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a b s t r a c t

Background: This study is aimed to explore the types of CAM and reasons of using CAM among elderly
Malaysians.
Method: This cross-sectional study was conducted on a sample of 256 conveniently selected elderly
Malaysians who were residing in the states of Selangor and Kuala Lumpur. A pre-validated interview-
administered questionnaire was used to gather information. Data was entered into PASW version 18 and
analyzed.
Results: A total of 256 questionnaires were included in the study. A response rate of 64% was achieved.
Out of 256 respondents, 92 (35.9%) were male while 164 (64.1%) were female. More than half of the
respondents (n ¼ 141; 55.1%) agreed that CAM is more effective than allopathic medicine. Chinese re-
spondents showed strong belief in the effectiveness of CAM. In terms of safety of CAM, close to three
quarters of respondents (n ¼ 178; 69.5%) believed that CAM is safer than allopathic medicine. A large
majority of respondents agreed that CAM has less side effects compared to allopathic medicine (n ¼ 201;
78.5%) and also agreed that CAM is good to maintain overall health and wellbeing (n ¼ 212; 82.8%). A
majority of the respondents expressed that they use CAM because allopathic medicine is less effective
(n ¼ 113; 44.1%).
Conclusion: The current study reflects the reasons of using CAM among lay public from different eth-
nicities. There are no reports of adverse effects related to CAM use. Future approaches should be intended
for awareness campaigns for consumers, highlighting safety profile of CAM and as well as forbidding
their use without the consultation of healthcare professional.
Copyright � 2013, InPharm Association, Published by Reed Elsevier India Pvt. Ltd. All rights reserved.

1. Introduction

Elderly is defined as those aged 60 years and above, as recom-
mended byMalaysianMedical Association (MMA). According to the
Department of Statistics’2000 Census, the Malaysian elderly pop-
ulation of 60 and above is increasing progressively and is predicted
to increase to 3.2 million people by the year 2020.1 Although this
indicates an increase in life expectancy, from healthcare perspec-
tive, this reflects that the populationwill be susceptible to different
diseases and morbidities and, therefore, poses a higher demand for
all medical and healthcare services. To be precise, elderly are always
willing to search ways which improve their health and found to use

complementary and alternative medicine (CAM) more often than
other age groups.2,3 A study conducted in Australia showed that
60e80% of elderly consumers have declared use of at least one
herbal or nutritional medicine on a regular basis.2

According to National Center for Complementary and Alterna-
tive Medicine (NCCAM), complementary and alternative medicine
(CAM) is defined as a group of diverse medical and healthcare
systems, practices, and products that are not generally considered
part of conventional medicine.4 InMalaysia, CAM includes practices
such as traditional Malay medicine, Islamic medical practice,
traditional Chinese medicine, traditional Indian medicine, home-
opathy, and complementary therapies, and excludes medical or
dental practices utilized by registered medical or dental practi-
tioners.5 The use of CAM in Malaysia is extensive6 and therefore
maintained to be patronized by Malaysians in their efforts to seek
treatment for diseases and as well as in maintaining health.5e9 In
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one Malaysian study it was reported that 69.4% of the Malaysian
population used traditional and complementary medicines in their
whole lifetime.8 The use of CAM in elderly is of particular interest
because of several factors associated with old age such as poly-
pharmacy, increased chronic diseases and decreased functional
reserve.2 Therefore, this study is aimed to explore the types of CAM
and the reasons of using CAM among elderly Malaysians.

2. Method

2.1. Study population, sampling, and sample size

This is a cross-sectional study, which was conducted among the
elderly population who are 60 years and above, residing in the
states of Selangor and Wilayah Persekutuan (Kuala Lumpur). The
survey was conducted from August 2012 to October 2012 among
the lay public outside the shopping malls, post offices, schools, and
banks.

