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ORIGINAL ARTICLE

Is There Any Difference in the Use of Complementary and Alternative
Therapies in Patients Asthma and COPD? A Cross-Sectional Survey

Emine Argüder, M.D.,1 Sevim Bavbek, M.D.,2,∗ Elif Şen, M.D.,3 Kenan Köse, Ph.D.,4 Özlem Keskin, M.D.,2
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1Department of Chest Diseases, Bayındır Hospital
2Department of Allergy, School of Medicine, Ankara University

3Department of Chest Diseases, School of Medicine, Ankara University
4Department of Biostatistics, School of Medicine, Ankara University

Background. Data on the use and efficacy of complementary and alternative medicine (CAM) in patients with asthma are limited, and there is
a lack of studies documenting the use of CAM in patients with chronic obstructive pulmonary disease (COPD) in Turkey. Aim. To determine the
prevalence of CAM usage in patients with asthma and COPD and to assess the clinical and demographic factors associated with the use of CAM.
Materials and methods. A total of 521 patients (313 with asthma and 208 with COPD) were randomly enrolled into this cross-sectional survey. A
face-to-face interview was conducted using a structured questionnaire. Results. One hundred sixty-three patients (52%) with asthma and 70 patients
(33%) with COPD were reported to be using some form of CAM (p < 0.001). The most popular modalities were herbal remedies (46% and 28%
in the two groups, respectively) and animal products (28% and 5% in the two groups, respectively). CAM-practicing asthma patients were typically
younger with longer duration of disease and higher income than the CAM-practicing COPD patients. For the patients, the main source of information
on CAM practices was their relatives and friends. Only a small number of the patients consulted with their physicians about CAM. The main reasons
to use CAM for patients with asthma and COPD were harmlessness and symptomatic relief, respectively. CAM-related adverse effects and difficulties
to obtain CAM were significantly higher in patients with asthma than in patients with COPD. Conclusion. There is a high prevalence of CAM usage
in patients with asthma and COPD in Turkey. Hence, becoming familiar with CAM therapy and inquiring about patient practice of CAM as part of
the routine medical history will allow the physicians to provide reliable information to their patients on these medical practices.

Keywords Asthma, COPD, complementary therapy, alternative therapy

Introduction
Complementary and alternative medicine (CAM) has been

defined as a group of diverse medical and health care systems,
practices, and products that are not presently considered to
be a part of conventional medicine. There are five main cate-
gories, with some overlap, that fall under CAM practice such
as alternative medical systems, biologically based practices,
energy therapies, manipulative and body-based methods, and
mind-body medicine (1). The usage of CAM is increasing
substantially in both developed and developing countries (2–
4). The practice of CAM varies among cultures according
to beliefs, religions, lifestyles, and probably specific herbs
that grow in certain geographic areas. In Turkey, a country
with strong traditions and cultural preferences, it is not sur-
prising to find a high prevalence of CAM usage. However,
the usage of CAM in Turkey has been subject of only few
studies. The results of these studies indicate that prevalence
of CAM practice ranges between 38% to 70% in patients
with chronic diseases, varying due to geographic and so-
ciodemographic features of the study groups. These figures
are not drastically different from world-wide usage of CAM
(5–8).

∗Corresponding author: Prof. Dr. Sevim Bavbek, Department of Allergy,
Ankara University, School of Medicine, Cebeci, Ankara, Turkey; E-mail:
bavbek@medicine.ankara.edu.tr

Chronic obstructive pulmonary diseases (COPD) and
asthma are similar respiratory disorders in that they are
chronic and characterized with decreased air flow. How-
ever, there are key differences between what causes them
in terms of genetic, environmental or infectious origin, and
the contribution of emotional status and nutrition. The aim
of current conventional treatments for asthma and COPD is
not directed to the different causes that lead to them, but to
control the disease by using various bronchodilator and anti-
inflammatory drugs. Unfortunately, COPD is less likely to
respond to available treatments than asthma (9–11).

