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Abstract

Background and aims: The use of complementary and alternative medicine (CAM) has been increas-
ing in recent decades. Our aim was to determine the proportion of CAM use among patients with in-
flammatory bowel disease (IBD) in a longitudinal, population-based cohort and to identify
predictive factors for CAM use.
Methods: The Inflammatory Bowel South-Eastern Norway (IBSEN) study is a population-based IBD co-
hort that has been followed prospectively for 10 years. The ten-year follow-up was conducted from
 by guest on 24 April 2024
2000 to 2004 and included a questionnaire regarding CAM, a structured interview, a review of hospital
records, a clinical examination, laboratory tests, and an ileocolonoscopy.
Results: Of the 620 patients evaluated at the ten-year follow-up, 517 (84%) completed the CAM
questionnaire, 353 had ulcerative colitis (UC), 164 had Crohn's disease (CD), and 50% were male.
Thirty percent reported the use of CAM at some point since their IBD diagnosis, and 7.5%
reported current CAM use. More CD patients than UC patients reported CAM use (38% vs. 27%, re-
spectively; p=0.01). Younger age, female gender, and higher education level predicted CAM use
in UC, whereas younger age was the only predictor of CAM use in CD. Thirty-six percent of the
CAM users were mostly satisfied or very satisfied with the treatment.
Conclusion: One third of the patients in this population-based cohort had used CAM at some point
during a ten-year disease course, but only 7.5% reported current CAM use. CAM use wasmore common
in the CD than in the UC patients. Only socio-demographic factors, such as age, gender and education,
predicted CAM use.
© 2011 European Crohn's and Colitis Organisation. Published by Elsevier B.V. All rights reserved.
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1. Introduction

In the Western world, the use of complementary and alter-
native medicine (CAM) has been increasing in recent de-
cades1,2 and its use appears to be more prevalent among
patients with chronic diseases.3–6 Inflammatory bowel dis-
ease (IBD) is a chronic inflammatory disorder of the gastroin-
testinal tract of unknown origin. The course of the disease
varies widely between patients but is often characterized
by a chronic and relapsing disease course and periods of re-
mission. The two major subtypes of IBD are ulcerative colitis
(UC) and Crohn's disease (CD). Medical treatment is often ef-
fective in inducing remission, but no medicine is curative or
can guarantee the prevention of recurrence.

CAM covers a broad range of practices, products and ther-
apies that are not generally considered to be part of conven-
tional medicine.7–9 Hence, what is considered to be CAM
varies between cultures and countries. Even within one
country, it is difficult to define the border between CAM
and conventional medicine because this field is constantly
evolving. For example, acupuncture is offered by licensed
health personnel inside the national health care system
and by CAM practitioners operating outside the national
health care system. Another example is that although chiro-
practors are licensed and are not categorized as CAM pro-
viders in Norway,1 this is not true for all European countries.

Several studies have investigated the frequency of CAM use
among IBD patients,2 which ranges from 21% to 60%, depend-
ing on the CAM definition used. However, there are no pub-
lished data on the frequency of CAM use among IBD patients
in Norway. Most of the published studies have been conducted
on patient cohorts from tertiary health care clinics.2 Hospital-
based populations are expected to include the sickest pa-
tients, those who seek care through conventional medical pro-
viders and those who are most comfortable within the
framework of conventional medicine.2,10 Conclusions from
studies on these populations may not hold true for the general
IBD population or for different IBD subpopulations. The Inflam-
matory Bowel South-Eastern Norway (IBSEN) study is one of the
few longitudinal, population-based studies in IBD research11

and it constitutes the basis of this sub study. The primary aim
of this study was to determine the proportion of CAM use for
IBD among Norwegian IBD patients in a population-based cohort
followed for 10 years after the initial diagnosis. The secondary
aims were to investigate patients' satisfaction with CAM treat-
ment and to identify possible predictive factors for CAM use.

2. Materials and methods

2.1. Study population and design

From January 1, 1990 to December 31, 1993, data on all newly
diagnosed patients with IBD or possible IBD were prospectively
recorded in four geographically well-defined areas in south-
easternNorway. On January 1, 1992, the total study population
in these areas was 966,427. All the general practitioners in
these areas (1236) were invited to participate in the study
and at each of the 15 participating hospitals, a senior gastroen-
terologist assumed responsibility for the diagnostic procedures
and for the registration and inclusion of patients. The clinical
information was subsequently reviewed by a gastroenterologist
at a university hospital. The organization of the inception co-
hort has previously been described in detail.12–14 Prescheduled
follow-up visits were conducted at 1, 5 and 10 years (±1 year)
after inclusion, with a re-evaluation of the diagnosis and a re-
assessment of the course of disease. Ten years after thediagno-
sis of IBD, 620 of 756 (82%) patients had completed the ten-year
follow-up (423 with UC and 197 with CD), 71 had died, and 65
had been lost to follow-up.15,16

2.2. Clinical and socio-demographic data

The ten-year follow-up visit included a patient-reported out-
come questionnaire, a structured interview, a clinical examina-
tionwith laboratory tests, and, if indicated, an ileocolonoscopy.
Medical and surgical treatments during follow-up were per-
formed in accordance with established clinical practice. Our
study was initiated before immunomodulators were widely
used as maintenance therapy for UC and before anti-TNF treat-
ment was generally introduced.

