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Research Article

Introduction

Complementary and Alternative Medicine (CAM) is a wide-
ranging, non-mainstream branch of medicine. It employs 
natural products, mind–body therapies, and entire health care 
systems.1 In recent decades, its use by cancer patients has 
grown, especially that by breast cancer (BC) patients.2,3 The 
use of CAM among BC patients is widespread worldwide, 
ranging from 21% to 98% of BC patients, and the pattern of 
use differs according to socioeconomic status, geography, 
culture, spiritual beliefs, and therapeutic availability.2,4,5

BC patients who use CAM often do so to reduce the side 
effects of treatment and to improve both their health and 
quality of life.4 Patients with cancer in different countries 
use different types of CAM. The majority of Chinese patients 
who have cancer, for example, use Traditional Chinese 

Medicine (TCM),6 whereas those in the United States and 
Europe usually prefer homeopathy and naturopathy.7,8
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Abstract
Background: Complementary and alternative medicine (CAM) is becoming more common in medical practice, but 
little is known about the concurrent use of CAM and conventional treatment. Therefore, the aim was to investigate the 
types of CAM used and their prevalence in a regional patient cohort with breast cancer (BC). Methods: BC patients 
were interviewed with a structured questionnaire survey on the use of CAM in southern Taiwan at an Integrative Breast 
Cancer Center (IBCC). The National Centre for Complementary and Integrative Health (NCCIH) classification was used 
to group responses. Over a period of 8 months, all patients receiving treatment for cancer at the IBCC were approached. 
Results: A total of 106 BC patients completed the survey (response rate: 79.7%). The prevalence of CAM use was 82.4%. 
Patients who were employed, were receiving radiotherapy and hormone therapy, and had cancer for a longer duration 
were more likely to use CAM (P < .05). Multivariate analysis identified employment as an independent predictor of CAM 
use (OR = 6.92; 95% CI = 1.33-36.15). Dietary supplementation (n = 69, 82.1%) was the type of CAM most frequently used, 
followed by exercise (n = 48, 57.1%) and traditional Chinese medicine (n = 29, 34.5%). The main reason for using CAM 
was to ameliorate the side effects of conventional therapies. Almost half (46.4%) of these CAM users did not disclose that 
they were using it in medical consultations with their physicians. Most chose to use CAM due to recommendations from 
family and friends. Conclusion: A large portion of BC patients at the IBCC undergoing anti-cancer treatment courses 
used CAM, but less than half discussed it with their physicians. Given the high prevalence of CAM, it would be justifiable to 
direct further resources toward this service so that cancer patients can benefit from a holistic approach to their treatment.
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Patients in Taiwan, which is home to a modern Chinese 
society with a two-tiered medical system, use both Western 
medicine and TCM. The 2 systems operate together, and 
the costs of both types of treatment have in general been 
covered by the National Health Insurance (NHI) program 
since 1995.9 TCM is based on the concepts of Yin-Yang, 
Meridians, and the Five Elements. This system involves 
Chinese herbal medicine (CHM), acupuncture, moxibus-
tion, and traumatology manipulative therapy.10,11 The NHI 
sets clear boundaries distinguishing TCM from CAMs 
such as folk remedies, nutrients or spiritual healing.11

Few studies have assessed the different types of CAM 
used in Taiwan because non-covered CAM is generally 
seen as insufficiently legitimate for policy research.12 To 
our knowledge, only 1 report from another research group 
has found that 55.7% of BC patients in Taiwan use some 
form of CAM, with TCM usage being as high as 35.6% and 
BC survivors being amongst the highest users.13 More 
knowledge is needed, however, regarding which specific 
CAM modalities patients are most likely to seek out during 
the courses of their anti-cancer therapies. The objective of 
this cross-sectional study was to describe the prevalence 
and types of CAM that patients with BC use while concur-
rently receiving conventional treatment in Taiwan.