Using Raosoft sample size calculator, the sample size was
determined to be 377 with an 80% power and 95% confidence in-
terval. The sample size was increased to 400 on account of a
possible non-response rate. Therefore, 400 potential participants
were conveniently contacted to participate in the study. Since the
respondents were elderly, the method of interview-administered
questionnaire was primarily used to facilitate respondents to
answer questions as they might have difficulties in filling the
questionnaire themselves. Their participation in the study was
voluntary and signed informed consent was obtained from the
respondents.

2.2. Inclusion criteria

Elderly people of more than sixty years of age, Malaysians who
are residing in the states of Selangor and Kuala Lumpur and
currently using or had previously used CAM in the past three
months.

2.3. Exclusion criteria

Participants less than sixty years of age; residents from other
states except Selangor and Kuala Lumpur; Non-CAM users, and
healthcare practitioners.

2.4. Research instrument

The quantitative survey instrument was formed on the basis of
available literature.9e11 The survey instrument was subjected to 8
faculty members working in Pharmacy and Chiropractic Depart-
ment, International Medical University (IMU). This was then
reviewed in the light of their feedback and thus revised. To ascer-
tain the reliability of the instrument, a pilot study was conducted
on 20 elderly Malaysians who were contacted outside the schools
and hospitals on two different occasions with one week interval.
After assessing the similarities and differences in response at each
occasion, the validity of the instrument was ascertained. There was
no significant difference observed during this time period. For the
reliability of the questionnaire the pilot data was subjected to enter
in PASW version 18 and Cronbach’s alpha was computed. This was
found to be 0.70.

The questionnaire consisted of three parts. The first part, which
consists of 15 questions, was about demographic and background
characteristics of the participants with their past and current
medical history (chronic diseases) and information about the types
of CAM used. The second and third parts addressed the beliefs and
attitudes toward CAM use and consist of eight questions for each

part. Beliefs and attitudes domains have response categories based
on “agree”, “disagree” and “unsure”.

2.5. Statistical analysis

All the data were entered into the Statistical Package for Social
Sciences (PASW, version 18). Descriptive statistics were performed
to evaluate the demographic characteristics of the respondents.
Chi-square was used to determine association between de-
mographic and beliefs and attitude toward CAM. A p value of less
than 0.05 was considered to be statistically significant.

3. Results

A total of 256 questionnaires were included in the study. A
response rate of 64% was achieved. Out of 256 respondents,
92 (35.9%) were male while 164 (64.1%) respondents were female.
The majority of the respondents (n ¼ 151; 59%) were in the age
range of 60e69. With regard to the ethnicity of the respondents,
147 (57.4%) were Chinese, 94 (36.7%) were Indians and 15 (5.9%)
were Malays.

In terms of education level, majority of the respondents
(n ¼ 102; 39.8%) were from primary education followed by sec-
ondary education (n ¼ 80: 31.3%). In total, 169 (66.0%) respondents
were reported to be suffering from a chronic disease. Interestingly,
all the respondents from Malay and Indian ethnicity (n ¼ 109;
42.6%) reported diabetes and hypertension as their chronic dis-
eases. Only less than one quarter from Chinese ethnicity (n ¼ 60;
23.4%) reported asthma and hypertension. The number of re-
spondents reported not to suffer from any chronic disease were all
male respondents, fall under the age category of 60e69 and stated
to use CAM only for their health promotion and wellbeing.

The detailed demographic characteristics and practice infor-
mation are shown in Table 1.

3.1. Use of CAM among elderly

The most commonly used CAM was reported to be Traditional
Chinese medicine (TCM) (31%) followed by supplements (18%).
The percentage of utilization of other forms of CAM is shown in
Fig. 1.

Table 1
Demographic characteristics of the respondents.