2.3. The CAM questionnaire

At the ten-year clinical follow-up, patients completed a
questionnaire on the use of CAM. The questions were re-
stricted to the use of CAM for IBD. CAM use was defined as
1) ever used CAM (any use of CAM in the ten years since diag-
nosis); 2) recently used CAM (any use of CAM during the
6 months prior to follow-up); and 3) regularly use CAM (the
use of CAM more than four times or regularly in the previous
6 months). Furthermore, the type of CAM used was noted
through the selection of any of three therapies listed in the
questionnaire (homeopathy, acupuncture, and spiritual
healers). In addition, patients could specify other therapies
they had used in a comments field. The patients were
asked to assess their satisfaction with CAM treatment by pro-
viding one of four possible scores: not at all satisfied, some-
what satisfied, mostly satisfied, and very satisfied. The
question regarding satisfaction with the treatments was
asked of all respondents and was not related to one particu-
lar treatment.

2.4. Clinical course of the disease

The clinical course from diagnosis onward was visualized
using four curves, each reflecting a different disease pattern
in terms of the severity of bowel symptoms.15,16 During the
interview, patients were asked to categorize their clinical
course for the previous 10 years according to one of four pre-
defined curves: 1) remission or mild severity of intestinal
symptoms after initial high activity; 2) an increase in the
severity of intestinal symptoms after initial low activity;
3) chronic continuous symptoms; or 4) chronic intermit-
tent symptoms. The curves are depicted in Fig. 1.

2.5. Classification and definitions

The UC patients were classified into three subgroups: procti-
tis, left-sided colitis (mucosal changes up to the splenic flex-
ure) and extensive colitis (inflammation beyond the splenic
flexure). The CD patients were prospectively classified



Figure 1 Predefined curves depicting disease course from diagnosing to ten-year follow-up. Curve 1) remission or mild severity of
intestinal symptoms after initial high activity. Curve 2) an increase in the severity of intestinal symptoms after initial low activity.
Curve 3) chronic continuous symptoms. Curve 4) chronic intermittent symptom.
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according to the disease phenotypes of the Vienna classifica-
tion,17 which was the standard classification system when
the study protocol was designed. Relapse was defined as
“any aggravation of IBD symptoms resulting in more aggres-
sive medical treatment or surgery”. The overall relapse
rates during the first and second five-year periods after diag-
nosis were recorded, as were the annual relapse rates for
the first, fifth, and tenth years of follow-up. Surgery was de-
fined as any intra-abdominal surgical procedure for active
CD; thus, incision and drainage of perianal abscesses and
simple perianal fistulectomy did not qualify as surgery in
this outcome definition. Colectomy status was recorded con-
secutively for UC patients, and in cases lost to follow-up, the
hospital records were reviewed. Educational status was
recorded as ≤12 years (maximum upper secondary school)
or N12 years (college/university level).
2.6. Statistical analyses

Continuous variables are presented as medians and categor-
ical variables as proportions. The continuous variables for
age and disease duration displayed a skewed distribution;
therefore, the comparison was performed using the non-
parametric Mann–Whitney U test. The chi-squared (χ²)
test was used to compare categorical data. We used logistic
regression analyses to assess possible predictive factors for
CAM use. Variables for which we found a p-value b0.15 be-
tween the CAM users and non-users were entered into the
multiple analyses. All analyses were performed separately
for the UC patients and the CD patients. The significance
level was set to 5%. All statistical analyses were performed
using the Predictive Analytics Software PASW (version 18.0;
IBM Corporation, Somers, New York, USA).

2.7. Ethics

This study was conducted in accordance with the Helsinki
Declaration and was approved by the Regional Committee
for Medical Research Ethics and the Norwegian Data Inspec-
torate. All patients signed an informed consent form prior
to inclusion in the study.

3. Results

3.1. Respondents

Of the 619 patients who were evaluated with a ten-year fol-
low-up, 517 (84%) N18 years completed questionnaires re-
garding CAM (353 with UC and 164 with CD). There were no
significant differences with regard to age, gender or



Table 1 Responders versus non-responders.

Non-responders
(n=100)

Responders
(n=519)

p-value

Age in years
(median and range)

43 (18 to 93) 43 (19 to 86) 0.9

Gender (% men) 58 50 0.1
Diagnosis UC/CD (%) 68/32 68/32 0.9
Disease duration
in months
(median and range)

124 (99–147) 123 (107–165) 0.4

UC (ulcerative colitis), CD (Crohn's disease).
The continuous variables, age and disease duration, were compared
using the Mann–Whitney U test.
The categorical variables, gender and diagnosis, were compared
using the Chi-squared test.
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diagnosis between patients who completed (responders) and
did not complete (non-responders) the questionnaire (Table 1).

