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SUMMARY
Aims — Thirty to 50% of north American patients with inflamma-
tory bowel disease (IBD) have been reported to use complementary
and alternative medicine (CAM). There is no data in France. The
aim of this study was to evaluate the frequency of CAM use and the
reasons in a French population of patients with IBD.

Patients and methods — An anonymous postal survey was done
with a questionnaire mailed to all the patients with IBD, 16 to
79 year-old, followed-up in a public and a private medical centre
of Reims, between January 2001 and December 2003.

Results — The final sample included 447 patients; 325 (72.7%) filled
up the questionnaire: 219 (67.4%) had Crohn’s disease, 94 (28.8%)
ulcerative colitis and 12 (3.7%) indeterminate colitis. Sixty-nine
patients (21.2%) reported CAM use for IBD. The mean number of
CAM used simultaneously was 2.9. The most frequently used CAM
treatment was homeopathy (40.6%), followed by magnetism
(34.8%) and acupuncture (33.3%). The majority of patients (74.8%)
never talked about CAM use with their IBD physician. Multivariate
analysis showed that the factors significantly associated with CAM
use were female gender (odds ratio (OR) = 3.5, CI95% : 1.8-6.9),
the low level of confidence in their doctor (OR = 4.8, CI95%:1.1-19.8)
and the research of informations about their disease (OR = 4.6,
CI 95% :2.0-10.7).

Conclusion — Twenty-one percent of patients with IBD are using
CAM, most of the time without talking about it with their physician.
The quality of the relationship between the patient and his physician
and female sex, more than the perceived severity of the disease,
were the main determinants of that use.
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Objectifs — Trente à 50 % des malades nord-américains atteints
d’une maladie inflammatoire chronique de l’intestin (MICI) ont
recours à des traitements alternatifs et complémentaires (TAC).
Aucune donnée sur ce sujet n’est disponible en France. Le but de
l’étude était d’évaluer la fréquence de ce recours ainsi que ses rai-
sons chez des malades de la région de Reims.

Malades et méthodes — Il s’agissait d’une enquête postale ano-
nyme réalisée à l’aide d’un auto-questionnaire adressé à tous les
malades atteints d’une MICI, âgés de 16 à 79 ans et vus en hospita-
lisation ou en consultation entre janvier 2001 et décembre 2003 au
CHU et dans une clinique privée de Reims.

Résultats — Le questionnaire a été adressé à 447 malades ; 325
(72,7 %) y ont répondu : 219 (67,4 %) avaient une maladie de
Crohn, 94 (28,8 %) une recto-colite hémorragique et 12 (3,7 %) une
colite indéterminée. Un recours à des TAC pour le traitement de la
MICI a été rapporté par 69 malades (21,2 %). Le nombre moyen de
TAC utilisés simultanément était de 2,9. L’homéopathie était le traite-
ment le plus fréquent (40,6 %), suivi du magnétisme (34,8 %) et de
l’acupuncture (33,3 %). La majorité des malades (74,8 %) n’ont pas
discuté avec leur médecin des TAC. En analyse multivariée, les fac-
teurs significativement associés au recours aux TAC étaient le sexe
féminin : odds-ratio (OR) = 3,5 [IC95 % : 1,8-6,9], le faible niveau
de confiance envers le médecin : OR = 4,8 [1,1-19,8] et le fait de se
renseigner sur sa maladie : OR = 4,6 [2,0-10,7].

Conclusion — Environ un malade atteint de MICI sur cinq a recours
à des TAC, le plus souvent à l’insu du médecin. Les carences de la
relation médecin-malade et le sexe féminin, plus que la gravité res-
sentie de la maladie, sont les éléments déterminants de ce recours.

Introduction

Use of complementary alternative medicine (CAM) is becom-
ing increasingly popular among patients with chronic disease [1-
5]. Although the term of CAM covers a broad spectrum of prac-
tices, two categories can be described: complementary treat-
ments (massage, relaxation, aromatherapy) intended to help
improve the patient’s quality-of-life which are generally used at

the time as conventional treatments, and alternative treatments
(diet, traditional medicine, herbs) which refer to practices usually
used to replace conventional treatments [6]. There is also some
controversy as to whether certain practices should be included in
CAM. The most consensual approach is to consider all medical
practices which are not in direct compliance with recommenda-
tions from learned societies as CAM [7].

