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An analysis of a veteran survey on complementary and alternative medicine services revealed 
that health-related self-efficacy predicted their use.

C
omplementary and alterna-
tive medicine (CAM) are 
health and wellness practices 
that are outside conventional 

allopathic medicine. In the U.S., 
the popularity of CAM has grown, 
and patients often use CAM to treat 
pain, insomnia, anxiety, and de-
pression.1-5 Veterans also have been 
increasingly adding CAM to con-
ventional medicine, although lim-
ited studies exist on veteran use and 
attitudes toward CAM.6-8 

Recently, the VA has increased its 
CAM services, offering different treat-
ments at various VA facilities where 
CAM is most commonly used to treat 
anxiety, posttraumatic stress disorder 
(PTSD), depression, and back pain.9 
Some veterans also seek CAM ser-
vices outside the VA.6,8 Across studies 
of veterans and the broader popula-
tion, having more years of education 
and higher income and being middle-
aged, female, and white were associ-
ated with greater CAM use.1,3,6-8 

Some CAM practices, such as acu-

puncture, require a practitioner’s reg-
ular and direct involvement. Other, 
independent CAM practices can be 
taught in classes, individual sessions, 
or through self-instructional multi-
media. Once learned, these practices 
can be done independently, allow-
ing for easier and less costly access. 
Independent CAM practices, such 
as yoga, meditation, breathing ex-
ercises, qigong, and tai chi promote 
general wellness or treat a particular 
ailment. 

Although results have been mixed, 
several studies support independent 
CAM practices for treatment and 
symptom relief. For example, yoga 
improves symptoms in neurologic 
and psychiatric disorders, lessens 
pain, and helps decrease anxiety 
and depression and improve self-
efficacy.10-13 Qigong can improve hy-
pertension and self-efficacy.14,15 

This study examines veterans’ 
attitudes and beliefs about CAM, 
which can affect their interest and 
use of CAM services within and 
outside the VA. The focus is exclu-
sively on independent CAM prac-
tices. At the time of the study, the 
availability of more direct CAM 
practices, such as acupuncture, was 
limited at many VA sites, and in-
dependently practiced techniques 

often require fewer resources and, 
therefore, could be adapted more 
easily. Subsequent references to 
CAM in this study refer only to in-
dependent CAM practices.

The current study surveyed vet-
erans in New Jersey in multiple VA 
clinics and non-VA peer-counseling 
settings as part of an implementa-
tion study of a veteran-centric DVD 
called the STAR (Simple Tools to 
Aid and Restore) Well-Kit (SWK), 
which serves as a veteran introduc-
tion to CAM.16 Before watching the 
DVD, veterans were asked to fill 
out a baseline survey about their 
knowledge, attitudes, beliefs, and 
experiences with CAM as well as 
answer screening and demographic 
questions.

The authors describe the findings 
of the baseline survey to inform 
how to best implement CAM more 
broadly throughout VA. They ex-
pected that knowledge, attitudes, 
beliefs, and experiences with CAM 
would vary by clinical setting and 
respondent characteristics and hy-
pothesized that psychological fac-
tors would be related to interest in 
CAM. Finally, barriers and facilita-
tors of use of CAM are reported to 
inform policies to promote veteran 
access to CAM.

Dr. Held is a clinical psychologist in New York 
City. Dr. Santos is the associate director, and  
Dr. Helmer is the director, both at the War- 
Related Illness and Injury Study Center at the  
VA New Jersey Health Care System in East  
Orange. Dr. Helmer is an associate professor, and 
Ms. Marki is a student, both at Rutgers Univer-
sity-New Jersey Medical School in Newark.
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METHODS
This cross-sectional analysis of the 
baseline SWK surveys had no inclu-
sion or exclusion criteria because 
participation was anonymous. Recipi-
ents received a packet that instructed 
them to complete a previewing survey, 
watch the DVD, and complete a post-
viewing survey about the DVD. Surveys 
were returned in person or by postage-
paid envelopes. No follow-up remind-
ers were provided. This study examines 

data from only the previewing survey, 
and all further references to the veteran 
presurvey refers to it as the survey.

