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Abstract

Background: Asian Americans (AAs) are more likely to use complementary and alternative
medicine (CAM) compared to other race/ethnicities, yet previous studies have conflicting results.

Methods: The 2012 National Health Interview Survey data was analyzed to investigate AA’s
(n=2,214) CAM use for treatment. AAs were divided into four subgroups: Chinese, Asian Indian,
Filipino, and Other Asian.

Results: Only 9% of AAs reported using CAM for treatment, with 6% indicating CAM use
specifically for chronic conditions. This could be a form of medical pluralism, a mixture of
Eastern and Western health approaches. The “Other Asian” subgroup reported highest use of CAM
for treatment. Significant predictors included age (=65 years) and high educational attainment
((=college degree). Sociodemographic factors were also significant predictors within Asian
subgroups.

Conclusion: Further investigation of this and other forms of medical pluralism among AAs are
needed to explore potential cofounders and risks like underreporting, CAM schedules/dosages,
cultural influences, and CAM’s impact on one’s health.
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Asian-Americans (AAs) are more likely to use complementary and alternative medicine
(CAM) compared to other races/ethnicities.1# This is somewhat expected, as many AAs
have strong cultural traditions of using Eastern alternative medicine systems [EAMS] (e.g.,
traditional Chinese medicine, Ayurveda) and healing practices (e.g., yoga, tai chi). Although
AAs have reported valuing the use of CAM for wellness, they were less likely to report
herbal therapy use for treatment versus non-Hispanic whites (38% vs 59%).4 This was an
unexpected finding, since EAMS, including use of herbal therapies, have been and are still
used by AAs to treat many conditions/diseases.>8 Inconsistencies among studies lead to
questions like: are AAs primarily using conventional medicine for treatment of disease/
symptoms, or could they be underreporting their use of CAM for treatment? Using
prevalence data from national surveys can help clarify how specific AA subgroups use CAM
for treatment of medical problems.

To determine different types of CAM reported by disaggregated AA subgroups, studies
which analyzed U.S. health data on CAM use were reviewed. Previous studies of the
National Health Interview Survey (NHIS) data have found higher rates of CAM use for
individuals with chronic conditions or specific acute conditions.19-15 However, these studies
did not differentiate CAM use for health and wellness versus treatment of specific health
conditions. One study showed that 13.9% of respondents reported CAM use for treatment
only, 35.1% for both treatment and wellness, and 51% for wellness only.16 In the same
study, Asians were twice as likely to report CAM use for wellness only compared to
treatment only.18 In addition, few studies have looked at the prevalence of CAM use in the
treatment of specific health conditions, such as low back pain (21.1%)1’; gastrointestinal
conditions (3%)11; type 1 diabetes (7.1%) and type 2 diabetes (3.4%)1%, and insomnia
(1.8%)18. However, these studies did not compare differences across races/ethnicities or AA
subgroups in the use of CAM for treatment of health conditions.

Asian culture and tradition emphasize the use of EAMS, which provide a holistic approach
to treating illnesses, and AAs exposed to both Eastern and Western health approaches are
more likely to engage in medical pluralism, defined as “the adoption of more than one
medical system in terms of health beliefs, behaviors, or treatments”.19 The use of CAM to
treat health conditions could lead to medical pluralism engagement.

There is an increased interest in understanding medical pluralism in the U.S. and other
developed countries, especially with growing evidence of the public’s use of CAM.20
Scholars attribute the growing awareness and interest in medical pluralism to the realization
that we live in a diverse society and that CAM may be but one of many cultural preferences
for healthcare and treatment.3 21 22 However, only a few studies have quantified the use of
CAM in conjunction with the use of Western medicine.23-26 Continuing research in this field
is imperative, as CAM use as a type of medical pluralism raises potential healthcare
concerns such as choosing to delay access to needed healthcare, potential drug-herb
interactions, and healthcare providers’ readiness (or lack thereof) to integrate CAM into
treatment regimens.

Therefore, in order to explicate prevalence, patterns, and predictors of CAM use for
treatment of health conditions between AA subgroups, a secondary analysis of 2012 NHIS
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CAM data was conducted to provide insight into how different AA subgroups could
potentially use CAM to engage in medical pluralism.

Data Source and Study Population.

The NHIS is an annual survey of U.S. households from noninstitutionalized populations.®
This study’s sample consisted of Asian adult respondents (>18 years) of the 2012 NHIS core
and CAM supplemental survey. The 2012 NHIS core and CAM supplement survey data,
questionnaires, and related documentation can be accessed through https://www.cdc.gov/
nchs/nhis/nhis_2012_data_release.htm.

The 2012 NHIS publicly available dataset provides disaggregated race data, dividing AA
subgroups into Chinese, Asian Indian, and Filipino; and, to follow confidentiality
regulations related to minimum sample size, the remaining AA ethnicities were combined
into an “Other Asian” subgroup, including Japanese, Korean, Vietnamese, etc.®

Measures.

CAM use.: 2012 NHIS adult CAM supplement survey respondents were asked if they had
ever used any of the 38 different types of CAMs. For this study, CAM therapies were
categorized into four domains: alternative medicine systems (AMS), biologically-based
therapies (BBT), mind-body therapies (MBT), and manipulative- and body-based therapies
(MBBT). These CAM domains were based on previous studies’ use of these categories.2’-29
If a respondent indicated using any type of CAM within a specific domain, his/her response
was coded as a “yes” for that domain. If a respondent indicated use of any of the 2012
NHIS’s 38 CAM therapies, they were coded as a “yes” for using that specific CAM.