3.2. Use of CAM during follow-up

A total of 30% (157/517) of all the respondents had used
some form of CAM in the ten-year period since diagnosis.
Only 7.5% (39/517) reported current CAM use, and 3.1%
(16/517) had used CAM more than four times (regularly) dur-
ing the previous 6 months. Significantly more women than
men reported CAM use (p=0.009), and the CAM users were
significantly younger (41 years, range 19 to 86) than the
non-users (49 years, range 20 to 86) (pb0.001). The propor-
tion of CAM users was higher among the CD patients com-
pared with the UC patients (38% vs. 27%, p=0.01).

The most frequently used therapies were homeopathy
(64%) and acupuncture (39%); only 10% of respondents had
visited a spiritual healer. Twenty percent reported the use
of alternative therapies other than those specified in the
questionnaire (listed in Table 2). One fifth of the patients
had used more than one type of CAM. With regard to their
satisfaction with CAM, 36% of the users were “mostly satis-
fied” or “very satisfied” with the treatment, 36% were
“somewhat satisfied” and 29% were “not at all satisfied”.
Table 2 Types of CAM specified by the patients.

Type of therapy Frequency

Homeopathy 101 (64%)
Acupuncture 62 (39%)
Healing 16 (10%)
Reflexology 15 (9.5%)
Kinesiology 4 (2.5%)
Herbal products 5 (3%)
Integrative medicine clinic 3 (2%)
Laser 2
Naturopath 1
Colon hydrotherapy 1
Fire cupping 1

Frequency of the different types of CAM (complementary and
alternative medicine) specified by the patients. Total exceeds
100%, as many of the patients used more than one type of CAM.
3.3. CAM use in patients with ulcerative colitis

Twenty-seven percent of the UC patients (95/353) reported
CAM use during the ten-year period, including significantly
more women than men. Furthermore, the CAM users were
significantly younger and had a higher education level com-
pared to the non-users (Table 3).

Patients with a severe disease course reported more CAM
use (33% of those with a chronic continuous disease course
and 35% of those with a chronic intermittent disease course)
than patients with a mild disease course (20%). These differ-
ences were statistically significant (p=0.005). Curve 2 was
omitted from these analyses because the sample size was
too small (n=7).

A higher proportion of CAM users than non-users had ex-
perienced one or more relapses in the ten-year follow-up pe-
riod (94% vs. 79%, pb0.001). This finding was consistent in
both the first and second five-year periods (data not
shown). The distribution of the diseases was comparable be-
tween the CAM user and non-user groups. Most patients were
classified as having either left-sided or extensive colitis. No
significant differences were found between CAM users and
non-users with regard to colectomy.

The most common medical treatments in the ten-year
follow-up period for UC patients were 5-ASA and systemic
steroids; 33% had used 5-ASA at least eight out of the ten
previous years, and 46% had used systemic steroids some-
time during the ten-year period. Only 7% had used immuno-
modulators (azathioprine/methotrexate), and none of the
patients had used biologic agents. We found no significant
differences in the use of medical treatments between the
CAM users and non-users.

In the multiple logistic regression analysis, we included
the following variables: age, gender, educational level,
course of the disease, and relapse rates. The analysis
revealed that younger age, female gender and higher educa-
tion were predictors of CAM use in the UC group (Table 4).
 24 April 2024
3.4. CAM use in patients with Crohn's disease

Thirty-eight percent (62/164) of patients with Crohn's dis-
ease reported CAM use. There were no significant differ-
ences with regard to gender or educational level between
the CAM users and non-users; however, the CAM users were
significantly younger than the non-users (pb0.001)
(Table 3).

Patients with a severe disease course reported more CAM
use (47% in the chronic continuous disease course group and
50% in the chronic intermittent disease course group) than
patients with a mild disease course (24%). These differences
were statistically significant (p=0.019). As for ulcerative co-
litis, curve 2 was omitted from the analysis because there
were too few patients (n=4) in this group.

Altogether, 97% of the CAM users, compared with 84% of
the non-users, experienced one or more relapses during
the ten-year follow-up period (p=0.025). This finding was
consistent in both the first and second five-year periods
(data not shown). No significant differences in rates of sur-
gery or disease behavior were found between the CAM
users and non-users. The use of both systemic steroids and
azathioprine was significantly higher in CAM users compared



Table 3 Demographic and clinical characteristics of CAM users and non-users in UC and CD.