Study sites were the outpatient 
services of the VA New Jersey Health 
Care System (VANJHCS) and a 
non-VHA New Jersey veteran peer-
counseling office. VANJHCS, which 
enrolls patients from northern and 
central New Jersey, offers health care 
services at 2 campuses and 9 out-
patient clinics. Waivers of informed 

consent were approved by the  
VANJHCS Institutional Review Board 
and Research and Development 
Committee given the anonymous 
and low-risk nature of the research.

Participant Recruitment
The survey was distributed at 4 set-
tings selected with a focus on ambu-
latory services and a goal of ensuring 
participant diversity in age, deploy-
ment experience, and mental and 
physical health conditions. At 3 set-
tings, surveys were distributed using 
3 methods: by a researcher; left for 
pickup in waiting rooms; or by se-
lected health care providers at their 
discretion in the context of routine 
clinical visits. The VANJHCS set-
tings were outpatient mental-health 
clinics, outpatient primary-care set-
tings, and outpatient transition-unit 
clinics for recent combat veterans. 
The fourth setting was a commu-
nity veteran peer-support organiza-
tion staffed by veterans and included 
events held at the organization’s of-
fices, veteran informational and 
health fairs in the community, and 
outreach events at college campuses. 
In this setting, veteran peers distrib-
uted the SWK at their discretion; 
they were given suggested talking 
points for distribution. 

Survey Data Collection
Veterans filled out baseline surveys 
before viewing the SWK DVD. The 
surveys were anonymous but coded 
with a number to allow for track-
ing by setting and dissemination 
method. The surveys asked for de-
mographic and health information 
and experience with and interest in 
CAM techniques. To minimize re-
spondent burden, the authors fo-
cused on the most critical domains 
as summarized in the background 
section (demographics; health sta-
tus and symptoms, including pain;  

Table 1. Veteran Interest and Experience in CAM 

Question No. (%)

Veterans who have done at least 1 of the techniques (yoga, meditation, breathing, 
or qigong), either in the past or currently
  Yes
  No
  Missing (no response)

82 (61)
43 (32)
  9 (7)

Veterans who are interested in trying at least 1 of the techniques either  
on their own or with an instructor (individual summary item)
  Yes
  No

73 (55)
61 (45)

Interest in techniques overall (yes reply to any specified technique)
  In terest in learning more about at 1 or more
  In terest in trying 1 or more with an instructor
  In terest in trying 1 or more on their own

71 (53)
61 (46)
26 (19)

Meditation
  In terest in learning more about it
  In terest in trying it with an instructor
  In terest in trying it on their own 

50 (37)
39 (29)
21 (16)

Breathing exercises
  Interest in learning more about it 
  Interest in trying it with an instructor 
  Interest in trying it on their own 

52 (39)
37 (28)
19 (14)

Yoga
  Interest in learning more about it 
  Interest in trying it with an instructor 
  Interest in trying it on their own 

45 (34)
38 (28) 
16 (12)

Qigong or tai chi
  Interest in learning more about it 
  Interest in trying it with an instructor 
  Interest in trying it on their own 

59 (44)
51 (38)
17 (13)

Abbreviation: CAM, complementary and alternative medicine.
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self-efficacy; mental health condi-
tions; knowledge, attitudes, and be-
liefs about CAM).

Demographic Information 
Age range was assessed to avoid col-
lecting identifying information. The 
questionnaire also included gender, 
military era/deployment, employ-
ment status, and race and ethnicity.

•  Self-Rated Health (SF1). Self-
rated health was assessed with a 
widely used single-item question 
that correlates highly with actual 
overall health and with function 
and quality of life.17,18 Respon-
dents were asked to rate their 
health as excellent (5), very good, 
good, fair, or poor (1).

•  Pain Screen (PEG 3-item scale). 
This 3-item screen has shown 
reliability and validity and is 
comparable to longer pain ques-
tionnaires.19 Respondents were 
asked to rate 3 measures of their 
pain and its consequences on a 
scale of 0 (no pain or no interfer-
ence from pain) to 10 (worst pain 
or interference). Responses were 
averaged to determine pain score. 

