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ABSTRACT  

 

Partnerships and concordance are desirable concepts for optimal health care.  The concept of 

concordance is based on negotiation between equals in a therapeutic relationship, forming a 

therapeutic alliance between all partners. One field of healthcare in which concordant 

relationships may be particularly desirable is complementary and alternative medicine (CAM).  

CAM is increasingly used by consumers worldwide, and provider-patient relationships are 

important across the spectrum of CAM-to-conventional medicine; thus it was considered useful 

to research CAM and concordance in parallel.  The objective of this problem-detection study 

(PDS) was to investigate practitioners’ (general practitioners’, pharmacists’ and CAM 

practitioners’) views on their relationships and reaching concordant partnerships with consumers 

in the areas of both conventional medicine and CAM.  Focus groups and semi-structured 

interviews guided the development of the PDS instrument.  The questionnaire consisted of 36 

items corresponding to seven thematic units deduced from the preliminary data.  The differences 

in perceptions between the surveyed groups indicated that achieving concordance relies on 

mutual respect and communication and understanding of roles, responsibilities and limitations, 

and differences in opinion may be compromising the formation of partnerships.  Potentially 

problematic issues identified by this research could be addressed by educational interventions and 

enhancement of communication between all parties involved, as information loses value when not 

shared, and may be prone to contradiction and confusion.  Further research is warranted in order 

to facilitate positive changes in the health system. 

 

Key words:  concordance, complementary and alternative medicines, therapeutic alliance, 

problem-detection study (PDS), partnerships, perceptions. 
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INTRODUCTION 

 

The terms used to describe complementary and alternative medicine (CAM) can have significant 

impact on its credibility, application and regulation in the medical profession (1, 2).  CAM is 

defined as a “broad range of healing philosophies, schools of thought, approaches, and therapies 

that mainstream Western (conventional) medicine does not commonly use, accept, study, 

understand, or make available” (3).   The current definitions and divisions of CAM and 

conventional therapies are largely politically and culturally determined, which often gives 

therapies and societal politics precedence over individual patients’ needs (4, 5).  This potentially 

confuses the roles of various health care providers with whom the patient consults.  There is also 

evidence that some practitioners are integrating CAM and conventional services (6).  Many  

community pharmacists in Australia supply and advise on CAMs, and are in a unique position to 

be involved in CAM treatments as the ‘first port of call’ (7) and to promote the correct use of 

CAMs (8).  Some conventional medicine practitioners have argued that bringing CAM into the 

mainstream is a way of transforming medicine and reinstating focus on the patient, not the 

disease (9, 10).  This perspective is also consistent with the increasing focus on ‘concordance’ in 

relationships with patients in conventional health care (9). 

 

Most concordance initiatives have originated in the UK, and examined only one aspect of the 

concordance spectrum, the patient-doctor agreements, with focus on the complexities and 

multifaceted nature of consumers’ and health professionals’ interactions (11-14).  There are no 

defined concordance models operating in Australia.  Research into integration of health 

disciplines is required, the focus being the consumer.  
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OBJECTIVE 

 

The objective of this study was to investigate health practitioners’ (general practitioners’ (GPs), 

pharmacists’ and CAM practitioners’) views on their relationships and reaching concordant 

partnerships with consumers regarding use of CAM. 

 

It was hypothesised that health care providers (general practitioners, pharmacists and CAM 

practitioners) shared the majority of perceptions with respect to their mutual relationships, 

concordance and to the use of conventional medicines and CAM. 

 

METHOD 

 

Problem-detection study (PDS) methods were used.  PDS allows investigation of similarities and 

differences between what different groups of people consider to be significant issues (15-19).  

Focus groups are generally used to develop a survey instrument (usually a self-completed 

questionnaire), which is then applied in relevant target groups as versions worded appropriately 

to those groups (15-19).  This facilitates identification and comparison of similarities and 

differences between the views and perceptions of different groups (15-19). 