Chronic inflammatory bowel diseases (IBD), basically
Crohn’s disease and ulcerative colitis, have an important impact
on the patient’s social, occupational and affective life. Several
studies conducted in the last five years in large North American
cohorts have demonstrated that more than 40% of patients with
IBD use CAM [3, 7-10]. There are few data available concerning
use of this type of treatment in the French population [11] and no
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study has been specifically conducted in patients with IBD. If
patients resort to CAM because of their dissatisfaction with the
patient-physician relationship established during medical consul-
tations, knowledge of CAM use could be helpful to improve
patient management.

The purpose of this study was to evaluate the use of CAM
among IBD patients in the Reims area (Marne) in France and to
search for the reasons these patients resort to such methods. In
order to avoid recruitment biases, patients were selected among
those attending consultations in a public facility (Reims University
Hospital) and a private facility (Courlancy Clinic, Reims).

Patients and methods

Study design
This was a descriptive epidemiological study based on an anony-

mous postal survey using a thirty-seven item multiple-choice question-
naire, the French version of the University of Calgary (Canada)
questionnaire elaborated by Hilsden et al. [3]. This French version has
been validated with a sample of 31 patients [3]. Minor changes were
made in some items to adapt the questionnaire to the linguistic and
sociological setting in France. The list of proposed CAM was modified to
reflect the different practices available in France. The questionnaire was
sent to patients with a cover letter explaining the purpose of the study
and a pre-paid envelope for returning the questionnaire.

The questionnaires were totally anonymous. A numbering system
was used to record participating patients. If the patients did not respond
to the first questionnaire, a second was mailed eight weeks later.

Study sample

INCLUSION AND NON-INCLUSION CRITERIA

Patients with IBD aged 16-79 years attending gastroenterology out-
patient consultations at the Reims University Hospital or the Courlancy
Clinic in Reims at least once between January 2001 and December
2003 were retained for the study. Patients residing in institutions or nur-
sing homes and patients with a doubtful diagnosis of IBD were not retai-
ned for the study.

SAMPLING METHOD

Patients attending the University Hospital outpatient clinics were
selected with the standard patient classification system used in France
(PMSI, Programme de Médicalisation du Système d’Information) and the
hospital wards coding systems. A computer search selected patients who
were hospitalized or consulted outpatient clinics for IBD during the study
period using the International Disease Classification (IDC 10th edition)
codes for simple or complicated Crohn’s disease, simple or complicated
ulcerative colitis, rectitis, and colitis of undetermined cause. Patients recei-
ving care at the Courlancy Clinic were selected from the list of patients
maintained by the two pathology laboratories working with the clinic’s
gastroenterologists. All patients with Crohn’s disease, ulcerative colitis or
inflammatory bowel disease of undetermined cause who had had one or
more intestinal biopsies since January 1st 1999 were noted on the lists
then patients seen between January 2001 and December 2003 for con-
sultation or hospitalization were selected for the study.

The medical files of the patients were reviewed to check that the dia-
gnosis of inflammatory bowel disease was correct and to note any deaths.

DATA COLLECTED

The questionnaire was divided in five parts:
1) The first part included items used to define the type of IBD, des-

cribe disease activity level as perceived by the patients, disease duration,

history of hospitalization, surgery or proctology surgery, conventional
treatments, physical exercise or prayers.

2) The second part was reserved for patients who were using or had
used CAM. A list of fifty-eight types of CAM was divided into nine cate-
gories: herbal medicine, diet, nutritional supplementation, physical the-
rapy, alternative medicine, other therapies. For each item, the patients
were asked to indicate whether they had used the CAM in the past for
their IBD, were now using CAM for their IBD, or were now using CAM
for other reasons. Then, in order to identify the reasons why patients had
decided to use CAM, ten propositions were scored on a 5-point Likert
scale from unimportant (score = 1) to very important (score = 5). To eva-
luate the perceived effects of CAM, responses to ten propositions were
also scored from 1 (worsened) to 5 (greatly improved). The last part of
the questionnaire had four multiple-choice questions concerning the
number of visits to CAM practitioners and cost of the visits.