Patients with severe, but not life-threatening disease are
generally interested in seeking help from CAM (1). Al-
though patients with asthma and COPD show interest in the
use of CAM, the available data on this are limited (2, 12–
14). Only seven studies on the adult population with asthma
have been found in the English literature, and the major-
ity of these studies were conducted in Europe, the United
States, and Australia (15, 16). The literature for the use of
CAM in COPD is even more limited (2, 14). While asthma
and COPD are quite common in Turkey with a 3% to 5%
prevalence of physician-diagnosed asthma (17, 18) and 10%
to 14% prevalence of physician-diagnosed COPD (19, 20)
among the adult population, only two studies, one in chil-
dren and the other in adults, evaluated the prevalence and
types of CAM in patients with asthma in Turkey. According
to these studies, almost half of the adults or children with
asthma used some form of CAM (21, 22). However; there is
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no published study in any peer-reviewed journals about the
usage of CAM in patients with COPD in Turkey. Therefore,
in this study we aimed to determine the prevalence and types
of CAM practice and to assess the clinical and demographic
factors that lead to the usage of CAM among Turkish patients
with asthma and COPD. Despite the similar daily symptoms
endured by patients who have these diseases, we postulated
that the long-term clinical outcome and response to available
treatments would influence patient decision to incorporate
CAM practices to their therapy.

Methods
Study Population

The study was conducted in Ankara University, Medical
School, Departments of Chest and Allergic Diseases. A total
of 313 adults with asthma and 208 adults with COPD were
randomly enrolled into the study. The study population in-
cluded patients from all regions of Turkey. These patients
were on regular follow-up and had complete health care cov-
erage. Asthma patients were diagnosed clinically by the pres-
ence of recurrent symptoms, such as wheezing, shortness of
breath, cough, and objective signs of reversible airway ob-
struction as stated by recent guidelines (23). Patients with
COPD were diagnosed according to GOLD criteria (24).
Severities of both diseases were classified as mild, inter-
mittent/mild persistent, moderate persistent, and severe/very
severe by their physicians on the basis of current Interna-
tional Guidelines (23, 24). The responders were assured of
the voluntary nature of the survey and the confidentiality of
their responses and all provided verbal informed consent.

Questionnaire
A face-to-face interview was performed by the special-

ist who conducted follow-up with the patient. Patients with
COPD were recruited from the Department of Chest Dis-
eases, and patients with asthma were recruited from the De-
partment of Allergy. A specifically designed questionnaire
was used to evaluate the prevalence, types, and patterns of
CAM in both diseases (Appendix 1). The questionnaire was
developed by the authors and used in a previous study (22).
It consisted of questions about the patients’ demographics
including age, gender, educational status, monthly family
income (it was then converted to the Euro, which was calcu-
lated using September 2006 exchange rates), status of being
inpatient or outpatient, the duration of disease, prescribed
medications, emergency room visits, hospitalizations, and
presence of comorbid diseases. Additional items concerning
reasons for using or not using CAM therapy, personal opin-
ions on the potential efficacy and side effects of CAM, and
their compliance to pharmacological treatment while they
were using CAM were also included. To facilitate discussion
on their practice of CAM, if any, a list of different types of
CAM practices was also offered.

Atopy Diagnosis
Skin prick test, serum levels of specific immunoglobulin

E (IgE), and history related with atopy were used to confirm
the diagnosis of atopy. Allergen extracts along to appropriate
positive (histamine: 10 mg/mL) and negative (saline) controls

were applied on the forearm using the prick technique.
Prick test response to common aeroallergens (a wheal size
≥3 mm), Dermatophagoides pteronyssinus, D. farinae, a
mixture of grass pollens, a mixture of weed pollens, a mix-
ture of tree pollens, a mixture of cereal pollens, a mixture
of molds, and animal epithelia (cat and dog) was considered
positive.

Statistical Analysis
Comparisons between patients with COPD and patients

with asthma, as well as comparisons between CAM used by
patients with COPD and asthmatic patients were performed.
Statistical analysis was initially made within two groups, all
COPD and asthma patients, and then data were compared
between CAM using COPD and asthma patients. SPSS sta-
tistical software for Windows, version 11.5 (Chicago, IL),
was used for statistical analysis. Results were expressed as
mean ± SD (standard deviation). For categorical data, the
Chi-square test and Fisher-Exact test were used to compare
the difference between asthma and COPD. For continuous
data, the t test for independent samples and Mann-Whitney
U test were used; p < 0.05 was considered statistically sig-
nificant.

