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Abstract 

The purpose of this study was to examine whether or not there was a relationship 

between the worldviews of people with chronic pain and the health care choices that they 

make. The background of the study included evidence of a cultural shift toward 

integration of complementary and alternative medicine (CAM) with conventional health 

care practices. The justification for the study was established with regard to previous 

research indicating that people with chronic health conditions, demographic predictors, 

and philosophical differences might contribute to characteristics associated with CAM 

use. In the literature review, two premises were established: (1) that healing is the 

psychophysiological response to underlying beliefs, and (2) that Pepper's worldviews 

characterize beliefs and expectancies underlying cognitive processes. 

The study involved a survey packet mailed to prospective subjects who were clients at 

a traditional teaching hospital clinic specializing in pain management. The survey packet 

included a list of demographic characteristics, the Health Care Choice List, and the 

World Hypotheses Scale as measurement of Pepperian worldviews. The data were 

analyzed by using multiple linear regression, correlation coefiBcients, and Chi-square 

Crosstabs procedure. Overall, results of the present study indicated that the combination 

of age and formistic (categorical) worldview were statistically significant predictors of 

CAM health care choices by participants in this study. Those who are older were less 

likely to use CAM; and those who identify with formism as a dominant worldview were 

less likely to use CAM. Although formistic worldview was the only statistically 

significant predictor of health care choices among the worldview categories, there were 

directional trends of health care choices in relation to worldviews. Subjects endorsing 



formistic (categorical) and mechanistic (cause and effect) worldviews were more likely to 

use conventional methods, and subjects with contextualistic (cause and effect relative to 

context), organismic (interactive whole) worldviews, and equal scores in two worldview 

categories, were more likely to use CAM methods. 
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CHAPTER ONE: THE PROBLEM 

Introduction 

Consumer-driven inclusion of complementary and alternative medicine (CAM) 

practices into mainstream medical culture has guided inquiry into integrating 

conventional and unconventional health care practices. Characteristics of health care 

consumers are among the many of the areas of inquiry, theory, and research associated 

with the cultural shift toward inclusion of CAM. The intention of this research proposal 

is to examine whether or not there is a relationship between the worldviews of people 

with chronic pain and the health care choices that they make. 

Background 

Increasing numbers of consumers are using complementary and alternative medicine 

(CAM) in the United States. Eisenberg et al. (1993) and Eisenberg et al. (1998) 

conducted national representative surveys that revealed a rise in consumer CAM use from 

33.8% in 1990 to 42.1% in 1997. In these surveys, researchers also found increased out-

of-pocket expenditures from $14.6 billion in 1990 to $21.2 billion in 1997 (Eisenberg et 

al., 1998). Increased consumer use has been evident for some time; and in 1991, the 

United States Congress mandated legislation in support of the National Institutes of 

Health Office of Alternative Medicine, later renamed the National Center on 

Complementary and Alternative Medicine (NCCAM). The NCCAM has a yearly budget 

of $50 million for the purpose of conducting research, providing education, and 

disseminating authoritative information. 

Further evidence that the mainstream medical culture is responding to increased 

consumer demand for CAM practices can be found in peer reviewed journals and medical 
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school education. A review of CAM related publications in the MEDLINE database was 

performed by Barnes, Abbot, and Ernst (1999). This research revealed an increase in 

CAM related articles of 2.1% between 1972 and 1986 to 10% between 1987 and 1996. 

Wetzel, Eisenberg, and Kaptchuk (1998) surveyed United States medical schools and 

found that 64% were offering one or more courses in CAM. Thirty-seven percent of 

these are oflfering two or more courses. Additionally, a siu^^ey by Pelletier and Astin 

(1998) revealed that insurance companies were now reimbursing many health care 

practices that had previously been classified as CAM methods. These practices were 

described as "integrative" medicine due to their acceptance into the mainstream medical 

culture. The increased attention being given to CAM by consumers and mainstream 

medical culture indicated the beginning of a cultural shift toward integration of CAM and 

conventional medical practices. A brief review of health and philosophical 

characteristics of CAM users follows in order to assist the reader with background 

information prior to the problem statement. 

Health Characteristics 

Multiple studies regarding reasons consumers were using CAM practices were 

conducted in order to understand and respond to consumer demand (Astin, 1998; 

Eisenberg et al., 1993; Eisenberg et al., 1998; Elder, Gillcrist, & Minz, 1997; Kagee, 

2000; Krauss, Godfrey, Kirk, & Eisenberg, 1998; Paramore, 1997; Wainapel, Thomas, & 

Kahan, 1998). Results of several studies (Astin, 1998; Eisenberg et al., 1993; Eisenberg 

et al., 1998; Elder et al., 1997; Krauss et al., 1998; Paramore, 1997; Wainapel et al., 

1998) indicated that persons with chronic pain were among the most likely to use CAM 

practices. Krauss et al. (1998) found that people with physical disabilities were more 
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likely to use CAM therapies than the general population. Therefore, it is important for 

rehabilitation professionals to be aware of CAM use among the population they serve. 

Additionally, identification of philosophical and psychosocial factors associated with 

health care choices among persons with disabilities is important for assessment purposes. 

Philosophical Characteristics 

Limited research has been conducted that investigates philosophical patterns and 

worldviews of CAM users (Astin, 1998; Kagee, 2000). Astin (1998) found that CAM 

users versus non-CAM users had differences in philosophical beliefs including 

worldviews, health philosophy (health care approach to simultaneously treating the 

mind/body/spirit), and identification with sub-cultural values of commitment to 

environmentalism, feminism, and spiritual/personal growth. In Astin's survey 

instrument, the definition of worldviews was not clearly defined. Differences in 

worldviews were determined by a positive, negative, or "not sure" response to the 

following statement: "I've had a transformational experience that causes me to see the 

world differently than before (p. 1551)." 

Kagee (2000) conducted research on worldviews and willingness to receive services 

from alternative health care practitioners. Results showed that undergraduate student 

subjects who identified with the more "fluid, changing, and creative" (Kagee, 2000, p. 

92) organismic worldview were more likely to be open to alternatives for their health care 

than subjects with a mechanistic worldview. Kagee identified the greatest limitation of 

the study as the sample of undergraduate students surveyed who might have had limited 

exposure to health care practices due to their age. Therefore, BCagee suggested that 
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further research be conducted with non-student populations including subjects with health 

concerns such as cardiac and chronic pain conditions. 

The research by Astin and Kagee was pivotal in beginning to understand 

philosophical beliefs of CAM users. Further research is necessary in order to define and 

understand worldviews of CAM users with chronic health conditions. 

Problem Statement 

There is limited research to describe worldviews of people with chronic pain who use 

CAM. The purpose of this research is to conduct a study to measure worldviews and 

explore the relationship of worldviews and health care choices among persons with 

chronic pain. 

Research Question 

The present study is an effort to determine if there a relationship of demographics 

and worldviews of persons with chronic pain to the health care choices that they make? 

Null Hypothesis 

There is no relationship between subjects' demographics and worldviews and their 

health care choices. 

Rationale for the Study 

A review of literature on integrated medicine indicated that there were underlying 

philosophical differences between CAM and conventional medicine (Bell, Baldwin, 

Schwartz, & Russek, 1998; Cassidy, 1996; Dacher, 1995; Hewa & Hetherington, 1995; 

Micozzi, 1996; Ranjan, 1998; Schwartz & Russek, 1997; Weil, 1983). Previous studies 

on demographics, philosophical beliefs, and worldviews of CAM and non-CAM users 

indicated differences between these groups; however, research specific to persons with 
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chronic pain and philosophical beliefs and worldviews has not been conducted. By 

understanding worldviews in relation to health care choices of people with chronic pain, 

we will better understand if underlying philosophical beliefs guide the health care choices 

of this population. The long-term goal is for health care providers to refer patients to 

health care practices in which patients believe. The purpose of belief-based referrals is to 

"harness the placebo eflFect" (Benson & Friedman, 1996, p. 193) in health care consumers 

for the purpose of healing: "The expectancy hypothesis of the placebo effect is that 

expectations generate beliefs, and beliefs, it is argued, influence the course of healing" 

(Noon, 1999, p. 137). 

Definition of Terms 

1) Chronic Pain 

For the purpose of clinical assessment at the University Medical Center Pain 

Management Clinic, chronic pain is defined as a painfial condition interfering with daily 

fimctioning for a period of 6 months or longer, or 3 months or longer in cases of reflexive 

sympathetic dystrophy (C. Archembault, personal communication, March 2001). 

2) Worldviews 

Pepper (1942) described worldviews as "world hypotheses," or underlying 

assumptions about how a person explains the world and processes the interaction between 

events: (1) Formism: either/or (categorical thinking); (2) Mechanism: cause and eflfect 

(causal thinking); Contextualism: cause and eflect based on context (relational thinking); 

and (4) Organicism: interactive relationship within an integrated whole (holistic 

thinking). 
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3) World Hypotheses Scale (WHS) 

The WHS is a scale designed to measure each of Pepper's four worldviews: formism, 

mechanism, contextualism, and organicism. 

4) Organicism-Mechanism Paradigm Inventory (OMPH 

The Organicism-Mechanism Paradigm Inventory is a dichotomous paradigm scale 

that combined Pepper's (1942) four worldviews and reduced the four worldviews into 

two categories: mechanistic versus organismic worldviews. 

5) Health Care Choices 

Health care choices are defined as use of methods for prevention or treatment of 

conditions for which health care consumers seek care fi-om health care providers. 

6) Complementary and Alternative Medicine (CAM) 

"Complementary and alternative medicine can be defined as those medical systems, 

practices, interventions, and applications that currently are not part of the dominant or 

conventional medical system" (Chez & Jonas, 1997, p. 1156). 

7) Conventional Medicine 

Conventional medicine, also referred to as allopathic, orthodox, or traditional 

medicine, refers to the use of health care practices that are acceptable to the dominant 

mainstream medical culture and system. 

8) Integrative Medicine 

Integrative medicine is the combined use of conventional and CAM health care 

practices. 
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9) Biopsvchosocial Model 

Biopsychosocial model in medicine takes into consideration the physical, 

psychological, and social aspects of an individual in the assessment and treatment 

process. 

10) Placebo Efifect 

Placebo effect is defined by Shapiro (1961) as follows: 

...any therapeutic procedure (or that component of any therapeutic procedure) 

which is given deliberately to have an efifect, or unknowingly has an efifect on a 

patient, symptom, syndrome, or disease, but is objectively without specific 

activity for the condition being treated. (In Noon, 1999, p. 133) 

Assumptions Underlying the Study 

The researcher assumes that information fi-om subject charts is current and accurate 

and that the instruments used for the study are reliable and valid. 

Limitations of the Study 

Limitations of this study relate to the sample chosen for the study and results might 

not be generalizable to other populations. First, a threat to internal validity is selection 

efifect due to socioeconomic differences between the sample and the general population. 

The sample includes individuals who possess health care access to a conventional health 

care setting including insurance coverage and/or the ability to self-pay. A large 

percentage of the clientele are receiving services through Workers' Compensation or 

Health Maintenance Organizations (HMO), indicating that they are, or have been, 

working individuals. Many other clients who are receiving disability benefits and/or who 

are unable to work have health care insurance coverage through the Federal Medicare 
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system or the Arizona Health Cost Containment System (AHCCS). There are very few 

self-paying clients. 

An additional selection effect might be a unique ethnic blend of clientele who visit 

the clinic chosen for the study. The sample is distinctive to the Tucson health care 

culture and might be more open to CAM practices due to its location close to the Mexico 

border and it's location in the western region of the United States. The Tucson health 

care culture is also influenced by openness to CAM use because it is the home base of 

world-renowned integrative medicine pioneer. Dr. Andrew Weil. 

Another threat to btemal validity is mortality due to the nature of chronic pain and 

tolerance for completing the survey. Subjects with more severe pain levels might not be 

able to tolerate the time it takes to complete the survey or the written position of 

completing forms. Patients with chronic pain also have high levels of depression that 

could interfere with the motivation of subjects that is necessary for completion of the 

survey. 

A final threat to internal validity is the maturation effect regarding subjects' painful 

condition including diagnosis, pain level, and length of time since onset. Psychological 

maturation factors might be inclusive of, but not limited to, motivation, locus of control, 

risk perception, cuhural health care practices/beliefs, or personality factors. 

Summary 

In this chapter, the background and rationale for the present study were reviewed. 

First, previous research shows that there has been a significant increase in use of CAM 

practices in the United States over the past decade. Research has been conducted to 

determine reasons consumers are using mors CAM health care. Some of the predictors 
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include consumer demographic and health characteristics. Additionally, research has 

shown that philosophical characteristics are predictors of CAM health care choices. As 

the field of integrative medicine grows, there is a lack of understanding about how to 

refer clients to practices that are congruent with their philosophy. The rationale for this 

study was established as the need to assess underlying philosophical beliefs about health 

care that might assist in "harnessing the placebo effect." Definitions of terms were 

provided and assumptions and potential limitations of the study were reviewed. 
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CHAPTER TWO: LITERATURE REVIEW 

Physicians, insurance companies, researchers, alternative health care practitioners, 

attorneys, governmental agencies, and educators have responded to consumer use of 

CAM and it's many health care, ethical, legal, financial, and educational implications. 

The literature chosen for review in this study was focused on United States consumer use 

of CAM practices, demographic and health conditions associated with CAM use, and 

philosophical beliefs and worldviews of CAM users (see Appendix G). Next, the 

relationship between the positive healing aspects of placebo effect and worldviews were 

reviewed. Finally, research that involved use of the World Hypotheses Scale (WHS) was 

reviewed in order to explore how this scale was used in related studies. 