Health conditions treated with CAM.: The main dependent variable was CAM use to treat
health conditions. Respondents were asked to choose up to three CAM therapies which they
considered important. Additional questions were asked regarding these three CAM
therapies, including whether they used these CAMs to treat health conditions. The health
conditions were categorized into either acute/other or chronic conditions (see Table 1). Ifa
respondent indicated they used any of their top three CAM therapies for one of the health
condition categories, their response was coded as a “yes” for that category. We also
computed any use of CAM for treatment of health conditions wherein respondents who
indicated CAM use to treat any health condition was coded as “yes” for this variable.

Sociodemographic/predictor variables.: Sex, age, education level, insurance coverage,
place of birth, and reported health status were used as sociodemographic and/or predictor
variables of CAM use for treatment of health conditions.

Statistical Analyses.

Descriptive statistics were estimated for the sociodemographic/predictor variables using
weighted percentages and standard errors. Bivariate analyses were performed using Rao and
Scott’s adjusted Pearson’s chi-squared tests to determine racial differences in
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sociodemographic variables, CAM use, and health conditions for which CAM was used for
treatment. A multivariable logistic regression model was fitted to examine predictors of
CAM use for treatment of health conditions. To further identify specific predictors of CAM
use for treatment of health conditions for each AA subgroup, four separate multivariable
logistic regression models were fitted. A p-value of <0.05 was considered significant. All
analyses were weighted, accounting for the complex NHIS survey design. R version 3.4.330
and survey package3! were used to analyze the data.

Ethics Review.

This study was approved as a non-human subject research by the University of Hawaii
Institutional Review Board.

Results

Descriptive Statistics.

A total of 2,224 AA 2012 NHIS CAM supplement respondents, were included in this
analysis, which corresponds to a population estimate of 12,761,839, and is composed of
Filipinos (24.04%); Chinese (19.18%); Asian Indian (20.13%), and “Other Asian” (36.65%).
Table 2 provides a summary of sociodemographic characteristics of the total AA sample and
the four AA subgroups. Significant differences between AA subgroups were found for age,
education level, insurance coverage, place of birth, and reported health status.

Table 2 also shows prevalence of CAM use and types of health conditions for which CAM
was used for treatment. Approximately 72% of AAs reported CAM use, with no significant
differences between AA subgroups. Significant differences were found between AA
subgroups in the use of AMS, BBT, and MBBT. Asian Indians reported the highest use of
AMS (26.47%, SE=3.20) and MBT (32.82%, SE=3.30), while Filipinos reported the lowest
use of AMS (6.10%, SE=1.09) and MBT (12.36%, SE=1.91). Filipinos reported the highest
use of MBBT (26.34%, SE=2.44), while Asian-Indians (15.88%, SE=1.80) had the lowest
use of MBBT. The same table presents the most frequently reported top three most
important CAMs used by the different AA subgroups.

Around 9% of AAs reported using CAM to treat any health condition, with 6.46% of AAs
attributing use to chronic conditions (SE=0.65). Significant differences were found between
AA subgroups in their use of CAM to treat any health condition, acute/other conditions, and
chronic conditions. “Other Asian” had the highest use of CAM to treat any health condition
(12.14%, SE=1.49), with 8.97% (SE= 1.30) using CAM to treat a chronic health condition.
Asian Indians reported the lowest use of CAM to treat chronic conditions (3.60%, SE=0.94).
Chinese had the highest (5.71%, SE=1.60) reported use of CAM to treat acute/other
conditions and Filipinos the lowest (1.68%, SE=0.58).

Predictors of CAM Use to Treat Any Health Condition.

Pooled Data.—Table 3 summarizes the logistic regression model of pooled data for AAs’
report of CAM to treat health conditions. “Other Asian” were twice as likely to report CAM
use to treat any health condition (OR= 2.13, 95% CI [1.25, 3.65]) compared to Filipinos.
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AAs =65 years old were almost twice as likely to report CAM use to treat any health
condition compared to those who were between 18-39 years old (OR=1.88, 95% CI [1.10,
3.18]). AAs reporting some college or an associate degree (OR=1.96, 95% CI [1.16, 3.29])
or a bachelor’s degree or higher (OR=2.49, 95% CI [1.54, 4.00]) were significantly more
likely to report CAM use to treat any health condition. Lastly, those reporting very good to
excellent health were less likely to use CAM to treat any health condition (OR=0.66, 95%
Cl [0.45, 0.97]).

AA Subgroups.—Table 4 summarizes the logistic regression models within each AA
subgroup. Filipinos born outside the U.S. were more likely to report CAM use to treat any
health condition (OR=4.62, 95% CI [1.72, 12.37]) than those born in the U.S. Additionally,
Filipinos =65 years of age were less likely to report CAM use to treat any health condition
(OR=0.29, 95% CI [0.10, 0.87]). Chinese-Americans reporting very good to excellent health
were less likely to use CAM to treat any health condition (OR=0.28, 95% CI [0.12, 0.62]).
Chinese who have a bachelor’s degree or higher educational attainment were more likely to
report CAM use to treat any health condition was higher (OR=5.58, 95% CI [1.54, 20.18]).
Asian Indians =65 years of age were more than 12 times as likely to report CAM use to treat
any health condition (OR=12.68, 95% CI [3.51, 45.79]) compared to those between 18-39
years old.