 

The groups of interest in this study were GPs, pharmacists, CAM practitioners (such as 

naturopaths, homoeopaths, herbalists) and consumers, as the key parties involved in establishing 

concordant relationships.  This paper reports on the responses from the GPs, pharmacists and 

CAM practitioners to investigate issues surrounding the consumer-centeredness and perceived 
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relationships of the respective health care practitioners.  The PDS enabled examination of their 

views, beliefs, perceptions and experiences, and identified differences and similarities between 

the groups.  Consumers were the fourth group who took part in this study; these data will be 

reported elsewhere  

 

The study was granted ethical approval (number 2005/6) by the Human Research Ethics 

Committee of the School of Pharmacy, The University of Queensland. 

 

Development of Survey Instrument 

 

The themes for the PDS survey instrument were derived from focus groups involving, as separate 

groups, nine CAM consumers, seven conventional medicine consumers and nine pharmacists, 

and personal interviews with 10 GPs in Brisbane, Australia, between February and December 

2004.  These data were obtained under a previous research protocol (and ethics approval).    

Practical limitations precluded the conduct of focus groups of GPs and CAM practitioners. 

 

Manual thematic analysis of the transcribed focus group and interview data identified 32 issues 

consistent between GPs, conventional medicine consumers, pharmacists and CAM consumers.  

Independent review of these themes by the three researchers indicated that they were sufficiently 

broad to be considered representative of the relevant health practitioner groups, so further 

involvement of CAM practitioners was not pursued.  The 32 issues were then summarised 

through a systematic process of data reduction by the principal researcher (JF), resulting in seven 

themes.  This process was reviewed independently by the other two researchers (20, 21).  No 

particular number of themes was sought in this analysis.  The seven consolidated themes were: 
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1. Communication and information sharing; 

2. Harmonious partnerships through understanding individuals’ agendas; 

3. Consumer empowerment through accurate/timely information; 

4. Empirical beliefs about efficacy; 

5. Beliefs about acute, as distinct from chronic, therapy; 

6. Continuum of conventional to complementary and alternative health care; 

7. Concordance. 

 

These themes were presented in the questionnaire via 36 statements, to which respondents were 

invited to indicate their level of agreement.  The 36 statements were developed by the principal 

researcher (JF), with validity checked independently by the other two researchers (ST, LE).  The 

concepts were worded as statements referring to specific relationships and situations, and not as 

issues or problems. (15-19).  Each statement was presented against a five-point Likert scale: 

‘strongly agree’, ‘agree’, ‘neutral’, ‘disagree’ and ‘strongly disagree’.  A sixth option (‘not 

applicable/don’t know’) was included to discriminate between neutral and absence of opinion 

(20, 22) and identify the relevance of each statement to the respondent groups.  The statements 

were randomised to reduce response bias within themes (20, 22).  The questionnaires were 

anonymous and uniquely coded by respondent group. 

 

Pre-testing of the questionnaire was conducted with six pharmacists, five CAM practitioners, and 

five GPs recruited through personal contact.  A pre-paid return envelope was attached to the 

questionnaire.  All of the pilot questionnaires were completed and returned.  The respondents 

indicated that the questionnaire took around 10 minutes to complete and the statements were 
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comprehensible.  These responses were included in the final analysis, since no changes were 

made following the trial. 

 

Recruitment of Participants 

 

The sole aim of recruitment was to allow exploration of the relevant research questions, with 

differences assessed using chi-square analyses for the ordinal-level data.  It was aimed to have at 

least 50 participants in each group.  Further analysis was originally planned for the pharmacist 

group, and it was intended to exceed the minimum sample requirement for this group.  Self-

selection/participation bias was expected to influence response in all groups. 

 

Data collection took place over three months, as follows: 

 

A. The pharmacists were recruited through distribution of questionnaires by the researcher to a 

convenience sample (pharmacists in community pharmacies, a private hospital pharmacy, 

attendees of an education seminar, and pharmacist participants’ contacts) in Brisbane, Australia.  

In the absence of guidance from previous studies, a return rate of 50% was estimated (23-26).  In 

total, 300 questionnaires were distributed. 