UC (n=353) CD (n=164)

CAM users
(n=95)

Non CAM users
(n=258)

p-value CAM users
(n=62)

Non CAM users
(n=102)

p-value

Gender (% men) 34% 55% b0.001 52% 48% NS
Age (median and range) 42 (23–86) 49 (22–86) b0.001 33 (19–75) 41 (20–83) b0.001

Highest completed education
≤12 years 37 (38%) 141 (55%) 30 (48%) 53 (52%)
N12 years 48 (51%) 76 (30%) b0.001 22 (36%) 38 (37%) NS
Missing 10 (10%) 41 (16%) 10 (16%) 11 (11%)

Course of disease
Disease course 1 40 (43%) 160 (62%) 0.005 18 (29%) 55 (54%) 0.019
Disease course 2 4 (4%) 3 (1%) 2 (3%) 3 (3%)
Disease course 3 8 (8%) 16 (6%) 14 (23%) 16 (16%)
Disease course 4 43 (45%) 79 (31%) 28 (45%) 28 (28%)

Disease distribution
Proctitis 20 (21%) 52 (20%) NS
Left-sided 39 (41%) 85 (33%)
Extensive 36 (38%) 121 (47%)

Behavior of CD
B1 22 (36%) 50 (49%) NS
B2 26 (42%) 20 (29%)
B3 14 (23%) 22 (22%)

Relapse
Since disease onset 89 (94%) 204 (79%) b0.001 60 (97%) 86 (84%) 0.025

Surgery
Colectomy 8 (8%) 24 (9%) NS
Surgery yes/no 28 (45%) 39 (38%) NS

Systemic steroids
Any use in the last 10 years 49 (52%) 112 (43%) NS 53 (86%) 72 (71%) 0.03

5-ASA
≥Eight out of ten years 32 (34%) 85 (33%) NS 21 (34%) 45 (44%) NS

Azathioprine
Any use in the last 10 years 9 (10%) 15 (6%) NS 27 (44%) 25 (25%) 0.011

Gender is given as percentage men; age is given as median and range. All other variables are given as absolute number with percentage in
parentheses. The Mann–Whitney U test was used to compare medians. Chi-squared tests were used to compare proportions. The significance
level was set to 5%.
NS (not significant), CAM (complementary and alternative medicine), UC (ulcerative colitis), CD (Crohn's disease), 5-ASA (5
aminosalisylates).
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with non-users (Table 3). Thirty-four percent of the CAM
users were administered 5-ASA at least eight out of the ten
previous years, and the proportion of 5-ASA use was compa-
rable in the CAM user and the non-user groups.

The following variables were included in the multiple lo-
gistic regression analysis: age, gender, course of the disease,
relapse rates, and use of medications. The analysis revealed
that only younger age was a predictor of CAM use in CD
(Table 5).
4. Discussion

This is one of few studies to investigate use of CAM in a
population-based cohort of IBD patients.2,18,19 One third
of the patients reported that they had used CAM ten-
years after the initial diagnosis and only 7.5% had used
CAM during the previous 6 months. In contrast to other
studies,2 CAM use was found to be more prevalent among
CD patients compared with UC patients.



Table 4 Logistic regression analysis showing predictors of CAM use in UC.

Univariate Multivariate

OR 95% CI p-value OR 95% CI p-value

Age 0.97 0.95 to 0.98 b0.001 0.97 0.95 to 1.00 0.021
Gender
Male 1 [Ref] b0.001 1 [Ref] 0.007
Female 2.39 1.45 to 3.94 2.14 1.23 to 3.73

Education
≤12 years 1 [Ref] 0.002 1 [Ref] 0.017
N12 years 2.25 1.34 to 3.79 1.95 1.12 to 3.37

Disease course
Curve 1 1 [Ref] 0.002 1 [Ref] NS
Curve 3+4 2.15 1.32 to 3.49 1.27 0.96 to 1.69

Relapse a

No 1 [Ref] 0.003 1 [Ref] NS
Yes 3.81 1.58 to 9.18 2.02 0.77 to 5.30

Systemic steroids b

No 1 [Ref] 0.27 Not included
Yes 1.31 0.81 to 2.21

AZA b

No 1 [Ref] 0.158 Not included
Yes 1.95 0.77 to 4.95

Univariate and multivariate logistic regression models. Results given as estimated odds ratios for CAM use with 95% confidence intervals.
Only variables with pb0.15 in the univariate analysis were included in the multivariate analysis.
OR (odds ratio), CAM (complementary and alternative medicine), UC (ulcerative colitis), NS (not significant), Ref (reference category),
AZA (azathioprine).
a Since disease onset.
b Any use in the last 10 years.

Table 5 Logistic regression analysis showing predictors for CAM use in CD.