Results
Study Groups

A total of 521 patients were included in the study con-
ducted between November 2004 and September 2006. The
majority of patients were recruited from an outpatients’
clinic. Baseline demographic findings and clinical charac-
teristics of the study groups have been shown in Table 1. The
mean ± SD (median) age of patients with asthma and COPD

Table 1.—Demographic and clinical characteristics of the study groups.

Asthma (n = 313) COPD (n = 208) p value

Age (yrs) [mean ± SD]
(median)

46.31±12.85 (45.00) 64.89 ± 9.44 (65.00) <0.01

Gender, n, female/male 254/59 28/180 <0.001
(%) female/male 81.2/18.8 13.5/86.5 <0.001
Duration of disease (yrs)

[mean ± SD] (median)
11.42 ± 10.27(8.00) 8.55± 6.63(7.00) <0.05

Outpatient/inpatient, n 211/102 150/58 >0.05
(%) 67.4/ 32.6 72.1/ 27.9
Educational status, n (%)

Never 30 (9.6) 24 (11.5)
1–8 year 137 (43.8) 121 (58.2)
9–11 year 66 (21.1) 41 (19.7) >0.05
>11 year 80 (25.5) 22 (10.6)

Monthly income (Euro)
[mean ± SD] (median)

557 ± 496 (395) 379 ± 224 (310) <0.001

Severity of the diseases,
n (%)
Mild intermittent /mild 68 (21.7) 3 (1.5)
Mild persistent
/moderate

145 (46.3) 56 (27.2)

Moderate /severe 87 (27.8) 89 (43.2) <0.001
Severe/Very severe 13 (4.2) 58 (28.1)

Pleasure from current
therapy, n (%)

301 (96.16) 200 (96.15) >0.05

Regular use of
prescription
medication, n (%)

278 (88.81) 192 (92.30) >0.05

Hospitalizations with
exacerbation, n (%)

101 (32.26) 86 (41.34) <0.05

Prevalence of use of
CAM, n (%)

163 (52.07) 70 (33.65) <0.001
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254 E. ARGÜDER ET AL.

Table 2.—Demographic and clinical factors associated with CAM usage in patients with asthma and COPD.

CAM user asthmatics (n = 163) CAM user COPD pts (n = 70) p value

Age (yrs), [mean ± SD] (median) 47.36 ± 12.39 63.32 ± 9.56 <0.01
Gender n, female/male, 127/36 15/55 <0.001
(%) female/male 77.9/22,1 21.4/78.6
Duration of disease (yrs) [mean ± SD] (median) 11.81 ± 5.81 (9) 8.41 ± 5.81 (7.5) <0.01
Outpatient/inpatient, n (%) 97/66 51/19

59.5/40.5 72.9/27.1 =0.052
Educational level, n (%)

Never (%) 19 (11.7) 7 (10)
1–8 year (%) 76 (46.6) 40 (57.1) p> 0.05
9–11 year (%) 30 (18.4) 15 (21.4)
>11 year (%) 38 (23.3) 8 (11.4)

Monthly income (Euro) [mean ± SD] (median) 514.76 ± 483 (370) 342.66 ± 142 (280) <0.01
Severity of the diseases, n (%)

Mild intermittent/mild 26 (16) 1 (1.5)
Mild persistent/moderate 72 (44.2) 13 (18.6) <0.001
Moderate/severe 55 (33.7) 29 (41.4)
Severe/very severe 10 (6,1) 27 (38,6)

Satisfaction from current therapy, n (%) 156 (95.7) 66 (94.3) >0.05
Regular use of prescribed medication, n (%) 146 (89.6) 66 (94.3) >0.05
Hospitalization rate with exacerbation, n (%) 66 (40.5) 35 (47.1) >0.05
Type of CAM used

Herbal, n (%) 146 (46.6) 60 (28.8) <0.05
Animal, n (%) 88 (28.1) 10 (4.8) <0.001
Speleotherapy, n (%) 24 (7.7) 2 (1.0) <0.05
Others, n (%) 18 (5.8) 4 (1.9) >0.05