 

B. The GPs were recruited via distribution of questionnaires through two Brisbane and one Gold 

Coast1 Divisions of General Practice (DGP2).  The DGPs acted as agents for the researchers to 

retain confidentiality of members’ contact details.  A total of 250 GPs were mailed the 

questionnaires.  A response rate of up to 30% was expected due to the documented challenges in 

recruiting GPs into sociological research (27-32). 
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C. The CAM practitioners were recruited through mailing of the questionnaires to a randomly 

selected sample of CAM practitioners identified from the Yellow Pages telephone directory in 

five inner-city Brisbane suburbs.  In the absence of previous research, a response rate of 

approximately 50% was estimated, necessitating distribution of at least 100 questionnaires.  Two 

hundred questionnaires were distributed.  All of the CAM practitioners were telephoned one 

week after mailing to prompt response (21). 

 

The survey was closed at 12 weeks after distribution, when ongoing returns, via the postage-paid, 

addressed envelopes, from each respective group of participants were negligible (20, 22). 

 

Analysis 

 

The data analysis involved: 

 

1. Face validity checks of the data: checking of all of the returned questionnaires for 

completeness by the principal researcher (JF).  Only one questionnaire was returned blank. 

 

2. Random check of the data entry accuracy: performed by independent systematic 

comparison of every fifth row entry in the Excel® spreadsheet with the original questionnaire.  

Six erroneous data entries were corrected.  The check of data entry was repeated using every 

fifth entry commencing at a different row, and found accurate. 
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3. Data screening and analysis of the demographic (categorical) data.  Checks for out-of-range 

values and missing data revealed no errors. 

 

4. Descriptive analysis of the demographic data.  These data included years in practice 

(practitioners), gender, and practice settings of health practitioners reported descriptively as 

frequencies.  No weightings were applied in the case of under-representation of particular 

groups, as wider extrapolation of data was not intended. 

 

5.  Data screening and analysis of the 36 statements (ordinal data): checking for out-of-range 

values, missing data, and the proportion of ‘don’t know/not applicable responses’. 

 

6. Descriptive statistics of the 36 statements.  These data were analysed descriptively, with 

medians and frequencies of response options (33, 34), and compared between respondent 

groups.  The data presented here are descriptive summaries of the trends. 

 

RESULTS 

 

Description of Samples 

 

Response rates varied by group: 23% for GPs (57/250), 30% for CAM practitioners (60/200) and 

57% for pharmacists (172/300), meeting the minimum requirements for cell sizes for chi-square 

analyses. The ratio of female:male respondents was approximately 3:2 for pharmacists and CAM 

practitioners, while more male than female GPs participated (Table 1).  The majority of GPs 
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reported more practice experience than the pharmacists, while the CAM practitioner sample had a 

somewhat even distribution across the range (Table 2). 

 

Opinion Statements 

 

Statements relating to the ‘communication and information sharing’ theme indicated that all three 

groups broadly agreed with importance of information sharing between consumers and health 

providers and the time spent together.  Variation was noted between the groups in their views on 

the amount of information being shared (Table 3). 

 

The three groups of participants recognised the importance of harmonious partnerships and 

understanding.  Each group believed that their partnership with consumers to be more 

empowering for consumers than those of the other practitioners (Table 4). 

 

Most participants recognised the need to include consumers’ views and responsibilities when 

considering treatment choices.  CAM was perceived as empowering to the consumer only by the 

CAM practitioners (Table 5). 

 

There was a pronounced difference in opinion between conventional and CAM practitioners with 

regards to the effectiveness of CAM, their regulation, and the nature of their use (acute as distinct 

from chronic use of CAM) (Tables 6 and 7). 
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Although the majority of participants from all three groups perceived their mutual 

communication as important, they reported differences in opinion in the areas that should 

facilitate this communication (e.g. trust in others’ knowledge capacity) (Table 8). 

 

Most participants reported that their partnerships with consumers were the strongest, while the 

other two parties disagreed.  All three groups agreed that consumers were comfortable discussing 

medical issues with pharmacists. 

