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ABSTRACT
PURPOSE Although high rates of traditional medicine and complementary and
alternative medicine (TM/CAM) use have been well documented, there has been
less attention to the factors influencing communication between patients and
their primary care clinicians about TM/CAM. Such communication can be important in anticipating possible drug-herb interactions and in assuring agreement
about therapeutic plans.
METHODS We used sequential, multistage, qualitative methods, including focus

groups, in-depth interviews, and a video vignette, to explore communication
about TM/CAM between patients and their primary care clinicians. The study
was conducted in RIOS Net (Research Involved in Outpatient Settings Network), a
Southwestern US practice-based research network, situated largely in Hispanic and
American Indian communities where TM/CAM is an important part of self-care.
RESULTS One hundred fourteen patients, 41 clinic staff members, and 19 primary care clinicians in 8 clinic sites participated. The degree and nature of TM/
CAM communication is based on certain conditions in the clinical encounter. We
categorized these findings into 3 themes: acceptance/nonjudgment, initiation of
communication, and safety/efficacy. Perceived clinician receptivity to and initiation of discussion about TM/CAM strongly influenced patients’ decisions to communicate; perceived clinician expertise in TM/CAM was less important. Clinicians’
comfort with patients’ self-care approaches and their level of concern about lack
of scientific evidence of effectiveness and safety of TM/CAM influenced their
communication about TM/CAM with patients.
CONCLUSIONS Specific communication barriers limit patient-clinician communication about TM/CAM. Clinicians who wish to communicate more effectively
with their patients about these topics and better integrate the types of care
their patients use can change the communication dynamic with simple strategies
designed to overcome these barriers.
Ann Fam Med 2009;7:139-147. DOI: 10.1370/afm.947.
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T

he use of traditional, complementary, and alternative medicine
is widespread,1-4 although most users of traditional medicine and
complementary and alternative medicine (TM/CAM)2 also use allopathic care.3 There are numerous studies, however, documenting a lack of
communication in the conventional care setting between patients and their
primary care clinicians about patients’ use of TM/CAM.5-7
Patient-centered communication is an evolving construct uniﬁed by a
set of core values deﬁned by Epstein et al as a set of strategies (or a “way of
being”) designed to enhance a sense of partnership in the patient-clinician
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relationship.8 Applied to TM/CAM use, patient-centered communication can be important because it may
(1) result in closer agreement between the clinician and
patient about treatment plans, (2) reduce misunderstandings between patients and clinicians, (3) uncover
potential herb-drug interactions, (4) strengthen the
quality of the patient-clinician relationship, and (5)
Figure 1. Study methods. Stages of data
collection with interspersed immersion/
crystallization analytic steps.
Community input and approval

provide an opportunity to discuss speciﬁc TM/CAM
modalities with high-quality evaluative evidence.9-11
A ﬁrst step toward improving communication
between patients and their primary care clinicians
about TM/CAM use is to better understand the factors inﬂuencing that communication. We conducted
a qualitative study to explore the dynamics driving
and inhibiting communication between clinicians and
their patients about TM/CAM. Our speciﬁc aims were
to compare perspectives of patients and primary care
clinicians on communication about TM/CAM, and to
identify strategies for enhancing patient-clinician communication about TM/CAM.

Piloting of patient interview guide and sampling techniques
Final project design meeting with TM/CAM
and qualitative experts

METHODS

Stage 1: Clinic staff focus groups (8)

Project team designs final patient interview

Stage 2: Patient interviews (93)

Project team designs final clinician interview

Stage 3: Clinician interviews (14)

Setting
We conducted the study in the Research Involved in
Outpatient Settings Network (RIOS Net, http://hsc.
unm.edu/rios), a primary care practice-based research
network in New Mexico with 250 member clinicians
practicing in community health centers, Indian Health
Service clinics, and academic and private practices.
These primary care sites largely serve low-income,
predominantly Hispanic and Native American communities.20-22 The study protocol was approved by community groups and by 4 institutional review boards.