Univariate Multivariate

OR 95% CI p-value OR 95% CI p-value

Age 0.95 0.93 to 0.98 0.00 0.96 0.93 to 0.99 0.004
Gender
Male 1 [Ref] 0.66 1 [Ref] NS
Female 0.87 0.46 to 1.63 1.11 0.55 to 2.23

Education
≤12 years 1 [Ref] 0.94 Not included
N12 years 1.02 0.51 to 2.04

Disease course
Curve 1 1 [Ref] 0.00 1 [Ref] NS
Curve 3+4 2.92 1.48 to 5.76 1.38 0.93 to 2.03

Relapse a

No 1 [Ref] 0.03 1 [Ref] NS
Yes 5.58 1.24 to 25.18 2.05 0.39 to 10.70

Systemic steroids b

No 1 [Ref] 0.04 1 [Ref] NS
Yes 2.35 1.02 to 5.39 1.31 0.50 to 3.46

AZA b

No 1 [Ref] 0.03 1 [Ref] NS
Yes 2.11 1.07 to 4.19 1.18 0.53 to 2.63

Univariate and multivariate logistic regression models. Results given as estimated odds ratios for CAM use, with 95% confidence intervals.
Only variables with pb0.15 in the univariate analysis were included in the multivariate model.
OR (odds ratio), CAM (complementary and alternative medicine), CD (Crohn's disease), NS (not significant), Ref (reference category), AZA
(azathioprine).
a Since disease onset.
b Any use in the last 10 years.
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Because of discrepancies in study populations and defini-
tions of CAM, it is difficult to compare CAM use between dif-
ferent studies. However, our findings are in accordance with
the results from selected IBD cohorts that included patients
who attended specialist clinics4,5,20–26 and with the results
of surveys of members of Crohn's disease and colitis patient
organizations.3,10,27,28 In these studies, the frequency of
overall CAM use ranged from 21% to 60%. In a recently pub-
lished paper from the Manitoba Inflammatory Bowel Disease
Cohort study in Canada19 the prevalence of CAM use for IBD
ranged from 14% to 21% in the 54 months follow-up period.
However, the definition of CAM differs from our study, as
they included physiotherapy and chiropractic, whereas
those treatments were not included in our study. Two na-
tional surveys have investigated CAM use among the adult
Norwegian population. In the first study, from 1997, the
prevalence of “ever-used” CAM was 34%29 which is consis-
tent with our findings. Ten years later, in 2007, CAM use in
the general population had increased to 48.7%.1 However,
in this study, the time period was restricted to “the previ-
ous 12 months”; consequently, the proportion of “ever
use” is expected to be even higher. The current use of
CAM was somewhat lower in our cohort (7.5%) compared
with other studies from North America and Europe (11% to
34%),2,19 and only 3.1% reported regular CAM use. The
lower frequency of both current and regular CAM use in
our study may have been caused in part by a shorter recall
period and because we only asked for CAM use specific to
IBD symptoms.

Homeopathy is more common as an alternative treatment
in Europe than in North America, and it is the most frequent-
ly reported CAM treatment in European studies2,3,5,20,28;
thus, our findings are consistent with this trend. Acupunc-
ture is offered both inside and outside the national health
care system in Norway.1 This may be one reason for the fre-
quent use of acupuncture in our study. However, to our
knowledge, acupuncture is not offered specifically to IBD pa-
tients at Norwegian hospitals.

Alternative treatments were more widely used by pa-
tients with CD than with UC in our study. Several factors
might explain this finding. CD patients often have a more se-
rious disease course, with a higher risk of complications that
lead to surgery.15 It had previously been shown that the CD
patients in this cohort used more systemic steroids and im-
munomodulators compared with the UC patients15,16 and
that the CD patients had lower health-related quality of
life (HRQoL) scores than the UC patients.30 In addition, sig-
nificantly more CD than UC patients reported chronic active
disease courses during the ten-year follow-up period. Curi-
ously, no other studies have supported this difference be-
tween the diagnoses, which emphasizes the importance of
performing such studies in population-based cohorts, prefer-
ably with newly diagnosed patients.18

Based on gender differences described in national surveys of
the adult Norwegian population,1,29 our finding that more
women than men reported CAM use in the total IBD group was
expected. However, when we stratified the results by diagno-
sis, we found no gender differences among the CD patients:
our study showed that men with CD used more CAM than men
with UC and more than men in the general Norwegian popula-
tion.1 This finding might reflect that men with CD are more af-
fected by the symptom burden of the disease than men with
UC. Younger age was a predictive factor for CAM use in both
UC and CD patients after adjusting for other variables in the
multiple regression analyses. In studies from the United King-
dom24 and Germany28 that also reported younger age as a pre-
dictive factor for CAM use, the authors' explanation for this
finding was that young patients may be more receptive to the
concept of CAM and have readier access to information about
it.24 Still, this age-related trend is not consistently reported
in IBD studies.2 Furthermore, the CAM users in the UC group
of the present study had a higher educational level than the
non-users, and a high educational level was maintained as a
predictor of CAM use after adjusting for other variables in the
multiple regression analyses. This interrelationship was not
found in the CD patients. We have no reasonable explanation
for why education level was a predictor of CAM use only in
the UC group and cannot exclude the possibility that this was
a spurious finding. However, a higher educational level has
been associated with CAM use in some previous studies of IBD
patients,21,28 but not in others.4,19,27,31,32

Previous reports of the association between CAM use and
disease activity have been highly inconsistent, and the disease
activity indices that were used varied.5,10,22,25–27,33 We did not
include a disease activity index in our study, but neither dis-
ease course, disease distribution or behavior, nor rates of sur-
gery or relapse predicted CAM use. This findingmight be due to
the sample being studied. Hilsden et al.2 used the same ques-
tionnaire in two different populations and found that different
predictors of CAM use were revealed depending on the study
population. Disease-related factors (disease duration and use
of steroids) were predictors of CAM use in a hospital-based
sample, but not in an internet survey.