 

DISCUSSION 

 

Discussion of the Methods 

 

This study provided a novel extension of PDS methods to a topic of increasing importance – 

relationships between health professionals and their relationships with consumers, groups of 

respondents not traditionally allied in sociological research.   

 

There are few reports on PDS methodology, and response rates in the available PDS reports are 

variable and low (15-19). For example, a PDS recently conducted in Australia successfully 

recruited only 287 of 1500 consumers, 51 of 210 pharmacists, and only 18 of “several hundreds” 

of doctors (19).  GPs’ participation in the present study was acceptable, compared to other studies 

with and without incentives (27-32).  In addition, it is well documented in the literature that 

response rates to mailed surveys are low, variable and highly unpredictable (19-21, 27, 28, 30-32, 

35, 36).  Techniques to enhance response (return postage and reminder calls) (36-38) were 
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applied here.  Only the CAM practitioners received a reminder about the survey, as contact 

details of other participants were not collected. 

 

Respondent bias is inherent in survey research, and it is assumed that the more opinionated or 

interested members of a population will participate (20, 21).  Purposive sample methods were 

applied here as seeking opinions from those who have an active interest in the topic is desirable to 

address the research question. (20, 21). 

 

The samples of respondents were not matched for demographic characteristics.  One notable 

trend was towards less experienced pharmacists (predominantly seminar attendees).  Due to the 

sample sizes and approaches involved, the findings from this study may not be generalised to 

other populations.  However, as discussed below, a number of logical consistencies were noted 

between groups of respondents, suggesting profession-oriented opinions rather than opinions 

relating to age or experience.     

 

Observed Similarities 

 

There were numerous statements on which the majority of participants across all three groups 

agreed.  These issues are less likely to cause ‘problems’ in the relationships between these 

groups.  Common beliefs were that: 

 

• Consumers share the same type of personal health information with different types of health 

care practitioners; 
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• Insufficient information is exchanged between consumers and conventional health 

practitioners; 

• Consumers would lose confidence in treatment if they did not spend enough time with their 

health care providers; 

• Consumers prefer making treatment choices by themselves when they receive enough 

information on treatments from their health care practitioners; 

• Consumers’ direct involvement in treatment decisions is always valued; 

• Consumers would like to take more responsibility for their treatments by becoming more 

involved in their treatments; 

• It is important to inform the consumer on their treatment even if it is working for them; 

• Medical doctors are not comfortable with their patients seeing CAM practitioners; 

• There is a need for all  practitioners to communicate, although the treatments they provide 

may differ; 

• Consumers’ choice to use CAMs is not respected by all health practitioners involved in their 

care. 

 

These concepts suggest that there is a degree of goodwill between the three groups of 

participants, and communication and consumers’ direct involvement in their treatment were 

perceived as important.  Many of these statements are indirectly related to concordance. 

 

Some of the statements on which the majority of respondents agreed defied logic.  For example, 

there was a majority opinion across all groups that there is a ‘need for CAM practitioners and 

conventional practitioners to communicate’, but also that ‘medical doctors are not comfortable 

with their patients seeing CAM practitioners’.  This disparity suggests the need for research into 
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bridging gaps and resolution of differences.  While ‘professionally desirable’ responses might be 

suspected in such a survey, it should be remembered that these responses were anonymous. 

 

A related perception is that consumers’ choice to use CAM was not respected by all health 

practitioners involved in their care.  It has been reported that around 60% of people fail to 

disclose their CAM use to their doctor (even less likely if they perceived a participatory style of 

consultation from their doctors) (39, 40).  Other studies show that that the use of CAM is not 

discussed sufficiently between doctors and patients, despite the doctors’ awareness of the 

widespread CAM use and, at times, positive attitudes towards CAM (40-43).  This places 

consumers in a position of either managing their own rights and responsibilities, ignoring those 

who do not respect their choices, or, perhaps, withholding information from those who may be 

disapproving, all of which could compromise patient care. 