3) The third part of the questionnaire was completed only by patients
who had never used CAM. This part included a series of propositions to
determine why the patient made this choice, with the responses again
scored with a 5-point Likert scale.

4) The fourth part was composed of nine multiple-choice questions
designed to evaluate the relationship between the patient and the pri-
mary care physician (conventional medicine) and the ways patients lear-
ned about their disease other than the medical consultation.

5) The fifth part of the questionnaire included seven multiple choice
questions on the patient’s demographic characteristics with a blank page
where the patients were invited to make any comments they wanted.

Statistical analysis
Quantitative variables are reported as mean and standard deviation,

qualitative variables as number of observations (N) and percentage (%).
First, participants were compared with non-participants for the following
variables: age, gender, type of IBD, recruiting center and residence (admi-
nistrative district). Univariate and multivariate analyses were then perfor-
med to identify factors associated with use of CAM. The Mann-Whitney
non-parametric test was applied for quantitative variables and the chi-
square test or Fisher’s exact test as appropriate for percentages. Varia-
bles with P < 0.20 at univariate analysis were retained for the multiva-
riate logistic regression analysis. P < 0.05 was considered significant.
SAS for Windows version 8.2® was used for the statistical analysis.

Results

Participants

The self-administered questionnaire was mailed to
447 patients. Among them, 283 (63.3%) responded to the first
mailing and 42 (9.4%) to the second. Non-participants were:
patients who did not reside at the indicated address (question-
naires returned unanswered) (N = 34, 7.6%), deceased patients
(N = 7, 1.6%), patients who declined to participate (N = 19,
4.3%), and patients who did not return the questionnaire
(N = 62, 13.9%) (figure 1). The statistical analysis was thus per-
formed on 325 responding patients (first or second mailing), giv-
ing a response rate of 72.7%.

Comparison between participants 
and non-participants

Participating patients were significantly younger than non-
participating patients (table I). The participation rate was higher
among patients followed at the University Hospital than at the
private clinic. The geographic distribution of patient residence
was different between participants and non-participants, more
non-participants residing in the Marne administrative district.
There was no significant difference regarding gender or type
of IBD.

General characteristics

Mean age of the 325 participating patients was 40.5 years
(range 16-79) (table II). There were 179 men (55.1%) giving a

ABBREVIATIONS:
CAM  : Complementary and alternative medicine
CI  : Confidence interval
IBD  : Inflammatory bowel disease
OR  : Odds ratio
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H:F sex ratio of 0.82. Two hundred nineteen patients had
Crohn’s disease (67.4%), 94 had ulcerative colitis (28.8%), and
12 had colitis of undetermined cause (3.7%). Mean aged was
37.2 ± 14.2 years for patients with Crohn’s disease and
40.9 ± 13.7 for patients with ulcerated colitis. Conventional
treatments used by the patient are detailed in table III.

Center effect

There was a center effect, with a difference being observed
between patients recruited by the University hospital and those
recruited by the private clinic, for age, residence, type of IBD,
history of hospitalization and surgery for IBD, and disease activ-
ity level (table II). Self-assessed disease activity was significantly
different between the centers: among patients attending the Uni-
versity Hospital: 45.6% considered their IBD activity moderate to
severe and 12.8% considered it quiescent versus 35.2% and
25% respectively among the private clinic patients. The level of
patient confidence and satisfaction was not significantly differ-
ent between the two centers.

Use of complementary alternative medicine (CAM)

Sixty-nine patients (21.2%) used CAM for their IBD. Among
them, 34 patients had used CAM in the past for their IBD and
35 were currently using CAM. Only 28 patients (8.6%) indicated
they used CAM for other reasons (figure 2).

In decreasing order, CAMs most used by patients were:
homeopathy, magnetism, acupuncture, vitamin therapy
(table IV).

Among the patients who used CAM, 25 (36.2%) used only
one type of CAM, 12 (17.4%) two types, and 36 (47.4%) more

than two types. The mean number of CAMs used simultaneously
was 2.9.

Fifty-five patients (16.9%) reported they prayed sometimes or
often to treat their IBD. These patients used CAM significantly
more often than those who did not pray, respectively 27.5% and
14.1% (P = 0.01).