•  PTSD Screen. This 4-item PTSD 
screen was developed for pri-
mary care and is widely used in 
VA settings.20 For each item, re-
spondents were asked to check 
off whether they have had specific 
PTSD symptoms within the past 
month. The screen was consid-
ered positive with 3 of 4 affirma-
tive responses. 

•  Anxiety and Depression Screen 
(PHQ-4). This 4-item scale com-
bines the brief 2-item scales for 
screening anxiety and depres-
sion in primary care.21 For each 
depression or anxiety symptom, 
respondents selected from “not at 
all,” (1) “several days ”(2), “more 
days than not,” (3) and “nearly 
every day.” (4) For each 2-item 

screen, a sum of 5 or more indi-
cated a positive screen. 

•  Self-Efficacy for Health Manage-
ment (modified). The original 
6-item self-efficacy screen was 
developed to test self-efficacy 
in managing chronic disease.22 
Since not all participants in the 
current study were expected to 
have a chronic disease, the ques-
tions were modified to address 
more general self-efficacy for 
health management. Although 
the scale had not been adapted 
in this way or validated with this 
change, other authors have simi-
larly adapted it to address specific 
chronic diseases with satisfactory 
results.23,24 For each item, respon-
dents were asked to rate their 
confidence in their ability to man-
age aspects of their health on a 

scale of 1 (not at all confident) to 
10 (very confident). Participants 
could also check “not applicable” 
for items that did not apply to 
their health concerns, and these 
items were not counted in the av-
erage score.

•  Familiarity With and Interest in 
CAM. The authors developed a 
checklist to assess whether par-
ticipants had heard of, tried, or 
were practicing the 4 CAM tech-
niques featured in the SWK and 
to gauge their interest in learning 
about them (ie, meditation/guided 
imagery, breathing exercises, yoga, 
tai chi or qigong). For each tech-
nique, respondents selected that 
they have “never heard of,” “heard 
of but never tried,” “have done 
this in the past,” or “are currently 
doing.” For some analyses, the first 

Table 2. Complementary and Alternative Medicine Barriers

Barrier No.

Veterans Reporting 
Barrier, %
(N = 134)

Total Barriers 
Reported, % 
 (N = 233)

I would like to try them but need more 
guidance

62 46 27

I’ve heard of them but never thought to try 
them

43 32 18

They are too expensive 26 19 11

I want in-person instruction but can’t find it 25 19 11

I would like to try them but am too busy 23 17 10

I don’t think they would help me 13 10  6

I am afraid they will make me feel worse 11  8  5

I’m just not interested 11  8  5

Other reason 10  7  4

Never heard of them 7  5  3

I don’t think my doctor would want me to do 
them

2  1  1
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2 and last 2 options were combined 
to determine whether respondents 
had done each practice. They were 
also asked to check off whether 
they would like to learn more 
about the practice and whether 
they would like to try it with an  
instructor and/or try it on their 
own. For some analyses, each 
technique was looked at sepa-
rately, whereas for others, the  
4 techniques were combined to de-
termine whether they had tried or 
were currently doing any of them.

•  Barriers to Practice. The authors 
developed a checklist of 10 barri-
ers to practicing CAM techniques 
based on research but with adjust-
ments to the specific practices and 
population under investigation.25 
The checklist included an open-
end response to allow respon-
dents to add barriers. The barrier 
list was a checklist and not a vali-
dated scale. 

•  Perceived Benefits of CAM. The 
authors developed 2 questions to 
assess the perceived benefits of 
these techniques on functionality 
and overall wellness, rated on a 
Likert scale from 1 (no benefits) 
to 10 (very much). 

