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Abstract

Ethnic minority populations have been identified as high users of traditional, complementary and alternative medicine
(TCAM). This paper reports the systematic review of TCAM use amongst ethnic minorities. A comprehensive literature
search was conducted in Ovid, PubMed and CINAHL. Included studies were original, peer-reviewed, English language
articles with the primary focus on TCAM use amongst ethnic minority populations. A total of 17 articles met the inclusion
criteria and were included in the systematic review. A considerable level of TCAM use was observed amongst ethnic minority
populations usually attributed to its perceived safe and natural properties. Ethnic minority populations predominantly used
TCAM concurrently with conventional medicine and primary TCAM referral sources were family and friends. A substan-
tial level of TCAM integration with conventional medicine is common practice amongst these populations and the lack of
disclosure about TCAM use raises an important area for further research inquiry.
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Introduction

Globally, there is an exponential increase in the use of tradi-
tional, complementary and alternative medicine (TCAM)—
practices and products which can be indigenous (traditional
medicine) and/or exotic (complementary and alternative
medicine) to the user and are not traditionally associated
with conventional medical practice or curriculum including
traditional herbal medicines, naturopathy, yoga, chiroprac-
tic, acupuncture and massage amongst others [1]. TCAM
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is used for both physical and emotional conditions [1, 2]
and for the management of common illnesses including pain
(musculoskeletal), depression and anxiety [1, 3]. TCAM has
been identified as popular amongst those looking to manage
their quality of life and treat symptoms relating to chronic
illnesses such as liver disease, lung disease, cardiovascular
disease and cancer [1, 4] For both chronic and acute illness,
TCAM may offer symptom relief, a reduction in side effects
and interim hope and comfort [1, 5].

Substantial TCAM use is evident across most socioeco-
nomic groups in most cultures and amongst ethnic minority
populations—groups of individuals with racial, national,
cultural and/or religious origins dissimilar from the domi-
nant population of the country where they reside—and con-
stitutes a significant health care resource [6, 7]. Many TCAM
are practices grounded in the traditions, cultures and beliefs
of ethnic minority communities, originating in their country
of heritage [8—10]. During the migration process, migrants
tend to transport TCAM practices to their host countries,
increasing their likelihood of employing TCAM approaches
before or at least alongside their use of conventional medi-
cine in their new adoptive country [9]. As such, ethnicity
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and culture play a significant role in influencing the rates,
types and patterns of TCAM use [10, 11]. Ethnic minorities
face a number of cultural, communication, behavioral and
economic barriers to accessing health services often with
adverse effects on their quality of life and overall health and
well-being [9, 10]. These challenges are further exacerbated
by cultural values and beliefs about healthcare help-seeking
amongst these communities [12, 13], thereby making ethnic
minorities an important target group for research enquiry
and health care policy.

While there has been some early work on the utilisation
of TCAM specific to ethnic minorities [9] there has been no
comprehensive review on contemporary literature regard-
ing TCAM use amongst ethnic minority populations. Given
the wider challenges faced by ethnic minorities regarding
accessing health care services [9, 10] and the potential direct
and indirect risks associated with TCAM use alongside
conventional medical care [14] it is imperative to under-
stand the behaviours, communication and decision-making
around TCAM use. This is essential to help inform the
broader delivery of culturally sensitive health care to meet
the needs of ethnic minority populations. In direct response
to this significant research gap, this review aims to identify
the prevalence, frequency and specific TCAM use as well as
motivations for TCAM use in ethnic minority populations
based on recently published research evidence from 2006
to 2017.

Methods

This systematic review was conducted in accordance with
the preferred reporting items for systematic reviews and
meta-analysis (the PRISMA statement) [15].