Factors associated with use of CAM

Factors significantly associated with use of CAM after univar-
iate analysis were: female gender, university hospital recruitment,
lower level of confidence in the physician and satisfaction with
the consultations (table V). There was also a difference concern-
ing the social and occupational categories (P = 0.04): none of the
farmers used CAM, while 37.5% of the patients with trades and
crafts occupations, 28.6% of executives, 40% artists or intellectual
professions, and 30% of the civil servants used CAM for their IBD.

The following variables were not significantly associated with
use of CAM: age, urban versus rural residence, history of hospi-
talization or surgery for IBD, type of IBD, disease activity.

Among the conventional treatments used, univariate analysis
showed that three were significantly associated with use of CAM:
oral steroids (24.5% vs 11.3%, P = 0.02), local steroids (34.8%
vs 15.9%, P < 0.01), loperamide (31.3% vs 16.8%, P < 0.01).

Reasons for using CAM and perceived effect

The four most frequently cited reasons for using CAM were:
desire to better control the disease (N = 44 patients, 64%), hav-
ing heard or read that such treatments could be helpful (N = 30,
44%), absence of results with conventional treatment (N = 27,
39%), secondary effects of conventional treatment (N = 26,
38%).

The positive effects of CAM the most frequently cited by the
69 patients who used such treatments were: beneficial effect
against stress (N = 48, 63%), improved disease symptoms
(N = 44, 58%), improved energy level (N = 44, 58%), feeling of
better control over the disease (N = 39, 57%).

In addition, patients stated that use of CAM enabled lower
doses of conventional treatments (N = 28, 36%), interruption of
conventional treatment (N = 15, 19.7%), avoiding surgery
(N = 17, 24.6%).

Reasons patients decided not to use CAM

The part of the questionnaire devoted to reasons for not
using CAM concerned 256 patients. The reasons the most fre-
quently cited were: unawareness of such treatments
(N = 113 patients, 44.1%), good results with conventional treat-
ments (N = 105, 41%), not thinking about it (N = 91, 35.6%),
absence of efficacy of CAM (N = 67, 26.2%). In addition,
81 patients (31.6%) did not use CAM because they felt their phy-
sician would not approve of such an attitude.

Visits with practitioners and cost

Patients consulted practitioners proposing three types of
CAM: homeopathy, acupuncture, physical therapy. During the
12 months preceding the questionnaire, patients had attended a
consultation for one of these types of CAM: more than five times
(N = 17 patients, 25% of patients who used CAM), three to five
times (N = 18, 26.3%), once or twice (N = 4 (6.3%), none
(N = 29, 42.5%).

During the preceding 12 months, expenditures for CAM
were: 0 euros for 30 patients (43.9%), less than 100 euros for 8
(11%), 100-250 euros for 20 (29.3%) and more than 250 euros
for 11 (15.9%).

All questionnaires
N=447 (100 %) 

Patients not residing
at the address
N=34 (7.6%) 

Deceased patients

N=7 (1.6%) 

Declined to respond
N=62 (13.9%) 

Questionnaires
returned unanswered 

N=19 (4.3%) 

All responders 
N=325 (72.7%) 

Fig. 1 – Questionnaire answers.
Réponses au questionnaire.
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Relations with conventional practitioners 
and the health care system

For their IBD, patients preferentially consulted a gastroenterol-
ogist (68.3%), a general practitioner (25.5%) or a surgeon (3.4%);
74.8% stated they had never discussed CAM with their doctor.

Participating patients indicated they had searched for com-
plementary information about their disease in books (N = 80,
24%), journals or magazines (N = 114, 35%), on the Internet
(N = 130, 40%). These patients also used CAM more often
(37.5%, 35.1%, and 26.9%, respectively, P < 0.01). Only
30 patients (9.2%) were members of the François AUPETIT asso-
ciation (French IBD patient association); these patients used CAM
significantly more often (43.3%, P < 0.01). Among patients who
had searched for complementary information (books, journals,
Internet, François AUPETIT association) 66.7% used CAM versus
6.0% of those who had not searched for complementary infor-
mation (P < 0.0001).

Regarding the relation between the patient and the conven-
tional practitioner, 240 patients (73.8%) preferred sharing deci-
sion making about their treatment with their physician. The
20 patients who preferred to decide themselves without consider-
ing the opinion of the physician used CAM significantly more
often (50%) than the others (P < 0.01).