Duration of the use of CAM (month) [mean ± SD] (median) 8.71 ± 17,00 (2.00) 8.79 ± 17.58 (2.00) >0.05
Discontinuation of drugs during CAM use, n (%) 29 (17.9) 6 (8.8) >0.05
Adverse effect of CAM (%) 35 (21.6) 6 (7.4) <0.01
Consult the physician for CAM n (%) 23 (14.2) 7 (10.4) >0.05
Difficulty to reach CAM n (%) 34 (21.0) 3 (4.4 ) <0.01

were 46.31 ± 12.85 (45) and 64.89 ± 9.44 (65) years (p <
0.01), respectively. While there was a female predominance
(81.2%) in patients with asthma, males were predominant
(86.5%) in COPD group. The mean ± SD (median) duration
of disease in patients with asthma and COPD was 11.42 ±
10.27 (8) and 8.55 ± 6.63 (7) years, respectively (p < 0.05),
with significantly longer duration of the disease in asthma-
tics. Educational levels of patients in both groups were not
statistically different (p > 0.05) with the majority of pa-
tients in both groups being below high school level (53.4%
vs. 69.7% of asthma and COPD patients, respectively). While
disease severity was classified as mild intermittent, mild per-
sistent, moderate, and severe in 21.7%, 46.3%, 27.8%, and
4.2% of patients with asthma, respectively, 1.5%, 27.2%,
43.2%, and 28.1% of the patients were classified as having
mild, moderate, severe, and very severe disease, respectively,
in the COPD group. A total of 88.8% of asthma patients
and 92.3% of COPD patients reported regular use of pre-
scribed medications, and almost all patients in both groups
reported satisfaction with their current drug therapy. The
rate of hospitalization in the previous year was significantly
less among patients with asthma (32.2%) than patients with
COPD (41.3%) (p < 0.05), and asthma patients had better
pulmonary functions test results (p < 0.001). Nearly half of
the patients (45.7%) were defined as atopic according to the
positivity on skin prick test. However, atopic status was not
evaluated in patients with COPD.

There was no statistical difference in terms of the total
prevalence of comorbid diseases in both diseases (52.1% vs.
50.0% of asthma and COPD patients, respectively) but upper
respiratory tract disease in asthma (39.2%) and cardiovascu-
lar disease in COPD groups (%64.2) showed discrepancy ac-
cording to proportional distribution within two groups (p <
0.001).

Comparison of Asthmatic CAM Users or Nonusers
The mean age, gender, educational level, atopic status, du-

ration of the disease, and presence of additional diseases were
not different in CAM users and nonusers (p > 0.05). How-
ever, asthma patients who used CAM reported lower levels
of monthly family income and higher rates of hospitalization
than patients who did not use CAM (p < 0.01).

Comparison of CAM User or Nonuser COPD Patients
The mean age, educational level, monthly income, duration

of the disease, presence of additional disease, and rate of
hospitalization were not different in patients who used or did
not use CAM (p > 0.05). However, males were predominant
among COPD patients who did not use CAM (p < 0.05).

Comparison of CAM users with Asthma and COPD
A total of 163 patients (52.07%) with asthma and 70 pa-

tients with COPD (33.65%) reported at least one type of
CAM usage during their illness. The overall use of at least
one type of CAM was significantly higher in patients with
asthma than in patients with COPD (52.07% vs. 33.65%;
p < 0.001). The details of CAM-using asthma and COPD pa-
tients are shown in Table 2. CAM-using asthma patients were
younger than CAM-using COPD patients (47.36 ± 12.39 vs.
63.32 ± 956, respectively, p < 0.01) and had longer duration
of disease ( 9 vs.7.5, respectively, p < 0.01). Educational lev-
els in both groups were similar (p > 0.05). Monthly income
(Euro) was significantly higher in patients with asthma than
COPD (514.76 ± 483.80 [370] and 342.66 ± 142.21 [280]
[p < 0.01], respectively). Both groups had previously used
CAM for about the same duration (8.71 ± 17.00 months in
the asthma group, 8.79 ± 17.58 months in COPD group, p >
0.05). It was observed that the higher the severity of disease
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in patients with asthma the higher the prevalence of CAM
usage (p < 0.01); however, this was not the case with the pa-
tients with COPD (p = 0.064). Regular use of pharmacologic
treatment, healing from current therapy, and the rate of hos-
pitalizations were similar (p > 0.05). Among CAM-using
patients with asthma and COPD, 56.8% vs. 64.7%, respec-
tively, were satisfied with current prescribed drugs. However,
only very few of them (3.1% vs. 8.8%, respectively) referred
CAM as better than prescribed drugs, and 39.5% and 23.5%
of them, respectively, believed that the combination of CAM
and prescribed drugs were better than either treatment alone.

