the following (participants were able to select all responses that applied): 

herbs/botanicals, vitamins/minerals, non-vitamins/non-minerals (i.e. fish oil and Omega 

3s), probiotics, and other.  Vitamin consumption was the most common response with 

over 68% indicating having used vitamins/minerals.  The next most frequently used 

product was non-vitamins/non-minerals (31.8%) and then probiotics (24.7%).  

Respondents were given the opportunity to select the “other” option and to write what 

natural products they consume.  Most of what was filled in would fall into one of the 

above categories.  The only supplement that was indicated in the “other” section that 

would not apply was “good food like grandma’s.”  

Next, the results of the hypothesis tests are presented.  For each test, the test 

statistic value along with the corresponding p-value will be stated.  The conclusion of 

the hypothesis tests will be stated for α=0.05.  
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Hypothesis 1 

Ho 1.  There is no significant difference in the proportions of CAM users with differing 
educational levels in the population, where 
 

 π <8 denotes the proportion of CAM users in the population with less than or 
equal to 8 years of education  

 π <H denotes the proportion of CAM users in the population with more than 8 
years of education but did not complete high school  

 π =H denotes the proportion of CAM users in the population who are high school 
graduates or have their GED 

 π =A denotes the proportion of CAM users in the population who have an 
associate’s degree or professional license 

 π =B denotes the proportion of CAM users in the population who have a 
bachelor’s degree  

 π =M denotes the proportion of CAM users in the population who have a master’s 
degree  

 π =D denotes the proportion of CAM users in the population who have a doctorate 
degree  

 π =P denotes the proportion of CAM users in the population who have a 
professional degree  

Ho: π <8 =  π <H = π =H = π =A = π =B = π =M = π =D = π =P 

Ha: Not Ho 
 

Based on χ2 = 0.922 and very large p = 0.969 the null hypothesis that there is no 

a difference in the proportions of CAM users among those with different educational 

levels could not be rejected.  One of the assumptions that needs to be satisfied for the 

Chi-square test to give reliable results is that the expected frequency for each category 

should be at least 5.  If there are expected category frequencies that are less than 5, it 

is suggested to group categories to increase reliability.  However, according to Field 

(2013), it is acceptable to have some categories with expected frequencies of less than 

5 as long as the number of such categories does not exceed 20% of the total number of 
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categories.  Therefore, since the expected frequency for each of the first three groups 

was less than 5 (those who had less than or equal to 8 years of education, those who 

did not complete high score, and those who either graduated high school or received 

their GED) these were combined into one group.  These adjustments yielded the Chi-

square and p-values given in Figure 4-12.  

Hypothesis 2 

Ho 2. There is no significant difference in the proportions of CAM users with differing 
family incomes in the population, where 
 

 π <20k denotes the proportion of CAM users in the population with a family income 
less than $20,000 

 π =20k denotes the proportion of CAM users in the population with a family income 
greater than or equal to $20,000 but less than $35,000  

 π =35k denotes the proportion of CAM users in the population with a family income 
greater than or equal $35,000 but less than $50,001 

 π =50k denotes the proportion of CAM users in the population with a family income 
greater than or equal to$50,000 but less than $65,000 

 π =65k denotes the proportion of CAM users in the population with a family income 
greater than or equal $65,000 but less than $80,000 

 π =80k denotes the proportion of CAM users in the population with a family income 
greater than or equal to $80,000 but less than $95,000 

 π =95k denotes the proportion of CAM users in the population with a family income 
greater than or equal to $95,000 

Ho: π <20k =  π =20k  = π =35k = - π =50k  = π =65k  = π =80k = π 95k 

Ha: Not Ho 
 
In order to test the difference in CAM use among those with differing income 

levels, both a Chi-square test was performed and a p-value was calculated (Figure 4-

13).   Additionally, similar to the previous case, since not all groups had expected 

frequencies of five or more, some of the groups were combined.  Those who reported 
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having a family income of less than $35,000 were placed into one group while all other 

groups remained unchanged.  For this hypothesis test, the computed χ2 = 4.39 and p = 

0.49.  Based on these values, the null hypothesis that there is no significant difference 

between the proportions of CAM users among different income groups could not be 

rejected.  

Hypothesis 3 

Ho 3. There is no significant difference in the proportions of CAM users with differing 
sex in the population, where 
 

 π =Male  denotes the proportion of CAM users in the population who are 
male 

 π =Female  denotes the proportion of CAM users in the population who are 
female 

Ho: π =Male  =  π =Female 

Ha: Not Ho 
 

The Chi-square test statistic and p-value were calculated as χ2 = 19.38 and p = 

0.000, (Figure 4-14).   With these results it is concluded that gender does influence the 

use of CAM. More specifically females have a higher usage rate compared to males.   

Hypothesis 4 

Ho 4. There is no significant difference in the proportions of CAM users with differing 
race/ethnicities in the population, where:  
 

 π =White  denotes the proportion of CAM users in the population who are 
White/Caucasian 

 π =Black  denotes the proportion of CAM users in the population who are 
Black/African American 

 π =Hispanic  denotes the proportion of CAM users in the population who are 
Hispanic/Latino 

 π =Asian  denotes the proportion of CAM users in the population who are Asian or 
Pacific Islander 

 π =Am denotes the proportion of CAM users in the population who are American 
Indian or Alaskan Native 
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 π =Other  denotes the proportion of CAM users in the population who are Other 

Ho: π =White =  π =Black  = π =Hispanic = π =Am  = π =Other 

Ha: Not Ho 
 

Asian or Pacific Islander, American Indian or Alaskan Native, and those who 

indicated they were “Other” were grouped into a single category due to low expected 

frequencies.  The test resulted in a computed χ2 value of 3.310 and p-value of 0.35 

(Figure 4-15).  With these results the null hypothesis that there is no significant 

difference between the proportions of CAM users among different racial/ethnic groups 

could not be rejected.    

Hypothesis 5 

Ho 5. There is no significant difference in the proportions of CAM users with differing 
self-reported health status in the population, where 
 

 π Excellent  denotes the proportion of CAM users in the population who identified as 
being in excellent health 

 π Very good  denotes the proportion of CAM users in the population who identified as 
being in very good health 

 π Fair denotes the proportion of CAM users in the population who identified as 
being in fair health 

 π Poor  denotes the proportion of CAM users in the population who identified as 
being in poor health 

Ho: π =Excellent  =  π =Very Good  = π =Fair = π =Poor 

Ha: Not Ho 
 

Literature on CAM use also suggests that those who have poor health status are 

more likely to use CAM.  This hypothesis compares the difference in the proportions of 

CAM users between those who self-reported as being either in excellent, very good, 

good, fair, or poor health. Figure 4-16 provides details on both the observed and 

expected frequencies and observed proportions for each cross tabulation.   
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The alternative hypothesis was not supported by the Chi-square (χ2 = 5.78) and p-

values (p = 0.12) that were calculated.  Therefore, in this case too, the null hypothesis 

could not be rejected.  These results demonstrate that there is no significant difference 

in the proportions of CAM users with differing self-reported health statuses.  

Hypothesis 6 

Ho 6. There is no significant difference in the proportions of CAM users between 
different age groups in the population, where: 
 

 π =Agei…denotes the proportion of CAM users in the population who are in the ith 
age group where i=1,2,…,n 
Ho: π =Age1 = π =Age2 = π =Age3 = … = π =Age(n) 
Ha: Not Ho 
 

The survey instrument used for this study allowed respondents to fill in their age. 

Therefore results included a large range of ages that spanned from 22 to 77.  In order to 

test this hypothesis the ages needed to be organized so a group comparison could be 

made.  Those who indicated they were 35 or younger were grouped together (22-35) to 

make up the first group.  The age range of 36-45 made up the second group.  

Participants in the age group 46-55 were grouped together to make the third category.  

Those who reported being between the ages 56-65 were categorized as the fourth 

group.  Finally, anyone 65 and older were placed in the fifth group.  All groups and their 

frequencies can be seen in Figure 4-17.   

Once participants were grouped by age range the following values of Chi-square 

and p were obtained, χ2 = 0.46 and p-value = 0.98.  Based on these results it was 

concluded that the null hypothesis cannot be rejected.  The proportions of CAM users 

do not differ between the considered age ranges.   
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Hypothesis 7 

Ho 7. Attitude toward the use of CAM is not a significant factor in determining 
participants’ Behavioral Intent to use CAM. Alternatively, H0: W0 =0, Ha: W0 ≠ 0 

 
The objective of this hypothesis was to determine strength of the Attitude variable 

in explaining BI.  In order to test this both a simple and a multiple linear regression 

model were used.  For the simple linear regression, F statistic and p-value were 

806.146 and 0.000, respectively indicating that the regression was significant.  The 

resulting R2 value was 0.612 indicating that 61.2% of the variance in BI was explained 

by the simple regression model.  Furthermore, with a very small p-value and a very 

large t statistic (t = 28.4) the null hypothesis was rejected.  See Figures 4-18 and 4-19 

for more details. 

Hypothesis 8 

Ho 8. Subjective Norms toward the use of CAM is not a significant factor in 
determining participants’ Behavioral Intent to use CAM. Alternatively, H0: W1 =0, Ha: W1 
≠ 0 

 
Similar to Hypothesis 7, both a simple and a multiple linear regression model was 

used.  The objective of this hypothesis was to determine how much of the variance in BI 

is explained by the variable Subject Norm.  For the simple linear regression, F statistic 

and p-value were 205.350 and 0.000, respectively indicating that the regression was 

significant.  The resulting R2 value was 0.286 indicating that 28.6 % of the variance in BI 

was explained by the simple regression model.  Furthermore, with a very small p-value 

and a large t statistic (t = 14.330) the null hypothesis was rejected.  See Figures 4-18 

and 4-19 for more details. 

Hypothesis 9 

Ho 9. Neither attitude toward CAM (Acct) nor subjective norms (NBCMC) about CAM 
contribute significantly to the prediction of Behavioral Intent (BI) to use CAM.  
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Alternatively,   H0: W0 =W1 = 0, Ha: at least one of the two parameters (W0, W1) is not 
equal to zero. 

 
In order to test this hypothesis, the F-statistic was examined.   

A multiple regression including all three variables of the prediction mode: attitudes, 

subjective norms, and behavioral intent were used to obtain the following results (see 

Figure 4-20). F = 421.710, R= .789, and R2 = 0.623.  What these outcomes 

demonstrate is that the multiple regression model is significant and 62.3% of the 

variance in behavioral intention is explained with this complete model.  Furthermore, 

with t-values of 21.347 (attitudes) and 3.885(subjective norms) and p-values of 0.000 in 

both cases, the null hypothesis was rejected.  See Figure 4-20 for details. The resulting 

prediction model is given by 

B ≈BI = -0.885 + 0.348Acct + 0.008SN 

Additional Findings 

In addition to the nine hypotheses, previously stated, a number of other 

exploratory analyses were conducted.  CAM rates were compared for the following 

variables: employment classification, country of birth, alcohol use, tobacco use, physical 

activity levels, Body Mass Index (BMI), and the previous diagnosis of a health condition.  

The final statistics that were analyzed involved the Behavioral Intention scores of those 

who indicated that they have never used any form of CAM.  

Although employment classification was not one of the original hypotheses, the 

researcher was interested in seeing if there was a difference in CAM use between those 

who are classified as faculty (either clinical, or 9, 10, or 12 month) and as staff (this is 

defined as TEAM and OPS employees).  The conclusion, with χ2= 5.091 and p-value= 
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0.405, was that there is no significant difference in the proportions of CAM users 

between the two employment classifications (Figure 4-21). 

According to Fertman and Allensworth (2010), university environments can have 

very diverse populations.  Not only can the student body be diversified, so can the 

employees including the faculty and staff.  So in addition to looking at whether 

race/ethnicity and employment classification may impact CAM use, the researcher was 

also curious if those who were born outside the United States would skew my results.  

Therefore, a comparison of CAM use between those who were born in the US 

compared and those who were not was made.  Although either a z-test or Chi-Square 

for these results could have been used (since the comparison is with two groups) for 

consistency purposes, the latter was used to test this exploratory hypothesis.  With χ2= 

0.770 and p= 0.68 it is concluded that there is no difference in CAM use between the 

proportion of those who were born in the US and those who were not (Figure 4-22).  

The relationship between tobacco use at different levels (regular, occasional, and 

never) and CAM use was also explored using the Chi-square test with the following 

results: χ2 = 5.71 and p = 0.058.  The conclusion is that if one chooses an α value 

greater than 0.058, then the null hypothesis that proportions of CAM users are not 

significantly different between the considered tobacco user levels will be rejected. 

Alternatively, level of tobacco use and CAM use are not independent.  Those with 

higher level of tobacco use tend to be less inclined to use CAM.  The groups comprised 

of those who selected either everyday use, two to six times a week use, once a week, 

only on weekends, on special occasions, or don’t consume tobacco products at all.  
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However, due to low frequencies groups one and two were combined and categorized 

as regular smokers; groups three, four, and five are combined to make up the 

occasional smokers and the last group consisted of nonsmokers (Figure 4-24).  