Immersion/crystallization

Stage 4: Clinician focus groups (1)

Project team creates patientclinician communication video

Stage 1. Clinic Staff Focus Groups
Population Sample
Using a purposive sampling strategy guided by a priori
expectations about important factors in TM/CAM
practices (rural vs urban setting, Hispanic and Native
American culture), we selected 8 communities and
associated clinics in the RIOS Network. Of the 8 clinics, 2 each served, respectively, primarily urban Hispanics, rural Hispanics, urban Native Americans, and

Stage 5: Community member and
patient response to video (10)

Immersion/crystallization
Final model

ANNALS O F FAMILY MEDICINE

Design
We conducted this study in Southwestern Hispanic and
Native American communities in New Mexico where
TM/CAM use is common.12-19 We carried out a multistage qualitative study using focus groups, in-depth
interviews, and a video vignette to investigate processes
of communication about TM/CAM. The 5 stages of
the design were (1) focus groups composed of clinic
staff and community key informants; (2) interviews of
patients being seen in clinic; (3) interviews of clinicians
in the same clinics; (4) an analytic focus group of clinicians from other clinics; and (5) reﬂective interviews
of community members and patients being seen in the
clinics using a video vignette (Figure 1 displays an overview of the study design). Experience with and ﬁndings
from each stage informed the subsequent stage.
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interviews, using Spanish or Navajo speaking translators as needed. Interviews lasted 15 to 20 minutes and
were recorded and transcribed. Patients received compensation for participation.

rural Native Americans. Hispanics in these communities and clinics were both immigrant and native-born,
and Native Americans were Navajo and Pueblo. In
each location we recruited 3 to 5 clinic staff members
and community key informants for a focus group to
explore local context and terminology of TM/CAM
use; information gathered provided guidance for the
subsequent patient-based stage.23
Data Collection
Using a semistructured focus group guide, we explored
the methods of discussing TM/CAM with patients, the
TM/CAM language speciﬁc to their community and
culture, and the observations on patients’ discussions of
TM/CAM with their clinicians (Supplemental Appendix 1, available online at http://www.annfammed.
org/cgi/content/full/7/2/139/DC1). Two research
team members moderated each group. Discussions
lasted 45 to 60 minutes and were recorded and transcribed. Group members received compensation for
their participation.
Data Analysis
Using an editing analytic approach,24 3 members of
the research team independently reviewed each focus
group transcript. The team then met to discuss themes
in the data and to modify the patient and clinician
interview guides, as needed, to place the interviews
within the local context. Group transcripts were also
imported into NVivo25 for coding and text retrieval.
Stage 2. In-Depth Patient Interviews
Sample
Using a purposive sampling strategy, we interviewed
patients at each clinic site as they came in for care
(n = 93). Patients were selected to represent a range of
ages, including children (whose parents were the interviewees), and were recruited in outpatient waiting areas.
Patients were chosen regardless of apparent openness to
TM/CAM, medical condition, or length of relationship
with clinicians. We recruited 8 to 15 patients at each
site, continuing overall recruitment until data saturation
(no new data themes) was reached.
Data Collection
Using a brief, semistructured patient interview guide,
we explored community use of TM/CAM, personal
experience with TM/CAM and allopathic care, and
experiences with communication about TM/CAM
with clinicians (Supplemental Appendix 2, available
online at http://www.annfammed.org/cgi/content/
full/7/2/139/DC1). Pilot interviews at an additional
clinic guided reﬁnement of the original interview
guide. One member of the research team conducted all
ANNALS O F FAMILY MEDICINE
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Data Analysis
Following an immersion/crystallization process,26 members of the research team independently reviewed sets
of 6 to 12 transcripts at a time. The team then met to
agree on interpretations. Data collection and analysis
proceeded in an iterative fashion with minor modiﬁcations of the interview guide as needed to test ongoing
interpretations and to examine anomalous responses.
Transcripts were imported into NVivo for coding and
text retrieval. Through this iterative process, we developed a preliminary theoretical framework that we further reﬁned in subsequent data collection steps.
Stage 3. In-Depth Clinician Interviews
Sample
We next purposively sampled 14 clinicians (1 to 2 at each
study clinic) using variation in years of practice experience and expected attitudes toward TM/CAM as sampling characteristics to capture a variety of perspectives.
Data Collection
A semistructured interview guide facilitated exploration of factors inﬂuencing attitudes toward TM/CAM
and experience in communicating with patients about
TM/CAM (Supplemental Appendix 3, available online
at http://www.annfammed.org/cgi/content/full/
7/2/139/DC1). Three pilot interviews were conducted with other clinicians. All interviews were
conducted by 1 member of the research team, lasted
between 45 and 60 minutes, and were recorded and
transcribed.
Data Analysis
Again following an iterative immersion/crystallization process, research team members independently
reviewed sets of 2 to 3 transcripts at a time, meeting
after each set to discuss emerging themes and to modify the interview guide as needed to test ongoing interpretations and further examine anomalous responses.
Transcripts were again imported into NVivo for coding
and text retrieval. Through this iterative process, comparing clinician data with patient data, we reﬁned our
preliminary theoretical framework.
Stage 4. Analytic Focus Group
Sample
Five additional clinicians participated in an analytic
focus group. Group members were recruited using the
stage 3 sampling criteria.
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Data Collection
We used this step as a mechanism to have clinicians
reﬁne, conﬁrm, or disconﬁrm our preliminary interpretations while also providing new data for analysis. The
group began with an overview of interview ﬁndings
and our preliminary model. The group was moderated
by 2 team members, recorded, and transcribed.
Data Analysis
The research team reviewed the group transcript both
independently and then collaboratively, searching for
comparability to and differences from the analytic
framework. We used the reﬁned analytic model resulting from this process for the ﬁnal step of the research.

