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ABSTRACT

Treatment modality is broadly diverged into Commatary Alternative Medicine (CAM) and Conventional
Medicine, comparable situation of which exists mdi&, resulting into choice practice by the pat®rdand their
relatives.However, while measuring preferenceofr@atment modality, itsdisease-specific dominandenofemains
unexplored. Especially there is a severe dearthsotth data in the eastern Indian region. This statys to explore
whether treatment choice vary disease-wise amoagdpulation of Kolkata and its surrounding areadahthe disease
burden of self and family determine the choictredtment modality.The study finds that CAM is gmefd by 35.3% and
used by 64.7% in last 12 months. People with Lose&8e Burden(p=0.043) and those who make a dedisi@roup
(p<0.001) tend to choose CAMiligher Socio-Economic status and Higher Educati@vdl (p<0.001) are significant
Demographic Factors determininghigher level of CAsEr. In contrast to most established studiess bbserved that
Male gender(p= 0.026) has higher levels of CAM wsa@ity dwellers prefer and use Conventional medichore than
villagers or Suburbans. The study considers 6brokdsifications of disease covering the majorityVéfHO ICD 10
chapters and finds that preference for conventianaticine is high for Infectious, Heart and Merdald Neurological

disease ( p -value <.001) and preference for CAKigh for Metabolic, Arthritis and Skin diseaseadlronic Pain.
KEYWORDS:Disease Burden, CAM, Treatment Decision, PreferemteUsage
INTRODUCTION

Conventional medicine uses the science of basiciptes of physics, chemistry and biology and wegs made
of chemical ingredients, radiation and surgerys ttolloquially termed as ‘Allopathy’. On the otheand, Complementary
and Alternative medicine(CAM) is consisted with ariety of medical treatment modalities,i.e. AyuragtHomeopathy,
Chiropractic, Reiki, Acupuncture, Kampo, Traditib@hinese Medicine, etc., each having separateiptas of treatment
and is not an integral part of Conventional medipedctice (Weir M., 2005).A traditional healthcare practice of
indigenous people pertaining to human health isnéer as Ethnomedicine(Vedavathy, 2003).The broadigdu
Complementary and Alternative medicine (CAM) inimd acronymed as ‘AYUSH’ and stands for Ayurvedaga and
Naturopathy, Unani, Siddha and Homeopathy, of whiglurveda and Homeopathy are prevalent in termsussr
preference, usage, number of education, trainimjecg and research centers. In India, there a®02C(8AM hospitals,
with a total of 45,720 beds and 5.88 lakh registe@AM practitioners, in comparison to 9.36 lakh M&pproved
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conventional medical practitioners. Despite thevasiveness, power, and promise of contemporaryaaksdcience, large
segments of humanity either cannot access its lemefchoose not to do so (Debas et al, 2006) cEleihis observed that
Preference and prevalence of CAM are significahilyh all over the world and not limited to develap countries
only,but also having huge acceptability in devetbpeuntries where modern healthcare system haswvieefy and aptly
delivered (Harris et al, 2012).However, only linditdata are available regarding such usage andrprefe. USA has a
systemic data as reviewed in the National HealdtiSics report, which shows an estimated 38% ofeAcan adults
reported using a form of CAM in the past 12 morahof 2007(Barnes et al., 2008). Similar UK dat atso available,
but most other countries, including India, have paod non-contemporary demographic details of peefee and usage
pattern of CAM and Conventional Medicine. Moreovapone of these studies have established relatipriséiween
disease burden and choice of treatment modalityo,Alo such studies have yet been conducted ieabiern region of

India.

The study of Coelho et al. (2010) shows that womeniyersity educated respondents, people with &nxie
people with poorer mental health and lower levélparceived social support are more prone to us&1CAccording to
Barnes PM, (2007); Sasagawa, (2008) women are prore to CAM usage. In another research, Astin §188ows that
high education level, chronic painful disease astsa significant independent component of decisiaking towards
alternative medicine. Whereas,Miller (1997) shohat tCAM usage was disproportionately high among amnpeople
who had received higher education, and peoplearatie range 25-64 years and MacLennan (1995) ofiiacthe CAM
users were more likely to be perimenopausal femdlester educated. The study of Vimal Singh (20Bdjvever,
concludes that none of the demographic factors dige, sex, marital status, religion, level of ediocaand income
influence CAM usage. When usage of both conventioredicine and CAM at a time is observed (Coelhalg2010),
some studies also show that people choose a differatment modality for different kind of diseag@stin, 1998; Singh,
Vimal et al, 2004) and usage of CAM is observebeacigher among people suffering from some spedifieases (Ryan
and Johnson, 2002; Egede et al, 2002). To expfonedividual's treatment choice is disease- spegithis study is
conducted on six specific diseases, chosen as hgernternational Classification of Diseases (ICWhich is an
international "standard diagnostic tool for epidelmgy, health management and clinical purposes"iamdaintained by
the World Health Organization (WHO).