Several sociodemographic variables were found to have significant associations with CAM
use for the treatment of any health condition within the “Other Asian” subgroup, including
higher odds with: female (OR= 2.22, 95% CI [1.22, 4.05]) vs. male; 40-64 year olds
(OR=1.87, 95% CI [1.08, 3.24]) and =65 year olds (OR=2.87, 95% CI [1.50, 5.50]) vs.
18-39 year olds; those who report some college to associate’s degree (OR=3.49, 95% ClI
[1.61, 7.59]) and those with bachelor’s degree or higher education (OR=2.8, 95% CI [1.41,
5.55]) vs. those reporting a high school diploma or equivalency. “Other Asian” who had
health insurance coverage were less likely to report CAM use to treat any health condition
than those without (OR=0.45, 95% CI [0.23, 0.87]).

Discussion

This study looked at prevalence, patterns, and predictors of CAM use for treatment of health
conditions, specifically among AAs. Our findings show Asian Indians reported the highest
use of AMS (26.47%) and MBT (32.82%). Both Ayurveda, a type of AMS, and yoga, an
MBT, have origins in India,’:32 so this was expected. Interestingly, in another nationwide
survey of CAM use within a U.S. Asian Indian population, only 2% reported using yoga, but
12.1% used an AMS.33 “Other Asian” had a similar rate of AMS use as the Chinese
subgroup, which may be explained by the use of variations of traditional Chinese medicine,
such as acupuncture ( a type of AMS) by “Other Asian” ethnicities (e.g., Japanese, Korean,
and Vietnamese).34-36

Chinese had the second highest prevalence of MBT use among the four AA subgroups. Two
of the three most common MBTS, tai chi and gigong, originated in China.37-38 Among the
four AA subgroups, Filipinos had the highest rate of BBT use, including vitamins and herbal
therapies, and Chinese reported the lowest. This was surprising, since the 2002 NHIS data
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showed Chinese having the highest rates of herbal medicine use compared to Filipinos and
Asian Indians.* Comparison of our findings and the original study show MBT use among
AAs remained the same.*

This study was the first to investigate AAs’ patterns of CAM use for the treatment of health
conditions. Only 9% of AAs indicated using CAM for such treatments, which seems low,
especially since some Asian-specific CAM therapies (i.e., traditional Chinese medicine,
Ayurveda) have been used by many Asian ethnicities to treat different types of illnesses for
thousands of years, long before Western medicine was introduced in their countries.> Thus
questions arise whether AAs, especially first-generation immigrants, underreported their use
of CAM for treatment or if they abandon cultural healing practices to use Western medicine.

Around 6% of AAs used CAM to treat chronic conditions (e.g., pain, diabetes, arthritis, and
cardiovascular diseases). Previous NHIS studies provided evidence that respondents
reporting at least one chronic disease were more likely to use CAM.12:3% However, this
association did not imply that the CAM they used was for the treatment of their chronic
diseases. A potential explanation for AAs’ CAM use for treatment of chronic diseases could
be so they could take responsibility for their health and improve their quality of life despite
presence of disease.*0 It is not clear, however, how one’s culture influences their decision to
use CAM for treatment, especially if AAs used Asian-specific CAM therapies.

“Other Asian” had the highest use of CAM for treatment of any health condition. Some
ethnicities under this subgroup, such as Vietnamese, Hmong, Laotians, and Cambodians,
may be more vulnerable to poor healthcare access due to high poverty rates, language
barriers, health illiteracy, and immigrant status.#1-43 Better access to Western medicine may
reduce their need to use CAM to treat illnesses as “Other Asian” with health insurance were
less likely to report CAM use for treatment. Cultural perceptions of illness, which focus on
holistic healing, may also motivate “Other Asian” to use CAM in the treatment of illness.23

“Other Asian” women may have unique barriers to healthcare utilization, causing them to
turn to CAM for treatment of health conditions. Previous studies have shown some “Other
Asian” women prefer their physicians to be female, especially for ‘intimate’ health issues.
Some only visited physicians with pregnancy.2:44

Middle-aged and elderly “Other Asian” were more likely to report CAM use for treatment.
These age groups capture the Southeast Asian refugee population who continued to use
traditional medicine once living in and exposed to U.S. healthcare system.434546 Also, a
previous study showed Japanese-American middle-aged and elderly populations in
California were more likely to use CAM.1

Other considerations regarding CAM use were found among Asian Indians, Filipinos, and
Chinese. Elderly Asian Indians had higher odds of reporting CAM use for treatment, while
the Filipino elderly were less likely to do so. Some studies suggest that older Asian Indians
use yoga as a daily routine and cultural practice and Asian Indians <35 years of age view
yoga as a way to keep fit physically and mentally.4”-48 A possible reason Filipino reported
less CAM use for treatment may be related to higher compliance with advice and treatment
regimens provided by their physicians, whom they view as experts.49-50
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Limitations.