The most frequent remarks made by patients on the blank
page were: concern about disease-related stress, difficulty in tol-
erating side effects of corticosteroid therapy, insufficient empathy
of the physician.

Multivariate analysis of parameters associated 
with use of CAM

At multivariate analysis, factors significantly associated with
use of CAM were: female gender (odds ratio (OR) = 3.5 [CI95%
1.8-6.9] (P = 0.0002), low level of confidence in the physician
(versus average or high level of confidence): OR = 4.75 [1.1-19.8]
(P = 0.03) and having looked for complementary information
about their disease (books, journals, Internet, …) OR = 4.6
[2.0-10.7] (P = 0.0004).

Discussion

In our study, 21.2% of the participating patients with IBD had
used CAM for their disease. However, 74.8% of them had not dis-
cussed CAM with their physician, often because they were con-
cerned about his/her reaction or his/her lack of knowledge about
the subject, as has been reported in other studies [3, 12, 13].

The main drawback in our study is the lack of a control pop-
ulation. Thus we cannot evaluate CAM use by patients with IBD
in comparison with the general population, both in terms of
absolute consumption and type of consumption. None of the
published studies, whether devoted to IBD or another disease,
have included a control group. One study reported by a polling
institute (IPSOS) in 2003 showed that 47% of the French popula-
tion had attended a homeopathy consultation at least once, a fig-
ure which contrasts with the 8.6% of our patients who stated they

Table I. – Demographic characteristics of participants and non-participants patients.
Données démographiques des malades participant et non participant à l’enquête.

Variables Participants
N = 325

Non-participants
N = 122

P

Age (md = 17)

Mean age (SD), years 40.5 (14.3) 44.5 (16.1) 0.041a

Female gender (md = 3)

N (%) 179 (55.1) 57 (47.9) NSb

Type of IBD (md = 3), N (%) NS

Crohn’s disease 219 (67.4) 70 (58.8)

Ulcerative colitis 94 (28.9) 43 (36.1)

Undetermined colitis 12 (3.7) 6 (5)

Center, N (%) 0.004b

University hospital 198 (60.9) 56 (45.9)

Courlancy clinic 127 (39.1) 66 (54.1)

District of residence (md = 8), N (%) 0.003c

Marne 191 (58.8) 91 (74.6)

Ardennes 61 (18.8) 10 (8.2)

Aube 8 (2.5) 2 (1.6)

Haute-Marne 3 (0.9) 0 (0)

Aisne 50 (15.4) 10 (8.2)

Other 12 (3.7) 9 (7.4)

md = missing data, NS = non significant,
a: Mann – Whitney test, b: c2 test, c: Fisher exact test.
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Table II. – Principal characteristics of the study sample.

Caractéristiques principales des malades participant à l’enquête.

Variables Total
N = 325

University
hospital
N = 198

Courlancy
clinic

N = 127

P

Age (md = 3)

Mean age (SD), years 40.5 (14.3) 39.3 (14.7) 42.4 (13.7) 0.025a

Female gender (md = 3)

N (%) 179 (55.1) 116 (58.6) 63 (49.6) NSb

Educational level (md = 11), N (%) NSb

Grade school 51 (16.2) 34 (17.9) 17 (13.7)

High school 67 (21.3) 46 (24.2) 21 (16.9)

High school diploma 59 (18.8) 30 (15.8) 29 (23.4)

Higher education 80 (25.5) 48 (25.3) 32 (25.8)

Apprenticeship 57 (18.2) 32 (16.8) 25 (20.2)

Occupation (md = 12), N (%) NSb

Farmer 7 (2.2) 5 (2.7) 2 (1.6)

Crafts and trades 8 (2.6) 4 (2.1) 4 (3.2)

Executive, self-employed 28 (9) 14 (7.4) 14 (11.3)

Artist, intellectual occupation 5 (1.6) 2 (1.1) 3 (2.4)

Teacher, civil servant 40 (12.8) 21 (11.1) 19 (15.3)

Employee 90 (28.8) 60 (31.8) 30 (24.2)

Laborer 36 (11.5) 17 (9) 19 (15.3)

Retired 37 (11.8) 24 (12.7) 13 (10.5)

Other 62 (19.8) 42 (22.2) 20 (16.1)