Study Design

A systematic review was undertaken to explore and syn-
thesise findings from previous original research regarding
the use of TCAM amongst ethnic minority groups. For the
purpose of this review an ethnic minority is defined as a
community/population of racial, national, cultural and/or
religious background that differs from the dominant popu-
lation of their resident country. Some disparate attributes
of ethnic minorities may be demonstrated in their ethical
values, distinct customs and beliefs, languages spoken,
lifestyle choices, health choices, dress sense and food pref-
erences which are adopted by ethnic group members. For
heuristic reasons, we did not consider individuals that were
indigenous or had historical ties to the country/territory they
lived in as ethnic minorities. A paper was deemed to be
reporting on use of TCAM in an ethnic minority population
if the focus of the sample fitted the definition above or was
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defined as TCAM and/or an ethnic minority by the research-
ers/authors. This review involved a comprehensive database
search, article screening and selection, appraisal of evidence,
data extraction, summary and synthesis of findings.

Search Strategy

A comprehensive search was conducted from October 2016
to June 2017 to identify peer-reviewed literature published
in English using the following databases: Ovid (Medline),
PubMed and Cumulative Index to Nursing and Allied Health
Literature (CINAHL). The Cochrane library was excluded
in this review as the focus was not on efficacy. Keywords
and Boolean operators used during the search include:
(‘complementary medicine’ OR ‘alternative medicine’ OR
‘traditional medicine’ OR ‘complementary therapies’ OR
‘medicine, traditional’) AND (‘culturally and linguistically
diverse’ OR ‘ethnic minority*’ OR ‘minority groups’ OR
‘vulnerable populations’ OR ‘non-English speaking back-
ground’ OR ‘migrants’). These terms were used as keywords
and also matched to medical subject headings (MeSH). Ref-
erence lists of relevant articles were searched to identify
further papers.

Inclusion and Exclusion Criteria

In order to determine the relevance of each article for the
review, screening was conducted in accordance to specific
inclusion and exclusion criteria. Essentially, articles for
inclusion had to reflect TCAM as their primary research
focus as either addressed in the aim, objective, and meth-
odology or listed as a primary outcome measure and not
merely a finding amongst others. Table 1 below highlights
the inclusion and exclusion criteria employed in the review.
Article screening and selection process are shown in Fig. 1.

Data Extraction and Synthesis

Data were extracted by the first author (JA) and reviewed
and verified by a second author (JA). Discussion was used
to reach consensus in case of any discrepancies. All arti-
cles were imported into EndNote X7 and duplicates were
removed. Initial selection of articles occurred by screening
titles and abstracts and some articles were excluded for the
following reasons: TCAM was not the primary focus of the
paper, outcomes were irrelevant to the study objectives,
full text unavailability and articles that were not original
research. Full texts of the remaining articles were screened
for eligibility and the final selection of articles advanced to
the critical appraisal phase.
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Table 1 Inclusion and exclusion criteria for articles included in the review

Inclusion

Exclusion

Full text English language research papers i.e. articles reporting on new  Ethnobotanical, ethno-pharmacological studies

empirical findings from primary data

TCAM use as the primary outcome measure or primary research focus

Peer-reviewed, full and complete articles to enable methodological
appraisal

Articles that report on studies where participants belong to an ethnic
minority group, not including indigenous population

A paper was included if the focus of the sample fitted our definition
of TCAM and/or an ethnic minority or was defined as such by the
researchers/authors themselves

Published on/between 2006 and 2017

Secondary research (including: other critical, narrative, systematic or

literature reviews) and editorials, anecdotal/think/opinion pieces,
commentaries and case reports

Studies primarily or exclusively investigating efficacy of TCAM use—

clinical trials

f;glgwl:‘ffscgzzg fnsgigzess Ovid (Medline) PubMed CINAHL
s n=104 n=202 n=118
g v ’
&=
€
-3 Articles identified through database search
n=424
Articles after removing duplicates Articles excluded
w n=198 n=133
< *  TCAM not the primary
o v focus/ outcome
g Articles screened (title and abstracts) ) measure
n=198 *  No full text
*  Yearout of range
o (2006-2017)
Y