Also, foreign-born Filipinos were more than four times as likely to use CAM as U.S.-born
Filipinos. First-generation immigrants may still hold more traditional and holistic views on
health and illness, like CAM, while U.S.-born Filipinos may have always relied more
heavily on Western medicine. Lastly, Chinese with higher education levels were more likely
to use CAM for treatment. This preference is not well understood, but one possible
explanation is that higher education leads to employment, higher income, and the ability to
afford the mostly out-of-pocket expense of CAM treatments.52

There are several limitations to our study. First, not all states participated in the 2012 NHIS.°
It was unclear exactly where (i.e., which state/U.S. region) AA respondents were surveyed.
Nevertheless, our findings may not be pertinent to those AAs living in states which did not
participate in the NHIS. Second, the NHIS is a cross-sectional survey and findings are only
applicable to a specific time. Thus, future studies should focus on trend analysis of CAM use
for treatment among AA populations. Third, the NHIS only collected data from
noninstitutionalized populations, meaning persons who were hospitalized or institutionalized
were not in the sample. Therefore, the sample may be biased towards healthier and younger
populations.12 Lastly, our study only looked at CAM use for treatment as a type of medical
pluralism. The 2012 NHIS does not provide data to analyze whether respondents CAM use
preceded, succeeded, or were concurrently combined with Western medicine. Patterns of
combination use of CAM and Western medicine should be explored in future studies.

Conclusion and Recommendations for Future Studies

This study provides insight into AAs’ use of CAM for treatment and gaps in knowledge of
potential medical pluralism among AAs. Our findings suggest only 9% of AAs use CAM for
treatment, possibly as a type of medical pluralism. Due to low prevalence, questions arise as
to whether AAs” CAM use for treatment was underreported. Our findings also show AAs
use CAM more for treatment of chronic illnesses than acute/other conditions. This may be a
means to take responsibility for their health or other cultural influences may be involved.
Lastly, sociodemographic characteristics had an impact on AA subgroups’ use of CAM for
treatment, yet some predictors to CAM use for treatment are still not fully understood.

Healthcare personnel should screen for simultaneous or preferential CAM use among their
AA patients to improve understanding of cultural preferences, address potential healthcare
access issues, and develop health education on potential health risks due to interaction
between CAM and Western medicine. Healthcare personnel should be educated on Asian-
specific CAM therapies to evaluate how these can be safely integrated with Western health
approaches.

Further research on medical pluralism among AAs and in the general population is needed.
A nationwide AA CAM use survey may be helpful in bridging current gaps in knowledge,
such as underreporting of CAM use, the schedule of CAM use for treatment purposes (e.g.,
subsequent or simultaneous use), whether cultural influences impact decisions to use CAM
for treatment, and how CAM use for treatment impacts health. Furthermore, a broader
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comparison of CAM use for treatment among different races/ethnicities in the U.S. is
warranted to fully comprehend medical pluralism.

Acknowledgements

Funding

This work was partially supported by the National Institutes of Health (NIH) under grants U54MD007584 and
U54MD007601. The content is solely the responsibility of the authors and does not necessarily represent official
views of NIH.

References

1. Hsiao AF, et al. Complementary and alternative medicine use among Asian-American subgroups:
Prevalence, predictors, and lack of relationship to acculturation and access to conventional health
care. The Journal of Alternative and Complementary Medicine. 2006; 12: 1003-1010. [PubMed:
17212572]

2. Keith VM, et al. Assessing the effects of race and ethnicity on use of complementary and alternative
therapies in the USA. Ethnicity & Health. 2005; 10: 19-32. [PubMed: 15841585]

3. Mackenzie ER, et al. Ethnic minority use of complementary and alternative medicine (CAM): A
national probability survey of CAM utilizers. Alternative Therapies in Health and Medicine. 2003;
9: 50-57.

4. Mehta DH, et al. Use of complementary and alternative therapies by Asian Americans. Results from
the National Health Interview Survey. Journal of General Internal Medicine. 2007: 22; 162-161.
doi: 10.1007/s11606-007-0166-8

5. Lu A, et al. An integrative approach of linking traditional Chinese medicine pattern classification
and biomedicine diagnosis. Journal of Ethnopharmacology. 2012: 141; 549-556. [PubMed:
21896324]

6. Mukherjee PK, et al. Development of Ayurveda — Tradition to trend. Journal of Ethnopharmacology.
2017: 197; 10-24. [PubMed: 27633405]

7. Mukherjee PK, et al. Changing scenario for promotion and development of Ayurveda — way
forward. Journal of Ethnopharmacology. 2012; 143: 424-434. [PubMed: 22885133]

8. Xue CCL, et al. Traditional Chinese medicine: An update on clinical evidence. The Journal of
Alternative and Complementary Medicine. 2010; 16: 301-312. [PubMed: 20192915]

9. 2012 National Health Interview Survey (NHIS) public use data release: NHIS survey description.
National Center for Health Statistics website. ftp:/ftp.cdc.gov/pub/Health_Statistics/ NCHS/
Dataset_Documentation/NHIS/2012/srvydesc.pdf. Accessed April 15, 2018.

10. Bromfield SG, McGwin G Jr.. Use of complementary and alternative medicine for eye-related
diseases and conditions. Current Eye Research. 2013; 38: 1283-1287. [PubMed: 23972126]

11. Dossett ML, et al. Complementary and alternative medicine use by US adults with gastrointestinal
conditions: Results from the 2012 National Health Interview Survey. The American Journal of
Gastroenterology. 2014; 109: 1705-1711. [PubMed: 25001257]

12. Falci L, Shi Z, Greenlee H. Multiple chronic conditions and use of complementary and alternative
medicine among US adults: Results from the 2012 National Health Interview Survey. Preventing
Chronic Disease. 2016; 13. doi: 10.5888/pcd13.150501

13. Garrow D, Egede LE. National patterns and correlates of complementary and alternative medicine
use in adults with diabetes. The Journal of Alternative and Complementary Medicine. 2006; 12:
895-902. [PubMed: 17109581]

14. Hoerster KD, et al. Use of conventional care and complementary/alternative medicine among US
adults with arthritis. Preventive Medicine. 2012; 54(1): 13-17. [PubMed: 21889528]

15. Nahin RL, et al. Disease severity is associated with the use of complementary medicine to treat or
manage type-2 diabetes: Data from the 2002 and 2007 National Health Interview Survey. BMC
Complementary and Alternative Medicine. 2012; 12: 193. doi: 10.1186/1472-6882-12-193
[PubMed: 23088705]

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.


ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/NHIS/2012/srvydesc.pdf
ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/NHIS/2012/srvydesc.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Felicilda-Reynaldo et al.

16

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.
32.

33.

34.

35.

36.

37.

38.

39.

Page 9

. Upchurch DM, Rainisch BW. The importance of wellness among users of complementary and
alternative medicine: Findings from the 2007 National Health Interview Survey. BMC
Complementary and Alternative Medicine. 2015; 15(1): 362. [PubMed: 26467652]

Ghildayal N, et al. Complementary and alternative medicine use in the US adult low back pain
population. Global Advances in Health and Medicine. 2016; 5(1): 69-78. [PubMed: 26937316]

Bertisch SM, et al. Use of relaxation techniques and complementary and alternative medicine by
American adults with insomnia symptoms: Results from a national survey. Journal of Clinical
Sleep Medicine. 2012; 8: 681-691. [PubMed: 23243402]

Griffith LG. Medical pluralism: What health behaviors do people have and why does it matter?
University of Birmingham Institute of Research into Superdiversity website. https://
www.hirmingham.ac.uk/Documents/college-social-sciences/social-policy/iris/2015/presentations/
medical-pluralism-LG.pdf. Accessed May 2, 2018.

Nissen N, Manderson L. Researching alternative and complementary therapies: Mapping the field.
Medical Anthropology. 2013; 32: 1-7. [PubMed: 23206171]

Kaptchuk TJ, Eisenberg DM. Varieties of healing. 1: Medical pluralism in the United States.
Annals of Internal Medicine. 2001; 135(3):189-95. [PubMed: 11487486]

Lupton D Medicine as Culture: IlIness, Disease and the Body (3rd ed.). Thousand Oaks, CA: Sage;
2012.

Wade C, et al. Medical pluralism of Chinese women living in the United States. Journal of
Immigrant and Minority Health. 2007; 9; 255-267. [PubMed: 17431784]

Wade C, et al. Medical pluralism among American women: Results of a national survey. Journal of
Women's Health. 2008;17(5):829-840.

Arcury TA, et al. Use of complementary therapies for health promotion among older adults.
Journal of Applied Gerontology. 2015; 34: 552-572. [PubMed: 24652893]

Sivén J, Mishtal J. Yoga as entrée to complementary and alternative medicine and medically
pluralistic practices. Human Organization. 2012; 71: 348-357. (2012).

Barnes PM, et al. Complementary and alternative medicine use among adults: United States, 2002.
Semin Integr Med. 2004; 2(2):54-71.

Brown CM, et al. Patterns of complementary and alternative medicine use in African Americans. J
Altern Complement Med. 2007; 13(7):751-758. [PubMed: 17931068]

Elewonibi BR, BeLue R. Prevalence of complementary and alternative medicine in immigrants.
Journal of Immigrant and Minority Health. 2016;18(3):600-607. [PubMed: 25921731]

R Development Core Team. R: A language and environment for statistical computing. R
Foundation for Statistical Computing Vienna, Austria, 2008 http://www.R-project.org

Lumley T. Survey: Analysis of complex survey samples. R package version 3.32. 2017.

Field T. Yoga clinical research review. Complementary Therapies in Clinical Practice. 2011; 17; 1-
8. [PubMed: 21168106]

Misra R, et al. Complementary and alternative medicine use among Asian Indians in the United
States: A national study. The Journal of Alternative and Complementary Medicine. 2010; 16: 843—
852. [PubMed: 20624100]

Yu F, et al. Traditional Chinese medicine and Kampo: A review from the distant past for the future.
Journal of International Medical Research. 2006; 34(3): 231-239. [PubMed: 16866016]

Cha WS, et al. Historical difference between traditional Korean medicine and traditional Chinese
medicine. Neurological Research. 2007; 29(sup1): 5-9.

Bodeker G, Ong CK. WHO global atlas of traditional, complementary and alternative medicine.
World Health Organization; 2005.

Li JX, et al. Tai chi: Physiological characteristics and beneficial effects on health. British Journal of
Sports Medicine. 2001; 35(3): 148-156. [PubMed: 11375872]

Xu J., Body, discourse, and the cultural politics of contemporary Chinese Qigong. The Journal of
Asian Studies. 1999; 58(4): 961-991.

Mongiovi J, et al. Complementary and alternative medicine use and absenteeism among individuals
with chronic disease. BMC Complementary and Alternative Medicine. 2016; 16(1). doi: 10.1186/
$12906-016-1195-9

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.


https://www.birmingham.ac.uk/Documents/college-social-sciences/social-policy/iris/2015/presentations/medical-pluralism-LG.pdf
https://www.birmingham.ac.uk/Documents/college-social-sciences/social-policy/iris/2015/presentations/medical-pluralism-LG.pdf
https://www.birmingham.ac.uk/Documents/college-social-sciences/social-policy/iris/2015/presentations/medical-pluralism-LG.pdf
http://www.R-project.org

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Felicilda-Reynaldo et al.