analytic goal in this stage was to conﬁrm or disconﬁrm
the 3 key elements of the ﬁnal theoretical framework
through patient responses to viewing a model of this
communication style.

RESULTS
Sample Demographics
In total, 41 staff participated in the 8 clinic staff focus
groups, 93 patients were interviewed, 14 clinicians
were interviewed, 5 clinicians participated in the clinician focus group, and 6 community advisory board
members and 21 patients participated in the reﬂective
patient interviews. Additional details of the sample are
provided in Table 1.

Stage 5. Community and Patient Review
of Model of Enhanced Communication:
Themes
Reflective Interviews
We categorized our ﬁndings about perspectives of
Sample
patients and primary care clinicians on communication
We sampled 6 members of the
RIOS Net Community AdviTable 1. Demographic Characteristics of All Participants
sory Board, as well as patients in
4 of the participating clinics (1
Clinician Patient-Video
each serving primarily Hispanic
Clinic
Patient
Clinician
Focus
Review
Staff
Interviews Interviews
Group
Interviews
or Native American patients in
Characteristics
(n = 41)
(n = 93)
(n = 14)
(n = 5)
(n = 21)
rural or urban settings). Patients
Sex, female
38
72
4
2
18
were sampled using the same
Ethnicity
approach as in stage 2.
Data Collection
We produced brief video
vignettes of patient-clinician
discussions of TM/CAM use
(English, Hispanic, and Navajo
versions), based on key elements of the reﬁned theoretical framework (Supplemental
Appendix 4, available online at
http://www.annfammed.
org/cgi/content/full/7/2/139/
DC1). Patients responded
to questions about the acceptability of the vignette clinician’s
approach to initiating communication about TM/CAM, and
their likely responsiveness to
this approach. Interviews were
recorded and transcribed.
Data Analysis
Research team members independently reviewed transcripts
and then met to resolve differences in interpretation. The

Hispanic

–

40

–

–

10

Non-Hispanic
white
Native American

–

5

–

–

1

–

48

–

–

10

Age, years
<18

–

4

–

–

0

18-30

–

28

–

–

7

31-44

–

23

–

–

5

45-59

–

18

–

–

3

60+

–

18

–

–

3

Missing

–

2

–

–

3

<High school

–

29

–

–

–

High school

–

26

–

–

–

>High school

–

35

–

–

–

Missing

–

3

–

–

–

Family physicians

–

–

9

4

–

Pediatricians

–

–

1

0

–

Internists

–

–

2

0

–

Midlevel (PA, NP)

–

–

2

1

–

22

39

6

0

10

19

54

8

4

11

0

0

0

1

0

Education

Practice specialty

Institutional setting
Indian Health
Service
Community
Health Center
University of
New Mexico

NP = nurse-practitioner; PA = physician’s assistant.
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I think they should be genuinely interested,
and there is a particular kind of interest where
it kind of like shows through. … But whatever
they do, they should be honest, and if they
know something, they should be willing to share
it, and [if] not, I think they should be very level
with the people, as to what they know and what
they don’t know.