Methods

Study Design and Subjects

A cross-sectional descriptive survey design was used to col-
lect data with a questionnaire on CAM therapies for patients 
with breast cancer. A single hospital with an Integrative 
Breast Cancer Center (IBCC) in Kaohsiung Chang Gung 
Memorial Hospital (KCGMH) was the site of this study. 
Two assistants from the IBCC were selected based on inter-
est in and/or experience with CAM. All data collected were 
returned to 1 investigator and coded for analysis. This study 
was approved by the ethics committees of the KCGMH 
(Reference Number: 20180158-7B0C501) and carried out 
between January 2020 and August 2020. Cancer patients on 
the Cancer Virtual Private Network (VPN) Registry were 
recruited from January 2017 to June 2019. The sample size 
for CAM use in the study was calculated with the subject-
to-item ratio. A minimum of 65 participants were needed 
(13 items × 5 = 65), based on Gorsuch’s formula, to achieve 
a subject-to-item ratio of 5:1.14 To compensate for the 
expected 20% attrition rate, the sample size was increased 
to 78 participants. All participants received clear explana-
tions of the study.

Inclusion/Exclusion Criteria

Patients were eligible if they met the following inclusion 
criteria: speaker of Mandarin or Taiwanese; adult female 

with a diagnosis of breast cancer; awareness of the diagno-
sis; current treatment with anticancer therapy; ability to 
read and understand all questions; absence of any condi-
tions that would make completing the questionnaire inap-
propriate or burdensome; and willingness to participate in 
the study. Patients whose medical histories listed mental 
disorders, acute illness or death were excluded. CAM users 
were defined as those reporting the use of at least 1 type of 
CAM (nutritional supplements included) more than 3 times 
since receiving a diagnosis of breast cancer.15

Data Collection

Investigators were provided a list of patients receiving sur-
gery or adjuvant therapy for breast cancer. The clinical pro-
files, treatment modalities, and pathological tumor 
characteristics of the patients were collected from the can-
cer registry of the IBCC. Eligible patients were invited to 
participate in the study, and for those who agreed to be 
interviewed, appointments were arranged by telephone. 
Face-to-face interviews lasting 20 minutes were conducted 
in quiet spaces at clinics. Eligible participants provided 
written consent before participating in this study. Data were 
collected and stored on a computer, and access was restricted 
to the researcher, a statistician, and a research assistant.

This study used the 5 categories of CAM delineated by 
the National Centre for Complementary and Integrative 
Health (NCCIH),1 and some others were modified from 
Chang et al. to reflect Taiwanese culture:16 alternative med-
ical systems (TCM, cupping, and homeopathy), mind–body 
medicine (spiritual/prayer, yoga, Tai Chi, psychotherapy, 
and aromatherapy), biologically-based practices (dietary 
supplements, herbal remedies or folk medicine, and organic 
diet), manipulative and body-based practices (reflexology, 
exercise, and massage), and energy medicine (Qigong, light 
therapy, and electromagnets). Among all the alternative 
medical systems, we considered only TCM because of its 
widespread use in Taiwan, where people rarely use homeo-
pathic, naturopathic, or Ayurvedic medicine.17 Since the 
NHI system covers the costs of TCM, only licensed TCM 
doctors can prescribe or apply TCM for treatments. Patients 
who bought herbal medicines from non-NHI-contracted 
providers without first acquiring a prescription from a 
licensed doctor were categorized as users of therapies that 
were biologically based.

Questionnaire

The questionnaire ultimately contained 2 parts with 28 
items in total. The first part collected information on demo-
graphic characteristics (age, religion, marital status, work-
ing status, education level, and monthly income) and 
clinical data (cancer stage, disease duration, current stan-
dard treatment including chemotherapy, radiotherapy, 
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hormonal therapy use, and targeted therapy; and history of 
surgery, menopausal status, and comorbidities). The second 
part, which was based on a questionnaire previously devel-
oped by Erku, collected information on CAM use.18 Patients 
reporting CAM use were asked to provide additional infor-
mation, such as the type, reasons or motivations for CAM 
use, consultations with doctors, side effects,19,20 and per-
ceived effects of CAM use. However, the questionnaire was 
modified for the purposes of the present study and some 
new items were added (eg, personal spending on CAM and 
number of CAMs used). The questionnaire was translated 
from English to Chinese by a professional translator. 
Experts (1 epidemiologist, 3 TCM doctors, and 2 nurses) 
approved the modified version in terms of content and face 
validity. The literature recommended a Content Validity 
Index (CVI) value of 0.95. An additional file presents the 
questionnaire in detail (Supplemental Additional file 1).