The most commonly used type of CAM was herbal therapy
followed by animal products in both groups. Herbal reme-
dies, animal products (quail egg, royal jelly, mule milk, turtle
blood, mole meat), and Speleotherapy, certain conditions of
caves and mines, were used in 46.6%, 28.1%, and 7.7% of
patients with asthma, respectively. Similarly, herbal remedies
were common (28.8%) in patients with COPD patients and
only a few of them tried animal products (4.8%). Linden,
dog rose, garden sage, chamomile, thyme, and dried nettle
were among the most common herbal remedies used by pa-
tients with asthma or COPD. Other CAM practices such as
ayurveda, breathing exercise, massage therapy; Turkish bath,
yoga, acupuncture, religious therapy, aromatherapy, and reiki
were rarely tried by patients in both groups.

The ratio of patients who stopped taking prescribed med-
ication during CAM usage was not statistically different
among patients with asthma and COPD (17.9% and 8.8%,
respectively). A few number of patients consulted with their
physicians about the use of CAM (14.2% in asthma patients
and 10.4% in patients with COPD, p > 0.05). Asthma pa-
tients expressed more difficulty in reaching CAM than pa-
tients with COPD (21% vs. 4.4%, p < 0.01).

Almost one fifth of the asthma patients, who used CAM,
reported CAM-related adverse effects, and this was signif-
icantly higher than the COPD patients who made similar
reports (21.5% vs. 7.4%, p < 0.01). In the asthma group,
the following were reported as adverse reactions: pruritus
(in 7 patients), angioedema (in 3 patients), dyspnea (in 11
patients), increase in blood pressure (in 1 patient), gastric
pain (in 2 patients), arthralgia (in 1 patient), weight gain (in
3 patients), and elevated cholesterol level (in 1 patient). Only
4 patients with COPD reported CAM-related adverse reac-
tions such as angioedema, elevated blood pressure, diarrhea,
and gastric pain. All the reported adverse reactions by both
groups were associated with herbal products. None of the
reactions were observed or documented by the physicians
who performed this survey. Among asthma patients the main
reason to use CAM was reported as “it is harmless” in 82.4%,
which was followed by “symptomatic relief” in 46.3% and
“for improved general health” in 14.2%. However, symptom
relief (30.8%) was the main reason for patients with COPD,
and only 12% of them considered CAM as harmless. Very
few patients reported the reason to use CAM as a way of
ameliorating the side effects of prescribed medicines. Not
believing in the benefits of CAM was the most commonly
expressed reason in patients uninterested in CAM in both dis-
ease groups; however, this ratio was markedly higher in pa-
tients with COPD (29.4% vs. 41.3% for patients with asthma
and COPD, respectively). Reliability and potential for ad-
verse reactions associated with CAM were also considered

Figure 1.—Reasons for using CAM for study groups.

by patients with asthma who did not use CAM (24.3% and
18.5%, respectively). Figures 1 and 2 summarize the rea-
sons and factors that lead to the usage or decline of CAM
practices.

The usage of CAM was recommended to patients with
asthma and COPD by their friends (44.4% vs. 21.6%, re-
spectively), the media (13.4% vs. 4.3%, respectively), or
their physicians (1.3% vs. 1.4%, respectively).