Table 2. Model of Enhanced Communication Around
TM/CAM in New Mexico
Patients

Clinicians

Need to perceive openness

Need to demonstrate openness

Need to perceive respect

Need to demonstrate respect

Need to perceive interest

Need to demonstrate interest

Use driven by cultural identity

Need to initiate discussion

Use driven by family history

Can ask about TM/CAM in acute setting

Use driven by proximity to home

Can still be clinical and evidence-based

Do not have outward characteristics

Need not be content experts

Patients also indicated that the limited
clinician knowledge of local TM/CAM
practices was not a barrier to initiating
communication in this area, as they recognized the limited access that cultural outsiders have to knowledge about TM/CAM.

TM/CAM = traditional medicine and complementary and alternative medicine.

about TM/CAM into 3 general themes: (1) acceptance/
nonjudgment, (2) initiation of communication, and (3)
safety/efﬁcacy concerns. Table 2 summarizes the full
range of factors that we identiﬁed as being important
in determining the nature of communication about
TM/CAM. We did not observe meaningful differences
in responses by the sampling characteristics described
above (ethnic group, age, geography); therefore, the
thematic results apply equally across these groups.
Acceptance and Nonjudgment
Patients’ perceptions of how their clinicians would
react to their use of TM/CAM were generally the
most important factor in their openness to discussions
with the clinician about this topic. An accepting and
nonjudgmental attitude by the clinician contributed to
willingness by the patient to reveal use of TM/CAM.
Many patients told stories about previous experiences
during which they felt rebuked by a clinician for using
TM/CAM; others avoided the discussion out of fear
that the clinician would respond negatively.
[Patient] When my little boy was born, I used to give him
herbs for his stomach aches. And I used to come in for
his well-child check-up and I wouldn’t tell [the doctor]
because…I’d be like, “she’ll get madder.” So I don’t tell them
that I use herbs on the kids.
[Interviewer] And what makes you think the doctor would
get mad?
[Patient] Well, when I had my ﬁrst little girl they did get
mad at me. They told me that I’m not supposed to give them
anything for the colic.

Importantly, patients did not expect clinicians to be
experts on TM/CAM, beyond having broad awareness
of local types of TM/CAM. This attitude appeared to
reﬂect an understanding that TM/CAM is outside the
realm of training and expertise of most conventional
care clinicians. A community member responding to
the video vignette said:
ANNALS O F FAMILY MEDICINE
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I don’t think he needs to know what songs were sung. And
if he doesn’t know that much, that’s okay, too. As long as he
knows that I have tried something else besides, you know,
coming to the doctor, to a regular doctor.

Clinicians, for their part, varied in their approach
to communicating acceptance or nonacceptance of
TM/CAM use. For some clinicians, discussions about
TM/CAM were viewed as important in communicating respect for patient autonomy and culture and as a
mechanism to enhance the patient-clinician relationship. Although these clinicians often still maintained a
degree of caution toward the efﬁcacy, cost, and safety
of TM/CAM, it appeared that communicating encouragement of the patient’s efforts toward self-care was of
equal importance and was linked to the clinician’s value
in a more comprehensive deﬁnition of patient health
and wellness.
If they’re getting a beneﬁt out of having their aura stroked or
something, I don’t believe in auras, but I’m not going to even
betray with a facial muscle that I don’t believe in auras. I’m
just going to say, “Great, I think that’s great.” Because I think
anything that somebody does for themselves to try to take
care of themselves is a positive.

These clinicians pointed out that the language used
to introduce and discuss TM/CAM was critical; they
emphasized an open and nonjudgmental approach.
While rejecting the idea of themselves as content
experts in TM/CAM, they emphasized the importance
of not dismissing the patient’s use of TM/CAM as a
way to support a positive therapeutic relationship with
potentially greater beneﬁts than what might come from
criticizing the TM/CAM practice.
I’m thinking about when a woman is pregnant and you wonder if she uses a sweat lodge. The sweat lodge is really hot,
and it’s not supposed to be safe for pregnant women. So, I’ll
say, “Do you sweat?” and she’ll say, “Yeah, I like to,” and I’ll
say, “Look, I’d be careful about that while you’re pregnant.”
You have to be careful, you know, [she might think] “That
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guy was a real jerk. He’s telling me I can’t even do my traditional things. I’m not even going to come back here.” You’ll
lose a patient over this sort of thing because with some
people it goes very deep.