District of residence, N (%) < 0.01c

Marne 191 (58.8) 98 (49.5) 93 (73.2)

Ardennes 61 (18.8) 47 (23.7) 14 (11.0)

Aube 8 (2.5) 8 (4.0) 0 (0)

Haute-Marne 3 (0.9) 2 (1.0) 1 (0.8)

Aisne 50 (15.4) 37 (18.7) 13 (10.2)

Other district 12 (3.7) 6 (3.0) 6 (4.7)

Type of IBD, N (%) < 0.01b

Crohn’s disease 219 (67.4) 150 (75.8) 69 (54.3)

Ulcerative colitis 94 (28.8) 44 (22.2) 50 (39.4)

Undetermined colitis 12 (3.7) 4 (2.0) 8 (6.3)

History of hospitalization for IBD, N (%)

243 (75.0) 166(83.8) 77 (61.1) < 0.0001b

History of surgery for IBD, N (%)

126 (38.8) 90 (45.5) 36 (28.4) 0.002b

md = missing data. NS = non significant. a Mann – Whitney test. b c2 test. c Fisher exact test.
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had used homeopathy for their IBD. This could probably be
explained by the fact that homeopathy is generally used for com-
mon health problems. The only available French study on the

topic has shown that among patients attending a homeopathy
consultation, only 6.9% did so for gastrointestinal disorders [11].
The low level of CAM use before the diagnosis of IBD in our

Table III. – Conventional treatment use.
Recours aux traitements conventionnels.

Variables Crohn’s 
disease
N = 219

N (%)

Ulcerative 
colitis

N = 94
N (%)

Colitis 
of undetermined 

cause
N = 12
N (%)

Total
N = 325

N (%)

Oral treatments

Corticosteroids 176 (80.4) 62 (66) 7 (58.3) 245 (75.4)

5-aminosalicylates 182 (83.1) 85 (90.4) 11 (91.7) 278 (85.5)

Loperamide 81 (36.7) 15 (16) 3 (25) 99 (30.5)

Azathioprine 118 (53.9) 27 (28.7) 3 (25) 148 (45.5)

Methotrexate 21 (9.6) 1 (1.1) 0 (0) 22 (6.8)

Antibiotics 43 (19.6) 5 (5.3) 3 (25) 51 (15.7)

Local treatments

Corticosteroids 40 (18.3) 46 (48.9) 6 (50) 92 (28.3)

5-aminosalicylates 44 (20.1) 70 (74.5) 8 (66.7) 122 (37.5)

Intravenous treatments

Corticosteroids 62 (28.3) 21 (22.3) 5 (41.7) 88 (27.1)

Parenteral nutrition 58 (26.5) 16 (17) 3 (25) 77 (23.7)

Cyclosporin 1 (0.5) 3 (3.2) 0 (0) 4 (1.2)

Infliximab 25 (11.4) 1 (1.1) 0 (0) 26 (8)

All responders : 
N=325

Never used CAM :
228 (70.2 %) 

Used CAM for IBD :
69 (21.2%) 

In the past for IBD : 
34 (49.3%) 

Currently for IBD : 
35 (50.7%) 

Have used CAM 
before : 13 (37.1%) 

Never used CAM
before:

22 (62.9%) 

Have used CAM for 
other conditions : 28 

(8.6%)

Fig. 2 – Complementary alternative medicine (CAM) use by patients with inflammatory bowel disease in the study sample.
Recours aux traitements alternatifs et complémentaires des sujets participant à l’enquête.
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series (6.8%) could be considered as an “internal control” show-
ing that current use of CAM was largely related to the presence
of IBD.

We only retained patients who attended consultations or were
hospitalized during the last three years. For patients seen at the
private clinic, we included those who had a digestive biopsy since
1999, which probably led to the selection of a sample of patients
with more severe forms of IBD. Furthermore, it is well established
that there is a risk of an information bias (memorization, prevari-
cation) when using a self-administered questionnaire [14].

The robustness of the present study is strengthened by the
large sample size and the high response rate (72.7%). Selection
bias, particularly concerning the type of IBD, was also reduced
by including patients recruited in a public center and a private
clinic.

The 21.2% rate of CAM use observed in this population is
about half the rate found in groups of North-American patients
[1, 3, 5, 8, 10] (table VI). The one study comparing European and
American patients showed a lower rate of CAM use in Europe
(Ireland and Sweden) [10], but still higher than in our population.