Discussion
This study showed that almost half of the adult patients

with asthma or COPD used various forms of CAM, although
its prevalence among asthma patients was significantly higher
than that of patients with COPD. We selected patients with
asthma and COPD for this study because symptoms associ-
ated with both diseases are very similar, but there are striking
differences in response to treatment and long-term outcomes.
We predicted that these differences would affect patients’ de-
cisions to incorporate CAM practices to their therapy. There
is a growing body of evidence that the CAM treatments are
getting popular among patients with chronic diseases such

Figure 2.—Reasons for not using CAM for study groups.
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as asthma and COPD, which are characterized by increased
morbidity and disability (3, 15). Large population surveys
indicate that the prevalence of CAM usage ranges anywhere
between 4% to 79% in adults with asthma (3, 4, 16). For ex-
ample, the prevalence of CAM usage was 27.2% in patients
with asthma living in Singapore (12). Another set of data
from several European countries showed that this number
could vary between 33% to 49% in patients with asthma who
used CAM previously (13, 15). Furthermore, in the United
States, alternative practice was reported by 42% of adults
with asthma (25). Similarly, our previous study in which the
same questionnaire (22) had been used showed that 43% of
adult patients with asthma used CAM. The prevalence of the
use of CAM in this current study among asthma patients was
comparable with the results of the other surveys from various
geographic and cultural areas worldwide.

Although public interest in CAM has grown substantially,
the usage of CAM in patients with COPD has gained much
less interest (2). In Australia, CAM use was reported by 41%
of patients with COPD (14). The prevalence of the usage of
CAM in our patients with COPD (33.65%) was in accordance
with findings in Australia.

A number of factors have been related with large variability
in the reported prevalence rates of CAM use. Demographic,
socioeconomic, and cultural features may be associated with
the use of CAM. Some research results showed that younger
age, female gender, longer disease duration, higher incomes,
and higher levels of education could be predictive of CAM
use (12, 26, 27). In our study, age, gender, or educational
status did not appear to be important for CAM usage in
patients within each of the disease groups. However, when
comparing between the disease groups, the majority of the
asthma patients who used CAM appeared to be younger,
mostly women, with a longer history of having the disease,
and higher monthly family income than the COPD patients
who used CAM. This finding seems to be related to the demo-
graphic features of all of the asthma patients since their mean
age was lower, most were women, and their monthly family
income was higher than those of the entire COPD patients.

There is no clear answer as to why patients seek CAM, but
some reasons include persistent symptoms leading to dissat-
isfaction with conventional therapy and a search for some-
thing natural, safe, and effective for symptoms by patients
who have chronic, severe, and incurable diseases (15, 16,
26). The reasons for using CAM in our patients are thought
to be in accordance with these findings.

The ratio of patients who reported satisfaction with pre-
scribed drugs was significantly lower among CAM-using
asthma and COPD patients compared with whole patients
with COPD and asthma. This dissatisfaction and the assump-
tion about safety of CAM may influence patient attitudes
towards CAM. Additionally, the severity of the disease may
play a role in the use of CAM as observed in both groups
where there was a significant tendency to use CAM in pa-
tients with more severe asthma or COPD.

Although CAM comprises well over 100 different ther-
apies, acupuncture, aromatherapy, breathing techniques,
herbal products, homeopathy, and yoga are the most
frequently tried therapies among asthma patients (3, 16).
Similarly, acupuncture, herbal medicine, homeopathy, and
nutritional therapies such as vitamin, coenzyme Q10, and

omega-3/fish oil are popular among patients with COPD
(14). Use of various CAM methods may vary among different
cultures (28). Our patients previously had rarely tried some
popular CAM methods such as acupuncture, aromatherapy,
homeopathy, reflexology, and spinal manipulation. The use
of CAM is not covered by the National Health Insurance Sys-
tem in Turkey, which could explain the very limited usage
of these CAM modalities. Overall, herbal medicine was the
most popular CAM intervention for our patients. This could
be related to the relative inexpensiveness and availability
of natural herbs and the popular beliefs on their relative
safety and effectiveness. Additionally, usage of some unusual
animal-derived products such as quail egg, mule milk, turtle
blood, and mole meat appeared to be related to the cultural
or geographic characteristic of our study groups. Contrary
to the easy access to natural herbs, not surprisingly, patients
with severe asthma who mostly used unusual CAM such as
turtle blood, mole meat, or mule milk reported difficulties
in reaching these reagents. Speleotherapy, which is based on
microclimate of the caves and is popular in the Balkans (29),
was widely used by our asthma patients as well. There are
some popular caves in the southern part of Turkey that are
often visited by asthma patients in the hope to improve their
respiratory symptoms.