Statistical Analysis
Survey instruments were scored ac-
cording to generally accepted and 
published practices. Item-level analy-
sis was performed to identify missing 
responses and describe the sample. 
Summary statistics were reported. 
Pearson product moment correlation 
was used to detect associations be-
tween continuous variables. Analy-
sis of variance (ANOVA) was used 
to detect associations between di-
chotomous and continuous variables. 
Chi-square tests were used to detect 
associations between categorical vari-
ables, specifically looking at clinically 
meaningful differences between vet-
erans who had experience with or 
interest in trying independent CAM 
practices and those who did not. Lin-
ear regression analysis was used to 
determine significant associations 
between participant characteris-
tics and the belief that independent 
CAM practices would be helpful 
with daily function.

RESULTS
The response rate for returning 
surveys was low (n = 134; 18.2%). 
Surveys distributed by peers in the 
community setting had the highest 

response rate (38%), followed by 
surveys distributed in primary care 
(23%). 

Due to the anonymous nature of 
the survey, information on nonre-
sponder characteristics was not avail-
able. Respondents covered a range of 
ages, with 64% of respondents aged 
≥ 50 years. Respondents were men 
(88%) and white (49%) or African 
American (40%). Fifty-five percent 
screened positive for at least 1 mental 
health condition (PTSD, depression, 
or anxiety). The average self-rated 
health was 2.9 on a scale of 1 (poor 
health) to 5 (excellent health). Gen-
der, age range, race, and deployment 
status were comparable with New 
Jersey VA veteran demographics.26

Table 1 shows veteran experi-
ence and interest in CAM practices. 
More than half of veterans who re-
turned the survey reported doing ei-
ther a CAM practice or having done  
1 (n = 82; 61%). Many also reported 
interest in trying at least 1 practice  
(n = 73; 55%) or learning more about 
at least 1 practice (n = 71; 53%) ei-
ther on their own or with an instruc-
tor. More veterans indicated they 
would prefer to try the techniques 
with an instructor (n = 61; 46%) 
rather than on their own (n = 26; 
19%). Chi-square testing showed that 
interest and experience with CAM 
were not significantly associated with 
specific demographic characteristics. 

Several barriers to CAM practice 
were frequently cited (Table 2). The 
2 most commonly endorsed bar-
riers were veterans who wanted to 
try the techniques but needed more 
guidance (n = 62; 46%) and heard of 
CAM but never thought to try them 
(n = 43; 32%). Only a small percent-
age of veterans indicated that they 
did not think the practice would help 
(n = 13; 10%) or were concerned that 
it might hurt them (n = 11; 8%). 

There were several significant 

Table 3. Pearson Product Moment Correlations Between 
Veteran Health Characteristics and CAM Perceptions and 
Behaviors 

Characteristics
These Techniques Could  

Benefit My Overall Wellness
These Techniques Could Help 

Me With Daily Function

Self-rated health    .20a    .23b

Pain scale score − .19a – .27b

Health-related self-efficacy    .30b    .35b

Abbreviation: CAM, complementary and alternative medicine.
This cross-sectional analysis shows the association between better self-rated health, lower pain 
scores, and greater self-efficacy and positive attitudes about CAM.
n = 131, each correlation calculated for subset with complete information.
aP < .05. 
bP < .01.
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bivariate associations (Table 3), 
although overall r2 values were 
low. More severe pain was associ-
ated with a weaker belief that the 
techniques could benefit overall 
wellness (r2 = – .19; P = .04) and 
help daily functioning (r2 = – .27;  
P < .01). Higher health-related self- 
efficacy was associated with a 
stronger belief in the techniques’ 
effectiveness for overall wellness  
(r2 = .30; P < .01) and daily function 
(r2 = .35; P < .01). Higher self-rated 
health was associated with stron-
ger belief in effectiveness for overall 
wellness (r2 = .20; P = .02) and daily 
function (r2 = .23; P < .01). One-way 
ANOVAs found no significant asso-
ciations between belief in the tech-
niques’ effectiveness for wellness or 
for daily activities (for which sta-
tistics are presented here) and posi-
tive screens for PTSD (F1,116 

= 3.04;  
P = .08), depression (F1,116 

= 2.06; 
P = .15), anxiety (F1,122

 = 1.41;  
P = .23), or any of the 3 combined 
(F1,116

 = 3.74; P = .06). None of the 
health factors was associated with 
veteran interest in trying a tech-
nique or with a history of trying at 
least 1 technique.