The objective of this study is to conduct a dempgi@a analysis alongwith disease burden, to undadsthe
CAM preference and prevalence among the populatidfolkata and its surrounding area and to obsértlee choice of

treatment modality varies with diseases. This dhalihe first of its kind study in the city of Kaita.
METHODOLOGY

The study follows exploratory and descriptive reskadesign. Primary data was collected through eni@nt
sampling method from the rural and urban settirfgsatkata and its 25 km surrounding area. Datacad&ected between
the months of December 2016 to May 2017. The samsigke is 300 and all respondents belong to a lyoeidult age
group,i.e. above 18 years of age and have a bdes# of CAM and conventional medicine. The pretesfeeistionnaire
haditems with both nominal and dichotomous scaleiially, a Pilot Study has been conducted on &Mngles to
measurethe validity of the study.For demographaiysis, data are collected on age, gender, educkgiel, occupation,

income,alocation of residence. The socioeconongitusthas been measured through modified Kuppuswicale. The
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disease burden score has been calculated on tisedbdisree variables. These are 1) suffering ftbexchronic disease for
more than 30 days in last 12 months, 2) suffermgnfany serious/ acute/ fatal iliness 3) intermittsuffering from non-
serious/seasonal ilinesses by self or family membee maximum possible cumulative disease burderesgas 6 and the
minimum was 0. From the score three categories feeneulated, i.e. high, medium and low level ofadise burden. From
the 22 chapters of ICD 10 classification of diseabe broad subclassifications have been done wercthe majority of
chapters with maximum global disease burden andajgace. The six chosen diseases are Infectioesasks Endocrine
and Metabolic disease, Mental and Neurologic diseableart disease, Skin Disease and Chronic Pain

(Musculoskeletal).The results are analyzed in IBRSS ver. 23.0.
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Figure 1

It is observed that 40.3% people prefer CAM, while3% people have actually used it in last 12 n&nithis
also observed that 31.3% people have not only Gsedplementary and Alternative Medicine but havedusenore than
conventional medicine. Such preference and prewalame significantly correlated (Spearmfan = 0.461, p=<0.00J).
Most of the responders have low disease burden X48% only 15% responders have high disease bufdamle 1,

Figure 1)

Table 1: The Disease Burden of Responders

Score| Frequency| Percent
0 144 48.0
1 92 30.7
2 1 .3
3 18 6.0
4 15 5.0
5 6 2.0
6 24 8.0
Category f Percent
Mild 144 48.0
Moderate| 111 37.0
High 45 15.0

A demographic study of Preference and Usage of @utional medicine and CAM are done through Chi-8gua

and Correlation. In contrast to most of the esthigld studies, it is observed that Male genger .02 have higher
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levelsof CAM usage.Preference pattern is independeage, but the usage pattern significantly \&arigth age. People
with Low self or family Disease Burderp£0.043 and those who make decisions In Groygx(.00]) tend to
chooseCAM. Higher Socio-Economic status and Higbgucation Leve(p<0.00]) are significant Demographic Factors
associated with higher levels of CAM user. It iscabbserved that City dwellers prefer and use Quiitveal medicine

more than villagers or Suburbans. (Table 2)

Out of 6 categories of diseases taken in the sindgase of first 3 diseases, i.e. Infectious dise#leart disease,
Mentaland Neurological disease, people are prefgrconventional medicine ( p- value <.001). Howewercase of the
other three diseases, i.e. and Metabolic diseasepn@@ Pain and Arthritis, Skin disease, preferernowards
Complementary & alternativemedicine is signific@his difference is measured on the basis of ExpeCmunt of overall
CAM and Conventional medicine preference (TableEgjede et al (2002) found individuals with diabetese 1.6 times
more likely to use CAM than individuals without bites. A study by Lee 2004 shows CAM use in Asiatiepts is
prevalent and associated with the ‘chronic disedad’ (of arthritis, musculoskeletal disorders astdoke), satisfaction

with care and cultural beliefs. The present stwdgi$o showing results congruent with the aforesaid