 

Observed Differences 

 

Numerous differences in perceptions were identified in the PDS: 

 

• CAM practitioners had distinct opinions on their information exchange with consumers in 

terms of quantity and clinical content.  GPs and pharmacists generally disagreed with these 

views.  This discrepancy can diminish mutual respect between practitioners and directly or 

indirectly compromise consumers’ disclosure of their use of all medicines. 

 

• CAM practitioners perceived that they were more adept at acknowledging consumers than 

were doctors, and held the most empowering and satisfying partnerships with consumers.  
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The GPs and pharmacists tended to oppose these views.  It would be useful to  observe 

channels of communication between the groups and learn about their effectiveness and public 

portrayal.  Pronounced divisions have been reported between CAM and conventional 

paradigms in mainstream medicine (44-47). 

 

• The finding that CAM practitioners perceived GPs to encourage less consumer input into 

treatment decisions than themselves is somewhat unusual.  However, the majority of 

pharmacists and GPs themselves also agreed.  It could be valuable for the conventional 

practitioners to further elucidate what exactly are the perceived ‘positives’ of the CAM 

paradigm that are so appealing to the consumer. 

 

• CAM users were perceived as more empowered than non-users by CAM practitioners 

(opposed by the GPs and pharmacists).  How this can be used to the advantage of all parties, 

and how lessons could be learned from these perceptions in the conventional health care arena 

by adopting CAM-related consumer empowerment strategies, could be explored.  In addition, 

it has been suggested that perhaps there are not only alternative therapies, but ‘alternative 

patients’ as well (people more inclined to use CAM), and identifying them early would help 

health providers establish better relationships (48). 

 

• Participants’ misperceptions regarding ‘only effective CAMs being sold in Australia’ were 

potentially the most dangerous, since this statement is not true.  CAMs are usually marketed 

without any assessment of efficacy reviewed by the Therapeutic Goods Administration (49).  

Education on the benefits, risks and marketing regulations on CAMs should be directed to 

these health practitioners to improve their therapeutic judgement. 
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• CAM practitioners were the only group who perceived that CAM could be used as emergency 

treatment, which raises questions about their underlying education.  Further, the majority of 

GPs and pharmacists thought that CAM practitioners did not know when CAM was not 

enough, a view opposed by the majority of CAM practitioners.  The obvious mistrust towards 

the CAM practitioners is not conducive to professional relationships.  However, positive 

findings have been noted elsewhere; for example, 96% of 105 Australian naturopaths reported 

effective knowledge about possible issues associated with natural products (50). 

 

• GPs were perceived by pharmacists and CAM practitioners as not creating a comfortable 

environment for discussion with consumers.  This identifies some areas of concern, especially 

with the GPs’ opinions tending towards neutrality on this issue.  In contrast, recent American 

findings suggest that health professionals are becoming more sensitive to patients’ use of 

CAM, some even calling themselves ‘holistic’ in order to attract more clients (51, 52). 

 

• Pharmacists were perceived by the majority of the other participants as insufficiently 

informed about CAM, and pharmacists’ own opinions tended towards neutrality.  This 

identifies some concerns for the Australian pharmacy profession, given the ready availability 

of CAMs in pharmacies.  This concurs with findings that pharmacists desire further education 

on CAM (53-56).  The majority of pharmacists had neutral views on consumers’ comfort with 

regard to discussing side effects and medicine problems with pharmacists - somewhat 

unusual, since pharmacists would be expected to portray more confidence.  Professional 

educational initiatives for pharmacists may go some way to improving this situation. 
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CONCLUSION 

 

The PDS provided an insight into a range of health practitioners’ perceptions and beliefs on 

concordance and conventional and CAM paradigms.  Most of the potentially problematic issues 

could be minimised by targeted professional education interventions and opening of the channels 

of communication between health practitioners, and, ultimately, between consumers and health 

practitioners.  Policy makers should be aware of the potential for and consequences of differing 

opinions between the key health practitioner groups, and trials of new policies are recommended 

in wider populations.   

 

It was hypothesised that health care providers shared the majority of views and perceptions with 

respect to concordance and had similar views and perceptions with respect to the use of 

conventional medicines and CAM.  The data presented here rejected this hypothesis.  The various 

comparisons within this PDS identified potential challenges in achieving concordant relationships 

between GPs, pharmacists, CAM practitioners and consumers, promoting mutual respect, 

communication, and understanding of each others’ and own roles, responsibilities and limitations.  