Numbers of Consumers Using CAM 

For each of the following studies, researchers surveyed health care consumers to gain 

information about CAM use during the prior 12 months. A 1990 national survey 

(Eisenberg et al., 1993) revealed that 33.8% of the U.S. population used at least 1 of 16 

CAM methods identified by the researchers. In 1997, Eisenberg et al. (1998) repeated 

the study and found that the numbers of CAM users had increased to 42.1 %. Results of 

the 1994 Robert Wood Johnson Foundation study (Paramore, 1997) showed that nearly 

10% of U.S. consumers had used at least 1 of 4 CAM therapies (chiropractic, relaxation, 

massage, or acupuncture). A national survey conducted by Astin (1998) revealed that 

39.4% of consumers were CAM users. Elder et al. (1997) found that 50% of family 

practice patients used at least one form of CAM. Wainapel et al. (1998) surveyed 

patients at a rehabilitation medicine outpatient oflBce and results indicated 29.1% of 

subjects were CAM users. Finally, a study by Krauss et al. (1998) revealed that 57.1% of 
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people with physical disabilities use CAM therapies - a significantly higher percentage 

than the numbers shown in national general public surveys (Eisenberg et al., 1993; 

Eisenberg, et al., 1998; Paramore, 1997). Discrepancies between studies were likely due 

to the number of methods that were included for measurement in the study. Studies that 

included more methods than others tended to show a higher percentage of CAM use than 

those that used fewer methods in the study. In general, the studies revealed that 

consumers were using CAM for similar health conditions. 

Characteristics of CAM Users 

Health Characteristics 

Studies have indicated that consumers experiencing chronic conditions (Eisenberg et 

al., 1998, pg. 1569), and poorer health conditions versus no heahh conditions (Paramore, 

1997), were most likely to use CAM. Conditions for which consumers are most likely to 

use CAM methods are as follows; back problems (Astin, 1998; Eisenberg et al., 1998; 

Elder et al., 1997); muskuloskeletal pain involving spine and extremities (Astin, 1998; 

Paramore, 1997; Wainapel et al., 1998; Eisenberg et al., 1993); chronic pain (Astin, 1998; 

Elder et al., 1997; Krauss et al., 1998); headaches (Eisenberg et al., 1993; Eisenberg et 

al., 1998; Krauss et al., 1998); anxiety (Astin, 1998; Eisenberg et al., 1993; Eisenberg et 

al., 1998; Elder et al., 1997; Krauss et al., 1998); depression (Eisenberg et al., 1993; 

Eisenberg et al., 1998; Elder et al., 1997; Krauss et al., 1998); high blood pressure 

(Eisenberg et al., 1993); insomnia (Eisenberg et al., 1993; Krauss et al., 1998); urinary 

tract problems (Astin, 1998); digestive problems (Astin, 1998; Eisenberg et al., 1993); 

one or more health conditions (Paramore, 1997); allergies (Astin, 1998; Eisenberg et al., 

1993); and pneumonia, respiratory, or other lung problems (Astin, 1998). It is important 
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to note that although "chronic pain" is listed separately, most of the conditions listed 

above involve, or can be directly related to, chronic pain. 

Demographic Characteristics 

Several studies revealed demographic characteristics associated with higher levels of 

CAM use. Because of significant cultural and health care system differences in other 

countries, only studies conducted in the United States are reviewed here. Characteristics 

associated with higher levels of CAM use were as follows: women (Astin, 1998; 

Eisenberg et al., 1998; Paramore, 1997; Wainapel et al., 1998); higher levels of education 

(Astin, 1998; Eisenberg et al., 1993; Eisenberg et al., 1998; Krauss et al., 1998; 

Paramore, 1997) higher income (Eisenberg et al., 1998; Krauss et al., 1998); White, 

(Eisenberg et al., 1993; Eisenberg et al., 1998; Paramore, 1997); aged between 25 to 49 

(Eisenberg et al., 1993); and living in western states (not defined in the literature) 

(Eisenberg et al., 1993; Eisenberg et al., 1998; Paramore, 1997). 

Philosophical Characteristics 

Philosophical characteristics of CAM users have been studied from a variety of 

perspectives including cuhuraL, psychological and spiritual, and lifestyle values. 

Pelletier, Marie, Krasner, and Haskell (1997) summarized research on the frequently 

cited reasons that consumers seek out CAM [this researcher cited references in brackets 

to replace numerals used to credit references in the original text]: 

(1) Consumer dissatisfaction with the limitations of conventional medicine 

[(Perelson, 1996; Carey et al., 1995; Mitchell, 1993)], (2) consumer perception 

that the Western model of medicine treats patients as if they were mechanical 

processes rather than human beings with psychological and spiritual lives 
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[(Mitchell, 1993; UUman, 1993)], (3) a greater awareness of medical practices 

from other cultures [(Perelson, 1996; Southwick, 1995)], (4) a growing body of 

scientific literature suggesting that diseases are linked to nutritional, emotional, 

and lifestyle factors [(Perelson, 1996; Sabatino, 1993)], (5) a desire for and 

expectation of wellness by baby boomers [(Perelson, 1996)], (6) consumer desire, 

especially in seniors, to take fewer medications and decrease side effects 

[(Mitchell, 1993)], (7) consumer desire to reduce personal health care spending, 

especially seniors [(Mitchell, 1993)], and (8) support of nationally renowned 

clinicians [(Brown, 1996)]. (p. 113) 

Astin (1998) conducted research including demographic as well as personality and 

philosophical characteristics associated with CAM use. Contrary to Astin's hypothesis 

that CAM users would show more dissatisfaction with conventional medical treatments, 

results of the study indicated dissatisfaction was not predictive of general CAM use. 

Astin's study revealed that general CAM users shared the following characteristics: 

"...poorer health status...a holistic orientation to health...having had a transformational 

experience that changed the person's worldview...and classification in a cultural group 

identifiable by their commitment to environmentalism, commitment to feminism, and an 

interest in spirituality and personal growth psychology" (Astin, 1998, p. 1548). 

The Astin (1998) study did reveal that only 4.4% of the sample relied primarily on 

C4A/health care practices (versus primary reliance on conventional health care or 

general CAM use). Common characteristics among those who reported primary CAM 

reliance included the following: "(1) distrust of conventional physicians and hospitals; 

(2) desire for control over health care matters; (3) dissatisfaction with conventional 
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practitioners; and (4) belief in the importance and value of one's inner life and 

experiences" (Astin, 1998, p. 1551). These results indicated a difference between 

philosophical beliefe of general CAM users in relation to those who rely primarily on 

CAM practices. 

A study of CAM users conducted by Lee (1998) demonstrated that use of alternative 

practices reflected values related to culture, philosophy, and or spiritual beliefs. Both the 

Astin (1998) and Lee (1998) studies showed similarities between philosophical values of 

CAM users and the underlying philosophies of CAM practices such as wellness and 

holism. Additionally, recent publications described philosophical differences between 

CAM and conventional medicine (Bell et al., 1998; Cassidy, 1996; Dacher, 1995; Hewa 

& Hetherington, 1995; Micozzi, 1996; 1998; Ranjan, 1998; Schwartz & Russek, 1997; 

Weil, 1983). The primary philosophical difference between CAM and non-CAM users 

was often described as the Cartesian split between the mind and body. Conventional 

medicine has continued to reflect beliefs and interventions that treat the physical body as 

separate from the mind, whereas CAM practices reflect beliefs in the holistic nature of 

simultaneously treating the mind/body/spirit. Examples of these different approaches 

were addressed in Cassidy (1994) and Weil (1983) who both described the underlying 

philosophy of conventional medicine as the eradication of disease or correction of 

physical damage whereas the underlying philosophical beliefs of CAM methods are 

prevention of disease and wellness from a holistic perspective. The goal of integrative 

medicine is to combine these philosophical beliefs into one medicine (Cassidy, 1996; 

Schwartz &. Russek, 1997). 
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Beliefs and Health Care 

Placebo Effect 

Recruiting the positive benefits of placebo effect has been used in medicine 

throughout the centuries (Kapp, 1982; Straus & von Ammon Cavanaugh, 1996). 

Research by Schwartz, Soumerai, and Avom (1989) revealed that among 110 physicians 

studied, 24% intentionally prescribed drugs for their placebo effect. This was not 

surprising due to research studies on placebo effect and pharmaceutical pain management 

that reveal some 30-40% of pain patients responded to placebo treatment and that 50-

60% of pain symptom relief can be attributed to placebo effect (Noon, 1999). Additional 

research reveals that placebos are clinically beneficial in 60-90% of diseases (Benson & 

Friedman, 1996). Some characteristics of placebos that mimic active drug intervention 

are as follows: (1) direction of effect - a placebo will mimic an active treatment by 

increasing or decreasing the effect of the active treatment in the same direction; (2) 

equivalence of strength - the placebo will mimic the strength of the active treatment such 

as a mild analgesic versus a strong analgesic; (3) side effects - placebos have been found 

to mimic side effects of active treatments such as nausea, headaches, etc.; (4) time course 

- the length of time of active treatment effect will be mimicked by a placebo; and (5) 

'therapeutic window' - with regard to dosage, the range of effectiveness will be 

mimicked by a placebo (Ross & Olsen, 1981). Additionally, research shows that placebo 

effectiveness can be found when the following components are presented: patient belief 

and expectancy in the placebo, practitioner belief and expectancy in the placebo, a good 

therapeutic alliance between the patient and practitioner (Benson & Friedman, 1996). 
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Noon (1999) described several theories that have been used to explain placebo effect. 

One theory is natural history that bases placebo effect on the naturally occurring ability of 

the body/mind to heal itself An example of this is the body's natural ability to overcome 

a viral infection. Antibiotics are often prescribed for viral infections but have no actual 

clinical effect on viruses. An assimiption of placebo effect in such situations is that the 

antibiotics might be believed to be the healing agent for the virus, when in fact it was the 

body's natural immune system that was able to overcome the virus. Another theory 

attributes placebo effect to anxiety reduction: the effects of reduced anxiety on symptom 

relief Finally, expectancy theory explains placebo effect as the generation of beliefe that 

lead to expectations, and that it is the beliefs and expectations that contribute to the 

healing process. 

Noon (1999) also indicated that when anxiety reduction and expectancy theories are 

combined, they can explain the gain of confidence in an intervention through expectation 

that in turn reduces anxiety, thus reducing symptoms. This combined theory can also be 

viewed in terms of the biopsychosocial model of medicine: that the central nervous 

system responds to cognitive processes and emotional responses that are guided by the 

cultural context in which they take place (Noon, 1999). Therefore, an important guiding 

force in the course of healing is the psychophysiological response to underlying beliefs. 

Pepper's World Hypotheses represent worldviews that are the underlying beliefs and 

expectancies that drive cognitive processes in spite of the cultural context in which they 

take place. 



29 

Research Using the World Hypotheses Scale 

The World Hypotheses Scale (WHS) (Bethel, 1974) was designed to measure 

worldviews according to Pepper's Four World Hypotheses (Pepper, 1942). The four 

hypotheses and cognitive processes that they represent are as follows: (1) formism, 

events can be explained through categorical or "either/or" thinking; (2) mechanistic, 

events can be attributed to cause and effect; (3) contextualism, cause and effect occur 

within differing contexts; and (4) organicism, continual unfolding of phenomenon from 

the source of an integrated whole (Berry, 1984). The intention of most research in which 

the WHS has been used has been to examine relationships between care providers and 

clients. Authors have often hypothesized that clients would benefit most from health care 

services that correlate with their underlying worldviews (Bethel, 1974; Burke, 1999; 

Curtin, 1985; Fontana, Dowds, & Bethel, 1976; Harris et al., 1977; Johnson, Germer, 

Efran, & Overton, 1988; Kagee, 2000; Lyddon, & Adamson, 1992). 

Harris et al. (1977) used the WHS with a subject pool of college students as a tool to 

measure Pepperian worldviews (Pepper, 1942) in three separate studies regarding 

individual preference for vocational, friendship, and treatment preferences. The first 

study revealed that, if factors barring individuals from primary career choice were 

removed, compatibility would be found between the underlying cognitive structure of the 

individual and the cognitive approach of their vocational preference. The second study 

indicated that friendships between paired female subjects were more likely to be 

satisfactory and stable between subjects with compatible worldviews. The third study 

measured worldviews of patients being treated for alcoholism and the perceived benefit 

they experience from attending Alcoholics Anonymous meetings versus group therapy as 



30 

well as their compatibility with therapists with similar or differing worldviews. The 

results of this study showed that patients identifying with a formistic worldview were 

more likely to attend and benefit fi-om Alcoholics Anonymous. Patients with mechanistic 

orientation were more likely to be argimientative in group therapy and often questioned 

the interpretation of the therapist. Additionally, the study revealed that therapists rated 

interaction with patients who had similar worldviews as more positive than those who did 

not. 

Johnson et al. (1988) studied socio biologists, behaviorists, personality psychologists, 

and human developmentalists using the WHS and the Organiscism-Mechanism 

Personality Inventory (OMPI). Johnson et al. (1988) found that the philosophical basis of 

practitioner theoretical approaches was consistent with their personal worldview: 

"Mechanistically oriented persons (e.g., behaviorists) tend to be orderly, stable, 

conventional, and conforming, objective and realistic in their cognitive style, and 

interpersonally passive, dependent, and reactive..." (p. 833), and "...organismically 

inclined individuals (e.g., human developmentalists) tend to be fluid, changing, creative, 

and non-conforming. They tend to be participative and imaginative in their cognitive 

style. They are active, purposive, autonomous, and individualistic, yet integrated into 

their interpersonal environment" (p. 833). 