The alcohol consumption options were exactly the same as those for tobacco 

consumption: everyday, two to six times a week, once a week, only on weekends, on 

special occasions, and I don’t drink at all.  With χ2 = 0.462, and a very large p = 0.794, 

the null hypothesis that proportions of CAM users are not significantly different between 

the considered alcohol user levels cannot be rejected (Figure 4-23).   

Hypothesis 5 explored how perceived health status is related to CAM use.  

Although this hypothesis was not significant and therefore the null hypothesis could not 

be rejected, the researcher wanted to see if other health factors impacted CAM use.  

Chi-square tests were run to determine if CAM use was related to, previously diagnosed 

health conditions as well as physical activity levels and Body Mass Index.  It was 

discovered that none of these relations were significant.  For details see Figures 4.25 to 

4.27.  For those who had been diagnosed with one of the following conditions: obesity, 

diabetes, heart disease, high cholesterol, hypertension, stroke, cancer, and other 

(participants could fill in the blank) the Chi-Square test resulted in:  χ2 = 1.083 and p = 

0.29.  

Using the National Institute for Health (NIH) BMI calculator, BMIs were calculated 

for all participants who indicated both their weight and height.  

Once BMI values were calculated, each respondent was put into a group. The five 

groups were (using the NIH BMI calculation tool and guidelines): “underweight,” “thin for 
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height,” “healthy weight,” “overweight,, and “obesity.”  The statistical test resulted in:  χ2 

= 6.617 and p = 0.157.   

The next exploration was the relationship between self-reported physical activity 

levels and CAM use.  Respondents were classified into four groups (very active, active, 

moderately active, and not active).  The Chi-square test resulted in: χ2= 3.81 and p = 

0.433 indicating that the proportions of CAM users do not differ significantly between the 

self-reported activity levels.   Therefore, based on the results from the exploratory 

questions about diagnosis, BMI, and physical activity levels, the survey data did not 

provide support to the alternate hypotheses that CAM use and each of these variables 

are independent.   

The final exploratory analysis that was done to better understand the dynamics of 

the participants who indicated they had never used any form of CAM before and what 

that meant for their Behavioral Intent score. The notion behind the BIM is that behavior 

and behavioral intent are very strongly correlated.  It can be assumed with this model 

that even if a behavior has not been acted upon, if there is a high level of behavioral 

intent then there is very high predictability that the actual behavior will follow soon 

(Wilson, et al., 1975).  For the current prediction model participants’ behavioral intention 

score was derived from question eight which asked how likely they were to use CAM in 

the next 12 months.  The seven Likert scale response options ranged from very unlikely 

to very likely.  Of the 81 participants that indicated they did not use any form of CAM, 75 

completed the behavioral intention questions yielding each respondent a BI score. 

Although there were no non-CAM users who answered as being likely or very likely to 

use CAM within the next 12 months, about 13.3% indicated that they were somewhat 
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likely to try CAM. Roughly 9.3% responded that they were neither likely nor unlikely to 

attempt any form of CAM within the next 12-months.  The majority of participants 

answered that they were somewhat unlikely to very unlikely to use CAM.  

Summary 

This chapter presented the findings of the hypotheses concerning the relation 

between CAM use and certain demographic attributes of the employees of University of 

Florida.  In addition the multiple regression model for predicting behavioral intent was 

shown to have a significant explanatory and predictive power.  Findings suggested a 

significant relationship between sex and CAM use.  It should also be noted that there 

was incongruence between the results from the literature and those of this study.  The 

only variable for which both this study and the literature found significant relationship 

with CAM use was sex.  Unlike the results from the literature, the findings in this study 

did not support the relations between the following variables and CAM usage as 

significant: educational levels, family income, race/ethnicity, health status, and age.  It is 

perhaps noteworthy that of all these variable only health status came close to being 

significant with a p-value of 0.12.  Also included in this chapter are the exploratory 

analyses conducted to see if there were any other variables not covered in the literature 

that are also significant in explaining  CAM use.  Other variables considered included 

frequency of alcohol consumption and physical activity levels, BMI, and previous 

diagnosis of a health condition.  

Chapter 5 will review the findings of the various statistical analyses conducted and 

will also provide conclusions that can be drawn from these analyses.  Implications of the 

study will also be discussed and the last section of the subsequent chapter will highlight 

recommendations for future research and practice. 
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Table 4-1.  Age of Survey participants 

Age Frequency Percent 

18-35 123 22.04 
36-45 121 21.68 
46-55 136 24.37 
56-65 151 27.06 
65+ 27 4.3 

 
 
Table 4-2.  Sex of Survey participants 

 Frequency Percent 

Female 348 62.6 
Male 208 37.4 

 
 
Table 4-3.  Race/Ethnicity of Survey participants 

 Frequency Percent 

White/Caucasian 123 22.04 
Black/African American 121 21.68 

Hispanic or  Latino 136 24.37 

Asian or Pacific Islander 151 27.06 

American Indian or Alaskan Native 27 4.3 

Other   

 
 
Table 4-4.  Born in US 

 Frequency Percent 

Yes 348 58.5 

No 208 35.0 
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Table 4-5.  Marital status of Survey participants 

 Frequency Percent 

Single/Separated 114 19.2 
Married or domestic partnership 392 65.9 
Divorced 47 7.9 
Widowed 8 1.3 

 
 
Table 4-6.  Highest Level of Education Achieved 

 Frequency Percent 

Eighth grade or less 0 0 
Did not finish high school 1 .2 
High school graduate/GED 35 5.9 
Associates degree or professional license 48 8.1 
Bachelor’s degree 109 18.3 
Master’s degree 167 28.1 
Doctoral degree 142 23.9 
Professional degree (i.e. MD, JD, PharmD, VMD, & etc.) 57 9.6 

 
 
Table 4-7.  Employment Classification  

 Frequency Percent 

Faculty (9, 10, or 12 months) 187 31.4 
Clinical Faculty 33 5.5 
Exempt TEAMS/USPS 237 39.8 
Non-Exempt TEAMS/USPS 93 15.6 
Other 9 1.5 
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Table 4-8.  Household Income Range 

  Range Frequency Percent 

≤$20,000 1 0.2 
  $20,001 - $35,000 32 5.4 
  $35,001 - $50,000 63 10.6 
  $50,001 - $65,000 62 10.4 
  $65,001 - $80, 000 53 8.9 
  $80,001 - $95,000 53 8.9 
≥$95,001 282 47.4 

  
 
Table 4-9.  Reasons for Using CAM 

Reason Frequency Percent 

Treatment of health problem or condition 296 49.7 
Prevention of health problem or condition 193 32.4 
Personal well-being  359 60.3 

 
 
Table 4-10.  Frequency of Consultation with Physician about CAM Use 

 Frequency Percent 

No response 125 21.0 
Yes 148 24.9 
Sometimes 153 25.7 
No  169 28.4 

 
 
Table 4-11.  Types of Natural Products Used 

Type Frequency Percent 

Herbs/botanicals 119 20.0 
Vitamins/minerals 406 68.2 
Non-vitamins/Non-minerals  189 31.8 
Probiotics 147 24.7 
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Table 4-12. Results of Chi-square test and descriptive statistics for educational levels 

 ≤ High 
School/GED 

Associates 
Degree 

Bachelor’s 
Degree 

Master’s 
Degree 

Doctoral 
Degree 

Professional 
Degree 

Used CAM (Observed) 32 (88.9%) 42 (87.5%) 96 (88.1%) 145 (86.8%) 120 (84.5%) 47 (82.5%) 
Used CAM (Expected) 31.0 41.5 94.2 144.3 122.7 49.2 
        
Did not use CAM 
(Observed) 

4 (11.1%) 6 (12.5%) 13 (11.9%) 22 (13.2%) 22 (15.5%) 10 (17.5%) 

Did not use CAM 
(Expected) 

4.8 6.5 14.8 22.7 19.3 7.8 

Note.  Χ2 = 0.92, df = 5, p = 0.97. Numbers in parentheses indicate column percentages. 
*p > .05 
 
 
Table 4-13. Results of Chi-square test and descriptive statistics for household income ranges 

 ≤ $35,000 $35,001 – 
$50,000 

$50,001 – 
$65,000 

$65,001 - 
$80,000 

$80,001 – 
$95,000 

≥$95,001 

Used CAM 
(Observed) 

26 (78.8%) 55 (87.3%) 54 (87.1%) 49 (92.5%) 48 (90.5%) 237 (84%) 

Used CAM (Expected) 28.4 54.1 53.3 45.5 45.5 242.2 
       

Did not use CAM 
(Observed) 

7 (21.2%) 8 (12.7%) 8 (12.9%) 4 (7.5%) 5 (9.5%) 45 (16%) 

Did not use CAM 
(Expected) 

4.7 8.9 8.7 7.5 7.5 39.8 

Note.  Χ2 = 4.39, df = 5, p = 0.50. Numbers in parentheses indicate column percentages. 
*p > .05 
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Table 4-14. Results of Chi-square test and descriptive statistics for sex 

 Female Male 

Used CAM (Observe) 317 (91.1%) 162 (77.9%) 
Used CAM (Expected) 300.6 179.7 
    
Did not use CAM (Observed) 31 (0.9%) 46 (22.1%) 
Did not use CAM (Expected) 47.4 28.3 

Note.  Χ2 = 19.4, df = 1, p = 0.00. Numbers in parentheses indicate column percentages. 
*p < .05 
 
 
Table 4-15. Results of Chi-square test and descriptive statistics for racial/ethnic groups 

 White/Caucasian Black/African American Hispanic Other 

Used CAM (Observed) 405 (86%) 26 (86.7%) 28 (96.6%) 26 (81.3%) 
Used CAM (Expected) 406.5 25.9 25 27.6 
      
Did not use CAM 
(Observed) 

66 (14%) 4 (13.3%) 1 (4.4%) 6 (18.7%) 

Did not use CAM 
(Expected) 

471 30 29 32 

Note.  Χ2 = 3.31, df = 3, p = 0.35. Numbers in parentheses indicate column percentages. “Other” includes Asian or Pacific 
Islander, American Indian or Alaskan Native, and Other.  

*p > .05 
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Table 4-16. Results of Chi-square test and descriptive statistics for health status 

 Excellent Very Good Good Fair/Poor 

Used CAM (Observed) 89 (79.5%) 243 (88.4%) 121 (86.4%) 35 (89.7%) 
Used CAM (Expected) 96.6 237.1 120.7 33.6 
      
Did not use CAM 
(Observed) 

23(20.5%) 32 (11.6%) 19 (13.6%) 4 (10.3%) 

Did not use CAM 
(Expected) 

15.4 37.9 19.3 5.4 

Note.  Χ2 = 5.78, df = 3, p = 0.12. Numbers in parentheses indicate column percentages. 
*p > .05 
 
 
Table 4-17. Results of Chi-square test and descriptive statistics for age groups 

 ≤35 36 - 45 46 - 55 56 - 65 ≥65 

Used CAM (Observed) 106 (86.2%) 103 (85.1%) 117 (86%) 132 (87.4%) 24 (88.9%) 
Used CAM (Expected) 106.2 104.5 117.5 130.4 23.3 
       
Did not use CAM 
(Observed) 

17 (13.8%) 18 (14.9%) 19 (14%) 19 (12.6%) 3 (11.1%) 

Did not use CAM 
(Expected) 

16.8 16.5 18.5 20.6 3.7 

Note.  Χ2 = 0.46, df = 4, p = 0.98. Numbers in parentheses indicate column percentages. 
*p > .05 
 
 
Table 4-18. Coefficients for each independent predictor in separate simple linear regression models 

 B Standard error t Significance R R square 

Attitudes .385 .014 28.393 .000 0.782 0.612 
Subjective 
Norms 

.033 .002 14.330 .000 0.535 0.286 

*p < .05 
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Table 4-19. Multiple linear regression model 

 B Standard error t Significance 

Attitudes .348 .016 21.347 .000 
Subjective 
Norms 

.008 .002 3.885 .000 

Constant -.885 .229 -3.855 .000 

*p < .05 
 
 
Table 4-20. ANOVA for multiple linear regression model 

 Sum of 
squares 

df Mean 
Square 

F Significance R R square 

Regression 1234.129 2 617.064 421.710 0.000 0.789 0.623 
Residual 747.717 511 1.463     

Total 1981.846 513      

*p < .05 
 
 
Table 4-21. Results of Chi-square test and descriptive statistics for employment classifications 

 Faculty 
(9, 10, & 12 

month) 

Clinical Faculty Exempt 
TEAMS/USPS 

Non-Exempt 
TEAMS/USPS 

Other 

Used CAM (Observed) 154(82.4%) 29 (87.9%) 207 (87.3%) 83 (%) 89.2 (%) 
Used CAM (Expected) 161.5 28.5 204.7 80.3 7.9 
       
Did not use CAM 
(Observed) 

33 (17.6%) 4 (12.1%) 30 (12.7%) 10 (%) 0 (%) 

Did not use CAM 
(Expected) 

25.5 4.5 32.3 12.7 1.2 

Note.  Χ2 = 5.091, df = 5, p = 0.405. Numbers in parentheses indicate column percentages. 
*p > .05 
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Table 4-22. Results of Chi-square test and descriptive statistics for location of birth 

 Born in U.S. Born outside U.S. 