Other clinicians considered their role as scientiﬁc
experts advising their patients and their commitment to
“do no harm” as compelling them to warn the patient
about concerns they had about TM/CAM practices.
These clinicians also mentioned a value in being open
and honest with their patients about their clinical views.
There’s a lot of shyster kind of stuff out there. A couple
years ago there was a diabetic thing that actually had glyburide ground up in it. So I had these people taking this herbal
thing. What they were taking, however, was pulverized glyburide and people were having hypoglycemia with it. I have
no problem with [patients using TM/CAM]. I just want to
make sure that there’s no contraindication.

Initiation of Communication
The differing perspectives between patients and clinicians with regard to the initiation and timing of discussion about TM/CAM inﬂuenced communication
about this topic. Many patients reported either no or
low levels of communication about their TM/CAM use
with their primary care clinicians. Patients were generally receptive to, if hesitant about, increasing discussion about TM/CAM, but they consistently expressed
a preference for the clinician to initiate the TM/CAM
discussion: “In my situation, I don’t see myself ever just
giving him information or just pouring it out. I think
he needs to start the dialogue.” Another patient gave
the following responses:
[Interviewer] How do you think your doctor would respond
if you told them about the other things you were doing?
[Patient] I think sometimes they don’t believe they work. But
a lot of people are going for that, and I think they do work.
[Interviewer] Is that why you don’t discuss it, or is there
another reason?
[Patient] No, they don’t ask me, so I don’t tell them.

In contrast, clinicians often did not perceive high
levels of TM/CAM use among their patients, and
therefore would not initiate the conversation.
[Interviewer] So, where does TM/CAM ﬁt in your hierarchy
of things?
[Clinician] I think if I heard more of it coming from my
patients, I would feel more stimulated to go out there and get
myself informed. But if they’re not bringing it up, then I’m not.

At the same time, we found that many clinicians
believed their own understanding of the TM/CAM
ANNALS O F FAMILY MEDICINE
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practices their patients were using was insufﬁcient
to be able to discuss the practices intelligently or to
provide scientiﬁcally based medical advice to their
patients should the topic come up. This perceived lack
of understanding appeared to act as a barrier to the clinician in initiating discussions about TM/CAM.
If you’re interested in Pap smears or mammograms, I would
be more than happy to help you with that, but on the other
stuff, trying St John’s Wort or whatever for your depression, don’t come to me. I mean, that’s the depth of my herbal
depression knowledge. I don’t know how many times a day, I
don’t know what brand, I don’t know what dosage.

If the clinician did initiate a discussion about TM/
CAM, the phrasing of questions appeared to be important. Patients seemed not to understand that a question
about what else he or she is taking is a question about
TM/CAM use, assuming instead the clinician is asking
about allopathic care treatments, such as prescription
or over-the-counter medications.
You see a lot of Native Americans here, and all of us have
our own different ways. It would be interesting just to hear
one of the doctors ask if you used any kind of traditional
medicine for, you know, maybe pain relief. They don’t ask
you. I guess that they do, but you just tell them Tylenol.

Multiple competing demands for time within the
brief clinical encounter limited when and how clinicians discussed TM/CAM with patients. For example,
several clinicians indicated that if they ask patients
about the use of these practices, they do so typically
only as part of an initial medical history.
Safety and Efﬁcacy Concerns
Views about the safety and efﬁcacy of the TM/CAM
practices also appeared to inﬂuence communication.
Clinicians, trained to base their therapeutic decision making on the best available scientiﬁc evidence,
expressed skepticism where evidence of the effectiveness and safety of TM/CAM is lacking.
I use very little [TM/CAM], and I use it very cautiously,
because being trained in Western medicine like I am.… It’s
always a lot more comfortable when, you know, several million people have used it and there’s a bunch of studies out
already and you can kind of see how it’s going.

Some clinicians, driven by their concerns about the
safety and efﬁcacy of TM/CAM, reported an assertive approach aimed at dissuading patients from using
TM/CAM by calling on their medical authority and
expertise.
[Interviewer] If the use of [TM/CAM] does come up in the
context of a patient whose diabetes isn’t well controlled,
we’re wondering what you’re trying to know about that use.
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sion of TM/CAM with primary care clinicians shows
it is limited at best.6,37,38 Nondisclosure is found to be
more common among minority groups, including Hispanics and Native Americans, as well as among indigent patients.37,39,41 One study has reported that patient
anticipation of negative response to their TM/CAM
use by clinicians is high,6 whereas 2 other studies suggest that clinicians are open to discussing this topic,
perhaps more than patients realize.42,43 In contrast, we
found variability among the clinicians interviewed in
their openness to this discussion.