40

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

Page 10

. Thorne S, et al. Complementary/alternative medicine in chronic illness as informed self-care
decision making. International Journal of Nursing Studies. 2002; 39: 671-683. [PubMed:
12231024]

Kim W, Keefe R. Barriers to healthcare among Asian Americans. Social Work in Public Health.
2010; 25: 286-295. [PubMed: 20446176]

Lee S. Barriers to health care access in 13 Asian American communities. American Journal of
Health Behavior. 2010; 34(1). 10.5993/AJHB.34.1.3

MacDuff S, et al. The use of complementary and alternative medicine among refugees: A
systematic review. Journal of Immigrant and Minority Health. 2011; 13; 585-599. [PubMed:
20224938]

Jackson JC, et al. Development of a cervical cancer control intervention program for Cambodian
American women. Journal of Community Health. 2000; 25(5):359-375. [PubMed: 10982010]

Buchwald D, et al. Use of traditional health practices by Southeast Asian refugees in a primary
care clinic. Western Journal of Medicine. 1992;156(5): 507. [PubMed: 1595275]

Bengiamin M, et al. Understanding traditional Hmong health and prenatal care beliefs, practices,
utilization, and needs. http://health-equity.lib.umd.edu/3854/1/HmongReportWEB.pdf. Accessed
June 8, 2018.

Bussing A, et al. Effects of yoga on mental and physical health: A short summary of reviews.
Evidence-Based Complementary and Alternative Medicine. 2012: 1-7.

Kalavar JM, Van Willigen J. Older Asian Indians resettled in America: Narratives about
households, culture, and generation. Journal of Cross-Cultural Gerontology. 2005; 20: 213-230.
[PubMed: 17013669]

De Guzman AB, et al. Developing a model of medication adherence among Filipino elderly.
Educational Gerontology. 2013; 39(5): 298-313.

McLaughlin LA, Braun KL. Asian and Pacific Islander cultural values: Considerations for health
care decision making. Health & Social Work. 1998; 23: 116-126. [PubMed: 9598394]

Nahin RL, et al. Costs of complementary and alternative medicine (CAM) and frequency of visit to
CAM practitioners, United States, 2007. Center for Disease Control and Prevention website,
https://stacks.cdc.gov/view/cdc/11548.: 2009 Accessed June 8, 2018.

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.


http://health-equity.lib.umd.edu/3854/1/HmongReportWEB.pdf
https://stacks.cdc.gov/view/cdc/11548

Page 11

Felicilda-Reynaldo et al.

WBIBMIBAD

SIBPIOSIP U1jeay [RIUBIN o

N0 .
ured 3oaN o

aureJBiw Jou ‘ayoepeay BulINIBY

Ainfuy/snuype jou ‘swajqold sauy o
eibjeAwoiqly o

JapJosip Jejodig

SSO| AIOWBIN o

ABJa|[e upjs/ewazog .

sBa| Ul uoneINaIId J00d o
uoisuauadAH o

aseasip Leay A/euosod e

10431581040 YBIH

SHUYUY -

wa)qosd JonITT e

aseasip

1eay AI1euolod uey) Jayl1o ‘UCIIPUOD eaH
aurelbiw/ayoepeay aIanas e

wajqoidsured yoeg

uted o1uoIyD .

ssauyns/ured Julof o
uoissaidag

paLLIOM ‘snoixue Buljgaq
UOIIPUOD JBINISBAOIPIRD AUy o
SIIYLE PIOJeWNayY o
wsajqoud Buiyreaiq/sbun e
saleqelq o

sba| uey} Jaylo ‘UonBINAIID o
190URD .

BLILISY o

BWOIPUAS

Jauuny jedies Buipnjoul ‘ebewep aAlaN

BlUWosu|
swiajqoad UoISIA

ABia|fe Jayio ‘swiajqold uns

wa)sAs

aunwiw o swiajgoid Jo saseasip snondaju|
sAep g uey) alow anbire4

urens/urelds

smIsnuIS

salfiia|fe 1Yo

p]02 15892 10 peaH

Aunfur ol 1o suoq /ainyoelH

ured [eyusq

swajqold fensisusiy

SSaU|[1 [2UNISBIUI/YIBLIOIS

asnedous|n e

(Auanoe ur Aynaiip Buisnes swajgoud
Bu1aas/uoISIN) TS WVOH T4V Ul pajels wajqold

ssas uanbalq o

PaIYISSEIO SI8UYMBS|3 10U UOIIPUOD o

wajqoid BuriesH
SSaUIda9|S BAISSEIXT o

dains Ueyl Jay1o ‘1e0y) 310S
sainjoely ueyl Jayio Aunfup
eluownaud/ezusniul

Jonay AeH

ured auoqg/ajosSniN  «
swajqold Areulin o

wajqoid [ea1boj02sulS) .

ured [euiwopqy e

SUOIIPUOD 21U0IYD

SUONIPUOD JAYIO/AINOY

Author Manuscript

Author Manuscript

"JUBLLIBAI] B SB Pasn Sem AD YOIUM J0J SUONIPUOD Y1jeay Jo uoneziiobiare)

‘TalqeL

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.



Page 12

Felicilda-Reynaldo et al.