In the present work, the use of systemic steroids and im-
munomodulators was higher among the CAM users only in the
CD group; however, when we adjusted for other factors
using multiple regression analyses, this difference was not
statistically significant. Our study was initiated before bio-
logical therapies were introduced and before immunomodu-
lators were widely used as maintenance therapy in UC.
Therefore, the relationship between IBD medication and
CAM use could not be thoroughly elucidated in our study.

There is controversy regarding how to interpret reports
of benefits from or satisfaction with alternative treat-
ments. Hilsden at al.2 argue that there are two broad catego-
ries that are commonly addressed: direct, disease-related
benefits and indirect, nondisease-related benefits. One third
of the CAM users in our cohort were “mostly satisfied” or
“very satisfied” with their CAM treatments. Unfortunately,
the questionnaire did not ask how the patients had benefited
from the alternative treatments, nor were the questions re-
garding satisfaction related to each specific CAM treatment.
Therefore, we were not able to describe how the patients
had benefited from the alternative treatments, nor could
we differentiate whether the patients were more satisfied
with some types of alternative treatments than with
others. This information could have been conducive to the
assessment of the usefulness of CAM treatments in IBD
patients.

The ten-year follow-up was conducted in 2000–2004. At
that time, there was no standardized questionnaire about
the use of CAM available in Norway,29 nor were any cross-
cultural questionnaires, such as the recently developed I-
CAM-Q,34 available. Therefore, only three CAM therapies
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that were common in Norway and the Scandinavian countries
at the time were listed in our questionnaire. However, the
patients had the opportunity to add other types of CAM
they had used and, in so doing, determine what they consid-
ered to be CAM. Respondents and researchers may have dif-
ferent definitions of CAM; therefore, this opportunity for the
patients themselves to define CAM likely influenced the
prevalence of CAM reported in our study.29 For instance,
the prevalence of CAM use is often higher in studies in
which more therapies are predefined in the questionnaires
(e.g., the use of vitamins, prayer, diet, or exercise).2 In par-
ticular, the use of herbal medicines and other natural prod-
ucts, which was high in several other studies, was extremely
low in our study. At the same time, it is interesting that nei-
ther massage, which has been defined as CAM in other stud-
ies, nor exercise or prayer, was mentioned by any of our
patients. In Norway, massage and exercise are often includ-
ed in physical therapy treatments within the conventional
health care system, which might be one reason that the pa-
tients did not appear to consider them to be CAM. One could
argue that giving patients the opportunity to specify addi-
tional CAM treatments might result in a better understand-
ing of what patients consider to be CAM.29 However, for
further research, it appears important to use standardized
questionnaires to facilitate comparisons of data across stud-
ies and between populations.

In conclusion, 30% of the patients in this population-based
cohort reported that they had used CAM for their IBD at some
point in the ten-year period since initial diagnosis. Only 7.5%
reported CAM use during the previous 6 months, and as few
as 3.1% reported regular CAM use. More patients with CD
reported CAM use compared to those with UC. Younger
age, higher education and female gender predicted CAM
use in the UC patients, whereas only younger age predicted
CAM use in the CD patients. Interestingly, we found no
disease-related factors that predicted CAM use. It is impor-
tant to address CAM use in clinical practice and to further in-
vestigate the reasons why patients seek CAM for their IBD
and the benefits these treatments might confer.
y guest on 24 April 2
5. Conflict of interest

The authors declare no personal or funding conflicts of
interest.
024
Acknowledgments

We express our thanks to the following members of the Inflam-
matory Bowel South-Eastern Norway (IBSEN) Study Group:
TommBernklev, Jostein Sauar andØystein Kjellevold; Telemark
Hospital, Skien, Magne Henriksen; Østfold Hospital Trust,
Fredrikstad and Sarpsborg, Ole Høie; Sørlandet Hospital
Trust, Arendal, Njaal Stray; Diakonhjemmet Hospital, Oslo,
Jørgen Jahnsen and Idar Lygren; Oslo University Hospital,
Oslo, Stein Dahler; Blefjell Hospital, Notodden, Morten Vatn;
EpiGen Akershus University Hospital, Lørenskog. For statistical
guidance, we thank Milada Cvancarova; the National Re-
source Center for Late Effects, Department of Oncology,
Oslo University Hospital.
References
1. Fonnebo V, Launso L. High use of complementary and alterna-
tive medicine inside and outside of the government-funded
health care system in Norway. J Altern Complement Med
2009;15:1061–6.