The differences in opinion on important aspects of concordance may be compromising the 

formation of partnerships in current practice, and therefore warrant further research initiatives in 

order to promote understanding of the underlying issues and facilitate positive changes in the 

health system. 

 

NOTES 

1 Approximately 100km south of Brisbane. 
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2 Budget-holding group of general practitioners; there are 18 Divisions of General Practice in the 

state of Queensland, Australia. 
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Table 1: Gender of participants 

 

Respondent Group Female Male Total %
Pharmacists 106 66 172 59.5%
General Practitioners 26 31 57 19.7%
CAM Practitioners 36 24 60 20.8%
Total 168 121 289 100%
% 58.1% 41.9% 100%  
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Table 2: Self-reported years in practice 
 
 
 
 

Respondent Group Years in Practice 
0-5 6-10 11-15 16-20 21-25 26-30 31+ Total 

Pharmacists 97 17 9 10 15 12 12 172 
GPs 3 9 8 4 15 7 11 57 
CAM Practitioners 15 15 11 8 7 2 2 60 
Total 115 41 28 22 37 21 25 289 
% 39.8% 14.2% 9.7% 7.6% 12.8% 7.3% 8.9% 100.0% 
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Table 3: Theme 1 – Communication and Information Sharing 
 
STATEMENTS*  SUMMARY OF FINDINGS 
1.  Consumers are encouraged to share the 
same type of personal health information with 
their doctor as with their CAM practitioner. 

All 3 groups acknowledged the importance of 
information sharing. 50% of GPs agreed with the 
statement, exceeding the other respondents. 

3.  There is sufficient information exchange 
between consumers and their conventional 
medicine practitioners at present.  
36.  There is sufficient information exchange 
between consumers and their CAM 
practitioners at present. 

Although the majority of all 3 groups indicated 
insufficient information exchange between 
conventional practitioners and consumers, GPs 
shared this view to a lesser degree.  CAM 
practitioners indicated that enough information 
was being exchanged between themselves and 
consumers (69%), the pharmacists were largely 
undecided (35%), while GPs opposed this view 
(76%).  

15.  Consumers lose confidence in the 
success of their treatment if they cannot 
spend enough time in consultation with their 
health care practitioners (conventional and/or 
CAM). 

All 3 groups agreed (around 80% in each group). 

11.  Enough information is given to 
consumers about benefits of their CAM 
treatment for them to feel confident about the 
treatment(s).   
18.  Enough information is given to 
consumers about risks of their CAM treatment 
for them to feel confident about the 
treatment(s). 

The majority of CAM practitioners  reported that 
consumers were sufficiently informed about 
benefits and risks of CAM treatments to feel 
confident (72% on benefits, and 66% on risks), 
while the majority in the other two groups 
disagreed with this view.  27% of CAM 
practitioners remained neutral regarding 
consumers being informed about risks of CAM. 

14.  Enough information is given to 
consumers about benefits of their 
conventional treatment for them to feel 
confident about the treatment(s). 
24.  Enough information is given to 
consumers about risks of their conventional 
treatment for them to feel confident about the 
treatment(s). 

GPs and pharmacists (60% and 56%, 
respectively) agreed that the consumers were 
given enough information about conventional 
treatments to feel confident, while 75% of CAM 
practitioners disagreed. 

* (number refers to the order of statements in the instrument) 
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Table 4: Theme 2 – Harmonious Partnerships through Understanding of Individuals’ Agenda 
 
 
STATEMENTS*  SUMMARY OF FINDINGS 
9.  Consumers’ choice to use CAM is 
respected by all health professionals involved 
in their care. 

All 3 groups tended towards disagreeing with the 
statement (including particularly 88% of CAM 
practitioners).      