Data Analysis

Data were analyzed in SPSS Statistics (IBM Co., Armonk, 
NY, USA) version 22.0. Descriptive statistics (frequencies 
and percentages) were employed to analyze the sociodemo-
graphic information and patterns of CAM use in the breast 
cancer patients. Univariate analysis was performed with the 
Chi-square test or Fisher’s exact test for categorical vari-
ables and the t test for continuous variables. Multiple logis-
tic regression analysis was used to identify the independent 
factors associated with CAM use. P values ≤.5 in the uni-
variate analysis were selected for further multiple analyses. 
The factors included in the analysis were age, education 
level (primary and higher education), work status (employed 
or unemployed), cancer stage (early, locally advanced, or 
metastatic), histologic type (ductal, lobular, or unknown), 
chemotherapy (yes or no), radiotherapy (yes or no), target 
therapy (yes or no), HRT used (yes or no), and duration of 
breast cancer (<1 year, 1-5 years, or > 5 years). P values 
<.05 were considered statistically significant.

Results

Characteristics of the Participants

A total of 128 eligible patients were invited to participate, 
and 26 patients refused. Therefore, 79.7% of the eligible 
patients completed the interview (Figure 1). Of the 102 
patients surveyed, 84 (82.4%) reported that they had used 
CAM after receiving a diagnosis of BC.

The mean age was 51.6 years. Most participants (74.5%) 
were married, and 77.5% were postmenopausal. Only 25% 
had completed a university education. Sixty-one partici-
pants (59.8%) were working and 9.8% had a monthly 
household income of more than NT$ 70,000/month. Almost 
all (97.1%) had received surgery for breast cancer. 

Approximately 77.5% were hormone sensitive, 13.7% were 
HER-2 enriched, 11.8% were triple negative, and 75.5% 
were stages I to II. Almost two-thirds of the participants 
(64.7%) had 1 or more comorbidities, such as hypertension, 
hypercholesterolemia, or diabetes. About three-quarters 
(75.5%) had completed or were receiving adjuvant chemo-
therapy at enrollment, while 50% were currently receiving 
hormone therapy. More details of the demographic data for 
this patient cohort are shown in Table 1.

Pattern of CAM Use

There were significant differences in the proportions of 
CAM and non-CAM users in work status, duration of can-
cer, radiotherapy and HRT (Table 2). For work status and 
duration of cancer, the differences were significant (P < .05). 
CAM use was also significantly higher in participants who 
had received radiotherapy (P = .01) and those who were 
employed (P = .04).

The sociodemographic and medical factors related to 
CAM use in BC patients are listed in Table 1. The univariate 
logistic regression indicated that working women (odds 
ratio [OR] = 3.79; 95% CI = 1.29-11.15), patients receiving 
radiotherapy (OR = 4.55; 95% CI = 1.23-16.87), and those 
receiving hormone therapy (OR = 3.15; 95% CI = 1.03-9.62) 
were more likely to be users of CAM. A disease duration of 
1 to 5 years was also found to be associated with a greater 
likelihood of CAM usage. After adjustments for potential 
confounding factors (age, education level, work status, can-
cer stage, histologic type, chemotherapy, radiotherapy, hor-
mone therapy, and duration of cancer), the results indicated 
that employed women were more likely to use CAM than 
were their unemployed counterparts (OR = 6.92; 95% 
CI = 1.33-36.15).

Figure 1. Flow chart of CAM use among patients with breast 
cancer.
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Table 1. Sociodemographic Characteristics of CAM Users and Non-CAM Users.