Used CAM (Observed) 420(86.2%) 63 (85.1%) 
Used CAM (Expected) 420.7 63.9 
    
Did not use CAM (Observed) 67 (13.8%)  11 (14.9%) 
Did not use CAM (Expected) 66.3 10.1 

Note.  Χ2 = 0.770, df = 2, p = 0.68. Numbers in parentheses indicate column percentages. 
*p > .05 
 
 
Table 4-23. Results of Chi-square test and descriptive statistics for alcohol consumption frequency 

 Regular Occasional Never 

Used CAM (Observed) 131(86.2%) 265 (86.8%) 91 (84.3%) 
Used CAM (Expected) 131 262.9 93.1 
     
Did not use CAM (Observed) 21 (13.8%) 40 (13.1%) 17 (15.7%) 
Did not use CAM (Expected) 21 42.1 14.9 

Note.  Χ2 = 0.462, df = 2, p = 0.79. Numbers in parentheses indicate column percentages. 
*p > .05 
 
 
Table 4-24. Results of Chi-square test and descriptive statistics for tobacco consumption frequency 

 Regular Occasional Never 

Used CAM (Observed) 19(76%) 22 (100%) 446 (86.1%) 
Used CAM (Expected) 21.5 19.0 446.5 
     
Did not use CAM (Observed) 6 (24%) 0 (0%) 72 (13.9%) 
Did not use CAM (Expected) 3.5 3.0 71.5 

Note.  Χ2 = 5.71, df = 2, p = 0.058. Numbers in parentheses indicate column percentages. 
*p > .058 
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Table 4-25. Results of Chi-square test and descriptive statistics for physical activity levels 

 Very active Active Moderately 
active 

Not active 

Used CAM (Observed) 59(88.1%) 151 (82.5%) 204 (88.7%) 74 (86%) 
Used CAM (Expected) 57.9 158.1 198.7 74.3 
      
Did not use CAM 
(Observed) 

8 (11.9%) 32 (17.5%) 26 (11.3%) 12 (14%) 

Did not use CAM 
(Expected) 

9.1 24.9 31.3 11.7 

Note.  Χ2 = 3.808, df = 4, p = 0.433. Numbers in parentheses indicate column percentages. 
*p > .05 
 
 
Table 4-26. Results of Chi-square test and descriptive statistics for BMI ranges 

 Underweight Thin  
for height 

Healthy 
weight 

Overweight Obese 

Used CAM (Observed) 5 (%) 6 (%) 195 (85.6%) 159 (88.8%) 100 (0.8%) 
Used CAM (Expected) 4.3 5.1 194.8 153.6 107.2 
       
Did not use CAM 
(Observed) 

0 (0%) 0 (0%) 32 (14.4%) 20 (11.2%) 25 (0.2%)  

Did not use CAM 
(Expected) 

0.7 0.9 32.2 25.4 17.8 

Note.  Χ2 = 6.617, df = 4, p = 0.157. Numbers in parentheses indicate column percentages. 
*p > .05 
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Table 4-27. Results of Chi-square test and descriptive statistics for previous diagnosis of health condition 

 No diagnoses Previous diagnosis(ses) 

Used CAM (Observed) 173 (84.8%) 278 (88%) 
Used CAM (Expected) 176.9 274.1 
    
Did not use CAM (Observed) 31 (15.2%) 38 (12%) 
Did not use CAM (Expected) 27.1 41.9 

Note.  Χ2 = 1.08, df = 1, p = 0.30. Numbers in parentheses indicate column percentages. 
*p > .05 
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Figure 4-1. CAM Use Lifetime and Last 12 Months  
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CHAPTER 5 
DISCUSSION, CONCLUSIONS, & RECOMMENDATIONS 

Discussion 

As previously stated, this study explored the use of CAM among University of 

Florida employees.  The goal of this study was not only to explore which CAM 

modalities are used more frequently among this population but also investigate the 

determinants of the behavior that leads to CAM use and develop a model to predict 

future behavior.  The following research questions guided the data analyses:  1. Is there 

a relationship between participants’ educational level and CAM use?  2. Is there a 

relationship between participants’ household income and CAM use?  3. Is there a 

relationship between participant’s sex and CAM use?  4. Is there a relationship between 

participants’ race/ethnicity and CAM use?  5. Is there a relationship between 

participants’ health status and CAM use?  6. Is there a relationship between 

participants’ age and CAM use?  7. Is Attitude toward CAM use significant in explaining 

Behavioral Intent?  8. Are Subjective Norms toward CAM use significant in explaining 

Behavioral Intent?  9. Are Attitude toward and Subjective Norms about CAM use jointly 

significant in explaining Behavioral Intent?  In addition to using these research 

questions, comparisons of CAM usage rates and what CAM modalities are most 

frequently used were also evaluated.  

Of the nine hypotheses that correspond to the above research questions, the first 

six were focused on attempting to confirm what the literature states as being 

determinants of CAM use.  The relationships to CAM use of the following variables were 

tested using the Chi-square test and the significance levels were reported with p-values: 

educational level, family income, sex, race/ethnicity, health status and age.  
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Of these six variables only sex was shown to be a determinant of CAM use at a 

significance level of 0.05.  This result is not in agreement with the current literature in 

that all of these six variables were found to be significant in independent studies.  

Although more research would need to be done to determine why the results for the 

population studied vary from other findings, one very likely factor is the homogeneity of 

this population.  The National Health Interview Survey (NHIS) consisted of 29,266 

participants that represented individuals from all across the U.S.  Therefore not only 

was the NHIS sample diverse it can also be said that the respondents were 

heterogeneous (Barnes et al., 2008). 

The average educational level of University of Florida employees was higher 

than the national average due to the fact that many of the positions require higher 

education as job pre-requisites.   According to the 2013 US Census Report, roughly 

45% of the population held a high school degree or less, whereas for those who 

completed the current survey this number was only 6.1%.  The educational level of 

those who completed the NHIS who had the highest rates of CAM use were those who 

had graduate degrees (masters, doctoral, or professional degrees) followed by 

bachelors’ degree, and associate’s degree.  Respondents who had less than a high 

school degree reported the lowest CAM usage rates compared to those with higher 

educational levels (Barnes et al., 2008).  Because of the above average educational 

attainment of the current sample when a group comparison of CAM use was 

investigated to verify if educational levels impact CAM use, findings indicated that 

educational level was not a predictor of CAM use among the University of Florida 

employee population.  
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Income levels were another source of discrepancy between the data sampled 

and the national averages.  Those who completed the survey had significantly higher 

household incomes than the national average.  According to the Census Bureau (2013), 

in 2012 the national average household income was $51,017, whereas the average 

household income of this study’s respondents was over $95,000.  Previous literature 

suggested income as a determinant of CAM use (Barnes et al., 2013, Rafferty et al., 

2002, and Brown et al., 2007).  Hypothesis two explored if CAM use was independent of 

income levels and resulted in a p= 0.50.  Accordingly, the independence hypothesis 

could not be rejected indicating that for the population studied, household income was 

not a determinant of CAM use.   

Of the first six hypotheses, which were suggested by the literature, only sex had 

an impact on CAM use, with p = 0.000.  The conclusion of this study is in congruence 

with the previous findings (Neiberg et al., 2011, Tindle et al., 2005, and McFarland, 

Bigelow, Zani, Newsome, Kaplan, 2002, Bishop, 2002, Green & Pope, 1999), which 

stated that women have a higher CAM use rate than men.  According to Brett & Burt 

(2001), an explanation for this difference between men and women may be attributed to 

the belief that women are the primary health decision makers for both their families and 

themselves, and women were more likely to use health care services including CAM.  

Once again, because this current study’s population was more homogenous than 

those investigated in the literature, as presented in Chapter 2, the average use of CAM 

among different races and ethnicities was not found to be significantly different. The 

literature suggests that race/ethnicity does impact CAM use.  Research by Barnes et al. 

(2005) said those who selected “Asian” as their race had the highest rates of CAM use, 
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followed by “Whites” than those who indicated they were “Black.”  However, it should be 

noted that Barnes and colleagues’ (2005) study used frequencies to explore CAM use, 

whereas in the current study not only were frequencies calculated but a Chi-square 

tests was also run to determine if race/ethnicity impacts CAM use.  

Health status is difficult to compare between this present study’s population 

versus the national population, because of varying degrees of access to health care.  All 

participants of this study were full-time employees receiving fringe benefits including 

health insurance. The NHIS (Barnes, 2008) reported that when people with no health 

insurance, public health insurance and private health insurance were compared. 

Individuals with public health insurance reported the lowest CAM use rates followed by 

those who have no health insurance, and then those with private health insurance.  

Lafferty et al. (2006) speculated that as private health insurance companies are being 

required to cover evidence-based CAM modalities, demand for CAM use will increase.  

Kessler et al. (2001) and Oldendick et al. (2000) both found that age and CAM 

use were directionally correlated: as age increased so did CAM use.  In addition to 

those two studies, Barnes et al. (2005) also found CAM use to be related to age. 

However, after further sifting through their data, they concluded that the age/CAM-use 

relationship displayed an inverse-shaped curve, indicating that the oldest and the 

youngest respondents had lower CAM use rates.  It should also be noted that the age 

range for this study was larger (18-85+) than the population of University of Florida 

employees. Since all respondents in this study were within a working age-range, again 

the hypothesis of independence between age and CAM use could not be rejected.  
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The following three hypotheses (7, 8, and 9) were focused on testing the Behavioral 

Intention Model.  When p-values and F-statistic were evaluated all three were significant 

in explaining the behavioral intent to use CAM.  The first variable tested was attitudes 

and yielded an R2 value of 0.612 suggesting that 61.2% of the variance of BI was 

explained by this variable.  Subjective Norms toward CAM use were also tested to see 

how much of the variance in BI was explained by them and the R2 value indicated that 

subjective norms accounted for 28.6% of the variance in BI.  What this tells us is that 

when focusing of the two components that make up this prediction model, attitudes 

have a stronger weight compared for Subjective Norms.  

         Ho 7. Attitude toward the use of CAM is not a significant factor in 
determining participants’ Behavioral Intent to use CAM. Alternatively, H0: W0 =0, 
Ha: W0 ≠ 0 

         Ho 8. Subjective Norms toward the use of CAM is not a significant factor in 
determining participants’ Behavioral Intent to use CAM. Alternatively, H0: W1 =0, 
Ha: W1 ≠ 0 

         Ho 9. Neither attitude toward CAM (Acct) nor subjective norms (NBCMC) 
about CAM contribute significantly to the prediction of Behavioral Intent (BI) to 
use CAM.  Alternatively,   H0: W0 =W1 = 0, Ha: at least one of the two parameters 
(W0, W1) is not equal to zero. 

In the current study, 86.4% of the respondents indicated that they have used at 

least one form of CAM within their lifetime.  This is greater than the roughly 75% of 

Americans who responded they had used CAM sometime within their lifetime.  This 

higher level of CAM usage rate may be attributable to the determinants working 

holistically rather than independently and to the homogeneity of the population studied 

in this study. NHIS survey included prayer in its definition of CAM whereas prayer was 

excluded in the current survey.  In addition, NHIS reported that the most common forms 
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of CAM used were natural products, followed by deep breathing, meditation, 

chiropractic care, yoga, and massage.  

For the population that responded to the NHIS, the common reasons for using 

CAM were:  conventional medicine not being effective, conventional medicine being too 

expensive, CAM combined with conventional medicine was more effective than either 

independently, physician recommendation, and the desire to try CAM.  Although the 

literature suggests that CAM is used as secondary or tertiary care, results from the 

present study demonstrated that the majority of participants’ use CAM as a primary 

source for disease prevention and overall well-being. Of the UF employee respondents 

to the CAM survey, 32.4% indicated they used CAM as a prevention mechanism to 

diminish health problems or conditions. 60.3% responded saying they use CAM for 

personal well-being purposes.   

          Beyond the proposed research questions and hypotheses, additional exploratory 

hypotheses were tested.  The first set of these hypotheses tests used Chi-square and p-

values to test group comparisons based on the following variables: employment 

classification, country of birth, alcohol use, tobacco use, physical activity levels, BMI, 

previous diagnosis of a health condition.  None of these hypotheses were significant at 

the α = 0.05 level, although tobacco use was close to being considered significant at an 

α = 0.058.  What this indicates is that those who do not smoke are more inclined to use 

CAM as opposed to those who do smoke.  Although I did not ask specifically about 

previous tobacco use, Barnes et al. (2008) found that former smokers had the highest 

reported CAM use compared to “current smokers” and those who indicated as a “never 

smoker.”  As far as the smoking issue is concerned, a direct comparison with this study 
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and the national data cannot be made, since the questions asked were not similar.  One 

explanation for the difference in CAM use between the tobacco consumption groups 

could be that those who are more health conscious tend to choose healthier behaviors, 

such as abstaining from smoking.  In addition, the higher rates of CAM usage among 

former smokers included in the NHIS study may also be a result of them taking more 

initiative to engage in healthy behaviors. 

          The final exploratory hypothesis was examining BI scores from non-CAM users. 