91ST'0 (8€2) %6819 (6227) %¥5'S9 (9v°€) %eL 19 (89'2) %eY'69 (7' 1) %Tr'v9 | (LEQ) seidessy L paseg-Ajjeaibojorg
1000°0> (69'T) %88'LT (02'€) %Lv'9z (15°2) %zL'9T (60'T) %0T'9 (0T'T) %95°9T | (SINW) SWaISAS BUIDIPSN BAIRUIBHY
€052°0 (zz'0) wetoL (6L2) %.82L (62°€) %6189 (L872) wzs'sL (Tr'1) %99'TL | 9sn VO Auy
NV Jo adAL
asn WVD
(6T°2) %6L°LS (€6'2) %2S 7L (£82) %6L°€9 (25'2) %0879 (62'T) %66'€9 | 1]199x3 0} poob Alap
(612 wiTTy (€6'2) %8Y'ST (28'2) wiz'9e (e52) %0z SE (62'7) %10°9€ | P00 0} 100d
20000 (LVLSHd) snyess yuesH parioday
(92'2) wesCL (02'2) %eL'88 (15°2) %ee9L (65°€) %TL'65 (55'T) %25°€L | uiog-ubralo4
(922 wLT'Le (0z2) wLzTT (152) wL9°€C (65°€) %62 0V (S5'T) %er'9z | SN oy uruiog
T000°0> uloq aoe|d
(08'2) %6082 (zv'2) %9T€8 (22'2) %9918 (16'T) %9028 (LT'T) %0T'€8 | passnod
(0£'2) %16'TC (ev'2) %v8'9T (cz ) wveer (T6'T) %v6'CT (LT'T) %06'9T | PaJanod 10N
£700°0 abeano) soueansu|
(68'T) %¥0'9€ (92°€) %1289 (80°€) %29'eS (TT°€) %9¥'T¥ (T6'T) %ST'Ly | 48yBiy pue 8afsp s, Jojayoeg
(0€'2) %09°0¢ (28'2) %8Z'9T (82°2) %e6'LT (80°€) w6z €E (6€'T) %T6'Ge | 93169p s,31010088Y J0 98]0 BWOS
(02'2) %Le€E (21°2) %S6'vT (08'2) %St'62 (86'2) %Sz'SC (0€'T) %¥6'9¢ | ssa7 4o @39rewoldip SH
7000°0> [9A87] Uoeonp3
(2v'T) %BSET (0£'T) %EL'S (L270) wv9eT (9T1°2) %TE9T (26'0) %29'CT | J8p|o pue pjo sieak G9
(86'T) %S0TV (8v'€) %08'L€ (T€°€) %E0 VY (T2'€) %05 vy (¥'T) %08'Ty | PIo sieak 9 — O
(T1°2) %LESY (9v°'€) %L1'95 (67°€) %ve Ty (Sz'€) %816 (T9'T) %SGy | plo siesk 6 — 8T
90000 by
(0T'2) %02'vS (20'€) %es'Ly (16'2) %EL'SS (¥2'€) %16'vS (ze'1) %zees | dlewad
(01'2) %08'Sy (L0°€) wBY'CS (16'2) %L2vY (¥2'€) %60°'Gy (ze'T) %89'9F | aleN
€612°0 X3S
21yde JHowspo100S
%59'9E=% PAUBIM | 96ET02=9% PaIybIam | 968T'61=9% PAUBIBM | 9670'v2=% Paryblom mmmwww_wwuz
anpea-d 678=u paiybiamun 80v=u paiybiamun 67¥=u paiybiamun 8TG=u pajybiamun o : s|gelden
uelsy 1ay10 ueIpU| UBISY asauIyD soudiji- ree NF_M__/_m@JMw%Ec:

Author Manuscript

‘¢ slqeL

Author Manuscript

‘JUBWIIeaI] Se Pasn Sem |\WYD UdIYym 1o} SUoIpuo)
YijeaH pue ‘saidesayl INVD € dol uowwo) 1S0IN ‘INWD Pasn JaA3 pue ‘SuedlIsWy-URISY JO SI1ISLIBlorIRYD d1ydelBowapoldos Jo sabeiuadiad paiybiapn

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.



Page 13

Felicilda-Reynaldo et al.