31.  Consumers are better acknowledged by 
their CAM practitioner than by their medical 
doctor. 

While 71% of CAM practitioners agreed with the 
statement, 62% of GPs disagreed, and 
pharmacists’ opinions were largely distributed 
between disagreement (43%) and neutrality 
(34%). 

12.  Consumers’ partnership(s) with their 
pharmacist(s) empowers them as consumers 
more than their partnership(s) with their 
CAM practitioner(s).   
26.  Consumers' partnership(s) with their 
medical doctor(s) empowers them as 
consumers more than partnership(s) with 
their CAM practitioner(s). 
34.  Consumers' partnership(s) with their 
pharmacist(s) empowers them as consumers 
more than their partnership(s) with their 
medical doctor(s). 

Each group considered their partnership with 
consumers to be more empowering for 
consumers than those of the other practitioners.  
46% of GPs and 41% of pharmacists were 
neutral on the issue of comparison between 
consumer partnerships with GPs and CAM 
practitioners. Substantial proportions of neutral 
responses were noted in GP (34%) and 
pharmacist (37%) groups for Statement 12, and 
in pharmacists (44%) and CAM practitioner 
(54%) groups for Statement 34. 

* (number refers to the order of statements in the instrument) 
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Table 5: Theme 3 – Consumer Empowerment through Accurate/Timely Information 
 
 
STATEMENTS* SUMMARY OF FINDINGS 
4.  Consumers prefer to make treatment 
choices by themselves when they receive 
enough information on the treatment from 
their health care practitioner (CAM and/or 
conventional). 
22.  Health practitioners (conventional and/or 
CAM) have all the necessary information to 
make decisions about treatment without the 
consumer's direct involvement. 
25.  Consumers would like to take more 
responsibility for their treatments by getting 
more involved in every aspect of it (lifestyle 
and drug treatment). 

Most participants (76% of CAM practitioners, 
and 59% of GPs and pharmacists, respectively) 
agreed that consumers should be directly 
involved in decision making and take more 
responsibility and share responsibility if and 
when they are given enough information by their 
health care provider. 

10.  The medical doctor encourages consumer 
input into treatment decisions more than does 
their CAM practitioner. 

GPs (41%) and pharmacists (37%) were largely 
neutral on this issue. 91% of CAM practitioners 
stated that they encouraged more input than 
medical doctors. 

29.  Consumers who use CAMs are more 
empowered in their treatment than the 
consumers who use solely conventional 
medicines.   

90% of CAM practitioners agreed with the 
statement, while 45% of pharmacists and 67% of 
GPs disagreed. 

* (number refers to the order of statements in the instrument) 
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Table 6: Theme 4 – Empirical Beliefs about Efficacy 
 
 
 
STATEMENTS* SUMMARY OF FINDINGS 
30.  Informing consumers about the treatment 
is not important if the treatment is working.   

All 3 groups (90% of CAM practitioners, 92% of 
GPs and pharmacists, respectively) strongly 
indicated that consumers should be informed 
regardless of the treatment’s effectiveness.  

32.  CAMs have been used for hundreds of 
years, which shows that they must be 
effective. 

53% of CAM practitioners agreed with the 
statement, while GPs (91%) and pharmacists 
(77%) largely disagreed. 

27.  The Australian Government only allows 
sale of CAMs that have been shown to be 
effective. 

The majority of GPs (85%) and pharmacists 
(80%), and, marginally, CAM practitioners 
(52%) disagreed with the statement.  27% of 
CAM practitioner responses were neutral. 

* (number refers to the order of statements in the instrument) 
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Table 7: Theme 5 – Beliefs about Acute as distinct from Chronic Therapy 
 
 
 
STATEMENTS* SUMMARY OF FINDINGS 
2.  The most effective use of CAM is as long-
term therapy. 

Most GPs (63%) disagreed.  The pharmacists and 
CAM practitioners’ opinions were divided. 

13.  CAMs are best used to prevent rather 
than treat disease. 

CAM practitioners (77%) largely disagreed, as 
well as GPs (48%) and pharmacists (37%), 
although with high proportions of neutral 
answers (34% and 36%, respectively).   Further, 
29% of the GPs declined to pass opinion. 