[Clinician] I want to know what it is they’re taking and
the rationale for taking it. It’s not always taking medicine,
sometimes it’s not taking medicine, because I’ve had people
come and say, “Well I’m not taking my Lipitor because my
neighbor told me it does this and it does that.“ Usually I
can answer that with, ”Well, where did they go to medical
school?” and I think they get the idea right away that they
shouldn’t be listening to the neighbor and they should be
listening to the doctor.

DISCUSSION
We found 3 main themes that largely determine
whether and how communication about TM/CAM
takes place between patients and their primary care
clinicians: acceptance/nonjudgment, initiation of communication, and safety/efﬁcacy concerns. Patients’ perspectives about TM/CAM communication were clear
and consistent. Most patients who are using TM/CAM
for health or illness expect the clinician to initiate the
discussion on this topic if communication is to occur.
Patient data suggested clinician initiation, when carried
out in a nonjudgmental fashion, would demonstrate
openness to TM/CAM and would help patients overcome anticipated or previous negative interactions in
discussions about TM/CAM. Patients usually did not
expect their clinicians to be experts on the TM/CAM
they were using.
Paradoxically, some clinicians interpreted the low
levels of communication about TM/CAM as a sign of
low use in their clinical practices. This assumption,
together with the clinician’s lack of understanding
about TM/CAM, appeared to limit discussion of TM/
CAM in the brief clinical encounter. Many clinicians
expressed skepticism about TM/CAM safety and effectiveness out of genuine concern for their patients, and
some believed their duty is to protect patients from the
potential adverse effects of certain practices or possible delay of effective conventional care resulting from
TM/CAM use. Other clinicians, while still skeptical,
see nonjudgmental discussions with their patients about
TM/CAM to be a way to improve their understanding
of and relationships with their patients. Many clinicians,
however, mention limited time as a restricting factor.
This project aimed to better understand the
dynamics of communication about TM/CAM between
primary care clinicians and their patients, and to
identify strategies for enhancing that communication.
We focused on ethnic minority populations in which
TM/CAM is an important part of everyday health
practices. There has been little investigation of patientclinician communication about TM/CAM in ethnic
minority populations.10,19,27-30 Although TM/CAM use
is common in ethnic minority primary care populations,31-41 research conducted on disclosure and discusANNALS O F FAMILY MEDICINE

✦

Application
Traditionally strategies to increase communication
with patients about TM/CAM have recommended
that clinicians acquire wider knowledge about speciﬁc
TM/CAM therapies. We suggest investigating a different approach. We believe that clinicians must initiate
this discussion, yet in so doing they do not have to
be experts in TM/CAM therapies; they simply need
to show nonjudgmental interest and candor regarding
limited knowledge. Such an approach was preliminarily
conﬁrmed during our video vignette process, but this
model will require rigorous investigation with actual
patients and clinicians.44 Open and nonjudgmental
questioning is consistent with patient-centeredness
theory,8 which is intended to facilitate eliciting the
patient’s perspective, understanding the patient, acting
in a manner consistent with patients’ values, and involving patients in medical decision making. As well, patient
disclosure of TM/CAM is correlated with having a physician with a participatory decision-making style.27
Limitations
Our research took place in Hispanic and Native American communities where TM/CAM use is an important
component of personal health care, which could limit
the generalizability of our ﬁndings. We believe, however, that the themes we identiﬁed as inﬂuencing TM/
CAM communication share a common basis with concepts about patient-centered communication in general.
Data were collected from staff and patients of primary
care clinics, so it is possible they may not represent the
perspectives of people not entering primary care. The
focus of our study, however, was on improving communication with patients seen in primary care clinics.
Future Questions
Our ﬁndings have implications for TM/CAM communication skills training that could be integrated into
clinical curricula and continuing medical education.
It may be easier to educate clinicians with brief training in targeted communication skills, which have been
shown to increase clinician discussion of challenging
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topics.45,46 Future investigation should also explore factors contributing to why patients and clinicians are and
are not comfortable with discussing TM/CAM. Such
information would help gain further understanding as
to what motivates patients to discuss TM/CAM and
what motivates clinicians’ willingness to listen.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/cgi/content/full/7/2/139.
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