Variable Total (%) N = 102 (100) CAM users (%) N = 84 (82.4) Non-CAM users (%) N = 18 (17.6%) P value

Age (mean ± SD) 51.6 ± 9.5 50.9 ± 9.4 55.0 ± 9.7 .11
Educational level .14
 Primary education (<12 y) 75 (73.5) 59 (70.2) 16 (88.9)  
 High degree (≥12 y) 27 (26.5) 25 (29.8) 2 (11.1)  
Work status .01*
 Employed 61 (59.8) 55 (65.5) 6 (33.3)  
 Unemployed 41 (40.2) 29 (34.5) 12 (66.7)  
Household income (NTD/month) .79
 <NT$70 000 47 (46.1) 38 (45.2) 9 (50.0)  
 >NT$70 000 10 (9.8) 9 (10.7) 1 (5.6)  
 Unknown 45 (44.1) 37 (44.0) 8 (44.4)  
Religion .84
 None 20 (19.6) 17 (20.2) 3 (16.7)  
 Taoism/Buddhism 72 (70.6) 58 (69.0) 14 (77.8)  
 Catholicism/Christianity 10 (9.8) 9 (10.7) 1 (5.6)  
Marital status 0.78
 Single 26 (25.5) 21(25.0) 5 (27.8)  
 Married 76 (74.5) 63 (75.0) 13 (72.2)  
Menopause .99
 Yes 79 (77.5) 65 (77.4) 14 (77.8)  
 No 23 (22.5) 19 (22.6) 4 (22.2)  
Comorbidity .85
 Yes 66 (64.7) 54 (64.3) 12 (66.7)  
 No 36 (35.3) 30 (35.7) 6 (33.3)  
Cancer stage .50
 Early 77 (75.5) 61 (72.6) 16 (88.9)  
 Locally advanced 14 (13.7) 13 (15.5) 1 (5.6)  
 Metastatic 11 (10.8) 10 (11.9) 1 (5.6)  
Histologic type .07
 Ductal 89 (87.3) 76 (90.5) 13 (72.2)  
 Lobular 3 (2.9) 2 (2.4) 1 (5.6)  
 Unknown 10 (9.8) 6 (7.1) 4 (22.2)  
Molecular type .76
 Hormone sensitive 79 (77.5) 63 (75.0) 13 (72.2)  
 HER-2 enrich 14 (13.7) 12 (14.3) 2 (11.1)  
 Triple negative 12 (11.8) 9 (10.7) 3 (16.7)  
Surgery .99
 Yes 99 (97.1) 81 (96.4) 18(100)  
 No 3 (2.5) 3 (3.6) 0 (0)  
Chemotherapy .14
 Yes 77 (75.5) 66 (78.6) 11 (61.1)  
 No 25 (24.5) 18 (21.4) 7 (38.9)  
Radiotherapy .01*
 Yes 43 (42.2) 40 (47.6) 3 (20)  
 No 59 (57.8) 44 (52.4) 15 (80)  
Hormone therapy .04*
 Yes 51 (50) 46 (54.8) 5 (27.8)  
 No 51 (50) 38 (45.2) 13 (72.2)  
Target therapy .55
 Yes 24 (23.5) 21 (25.0) 3 (16.7)  
 No 78 (76.5) 63 (75.0) 15 (83.3)  
Duration of cancer .02*
 <1 y 57 (55.9) 42 (50.0) 15 (83.3)  
 1-5 y 41 (40.2) 39 (46.4) 2 (11.1)  
 >5 y 4 (3.9) 3 (3.6) 1 (5.6)  

Abbreviations: CAM, complementary and Alternative medicine; SD, Standard deviation; NTD, New Taiwan dollar; HER, Human Epidermal Growth 
Factor Receptor.
*Significantly different at P < .05.
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Table 3 presents the prevalence of use of the 5 CAM 
modalities. Dietary supplements (82.1%) were the most 
commonly used modality, followed by exercise (57.1%) 
and spiritual healing or prayer. About one third of the par-
ticipants reported the use of TCM, the most dominant type 
of which was CHM (76.8%). Acupuncture and traumatol-
ogy manipulation use were rare (0.4%). The most com-
monly used supplements, as shown in Figure 2, were high 
protein milk (59.4%), followed by vitamins and minerals 
(33.3%), L-glutamine (23.2%), algae (18.8%), and calcium 
(13%).