;‘—? Full text articles screened for ) Articles excluded
__;30 eligibility n=49
& n=66 *  Ethnobotanical and

L ethno pharmacological

A studies

< Included studies «  Indigenous study group
2 .”z .17 * Discussion paper
S Qualitative n=5 *  Opinion/think piece
= Quantitative n=12 o Other reviews

Critical Appraisal of Articles

Quality appraisal tools for qualitative [16] and quantitative
[17] studies were used in this review accompanied with
guidelines to ensure appropriate application of the tools.
These guidelines were modified by inserting the word
‘TCAM’ where necessary to correspond with our study
(Table 2)—this follows a similar modification process
undertaken in a previous study [18].

Qualitative studies identified as meeting the inclusion
criteria of our review were appraised using guidelines by
Higginbotham et al. [16] that assessed the following 10

categories of interest: study purpose, rationale, conceptual
framework, ethical implications, sampling strategy, data
collection, data organisation, data analysis, reliability and
validity, and conclusion (Table 3).

Quantitative studies that met the inclusion criteria were
critically appraised using the McMasters University criti-
cal appraisal tool—a tool suited to appraising the meth-
odological quality of any type of quantitative study [17].
In line with this tool, the categories examined for each
quantitative paper were: study purpose, literature review,
study design, study sample, outcome measures, interven-
tion, data analysis, result, dropouts or exclusions, clinical
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Table 2 Guidelines for quality appraisal

Category

Description

Qualitative guidelines [16]
Study purpose
Rationale
Conceptual framework

Ethical implications

Sampling strategy
Data collection

Data management
Data analysis
Reliability and validity
Conclusion
McMasters quantitative guidelines [17]
Introduction
Purpose
Literature review
Methodology
Research design

Sample size and characteristics
Outcome measure
Intervention
Data analysis method

Results and conclusion
Results and statistical significance
Number of dropouts/exclusions
Clinical importance
Appropriate conclusion

Limitations

Is the study purpose relating to TCAM clearly stated? With a research question presented?
Is this rationale appropriate for a qualitative approach and is it explained?
Is there a conceptual framework clearly outlined for the study?

Dealing with ethnic minorities, have they given informed consent (with interpretation where neces-
sary), the opportunity to withdraw, anonymity, feedback on study results

Sampling strategy in relation to TCAM use, sample size and characteristics described

Information on data collection procedures, relating TCAM use amongst minorities with appropriate
methods. How were the data collection procedures developed?

How is the data kept retrievable and organised, software, drives, etc

Are methods used for analysis appropriate and procedures outlined?

Threats to reliability and validity should be addressed in data collection, analysis and results
Address TCAM related aim/objective, summary of findings and political outcome in the conclusion

Is the aim and/or objective clearly stated and applicable to TCAM use amongst minorities
Describe the justification of the need for this study, identifying gaps and the need for further research

Is the design described in detail and is it appropriate in addressing TCAM use amongst ethnic
minorities

Sampling (who; characteristics; how many; how was sampling done?)

Specify the frequency of outcome measurements are they (1) valid (2) reliable?

Is sufficient detail provided to replicate the intervention in practice?

Were results analysed according to the aim/objective?

Were results reported in terms of statistical significance?

Were there any dropouts or exclusions in the study?

Were the results clinically meaningful?

Were conclusions appropriate based on the aim and or objective?

Did the authors address any limitations or potential biases?

importance, conclusion and limitations (Table 4). Categories
in the appraisal tool that were only relevant for clinical tri-
als (e.g. contamination and co-intervention) were removed.