Curtin (1985) made use of the OMPI to measure physician compatibility with the 

biopsychosocial model of medicine in relation to higher preference for organismic 

worldview. Results of the Curtin study showed that resident physicians who had an 

organismic worldview preference demonstrated the following: (1) had better responses 

and reports of satisfaction from clients, (2) had more of a psychosocial interest in client 
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care, and (3) demonstrated more multidimensional qualities than residents with a 

mechanistic worldview preference. Curtin concluded from this study that worldview was 

the primary factor associated with resident use of the biopsychosocial model of medicine. 

More recently, Kagee (2000) studied worldviews of university students as predictors 

of consumer involvement in health promoting behavior. Kagee defined "health 

promoting behavior" as follows: "...an expression of the himian tendency to actualize 

and is directed at elevating the individual's level of well being, enhancing self-

actualization, and maximizing personal fulfillment" (Kagee & Dixon, 2000, p. 167). The 

instrument used in this study to measure worldviews was the OMPI. Results showed that 

subjects preferring an organismic worldview displayed "willingness to seek alternative 

health and treatment options" (Kagee, 2000, pg. 5) more often than those with a 

mechanistic worldview. Results of this study indicated that subjects who endorsed an 

organismic worldview were more likely than those with a mechanistic worldview to (1) 

engage in health promoting behavior, and (2) have willingness to receive services from 

alternative health care practitioners providing the following interventions: counseling 

psychology, homeopathy, reflexology, herbology, and aromatherapy. Subjects with an 

organismic worldview were not more willing to receive services from practitioners such 

as faith healers and acupuncturists. These results were notable because both faith healing 

and acupuncture can be categorized as having an underlying organismic worldview. A 

possible explanation for these results could be related to limitations of the Kagee study, 

including use of undergraduate students, who (1) might have had limited knowledge of 

the practices selected for the study and, (2) who did not represent a population most 

likely to use CAM practices. 
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Primary Statistical Analysis 

Multiple Regression 

Multiple regression analysis has been used to find correlations between two or more 

independent variables and one dependent variable (Bellini & Rumrill, 1999; Smith & 

Glass, 1987). Because multiple regression analysis does not imply causation, the 

independent variables are referred to as predictor variables and the dependent variable is 

referred to as the criterion variable (Smith & Glass, 1987). Traditionally, the purpose of 

multiple regression research analysis has been to estimate, or predict, the amount of 

change of the criterion variable based on the score of the predictor variable. Multiple 

regression has been used to explain or understand the nature of a phenomenon rather than 

being used for solely for prediction (Pedazur, 1989). Multiple regression analysis is now 

used in a variety of studies used to answer many types of research questions. It is no 

longer considered to be simply for predictive purposes (Stevens, 2002). 

Summary 

In summary, consumers who are more likely to use CAM practices for chronic pain 

are middle aged, educated. White, living in the western United States, and have a 

philosophical belief system that is inclusive of holism, wellness, and health promotion. 

The research on philosophical beliefs related to CAM use and previous research using the 

WHS indicates a correlation between philosophical beliefs and decisions about health 

care choices. Research on placebo effect reveals that the expectancy and belief in 

treatments by the patient and practitioner are important to access in the healing process. 

Therefore, the researcher hypothesizes that consumers with chronic pain are more likely 

to use health care practices that correlate with their worldviews. 
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CHAPTER THREE: RESEARCH DESIGN 

In previous chapters, the background and rationale for this study was established as 

well as a review of relevant literature. In this chapter, the research design for the present 

study is described including the sample population, instrumentation, and procedures for 

the implementation of the survey. A description of the health care choice list 

development is provided. Finally, the variables to be measured and primary statistical 

analyses for this study are discussed. 

Design 

The research design for this study was a mailed survey. The survey packet included 

a cover letter (see Appendix A), the Human Subjects Consent form (see Appendix B), 

and three data collection instruments: a list of demographic characteristics (see Appendix 

C), the Health Care Choice List (HCCL) (see Appendix D), the World Hypotheses Scale 

(WHS) (see Appendix E) as a descriptor of worldviews, and a money order in the amount 

of $10 to reimburse subjects for approximately one hour of their time. These 3 measuring 

instruments were included to determine the relationship of demographics and worldviews 

of persons with chronic pain to the health care choices that they make. The purpose of 

the research design was to address the following research question: Is there a relationship 

of demographics and worldviews of persons with chronic pain to the health care choices 

that they make? 

Sample 

A convenience sample was used from a population of patients with chronic pain who 

were considered active patients at the University Medical Center Pain Management 

Clinic (heretofore referred to as the "Clinic") in Tucson, Arizona. Active patients were 



34 

considered patients who had an appointment at the Clinic within the previous year. The 

Clinic estimated that there were approximately 1000 active charts for clients with chronic 

pain (personal communication with C. Archembault, October 2001). Subjects were 

systematically selected by choosing every 3rd chart until an of366 was established. 

An of 366 was determined by conducting a power analysis that indicated a minimum of 

110 subjects would be needed for the study. The investigator estimated a low return rate 

of 30% would yield an actual of 110 that was necessary for adequate power. 

Subjects whose charts were selected for this study were over the age of 18, not 

employed by the Clinic, not volunteers at the Clinic, not related to or acquainted with the 

investigator, and were experiencing nonmalignant chronic pain. Clientele of the Clinic 

were characterized by the treatment team as having complex painful disorders for which 

they had seen multiple health care practitioners with little or no relief prior to being seen 

by the experts at the Clinic. Many were considered disabled by their painful conditions, 

and approximately 40% were being treated through the Industrial Commission's 

Workers' Compensation benefits. 

Instrumentation 

Demographics 

Five demographic categories were measured: sex, age, income, education, and 

ethnicity. For the purpose of the study, categories were broken down as follows: 

1. Two categories of sex: (1) male, and (2) female; 

2. An open category for subjects to enter their age; 
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3. Six categories of income: (1) less than $ 15,000; (2) $ 15,000 - $29,000; (3) 

$30,000 - $49,000; (4) $50,000 - $74,000; (5) $75,000 - $99,000; and (6) 

more than $100,000; 

4. Seven categories of highest level of education: (I) Elementary School; (2) 

Junior High/Middle School; (3) High School; (4) Specialty/Trade School; (5) 

Commuiuty College; (6) College Graduate; and (7) Post-Graduate; and 

5. Seven ethnic groups: (1) American Indian or Alaska Native; (2) Asian; (3) 

Black or African American; (4) Hispanic; (5) Native Hawaiian or Other 

Pacific Islander; (6) White; and (7) Some Other Race. 

World Hypotheses Scale fWHS) 

The WHS, as described in Chapter Two of this proposal, consists of 12 descriptive 

statements that represent the 12 items for the scale. Under each item there are 4 

statements, each one reflecting one of the 4 worldviews. The scale has a total of 48 

statements. Subjects ranked the scores in order of their agreement with their perception 

of how each statement best described the descriptor: 1 for first choice, 2 for second 

choice, 3 for third choice, and 4 for fourth choice. Greater preference for each worldview 

yielded lower scores and less preference for each worldview yielded a higher scores. 

Scoring was determined by summing the scores for each worldview across the 12 items. 

A potential high score of 12 and low score of 48 were obtainable for any of the four 

worldviews. 

An example of a descriptor with statement response choices is as follows: 

David is taking a new job. 

A. David is taking a new job because he wants more creative, challenging 
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work. Thus there is a specific reason for his taking a new job at this time. 

B. David is a real go-getter. He is always striving to get ahead. He's the kind 

of person who could be expected to get into new things. 

C. There are several ways to look at David's taking a new job. Monetarily 

David feels one way about it, and professionally he feels another way. 

There's more than one way David sees it. 

D. David's taking a new job is one stage in the development of his 

competence. This development began several years ago and passed 

through many stages before reaching its present phase. 

The statements correspond with each of the worldviews as follows: "A" reflects 

mechanistic worldview, "B" reflects formistic worldview, "C" reflects contextualistic 

worldview, and "D" reflects organismic worldview. 

Internal consistency reliability of the WHS was determined in studies by Bethel 

(1974) and Burke (2000). Cronbach's alpha estimate of internal consistency reliability 

was used in these two studies to measure coeflRcients on each of the four subscales. 

Bethel (1974), originator of the scale, administered the 12-item scale to five hundred and 

fifty-four college students, and found that the coefficients ranged fi-om .76 (formism) to 

.83 (contextualism). Burke (2000) added one item to the 12-item scale, administered the 

scale to three hundred and thirty college students, and found coefficients ranging fi-om 

.73 (formism) to .86 (contextualism). These studies revealed similar results indicating a 

high degree of internal consistency reliability. 
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Health Care Choice List 

Scale Development 

There are many health care interventions for chronic pain that would be too 

numerous for the scope of this study. For this reason, a limited list of 8 health care 

choices were used. The HCCL was created for the purpose of this study in order to 

measure health care choices along a continuum from primary preference for conventional 

methods to primary preference for CAM methods of pain reduction. The HCCL was 

developed through a survey completed by 5 members of an Expert Panel. These 

members were Tucson area professionals acquainted with conventional and CAM pain 

treatment methods. Panel members were selected as representatives of different health 

care philosophies along a continuum from conventional to CAM. The five members 

included the following: (1) Bennet Davis, MD, Associate Professor of Clinical 

Anesthesiology, University of Arizona, and pain management specialist and Medical 

Director of the University Physicians Pain Management Clinic; (2) Iris Bell, Professor of 

Psychiatry, Psychology, and Integrative Medicine Psychiatry, and Director of Research 

for the University of Arizona Program in Integrative Medicine; (3) Gary Schwartz, PhD, 

Professor of Psychology, Medicine, Neurology, and Psychiatry, University of Arizona, 

and Co-Director of the University of Arizona Human Energy Systems Laboratory; (4) 

Carol Baldwin, PhD, Research Assistant Professor in Medicine and Research Scientist, 

University of Arizona Respiratory Sciences; and (5) Lyn Patrick, NMD, naturopathic 

physician and past Medical Director of Mirasol, Inc. Panel members were presented with 

a list of 19 treatment categories that were listed alphabetically for the purpose of avoiding 

scorer bias (see Appendbc H). Panel members were asked to score each category 
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according to effectiveness for pain treatment and where each category fell on a nine-point 

continuum from conventional to CAM. The scale ranged from -4 for most conventional 

(CON) to +4 for most CAM with 0 representing integrated treatment categories. This 

resulted in a 9-point Likert scale referred to as the Health Care Choice List. 

As illustrated in Appendix H, the first scale measured the panel members' beliefe 

about how effective each intervention was for pain on a 4-point Likert scale with 1 being 

least eflfective and 4 being most eflFective. The second scale measured the degree to 

which panel members believed each intervention was best categorized on a continuum 

from conventional to CAM. As indicated above, panel members were asked to assign a 

number on a 9-point Likert scale indicating how closely the intervention is in relation to 

the terms "conventional" and "CAM". The closer the response was to -4 (to the extreme 

left on the scale), the more the intervention was believed to be conventional; and the 

closer the response was to +4 (to the extreme right on the scale), the more the 

intervention was believed to be CAM. 

The results of the Health Care Choice List Development scores were calculated by 

obtaining means of the panel member ratings of each health care category according to 

effectiveness and the point at which the item was regarded to fell on a continuum from 

conventional (CON) to CAM. The treatment categories listed below (Table 1) were the 

expert panel members' raw and mean scores for effectiveness on the CON-CAM 

continuum. 

Table 1. Health Care Choice List Development, 5 Rater Raw and Mean Scores 

Health Care Choices A B C D E M SD 
Acupuncture, Moxibustion, Cupping 

Effectiveness 4 3 4 1 2 2.8 3.03 
CON-CAM 4 3 4 4 4 3.8 3.82 



Alexander Technique or Feldenkrais 
Effectiveness 2 2 2 4 2 3.2 2.53 
CON-CAM -1 3 1 -4 2 0.2 2.45 

Aroma Therapy or Bach Flower 
Effectiveness 3 1 1 I 2 1.6 1.79 
CON-CAM 4 4 4 4 3 3.8 3.82 

Biofeedback or Autogenic Training 
Effectiveness 3 2 4 4 2 3.0 3.13 
CON-CAM -2 1 -2 -4 2 -I.O 2.4 

Body Work: Massage, Rolfing, Polarity 
Effectiveness 3 3 2 3 3 3 2.83 
CON-CAM -1 1 4 -4 3 -1.0 2.93 

Chinese or Western Herbalism 
Effectiveness 3 2 2 2 2 2.2 2.24 
CON-CAM 4 2 4 -4 3 1.8 3.49 

Energy Healing: Joh Rei, Healing or 
Therapeutic Touch, Reiki 

Effectiveness 4 3 2 2 2 2.6 2.72 
CON-CAM 4 4 4 4 4 4.0 4.0 

Homeopathy 
Effectiveness 4 2 4 1 2 2.6 2.86 
CON-CAM 4 4 4 4 4 4.0 4.0 

Manipulative Therapies 
Effectiveness 3 4 4 3 3 3.4 3.43 
CON-CAM -3 3 0 -4 3 -0.2 2.93 

Medical Management 
Effectiveness 3 2 2 3 3 2.6 2.64 
CON-CAM -4 -4 -4 -4 -4 -4.0 4.0 

Nutritional Therapy or Lifestyle Diet 
Effectiveness 4 1 3 3 2 2.6 2.79 
CON-CAM 0 0 1 -4 -3 -1.2 2.28 

Physical or Occupational Therapy 
Effectiveness 4 2 2 3 3 2.8 2.9 
CON-CAM -4 -3 -4 -4 -3 -3.8 3.63 

Prayer or Other Spiritual Intervention 
Effectiveness 3 3 2 3 2 2.6 2.64 
CON-CAM 2 4 -2 0 4 1.6 2.83 

Psychology 
Effectiveness 3 I 2 3 2 2.2 2.32 
CON-CAM -3 -2 -1 -4 0 -2.0 2.45 

Relaxation, Visualization, or 
Hypnotherapy 

Effectiveness 4 3 3 3 3 3.2 3.22 
CON-CAM -3 I I -4 0 -1.0 2.32 
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Shiatsu or Acupressure 
Effectiveness 3 2 2 3 2 2.4 2.45 
CON-CAM 4 2 4 4 3 3.4 3.49 

Surgery: Minimally Invasive 
(Botox Injections, Epidurals, 
Nerve Blocks, Radiofrequency, etc.) 