Reasons for Using CAM and Perceived Benefits 
From Its Use

Table 4 presents the characteristics of CAM use in the 
study participants. The most commonly-cited sources of 

information on CAM were family members, relatives, and 
friends (50%), followed by health care professionals (25%) 
and other cancer patients who used CAM (16.7%). The 
most commonly cited reason for using CAM was “decrease 
side effects of conventional therapy” (51.2%), followed by 
“family tradition/culture” (41.7%), “health care/nutrition 
support” (40.5%), and “recommended by other patients” 
(31%). Nearly half (46.4%) of the CAM users did not report 
their CAM use to their physicians. The main reason they 
gave for not reporting it to their physicians was that they did 
not believe that consultation with a doctor was necessary 
(46.2%). Some of the respondents also reported that they 
believed CAM would not affect the Western medicine treat-
ment (43.6%). Most CAM users (97.6%) experienced no 
side effects from CAM use, and 90.5% stated that they 
intended to continue using CAM. Only 7.2% of CAM users 
reported dissatisfaction with their CAM use.

Table 2. Association Between CAM Use and Sociodemographic Characteristics.

Variable Crude odds ratio (95%CI) Adjusted odds ratioa(95%CI)

Age (mean ± SD) 0.95 (0.90, 1.01) 1.01 (0.92, 1.10)
Educational level
 Primary education (<12 y) 1 1
 Higher degree (≥12 y) 3.39 (0.73, 15.85) 2.14 (0.32, 14.39)
Work status
 Unemployed 1 1
 Employed 3.79 (1.29,1 1.15) 6.92 (1.33, 36.15)b

Cancer stage
 Early 1 1
 Locally advanced 3.41 (0.42, 28.05) 5.70 (0.47, 69.91)
 Metastatic 2.62 (0.31, 22.03) 3.62 (0.23, 57.59)
Histologic type
 Ductal 1 1
 Lobular 0.34 (0.29, 4.05) 0.20 (0.00, 19.36)
 Unknown 0.26 (0.64, 1.04) 0.28 (0.44, 1.77)
Chemotherapy
 No 1 1
 Yes 2.33 (0.79, 6.88) 2.60 (0.53, 12.78)
Radiotherapy
 No 1 1
 Yes 4.55 (1.23, 16.87) 3.37 (0.48, 23.59)
Hormone therapy
 No 1 1
 Yes 3.15 (1.03, 9.62) 3.06 (0.62, 15.03)
Target therapy
 No 1 1
 Yes 1.67 (0.44, 6.33) 0.75 (0.12, 4.58)
Duration of cancer
 <1 y 1 1
 1-5 y 6.96 (1.50, 32.44) 3.91 (0.48, 31.74)
 >5 y 1.07 (0.10, 11.11) 0.31 (0.01, 10.14)

Abbreviation: SD, Standard deviation.
aMultivariable logistic regression was done. Odd ratios were adjusted for age, education level, work status, cancer stage, histologic type, chemotherapy, 
radiotherapy, hormone therapy, and duration of cancer, with P ≤ . 5.
bStatistically significant.
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Discussion

The results of our study indicated that in Taiwan, the use of 
CAM is widespread in BC patients who are also receiving 
conventional treatment. The prevalence of CAM use we 
report (82.4%) is higher than those of surveys conducted in 
other Asian countries, such as Malaysia, Japan and Korea, 
where the prevalences are 34.8%, 44.6%, and 67%, respec-
tively.21-23 Dietary supplements were the most commonly 
used type of CAM, followed by exercise and spiritual heal-
ing. This finding differs from a report by Ting et al., which 
indicated that CHM was the most commonly used type of 
CAM in Taiwanese patients with BC.24 This difference can 
be ascribed to the earlier study not excluding herbal reme-
dies or folk medicine from the category of TCM. The other 
major difference can be ascribed to the current survey being 
conducted in regular CAM users receiving anti-cancer ther-
apies at a medical center, whereas the earlier study was con-
ducted at an undetermined time after breast surgery in a 
regional hospital.