Most of the patients in our population who used CAM opted
for homeopathy, magnetism or acupuncture (table IV). These
results are in agreement with those of most studies reported in
European populations [10, 15, 16] although variations related
to different ethnic backgrounds are observed. It would appear
that Asian populations living in western countries use acupunc-
ture more than their Caucasian counterparts [17, 18]. This point
was not assessed in our survey. In the United States and Canada,
herbs and vitamins readily available in health food stores which
promote their use, are the most widely used CAM [3, 8]. These
observations point out the cultural differences between American
and European patients regarding use of CAM.

Three variables were significantly associated with use of
CAM: female gender, lower level of confidence in the physician,
and searching for information about the disease. At multivariate
analysis, female gender was independent from searching for com-

plementary information. Most studies already mentioned female
predominance (76.8% in our study) [1-4,7-9, 11, 13, 19, 20].

Three quarters of the patients in our study population stated
they were highly or totally confident in their physician and/or
were highly or totally satisfied with the consultations. The obser-
vation that patients who stated they were less confident in their
physician used CAM significantly more often was not an unex-
pected finding.

Searching for complementary information on IBD was the
third factor significantly related with use of CAM; this factor is
not always reported in similar studies. This association might be
related to the fact that the medias have increasingly focused on
health-related subjects in recent years and that modes and
trends affect use of CAM [5]. Moreover, three quarters of the
patients in our study stated they wanted to share the responsibil-
ity of the therapeutic decisions with their physician. This is a
more modern version of the patient-physician relationship where
the patient takes a more active part in the decision making proc-
ess. The fact that 43.3% of patients who were members of the
François AUPETIT association used CAM and also that 66.7% of
patients who searched for complementary information very often
used CAM are in line with this type of attitude. Use of alternative
medicines does not exclude use of conventional treatments, but
rather is seen a complement, as has been demonstrated by oth-
ers [3, 4, 10, 13, 15, 22-25]. At multivariate analysis, none of
the conventional treatments used was associated with use of
CAM while in earlier work, the secondary effects of treatment,
particularly corticosteroid treatment, was noted as a reason for
using alternative treatments [6, 13, 15, 22-25]. This motivation,
as well as the inefficacy of conventional treatments, was never-
theless mentioned by the patients in our study. The beneficial or
expected effect of CAM on anxiety or stress, energy level, and
feeling of controlling the disease was also cited in earlier studies
[3, 6, 13, 15, 22-25].

The absence of any difference in CAM use by disease activity
or severity (immunosuppressor treatment, intravenous treatment,
history of hospitalization or surgery) was an unexpected result,
different from earlier reports [3, 4, 8]. It must be noted that all of
these studies did not use multivariate analysis to rule out possible
confounding factors. Furthermore, the medical concept of dis-
ease activity or severity may not be the same as the patient’s per-
ception. In the present study, disease severity was perhaps better
evaluated by the patients dissatisfaction, one of the factors
shown to be significant at multivariate analysis.

Thus, CAM use was generally more related to an insuffi-
ciency of the patient-physician relationship as perceived by the
patient rather than to the failure of medical or instrumental treat-
ment. This suggests that specialists should be more attentive to
their patient’s perception of the disease and associated phenom-
ena and also should try to learn more about CAM in order to be
able to discuss the subject with their patients.

CAM practices have the reputation of being “healthful” or
“natural” [7, 15] but are not devoid of secondary effects: the
benign undesirable effects of herbal medicine [26] or acupunc-
ture [27] are well known, but there is also a risk of fulminant
hepatitis due to toxic plant extracts [28]. It is also known that cer-
tain treatments can modify the pharmacodynamics of conven-
tional treatments; for example pineapple juice reduces the
bioavailability of cyclosporin [18, 29]. It is thus the responsibility
of the physician to inform patients that these treatments are not
totally safe.

Few studies have evaluated the efficacy of CAM in IBD [30-33]
and their results are insufficient to draw any conclusion. Method-
ological deficiencies as well as the lack of randomization or dou-
ble-blind design and the small number of patients under study do
not allow a sufficient level of proof.