Characteristics Frequency (%)

Age range 60e69 151 (59)
70e79 74 (28.9)
80e89 25 (9.8)
90 and above 6 (2.3)

Gender Male 92 (35.9)
Female 164 (64.1)

Ethnicity Malay 15 (5.9)
Chinese 147 (57.4)
Indian 94 (36.7)

Occupation Retired 55 (21.5)
Business 36 (14.1)
Self-employed 20 (7.8)
Never employed 64 (25.0)
Not reported 81 (31.6)

Education level Not educated 43 (16.8)
Primary 102 (39.8)
Secondary 80 (31.3)
University 8 (3.1)
Not reported 23 (9.0)

Suffering from chronic disease Yes 169 (66.0)
No 87 (34.0)
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The majority of respondents used CAM for purpose of health
promotion. A higher percentage of respondents consulted neither
healthcare professional (81%) nor CAM practitioner (78%) before
they use CAM. None of the respondents reported any side effects
from CAM use.

3.2. Beliefs of elderly toward CAM

When the respondents were asked about the effectiveness of
CAM, more than half of respondents (n ¼ 141; 55.1%) agreed that
CAM is more effective than allopathic medicine. This showed sta-
tistical significance with respect to ethnicity (p ¼ 0.001). This belief
is mainly held by Chinese respondents (76.7%), although majority
from Malays (66%) and Indians (62.4%) expressed the same. In
terms of safety of CAM, close to three quarters of respondents
(n ¼ 178; 69.5%) believed that CAM is safer than allopathic medi-
cine. This showed statistical significance with respect to gender
(p ¼ 0.006) and ethnicity (p ¼ 0.001). Female respondents from
Chinese ethnicity showed greater significant association. For
detailed results please refer to Table 2.

3.3. Attitudes of elderly toward CAM

Slightly less than half of the respondents expressed that they
use CAM because allopathic medicine is less effective (n ¼ 113;
44.1%). However, it was found almost half of the respondents
declared that they use CAM because allopathic medicine is less safe

(n ¼ 123; 48%). This showed statistical significance with respect to
age (p ¼ 0.002) and ethnicity (p ¼ 0.001). Elderly respondents in
the age of 60e69 years and those from Chinese ethnicity expressed
their stance that they use CAM because allopathic medicine is less
safe. Majority of respondents denied that they use CAM because
allopathic medicine is more expensive. Greater association was
observed among Indian respondents. Further details of attitudes of
elderly toward CAM use are shown in Table 3.

4. Discussion

The present study was designed to explore the reasons of using
CAM among elderly Malaysians. The use of CAM by elderly is of
particular interest in Malaysia due to the aging population and high
prevalence of non-communicable diseases which requires lifelong
treatment. It was found that approximately 66% of CAM users were
suffering from any kind of chronic disease. Presence of illness has
been identified as a factor for CAM use in some studies.9,12e14 They
might resort to CAM as a way to improve their health problems.13 It
was found that females and ethnicity were indeed significant var-
iables influencing CAM use. Similar findings were found in
Singapore and Malaysia.14e17

TCM was identified as the one of the most commonly used CAM
in the current study and this corroborates with the previous studies
conducted in Singapore15 and Malaysia.9,18 The use was found to be
fairly high in Malaysia presumably due to its easy accessibility.
There are many TCM centers in both rural and urban Malaysia. This
could be because Chinese had a strong faith in TCM. Besides that,
Kuala Lumpur where the current research was executed primarily
has significant Chinese population. Furthermore, in this study, the
Chinese contributed to the highest percentage in terms of ethnic
group.

A higher percentage of respondents never consulted any
healthcare professional before CAM use. This could be due to lack of
communication and also patient’s attitude not to discuss CAMwith
their usual healthcare providers.9,17 Interestingly, none of the re-
spondents in the current study have reported any side effects from
CAM use. This in line with a Nigerian study where respondents
believed herbal medicines possess no adverse effects, presumably
due to ignorance.17

A higher percentage of respondents reported that CAM is safer
than allopathic medication. These perceptions could be considered
in the backdrop of general public opinion about herbal and tradi-
tional products being natural and safer to use. Interestingly a study
conducted in Penang highlighted that traditional medicines are
generally safe and natural.19

However, in terms of cost, the respondents in this study denied
that they use CAM because allopathic medicine is more expensive.
Many respondents from Indian ethnicity reported that CAM was at
par, or more expensive than conventional medicines. Since there is

Table 2
Beliefs of elderly toward CAM use.