Despite the decreasing use of CAM, according to 
national telephone surveys conducted in Taiwan in 2007 
and 2011,25 the use of CAM is still high in BC patients. The 
reasons why these patients use CAM and their perceptions 
of its effectiveness have rarely been reported. In our study, 
the main indications for CAM use were decreasing the side 
effects of cancer treatment, family culture, and health sup-
port, which is consistent with other reports.4,17 More than 
60% of CAM users reported satisfaction with their CAM 
use and expressed high willingness to continue using it. 
This finding may explain the high rate of CAM use in our 
study population. That high rate raises concerns about pos-
sible interactions between conventional and CAM thera-
pies. For example, some CHMs may reduce the efficacy of 
chemotherapy, thereby decreasing its effectiveness in over-
coming the disease.26,27 A previous study reported that using 
herbal remedies during adjuvant chemotherapy for BC 
could lead to abnormal liver function.28 In addition, the lack 
of transparency in the use of dietary supplements by patients 
may present significant challenges. In this study, 82.1% of 
the respondents reported having used dietary supplements, 
and most of these frequently relied on high-protein milk, 
vitamins, glutamine, and algae. These agents are known to 
have antioxidant effects which, through multiple mecha-
nisms, can change the pharmacokinetic profiles of drugs 
administered concomitantly.29

More troublesome is that most patients reported using 
multiple CAM therapies in combination. This pattern of 
usage complicates any efforts to research the effectiveness 
of CAM with traditional trial designs. We also found that 
46.4% of the BC patients who used CAM did not notify 
their physicians, the main reason being their belief that it 
was unnecessary, or that it would not interfere with the 
effects of Western medicine. Indeed, most oncologists in 
Taiwan have negative views of CAM usage in conjunction 
with anti-cancer therapies,30 so related information might 

Table 3. Modality and Prevalence of CAM Use Among 
Participants (n = 84).

Mode of CAM use Number Percentage (%)

Biologically-based practice
 Dietary supplements 69 82.1
 Herbal remedies or folk medicine 11 13.1
 Nutrition/diet 29 34.5
 Aromatherapy 2 2.4
Mind–body medicine
 Spiritual healing 39 46.4
 Yoga 7 8.3
 Psychotherapy 1 1.2
Alternative system
 Traditional Chinese medicinea 32 38.1
 Chinese herbal medicine 28 33.3
 Acupuncture 8 9.5
 Traumatology manipulation 6 7.1
 Homeopathy 1 1.2
Manipulative and body-based practice
 Reflexology 6 7.1
 Exercise 48 57.1
 Chiropractic manipulation 1 1.2
 Massage 6 7.1
Energy medicine
 Qigong 5 6.0
 Tai Chi 3 3.6
 Light therapy 3 3.6
 Electrotherapy 2 2.4

Abbreviation: CAM, complementary and Alternative medicine.
aChinese herbal medicine, acupuncture and traumatology manipulative 
therapy were included in the category of traditional Chinese medicine 
because all are provided by the Taiwanese National Health Insurance 
Program.

Figure 2. Frequency of use of different types of dietary 
supplements by the study participants (n = 69).
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not be provided by patients. There is a need for a platform 
on which patients can disclose their use of all CAMs, and 
evaluations of potential supplement– or herb–drug interac-
tions need to be conducted during clinical assessments.31 
Simultaneously, efforts are needed to provide better 

evidence on integrative approaches and to encourage full 
disclosure and candid discussion among patients, oncolo-
gists and TCM practitioners.32

In our study, the second and third most commonly-used 
forms of CAM were exercise and spiritual healing (Table 3). 

Table 4. Patterns of CAM Use (n = 84).

Variables affecting CAM use Number Percentage (%)

Expenditure on CAM (NTD/month)
 <NT$1000 19 22.6
 NT$1000 to 10 000 48 57.1
 >NT$10 000 17 20.2
Source of informationa

 Family, friends, and relatives 42 50.0
 Healthcare professionals 21 25.0
 Patients using CAM 14 16.7
 Television, radio, and books 7 8.3
 Internet 7 8.3
 Other 11 13.1
Reasons for CAM usea