Of the 85 participants who indicated they had never used CAM, roughly 13% responded 

that they were very likely to use CAM within the next 12 months.  This finding suggests 

that even for non-CAM users the BIM can be used to predict future behavior and it can 

also guide programs that can positively impact personal attitudes towards CAM.  As 

previously stated, the BIM postulates that behavioral intent is strongly related to actual 

behavior.  Therefore even for a population of non-users this model can be utilized to 

change behaviors by focusing on attitudes and beliefs about CAM.   

Limitations 

Adequate survey response rate is critical for the success of data collection and 

analyses.  Without meeting the effect size it is difficult to make generalizations about a 

population (Creswell, 2008).  One negative impact on the survey response rate of this 

study may be attributed to the fact that the maximum number of surveys are allowed to 

send through Qualtrics is 100.  However, after consulting the office in charge of the 

Qualtrics license, they agreed to increase the limit to 1,000.  This meant that there were 

still 4,000 remaining email addresses to whom the survey needed to be sent.  An 

attempt was made to use a Qualtrics tool which allows the researcher to send surveys 
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not through the Qualtrics’ system but rather through an auto-generated email address to 

keep sender’s email address anonymous.   

Within the first 48 hours a number of respondents notified me that emails, 

including the survey link, were going to their junk/spam folders.  Because there was no 

way to track this, a request was made to submit the survey to all 5,000 potential 

participants excluding those who had already responded to the survey.  The request 

was approved and this time the participants were sent the survey through researcher 

personal email address to hopefully reach those who may not have received the original 

request due to it being placed in a spam folder.  The reason for using the researcher’s 

personal email was to minimize undeliverable messages.  A downside of using personal 

email address as opposed to Qualtrics’ internal email function is that one forgoes the 

opportunity to obtain certain statistics on the open rate, start rate and completion rate of 

the survey.  Of those who received the Qualtrics internal email only 25% opened it and 

of that 25%, 49% started the survey, and finally of those who started the survey 91% 

completed it, resulting in 111 responses.  However, by combining the responses to the 

survey automatically sent by Qualtrics and those sent through personal email, a total 

sample of 595 respondents were achieved.  This represents a response rate of 11.9%.  

According to Nulty (2008), although incentivizing the potential respondents could 

increase the response rate, it is typical for online surveys to yield lower response rates 

compared to face-to-face or telephone surveys.  Nulty also indicated that it is not 

unusual to have response rates between 10% and 20%.  

Another limitation of this study is its length.  In an effort to make the survey 

concise to limit the time burden of the respondents and to minimize attrition rates, some 
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questions were generalized to all CAM modalities.  However, if questions were asked 

specifically about each CAM treatment, more details and more precise data could have 

been obtained.  An example of this is question number three:  “If you use CAM, do you 

discuss your use with your physician?”  Asking this question in general terms fails to 

make the distinction between a situation where a person may discuss her/his 

chiropractic use with her/his physician but may choose not to discuss the use of herbal 

medicines.  Question four is similar in that, it too could have been written to be more 

specific to the CAM modality since certain forms of CAM may be used for treatment of a 

health problem or condition but not for preventative purposes.  In looking at the BIM 

questions, although the researcher was more concerned with CAM use overall, some of 

the attitudes and subjective norms between the treatments may also vary.  Therefore 

the data presented could be skewed by the difference in attitudes and beliefs about 

each type of CAM.  

Implications and Recommendations 

For Future Research 

Although this study explored how the BIM can be used to predict future CAM use 

and what the CAM use landscape looks like in the population studied, future research 

could explore how BI can be applied to other, more heterogeneous populations to 

predict future CAM use.  It would also be interesting to see how the results from this 

study would vary in other worksite populations.  Not only can BI be explored in a health 

education context, but more national data on CAM attitudes, beliefs, and subjective 

norms are also vital in predicting the demand for non-allopathic care.   

Also, by expanding on the limitations of the study by asking questions related to 

each CAM treatment as opposed to generalizing all types of CAM into one concept will 
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paint a far more descriptive picture of the perceptions about each type of CAM therapy 

and the utilization rates. Further, results from this study demonstrate that more empirical 

evidence and scientific studies about the benefits of CAM are needed.  

For Health Educators & Health Education 

The implications of the findings of this study appear to be important for the field 

of Health Education and more specifically Health Education Specialists.  This study’s 

results not only demonstrate a need for health education programs regarding CAM, but 

they also lay a pathway to consider using the BIM as a model/theoretical perspective 

when planning health-promotion programs.  In fact, many of the major Health Education 

theories (such as the Health Belief Model, Stages of Change Model, Theory of Planned 

Behavior, and Social Cognitive Theory) have an overlapping theme with the BIM, 

namely attitudes and subjective norms (National Cancer Institute, 2005 & Glanz et al, 

2002). Therefore this prediction model can be used by itself to evaluate behavioral 

intent and future behavior use for any health behavior; not just CAM.  It is also 

suggested that using the BIM in conjunction with one of the other Health Education 

theories/models could have a synergistic effect of not only changing behavior but also 

forecasting it.   

The primary differentiator of the BIM is that up to this point, none of the current 

theories or models attempted to predict future behavior. Their main focus was on how to 

change behavior.  This model used for this currents study is able to quantify the 

likelihood of behavior change and is therefore measurable prior to actual behavior 

change.  Benefits would accrue to health education specialists and health-promotion 

programs by being able to determine the immediate impact of a program.  BIM can be 

used as a pre-test and a post-test tool to measure the return on investment (ROI) for the 
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program planner. Evaluation is a key aspect of program planning and should be done at 

the forefront (Windsor, Clark, Boyd, & Goodman, 2004); therefore using the BIM can be 

another tool to shape a need assessment as well.  In addition, to maximize efforts in 

creating health promotion programs around CAM, this model resulted in higher 

explanatory power with the attitudes variable as opposed to normative beliefs and the 

motivation to comply (subjective norms).  This tells us that of the two variables, the one 

to put the most energy in to have the highest program impact, would be attitudes.  

Work-site health promotion programs are designed to maximize the safety and 

wellness of employees (CDC, 2013).  It is just one of the many ways health education 

specialists can access a large group of people to promote positive health behaviors. 

The focus of work-site health promotion programs can be on the individual level, 

organizational level, or community level.  Approaches such as the Workplace Health 

Model have been designed to address how to accomplish health-promotion programs at 

various levels. Here at the University of Florida such worksite health promotion 

programs exist through its collaboration with UF Health Shands.  The vision of this joint 

committee is to promote wellness initiatives which aid in fostering both a healthy 

University community and improvements in employee health.  Services they offer 

include: fitness, weight management, nutrition, recreation, and emotional well-being, 

stress reduction, smoking cessation, health services, and various training and 

information programs.  Specifically, under the stress reduction category various forms of 

CAM are offered:  Guided meditations, Tai Chi, and yoga.  In addition to these forms of 

CAM, a six-week Mindfulness Bases Stress Reduction (MBSR) seminar series was 
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offered to teach mindfulness meditation, yoga, and facilitated group dialog about stress 

reduction techniques (UF Health, 2014).  

As previously stated the CAM modalities offered to UF employees are 

meditation, Tai Chi, and Yoga.  Based on other common modalities of CAM used by the 

population studied in this dissertation, UF and UF Health Shands should consider 

offering programs that also include chiropractic care, deep breathing, herbal medicine, 

and massage therapy. 

Summary and Final Thoughts 

  
Education, household income, sex, race/ethnicity, health status, and age are all 

suggested by the literature to be determinants of CAM use.  According to Upchurch and 

Chyu (2005) white women who are well educated and who have health insurance make 

up the demographic with the highest rate of CAM use.  While results of this study 

suggested women reported higher CAM use when compared to men, after adjusting for 

education, income, race/ethnicity, health status, and age, there were no other 

demographic predictors associated with CAM use beyond sex.   Implications for these 

findings could help health education specialists create CAM health promotion programs. 

Once again, the homogeneity of this population yielded different results from those 

studies looking at national determinants. This demonstrates why a needs assessment is 

so vital for program success. As health promotion programs are created, these 

populations’ differences need to be taken into consideration, rather than making 

generalizations based on the literature.  As seen through the data analysis, with sex 

being the only significant determinant of CAM, programs could consider centering 

program planning with women as the target population. If the goal is to increase overall 
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CAM use, this may be a sufficient avenue, since the literature suggests women are the 

primary healthcare decision makers for their families.  In addition to creating health-

promotion programs catered to women, it would also be of benefit to understand how 

women’s and men’s CAM attitudes differ.  Better understanding men’s and women’s 

attitudes about CAM would allow program creation targeting each population with 

separate messages.  In addition to demographic variables, the BIM model was also 

explored to better understand the determinants of CAM use.  Although the only 

significant demographic variable predicting CAM use in this current study was sex, 

outcomes of the BIM suggest attitudes, subjective norms, and the complete BI model 

are all significant in explaining future behavior toward using CAM. 

Considering the makeup of  the population of this study (UF employees), with an 

above national average CAM use rate of 86.4%, it is apparent that this population would 

be receptive to engaging in more CAM opportunities, including worksite health 

promotion programs.  Furthermore, more research could be done to understand the 

attitudes of CAM users to try to engage non-CAM users, in behavior modification 

programs, so they too can reap the benefits CAM treatments can offer. 
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APPENDIX A 
SURVEY INSTRUMENT PRIOR TO EXPERT PANEL REVIEW 

Invitation to Participate 
“A Survey on Complementary and Alternative Medicine Use Among University 

Employees” 
 

Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 

 
This survey examines your experience and perceptions of complementary and 
alternative medicine (CAM).   
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine.  We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being.  The survey requires about 10-15 minutes of your time.  
Please answer all questions completely. 
 

We offer you the following safeguards for completing the survey: 
 

1. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any 
way.  

 
2. Your responses will remain anonymous.  Your responses will remain private, and 

cannot be traced to you.   
 

3. We do not request any personal identification such as name, UFID, Social 
Security number, etc. 

 
4. Demographic information about your background only will be used to describe 

the general types and categories of respondents. Your name will not be traced to 
your responses, and no respondent names will ever be reported.  

 
5. If at any time, now or in the future, you have questions or concerns about the 

survey, you will receive immediate assistance by contacting: 
 

Naz Erenguc, Doctoral Candidate 
University of Florida 

 
Dr. William Chen, Professor and Supervisor 

University of Florida 
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Thank you for your time and consideration. If you would like to participate in the 
survey, please indicate your consent by clicking the START SURVEY button 

below. 
 

START SURVEY 
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Definitions of CAM treatments 
Acupuncture- based on the premise that health can only be obtained by balance of 
energy, which is thought to be within you. This energy is constantly flowing throughout 
the body via meridians which are energy pathways. Acupuncture aims to stimulate the 
energy pathways to help correct or rebalance by the insertion of needles along the 
meridian pathways to restore the flow of energy and therefore health. 
Alternative Medicine- is a non-mainstream approach to health which is used instead of 
conventional medicine. 
Ayurveda- Comprehensive system of medicine that was developed over 5,000 years 
ago in India, where there is an equal emphasis on body, mind, the spirit. The ultimate 
goal is to restore harmony of these three parts. Treatments with this type of medicine 
include: dietary changes, exercise, herbals, meditation, massage therapy, yoga, and 
other treatments. 
Biofeedback- Is a treatment method which trains clients how to consciously regulate 
typically unconscious bodily functions (e.g., breathing, heart rate, blood pressure), using 
an electronic device, to improve health.  
Complementary Medicine- refers to uses non-mainstream techniques in conjunction 
with conventional medicine. 
Chelation Therapy- involves injecting a binding (chelating) agent to remove and 
eliminate toxic metals and wastes from the bloodstream.  
Chiropractic Care- involves adjusting the spine and joints to elicit and activate the 
body’s nervous system and natural defense mechanisms to improve overall health and 
reduce pain.  
Deep Breathing- is the process of slowly inhaling through the nose followed by slow 
exhalation. It is used to quite the mind and focus on the breath.  
Energy Healing Therapy/Reiki- This treatment method assists in the body’s ability to 
heal itself by focusing on the flow and healing energy. Healing energy is guided through 
the hands of a practitioner into the client’s body in an effort to restore a normal energy 
balance and health.  
Herbal medicine/Natural Products - herbal medicine and botanicals, vitamins, 
minerals, probiotics, and other natural and dietary supplements taken orally 
Homeopathic treatment- also known as homeopathic medicine is a system of medical 
practices which is based on the theory that any substance that can produce symptoms 
of disease or illness in a healthy person can also cure those symptoms in a sick person. 
Remedies are derived from many sources such as minerals, metals, and plants.  
Hypnosis- is an altered state of consciousness and characterized by an increase of 
responsiveness to suggestions. The hypnotic state is attained by relaxing the body, then 
shifting the attention toward an objects or idea which is suggested by the practitioner to 
access levels of the mind to promote positive changes in health behaviors. 
Massage- involves pressing, rubbing, and/or manipulating muscles and soft tissues to 
promote relaxation and relieve pain 
Meditation- is the act of calming the mind and relaxing the body 
Naturopathy- is a system of medicine which is based on the theory that the body is a 
self-regulating mechanism with an innate ability to maintain a state of  both health and 
wellness. Treatments usually include: herbal medicine, homeopathic treatment, 
massage, dietary supplements, and other therapies. 
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Tai Chi- is a Chinese self-defense discipline which employs low intensity and low-
impact exercise to maintain/restore health. Tai chi exercises include a set of forms, with 
each form consisting of a series of body positions connected by one continuous 
movement.  
Qi Gong- is an ancient Chinese discipline that combines movements, focus, and deep 
breathing to connect the mind, body, and spirit, while stimulating the flow of vital life 
energy (qi).  
Yoga- is a combination of breathing exercises, postures, and meditation, which is used 
to not only calms the nervous system but to maintain balance among body, mind, and 
spirit.  
 

