Docket:1-6007
Initial: JN
Customer:CMAJ Feb9/99

155?? February 9/99 CMAJ /Page 351

Editorials

late the authors for having drawn attention to this issue.
Future research should rely not on meta-analyses of a
small number of dated studies, but on careful analyses of
routinely collected hospital separation data by researchers
who are experienced in using administrative data, combined with detailed re-abstraction studies supplemented
with expert clinical opinion.
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Discussing complementary therapies:
There’s more than efficacy to consider
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I

n this issue (page 365) Dr. Neill A. Iscoe and colleagues identify evidence of efficacy, questions of cost
and the potential for toxicity as important factors for
physicians to discuss with cancer patients who are considering the use of complementary therapies.1 Dr. Elizabeth
Kaegi’s decision-making tool for patients, published in
CMAJ last year, conveyed much of the same information
and stimulated a heated debate in the journal.2–4 No matter what position they take on the issue, it is likely that
most physicians would concur with Iscoe and colleagues’
statement that “Whatever transpires, the physician should
continue to provide support and comfort to the patient
and his family through this difficult time.” The ability to
provide that support and comfort depends on an understanding of the patient’s perspective, not least with respect
to complementary therapies.
Research on patients’ decisions about complementary
therapies is still in its infancy, and such research involving
patients with prostate cancer has yet to be done. What we
know so far comes from qualitative studies involving pa-

tients with other types of cancer; these have shown that
such decision-making is complex and is influenced by
many factors, of which physicians need to be aware. One
of us (TT) conducted a study in which 16 women with
breast cancer, at varying points along the disease trajectory and from various cultural backgrounds, were interviewed to determine how they made decisions about using
complementary therapies. Qualitative analysis of their accounts revealed a dynamic three-phase process of decision-making that was closely linked with the trajectory of
their illness. This and other studies have shown that,
rather than being based solely on statistical data about
treatment outcomes, decisions about both complementary
and conventional therapies often reflect lifestyle preferences as well as beliefs about health and illness.5–7 Other
factors that influence decisions include the quality of the
relationship with the health care provider as well as the
patient’s preferred role in making decisions, desire for
control, physical status and degree of fatigue, prospects
for cure and the need to sustain hope.5,8–12
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The desire to regain control and to maintain hope are
the 2 most frequently cited reasons for considering and
using complementary therapies.5,10,13-15 A diagnosis of cancer changes one’s life forever, imposing multiple losses,
unrelenting uncertainty and high levels of stress, leading
to a sense of loss of control.16,17 The use of complementary
therapies may be empowering for some cancer patients
and may foster hope; this in turn may lead to an improved
sense of well-being and some alleviation of anxiety and
depression.18,19 Complementary therapies may be used in
different ways and for different reasons at various points
during the disease process as patients try, evaluate and
modify therapies to suit their beliefs, lifestyle and perceptions of their disease status.5
Patients’ satisfaction with their relationship with the
health care provider has been found to be an important
factor in determining whether they discuss their current
or potential use of complementary therapies.5,20 Patients
who disclose their interest in complementary therapies
are more likely to use them safely. Some patients never
disclose their use for fear of losing control or getting a response that shatters their beliefs and hopes.6 Nevertheless,
it has been shown that patients are more likely to discuss
complementary therapies if they perceive their health care
providers to be interested in their beliefs about health and
illness and in understanding the impact that the diagnosis
and treatment of cancer has had on them.5,21 Physicians
who want to be able to counsel patients about using complementary therapies should show respect for the patient’s
beliefs and values, ensure that the patient remains involved in health care decisions and bear in mind that patients use these therapies for a variety of reasons.
An understanding of the issues that are important to a
particular patient considering complementary therapies
will better enable physicians to ensure that their use is
safely integrated with conventional treatment. Such an
understanding will also contribute to efforts to address the
needs of the “whole person,” which is the essence of effective palliative care. In situations such as the case example
given by Iscoe and colleagues, insights gained from an exploration of the patient’s beliefs about health and illness
will help the physician not only to assist patients in making decisions about complementary therapies but also to
plan for future needs and ensure continuity of care. Moreover, helping patients to discuss their perceptions of a loss
of control can bring to the surface questions and issues
that might otherwise not be raised.
Although Iscoe and colleagues’ article, along with
much of the medical literature on complementary therapies, focuses on issues of efficacy, a great deal more goes
into a patient’s decision about using complementary ther-
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apies. Understanding the factors that are important to the
patient places the physician in a better position to give advice and to gain insights that can be crucial to the provision of effective palliative care.
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