Efifectiveness 2 2 3 4 2 2.6 2.72 
CON-CAM -4 -4 -2 0 -4 -2.8 3.22 

Surgical Procedures: More Invasive 
(Discectomy, Spinal Fusion, etc.) 
Effectiveness 2 I 2 3 2 2 2.1 
CON-CAM -4 -4 -4 -4 -4 -4.0 4.0 

Yoga, Qigong, or Tai Chi 
Effectiveness 4 2 2 4 2 2.8 2.97 
CON-CAM 4 3 4 0 3 2.8 3.16 

Note. Efifectiveness scores were represented by the following values: 1 = Not 
Effective, 2 = Somewhat Eflfective, 3 = Effective, 4 = Very Effective. 

These data were then used to select 8 categories for the HCCL instrument to be used 

in the current research. Data from the scales were analyzed using means of panel 

member scores in each of the 19 health care categories to determine first, where these 

categories fell on the continuum of conventional to CAM. To do this, the investigator 

tallied scores for each category, assessing which ranked as most CON (e.g. -4) and most 

CAM (e.g. +4). Second, from these extreme 8 categories, the investigator chose the 

categories that had the highest scores determined eflfective for pain management. The 

resulting HCCL scale consisted of the 4 CON and 4 CAM for a total of 8 methods that 

expert panel members scored as most CON, most CAM, and most effective. 

Analysis of the panel members' ratings revealed the following health care categories 

to be effective pain interventions that were rated with the highest CON scores: (1) 

Medical Management (E = 2.6; CON-CAM = -4); (2) Physical or Occupational Therapy 

(E = 2.8; CON-CAM = -3.8); (3) Surgical Procedures: Minimally Invasive (E = 2.6; 

CON-CAM = -2.8); and (4) Surgical Procedures: More Invasive (E = 2; CON-CAM = -
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4). The panel members rated the following to be effective pain interventions that were 

rated with the highest CAM scores: (1) Acupuncture, Moxibustion or Cupping (E = 2.8; 

CON-CAM = 3.8); (2) Energy Healing (E = 2.6; CON-CAM = 4); (3) Homeopathy (E = 

2.6; CON-CAM = 4); and (4) Shiatsu or Acupressure (E = 2.4; CON-CAM = 3.4). These 

8 categories represented the range of health care choices for the HCCL used in the 

survey. 

Scale Implementation 

Subjects were asked to respond positively or negatively (yes or no) to the list of 8 

pain interventions according to whether or not they had ever used the particular method 

(see Appendix D). Results were scored in three ways: first, the number of methods were 

recorded to indicate how many treatment categories had been used by the subject with a 

possible score of 0 to 8; second, the number of conventional and the number of CAM 

methods were recorded separately; third, the same scale used for the HCCL development 

jdelded a score on a continuum from -4 (use of all conventional methods listed) to +4 (all 

CAM methods listed), with 0 representing integrative health care use. 

Procedure 

Informal Pilot Study 

The survey packet including pilot study participant consent forms, demographics 

page, HCCL, and WHS was completed and reviewed by 10 acquaintances/family 

members of the researcher. Data from the pilot study were not analyzed because the pUot 

study was conducted for the purpose of editing any difiBculties with instructions or 

completion of the forms. Data collected from the pilot study were not included in any 

way with the study data. The pilot data were analyzed in order to assess the need for 



42 

appropriate changes prior to implementation of the data collection process. The only 

change made after implementation of the pilot study was to include the education 

category, "Specialty/Trade School". 

Research Implementation 

Three hundred and sixty-five client charts were selected for potential subjects who 

were considered by the Clinic to be current patients with nonmalignant chronic pain. 

Names, addresses, and phone numbers of potential subjects were recorded from the UMC 

patient charts and sequential numbers were assigned for confidential identification 

purposes. No other information was gathered from the chart. 

Subjects were invited to participate in the study in a process of two stages. First, a 

letter from the Clinic physicians and the psychologist was sent to potential subjects 

advising them of the importance of the study and requesting their participation. Included 

in this letter was a statement that subjects would be reimbursed for their time, however 

the amount of reimbursement was not disclosed. Enclosed in the envelope was a self-

addressed stamped postcard for potential subjects to return to the investigator that 

indicated whether or not they were interested in participating in the study. The survey 

packet, including a $10 money order to reimburse subjects for their time, were only sent 

to potential subjects who indicated their interest in participating in the study. The survey 

included the following: a cover letter with instructions, contact information, and a form 

for subjects to request results of the study; a human subjects research release form; a 

demographics page with questions related to gender, age, income, educational level, and 

ethnicity; the WHS and HCCL; a self-addressed stamped envelope for subjects to return 

surveys; and a reimbursement money order in the amount of $10. 
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A follow-up letter was sent to subjects who had returned the postcard indicating their 

interest, but who had not returned the survey after one month. The letter requested that 

subjects return the survey within 9 days from the date the letter was sent. 

Statistical Analyses 

The independent (predictor) variables for this study included worldviews, gender, 

age, income, educational level, and ethnicity. The dependent variable was designed to be 

health care choice as measured by the HCCL. The original design of the HCCL included 

a measurement of health care choices on a 9-point scale ranging from -4 to +4. When 

using this measure to calculate health care choices, the investigator found that the score 

on this continuum was without relevant meaning to the study. The investigator found 

that the score did not represent the number of health care choices used that contributed to 

the actual HCCL score (ranging from —4 to +4). For example, one individual might have 

used 3 CON pain interventions, yielding a score of-3. Another individual might have 

used 4 CON pain interventions and 1 CAM intervention, yielding the same score of-3. 

Without measuring the total number of health care choices made, it was not possible to 

determine the meaning of a score on the HCCL. Therefore, the investigator changed the 

scoring method for the dependent variable in order to best capture the data values 

relevant to the study. The dependent variable used in this study was the likelihood that 

the participant chose CAM rather than COA/^ computed as p(CAM) = 

(CAM/CAM+CON). For example, if a subject made 3 CON health care choices and I 

CAM choice, the subject had only a 25% probability of using CAM (pCAM = .25). 

A .05 alpha level was set for all of the analyses. Multiple linear regression analysis 

was selected for analysis of the hypotheses regarding the relationship of demographics 



44 

and worldview with health care choice variables of the participants. A Pearson Chi-

square was used as a secondary analysis to examine the proportion of CAM use in 

relation to worldviews. Finally, Cronbach's alpha for the WHS was measured in order to 

determine internal consistency reliability of the scale. Statistical software programs 

including Excel and SPSS were used for data analysis. 

Summary 

In this chapter, the research design and implementation of the study were reviewed. 

Three hundred and sixty-five potential subjects were sent recruitment letters generated by 

the primary providers at the Clinic. Each letter included a return postcard for subjects to 

send to the investigator if they were interested in participating in the study. Survey 

packets were then sent to study participants and included a cover letter. Human Subjects 

Consent form, demographics list. Health Care Choice List, World Hypotheses Scale, and 

$10 money order to reimburse subjects for their time. The process of the Health Care 

Choice List development was described as well as the expert panel members who 

participated in the development and the outcomes. A pUot study was conducted and an 

additional education category was added which contributed a minor change to the 

education variable used in the primary study. The independent and dependent variables 

measured in the study were described and the statistical analyses used in the study were 

reviewed. 
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CHAPTER FOUR: RESULTS 

In this chapter, results from the primary study are presented. Next, frequency counts 

of the demographics, health care choices, and dominant worldviews of subjects who 

participated in the study are provided. The internal validity of the World Hypotheses 

Scale is reviewed. Finally, results of the statistical analyses used in the study are 

presented. 

Survey Results 

Participants 

Among the 365 recruitment letters sent, 15 were returned undeliverable, 3 indicated 

that the person was deceased, 145 were not returned, 36 indicated that they did not wish 

to participate in the study, and 116 indicated that they were interested in participating in 

the study. Survey packets were subsequently sent to these 116 individuals. A reminder 

letter was sent to subjects who had not returned the survey after one month requesting 

that they complete and return the survey. From the 365 potential subjects, 100 returned 

the survey, representing a 27% return rate. Twenty-seven percent is considered to be a 

low return rate for survey research (Babbie, 1990). Of the returned surveys, one returned 

the survey with a note stating that she was unable to understand how to answer the WHS 

and would not like to participate in the study, one was Spanish speaking only and had 

used a translator to complete the WHS which has not been validated in other languages, 

and two surveys were returned with answers that were invalid on the WHS. Sixteen 

subjects who agreed to participate did not return the survey. Data from the remaining 96 

subjects who completed the survey were included in the study. These 96 subjects 

represented an 83% rate of participation in relation to the number of subjects agreeing to 
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participate. Eighty-three percent is considered a very good return rate for survey research 

(Babbie, 1990). There was no follow up contact with 16 subjects who did not return the 

survey packet. 

Demographic Data 

Demographic information was available from all 96 subjects and all subjects could 

be used for the analyses. The total sample included 35.4% men (n=34) and 64.6% 

women (n=62). The age range was 19 to 84, M = 50.73, SD = 14.28. The income range 

was from less than $15,000 per year to more than $100,000 per year, with the median 

income ranging from $30,000 and $49,000 per year. Responses to the survey revealed 

that 78.1% of the participants had education beyond high school. The ethnic groups that 

were represented included 86.5% White participants (n=83) and 13.5% non-White 

participants (n=13). Among the non-White participants, 10 were Hispanic. 2 Native 

American, and 1 responded in the "other" category. 

World Hypotheses Scale 

Results of the analyses of the WHS scores indicated differences between the 

numbers of subjects in each of the worldview categories. Among subjects, 47% endorsed 

formism as their dominant worldview (n=45), 12% mechanism (n=12), 9% contextualism 

(n=9), and 23% organicism (n=22). An additional factor evolved from the data that 

revealed another 8% endorsing equal scores in two worldview categories (n=8): 5% with 

equal scores in formism and mechanism (n=5), 1% with equal scores in formism and 

contextualism (n=l), 1% with equal scores in formism and organicism (n=l), and 1% 

with equal scores in mechanism and contextualism (n=l). 
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Cronbach's alpha of internal consistency reliability was used for subjects' scores on 

the WHS. The following scores were obtained in each of the 4 worldview categories: 

Formism = .81; Mechanism = .79; Contextualism = .87; and Organicism = .82. These 

scores are consistent with previous studies using the WHS (Bethel, 1974; and Burke, 

2000). This indicates a high level of internal consistency reliability for all 4 subscales of 

the WHS. 

Health Care Choice List 

Results of the analyses of the number and percentage of the HCCL scores showed 

that, out of 96 subjects, 28% of subjects had used a total of 4 health care choices (n=27), 

followed by 23% using 5 health care choices (n=22), 17% using 3 health care choices 

(n=16), 14% using 2 health care choices (n=13), 8% using 6 health care choices (n=8), 

6% using 8 health care choices (n=8), and 4% using 7 health care choices (n=4). There 

were no subjects (0%) reporting use of 0 or 1 CON health care choice, and 44% (n=42) 

reported using no CAM health care choices. Among subjects who used CAM methods, 

35% reported using Acupuncture, Moxibustion, or Cupping (n=35); 23% Energy Healing 

(n=22); 20% Homeopathy (n=19); and 23% Shiatsu or Acupressure (n=22). Subjects 

reported a much higher use of CON methods, with 97% reporting use of Medical 

Management (n=93); 90% Physical or Occupational Therapy (n=86); 76% Surgical 

Procedures: Minimally Invasive (n=73); and 58% Surgical Procedures: More Invasive 

(n=56). These figures account for an average of 24.5% use of the combined CAM 

categories and an average of 77% use of the combined CON categories that were 

measured in this study. 
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Hypotheses Testing 

Overview 

In this study, statistical techniques were primarily based on survey research to assess 

categorical and continuous independent variables (gender, age, education, income, 

ethnicity, and worldviews) in relation to the continuous dependent variable (likelihood 

that the subject chose CAM rather than CON computed as p(CAM) = 

(CAM/CAM+CON). This approach was consistent with the stated null hypothesis that 

there is no relationship between subjects' demographics and worldviews with the health 

care choices that they make. 

A multiple regression analysis was selected to measure demographic and worldview 

characteristics as predictors of health care choices. By exploring multiple variables in 

combination, rather than individual effects of variables on the dependent variable, the 

analysis reflects the reality that variables cannot be isolated from the effects of other 

variables. Regression analysis falls into the category of correlational analysis, and a 

multiple linear regression analysis was utilized because of the categorical nature of the 

dependent variable and two or more independent variables (Bellini & Rumrill, 1999). 

Preliminary Data Analvses 

Data screening procedures were implemented prior to analysis to ensure accuracy of 

data entry, to assess missing values, and to assess the fit between the data set and the 

assumptions of multiple regression analysis (Tabachnick & Fidell, 2001). Apparent 

inaccuracies in data entry were cross-examined with raw data and subsequently corrected. 