After articles were critically appraised, extraction, sum-
mary and synthesis of data occurred using the NVivo 11
software, a data organisation and management software.
Data extraction and summary was carried out using a sys-
tematic review technique. Findings were summarised and
categorized in a tabular form including; study location,
methodology, demographics, aims/objectives and out-
comes relevant to the review (Table 4). Using an inductive
approach, an investigator (JA) identified recurrent concepts
and ideas from research outcomes by reading through each
article repeatedly and coding them to different nodes in
NVivo. These codes were then categorised into key themes
(Table 5).
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Results

A total of 17 articles met the study inclusion criteria for
analysis. A summary of the literature search process is
shown below in Fig. 1.

Quality Appraisal

Results from quality appraisal of all studies are shown
in Tables 3 and 4. Appraisal of qualitative studies (n=06)
using the Higginbotham et al. guidelines [16], revealed that
the majority (n=35) were adequately designed and clearly
addressed the study purpose, rationale, ethical considera-
tions, data collection methods and data analysis procedures
[19-22]. However, a number of these studies failed to iden-
tify conceptual frameworks, which were applied [22, 23],
procedures used in data management [20-23] and threats
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o | = 2 to reliability and validity [20, 23]. For quantitative stud-
o | x 5_,3 ies using the McMasters critical appraisal tool [17], poorly
© reported components include dropouts/exclusions [8, 10,
= P P P
EO I B s 24-26], clinical importance [26—28], intervention descrip-
E = tions [26, 29] and limitations [27, 28].
L | e > "8
E 2 Most articles included in the review did not address meas-
2 3 . .
2 |° > 5 ures employed to control for bias. The lack of detail on data
A . . .
=N I N I management procedures by all qualitative studies in this
- l; review with the exception of George et al. [19] may be indic-
E ‘«% ative of outcome reporting bias. Without proper data man-
=l
by @ agement there is no guarantee that results reported followed
g 2 g g P
g ' ;5) the study protocol or whether selective omission occurred in
i 8 £ reporting [30]. Some quantitative studies failed to report on
s R= .2 p g q p
= Z é dropouts and exclusions, which in turn may affect selection
= 5] . . . . .
2s 4 = bias especially in the advent of unequal loss of participants
:é) § 62 § (attrition bias) [31, 32]. However, well-reported study ele-
5 ments across all included quantitative studies include stud
£ q y
S purpose, literature review, research design, initial sample
9 size and description, validity and reliability with the excep-
; % tion of Thorburn et al. [24], data analysis procedures, results
S 3 and conclusion. Overall, the critical appraisal indicated that
£ 2 ﬁ' f the included articles constitute rich sources of data, as such
g g g, ::, é all articles were included for the review.
S o 3 Q =
= s 22 £ 5
< 222 o = . .
3 353 & = Overview of Studies
= =
o % = ” =% <
228,55 tsiz > . . . :
2 EE£E235:z5 3 <2c £; 5 = s The review identified 12 papers reporting relevant data usin
=558 45 3 CeoozU§g 6 =1 pap p g g
é g g8 =E 52 %:w‘a =< é £ 2 quantitative methods and five reporting relevant data drawn
SE:E8E5Sgs2328| 2 from qualitative research. The most frequently utilised data
5852852558884 8| 38 F d d y
© e- = i =t I collection methods were face—face, self-administered, tel-
3 8 S
2 g < ephone and//or computer assisted surveys (n=12), followed
£ o = . . . . .
Q 2 2 by focus group discussions (n=3) and in-depth interviews
E < = . .
< 2 g (n=3) (Table 5). Studies were predominantly conducted
> +~ . . .
E 3] in the US (n=12), other study regions were Vietnam, UK,
2 £ = yIee
_ 2 I S South Korea, Malaysia, Germany and Canada (n=1 each).
o < .
g 2—;; g 3 2 ) The reported sample sizes ranged from a small focus group
= =1 = — . . . .
£33 > S 28 3 study of n=12 conducted amongst Caribbean ethnic minori-
3} ~ 'g v oo 3 8 = y g
éﬁg 2158 3 Z g ties living in the United States [22] to a National Health
G835 | L3 T2 2 Interview Survey sample of n= 34,483 which oversampled
s 5= S E g black, Hispanic, and Asian populations [25]. Amongst the
- <5 5 P pop &
Bu2gE2 £EE 2 wide range of TCAM modalities reported in the literature
2= z 2= 2= < g p
2£2:9% S8 E reviewed, the most frequently cited were: herbal medicine,
i 2=52&5 98 3 q Y
< 2E82<5E® AT 2 acupuncture and chiropractic respectively. In this review,
3 25ss3%Es [a) g 5 p P P y
3 § §58c34 A £ e TCAM was used in the treatment and management of both
g’né 5 acute illnesses (cold, fever, coughs and stomach pains) and
S a . e . .
£ 3 é £ more chronic conditions (cancer, hypertension, diabetes,
o= [} .« . .
g 5 ?ﬂ T § asthma). Most participants integrated TCAM and conven-
) .
5|3 £ = ﬁ 5 tional medicine for health and wellbeing (Table 5).
51|” “ 9 g
g S 2 3
= < = .
g >s & Key Themes from Data Synthesis
L 7
= = =2 . .. .
% g g m E 2 Six themes resulted from our data synthesis including: rela-
e |2 s e s tionship between ethnicity and TCAM use; prevalence and
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modalities used; drivers of TCAM use; TCAM and conven-
tional medicine integration; perceived health outcomes from
TCAM use; and TCAM referral and information sources
(Tables 5, 6).