*30UBDIIUBIS MOYS P|OQ UI USHILIM SBN[eA

€1100
GEE00
00100

95000
T000°0>

anpea-d

(0£'T) %L6'8
(L6°0) %L6Y
(67'T) %¥TCT

(#0) %02
:Buobid/1yoreL fefioA

(6'0) %E'v
'zedL aHY
Wwouy GIdH puZ

(Z'T) %98

‘T2dL gHY
WOy QUBH T

(22'T) %e9 e
(v7'T) %9T'8T
9659°95=% Pa1yBrom

6778=U payyBramun
ueISY J8U10

(¥6°0) %09°€
(¥6°0) wTLE
(92'T) %859

(8°0) %S'C
:Buobid/1yoreL /efioA

(97T) %9t
:BuoBid/1yore L /efioA

(€'2) %0'¥T
:BuoBid/1yoreL /efioA

(08'T) %88'ST
(0£°€) %e8'ze
%ET 02=% Pa1ybram

80=u paybramun
uelpuj ueisy

(€€'T) %e9'S
(09°T) %ILS
(#0°2) %S0°0T

(20)%LT
:BuoBid/1yoreL /efioA
(9T) %Ly

'Z2dL gHY

wouj qieH n:N

(T2 %sTT
T2dL gHY
Wol} GIBH 1T

(¥52) %8z'€T
(922) %9022
%8T'6T=% Pa1ybiam

6i7y=u pa1ybramun
asaulyD

(02°T) %02°'S
(85°0) %89°'T
(52'T) %Le9

(6'0) %8'T
:BuoBid/1yoreL /efioA

(60) %T
:BuoBid/1yoreL /efioA
(02) %L°0T

‘T2dL gHY
WOy QUBH T

(v7°2) %re 9z
(T6°'T) %9€2T
%0 %2=% Pa1yblam

8TS=u pajybiamun
soutdi|i4

(59°0) %979
(€5°0) %L0Y
(08°0) %eZ'6

(80°T) %z0€T
(8T'T) %eY' 1T

6£8'T9L'ZT=N
paiybram
¥22'2=N paryBramun
uelsy [e10l

SuonIPUOY 8INOY

SUoRIPUOYD YijesH Auy

JuswYeal |
10} PasM Sem NV YdIUM J0} su

AdessyL WvD € doL

Adessyl WvO z doL

AdessyL WvD T doL

saldesay L VO
jueniodw] 3so 934y doj pajaodey AjpusanbaiH 3so

(1ggIN) saidesayy paseq-Apoq pue -aane|ndiuey
(Law) saidesayy Apog-puty

a|qeLIEA

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.



Page 14

Felicilda-Reynaldo et al.

*30UBOIIUBIS MOYS PJOQ UI UBTILIM SBNJeA

¢lE00
L1960
78800
€000°0
€¢100

¢120°0
GG9€°0

JAZ#AY
29000
61,80
T9ST'0

anjen-d

L6'0—SG¥'0
€5T-¥90
L0T—SE0
00V —¥S'T
6C°€—9TT

8T't—-0TT
¢8'T-080

¢8'T—180
G9€—-GCT
60¢—¥50
L6'C—¥80

[eAlaqu]
UBPYUOD %0656

990
66°0
190
6v'¢
96'T

88'T
T

9T
€T¢
90T
89T

ohey sppo

009 0] 1004 3 (1U8}139xT 0] pool Aign) sn1eis YijesH parioday
SN dyp ur uiog 43y (uiog ubialo4) uiog ade|d
PaIan0a 10N 43y (paiano) abelano) asueansu|
JayBiy Jo aa1bap s,Jojayoeg
9a16ap 81819085V 10 968]|0 BWOS
aFo/ewojdip SH 84 18A87 Uol1eanp3
13p|o pue pjo seak 59
plo sieak 9 - oy
IO S1aA 6£-8T 43 (s1eak) aby
SfBIN 43K (9[ewia) X9
UeISyY Jayio
uelpuj uelsy
asauIyD

oulaiid 4oy adey

ECETEN

‘parioday (JeAaiu] 0UspIUOD 9%SG6) 011y SPPO ‘luawieal] 1o} NV J0 asN 10} eled WV Pa]ood 10} Buljapoly uoissaibay onsibo ajqeleAn|nin

Author Manuscript

‘€ 9lqeL

Author Manuscript

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.



Page 15

Felicilda-Reynaldo et al.

10°0>d
EZ

'50°0>d
*

(Ly'T-250) 280
(2eT-57'0)8L0
L(L80-€2°0) S¥'0
L (G5S—TV'T) 08T

e BSL—T9T) 6YE

(0SS —6Y'T) 2872

L(PT€—80T) /8T

LGov-zzr)eee

ueISY J8UY10

(L0€-€50) LT T
(r79-9T0) 10T
(ez'eT-0€0) 86T
(r'2-1€0) 280

(98'T-100) 2T°0

x (BL'SY —TG'E) 89T

(£69-690)€TZ

(z6z-T70)0OT'T

uelpu| ueisy

e (290-21°0) 820
(seT-¥20) L50
(£0T-€T0) LE0

L(BT0Z-15T) 85'S

(e5'ST-6€0) L¥'C

(9Tt -S€'0)S0°T

(08T-¥€0) 620

(Trz-¢L0) 10T

8sauIyD

(90T~ 2T°0) €0
e LETT-2LT) 29V
(ev'2-950) S0°C
(L9¢-2€0) 260
(26'T-610) 09°0

(£8'0-0T°0) 62°0

x*

(60T-€T°0) LED

(¥8'T-€€0)8L0

soutdi|i4

PO0D 0] 1004 J3Y (1UaJ199xT 0} poob Aig/) sniels yijesH panioday
SN dy) ur uiog 48y (uiog ublalo4) uiog ade|d
PaIaN02 JON 43 (palano) abetanod aoueansu|
Jaybiy 10 9a168p s,Jojayoeg
9a.bap s,871908SY 10 9b3[]03 BWOS

gIo/ewoldip SH 48y 18T Uoesnp
13p|0 pue pjo sieak 59

plo s1eak 49 - O

IO S1eaA 6£-8T 43 (s1eak) aby
3/B) 43N (31eWd) X8S

alqeLIEA

"(Jensa1u] 92UBPIIUOD %G6) oney SppO ‘dnoibgns vy yoe3 Aq juswieall 10} NV JO asn Joy BuljapolA uolssalbioy ans1607 sjgelieAn|nin

Author Manuscript

‘v alqeL

Author Manuscript

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2021 August 01.



	Abstract
	Methods
	Data Source and Study Population.
	Measures.
	CAM use.
	Health conditions treated with CAM.
	Sociodemographic/predictor variables.


	Statistical Analyses.
	Ethics Review.

	Results
	Descriptive Statistics.
	Predictors of CAM Use to Treat Any Health Condition.
	Pooled Data.
	AA Subgroups.


	Discussion
	Limitations.

	Conclusion and Recommendations for Future Studies
	References
	Table 1.
	Table 2.
	Table 3.
	Table 4.