 Synergistic effect with conventional therapy 22 26.2
 Just trying everything that can help 9 10.7
 Decrease side effects of conventional therapy 43 51.2
 Conventional therapy too expensive 0 0.0
 CAM has fewer side effects 10 11.9
 CAM is more effective 8 9.5
 Recommended by other patients 26 31.0
 Recommended by health care professionals 20 23.8
 Health care/nutrition support 34 40.5
 Family tradition/culture 35 41.7
 Others 6 7.1
Number of CAM types used per patient
 1 9 10.7
 2-4 63 75.0
 ≥5 13 15.5
Informed doctor about CAM use
 Yes 45 53.6
 No 39 46.4
Reasons for not telling physiciana (n = 39)
 Doctors have negative view of CAM use 8 20.5
 No need to consult with physician 18 46.2
 Will not affect Western medicine 17 43.6
Side effects
 Yes 2 2.4
 No 82 97.6
Satisfaction with CAM use
 Satisfied 52 61.9
 Neutral 26 31.0
 Dissatisfied 6 7.2
Will you continue to use CAM?
 Yes 76 90.5
 No 8 9.7

Abbreviations: CAM, complementary and Alternative medicine; NTD, New Taiwan dollar.
aMore than 1 answer was applicable.
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Physical activities and exercise may effectively lower the 
risk and severity of diseases through implementation in a 
system like that proposed by Jagannathan et al.33 In our 
study, 46.4% of the patients also used spiritual healing, spe-
cifically prayer, and 80.4% of the patients with BC employed 
religiosity and spiritual beliefs as coping mechanisms 
(Table 1). A common practice in all religions in Taiwan, 
including Buddhism and Taoism, is to incorporate religious 
beliefs into one’s daily practices, with prayer, worship and 
exercise (Siu-kiann) being integral pieces of the culture. 
The prevalent use of both therapies might be ascribed to the 
common perception that such products, being natural, have 
no deleterious effects, despite the lack of any scientific sup-
port for these beliefs.

As in previous studies, BC patients in this study who 
were employed,34 had longer disease durations,35 and were 
receiving radiotherapy and hormone therapy36 were likely 
to use CAM. BC patients with longer disease durations usu-
ally experience higher levels of distress and anxiety about 
their disease progression. In response, they tend to seek out 
CAM more than others do.37 The benefits of CAM in treat-
ing the side effects of conventional BC treatment are recog-
nized in many areas. Interestingly, in our patients receiving 
radiotherapy/hormone therapy, CAM use did not reach sta-
tistical significance after a multivariate analysis. An asso-
ciation was found between CAM use and working status, 
which could simply reflect the greater accessibility to medi-
cal information of the employed in Taiwan. Such proactive 
behavior on the use of CAM is viewed cautiously and skep-
tically; it is perceived as adopting an optimistic approach 
and exercising agency in managing one’s personal health by 
selecting treatments relevant to one’s needs.38

This study had a few limitations. First, it was cross-sec-
tional in nature. Thus, selection bias could have influenced 
the results, and no conclusions regarding causality with 
CAM use can be drawn. Our study focused on CAM use 
after BC diagnosis, so whether it was only relevant to fight-
ing BC specifically could not be determined. Second, the 
study was conducted at a single medical center and had a 
small sample size, so the findings cannot be generalized to 
all Taiwanese BC patients. Third, self-selection bias might 
have attracted more CAM users than non-CAM users. 
Fourth, in Taiwan, a distinction is made between alternative 
therapy, TCM, and dietary supplements at the legislative 
level; however, the respondents may not have used or 
understood the specific definitions of these terms. Conflation 
of their meanings may have led to over- or underreporting 
of the use of different forms of CAM. Finally, the non-CAM 
users may have included patients who had used CAM inter-
mittently or briefly and thus not met the minimum required 
frequency. This could have led to underestimation of the 
number of CAM users. A larger-scale, multicenter survey 
with greater sample diversity should be conducted to 
develop findings with higher accuracy.

Conclusion

The present study confirms the prevalence of CAM use in 
BC patients in Taiwan, and the results indicated that the 
most common forms are dietary supplements, exercise, and 
spiritual healing. For these patients, the main sources of 
information about CAM are family, friends, and relatives, 
and nearly half of the patients do not inform their doctors of 
their CAM use. Given the danger of potential interactions 
between cancer and CAM therapies, as well as the limited 
amount of research in this area that has been conducted to 
date, it is necessary to systematically evaluate the effective-
ness, education and safety of the use of CAM. Furthermore, 
health care providers should update the evidence on CAM 
use whenever possible in the cancer journey and investigate 
the possible effects of CAM on prognosis in BC patients.
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