Overall there is no adequate evidence of efficacy for the
use of many CAM therapies in the respiratory diseases, per-
haps, owing to the lack of well-controlled studies investi-
gating this issue (2, 30, 31). Conversely, some encouraging
data with herbal products have been reported; double-blind
placebo-controlled trials demonstrated that plant-based for-
mulations were safe and effective on pulmonary function
parameters and clinical symptoms in patients with asthma
(32, 33). However, the effectiveness of herbal medicines in
COPD has not been established yet (34).

Contrary to the lack of objective data regarding effective-
ness of CAM, it is often perceived as effective by patients
who have tried it (35). In our study, more than half of the
CAM users in both groups reported dissatisfaction with their
current medication, but only a few of them reported that CAM
was more effective than the prescribed medicines. Unfortu-
nately, we did not have any way of objectively measuring
these responses to support the reported efficacy. Information
on CAM was typically obtained through the press, television,
Internet and other media, friends, and physicians (36). In the
present study, friends’ advice on CAM was the singular, most
influential source of information, also in accordance with the
recent findings from the asthmatic populations in European
countries (15). According to the data obtained from most
European countries (15), the media appeared to not play an
important role as a source of information about CAM. The
low level of education in both groups may have lead to lim-
ited use of media as their source of information. Almost
all patients who tried CAM did not receive information from
their physician. On the contrary, this was not the case in most
European countries such as Italy, Germany, and Switzerland
where the use of CAM was recommended and provided by
physicians to a large extent (15). Moreover, only a few of our
patients discussed the use of these therapies with their physi-
cian. There is no survey about Turkish physicians’ attitudes
and personal beliefs towards CAM practices; however, com-
plementary and alternative modalities are not taught as part
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of Turkish medical school curriculum, which could alone be
an important factor in the lack of physician contribution.

A significant association between noncompliance with
prescribed medicine and switching to CAM followed by ad-
mission to hospital was observed in patients with both asthma
and COPD (37). Fortunately, only a small number of patients
stopped taking prescribed medication during CAM use in
our study. We did not systematically evaluate compliance of
the patients but our patients were regularly followed by spe-
cialized asthma and COPD clinics, and this may explain the
low ratio of noncompliance among our patients to prescribed
medicine.

Although most CAM methods are known to be safe, there
is still a considerable risk of adverse effects and some-
times severe reactions may appear (2, 38, 39). For example,
herbal medicines have been associated with severe adverse
effects and drug-herb interactions (2, 39). Indeed, in our trial,
all adverse reactions were related to herbs and were self-
reported. However, we did not systematically evaluate the
CAM-related adverse effects, which should be considered as
a limitation of this study.

In conclusion, considering the popularity of CAM usage
among patients with asthma and COPD, physicians who are
dealing with these patients should consider inquiring about
the CAM practices of their patients as a part of their rou-
tine medical history and furthermore be prepared to pro-
vide reliable information on these common practices to their
patients.
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Appendix
1. Patient’s name:
2. Out-patient/inpatient:
3. Age/sex:
4. Place of birth:
5. Place of residence:
6. Occupation:
7. Educational status:
8. Marital status:
9. Social security:

10. Monthly income (convert to Euro):
11. Atopy:
12. Disease: Asthma/COPD:

-Duration:
-Severity

13. C morbid diseases:
14. Spirometry results:
15. “Are you satisfied with your current prescribed

drugs?”
16. “Do you use your prescribed drugs regularly?”
17. “Have you ever been admitted to hospital or emergency

room or hospitalized due to asthma or COPD within the
previous year?”

18. “Have you ever used any form of CAM?”
If the answer is no:

19. “Why didn’t you use it?”
If the answer is yes:

20. “Why did you use CAM?”
21. “How did you hear about CAM?”
22. “What kind of CAM you used such as herbal medicines,

quail egg, ayurveda, speleotherapy, breathing tech-
niques, massage, Turkish bath, yoga, hypnosis, acupunc-
ture, aroma-therapy, mind-body therapies, or another
method?”

23. “How long have you used CAM?”
24. “Have you ever experienced any adverse effects of

CAM?”
25. “Which therapy is better?”
26. “Did you ask your doctor for an information about

CAM?”
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