Relationship Between Ethnicity and TCAM Use

Belonging to an ethnic minority group was an indicator of
increased TCAM-use and some studies found a higher like-
lihood of TCAM use amongst ethnic minorities compared
to their non-ethnic minority counterparts e.g. non-Hispanic
Whites and non-migrants [6, 10, 21, 23]. However, this find-
ing was not consistent throughout the reviewed literature as
there were some studies, all conducted in the US (n=23), that
reported no significant relationship between ethnicity and
TCAM use and found US-born citizens and non-Hispanic
whites to have higher TCAM usage than Asians, Hispanics
and Blacks [9, 10, 25].

Prevalence and Modalities Used

Many of the included studies reported on the prevalence and
type of TCAM used by different ethnic minority populations.
Of the 17 papers reviewed, 14 reported prevalence rates of
TCAM use amongst their study populations ranging from
14.9 to 100% of study samples/participants. The highest
prevalence rate (100%) reported in the literature reviewed
was from a study examining low-income African-American
(AA) adults in the US George et al. [19]. A prevalence rate
of 79.4% was reported from a study [28] which explored
TCAM use in East Malaysia amongst Malay, Sabah natives,
Chinese and Indian populations. The lowest prevalence rate
(14%) of TCAM use by an ethnic minority population was
from a study that explored the relationship between Chi-
nese Canadian ethnicity and the use of TCAM [8]. Although
the prevalence rate was low at 14%, this study reported a
greater likelihood of TCAM use amongst Chinese Canadi-
ans than non-Chinese Canadians. The reviewed literature
reported some modalities as particularly popular amongst
certain ethnic population groups in particular settings. For
example, one study identified Ayurveda and homeopathy
as most popular when compared to other TCAM modali-
ties amongst Indians and other Asians in the US [20], while
another paper reported acupuncture as the preferred TCAM
modality choice amongst Mongolians living in South Korea
[6] and a third paper recorded preference for use of herbs
amongst the Chinese community in the US [10].

Drivers of TCAM Use
Many of the studies identified ethnic minority populations as

more accustomed to non-biomedical approaches to health-
care (TCAM) than non-ethnic minority populations, due to a

perception of TCAM as safer, more effective and as ’natural’
in approach [6, 19-21, 23]. The perceived safe and natural
properties of TCAM alongside the experience of symptom
relief have been identified as motivators for TCAM use
amongst low income African American adults [19].