CAM Survey 
Demographical information 

1. Age___ 
 

2. Sex: 
a. Male 
b. Female 

 
3. If you were not born in the United States, approximately how many years have 

you lived here? 
 

4. If you were not born in the United States, approximately how many years have 
you lived here?  

 
5. Which Racial/ethnic group best describes you:  

a. White/Caucasian 
b. Black/African American 
c. Hispanic or Latino 
d. Asian or Pacific Islander 
e. American Indian or Alaskan Native 
f. Other 

 
6. Marital status: 

a. Single, not in a committed relationship 
b. Single, in a committed relationship 
c. Married or domestic partnership 
d. Divorced 
e. Widowed 
f. Separated 
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7. What is the highest level of education that you have achieved? 
a. Eight grade or less 
b. Did not finish high school 
c. High school graduate/ GED 
d. Associates  degree or professional license 
e. Bachelor’s degree 
f. Master’s degree 
g. Doctorate or professional degree 

 
8. Which category best describes your employment status: 

a. Faculty (9,10, 12 month) 
b. Clinical Faculty 
c. Exempt TEAMS/ USPS 
d. Non-Exempt TEAMS/ USPS (hourly) 
e. Other:               

 
9. What is your family income range? 

a. $20,000 and below 
b. $20,001 - $35,000 
c. $35,001 - $50,000 
d. $50,001-$65,000 
e. $65,001-$80,000 
f. $80,001 - $95,000 
g. $95, 001 and above 

 
Following are some questions relating to your medical history 

10. How would you describe your health? 
a. Excellent 
b. Very good 
c. Good 
d. Fair 
e. Poor 
 

11. Do you consume tobacco products? 
a. Yes 
b. No 

 
12. How would you describe your current alcohol usage? 

a. Very high 
b. High 
c. Moderate 
d. Low 
e. I don’t drink 
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13. Please indicate if you are taking any of the following. CHOOSE ALL THAT 
APPLY. 

a. Multivitamin 
b. Vitamin C 
c. Vitamin E 
d. Fish oils 
e. Protein supplement 
f. Muscle building supplements 
g. Other: 

 
14. How would you describe your current physical activity level? 

a. Very active 
b. Active 
c. Moderately active 
d. Not active 

 
15. How would you describe your weight? 

a. Underweight 
b. Just right 
c. Slightly overweight 
d. Very overweight 
e. Extremely overweight 

 
16. Please indicate if you have been diagnosed with any of the following diseases or 

conditions? CHOOSE ALL THAT APPLY 
a. Obesity 
b. Diabetes 
c. Heart disease 
d. High cholesterol 
e. Hypertension (high blood pressure) 
f. Stroke 
g. Cancer 
h. Other 
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i.  
Following are some questions relating to Complementary and Alternative 
Medicine usage 

17. Have you EVER used any of the following Complementary and Alternative 
Medicine (CAM) treatments(select all): 

a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathy treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi Gong 
o. Yoga 
p. HAVE NEVER USED ANY OF THE ABOVE CAM TREATMENTS 

 
18. Which of the following CAM treatments have you used within the last 12 

months? 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathic treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi Gong 
o. Yoga 
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19. During the past 12 months, did you use any (select all that apply) CAM 
treatment for a health problem or condition? 

a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathic treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi gong 
o. Yoga 

 
20. How frequently do you use any of the above forms of CAM? 

a. Daily 
b. Weekly 
c. Monthly  
d. Annually 
e. As needed basis 
f. Do no use CAM 

 
21.  Do you discuss your use of CAM with your physician? 

a. Yes 
b. No 
c. Sometimes 

 
22. Have you used CAM to treat any of the following? CHECK ALL THAT APPLY 

a. Cold/Flu 
b. Headaches/Migraines 
c. Backaches 
d. Allergies 
e. Sinus infection 
f. Other 
 

23. I believe CAM is beneficial to my overall wellbeing (1 being NOT HELPFUL and 7 
Being HELPFUL): 
 

1  2 3 4 5 6 7 
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24. I believe CAM is beneficial in treating a specific health condition (1 being NOT 
HELPFUL and 7 Being      HELPFUL): 

1 2 3 4 5 6 7 
 

25. I believe CAM is safe (1 being unsafe and 7 completely safe): 
 
  1 2 3 4 5 6 7 

 
26. Most members of my family would recommend using CAM: 

 
1 2 3 4 5 6 7 

 
27. Most of my friends would recommend using CAM (1 being unlikely and 7 being 

very likely):  
 
  1 2 3 4 5 6 7 

28. My primary care physician would recommend using CAM ((1 being unlikely and   
7 being very likely): 

 
1   2 3 4 5 6 7 

  
29. I intend to follow the advice of my family to use CAM (1 being unlikely and 7 
being very likely): 

 
1 2 3 4 5 6 7 NA 
 

30. I intend to follow the advice of my friends to use CAM (1 being unlikely and 7 
being very likely): 

 
1 2 3 4 5 6 7 NA 
 

31. I intend to follow the advice of my physician to use CAM (1 being unlikely and 7 
being very likely): 

 
1 2 3 4 5 6 7 NA 
 

    32. How likely are you to use CAM (1 being unlikely and 7 being very likely): 
 

1 2 3 4 5 6 7 NA 
 

Thank you for participating in the survey. 
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APPENDIX B 

SURVEY INSTRUMENT WITH EXPERT PANEL SUGGESTIONS (CHEN, COOKE, 
LANE, LEITE, & YOON) 

 
Invitation to Participate 

 
“A Survey on Complementary and Alternative Medicine Use Among University 

Employees” 
 

Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 

. 
This survey examines your experience and perceptions of complementary and 
alternative medicine (CAM).   
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine.  We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being.  The survey requires about 10-15 minutes of your time.  
Please answer all questions completely. 
 

We offer you the following safeguards for completing the survey: 
 

6. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any 
way.  

 
7. Your responses will remain anonymous.  Your responses will remain private, and 

cannot be traced to you.   
 

8. We do not request any personal identification such as name, UFID, Social 
Security number, etc. 

 
9. Demographic information about your background only will be used to describe 

the general types and categories of respondents. Your name will not be traced to 
your responses, and no respondent names will ever be reported.  

 
10. If at any time, now or in the future, you have questions or concerns about the 

survey, you will receive immediate assistance by contacting: 
 

Naz Erenguc, Doctoral Candidate 
University of Florida 
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Dr. William Chen, Professor and Supervisor 

University of Florida 
 
 
Thank you for your time and consideration. If you would like to participate in the 

survey, please indicate your consent by clicking the START SURVEY button 
below. 

 
START SURVEY 

Definitions of CAM treatments 
Acupuncture- based on the premise that health can only be obtained by balance of 
energy, which is thought to be within you. This energy is constantly flowing throughout 
the body via meridians which are energy pathways. 
Acupuncture aims to stimulate the energy pathways to help correct or rebalance by the 
insertion of needles along the meridian pathways to restore the flow of energy and 
therefore health. 
Alternative Medicine- is a non-mainstream approach to health which is used instead of 
conventional medicine. 
Ayurveda- Comprehensive system of medicine that was developed over 5,000 years 
ago in India, where there is an equal emphasis on body, mind, the spirit. The ultimate 
goal is to restore harmony of these three parts. 
Treatments with this type of medicine include: dietary changes, exercise, herbals, 
meditation, massage therapy, yoga, and other treatments. 
Biofeedback- Is a treatment method which trains clients how to consciously regulate 
typically unconscious bodily functions (e.g., breathing, heart rate, blood pressure), using 
an electronic device, to improve health. 
Complementary Medicine- refers to uses non-mainstream techniques in conjunction 
with conventional medicine. 
Chelation Therapy- involves injecting a binding (chelating) agent to remove and 
eliminate toxic metals and wastes from the bloodstream. 
Chiropractic Care- involves adjusting the spine and joints to elicit and activate the 
body’s nervous system and natural defense mechanisms to improve overall health and 
reduce pain. 
Deep Breathing- is the process of slowly inhaling through the nose followed by slow 
exhalation. It is used to quite the mind and focus on the breath. 
Energy Healing Therapy/Reiki- This treatment method assists in the body’s ability to 
heal itself by focusing on the flow and healing energy. Healing energy is guided through 
the hands of a practitioner into the client’s body in an effort to restore a normal energy 
balance and health. 
Herbal medicine/Natural Products - herbal medicine and botanicals, vitamins, 
minerals, probiotics, and other natural and dietary supplements taken orally 
Homeopathic treatment- also known as homeopathic medicine is a system of medical 
practices which is based on the theory that any substance that can produce symptoms 
of disease or illness in a healthy person can also cure those symptoms in a sick person. 
Remedies are derived from many sources such as minerals, metals, and plants. 
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Hypnosis- is an altered state of consciousness and characterized by an increase of 
responsiveness to suggestions. The hypnotic state is attained by relaxing the body, then 
shifting the attention toward an objects or idea which is suggested by the practitioner to 
access levels of the mind to promote positive changes in health behaviors. 
Massage- involves pressing, rubbing, and/or manipulating muscles and soft tissues to 
promote relaxation and relieve pain 
Meditation- is the act of calming the mind and relaxing the body 
Naturopathy- is a system of medicine which is based on the theory that the body is a 
self-regulating mechanism with an innate ability to maintain a state of both health and 
wellness. Treatments usually include: herbal medicine, homeopathic treatment, 
massage, dietary supplements, and other therapies. 
Tai Chi- is a Chinese self-defense discipline which employs low intensity and low-
impact exercise to maintain/restore health. Tai chi exercises include a set of forms, with 
each form consisting of a series of body positions connected by one continuous 
movement. 
Qi Gong- is an ancient Chinese discipline that combines movements, focus, and deep 
breathing to connect the mind, body, and spirit, while stimulating the flow of vital life 
energy (qi). 
Yoga- is a combination of breathing exercises, postures, and meditation, which is used 
to not only calms the nervous system but to maintain balance among body, mind, and 
spirit. 
 
CAM Survey 
Demographical information 
1. Age___ 
 
2. Sex: 
a. Male 
b. Female 
 
3. If you were not born in the United States, approximately how many years have you 
lived here? 
 
4. If you were not born in the United States, approximately how many years have you 
lived here? 
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5. Which Racial/ethnic group best describes you: 
a. White/Caucasian 
b. Black/African American 
c. Hispanic or Latino 
d. Asian or Pacific Islander 
e. American Indian or Alaskan Native 
f. Other 
 
6. Marital status: 
a. Single, not in a committed relationship 
b. Single, in a committed relationship 
c. Married or domestic partnership 
d. Divorced 
e. Widowed 
f. Separated 
 
7. What is the highest level of education that you have achieved? 
a. Eighth grade or less 
b. Did not finish high school 
c. High school graduate/ GED 
d. Associates degree or professional license 
e. Bachelor’s degree 
f. Master’s degree 
g. Doctorate or professional degree 
 
8. Which category best describes your employment status: 
a. Faculty (9,10, 12 month) 
b. Clinical Faculty 
c. Exempt TEAMS/ USPS 
d. Non-Exempt TEAMS/ USPS (hourly) 
e. Other: 
Comment [CW1]: Delete one of the questions. It’s a duplicate. 
Comment [AC2]: Some professional degrees are the equivalent to a Masters while 
some have requirements of or beyond a typical Doctorate. Maybe make this a separate 
category? 
Comment [CW3]: Other doctoral professional degrees (e.g., JD, MD or DDS) 
Comment [AC4]: Are yon not sampling from unemployed, homemaker, and student 
populations? 
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9. What is your family income range? 
a. $20,000 and below 
b. $20,001 - $35,000 
c. $35,001 - $50,000 
d. $50,001-$65,000 
e. $65,001-$80,000 
f. $80,001 - $95,000 
g. $95, 001 and above 
 
Following are some questions relating to your medical history 
 
10. How would you describe your health? 
a. Excellent 
b. Very good 
c. Good 
d. Fair 
e. Poor 
It’s unclear why you use different scales for tobacco and alcohol use. Also, does it make 
sense to distinguish different forms of tobacco? 
 
11. Do you consume tobacco products? 
a. Yes 
b. No 
 
12. How would you describe your current alcohol usage? 
a. Very high 
b. High 
c. Moderate 
d. Low 
e. I don’t drink 
 
13. Please indicate if you are taking any of the following. CHOOSE ALL THAT APPLY. 
a. Multivitamin 
b. Vitamin C 
c. Vitamin E 
d. Fish oils 
e. Protein supplement 
f. Muscle building supplements 
g. Other: 
 
14. How would you describe your current physical activity level? 
a. Very active 
b. Active 
c. Moderately active 
d. Not active 
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15. How would you describe your weight? 
a. Underweight 
b. Just right 
c. Slightly overweight 
d. Very overweight 
e. Extremely overweight 
Comment [AC5]: Typically defined at the “household ”level for clarity. 
Comment [AC6]: I think you need to define this category more for the “other” response 
to make sense. Maybe “dietary supplements”? 
 