2. Hilsden RJ, Verhoef MJ, Rasmussen H, Porcino A, Debruyn JC.
Use of complementary and alternative medicine by patients
with inflammatory bowel disease. Inflamm Bowel Dis 2011;17:
655–62.

3. Joos S, Rosemann T, Szecsenyi J, Hahn EG, Willich SN, Brinkhaus
B. Use of complementary and alternative medicine in Germany -
a survey of patients with inflammatory bowel disease. BMC
Complement Altern Med 2006;6:19.

4. Burgmann T, Rawsthorne P, Bernstein CN. Predictors of alterna-
tive and complementary medicine use in inflammatory bowel
disease: do measures of conventional health care utilization re-
late to use? Am J Gastroenterol 2004;99:889–93.

5. Quattropani C, Ausfeld B, Straumann A, Heer P, Seibold F. Com-
plementary alternative medicine in patients with inflammatory
bowel disease: use and attitudes. Scand J Gastroenterol
2003;38:277–82.

6. Eisenberg DM, Kessler RC, Foster C, Norlock FE, Calkins DR,
Delbanco TL. Unconventional medicine in the United States.
Prevalence, costs, and patterns of use. N Engl J Med
1993;328:246–52.

7. Biancone L, Michetti P, Travis S, Escher JC, Moser G, Forbes A,
et al. European evidence-based Consensus on the management
of ulcerative colitis: special situations. J Crohns Colitis
2008;2:63–92.

8. Van AG, Dignass A, Reinisch W, van der Woude CJ, Sturm A, De
VM, et al. The second European evidence-based Consensus on
the diagnosis and management of Crohn's disease: special situa-
tions. J Crohns Colitis 2010;4:63–101.

9. NCCAM publication. What is CAM. http://nccam.nih.gov/health/
whatiscam/2010 Accessed February 17, 2011, at.

10. Hilsden RJ, Verhoef MJ, Best A, Pocobelli G. Complementary and
alternative medicine use by Canadian patients with inflammatory
bowel disease: results from a national survey. Am J Gastroenterol
2003;98:1563–8.

11. Hoivik ML, Bernklev T, Moum B. Need for standardization in
population-based quality of life studies: a review of the cur-
rent literature. Inflamm Bowel Dis 2010;16:525–36 [Review]
[52 refs].

12. Moum B, Vatn MH, Ekbom A, Fausa O, Aadland E, Lygren I, et al.
Incidence of inflammatory bowel disease in southeastern Norway:
evaluation of methods after 1 year of registration. Southeastern
Norway IBD Study Group of Gastroenterologists. Digestion
1995;56:377–81.

13. Moum B, Vatn MH, Ekbom A, Aadland E, Fausa O, Lygren I, et al.
Incidence of Crohn's disease in four counties in southeastern
Norway, 1990–93. A prospective population-based study. The
Inflammatory Bowel South-Eastern Norway (IBSEN) Study
Group of Gastroenterologists. Scand J Gastroenterol 1996;31:
355–61.

14. Moum B, Ekbom A, Vatn MH, Aadland E, Sauar J, Lygren I, et al.
Inflammatory bowel disease: re-evaluation of the diagnosis in a
prospective population based study in south eastern Norway.
Gut 1997;40:328–32.

15. Solberg IC, Vatn MH, Hoie O, Stray N, Sauar J, Jahnsen J, et al.
Clinical course in Crohn's disease: results of a Norwegian
population-based ten-year follow-up study. Clin Gastroenterol
Hepatol 2007;5:1430–8.

16. Solberg IC, Lygren I, Jahnsen J, Aadland E, Hoie O, Cvancarova
M, et al. Clinical course during the first 10 years of ulcerative
colitis: results from a population-based inception cohort
(IBSEN Study). Scand J Gastroenterol 2009;44:431–40.

http://nccam.nih.gov/health/whatiscam/
http://nccam.nih.gov/health/whatiscam/


353CAM in IBD: the IBSEN study

D
ow

nloaded from
 https://academ

ic.oup.com
/ecco-jcc/article/6
17. Gasche C, Scholmerich J, Brynskov J, D'Haens G, Hanauer SB,
Irvine EJ, et al. A simple classification of Crohn's disease: re-
port of the Working Party for theWorld Congresses of Gastroen-
terology, Vienna 1998. Inflamm Bowel Dis 2000;6:8–15.

18. Hoivik ML, Bernklev T, Moum B. Need for standardization in
population-based quality of life studies: a review of the current
literature. Inflamm Bowel Dis 2010;16:525–36.