Level of confidentiality and stigmatisation were other
drivers of TCAM use as seen in immigrant women from the
Caribbean living in the US who expressed privacy concerns
and recounted experiences of stigmatization by conventional
medical doctors, which they believed occurred as a result of
their accents and ethnic minority status [22]. Some experi-
ences which served as motivations for TCAM use reported
by these women were; insufficient patient-doctor consulta-
tion time with conventional medical doctors, feeling rushed
and the perception of their conventional medical doctors as
not focussed or interested in the health or treatment of their
children [22].

Another study conducted in the US that analysed data
from the Health Care Quality Survey (HCQS) which over-
sampled African-American, Hispanic, and Asian households
also described experiences of stigmatisation and discrimi-
nation [24]. The authors reported a significant association
between herbal medicine use and discrimination (measured
in terms of disrespectful and unjust treatment by a conven-
tional medical doctor) in healthcare as experienced by ethnic
minorities [24].

Not all studies included in the review reported a pref-
erence for TCAM over conventional medicine by ethnic
minorities. One study examined TCAM prevalence and rea-
sons for use by comparing data from oversampled Black,
Hispanic and Asian populations and found barriers to
accessing TCAM services included a lack of insurance cov-
erage for TCAM services and having a low income which is
further accentuated by the high cost of some TCAM services
[9]. Overall across most studies in the review, there was a
correlation between gender, SES and TCAM use as more
ethnic minority females were found to utilize TCAM than
males [25, 26, 33] and an ability to afford private insurance
coverage increased the likelihood of TCAM use in some
studies [10, 20].

TCAM and Conventional Medicine Integration

Generally, a small proportion of ethnic minority popula-
tions exclusively utilise TCAM for their health care needs
with most using TCAM and conventional medicine concur-
rently—a phenomenon known as medical pluralism which
is common even in countries with well-established health
care systems [9, 25].

TCAM was reported as used by ethnic minority popula-
tions alongside and concurrent to conventional medicine in
a number of the reviewed studies. A study of African Ameri-
can participants found a 93% preference for equal integration

@ Springer
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Table 6 (continued)
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use. Chinese men are
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likely to use TCAM than
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TCAM traditional, complementary and alternative medicine, NR not recorded

of TCAM with conventional medicine used in the treatment
of asthma [19], while other research exploring Chinese,
Indian, Vietnamese, Malaysian and Filipino ethnic minori-
ties living in South Korea and Malaysia, identified TCAM
use as constituting a supplement to conventional care [6, 28].

TCAM disclosure to conventional medicine provid-
ers by ethnic minorities was low as reported in four of the
16 papers which examined this issue. TCAM disclosure
prevalence rates were reported as 52.2% amongst Chinese,
Vietnamese and Filipino ethnic minorities in South Korea
[33], 33.4% amongst African American, Asian and His-
panic ethnic minorities in the US [24] and 31.5% amongst
Sabah, Chinese and Indian ethnic minorities in Malaysia
[28]. Additionally, a study examining HIV positive migrants
from Southern Africa living in the UK found that 45% of
participants reported using some form of non-conventional
medicine and only a few people disclosed their use despite
continuing use with conventional medicine, whilst 75%
expressed a desire to use non-conventional medicine either
as an alternative or in combination with antiretroviral ther-
apy if only they had better access to them [23]. Two reasons
for participants’ refusal to disclose their respective TCAM
usage were; failure of their conventional medical doctors to
ask about any TCAM usage [23] and the fear of condemna-
tion by their medical providers for using TCAM [22, 23]. In
addition, migrants from South Africa, Zimbabwe and Zam-
bia in in London, England [23], reported a reluctance to
disclose their combined TCAM and conventional medicine
use due to a fear that their conventional medical doctors may
request they cease TCAM use and they were unwilling to
lose the self-perceived health benefits of such use.