16. Please indicate if you have been diagnosed with any of the following diseases or 
conditions? CHOOSE 
ALL THAT APPLY 
a. Obesity 
b. Diabetes 
c. Heart disease 
d. High cholesterol 
e. Hypertension (high blood pressure) 
f. Stroke 
g. Cancer 
h. Other 
 
Following are some questions relating to Complementary and Alternative 
Medicine usage 
 
17. Have you EVER used any of the following Complementary and Alternative Medicine 
(CAM) treatments (select all that apply): 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathy treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi Gong 
o. Yoga 
p. HAVE NEVER USED ANY OF THE ABOVE CAM TREATMENTS 
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18. Which of the following CAM treatments have you used within the last 12 months 
(select all that 
apply)? 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathic treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi Gong 
o. Yoga 
Comment [AC7]: Should probably include “none” as an option, or phrase the question to 
be conditional on a specific response to #17. 
 
19. During the past 12 months, did you use any (select all that apply) CAM treatment 
for a health problem 
or condition? 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathic treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi gong 
o. Yoga 
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20. How frequently do you use any of the above forms of CAM? 
a. Daily 
b. Weekly 
c. Monthly 
d. Annually 
e. As needed basis 
f. Do not use CAM 
 
21. Do you discuss your use of CAM with your physician? 
a. Yes 
b. Sometimes 
b.c. No 
c. Sometimes 
 
22. Have you used CAM to treat any of the following? CHECK ALL THAT APPLY 
a. Cold/Flu 
b. Headaches/Migraines 
c. Backaches 
d. Allergies 
e. Sinus infection 
f. Other 
 
23. I believe CAM is beneficial to my overall wellbeing (1 being NOT HELPFUL and 7 
Being HELPFUL): 
1 2 3 4 5 6 7 
 
24. I believe CAM is beneficial in treating a specific health condition (1 being NOT 
HELPFUL and 7 Being 
HELPFUL): 
1 2 3 4 5 6 7 
 
25. I believe CAM is safe (1 being unsafe and 7 completely safe): 
Comment [AC8]: I’m confused by this question. Wouldn’t CAM use, by definition, be 
targeted towards some health problem or condition, at least broadly defined? 
Formatted: Indent: Left:1", No bullets or numbering 
Comment [AC9]: Seems like some question measuring the severity of medical 
conditions might be helpful, as well as the efficacy of CAM to treat these problems. 
Comment [AC10]: I’d put the scale labels next to the endpoints of the scale for clarity 
here and below. 
1 2 3 4 5 6 7 
 
26. Most members of my family would recommend using CAM (what’s the scale?): 
1 2 3 4 5 6 7 
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27. Most of my friends would recommend using CAM (1 being unlikely and 7 being very 
likely): 
1 2 3 4 5 6 7 
 
28. My primary care physician would recommend using CAM ((1 being unlikely and 7 
being very likely): 
1 2 3 4 5 6 7 
 
29. I intend to follow the advice of my family to use regarding CAM (1 being unlikely and 
7 being very 
likely): 
1 2 3 4 5 6 7 NA 
 
30. I intend to follow the advice of my friends to use regarding CAM (1 being unlikely 
and 7 being very 
likely): 
1 2 3 4 5 6 7 NA 
 
31. I intend to follow the advice of my physician to use regarding CAM (1 being unlikely 
and 7 being very 
likely): 
1 2 3 4 5 6 7 NA 
 
32. How likely are you to use CAM (1 being unlikely and 7 being very likely): 
1 2 3 4 5 6 7 NA 
 
Thank you for participating in the survey. 
Comment [AC11]: Maybe “consider” instead of “follow” as these sources could give 
conflicting advice. Comment [AC12]: Specify time period?  
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Invitation to Participate 
“A Survey on Complementary and Alternative Medicine Use Among University 
Employees” 
Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 
. 
This survey examines your experience and perceptions of complementary and 
alternative medicine (CAM). 
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine. We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being. The survey requires about 10-15 minutes of your time. 
Please answer all questions completely. 
We offer you the following safeguards for completing the survey: 
1. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any way. 
2. Your responses will remain anonymous. Your responses will remain private, and 
cannot be traced to you. 
3. We do not request any personal identification such as name, UFID, Social Security 
number, etc. 
4. Demographic information about your background only will be used to describe the 
general types and categories of respondents. Your name will not be traced to your 
responses, and no respondent names will ever be reported. 
5. If at any time, now or in the future, you have questions or concerns about the survey, 
you will receive immediate assistance by contacting: 
Naz Erenguc, Doctoral Candidate 
University of Florida 
 
Dr. William Chen, Professor and Supervisor 
University of Florida 
 
Thank you for your time and consideration. If you would like to participate in the 
survey, 
Please indicate your consent by clicking the START SURVEY button below. 
START SURVEY 
Comment [sy1]: This purpose does not accurately reflect what you are asking in the 
survey. You are asking more than perception and not enough about perception in detail 
when I read all 32 items. 
Definitions of CAM treatments 
Acupuncture- based on the premise that health can only be obtained by balance of 
energy, which is thought to be within you. This energy is constantly flowing throughout 
the body via meridians which are energy pathways. 
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Acupuncture aims to stimulate the energy pathways to help correct or rebalance by the 
insertion of needles along the meridian pathways to restore the flow of energy and 
therefore health. 
Alternative Medicine- is a non-mainstream approach to health which is used instead of 
conventional medicine. 
Ayurveda- Comprehensive system of medicine that was developed over 5,000 years 
ago in India, where there is an equal emphasis on body, mind, the spirit. The ultimate 
goal is to restore harmony of these three parts. 
Treatments with this type of medicine include: dietary changes, exercise, herbals, 
meditation, massage therapy, yoga, and other treatments. 
Biofeedback- Is a treatment method which trains clients how to consciously regulate 
typically unconscious bodily functions (e.g., breathing, heart rate, blood pressure), using 
an electronic device, to improve health. 
Complementary Medicine- refers to uses non-mainstream techniques in conjunction 
with conventional medicine. 
Chelation Therapy- involves injecting a binding (chelating) agent to remove and 
eliminate toxic metals and wastes from the bloodstream. 
Chiropractic Care- involves adjusting the spine and joints to elicit and activate the 
body’s nervous system and natural defense mechanisms to improve overall health and 
reduce pain. 
Deep Breathing- is the process of slowly inhaling through the nose followed by slow 
exhalation. It is used to quite the mind and focus on the breath. 
Energy Healing Therapy/Reiki- This treatment method assists in the body’s ability to 
heal itself by focusing on the flow and healing energy. Healing energy is guided through 
the hands of a practitioner into the client’s body in an effort to restore a normal energy 
balance and health. 
Herbal medicine/Natural Products - herbal medicine and botanicals, vitamins, 
minerals, probiotics, and other natural and dietary supplements taken orally 
Homeopathic treatment- also known as homeopathic medicine is a system of medical 
practices which is based on the theory that any substance that can produce symptoms 
of disease or illness in a healthy person can also cure those symptoms in a sick person. 
Remedies are derived from many sources such as minerals, metals, and plants. 
Hypnosis- is an altered state of consciousness and characterized by an increase of 
responsiveness to suggestions. The hypnotic state is attained by relaxing the body, then 
shifting the attention toward an objects or idea which is suggested by the practitioner to 
access levels of the mind to promote positive changes in health behaviors. 
Massage- involves pressing, rubbing, and/or manipulating muscles and soft tissues to 
promote relaxation and relieve pain 
Meditation- is the act of calming the mind and relaxing the body 
Naturopathy- is a system of medicine which is based on the theory that the body is a 
self-regulating mechanism with an innate ability to maintain a state of both health and 
wellness. Treatments usually include: herbal medicine, homeopathic treatment, 
massage, dietary supplements, and other therapies. 
Tai Chi- is a Chinese self-defense discipline which employs low intensity and low-
impact exercise to maintain/restore health. Tai chi exercises include a set of forms, with 
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each form consisting of a series of body positions connected by one continuous 
movement. 
Qi Gong- is an ancient Chinese discipline that combines movements, focus, and deep 
breathing to connect the mind, body, and spirit, while stimulating the flow of vital life 
energy (qi). 
Yoga- is a combination of breathing exercises, postures, and meditation, which is used 
to not only calms the nervous system but to maintain balance among body, mind, and 
spirit. 
 
CAM Survey 
Demographical information 
1. Age___ 
 
2. Sex: 
a. Male 
b. Female 
 
3. If you were not born in the United States, approximately how many years have you 
lived here? 
 
4. If you were not born in the United States, approximately how many years have you 
lived here? 
 
5. Which Racial/ethnic group best describes you: 
a. White/Caucasian 
b. Black/African American 
c. Hispanic or Latino 
d. Asian or Pacific Islander 
e. American Indian or Alaskan Native 
f. Other 
 
6. Marital status: 
a. Single, not in a committed relationship 
b. Single, in a committed relationship 
c. Married or domestic partnership 
d. Divorced 
e. Widowed 
f. Separated 
 
 
 
 
7. What is the highest level of education that you have achieved? 
a. Eight grade or less 
b. Did not finish high school 
c. High school graduate/ GED 
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d. Associates degree or professional license 
e. Bachelor’s degree 
f. Master’s degree 
g. Doctorate or professional degree 
 
8. Which category best describes your employment status: 
a. Faculty (9,10, 12 month) 
b. Clinical Faculty 
c. Exempt TEAMS/ USPS 
d. Non-Exempt TEAMS/ USPS (hourly) 
e. Other: __________________ 
Comment [sy2]: 3 & 4 are same. 
Comment [sy3]: Would it be a matter whether 
committed or non-committed relationship? 
You may combine “single or separated”  
Comment [sy4]: I would put these two together unless you think faculty and clinical 
faculty would practice CAM differently. I would not consider clinical faculty differently 
from faculty. 
 
9. What is your family income range? 
a. $20,000 and below 
b. $20,001 - $35,000 
c. $35,001 - $50,000 
d. $50,001-$65,000 
e. $65,001-$80,000 
f. $80,001 - $95,000 
g. $95, 001 and above 
 
Following are some questions relating to your medical history 
 
10. How would you describe your health? 
a. Excellent 
b. Very good 
c. Good 
d. Fair 
e. Poor 
 
11. Do you smoke cigarettes or consume any tobacco products? 
a. Yes 
b. No 
 
 
12. How would you describe your current alcohol usage? 
a. Very high 
b. High 
c. Moderate 
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d. Low 
e. I don’t drink 
 
13. Please indicate if you are taking any of the following. CHOOSE ALL THAT APPLY. 
a. Multivitamin 
b. Vitamin C 
c. Vitamin E 
d. Fish oils 
e. Protein supplement 
f. Muscle building supplements 
g. Other:______________________ 
 
14. How would you describe your current physical activity level? For example,………. 
a. Very active 
b. Active 
c. Moderately active 
d. Not active /sedentary (???) 
 
15. How would you describe your weight? 
a. Underweight 
b. Just right 
c. Slightly overweight 
d. Very overweight 
e. Extremely overweight 
Comment [sy5]: What is your interpretation of “current” ? You may need to 
give more guidance to answer this question or change a question to be clearer and 
meaningful data (answers).Comment [sy6]: How are these selection made? For 
example, based on literature review, are these supplements the most commonly used? 
What are the rationales to list these since there are many other frequently used 
supplements? Comment [sy7]: Again, what is ‘current”? last 6months, 12months or 
month? Any examples for participants to estimate their activity level? So participants 
can estimate their activity levels (look at some literature).Comment [sy8]: Would you like 
to know their perception or actually overweight etc? Because, some people may not feel 
overweight even morbidly obese, while others feel obese even they are in 
normal BMI. You can ask their height and weight at the beginning to calculate their BMI. 
And leave the #15 here so you can examine the perception about their weight. 
 
 
 
 
 
16. Please indicate if you have been diagnosed with any of the following diseases or 
conditions? CHOOSE 
ALL THAT APPLY 
a. Obesity 
b. Diabetes 
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c. Heart disease 
d. High cholesterol 
e. Hypertension (high blood pressure) 
f. Stroke 
g. Cancer 
h. Other:_______________________________________ 
 
Following are some questions relating to Complementary and Alternative 
Medicine usage 
 
17. Have you EVER used any of the following Complementary and Alternative Medicine 
(CAM) 
treatments(select all): 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathy treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi Gong 
o. Yoga 
p. HAVE NEVER USED ANY OF THE ABOVE CAM TREATMENTS 
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18. Which of the following CAM treatments have you used within the last 12 months? 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathic treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi Gong 
o. Yoga 
Comment [sy9]: Would you like to add any timeframe unless you want to say“ Have you 
ever been diagnosed in your life or something…….. 
Comment [sy10]: Please visit the NIH/NCCAM website to revise your questions related 
to CAM use (17-21).http://nccam.nih.gov/health/whatiscam 
Comment [sy11]: A little bit clearer instruction would be helpful for the participants to 
differentiate this #18 from#19. 
 