No missing values were found across the 96 cases. 
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Multiple regression analysis can be preformed with independent variables that are 

continuous or categorical and can be naturally occurring or experimentally controlled 

(Pedazur, 1989). If nominal data are utilized, then these data must be dummy coded to 

eliminate the hierarchical nature of the variable codings. The nominal variables used in 

the analysis (gender and worldviews) were dimuny coded into dichotomous categories to 

eliminate this possible error source. 

Preliminary data analyses, including measures of multicoUinearity (tolerance 

statistics and variance inflation factor), were performed on the data. Results indicated 

that multicoUinearity was not regarded as a problem in this data set. The assumption of 

normally distributed residuals was also examined, and this data set met the equal 

variances and normality assumptions for the residuals. The data set was examined for 

outliers and no data points met these criteria. 

Statistical Analvses 

Multiple linear regression analyses were conducted to test the study hypothesis. The 

first regression equation measured demographics and 5 worldview categories in relation 

to health care choices. This analysis was a stepwise muhiple linear regression and 

assessed the effect of different combinations of predictor variables on the dependent 

variable. This analysis resulted in a model with only formistic worldview as a predictor 

and had a poor model fit, so it was rejected. 

To follow up the first linear regression, a secondary analysis, Pearson's correlation 

coeflBcient, was used to examine the linear association between all the variables. In 

Table 2, indices are presented to demonstrate the relationship of each predictor to health 

care choices. Resuks showed that only the formistic worldview was significantly 
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correlated with the dependent variable. That correlation was negative, indicating that 

formism is predictive of subjects with chronic pain being unlikely to choose CAM 

methods (r = -.217). The second largest correlation (r = -. 171) existed between age and 

health care choices. While not statistically significant, it was thought to be large enough 

to include in a new regression analysis. 

A second multiple linear regression was computed using only age and formistic 

worldviews as predictors. The resulting equation was statistically significant as a 

predictor of health care choices (R = .263, = .069, F (2, 93) = 3.464, p = .035). These 

results indicated that age and the formistic worldview were the only variables that were 

predictive enough of health care choices to remain in the regression model. Both age and 

formistic worldview were negatively correlated with the dependent variable, indicating 

that subjects in this study who were older, and who identified with formism as their 

dominant worldview, were less likely to use CAM methods than their counterparts. 

Table 2. Correlations Between Each Predictor and the Likelihood of Choosing 

Complimentary and Alternative Medicine 

Predictors Correlation 

between each 

predictor and 

CAM choice 

N = 96 r 

(P) 

Age -. 176 

(.087) 
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Sex .081 

(.431) 

Income .070 

(.499) 

Education .063 

(.539) 

Ethnicity .020 

(.844) 

Formism -.226* 

(.026) 

Mechanism .034 

(.740) 

Contextualism .052 

(.613) 

Organicism .120 

(.245) 

Equal Scores in .130 

Two Categories (.205) 

* Significant £ value 

A fourth analysis using a 2-way contingency table was then conducted to evaluate 

whether the proportion of participants likely to choose CAM versus conventional 

methods varied based on worldview. Subjects were divided into 2 health care choice 

categories; (1) those who used mostly conventional methods (n = 83); (2) those who used 
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equal numbers of conventional and CAM methods and those who used more CAM than 

conventional methods (n =13). A Pearson Chi-square Crosstabs procedure was used to 

measure associations between the numbers of subjects in each of the 2 health care 

categories with each of the 5 worldview categories. There was not a significant 

relationship between health care choices and dominant worldview (Pearson x" (4, 96) = 

8.434, p_= .077); however, there were trends associated with worldviews and health care 

choices (see Table 3). Subjects with dominant worldviews of formism and mechanism 

were more likely to use conventional methods. Subjects with dominant worldviews of 

contextualism, organicism, and equal scores in two categories were more likely to use 

CAM methods as often as, or more often than, conventional methods. Caution must be 

used in making any conclusive statements about this information when considering the 

low number of subjects who used CAM as often as, or more often than, CON methods. 

Forty percent of the cells in this analysis had cell sizes less than the expected count. 

Table 3. Results of a 2 Way Contingency Table of Worldview and Health Care Choices 

Worldview CON (%) Equal or More 
CAM (%) 

(n = 83) ( n = 1 3 )  

Formism 5 1 . 8 1  15.38 

II c
 (n = 2) 

Mechanism 13.25 7.69 
( n = l l )  ( n = l )  

Contextualism 8.43 15.38 
(n = 7) (n = 2) 

Organicism 20.48 38.46 
( n = I 7 )  (n = 5) 

Equal Scores 6.02 23.08 
(n = 5) (n = 3) 
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Summary 

In this chapter, results of the study survey were re\newed. Demographic results 

showed that the subjects in this study were mostly women, aroimd the age of 50, with 

average educational attainment over high school level, with average incomes, and 

primarily White. Subjects' responses on the WHS revealed a fifth worldview category 

(i.e., equal scores in two worldview categories). Multiple linear regression and 

correlational analyses were used to analyze the data. Overall, results of the present study 

indicated that the combination of age and formistic worldview were statistically 

significant predictors of CAM health care choices by participants in this study. Those 

who are older are less likely to use CAM; and those who identify with formism as a 

dominant worldview are less likely to use CAM. Although formistic worldview was the 

only statistically significant predictor of health care choices among the worldview 

categories, there were directional trends of health care choices in relation to worldviews. 

Subjects endorsing formistic and mechanistic worldviews were more likely to use 

conventional methods, and subjects with contextualism, organicism, and equal scores in 

two worldview categories were more likely to use CAM methods. Further interpretation 

and discussion of these results will follow in Chapter 5. 
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CHAPTER FIVE: DISCUSSION AND RECOMMENDATIONS 

Summary of the Study 

The purpose of this study was to examine whether or not there was a relationship 

between the worldviews of people with chronic pain and the health care choices that they 

made. The background of the study included evidence of a cultural shiil toward 

integration of CAM with conventional health care practices. The justification for the 

study was established with regard to previous research indicating that people with chronic 

health conditions, demographic predictors, and philosophical differences might contribute 

to characteristics associated with CAM use. In the literature review, two premises were 

established: (1) that healing is the psychophysiological response to underlying beliefs, 

and (2) that Pepper's worldviews characterize beliefs and expectancies underlying 

cognitive processes. 

The study involved a survey instrument mailed to prospective subjects who were 

clients at a traditional teaching hospital clinic specializing in pain management. The 

survey included a list of demographic characteristics, the HCCL, and the WHS as a 

descriptor of worldviews. The data were analyzed by using multiple linear regression, 

correlation coeflBcients, and Chi-square Crosstabs procedure. Results of the study 

indicated that age and formistic worldview were the only statistically significant 

predictors of health care choices (i.e., those people who were older and those who had 

formistic worldviews were less likely to use CAM). Other demographics (gender, 

income, education, and ethnicity) and worldviews (mechanism, contextualism, 

organicism, and equal scores in two categories) were not significant predictors for health 

care choices in this study. 
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Discussion 

Sample 

The sample used for this study included participants who were randomly selected 

from active charts at the Pain Clinic. Letters inviting participation were sent to 

prospective subjects and volunteers returned a postcard indicating their interest in being 

involved in the study. The return rate for interest in the study was lower than expected 

(i.e., 27%). Factors contributing to this return rate might have included a lack of clarity 

in the invitation letter that the study involved simple responses by paper and pencil. 

During the recruitment process, potential participants were given a phone number to call 

to ask questions of the investigator. About 6 different calls were made to the investigator 

inquiring about the kind of experiment subjects would be participating in, including 2 

questions about whether or not "it" (an assumption or projection of an experimental 

physical procedure) would be painful. There might have been other potential subjects 

who became disinterested because of this lack of clarity and similar assumptions about 

the study. Additionally, the study did not account for non-English-speaking subjects. 

The WHS has not been validated in cross-cultural/linguistic settings, so one non-English 

speaking subject was not able to participate in the study. Finally, there may have been a 

sample bias due to the self-selection of subjects who participated in the study. 

Certain features of the clinic from which the sample was drawn for this study may 

have contributed to an over-representation of subjects with formistic worldview as well 

as predominant use of conventional health care choices. Because of the traditional nature 

of the Clinic, there might have been health care choice bias toward use of conventional 

methods. Without use of a comparison group, the investigator can only speculate about 
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differences in dominant worldviews of individuals with chronic pain who rely primarily 

on CAM methods. Perhaps individuals with contextualistic or organismic worldviews, or 

equal scores in two worldview categories, would be more likely to choose health care 

environments that promoted wellness through less traditional means of treating the body, 

mind, and spirit. 

The study took place in a traditional university teaching hospital pain clinic in which 

patients primarily rely on insurance benefits to cover costs. Many consumers who seek 

care at the Clinic are also limited to Workers' Compensation and Medicare insurance 

benefits, both of which have restricted coverage. Overall, many subjects who 

participated in this study might have a higher health care cost ratio to actual earnings 

because of limited insurance coverage or high co-pays for certain procedures or 

medications. 

Demographics 

The sample for the study was comprised mostly of women. Of the 365 subjects who 

were randomly selected to participate in the study, 59.5% were women and 40.5% were 

men. Among the returned surveys, 64.6% subjects were women and 35.4% were men. 

These results indicate there were slightly more women who actually participated in the 

study than in the Clinic sample. In general, these results are consistent with previous 

research showing women as more likely to seek care for pain than men (NIH, 1998). 

These results are also consistent with research showing that there are physiological 

gender differences in pain experience, with women experiencing higher levels of pain 

than men (al'Absi, Petersen, & Wittmers, 2002). Gender was not a predictor of health 

care choice in this study. 
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The average age for subjects was slightly over 50 years old, with ages of subjects 

ranging from 19 to 84. Age was the only demographic variable that contributed to the 

regression model as a predictor of health care choices. The correlation was negative, 

indicating that older people were less likely to use CAM methods. There might be 

cultural reasons for older individuals to use fewer CAM methods; that is, older 

individuals might have had less exposure to health care methods that have become 

mainstream only in the past 20 years. For example, Pelletier, Krazner, and Haskell 

(1997) researched insiu-ance companies and found that acupuncture and chiropractic care 

are now covered services by most companies. Although these services might be covered 

more currently, they were considered to be outside of the accepted medical culture in the 

recent past. Older subjects might also have a bias toward use of procedures in 

conventional medicine because of the general "cure" approach to healing in the 

mainstream culture. Practices that "cure" are consistent with formistic and mechanistic 

worldview philosophies. 

The finding of the current study is not consistent with findings in previous studies 

indicating an average age of 41years among CAM users (Astin, 1998; Eisenberg et al., 

1993; Eisenberg et al., 1998; Elder, Gillcrist, & Minz, 1997; Paramore, 1997; Wainapel, 

Thomas, & Kahan, 1998) (see Appendix G). The reason for this finding might simply be 

an age-related increase in exposure to injuries, accidents, and general decline of the body 

as human beings age that lead to chronically painful conditions. Additionally, the older 

average age of subjects in this study could represent the health insurance advantage of 

older individuals who have established careers with benefits. Younger individuals might 

not have the advantage of having insurance coverage, therefore would be less likely to 
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visit the Clinic. Finally, the Tucson community attracts a large retirement population 

who are heavy consumers of the local health care system. 

Most subjects had educational levels higher than high school and incomes in the 

middle-income bracket. The average income of study participants was consistent with 

the average state income of $40,558 in Arizona (Citizen Staff & Wire Report, 2002). 

Education level was not one of the factors that contributed to health care choices in this 

study. In previous research on CAM use, higher education (Astin, 1998; Eisenberg et al., 

1993; Eisenberg et al., 1998; Krauss et al., 1998; Paramore, 1997) and higher income 

(Eisenberg et al., 1998; Krauss et al., 1998) were both predictors of consumer CAM 

choice. In the present study there might have been a sample bias with regard to education 

and income because of the nature of the Clinic that serves people with chronic pain. 

Studies that are often cited were conducted nationally through phone surveys (Astin, 

1998; Eisenberg et al., 1993; Eisenberg et al., 1998; and Paramore, 1997) (see Appendix 

G). Individuals participating in these studies cannot be directly compared to subjects in 

the present study who experience chronic, intractable, pain. The study that most closely 

resembles the present study was conducted at a rehabilitation outpatient clinic (Wainapel, 

Thomas, & Kahan, 1998), and results of that study showed no significant differences 

attributed to age or gender. 

In regard to ethnicity, the sample was fairly homogenous and not representative of 

the local population. Only 10% of subjects identified themselves as Hispanics compared 

to the Tucson community with an approximate 30% Hispanic population (Copenhaver, 

2002). It is difBcult to assess the factors involved in the low numbers of Hispanics 



59 

represented in this study. In this study, ethnicity did not contribute to the factors 

predictive of health care choices. 

Philosophical Congruence 

Results of this study were similar to those of the Astin study (1998), which found 

philosophical congruence to be a factor predictive of CAM use. In the analyses used in 

the present study, results indicated trends (non-significant) toward increased use of 

conventional methods by subjects with formistic and mechanistic worldview and 

increased CAM use among subjects with contexualistic, organismic, and equal scores in 

two worldview categories. 

Among the 8 subjects who scored equally in 2 worldview categories, 4 had equal 

scores in formism and mechanism, 2 had equal scores in formism with another 

worldview. and only 1 did not have formism involved in the equal score categories. 

These results are notable since formistic worldview was significantly predictive of 

conventional health care choices and negatively correlated with CAM health care choices 

in this study. Subjects with mechanistic worldview were least likely to choose CAM 

methods than in the other worldview categories. This suggests to the investigator that 

individuals with broad perspectives on life and events might be the most open to diverse 

experiences. 