19. Rawsthorne P, Clara I, Graff LA, Bernstein KI, Carr R, Walker JR,
et al. The Manitoba Inflammatory Bowel Disease Cohort Study: a
prospective longitudinal evaluation of the use of complementa-
ry and alternative medicine services and products. Gut. This ar-
ticle was published online August 11, 2011. doi: 10.1136/gutjnl-
2011-300219.

20. Bensoussan M, Jovenin N, Garcia B, Vandromme L, Jolly D,
Bouche O, et al. Complementary and alternative medicine use
by patients with inflammatory bowel disease: results from a
postal survey. Gastroenterol Clin Biol 2006;30:14–23.

21. Bertomoro P, Renna S, Cottone M, Riegler G, Bossa F, Giglio L,
et al. Regional variations in the use of complementary and alter-
native medicines (CAM) for inflammatory bowel disease patients
in Italy: An IG-IBD study. J Crohns Colitis 2010;4:291–300.

22. Hilsden RJ, Scott CM, Verhoef MJ. Complementary medicine use
by patients with inflammatory bowel disease. Am J Gastroenterol
1998;93:697–701.

23. Kong SC, Hurlstone DP, Pocock CY, Walkington LA, Farquharson
NR, Bramble MG, et al. The Incidence of self-prescribed oral
complementary and alternative medicine use by patients
with gastrointestinal diseases. J Clin Gastroenterol 2005;39:
138–41.

24. Langmead L, Chitnis M, Rampton DS. Use of complementary
therapies by patients with IBD may indicate psychosocial dis-
tress. Inflamm Bowel Dis 2002;8:174–9.

25. Moser G, Tillinger W, Sachs G, Maier-Dobersberger T, Wyatt J,
Vogelsang H, et al. Relationship between the use of unconven-
tional therapies and disease-related concerns: a study of pa-
tients with inflammatory bowel disease. J Psychosom Res
1996;40:503–9.
26. Rawsthorne P, Shanahan F, Cronin NC, Anton PA, Lofberg R,
Bohman L, et al. An international survey of the use and atti-
tudes regarding alternative medicine by patients with inflam-
matory bowel disease. Am J Gastroenterol 1999;94:1298–303.

27. Hilsden RJ, Meddings JB, Verhoef MJ. Complementary and alter-
native medicine use by patients with inflammatory bowel dis-
ease: an Internet survey. Can J Gastroenterol 1999;13:327–32.

28. Langhorst J, Anthonisen IB, Steder-Neukamm U, Ludtke R,
Spahn G, Michalsen A, et al. Amount of systemic steroid medica-
tion is a strong predictor for the use of complementary and al-
ternative medicine in patients with inflammatory bowel
disease: results from a German national survey. Inflamm
Bowel Dis 2005;11:287–95.

29. Hanssen B, Grimsgaard S, Launso L, Fonnebo V, Falkenberg T,
Rasmussen NK. Use of complementary and alternative medicine
in the Scandinavian countries. Scand J Prim Health Care
2005;23:57–62.

30. Bernklev T, Jahnsen J, Aadland E, Sauar J, Schulz T, Lygren I,
et al. Health-related quality of life in patients with inflammato-
ry bowel disease five years after the initial diagnosis. Scand J
Gastroenterol 2004;39:365–73.

31. Hilsden RJ, Verhoef MJ. Complementary and alternative medi-
cine: evaluating its effectiveness in inflammatory bowel dis-
ease. Inflamm Bowel Dis 1998;4:318–23.

32. Lakatos PL, Czegledi Z, David G, Kispal Z, Kiss LS, Palatka K,
et al. Association of adherence to therapy and complementary
and alternative medicine use with demographic factors and dis-
ease phenotype in patients with inflammatory bowel disease.
J Crohns Colitis 2010;4:283–90.

33. Li FX, Verhoef MJ, Best A, Otley A, Hilsden RJ. Why patients
with inflammatory bowel disease use or do not use complemen-
tary and alternative medicine: a Canadian national survey. Can
J Gastroenterol 2005;19:567–73.

34. Quandt SA, Verhoef MJ, Arcury TA, Lewith GT, Steinsbekk A,
Kristoffersen AE, et al. Development of an international ques-
tionnaire to measure use of complementary and alternative
medicine (I-CAM-Q). J Altern Complement Med 2009;15:331–9.
/3
/345/474878 by guest on 24 April 2024


	Complementary and alternative medicine in patients with inflammatory bowel disease: The results of a population-based incep...
	1. Introduction
	2. Materials and methods
	2.1. Study population and design
	2.2. Clinical and socio-demographic data
	2.3. The CAM questionnaire
	2.4. Clinical course of the disease
	2.5. Classification and definitions
	2.6. Statistical analyses
	2.7. Ethics

	3. Results
	3.1. Respondents
	3.2. Use of CAM during follow-up
	3.3. CAM use in patients with ulcerative colitis
	3.4. CAM use in patients with Crohn's disease

	4. Discussion
	5. Conflict of interest
	Acknowledgments
	References