Perceived Health Outcome from TCAM Use

Overall, most studies (n=9) identified high levels of sat-
isfaction amongst ethnic minorities with regards to their
TCAM use. Study participants were reported as frequently
mentioning associated positive outcomes to TCAM use
including: improvement in health status through symptom
relief; pain reduction; psychological stability; and increased
health promotion and improved physical function [6, 19,
21, 23]. However, perceived effectiveness differed as some
Asian Indian participants in a US-based study experienced
TCAM use as sometimes effective and ineffective at others
[20].

TCAM Referral and Information Sources

The majority of articles reviewed (n=10) showed that
TCAM users within ethnic minority communities access
TCAM information from multiple sources, often concur-
rently, with the most common sources being family and/
or friends [5, 19-22, 28]. The second most popular source
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of TCAM information was from traditional healers [11,
23, 24, 28, 29, 33]. Other sources of TCAM information
cited by ethnic minorities in the review included local mar-
kets, TCAM clinics and practitioners, traditional pharma-
cies, community health workers and the internet. In studies
reporting on TCAM information sources, no one information
source was exclusively utilised with participants obtaining
TCAM supplies and information from multiple sources [5,
11, 19, 20, 22-24, 28, 33].

Discussion

This paper reports findings from the first systematic review
to explore TCAM use in ethnic minority populations as
sourced from contemporary international literature. Anal-
yses of the reviewed literature show that a high level of
TCAM use exists amongst people in ethnic minority popu-
lations with an evident influence of other socio-demographic
factors such as gender and socioeconomic status influenc-
ing choice around TCAM use. International studies which
have identified independent predictors of TCAM use beyond
ethnic minority populations portray similar results in line
with our review findings, profiling the average CAM user
as female, middle-aged, educated and with higher levels of
income than non-CAM users [33-37].

The relationship between TCAM use and ethnicity is of
significance to both researchers and those providing care
given that only marginal empirical work has explored the
predictors and patterns of ethnic minorities’ use of TCAM
while national studies have advanced our understanding of
TCAM use across more general populations [38, 39]. Our
review identifies a positive correlation between ethnic-
ity, type of TCAM used and the decision to use TCAM.
These findings are consistent with other studies which have
concluded that certain racial/ethnic groups may lean more
towards some TCAM modalities than others [38—40]. Most
studies investigating TCAM use in the UK and US have
distinguished between ethnic minority-racial subgroups with
some multivariable studies reporting a reduced likelihood
of non-white study participants using TCAM compared to
white study participants [40—42], an increased likelihood
of black participants using mind-body therapies and an
increased overall TCAM use amongst Asians compared to
whites or blacks [43]. Most of these aforementioned studies
conducted in the UK and US are limited by the absence of a
clear definition of TCAM, the use of surveys administered
only in English, the adoption of widely defined categories
of ethnicity which limits the heterogeneity of this group and
the evaluation of a narrow range of TCAM modalities [33].
Additionally, the findings from most TCAM studies around
ethnic minority use are frequently from nationally repre-
sentative data which fail to oversample ethnic minorities

leading to challenges in extrapolating results [33]. A further
assessment of ethnic-specific TCAM use through conduct-
ing more culturally sensitive research may prove beneficial
in helping healthcare providers and researchers to examine
TCAM modalities that are prioritized by a particular group
and thereby helping inform and develop potentially more
targeted policies and services in this area.