Of the multivariate linear regres-
sion models examining associations 
between veteran characteristics and 
responses to CAM, only 1 was sig-
nificant (Table 4). Of all the factors 
in the model, only self-efficacy was 
significantly associated with the belief 
that CAM can improve daily function. 
Pain moderated this relationship; 
those with higher pain levels believed 
CAM could help with daily func-
tion only if they also had high self- 
efficacy (interaction term β = 0.27; 
 SE = 0.03). For example, veter-
ans with no pain (pain score 1 on a 
scale of 1-10) had a β = .07 (SE .13,  
P = .28), whereas those with the 
highest pain level (10) had a β = .92  
(SE = .24, P = .001).

DISCUSSION
The authors report 3 main findings 
from this study: Personal charac-
teristics are not associated with 
experience, interest in, or belief in 
the efficacy of CAM; despite a large 
proportion reporting experience 
with CAM, veterans reported sev-
eral barriers to using CAM; and the 
level of pain reported moderated 
the relationship between health-
related self-efficacy and the be-
lief that CAM will help with daily 
function. 

Determining which personal char-
acteristics are associated with CAM 
perceptions may indicate who is will-
ing to try CAM techniques and who 
may require additional education or 
support. Although the authors hy-
pothesized a difference in experience, 
interest, and belief of efficacy accord-
ing to patient characteristics, these 
differences were not demonstrated. 
Some published research supports 

an association between white race, 
female sex, and middle or younger 
age and use of CAM, but this sam-
ple of veterans did not confirm 
these associations.1,3,6-8 

The lack of associations may be 
related to selection bias, reflected in 
the relatively high report of baseline 
use of CAM. Nevertheless, this find-
ing implies that clinicians should 
not make assumptions about an in-
dividual’s experience with CAM or 
interest in trying a modality. From a 
policy perspective, the VHA should 
consider a broad-based approach 
targeting a general audience or mul-
tiple segmented audiences to in-
crease awareness and a trial of CAM 
for veterans. 

Barriers should be considered 
when introducing CAM into rou-
tine clinical care. The current study 
revealed several important barri-
ers to veterans accessing or trying 
CAM techniques, including need for  

Table 4. Belief That CAM Helps With Daily Function  
Regression Analysis 

Factors β Level SE

Age .10 .17

Screened positive for mental health condition -.07 .59

Self-efficacy   .38a .12

Pain score -.09 .11

Self-rated health   .03 .32

Have done CAM in the past or now doing   .05 .55

Pain self-efficacy interaction    .27a .03

Abbreviation: CAM, complementary and alternative medicine.  
Controlling for possible confounding factors, self-efficacy was associated with the belief that 
CAM helps with daily function. Pain moderated this relationship; the association was strongest for 
respondents with high pain scores and high self-efficacy and lowest for those with low pain scores 
and low self-efficacy.
Outcome variable: These techniques could help my ability to do what I need to do in my daily life 
(1-10). Age is an ordinal variable with 6 possible age ranges.
aP < .01.
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guidance, the lack of awareness or 
access, and cost. The VHA services 
are often provided at low or no cost 
to eligible veterans, likely mitigat-
ing the cost barrier to a great ex-
tent. However, being able to easily 
access instruction in CAM modali-
ties in a timely manner may be just 
as important. The authors detected 
a preference among respondents for 
classes to learn CAM (46%) vs inde-
pendently (19%), supported by the 
commonly endorsed barrier to trying 
CAM of “I want in-person instruc-
tion but can’t find it.” Offering CAM 
modalities that can be taught in a 
group or individual setting and later 
practiced independently may be an 
appropriate approach to introduce 
CAM techniques to the largest num-
ber of people and encourage uptake. 
This approach can maximize access 
while satisfying many veterans’ pref-
erences for in-person instruction. 
This leverage of skilled practitioner 
time could be extended for some mo-
dalities through remote telehealth 
participation or on-demand instruc-
tion, such as online videos or DVDs, 
including the SWK.