Results of this study indicated that formistic worldview was the strongest predictor 

of health care choices among people with chronic pain. Although research has been 

conducted that helps identify demographics as predictors of CAM use, philosophical 

congruence with health care choices is a relatively new concept in CAM research. Astin 

(1998) was the first to explore philosophical beliefs associated with CAM use and the 
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first to explore worldview as a component of trends in CAM use. Burke (2000) studied 

psychological factors associated with woridviews and found that subjects identifying with 

organicism as their dominant worldview were most likely to endorse "Openness," a 

subscale of the NEO-FPI personality scale. Burke concluded that contextualism and 

organicism, coupled with openness, were "equally important b predicting how open a 

person is in their confi-ontation with the world and their fundamental approach to reality" 

(p. 32). Use of CAM health care practices has not been fiilly embraced by mainstream 

medical culture. Individuals with broad perspectives might be more desirous of engaging 

in behaviors and attitudes that are outside the acceptance of the dominant cultural 

practices. In addition, philosophically, individuals who are open to diverse experiences 

might not be as satisfied with mainstream practices that do not support their beliefs. 

Astin (1998) found that subjects who had primary reliance on CAM health care had a 

common significant predictor of "belief in the importance and value of one's inner life 

and experiences" (p. 1551). Overall, the evidence that formistic worldview was a 

significant predictor of health care choices in the present study and this evidence seems to 

contribute similar knowledge to previous research on both woridviews and on 

philosophical predictors of CAM use. 

Findings in this study are different in many aspects fi"om previous CAM research. 

These differences may be due to design of the current research. The study was conducted 

in a traditional health care setting with subjects who rely primarily on insurance for their 

care, many of which are covered by Workers' Compensation and Medicare. These 

subjects have chronically painful conditions, indicating that there are psychological and 

physical differences in this sample as compared to the general population. Resuhs of the 
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demographic variables measured in the present study might be different simply because 

the sample in this study might be more desperate for means of "curing" their painful 

conditions and do not represent the greater United States population. 

Careful consideration must be given before coming to conclusions about results of this 

study. More research is necessary in order to determine whether or not honoring 

underlying beliefs, or worldviews, in the health care process is efficacious in treatment 

outcomes. This research simply adds a piece of information to take into consideration 

toward more research on how best to harness the placebo effect in an integrative health 

care system. 

Recommendations for Future Research 

When considering the results and limitations of this study, it is recommended that 

future research is needed in the following areas: 

1) Similar research using comparison groups in conventional and CAM settings. 

The present study was conducted through a traditional health care setting at a 

teaching hospital without a comparison group at a nontraditional setting. The sample 

used for this study involved subjects living in the southwestern United States, with 

chronic nonmalignant pain, and approximately 40% of subjects were involved in 

Workers' Compensation claims. The average use of CON methods (77%) was much 

higher than CAM use (24.5%). Additionally, only 44% of subjects b this study used 

CAM practices, a figure that was only 2 percentage points above the national average of 

42% (Eisenberg, et al., 1998). Subjects in the present study sample were identified as 

having a chronic painful condition, and their rates of CAM use would be expected to be 



62 

higher than 44%. Evidence of higher rates of CAM use for individuals with disabilities is 

reported in Krauss (1998) at 57.1%. 

Subjects endorsing formism as their dominant worldview were more likely to use 

CON methods in this study. The investigator speculates that this is due to the underlying 

philosophical nature of categorical thinking that is prevalent with formistic worldview 

and with the conventional health care methods represented in the present study (i.e.. 

Medical Management, Physical and Occupational Therapy, Surgical Procedures, and 

More Invasive Surgery). The formistic worldview category was represented at twice the 

level of organicism, 3 times that of mechanism, and 4 times that of contextualism. Based 

on the results of this study, indicating that subjects with formistic worldview were more 

likely to use conventional health care, it seems that the high number of subjects with 

formistic worldview is congruent with the conventional health care facility where this 

research took place. Therefore, it would be beneficial to conduct future research in 

diverse health care settings in order to evaluate whether or not there are different 

representations of worldview categories in alternative or integrative health care settings. 

2) Similar research using a standardized list of health care choices. 

The HCCL scale was limited to 8 out of 19 health care categories regarded by the 

expert panel as outlying categories on a continuum scale. The number of CAM choices 

was limited to four categories (Acupuncture, Moxibustion, and Cupping; Homeopathy; 

Energy Healing; and Shiatsu/Acupressure), none of which can be understood through 

formistic or mechanistic worldview philosophies. Other CAM methods (i.e. Body Work, 

Herbalism, or Manipulative Therapies) can be understood in mechanistic worldview 

philosophy and might have been used often by subjects in this study. Without measuring 
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for additional health care choice categories, one cannot ascertain whether or not 

worldviews are represented equally among CAM users. This small number of CAM 

methods also poses a limitation because there might have been many other CAM 

methods that had been utilized by subjects in the sample. Previous research on CAM use 

has been inconsistent regarding the number and type of health care choices measured 

(Astin, 1998; Eisenberg et al., 1993; Eisenberg et al., 1998; Elder, Gillcrist, & Minz, 

1997; Paramore, 1997; Wainapel, Thomas, & Kahan, 1998) (see Table 4). By developing 

a standard list of health care categories, future CAM research would be standardized and 

interpretation of studies would be more consistent. 

Table 4: Number of Health Care Choices Measured in CAM Research 

Study Year Number of Methods 

Astin 1998 17 

Eisenberg et al. 1993 16 

Eisenberg et al. 1998 16 

Elder, Gillcrist, & Minz 1997 8 

Paramore 1997 4 

Wainapel, Thomas. & Kahan 1998 40 

3) Similar research using the WHS could include analysis of individual scores in 

each of the worldview categories in relation to measures on the dependent variable. 

Original WHS work (Bethel, 1974), and previous research (Bethel, 1974; Burke, 

1999; Curtin, 1985; Fontana, Dowds, &. Bethel, 1976; Harris et al., 1977; Johnson, 

Germer, Efran, & Overton, 1988; Kagee, 2000; Lyddon, & Adamson, 1992), did not 
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account for equal scores in two worldview categories. This was an interesting factor in 

the present study because of evidence that 8% of subjects in this study endorsed two 

worldviews equally, thereby creating a fifth worldview category for this sample. Based 

on this discovery, it is possible that there is other evidence of specific statements on the 

World Hypotheses Scale that correlate directly with specific health care choices or that 

those with a close range of scores in the worldview categories make specific health care 

choices. For example, an individual who scores within a 4-point range in each of the 

worldview categories might be more likely to use CAM in a similar manner as those 

subjects in the present study who had equal scores in two worldview categories. 

4) Similar research using sample sizes large enough to account for multiple factors 

contributing to health care choices. 

Future research measuring for worldview could also include a variety of factors that 

could influence health care choices among people with nonmalignant chronic pain. The 

following is a nonexhaustive list of factors that could influence health care choices: 

diagnosis, pain level, pain tolerance level, time since onset of chronic condition, 

contributors to secondary gain (e.g.. Workers' Compensation, Social Security Income or 

Social Security Disability Income, pending litigation, etc.), motivation for change, locus 

of control, cultural/familial beliefs, and personality factors inclusive of, but not limited to, 

absorption, and risk perception. An important area of study will be CAM use as it relates 

to specific diagnostic categories, including malignant pain, symptoms fi-om HIV/AIDS, 

Hepatitis C, psychiatric disorders, stress related conditions, autoimmune disorders, and 

environmental illnesses. 
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5) Similar research in the area of worldviews and health care choices would build on 

results of the present study and involve measures of perceived effectiveness of health 

care choices in relation to worldviews. 

The intention of this study was to examine preliminary information about 

worldviews and health care choices in order to begin to develop tools for health care 

professionals regarding appropriate referrals in an integrative medicine culture. Astin 

(1998) reported that "the most influential or salient factor in people's decision to use 

alternative health care might be its perceived eflBcacy" (Astin, 1998, p. 1552). 

Recognizing formistic worldview as a predictor of conventional health care choices is 

limited, and worldviews need to be considered in combination with expected efiBcacy of 

pain interventions in order to explore how beliefs in health care choices affect wellness. 

Implications and Considerations for Practice 

The implications of the results of this study are that the WHS scale might contribute 

to an assessment process for determining philosophical differences between people with 

nonmalignant chronic pain who use CAM practices and those who do not. Formistic 

worldview might be a stronger predictor of consumers not using CAM methods than 

demographics or other indicators. When combining this information with results of the 

Astin (1998) study, it is comprehensible that further research on worldviews and health 

care choices could contribute to the development of a scale for assessing philosophical 

characteristics that are predictive of CAM use. 

Schwartz and Russek (1997) explored the differences in perspectives on health and 

disease in their descriptions listed as follows: 

1. Formistic: "All structures and functions exist as separate categories" (p. 9). 
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"From a strict formistic perspective, health is the absence of disease" (p. 9). 

2. Mechanistic: "All effects have causes that precede them" (p. 9). "Specific 

germs and specific viruses are envisioned as causing specific diseases, and 

specific drugs are interpreted as causing specific disorders to disappear. 

Similarly, specific psychosocial variables (for example, suppressed or repressed 

emotions) are envisioned as causing specific diseases, and specific psychosocial 

interventions (for example, biofeedback or muscle relaxation) are interpreted as 

causing specific disorders to disappear" (p. 10). 

3. Contextual; "All structures and functions exist in context and are relative" (p. 

9). "From a contextual perspective, a disease can be thought of as being caused 

by an outside agent or as being caused by the host. Certain diseases might require 

the presence of certain pathogens, but whether or not individuals are affected by 

the pathogen might depend on the presence of life stressors, the state of people's 

i m m u n e  s y s t e m  a t  t h e  t i m e ,  a n d / o r  t h e i r  d i e t "  ( p .  1 1 ) .  

4. Organismic: "All structures and functions reflect organizations of interactive 

relationships—parts interact and become whole systems" (p. 9). "The organismic 

hypothesis enables us to study relationships of parts (forms) over time 

(mechanisms) fi-om different perspectives (contexts), and then to integrate them. 

When people say that 'health is a combination of the capacity to heal and the 

capacity to function optimally,' they are implicitly adopting the organismic 

hypothesis" (p. 12). 

While reviewing the different perspectives on health, it seems evident that trends of 

worldviews and health care choices in the present study are consistent with the world 
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hypotheses theory as presented by Pepper (1942). Schwartz and Russek (1997) applied 

Pepper's theory toward creating an integrative model for "One Medicine." In their 

article, "The Challenge of One Medicine: Theories of Health and the Eight 'World 

Hypotheses,'" Schwartz and Russek describe Pepper's four world hypotheses as being 

inclusive of healing modalities in conventional medicine. They added four additional 

world hypotheses to Pepper's original four to formulate the eight world hypotheses. The 

principles in Schwartz and Russek's eight world hypotheses could account for 

philosophies underlying many CAM practices that are otherwise unrecognized by 

mainstream medicine. Their model provides the hope for a language base and system of 

communication for equivalent understanding of multiple philosophies. The eight world 

hypotheses and model for "One Medicine" could be used for the application of a theory 

in integrative medicine. In this manner, ultimately, practices based in older sciences 

could merge with the newer sciences as consumer demands for CAM practices, wellness-

promoting health care, and philosophical congruence in health care continues to increase. 

Research shows that people with chronic pain and disabilities are among the most 

likely to utilize CAM practices in their health care (Krauss, 1998). For rehabilitation 

professionals, the implications of this study are that older consumers with formistic 

worldview, who experience nonmalignant chronic pain, might be less inclined to choose 

CAM health care choices. Further research is needed to understand how worldviews 

contribute to health care choices and perceived efiBcacy of health care practices. 

Summary 

Results of this study provide linkage for understanding how underlying philosophies 

can contribute to the reasons people with chronic pain make health care decisions. 
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Previous researchers using the WHS have discussed the ontological elements related to 

worldviews (Curtin, 1985) and cognitive process (Burke, 2000) involved with organizing 

information and operating from a personal schema. Theoretically, a personal schema is 

one from which individuals and groups approach beliefe about the world, both internally 

and externally (Wilbur, 2000). Placebo studies indicate that beliefs play a primary part in 

the healing process through expectations and relationships with care providers. Further 

exploration of worldviews might contribute to best practices for consimier health care by 

developing communication styles and belief systems consistent with consumers' personal 

schemas. 
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THE UNivERsriYOF 70 

College of Medicine 
Department of Anesthesiology-
Pain Management Service 

ARIZONA P.O. Box 245114 
Tucson, AZ 85724-3114 
(520) 694-9662 
FAX; (520) 694-9696 

HEALTH SQENCES CENTER 

March 21,2002 

Dear Pain Management Clinic Patient, 

We are writing you regarding a research study that is being conducted at the University 
Medical Center Pain Management Clinic. This study will assist in looking at underlying 
worldviews of patients with chronic pain and the health care choices that they make. 

One of the challenges &ced by pain management specialists is that there are many pain 
treatments to chose from. It is difBcult during your appointment time find out which 
treatments might work the best for you. The long-term goal of this research project is to 
determine whether or not the "World Hypothesis Scale" will be predictive of health care 
choices that people with chronic pain make. If this scale can be use^ in such a 
determination, then it will assist in the referral process for treatments that each individual 
believes will be beneficial to them. This could move us closer to the patient 
empowerment model that we promote at the Pain Management Clinic. 