Previous literature has found that cultural values, beliefs
and practices are aspects of ethnicity that usually influence
TCAM use [38, 43]. An inability of ethnic minorities to
access healthcare also increases the likelihood of TCAM
use [44], this is further exacerbated by other factors con-
tributing to ethnic/racial disparities in healthcare including
limited health insurance coverage and income levels [37,
40]. Our review identified a high rate of non-disclosure of
TCAM use amongst ethnic minorities to conventional medi-
cal doctors which was comparable to reports from previous
studies showing that a significant proportion of TCAM users
(beyond ethnic minority populations) are reluctant to dis-
close usage to their conventional medical doctors [45—48].
Although previous literature did not specifically target ethnic
minority TCAM users, the potential reasons for TCAM non-
disclosure found in the general population appear consistent
with our findings regarding ethnic minority patients includ-
ing concerns around physician disapproval, discouragement,
negativity and a lack of TCAM questioning by the doctor
during consultation [45, 49]. Although inconclusive, this
significant finding with regards to discrimination in some
conventional health care settings, may in part help explain
the increased likelihood of TCAM use and reports of non-
disclosure amongst ethnic minority populations [44]. A bet-
ter understanding of the reasons affecting ethnic minority
patients’ (non) disclosure of their TCAM use [48] may well
help inform improved communication between conventional
medical doctors and their patients from ethnic minority com-
munities (whether using or not using TCAM) and the pro-
vision of optimal services for those communities. Future
research is warranted to explore reasons for non-disclosure
and discriminatory experiences of medically underserved
ethnic minorities in conventional health care settings.

Similar to other studies investigating ethnic minorities
and TCAM users, our review found that having a positive
perception about the efficacy of TCAM use increased the
adoption and acceptance of TCAM approaches [33, 50].
Most ethnic minority participants reported in the reviewed
literature had a high satisfaction with the effectiveness of
TCAM. It is interesting that TCAM was considered harmless
by most ethnic minorities in the reviewed literature and in
some studies participants were unperturbed about the lack
of positive outcomes as they were satisfied with knowing
that there would be no harm to their wellbeing from using
TCAM (33). Despite the general acceptance towards the use
of TCAM as found in this review, the efficacy of different
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TCAM modalities still remains questioned with a number of
studies labelling TCAM as an unproven therapy with unsub-
stantiated effectiveness [51, 52]. Some TCAM modalities
have begun to attract emerging research evidence (albeit
often only preliminary) with some positive results for acu-
puncture (for short/long term pain relief) [53, 54], relaxation
techniques (for management of panic disorders, anxiety and
insomnia) [55] and some herbal remedies (musculoskeletal
conditions and other chronic conditions) [56, 57], although
efficacy varies across TCAM modalities. Another potential
benefit of TCAM may be its relative cost-effectiveness, with
some studies in the US and Canada reporting that certain
TCAM modalities used for selected conditions may provide
savings for the wider healthcare system [55, 56]. Despite the
still controversial location and role of TCAM in wider health
care systems, prevalence rates in both ethnic and non-ethnic
minority populations appear to be on the rise [56]. Further
evaluation into the perceived effectiveness of TCAM in com-
bination with or comparison to conventional medicine for
the management and treatment of diverse health conditions
is direly needed to better inform health service delivery to
ethnic minority populations. Research is warranted to inves-
tigate the motivations and significance of concurrent use
of TCAM and conventional medicine and non-disclosure
of TCAM use to conventional medical doctors. There is a
need for service providers and policy makers to acknowl-
edge the substantial use of TCAM in their efforts to help
develop effectiveness, safety and coordination of care for
ethnic minority patients and populations.

This review is not without its limitations. Inclusion was
restricted to only studies published in the English language,
considering the target group (ethnic minorities) in review,
there may be other research conducted and published in
other languages that are relevant to this review but were
excluded. Also, the review scope was limited to 20062017,
thereby excluding some earlier research in this field. How-
ever, this time limit was chosen in order to encapsulate and
identify the most recent and relevant research of pertinence
to contemporary health care and health systems. Despite
these limitations, this remains the first systematic review
on this topic providing important insights for those provid-
ing and managing health care services for ethnic minority
populations.

Conclusion

There appears to be substantial TCAM use amongst eth-
nic minority communities. While much of this use is con-
current to conventional health care there is often a lack of
disclosure about TCAM use by ethnic minoritypatients to
their conventional medical doctor(s). It is imperative that
those developing health care services for ethnic minority

@ Springer

populations are mindful of all the health-seeking choices
and behaviours undertaken in these communities with a view
to helping facilitate safe, effective and coordinated care for
such patients.
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