Statements Agree n (%) Disagree n (%) Unsure n (%) Agea Gender Ethb

I believe that CAM is more effective than allopathic medicine 141 (55.1) 20 (7.8) 95 (37.1) 0.162 0.058 0.001*
I believe that CAM is safer than allopathic medicine 178 (69.5) 8 (3.1) 70 (27.3) 0.065 0.006 0.001*
I believe that CAM is less expensive than allopathic medicine 110 (43.0) 61 (23.8) 85 (33.2) 0.009 0.193 0.001*
I believe that CAM is a natural product 213 (83.2) 2 (0.8) 41 (16.0) 0.172 0.052 0.015*
I believe that CAM has less side effects compared to allopathic medicine 201 (78.5) 4 (1.6) 51 (19.9) 0.078 0.072 0.001*
I believe that CAM is good to maintain my overall health and wellbeing 212 (82.8) 4 (1.6) 40 (15.6) 0.418 0.049 0.001*
I believe that CAM is better than allopathic medicine to maintain overall health 164 (64.1) 4 (1.6) 88 (34.4) 0.167 0.086 0.051
I believe that CAM provides permanent cure for some disease 96 (37.5) 19 (7.4) 141 (55.1) 0.063 0.430 0.127

*p < 0.05.
a Age range: (60e69); (70e79); (80e89); 90 and above.
b Ethnicity: Malay, Chinese and Indian.

Fig. 1. Type of CAM ever used or currently using by respondents.
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a limited practice of Indian medicine such as Ayurvedic in Malaysia,
the treatment cost might be higher compared to conventional
medicines which could be obtained freely in public hospitals.

5. Limitations of the study

This study is conducted in two states of Malaysia and therefore
cannot reflect the perceptions of elderly Malaysians in Eastern
Peninsula and hence, generalizability is limited.

6. Conclusion and recommendation

The study reflects the reasons of using CAM among the elderly
from different ethnicities. There are no reports of adverse effects
related to CAM use. Future approaches should be intended for
awareness campaigns for consumers, highlighting safety profile of
CAM and as well as forbidding their use without consulting
healthcare professional.
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Table 3
Attitudes of elderly toward CAM use.

Statements Agree n (%) Disagree n (%) Unsure n (%) Agea Gender Ethb

I use CAM because allopathic medicine is less effective 113 (44.1) 52 (20.3) 91 (35.5) 0.456 0.777 0.001*
I use CAM because allopathic medicine is less safe 123 (48.0) 30 (11.7) 103 (40.2) 0.002 0.067 0.001*
I use CAM because allopathic medicine is more expensive 73 (28.5) 75 (29.3) 108 (42.2) 0.158 0.089 0.001*
I use CAM because they are more natural compared to allopathic medicine 199 (77.7) 0 (0) 57 (22.3) 0.013 0.041 0.001*
I use CAM because I have more faith in CAM 160 (62.5) 7 (2.7) 89 (34.8) 0.120 0.872 0.001*
I use only CAM to maintain my health and wellbeing 135 (52.7) 70 (27.3) 51 (19.9) 0.079 0.051 0.001*
I use CAM with allopathic medicine to maintain my health and wellbeing 171 (66.8) 38 (14.8) 47 (18.4) 0.083 0.014 0.001*
I use CAM to restore the body’s own balance 203 (79.3) 4 (1.6) 49 (19.1) 0.067 0.020 0.001*

*p < 0.05.
a Age range: (60e69); (70e79); (80e89); 90 and above.
b Ethnicity: Malay, Chinese and Indian.
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