Table IV. – Common complementary and alternative medicine (CAM)
used by patients.
Traitements alternatifs et complémentaires les plus utilisés par
les malades.

Types of CAM N = 69 (%)

1) Homeopathy 28 (40.6)

2) Magnetism 24 (34.8)

3) Acupuncture 23 (33.3)

4) Multivitamin supplementation 17 (24.6)

5) Osteopathy 11 (15.9)

6) Psychotherapy 10 (14.5)

7) Gluten free diet 10 (14.5)

8) Relaxation 9 (13.0)

9) Massages 8 (11.6)

10) Sophrology 7 (10.1)

11) Royal jelly 7 (10.1)

12) Others 62 (89.9)

The total is greater than 100% because some patients used more than one CAM.
55 patients (16.9%) also prayed for their disease.
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The growing popularity of CAM is not specific to intestinal
diseases. Many patients with other disabling chronic diseases
use CAM. Several recent publications have demonstrated the
impact in the field of oncology where the complementary role to
conventional treatment is particularly notable for the relief of
cancer-related and treatment-related concerns [6, 12, 13, 22].

The same trends can be observed for other diseases such
as asthma [34], or psoriasis [35, 36] where different tech-
niques such as relaxation, psychotherapy, or acupuncture are
used. CAM are also used by patients with rheumatoid arthritis

[37, 38], irritable bowel syndrome [39, 40], or chronic liver dis-
ease [20, 41, 42].

In conclusion, one out of five patients uses CAM for IBD and
only one out of four discusses it with his/her physician. Women
use CAM more often. More frequent use of CAM appears to
reflect an insufficient patient-physician relationship more than
disease severity, at least as perceived by the patient. Beyond the
question of whether or not CAM are effective for the treatment of
IBD, physicians should first be concerned about why patients use
CAM without discussing it with them. Patients probably want

Table V. – Comparative characteristics for patient users and non-users of complementary and alternative
medicine (CAM).
Caractéristiques comparatives des malades ayant et n’ayant pas eu recours aux traitements
alternatifs et complémentaires.

Variables Total
N = 325

Patient-
users

of CAM
N = 69

Patient-
non users 
of CAM
N = 256

P

Age (md = 3)

Mean age (SD), years 40.5 (14.3) 40.7 (14.6) 39.8 (16.2) NSa

Female gender

N (%) 179 (55.1) 53 (76.8) 126 (49.2) < 0.0001a

Recruitment, N (%) 0.027a

University hospital 198 (60.9) 50 (72.5) 148 (57.8)

Courlancy clinic 127 (39.1) 19 (27.5) 108 (42.2)

Type of IBD, N (%) NSa

Crohn’s disease 219 (67.4) 44 (63.8) 175 (68.4)

Ulcerative colitis 94 (28.8) 22 (31.9) 72 (28.1)

Undetermined colitis 12 (3.7) 3 (4.4) 9 (3.5)

Disease activityb  N (%) NSa

Quiescent 57 (17.8) 10 (14.5) 47 (18.7)

Mild 130 (40.6) 26 (37.7) 104 (41.4)

Moderate 105 (32.8) 27 (39.1) 78 (31.1)

Severe 28 (8.8) 6 (8.7) 22 (8.8)

History of hospitalization for IBD

N (%) 243 (74.8) 52 (75.4) 191 (74.6) NSa

History of surgery for IBD

N (%) 126 (38.8) 23 (33.3) 103 (40.2) NSa

Level of confidence in physician (md = 7), N (%) 0.0011a

Little or no confidence 8 (2.5) 5 (7.5) 3 (1.2)

Intermediary confidence 58 (18.2) 18 (26.9) 40 (15.9)

High or total confidence 252 (79.3) 44 (65.7) 208 (82.9)

Level of satisfaction with consultations (md = 7), N (%) 0.0073a

Little or no satisfaction 18 (5.7) 7 (10.5) 11 (4.4)

Intermediary satisfaction 64 (20.1) 20 (29.9) 44 (17.5)

High or total satisfaction 236 (74.2) 40 (59.7) 196 (78.1)

md = missing data, NS = non significant, a c2 test, b patient self-assessment.
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their physician to be more attentive to how they “live” their dis-
ease [3, 6, 13]. Furthermore, physicians should be able to
inform their patients about the possible undesirable effects of
CAM.
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