Chronic pain can be a challenge 
for patients and clinicians to man-
age, so the role of CAM in pain 
management is growing.2,27 The 
study’s findings suggest that moti-
vating veterans with chronic pain 
to try CAM may take extra effort 
by the clinician. Multivariate linear 
regression modeling showed that 
respondents with higher pain lev-
els believed CAM could help with 
their function only if they also had 
high health-related self-efficacy, 
whereas those with low pain scores 
reported this belief even with low 
self-efficacy. Thus, strong self- 
efficacy may overpower doubts 
about CAM that accompany hav-
ing pain. Conversely, high reported 
pain levels may reduce self-efficacy 

and lead to doubts about the ben-
efit of CAM.

In one study, the belief that life-
style contributes to illness predicted 
CAM use, which is similar to this 
study’s finding that health-related self- 
efficacy predicted CAM use.8 Several 
other studies examined CAM use and 
self-efficacy, although usually not self-
efficacy for general health manage-
ment. To promote experimentation 
with CAM, patients with chronic pain 
may require interventions targeted to 
increase self-efficacy related to CAM.

Of the 733 surveys distributed to 
veterans, 134 (18%) responses were 
received. More than 60% of the re-
spondents had tried a CAM tech-
nique, higher rates than reported by 
most other CAM utilization studies: 
U.S. prevalence studies range from 
29% to 42% of respondents hav-
ing tried some CAM technique, and 
studies of veterans or military per-
sonnel range from 37% to 50% hav-
ing tried CAM.3,5-7 Because these 
studies asked about CAM generally 
or about specific practices that do not 
fully overlap with the independent 
CAM practices evaluated in the cur-
rent study, it is difficult to assess how 
the experiences of the current sample 
compare with those populations.

Another study asked veterans with 
multiple sclerosis whether they were 
interested in trying CAM practices, 
and 40% responded “yes,” which is 
similar to 55% in the current study.6 
It is possible the rate of experience 
with CAM is higher in the current 
study due to self-selection of respon-
dents who were interested in the 
SWK. Another factor may be that 
some veterans were recruited from 
VA mental health clinics where in-
dependent CAM practices are more 
frequently offered.9 It is also possible 
that there are regional differences in 
CAM use; this study took place at a 
single facility in the northeast U.S., 

although subsequent phases of the 
SWK project involved more wide-
spread national dissemination, to be 
reported in the future.

Limitations
Self-selection and low response rate 
are limitations in this study. Despite 
the low response rate, the demo-
graphic information of the sample 
generally resembles the population 
of veterans at VANJHCS for age, sex, 
era, health status, and presence of 
mental health problems.24 Of note, 
the authors received responses from 
a wide range of veterans in terms of 
age, military era, and care setting, in-
cluding some veterans who do not 
use the VA. However, data are lacking 
for nonresponders, and the possibil-
ity remains that survey respondents 
self-selected and were more inter-
ested in or experienced with CAM 
than were nonrespondents. Regard-
less, many findings, including bar-
riers to CAM and the interaction of 
pain and self-efficacy, are internally 
valid and are important to consider 
even if the sample is not representa-
tive of the veteran population. 

CONCLUSION
No studies have focused on veteran 
use of independent CAM practices 
as defined for this study. These tech-
niques (eg, meditation, qigong) may 
promote wellness and relieve com-
mon symptoms in veterans. The  
authors’ results suggest that a broad 
interest in independent CAM prac-
tices among veterans exists. The VA 
and other health care settings should 
consider implementing classes in 
these modalities, especially as their 
reach may be greater than other CAM 
modalities requiring one-on-one 
practitioner-patient interaction. Even 
with broader availability, patients 
with chronic pain may require extra 
attention and context to improve or 
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overcome low health-related self- 
efficacy, maximizing their likelihood 
of engaging in CAM. This possibility 
needs to be explored.  ●
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