19. During the past 12 months, did you use any (select all that apply) CAM treatment 
for a health problem 
or condition? 
a. Acupuncture 
b. Ayurveda 
c. Biofeedback 
d. Chelation therapy 
e. Chiropractic 
f. Energy Health Therapy/Reiki 
g. Herbal Medicine 
h. Homeopathic treatment 
i. Hypnosis 
j. Massage 
k. Meditation 
l. Naturopathy 
m. Tai Chi 
n. Qi gong 
o. Yoga 
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20. How frequently do you use any of the above forms of CAM? 
a. Daily 
b. Weekly 
c. Monthly 
d. Annually 
e. As needed basis 
f. Do no use CAM 
 
21. Do you discuss your use of CAM with your physician? 
a. Yes 
b. No 
c. Sometimes 
 
22. Have you used CAM to treat any of the following? CHECK ALL THAT APPLY 
a. Cold/Flu 
b. Headaches/Migraines 
c. Backaches 
d. Allergies 
e. Sinus infection 
f. Other 
 
23. I believe CAM is beneficial to my overall wellbeing (1 being NOT HELPFUL and 7 
Being HELPFUL): 
1 2 3 4 5 6 7 
 
24. I believe CAM is beneficial in treating a specific health condition (1 being NOT 
HELPFUL and 7 Being 
HELPFUL): 
1 2 3 4 5 6 7 
 
25. I believe CAM is safe (1 being unsafe and 7 completely safe): 
1 2 3 4 5 6 7 
Comment [sy12]: 1.Don’t you want to know whether a participant use CAM for 
prevention or treatment? Because many people use CAM for multiple reasons. For 
example, yoga/tai chi can be used to prevent…..herbal medicine s can be used for both 
treatment and prevention. 
Comment [sy13]: Participants may use multiple herbal medicines for different reasons. 
Therefore, you may not get accurate answers. Comment [sy14]: If there are multiple 
answers o question #19, how participant should answer the #20?Please think about it. 
Comment [sy15]: Based on my study, participants can disclose information selectively, 
which means they discuss whatever CAM they like to discuss but not all. 
Comment [sy16]: As a person who constructs such a survey , It seems to be very 
random to me, and does not flow well with other questions. What‘s the purpose of this 
question? 
Comment [sy17]: Hereon, questions are different so you should provide introduction and 
directions what questions are about and how to answer them. 
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Comment [sy18]: Any CAM, every CAM you listed, or using CAM???? 
 
26. Most members of my family would recommend using CAM (1 being extremely 
unlikely and 7 being 
extremely likely ??????): 
1 2 3 4 5 6 7 
 
27. Most of my friends would recommend using CAM (1 being unlikely and 7 being very 
likely): 
1 2 3 4 5 6 7 
 
28. My primary care physician would recommend using CAM ((1 being unlikely and 7 
being very likely): 
1 2 3 4 5 6 7 
 
29. I intend to follow the advice of my family to use CAM (1 being unlikely and 7 being 
very likely): 
1 2 3 4 5 6 7 NA 
 
30. I intend to follow the advice of my friends to use CAM (1 being unlikely and 7 being 
very likely): 
1 2 3 4 5 6 7 NA 
 
31. I intend to follow the advice of my physician to use CAM (1 being unlikely and 7 
being very likely): 
1 2 3 4 5 6 7 NA 
 
32. How likely are you to use CAM (1 being unlikely and 7 being very likely): 
1 2 3 4 5 6 7 NA 
 
Thank you for participating in the survey. 
Comment [sy19]: Family and relatives??? 
Comment [sy20]: Not clear?? I am not sure when you say “most of my friends “or “most 
members of my family”, what it really means to these groups? 
Comment [sy21]: Not sure about his question. More information is needed to answer 
this question. 
Comment [sy22]: Are you measuring just ‘intention “or how much participants are willing 
(determine) to make changes? (29-31) 
Comment [sy23]: I think you need to rephrase these sentences for clarity. 
Comment [sy24]: If I were a participant, I would say “it all depends what conditions I 
have”. Current way of asking question would not provide you good 
outcomes. 
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Comments from Expert Panelist Dr. Leite: 
1. The stem should be contrasted with the options through the use of bold or a 

different font color. 
2. Check guidelines I gave about question ordering: Demographics should be at the 

end 
3. The options should not have a number after them, such as Male (1). 
4. Q6 has a typo for Separated. 
5. Section one should be the final section.  
6. The answers for Q13 are not comprehensive. For example, six times a week and 

2 times a week are not covered. 
7. Same problem with Q14 
8. For Q15, emphasize natural products and choose all that apply in different ways. 
9. I would start the survey with Section 3, which is the least threatening 
10. Not sure that you need the definitions on top of Section 3. If they used it, they will 

know what it is.  
11. There is no reason to make the last option of Q21 capital letters. If this is an 

online survey, program the skip patterns into the survey. Qualtrics does a great 
job with that.  

12. Same comment as previous one. 
13. Q24 can be implemented for each question in Qualtrics through display logic. On 

can create one version of Q24 for each answer in Q22 and program the survey 
such it will only show the respective Q24 if the person selections it in Q22.  

14. There is a type in Q28. It should be How likely. 
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APPENDIX C 
FINAL SURVEY INSTRUMENT 

 
Invitation to Participate 

 
“A Survey on Complementary and Alternative Medicine Use Among University 

Employees” 
 

Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 

. 
 

This survey examines your use and perceptions of complementary and alternative 
medicine (CAM).   
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine.  We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being.  The survey requires about 10-15 minutes of your time.  
Please answer all questions completely. 
 

We offer you the following safeguards for completing the survey: 
 

11. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any 
way.  

 
12. Your responses will remain anonymous.  Your responses will remain private, and 

cannot be traced to you.  
 

13. There is a minimal risk that security of any online data may be breached, but 
since Qualtrics performs regular vulnerability scans and employs high-end 
firewall systems. Also, complete penetration tests are performed yearly. All 
services have quick failover points and redundant hardware, and complete 
backups are performed nightly.Additionally data collected will be removed from 
the server once data analysis is completed. It is unlikely that a security breach of 
the online data will result in any adverse consequence for you.  

 
Additionally, here’s the link to Qualtrics’ host’s privacy/data security policy 
statement: https://qualtrics.com/security-statement/   

 
14. We do not request any personal identification such as name, UFID, Social 

Security number, etc. 
 

https://qualtrics.com/security-statement/
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15. Demographic information about your background only will be used to describe 
the general types and categories of respondents. Your name will not be traced to 
your responses, and no respondent names will ever be reported.  
 

16. For information regarding your rights as a research participant contact the IRB at 
352-392-0433 
 

17. There are no direct benefits, risks, or compensation to you for participating in the 
study 

 
18. If at any time, now or in the future, you have questions or concerns about the 

survey, you will receive immediate assistance by contacting: 
 

Naz Erenguc, Doctoral Candidate 
University of Florida 

 
Dr. William Chen, Professor and Supervisor 

 
 
Thank you for your time and consideration. If you would like to participate in the 

survey, please indicate your consent by clicking the START SURVEY button 
below. 

 
START SURVEY 

SECTION 1: Following are some questions related to Complementary & 
Alternative Medicine (CAM) Usage 
*Note the following definitions can guide your responses to these questions. 
 
Acupuncture- based on the premise that health can only be obtained by balance of 
energy, which is thought to be within you. Acupuncture aims to stimulate the energy 
pathways to help correct or rebalance by the insertion of needles. 
 
Alternative Medicine- is a non-mainstream approach to health which is used instead of 
conventional medicine. 
 
Ayurveda- Comprehensive system of medicine where there is an equal emphasis on 
health among the body, mind, the spirit. The ultimate goal is to restore harmony of these 
three parts. 
 
Biofeedback- Is a treatment method which trains clients how to consciously regulate 
typically unconscious bodily functions (e.g., breathing, heart rate, blood pressure), using 
an electronic device, to improve health. 
 
Complementary Medicine- refers to uses non-mainstream techniques in conjunction 
with conventional medicine. 
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Chelation Therapy- involves injecting a binding (chelating) agent to remove and 
eliminate toxic metals and wastes from the bloodstream. 
 
Chiropractic Care- involves adjusting the spine and joints to elicit and activate the 
body’s nervous system and natural defense mechanisms to improve overall health and 
reduce pain. 
 
Deep Breathing- is the process of slowly inhaling through the nose followed by slow 
exhalation. It is used to quite the mind and focus on the breath. 
 
Energy Healing Therapy/Reiki- This treatment method assists in the body’s ability to 
heal itself by focusing on the flow and healing energy. Healing energy is guided through 
the hands of a practitioner into the client’s body in an effort to restore a normal energy 
balance and health. 
 
Herbal medicine/Natural Products - herbal medicine and botanicals, vitamins, 
minerals, probiotics, and other natural and dietary supplements taken orally 
 
Homeopathic treatment- also known as homeopathic medicine is a system of medical 
practices which is based on the theory that any substance that can produce symptoms 
of disease or illness in a healthy person can also cure those symptoms in a sick person. 
Remedies are derived from many sources such as minerals, metals, and plants. 
 
Hypnosis- is an altered state of consciousness and characterized by an increase of 
responsiveness to suggestions. The hypnotic state is attained by relaxing the body, then 
shifting the attention toward an objects or idea which is suggested by the practitioner to 
access levels of the mind to promote positive changes in health behaviors. 
 
Massage- involves pressing, rubbing, and/or manipulating muscles and soft tissues to 
promote relaxation and relieve pain 
 
Meditation- is the act of calming the mind and relaxing the body 
 
Naturopathy- is a system of medicine which is based on the theory that the body is a 
self-regulating mechanism with an innate ability to maintain a state of both health and 
wellness. 
 
Tai Chi- is a Chinese self-defense discipline which employs low intensity and low-
impact exercise to maintain/restore health. Tai chi exercises include a set of forms, with 
each form consisting of a series of body positions connected by one continuous 
movement. 
 
Qi Gong- is an ancient Chinese discipline that combines movements, focus, and deep 
breathing to connect the mind, body, and spirit, while stimulating the flow of vital life 
energy (qi). 
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Yoga- is a combination of breathing exercises, postures, and meditation, which is used 
to not only calms the nervous system but to maintain balance among body, mind, and 
spirit. 
 
 
1. Have you EVER used any of the following Complementary and Alternative 
Medicine (CAM) treatments? CHOOSE ALL THAT APPLY 

Acupuncture 

Ayurveda 

Biofeedback 

Chelation Therapy 

Chiropractic 

Deep Breathing 

Energy Health Therapy/Reiki 

Herbal Medicine 

Homeopathy treatment 

Hypnosis 

Massage 

Meditation 

Naturopathy 

Tai Chi 

Qi Gong 

Yoga 

Have never used any of the above CAM treatments 
 
  
2.  Which of the following CAM treatments have you used within the last 12 
MONTHS? 

Acupuncture 

Ayurveda 

Biofeedback 

Chelation Therapy 
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Chiropractic 

Deep Breathing 

Energy Health Therapy/ Reiki 

Herbal Medicine 

Homeopathy treatment 

Hypnosis 

Massage 

Meditation 

Naturopathy 

Tai Chi 

Qi Gong 

Yoga 

Have not used any of the above CAM treatments within the last 12 months 
 
 3.  If you use CAM, do you discuss your use of with your physician? 

Yes 

Sometimes 

No 
 
4. How would you describe your use of CAM? CHOOSE ALL THAT APPLY 

Treatment of health problem or condition 

Prevention of health problems or condition 

Personel wellbeing 

Other 

 
 
 
5. Please rate the following statements on a scale from Not Very Helpful to Very 
Helpful 
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Not 
Very 
Helpful 

Not 
Helpful 

Somewhat 
Not 
Helpful 

Neither 
Helpful 
or Not 
Helpful 

Somewhat 
Helpful 

Helpful 
Very 
Helpful 

I believe CAM is 
beneficial to my 
overall well-being 

  
       

I believe CAM is 
beneficial in treating 
specific health 
conditions 

  
       

I believe using CAM 
is safe 

  
       

Most members of my 
family and relatives 
would recommend 
using CAM 
treatments 

  
       

Most of my friends 
would recommend 
using CAM 
treatments 

  
       

My primary care 
physician would 
recommend using 
CAM treatments 

  
       

I intend to consider 
the advice of the 
family and relatives 
regarding CAM 

  
       

I intend to consider 
the advice of my 
friends regarding 
CAM 

  
       

I intend to consider 
the advice of my 
physician regarding 
CAM 
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6. Please rate the following question below on a scale from Very Unlikely to Very 
Likely 
 

   
Very 
Unlikely 

Unlikely 
Somewhat 
Unlikely 

Neither 
Likely 
nor 
Unlikely 

Somewhat 
Likely 

Likely 
Very 
Likely 

How like are you to 
use CAM within the 
next 12 months? 