Table 2: The Demographics of Preference and Usage

JCharacteristics of Total Preferred |Preferred Used CAM in |Didn't use CAN
the Sample CAM  |Conventio last 12 months |in last 12 months
[Variable n [% |n [oo In [ [P value[n | n [0 P value
Age
18-20 92| 31] | 446] 51| ss 44| 478 48 52.2
3049 110l 37| a4l a0[ 66| 60 70 636 20 364
50-50 17] sl sl47a] 9] s3 9| s52.9] 8 471
60 and above 81 27| 28[ 346 53] 45 31 383 S0 617
0.546 0.005)
0.124 0.236]
|Gender
Female 177] s9[ s7] 32.2] 120 6§ sl 458 96]  547]
Male 123 41| ed] s2[ o] 73 73] sg,a-l 50 407]
0.001 0.026
[Education Level
Tlliterate a 13 o s 2] so 4] 100] 0 0
Primary School
 class 1) of o o o o o 0 0 0 0
Middle School 24] 8] s[333] 16] 67 13] 542 11] 458
High School |
ciass 0 29| 9.7 10| 345 19| 66| 6| 207 23 79.3
(ﬁ_‘;ﬁ“th""l ss| 19| 14] 241 44f 76 21| 362 37| 638
GraduateorPost | 5] 351 5| 468| 58| 53 570 s23 520 477
[Graduate
Profession or 76| 25| 36| 474 40| s3 53| 697 23| 303
onors
0.055[<.001
0.0177]=.001
Socio-Economic
Status
Upper 41 |14 |15 |364 |26 634 31 736 10 244
Upper Middle |233(78 |96 |412 [137 [383% 115 [404  [us8 50.6
Lower Middle |24 [8 |9 373 [15 |23 6 23 18 75
Upper Lower |2 (07 |1 |30 1 30 2 100 0 0
Lower 0 J0o [0 0 ] ] ] ] ] ]
0.925 0.017
0.761 0.022
Residing at
Village 40 [13 (23 [575 |17 |45 14 33 26 19.5
Suburh 119 [40 |60 [504 [59 496 80 672 39 579
City 14147 |38 |27 103 |3 60 26 [81 686
<.001
Disease Burden
in family
Low 144 [48 |80 |556 |64 44 76 52.8 68 472
Moderate 11037 |40 [364 |70 [636 62 564 |48 436
High 46 [15 [1 22 |45 |o78 16 348 |30 652
<001 0.043
=001 0.212
Decision
Solely 12140 [34 [281 [87  [710 | 35 280 83 B
Inagroup |179[60 [87 [486 [o2 [514 | e | ls0 335 |
0.001 <0.001
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Table 3: Disease Specific Preference

Decision CONV | CAM | Chi Square | P value

Infectious E)c();g(t:ted Coun 25719 31921 93.13 <.001

Heart E)c();g(t:ted Coun 2f?9 11521 155.63 <001

Disease Mental E)c();g(t:ted Coun 2??9 51021 69.82 <001
Metabolic E)c();g(t:ted Coun 15719 113291 4.49 0.034

Chronic Pain Ef(’;géte —— 1f$9 1f221 2328 | <001

Skin Diseas E)c();g(t:ted Coun 112;"9 11751 41.9 <.001

CONCLUSIONS

This study shows there is a significant usage oMCa#d in some cases preferred over conventionalaimedby
the people of this part of India. Also, diseasedeurplays an important role in this specific paittd?eople also choose
differently for different kind of diseases they feuf This study might help in expanding the knowjedelated to the

choice oftreatment modality and can be extendedregional survey to build a proper database.

REFERENCES
1. Astin, J. A. (1998). Why patients use alternatieglicine: results of a national study. Jama, 279(1%8-1553.

2. Barnes, P. M., Bloom, B., &Nahin, R. L. (2008). @ementary and alternative medicine use among aguit
children; United States, 2007.

3. Coelho, H. F., Hunt, K. J., Wider, B., Perry, Ry, S. K., Terry, R., & Ernst, E. (2010). Completagy and
alternative medicine use in England: results from national survey. International journal of clinical
practice, 64(11), 1496-1502.

4. Debas, H. T., Laxminarayan, R., & Straus, S. EO@0Complementary and Alternative Medicine. Disease

Control Priorities in Developing Countries, 1281.

5. Egede, L. E., Ye, X,, Zheng, D., & SilversteinOM(2002). The prevalence and pattern of compleargrand
alternative medicine use in individuals with diadsetDiabetes care, 25(2), 324-329.

6. Harris, P. E., Cooper, K. L., Relton, C., & Thom#s,J.(2012). Prevalence of complementary and alttve
medicine (CAM) use by the general population: daesyatic review and update. International journalctifical
practice, 66(10), 924-939.

7. MaclLennan, A. H., Wilson, D. H., & Taylor, A. W99B). Prevalence and cost of alternative medicime i

Australia. The Lancet, 347(9001), 569-573.

8. Millar, W. J. (1997). Use of alternative health egpractitioners by Canadians. Can J Public Hea8B(3), 154-
58.

Impact Factor(JCC): 3.6754 - This article can be downloaded from www.impactjournals.us




PraheliDharChowdhuri & SumanMeyur |

9. Ryan, M., & Johnson, M. S. (2002). Use of alten@thedications in patients with neurologic disosleknnals
of Pharmacotherapy, 36(10), 1540-1545.

10. Singh, V., Raidoo, D. M., & Harries, C. S. (200Fhe prevalence, patterns of usage and people'ticdti
towards complementary and alternative medicine (GAdvhong the Indian community in Chatsworth, South

Africa. BMC Complementary and Alternative Medicig,), 3.

11. Vedavathy, S. (2003). Scope and importance oftteadil medicine. Indian Journal of Traditional Kntasige,
2(3), 236-239.

12. Weir, M. (2005). What is complementary and altersatedicine?Law papers, 65.

NAASRating: 3.00- Articles can be sent to editor @ mpactjournals.us




