
late the authors for having drawn attention to this issue.

F u t u re re s e a rch should rely not on meta-analyses of a

small number of dated studies, but on careful analyses of

routinely collected hospital separation data by re s e a rc h e r s

who are experienced in using administrative data, com-

bined with detailed re-abstraction studies supplemented

with expert clinical opinion.
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I
n this issue (page 365) Dr. Neill A. Iscoe and col-

leagues identify evidence of eff i c a c y, questions of cost

and the potential for toxicity as important factors for

physicians to discuss with cancer patients who are consid-

ering the use of complementary therapies.1 D r. Elizabeth

K a e g i ’s decision-making tool for patients, published in

C M A J last year, conveyed much of the same inform a t i o n

and stimulated a heated debate in the journ a l .2 – 4 No mat-

ter what position they take on the issue, it is likely that

most physicians would concur with Iscoe and colleagues’

statement that “Whatever transpires, the physician should

continue to provide support and comfort to the patient

and his family through this difficult time.” The ability to

p rovide that support and comfort depends on an under-

standing of the patient’s perspective, not least with re s p e c t

to complementary therapies.

R e s e a rch on patients’ decisions about complementary

therapies is still in its infancy, and such re s e a rch involving

patients with prostate cancer has yet to be done. What we

know so far comes from qualitative studies involving pa-

tients with other types of cancer; these have shown that

such decision-making is complex and is influenced by

many factors, of which physicians need to be aware. One

of us (TT) conducted a study in which 16 women with

b reast cancer, at varying points along the disease trajec-

t o ry and from various cultural backgrounds, were inter-

viewed to determine how they made decisions about using

c o m p l e m e n t a ry therapies. Qualitative analysis of their ac-

counts revealed a dynamic three-phase process of deci-

sion-making that was closely linked with the trajectory of

their illness. This and other studies have shown that,

rather than being based solely on statistical data about

t reatment outcomes, decisions about both complementary

and conventional therapies often reflect lifestyle pre f e r-

ences as well as beliefs about health and illness.5 – 7 O t h e r

factors that influence decisions include the quality of the

relationship with the health care provider as well as the

p a t i e n t ’s pre f e rred role in making decisions, desire for

c o n t rol, physical status and degree of fatigue, pro s p e c t s

for cure and the need to sustain hope.5 , 8 – 1 2
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The desire to regain control and to maintain hope are

the 2 most frequently cited reasons for considering and

using complementary therapies.5 , 1 0 , 1 3 - 1 5 A diagnosis of can-

cer changes one’s life fore v e r, imposing multiple losses,

u n relenting uncertainty and high levels of stress, leading

to a sense of loss of contro l .1 6 , 1 7 The use of complementary

therapies may be empowering for some cancer patients

and may foster hope; this in turn may lead to an impro v e d

sense of well-being and some alleviation of anxiety and

d e p re s s i o n .1 8 , 1 9 C o m p l e m e n t a ry therapies may be used in

d i ff e rent ways and for diff e rent reasons at various points

during the disease process as patients try, evaluate and

modify therapies to suit their beliefs, lifestyle and perc e p-

tions of their disease status.5

Patients’ satisfaction with their relationship with the

health care provider has been found to be an import a n t

factor in determining whether they discuss their curre n t

or potential use of complementary therapies.5 , 2 0 P a t i e n t s

who disclose their interest in complementary therapies

a re more likely to use them safely. Some patients never

disclose their use for fear of losing control or getting a re-

sponse that shatters their beliefs and hopes.6 N e v e rt h e l e s s ,

it has been shown that patients are more likely to discuss

c o m p l e m e n t a ry therapies if they perceive their health care

p roviders to be interested in their beliefs about health and

illness and in understanding the impact that the diagnosis

and treatment of cancer has had on them.5 , 2 1 P h y s i c i a n s

who want to be able to counsel patients about using com-

p l e m e n t a ry therapies should show respect for the patient’s

beliefs and values, ensure that the patient remains in-

volved in health care decisions and bear in mind that pa-

tients use these therapies for a variety of re a s o n s .

An understanding of the issues that are important to a

p a rticular patient considering complementary therapies

will better enable physicians to ensure that their use is

safely integrated with conventional treatment. Such an

understanding will also contribute to eff o rts to address the

needs of the “whole person,” which is the essence of eff e c-

tive palliative care. In situations such as the case example

given by Iscoe and colleagues, insights gained from an ex-

ploration of the patient’s beliefs about health and illness

will help the physician not only to assist patients in mak-

ing decisions about complementary therapies but also to

plan for future needs and ensure continuity of care. More-

o v e r, helping patients to discuss their perceptions of a loss

of control can bring to the surface questions and issues

that might otherwise not be raised.

Although Iscoe and colleagues’ article, along with

much of the medical literature on complementary thera-

pies, focuses on issues of eff i c a c y, a great deal more goes

into a patient’s decision about using complementary ther-

apies. Understanding the factors that are important to the

patient places the physician in a better position to give ad-

vice and to gain insights that can be crucial to the pro v i-

sion of effective palliative care .
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