Taking part in this research is voluntary. If you do not wish to participate in this study, 
please return the enclosed postcard and check the box indicating that you DO NOT want 
to be contacted to participate in this study. If you agree to participate in this study, please 
return the enclosed postcard and check the box indicating t^t you DO want to be 
contacted to participate in this study. If you have any questions about the survey, please 
contact the researcher, Tina Buck, at 520-722-1338 or esbuck@dakotacom.net. 
Completing the survey should take no more than an hour of your time and you will be 
compensated for your time. We appreciate your time and hope that you are able to 
participate in this important study. 

Dr. Cela Archembault 

The University of Arizona Colleges of Medicine, Nursing, Pharmacy, and School of Health Related Professions 
University Medical Center and The University Physicians 

mailto:esbuck@dakotacom.net
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Survey Cover Letter 



THE UNivERsriYOF 72 

College of Education 
Department of Special Education. Rehabilicatton 
and School Psychology 

ARIZONA. PO Box 210069 
Tucson. AZ 85721-006'? 
(520) 621-7822 
F.VX (520) 621-3821 

TUCSON ARIZONA 

April 3, 2002 

Dear Study Volunteer, 

Thank you for your participation in this study! Enclosed you will find a Human Consent 
Form that needs to be signed and returned along with the other forms. By signing the 
consent form, you are agreeing to allow me to use the information produced by your 
answers on the forms. I will maintain your confidentiality as indicated on the consent 
form. Please answer all the questions to the best of your ability without leaving any 
question unanswered. This is important for the purpose of accurate data analysis. You 
have the right to not answer any question for any reason. I will contact you by phone if I 
need to clarify responses that are unclear to me or that I cannot read. 

Also enclosed is a money order for $10 to compensate you for your time. I very much 
appreciate your time and energy that you are taking in order to complete the survey. 

Please DO NOT contact anyone at the Pain Clinic for questions related to this study. If 
you have any questions that come up specifically related to this study, please do not 
hesitate to contact me, Tina Buck, at 722-1338. Please be aware that I am not an 
employee of the Pain Clinic and will not be available to answer any questions that are not 
directly related to this study. If you would like to know the outcome of this study, please 
let me know by returning the form below. 

Tina Buck 
Doctoral Candidate 

Please send the results of the Worldviews and Health Care Choices study to me at the 
following address: 

Sincere!' 

Name: 

Address: 



73 

Appendix C 

Subject Consent Form 
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WORLDVIEWS AND HEALTH CARE CHOICES 
AMONG PEOPLE WITH CHRONIC PAIN 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO iiNSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF 
HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS 
FORM WELL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE 
MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED 
CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT I 
CAN KNOW THE NATURE AND RISKS OF MY PARTICIPATION AND CAN 
DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 
MANNER. 

PURPOSE 
I am being invited to participate voluntarily in the above-titled research project. The 
purpose of this project is to see if there is a relationship between certain ways that people 
see the world (worldviews) and the health care choices that they niake. Increasing 
numbers of consumers are using complementary and alternative medicine. There is 
limited research to show characteristics of people who use complementary and alternative 
medicine. Previous research shows that people benefit from treatments that they believe 
in. The long-term goal is for health care providers to be able to refer patients to health 
care practices that patients believe will be helpful to them 

SELECTION CRITERIA 
I am being invited to participate because I have been randomly selected, along with 365 
other clients, from the active patient charts at the University Medical Center Pain 
Management Clinic, 1 am not an employee or volunteer at the Clinic, I have non-
malignant chronic pain, and I am not related to or an acquaintance of the Principal 
Investigator (Tina Buck). 

PROCEDURE 
If I agree to participate, I will be asked to consent to the following: Complete information 
provided in this survey packet including the consent form, demographic information. 
World Hypotheses Scale, and Health Care Choice List. Completion of this packet will 
take approximately one hour. The only reason I may be contacted by phone regarding 
this study is if I have not conqileted a form accurately. 

RISKS 
Due to the nature chronic pain, a potential risk for completing this survey packet is 
physical pain. There are no anticipated psychological or social risks involved in 
participation in this study. If I feel uncomfortable while completing the survey I will take 
Iveaks and return to the survey at times it will not affect my health. 

BENEnTS 
There is no direct benefit that will result from this study. The long-term goal of this 
study is for health care providers to be able to refer patients to health care practices that 
correspond with patients' beliefe and that patients believe will be beneficial for them in 
their individual health care process. 
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CONFIDENTIALITY 
Records of participation in this research project will be kept confidential to the extent 
permitted by law. To ensure confidentiality, subjects will be assigned a number and 
original identification information will be kept in a secure location ^proved by the 
Human Subjects Committee in the Department of Special Education, Rehabilitation, and 
School Psychology. Only the researcher and supervisor for the secure location where 
records will be stored will have access to records. The data will be stored on a 2^ disL 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
The only cost to subjects participating in this study will be the ^proximate one hour of 
time that it will take to complete the survey. Subjects who con^lete and return the 
survey will be reimbursed $10 for their time. 

AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEHTS HAVE BEEN EXPLAINED TO ME 
AND MY QUESTIONS HAVE BEEN ANSWERED. I MAY ASK QUESTIONS AT 
ANY TIME AND I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY 
TIME WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL 
CARE. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD BE 
EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE OF 
THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO CONTINUE IN THIS 
RESEARCH PROJECT WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. 
THIS CONSENT FORM WILL BE FILED IN AN AREA DESIGNATED BY THE 
HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE 
PRINCIPAL INVESTIGATOR, TINA BUCK, OR AUTHORIZED 
REPRESENTATIVE OF THE SPECIAL EDUCATION, REHABILITATION, AND 
SCHOOL PSYCHOLOGY DEPARTMENT. I DO NOT GIVE UP ANY OF MY 
LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS SIGNED CONSENT 
FORM WILL BE GIVEN TO ME. 

Subject's Signature Date 

DSrVESTIGATOR'S AFFIDAVIT 

I have carefiilly explained to the subject the nature of the above project. I hereby certify 
that to the best of my knowledge the person who is signing this consent form understands 
clearly the nature, demands, benefits, and risks involved in his/her participation and 
his/her signature is legally valid. A medical problem or language or educational barrier 
has not precluded this understanding. 

Signature of Investigator Date 
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Appendix D 

Survey Demographics Form 



43810 meaNo. 

Demographic Information 

INSTRUCTIONS: Please answer the following questions by filling in the appropriate bubble or 
writing the answer in the provided boxes. Please use a pen. 

fOROfFICS 
USE ONLY 

1. What is your sex? Male O Female O 

2. What is your age? | | | years 

3. What is your annual income level? Less than $1S,OOOG 
(Choose one answer only.) $15,000 • $29,000 O 

$30,000 - $49,000 <D 

$50,000 - $74,0000 

$75,000 - $99,0000 
More than $100,000 0 

4. What is the highest level of education that you have completed? .... Elementary SchoolO 
(Choose one answer only.) Junior High/Middle School O 

High School O 
Specialty/Trade School O 

Community College O 
College Graduate O 

Post-Graduate O 

5. Which ethnic group do you identify with the most? American Indian or Alaska Native O 
(Choose one answer only.) Asian O 

Black or African American O 
Hispanic O 

Native Hawaiian or Other Pacific Islander O 
White O 

Some Other Race O 

DEAK31 
(1.2) 

DEMOS 

DEU03 
(1 -6)  

DEMO* 
(1-7) 

DEMOS 
(1-7) 

Reviewer 

REvsaiAB page 1 of 1 
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Appendix E 

Health Care Choice List 



44799 

Health Care Choice List 
No. 

INSTRUCTIONS: Please indicate whether or not you have ever used any of the treatment methods 
in the categories listed below by filling in the appropriate bubble. Please use a pen. 

1. Acupuncture, Moxibustion or Cupping VesO WoO 

2. Energy Medicine (such as Joh Rei, 
Healing or Therapeutic Touch, Reiki, etc.) Ves o NoO 

3. Homeopathy VesO /VoO 

4. Medical Management (medications such as 
Antispasmodics, Pain Relievers or Anti-inflammatories) Ves O /Vo O 

5. Physical or Occupational Therapy Yes o Wo O 

6. Shiatsu or Acupressure Yes O /Vo O 

7. Surgical Procedures: Minimally Invasive 
(procedures such as Botox Injections, Epidurals, 
Nerve Blocks, Nerve Stimulation, Radio Frequency, etc.) Yes O /Vo O 

8. Surgical Procedures; More Invasive 
(surgeries such as Discectomy, 
Spinal Fusion, Corrective Knee Surgery, etc.) Ves O /Vo O 

FOR OFFtce 
use ONLY 

HCCL1 
(Yess 1. 
No*0) 

HCCL2 
(Yas* 1. 
NosO) 
HCCL3 

(Yes« 1. 
No>0) 

HCCL4 
(Yes« 1. 
No«0) 

HCCL5 
(Yes» 1. 
No«0) 

HCCL6 
(Yes a 1. 
NosO) 

• HCCL7 
(Yes s 
NosO) 

HCCLB 
(Yes» 1. 
NosO) 

Reviewer 

REV3/31/02 page lofi 
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Appendix F 

World Hypotheses Scale 



38040 
ect No. 

World Hypotheses Scale 

INSTRUCTIONS: In this questionnaire you will find descriptions of several events or behaviors. 
Below each event is a list of four potential explanations. Each of these explanations is a possible way 
for people to understand the event. There is no right or wrong way to understand any of these 
events. Different people will choose different ways. 

Choose the explanation you prefer for understanding the event and rank that explanation a "1." Then 
choose the explanation that seems the next best to you and rank it a "2." Continue in this manner 
until you have ranked all four of the explanations below each event fronn "1" to "4," depending on how 
they appeal to you. To rank each explanation, write the appropriate number in the box to the left of 
that explanation. Please use a pen and be sure to rank each explanation. 

1. Frank is getting a divorce. 

[ I a. There are a number of ways of looking at Frank's getting a divorce. Emotionally he 
feels one way about it, and morally he feels another way about it. There is no one 
way Frank understands it. 

I I b. Frank is getting a divorce because he and his wife fight constantly. Thus there is a 
specific reason for the divorce. 

I I c. Frank's getting a divorce is the current state in the development of his emotional 
detachment. This development began several years ago and has passed through 
many previous stages. 

I I d. Frank is an immature person. He's the kind of person who has never been able to 
maintain a close relationship. 

2. Alan is borrowing a lot of money. 

[ I a. There are many ways of looking at Alan's borrowing a lot of money. Economically 
he feels one way about it, and emotionally he feels another way about it. There is 
no one way he sees it. 

I I b. Alan is a big spender. He is the kind of person who could be expected to buy 
things before he's saved up for them. 

[ I c. Alan is borrowing a lot of money because he wants to buy a new car. Thus there is 
a specific reason for his borrowing money at this time. 

[ I d. Alan's borrowing money now is one stage in the development of his dependability. 
This development has roots in his past and there are stages in the ftjture through 
which he will pass. 

FOR Of'FlCe 
use ONLY 

WHSia 
(1-4) 

WHS 10 
(1-4) 

WHSIC 
{^'A) 

WHSid 
(1-4) 

WHS2a 
(1-4) 

WHS2b 
(1-4) 

WHS2C (1-4) 

WHS2d 
(1-4) 

Reviewer 

REV3/26/02 page 1 ofS 

nevie' 

n 
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38040 ®?ul)ject No. 

World Hypotheses Scale (Cont'd) 

3. Mark is taking a vacation. 

I [ a. Mark is taking a vacation at this time of the year because he wants to go to Europe 
but can't afford the usual rates. Thus there is a specific reason for his taking a 
vacation now. 

I [ b. This present vacation is one stage in the development of Mark's ability to relax. This 
development began several years ago and has passed through many stages prior 
to reaching its present point. 

I I c. Mark is a fun-loving person. He's the kind of person who really enjoys visiting new 
places. 

I I d. There are many ways to look at Mark's taking a vacation. Socially he feels one way 
about it, and economically he feels another way. There's no one true way Mark 
understands it. 

4. David is taking a new job. 

I I a. David is taking a new job because he wants more creative, challenging work. Thus 
there is specific reason for his taking a new job at this time. 

I I b. David is a real go-getter. He is always striving to get ahead. He's the kind of person 
who could be expected to get into new things. 

[ I c. There are several ways to look at David's taking a new job. Monetarily David feels 
one way about it, and professionally he feels another way. There's more than one 
way David sees it. 

I [ d. David's taking a new job is one stage in the development of his competence. This 
development began several years ago and passed through many stages before 
reaching its present phase. 

5. Peter is moving to a new place to live. 

I I a. Peter is moving to a new place to live because last week he received a notice that 
his apartment building was being torn down. Thus there was a specific cause for 
moving to a new place. 

I I b. There's no one way to look at Peter's moving to a new place. Socially he feels one 
way about it, and economically he feels another way. There are many ways Peter 
understands it. 

I I c. Peter is a drifter. He's the type of person who has never put any roots down and is 
always moving around. 

I I d. Peter's present move to a new place to live is only one stage in the development of 
his independence. This development has roots in the past and there are stages in 
the future through which Peter must pass on his way to adulthood. 

POP opFice 
USeONLY 

page 2 of 5 
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World Hypotheses Scale (Cont'd) 

^ ĵect No. 

POP OFFICE 
use ONLY 

6. Mike is starting college. 

[ [ a. Mike is a good student. Mike is the kind of person who has always done well in 
school and could be expected to go to college. 

[ [ b. There are several ways to look at Mike's starting college. Economically he feels one 
way about it, and intellectually he feels another way. There are several ways Mike 
looks at this event. 

I [ c. Mike is starting college because he wants to become a doctor. Thus there is a 
definite reason Mike is starting college now. 