20.  Conventional medicines are the only 
ones to use as emergency treatment. 

GPs (69%) and pharmacists (61%) commonly 
agreed and CAM practitioners (57%) disagreed 
with the statement. 

* (number refers to the order of statements in the instrument) 
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Table 8: Theme 6 – Continuum of Conventional to Complementary and Alternative Health Care 
 
 
 
STATEMENTS* SUMMARY OF FINDINGS 
21.  Medical doctors feel comfortable with 
their patients seeing CAM practitioners. 

63% of pharmacists, 66% CAM practitioners and 
51% of GPs disagreed. 

6.  Pharmacists are knowledgeable about both 
conventional medicines and CAMs.     

72% of CAM practitioners disagreed.  In 
contrast, 53% of the pharmacists agreed, while 
20% remained neutral. Over 40% of the GPs 
remained neutral and 10% declined to give an 
opinion. 

17.  CAM practitioners are sufficiently 
trained to recognise when CAMs are not 
enough and conventional medicines need to 
be used. 

78% of CAM practitioners agreed, while most 
pharmacists (56%) and GPs (75%) disagreed.  
25% of pharmacists and 21% of GPs remained 
neutral. 

8.  There is no need for a patient's CAM 
practitioners and conventional practitioners to 
communicate, since the treatments they 
provide to the patient are completely 
different.   

The majority of participants (37% of CAM 
practitioners, 88% of GPs and 92% of 
pharmacists) in all three groups disagreed. 

* (number refers to the order of statements in the instrument) 
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Table 9: Theme 7 – Concordance 
 
 
STATEMENTS* SUMMARY OF FINDINGS 
23.  It is easier for consumers to feel satisfied 
with their partnership with their CAM 
practitioner than it is to feel the same about 
their partnership with the pharmacist.     
28.  It is easier for consumers to feel satisfied 
with their partnership with their CAM 
practitioner than it is to feel the same about 
their partnership with their medical doctor. 

72% of CAM practitioners indicated that 
consumers had more satisfaction in partnerships 
with them than with GPs or pharmacists.  66% of 
pharmacists and 40% of GPs thought their own 
partnerships with consumers were superior.  
There were notable neutral and non-committal 
responses to statement 28.   

16.  It is easier for consumers to feel satisfied 
with their partnership with their medical 
doctor than it is to feel the same about their 
partnership with their pharmacist.       

Most pharmacists (60%) stated that consumers 
had better partnerships with them than with their 
medical doctors. GPs (47%) thought their 
partnerships were superior, while 44% of CAM 
practitioners and 37% of GPs remained neutral. 

33.  Consumers feel more comfortable 
discussing their concerns about medicine side 
effects with their CAM practitioner than with 
their medical doctor.   
5.  Consumers feel more comfortable telling 
their medical doctor that they are not happy 
with taking a medicine the medical doctor 
prescribed than they do telling the same to 
their CAM practitioner. 

Around 30% of all respondent groups reported 
neutral views to statement 33.  18% of GPs were 
non-committal, and were the only group who 
viewed consumers as being more comfortable 
with them than with CAM practitioners (55% in 
agreement).  The majority of CAM practitioners 
(70% averaged between these statements) stated 
the converse. 

35.  Consumers feel comfortable discussing 
with their pharmacist all of the issues they 
might have with their medicines.   
7.  Consumers feel comfortable discussing 
with their medical doctor all of the issues 
they might have with their medicines. 
19.  Consumers feel comfortable discussing 
with their CAM practitioner all of the issues 
they might have with their medicines. 

All three groups of participants, more for 
pharmacists, agreed that consumers were 
comfortable discussing medicine issues with 
pharmacists.  62% of pharmacists and 70% of 
CAM practitioners indicated that consumers 
were uncomfortable with their GPs, while GPs 
considered their relationships with consumers to 
be most comfortable out of the three. CAM 
practitioners (85%) thought consumers were 
comfortable with them (40% of GPs and 35% of 
pharmacists remained neutral).   

* (number refers to the order of statements in the instrument) 
 
 
 