  
       

 
 
SECTION 2: Following are some questions related to your medical history 
 
7.  How would you describe your health? 

Excellent 

Very Good 

Good 

Fair 

Poor 
 
8.  How often do you use tobacco products (cigarettes, e-cigarettes, smokeless 
tobacco)? 

Everyday 

2-6 times a week 

Once a week 

Only on weekends 

On special occasions 

I don't consume tobacco products 
 
9. How would you describe your current alcohol usage? 

Everyday 

2-6 times a week 

Once a week 

Only on weekends 

On special occasions 
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I don't drink 
 
10.  Please indicate if you are taking any of the following NATURAL PRODUCTS. 
CHOOSE ALL THAT APPLY 

Herbs/botanicals 

Vitamins/minerals 

Nonvitamins/nonminerals (i.e. fish oil/ omega 3s) 

Probiotics 

Other dietary supplements 

 
 
 
 
11. How would you describe your current physical activity level? 

Very active 

Active 

Moderately active 

Not active 
 
12. How would you describe your weight? 

Underweight 

Just right 

Slight overweight 

Very overweight 

Extremely overweight 
 
13. What is your height? 

 
 
14. How much do you weigh? 
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15. Have you ever been diagnosed with any of the following diseases or 
condition? CHOOSE ALL THAT APPLY 

Obesity 

Diabetes 

Heart disease 

High cholesterol 

Hypertension (high blood pressure) 

Stroke 

Cancer 

Other 

 
 
 
SECTION 3: Demographic Information 
16. Age: 

 
 
17. Sex: 

Male 

Female 
 
18. Which racial/ethnic group best describes you? 

White/Caucasian 

Black/African American 

Hispanic or Latino 

Asian or Pacific Islander 

American Indian or Alaskan Native 

Other 

 
 
19.  Were you born in the US? 

Yes 
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No 
 
 
20. If you answered “no” to the previous question, approximately how many 
years have you lived here? 

 
 
21. Marital status: 

Single/Separated 

Married or domestic partnership 

Divorced 

Widowed 
 
22. What is the highest level of education that you have achieved? 

Eighth grade or less 

Did not finish high school 

High school graduate/GED 

Associates degree or professional license 

Bachelor's degree 

Master's degree 

Doctoral degree 

Professional degree (i.e. MD, JD, PharmD, VMD, and etc.) 
 
23. Which category best describes your employment status here at UF? 

Faculty (9, 10, or 12 months 

Clinical Faculty 

Exempt TEAMS/USPS 

Non-Exempt TEAMS/USPS (hourly) 

Other 
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24.  What is your household income? 

$20,000 and below 

$20,001 - $35,000 

$35,001- $50,000 

$50,001 - $65,000 

$65,001 - $80,000 

$80,001 -$95,000 

$95,001 and above 
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APPENDIX D 
IRB APPROVAL LETTER 
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APPENDIX E 
EMAIL 1: REQUESTING SURVEY RESPONSE 

 
From: Filiz Naz Erenguc <noreply@qemailserver.com> 
Subject: Survey Link: Please Take Short Survey for Student Research Project 
Date: April 9, 2014 at 2:48:47 PM EDT 
Reply-To: Filiz Naz Erenguc <naz.erenguc@warrington.ufl.edu> 
 
Dear UF Employee,  
My name is Naz Erenguc, and I am a doctoral candidate in the College of Health & 
Human Performance- Health Education and Behavior Department at the University of 
Florida. I am currently working on research for my dissertation with Dr. Chen, Professor 
at the University of Florida and chair of my committee. I received your email address 
from the office of University Relations. I would like to invite you to participate in a 
research study. The primary purpose of my dissertation study is to assess 
complementary and alternative medicine (CAM) use and to predict future use  among 
university employees. The hope is that results from this study will aid in creating 
worksite health promotion programs focused on CAM. 
 
“A Survey on Complementary and Alternative Medicine Use among University 
Employees” 
  
Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 
  
This survey assesses your use and perceptions of complementary and alternative 
medicine (CAM).  
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine.  We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being.  The survey takes about 10-15 minutes of your 
time.  Please answer all questions completely. 
  
We offer you the following safeguards for completing the survey: 

1. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any way 

2. Your responses will remain anonymous.  Your responses will remain private, and 
cannot be traced to you. 

3. There is a minimal risk that security of any online data may be breached, but 
since Qualtrics performs regular vulnerability scans and employs high-end 
firewall systems. Also, complete penetration tests are performed yearly. All 
services have quick failover points and redundant hardware, and complete 
backups are performed nightly.Additionally data collected will be removed from 
the server once data analysis is completed. It is unlikely that a security breach of 

mailto:noreply@qemailserver.com
mailto:naz.erenguc@warrington.ufl.edu
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the online data will result in any adverse consequence for you. Additionally, 
here’s the link to Qualtrics’ host’s privacy/data security policy statement: 
https://qualtrics.com/security-statement/   

4. We do not request any personal identification such as name, UFID, Social 
Security number, etc. 

5. Demographic information about your background only will be used to describe 
the general types and categories of respondents. Your name will not be traced to 
your responses, and no respondent names will ever be reported 

6. For information regarding your rights as a research participant contact the IRB at 
352-392-0433 

7. There are no direct benefits, risks, or compensation to you for participating in the 
study, but your participation will help the researcher to recommend better 
worksite health promotion programs. 

8. If at any time, now or in the future, you have questions or concerns about the 
survey, you will receive immediate assistance by contacting: 
 

Naz Erenguc, Doctoral Candidate 
University of Florida 
PO Box 117152 
Gainesville, FL 32611 

  
Dr. William Chen, Professor and Supervisor 
University of Florida 
PO Box 118210- FLG 19 
Gainesville FL 32611 
 
 
Thank you for your time and consideration. If you would like to participate in the 
survey, please indicate your consent by following the link to the Survey: 
Take the Survey 

Or copy and paste the URL below into your internet browser: 
https://ufl.qualtrics.com/WRQualtricsSurveyEngine/?Q_SS=3z7wYVU49LWhv13_eX16
1E2HPz64y6p&_=1 

Follow the link to opt out of future emails: 
Click here to unsubscribe 

  

https://qualtrics.com/security-statement/
https://ufl.qualtrics.com/WRQualtricsSurveyEngine/?Q_SS=3z7wYVU49LWhv13_eX161E2HPz64y6p&_=1
https://ufl.qualtrics.com/WRQualtricsSurveyEngine/?Q_SS=3z7wYVU49LWhv13_eX161E2HPz64y6p&_=1
https://ufl.qualtrics.com/WRQualtricsSurveyEngine/?Q_SS=3z7wYVU49LWhv13_eX161E2HPz64y6p&_=1
https://ufl.qualtrics.com/CP/Register.php?OptOut=true&RID=MLRP_0ev2ANPYHZjyjYx&LID=UR_1T6JRJxcaXbwFQF&BT=dWZs&_=1
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APPENDIX F 
REMINDER EMAIL 1: FOR THOSE WHO MAY NOT HAVE RECEIVED THE FIRST 

REQUEST 

 
From: Erenguc,Naz 
Sent: Monday, April 14, 2014 2:34 PM 
Subject: Survey Link: Please Take Short Survey for Student Research Project 

Dear UF Employee,  
My name is Naz Erenguc, and I am a doctoral candidate in the College of Health & 
Human Performance- Health Education and Behavior Department at the University of 
Florida. I am currently working on research for my dissertation with Dr. Chen, Professor 
at the University of Florida and chair of my committee. I received your email address 
from the office of University Relations. I would like to invite you to participate in a 
research study. The primary purpose of my dissertation study is to assess 
complementary and alternative medicine (CAM) use and to predict future use among 
university employees. The hope is that results from this study will aid in creating 
worksite health promotion programs focused on CAM. 
 
“A Survey on Complementary and Alternative Medicine Use among University 
Employees” 
 
Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 
 
This survey assesses your use and perceptions of complementary and alternative 
medicine (CAM).  
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine. We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being. The survey takes about 10-15 minutes of your time. 
Please answer all questions completely. 
 
We offer you the following safeguards for completing the survey: 

1. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any way 

2. Your responses will remain anonymous. Your responses will remain private, and 
cannot be traced to you. 

3. There is a minimal risk that security of any online data may be breached, but 
since Qualtrics performs regular vulnerability scans and employs high-end 
firewall systems. Also, complete penetration tests are performed yearly. All 
services have quick failover points and redundant hardware, and complete 
backups are performed nightly. Additionally data collected will be removed from 
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the server once data analysis is completed. It is unlikely that a security breach of 
the online data will result in any adverse consequence for you. Additionally, 
here’s the link to Qualtrics’ host’s privacy/data security policy statement: 
https://qualtrics.com/security-statement/  

4. We do not request any personal identification such as name, UFID, Social 
Security number, etc. 

5. Demographic information about your background only will be used to describe 
the general types and categories of respondents. Your name will not be traced to 
your responses, and no respondent names will ever be reported 

6. For information regarding your rights as a research participant contact the IRB at 
352-392-0433 

7. There are no direct benefits, risks, or compensation to you for participating in the 
study, but your participation will help the researcher to recommend better 
worksite health promotion programs. 

8. If at any time, now or in the future, you have questions or concerns about the 
survey, you will receive immediate assistance by contacting: 

 

Naz Erenguc, Doctoral Candidate 
University of Florida 
 
Dr. William Chen, Professor and Supervisor 
University of Florida 
 

Thank you for your time and consideration. If you would like to participate in the 
survey, please indicate your consent by following the link to the Survey: 
https://ufl.qualtrics.com/SE/?SID=SV_eX161E2HPz64y6p 
  
To opt out of future emails please reply “unsubscribe” 
  

https://qualtrics.com/security-statement/
https://ufl.qualtrics.com/SE/?SID=SV_eX161E2HPz64y6p
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APPENDIX G 
FINAL REMINDER EMAIL 

 
From: Erenguc,Naz  
Sent: Tuesday, April 22, 2014 4:30 PM 
Subject: Survey Link: Please Take Short Survey for Student Research Project 
 
Dear UF Employee,  
 
If you’ve already completed the survey, thank you for your response. The survey 
will be available until Friday, April 25th.  If you meet the eligibility criteria for this 
survey and have not yet completed it your participation would be greatly 
appreciated!  
 
My name is Naz Erenguc, and I am a doctoral candidate in the College of Health & 
Human Performance- Health Education and Behavior Department at the University of 
Florida. I am currently working on research for my dissertation with Dr. Chen, Professor 
at the University of Florida and chair of my committee. I received your email address 
from the office of University Relations. I would like to invite you to participate in a 
research study. The primary purpose of my dissertation study is to assess 
complementary and alternative medicine (CAM) use and to predict future use among 
university employees. The hope is that results from this study will aid in creating 
worksite health promotion programs focused on CAM. 
 
“A Survey on Complementary and Alternative Medicine Use among University 
Employees” 
 
Eligibility: To participate you must currently be classified as a full-time University of 
Florida employee who’s receiving fringe benefits AND you must be 18 or older. 
 
This survey assesses your use and perceptions of complementary and alternative 
medicine (CAM).  
For our purposes, we define CAM as a group of diverse medical and health care 
systems, practices, and products that are not presently considered to be part of 
conventional (Western) medicine. We will use the survey information you provide to 
better understand the trends of CAM use among university employees and how future 
worksite health promotion programs can be marketed and implemented to improve 
overall health and well-being. The survey takes about 10-15 minutes of your time. 
Please answer all questions completely. 
 
We offer you the following safeguards for completing the survey: 

1. Your participation in the survey is voluntary. Whether or not you choose to 
participate, your status at the University of Florida will not be affected in any way 

2. Your responses will remain anonymous. Your responses will remain private, and 
cannot be traced to you. 
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3. There is a minimal risk that security of any online data may be breached, but 
since Qualtrics performs regular vulnerability scans and employs high-end 
firewall systems. Also, complete penetration tests are performed yearly. All 
services have quick failover points and redundant hardware, and complete 
backups are performed nightly. Additionally data collected will be removed from 
the server once data analysis is completed. It is unlikely that a security breach of 
the online data will result in any adverse consequence for you. Additionally, 
here’s the link to Qualtrics’ host’s privacy/data security policy statement: 
https://qualtrics.com/security-statement/  

4. We do not request any personal identification such as name, UFID, Social 
Security number, etc. 

5. Demographic information about your background only will be used to describe 
the general types and categories of respondents. Your name will not be traced to 
your responses, and no respondent names will ever be reported 

6. For information regarding your rights as a research participant contact the IRB at 
352-392-0433 

7. There are no direct benefits, risks, or compensation to you for participating in the 
study, but your participation will help the researcher to recommend better 
worksite health promotion programs. 

8. If at any time, now or in the future, you have questions or concerns about the 
survey, you will receive immediate assistance by contacting: 

 

Naz Erenguc, Doctoral Candidate 
University of Florida 
 
 
Dr. William Chen, Professor and Supervisor 
University of Florida 
 

Thank you for your time and consideration. If you would like to participate in the 
survey, please indicate your consent by following the link to the Survey: 
https://ufl.qualtrics.com/SE/?SID=SV_eX161E2HPz64y6p 
 
To opt out of future emails please reply “unsubscribe” 
  

https://qualtrics.com/security-statement/
https://ufl.qualtrics.com/SE/?SID=SV_eX161E2HPz64y6p
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