I I d. Mike's starting college is one stage in his intellectual development. This 
development began several years ago and has passed through many stages before 
reaching its present level. 

7. Steven's income is increasing. 

I I a. Steven's present income is part of the development of his earning power. This 
development began during his teenage years with his first job and has progressed 
through several stages to its present state. 

I [ b. Steven's income increased because his union negotiated a new contract that 
provided for a pay increase. Thus there was a specific cause for the increase in 
Steven's income. 

I I c. There are several ways to look at Steven's income increasing. Professionally he 
feels one way about it, and economically he feels another way. There are many 
ways Steven understands this event. 

I I d. Steven is an aggressive guy. He's the kind of person who knows how to take 
advantage of a business opportunity. 

8. Bob is not doing his job. 

I I a. Bob is a rather incompetent person. He's the kind of person who's always making 
mistakes. 

I [ b. Bob's not doing his job is part of a larger pattern of reacting to increased 
responsibility. This pattern began when he was quite young and developed through 
his teenage years. 

I I c. Bob is not doing his job because he thinks the machines at his plant are old and 
unsafe. Thus there is a definite reason why Bob is not doing his job. 

I I d. There are several ways to look at Bob's not doing his job. Professionally he feels 
one way about it, and psychologically he feels another way. There are several ways 
Bob looks at it. 

WHSea 
(1-4) 

WHS6t) 
(1-4) 

WHS6C 
(1-4) 

WHsea 
(1-4) 

WHS7a 
(1-4) 

WHSTb 
(1-4) 

WHS7C 
(1-4) 

WHS7a 
(1-4) 

WHSBa 
(1-4) 

WHsab 
(1-4) 

WHSae 
(1-4) 

WHsaa 
(1-4) 

page 3 of 5 
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World Hypotheses Scale (Cont'd) 

9. Harry has emotional problems. 

I I a. Harry's present emotional problems represent the current stage in the development 
of his ability to handle stress. This development began several years ago when 
Harry was quite young. 

I I b. There are several ways to look at Harry's having emotional problems. Socially he 
feels one way about it, and intellectually he feels another way. There's no one way 
Harry looks at it. 

I I c. Harry has emotional problems because his wife left him recently. Thus there is a 
specific cause for Harry's emotional problems. 

I I d. Harry is a nervous person. He's the kind of person who could be expected to have 
emotional problems. 

10. Jack Is starting a new business. 

I I a. There are many ways to look at Jack's starting a business. Monetarily he feels one 
way about it, and professionally he feels another way. There is more than one way 
Jack sees it. 

I I b. Jack's starting a new business is the current stage in the development of his 
initiative. This development began several years ago and has passed through 
several stages prior to the present one. 

I I c. Jack is a person who is not afraid to take a risk. He is the kind of person who could 
be expected to start a new business. 

I I d. Jack is starting a new business because his old business was wiped out in a fire. 
Thus there is a specific cause for him starting a new business at this time. 

11. Louis is painting a portrait. 

I I a. Louis is a very artistic person. He's the kind of person who expresses his feelings 
by painting. 

I I b. Louis is painting a portrait because he has promised to do a family portrait for a 
friend. Thus there is a specific reason for his painting a portrait at this time. 

I I c. There are many ways to look at Louis' painting a portrait. Professionally he feels 
one way about it, and economically he feels another way. There are many ways he 
looks at it. 

I I d. Louis' painting a portrait is one stage in the development of his artistic style. This 
development began several years ago and has passed through several previous 
stages. 

FOR OFPICe 
use ONLY 

page 4 of 5 
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World Hypotheses Scale (Cont'd) 

• 
• 
• 
• 

organizing some party or get-together. 

FOR OFFICE 
USeOM.Y 

12. Greg is giving a party. 

a. Greg Is a very sociable, outgoing person. He's the kind of person who is always 

b. There are many ways to look at Greg's giving a party. Socially he feels one way 
about it, and psychologically he feels another way. There is no absolute way Greg 
looks at it. 

c. Greg's present act of giving a party is best seen as the present stage in his social 
development. Greg passed through several phases prior to this present one. This 
present behavior makes sense as part of the current stage in his development. 

d. Greg is giving a party because his parents are celebrating their 25th wedding 
anniversary. Thus there was a definite reason for his giving a party at this time. 

page 5 of 5 
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Appendix G 

Review of Literature on Characteristics 

Associated with CAM Use 



Review of Literature on Characteristics Associated with CAM Use 

Study #Sub Setting # 
C 

Age % 
Use 

Outcomes 
D=Demographics; P=Psychology or Philosophy; C=Health Condition 

Astin (1998) 1035 National 
Phone 
Survey 

17 25-64 40% D: More educated, reporting poorer health status, more congruence with 
values, beliefs, and philosophical orientations toward health and life 
P; Holistic orientation to health, transformational experience that changed 
the person's worldview, commitment to environmentalism, feminism, and 
spirituality and personal growth psychology 
C: Anxiety, back problems, chronic pain, urinary tract problems 

Eisenberg et 
al. (1993) 

1539 National 
Phone 
Survey 

16 25-49 34% D: Non-Black persons, 25-49 years old, relatively more education and higher 
income 
C: Back problems, anxiety, headaches, chronic pain, cancer or tumors 

Eisenberg et 
al. (1998) 

2055 National 
Phone 
Survey 

16 35-49 42% D: Non-Black persons, 35-49 years old, increased education and income 
C: Chronic conditions including back problems, anxiety, depression and 
headaches 

Elder, 
Gillcrist, & 
Minz(1997) 

113 Family 
Practice 
Patients 

8 M=40 50% D: No significant differences attributed to gender, education, age, race or 
clinic attended 
P: Belief that CAM methods would work and achieve faster resolution of 
symptoms 
C: Back and neck pain, headache, anxiety, emotional problems, infections, 
musculoskeletal problems 

Paramore 
(1997) 

3450 National 
Phone 
Survey 

4 M=42 10% D: Older, mostly middle-aged, white, enrolled in HMO or independent 
practice association plan, living in western states 
P: Twice as many visits to conventional providers, reported much higher 
levels of unmet need for medical care 
C: One or more health conditions; back, neck, and shoulder pain; headaches, 
stress, and anxiety 

Wainapel, 
Thomas, & 
Kahan(1998) 

103 Rehab 
Outpatient 
Care 

40 M=41 29% D: No significant differences attributed to age, gender or presenting 
condition oo 
P: 53% reported some degree of efficacy from CAM use 
C: Musculoskeletal pain involving spine and extremities 
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22435 
Panel No. 

Health Care Choice List Development 

INSTRUCTIONS: Please respond to each of the interventions listed below in the following manner 

1. On the 4-point effectiveness scale, please fill in the bubble by the number that best represents 
your view on how effective each treatment category is for use in pain management. 

2. On the CON (conventional medicine) to CAM (complimentary and alternative medicine) 9-point 
scale, please fill in the bubble by the number that best represents your interpretation of how closely 
related the intervention is regarded to be on a continuum of CON (-4) to CAM (+4). 

NOTE: Please use a pen to fill in the bubbles. 

DEFINITIONS: For the purpose of this study, the following definitions are provided as guidelines: 

Chronic Pain: For the purpose of clinical assessment at the University Medical Center Pain 
Management Clinic, chronic pain is defined as a painful condition interfering with daily functioning for a 
period of 6 months or longer, or 3 months or longer in cases of reflexive sympathetic dystrophy. 

Description of Subjects: Clientele of the University Medical Center Pain Management Clinic are 
characterized by the treatment team as having complex painful disorders for which they have seen 
multiple health care practitioners with little or no relief prior to being seen by the experts at this Clinic. 
Many are considered disabled by their painful conditions and approximately 40% are being treated 
through the Industrial Commission's Worker's Compensation benefits. Approximately 50% of the 
clients have spinal pain and the remainder have headache, neurological, sports-related, or pelvic pain. 
Only clients with non-malignant chronic pain are included in the subject pool for this study. 

Complementary and Alternative Medicine (CAM): "Complementary and alternative medicine can 
be defined as those medical systems, practices, interventions, and applications that currently are not 
part of the dominant or conventional medical system." (Chez & Jonas, 1997, p. 1156) 

Conventional Medicine (CON): Conventional medicine, also referred to as allopathic, orthodox, or 
traditional medicine, refers to the use of health care practices that are acceptable to the dominant 
mainstream medical culture and system. 

1. Acupuncture, Moxibustlon, or Cupping: 

a. Not Effective O Somewhat Effective O Effective O Very Effective O 

b. CON -40 -30 -20 -rO OO TO 20 30 40 CAM 

2. Alexander Technique or Feldenkrais: 

a. Not Effective O Somewhat Effective O Effective O Very Effective O 

b. CON -40 -30 -20 -rO OO 10 20 30 40 CAM 

3. Aroma Therapy or Bach Flower Remedies: 

a. Not Effective O Somewhat Effective O Effective O Very Effective O 

b. CON -40 -30 -20 -rO OO TO 20 30 40 CAM 
Reviewer 

HCCLDIa 
(1-4) 

HCCLDIb 

HCCLDZa 
(1-4) 

HCCLDZb 

HCClSaa 
(1-4) 

HCCLD3b 

REV 1/21/02 page 1 of 3 



22435 Panel No. 

Health Care Choice List Development (Cont'd) 

4. Biofeedback or Autogenic Training: 

a. Not Effective O Somewfiat Effective O Effective O Very Effective O 

b. CON -40 -30 -20 - r o  00 ro 20 30 40 C4/lf 

5. Body Work: ly/lassage, Rolling, or Polarity Therapy: 

a. Not Effective O Somewhat Effective O Effective O Very Effective Q 

b. CON -40 -30 -20 -7 0 00 ro 20 30 40 CAM 

6. Chinese or Western Herbalism: 

a. Not Effective O Somewtiat Effective O Effective O l/ery Effective O 

b. co/v -40 -30 -20 - r o  00 ro 20 30 40 C4/if 

7. Energy Healing: Joh Rei, Healing/Therapeutic Touch, or Reiki: 

a. Not Effective O Somewhat Effective O Effective O Ve/y Effective O 

b .  co/v -40 -30 -20 - r o  00 r o  20 30 40 CAM 

8. Homeopathy: 

a. A/of Effective O Somewhat Effective O Effective O Ve/y Effective O 

b. co/v -40 -30 -20 - r o  00 r o  20 30 40 CAM 

9. Manipulative Therapies: Chiropractic, Osteopathic Manipulation, or Cranial Sacral: 

a. Not Effective G Somewhat Effective G Effective G Very Effective G 

b. CON -40 -30 -20 - r o  00 r o  20 3 0  4 0  C4Af 

10. Medical Management: Antispasmotics, Pain Relievers, or Anti-inflamatories: 

a. Not Effective G Somewhat Effective G Effective G Very Effective G 

b. CON -4 0 -30 -20 - r o  00 ro 20 30 40 CAM 

FOR OfFtCe 
use ONLY 

11. Nutritional Therapy or Lifestyle Diet: 

a. Not Effective O Somewhat Effective O Effective O l/eo' Effective O 

b. CO/V -40 -30 -20 - r o  00 r o  20 3 0  4 o  C4/if 

12. Physical or Occupational Therapy: 

a. Not Effective O Somewhat Effective O Effective O Very Effective O 

b. COA/ -40 -30 -20 - r o  00 r o  20 3 0  4 0  CAM 

page 2 of 3 
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Panel No. 

Health Care Choice List Development (Cont'd) 

13. Prayer or Other Spiritual Intervention: 

a. Not Effective O Somewhat Effectived Effective O Very Effective O 

b. CON -40 -30 -20 -10 00 10 20 30 40 CAM 

14. Psychology: Counseling, Psychotherapy, or Art Therapies: 

a. Not Effective Q Somewfiat Effective O Effective O Very Effectived 

b. CON -40 -30 -20 - r o  00 7 0  20 3 0  4 0  CAM 

15. Relaxation, Visualization, or Hypnotherapy: 

a. Not Effective O Somewhat Effective O Effective O V/iery Effective O 

b. CO/V -40 -30 -20 - / O  0 0  7 0  20 3 0  4 0  CAM 

16. Shiatsu or Acupressure: 

a. Not Effective O Somewhat Effective O Effective O Very Effective O 

b. COW -40 -30 -20 - 7 0  0 0  7 0  2 0  3 0  4 0  CAM 

17. Surgical Procedures: Minimally Invasive (Botox Injections, Epidurals, Nerve Blocks 
or Nerve Stimulation, Radiofrequency, etc.): 

a. Not Effectived Somewhat Effectived Effectived Very Effectived 

b. CON -40 -3d -2d - 7 0  Od 70 20 30 40 CAM 

18. Surgical Procedures: More Invasive (Discectomy, Spinal Fusion, etc.): 

a. Not Effectived Somewhat Effectived Effectived Very Effectived 

b. CON -4d  -3d  -2d  - Id  Od 70 20 3d 4 0  CAM 

19. Yoga, Chi Gong, or Tai Chi: 

a. Not Effective d Somewhat Effective d Effective d Very Effective d 

b. CON -40 -30 -2d  - 7 0  Od 7 0  20 3d 4d  CAM 

FOR OFFCe 
use ONLY 

HCCLDl3a 
(1-4) 

HCCLD13b 

HCCLDl4a 
(1.4) 

HCCLDl4t} 

HCCLDlSa 
(1-4) 

HCCLDlStJ 

HCCLDiea 
(1-4) 

HCCLDiet) 

HCCLD17a 
• (1-4) 

HCCLDlTb 

HCCLDIBa 
(1.4) 

HCCLDlBb 

HCCLDrSa 
(1-4) 

HCCLD19t) 
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