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(97.3% among users). A  study conducted by the Indian Council 
of Medical Research  (2007) of 45,000 people found that 33% 
used TCAM for ‘common ailments’, while only 18% preferred 
to use this system for serious ailments.[7] A study based on data 
collected in a structured survey of cancer patients in a private 
and a public hospital in Delhi, reported 34.3% of patients used 
TCAM representing a significant proportion of the population.[8]

Overall CAM awareness in the present study was found to be 
96.7% among all surveyed, overall CAM use was found to 
be 38.7% including 39.3% among males and 38.2% among 
females. Sixty percent of patients who were aware of were 
not using CAM, only 40% aware were using CAM. Reasons 
of using CAM therapies reported by users were mainly on 
advice of family members or friends  (23.1%) followed by 
self‑desire  (16.7%) as found in the present study. In terms of 
cancer, until now there has been little data available regarding 
patient usage of TCAM, although estimates have suggested 
usage may be around 38%.[9]

Overall CAM use was found to be 38.7% in the present study. 
Similar results have been shown by Chaturvedi et al., in a Delhi 
found that 38% had visited practitioners who offered alternative 
treatments before going to the hospital.[10] The prevalence 
of CAM usewas found to be 14% among cancer patients in 
Malaysia.[11] In a World Health Organization  (WHO) report, 
62% of adults used some form of CAM therapy during the past 
12 months when the definition of CAM therapy included prayer 
specifically for health reasons. When prayer specifically for 
health reasons was excluded from the definition, 36% of adults 
used some form of CAM therapy during the past 12 months.[12]

Some opinions against CAM in our study were, no guarantee 
for safety  (63.0%), ineffective for certain conditions  (59.0%), 
herbal medicines are not very herbal  (58.0), lack of scientific 
evidence  (55.7%), no knowledge of side effects  (53.5%), 
and lack of good quality research in Ayurveda  (52.9%) were 
observed. There is a broad range of interacting positive and 
negative motivations found in the literature also.[13]

Conclusions and suggestions
Large gaps were observed between knowledge and practice 
of CAM in the present study. Financial constraints and family 
problems came out to be major barriers for continuation of 
treatment with conventional treatment of cancer. There is an 
urgent need of conducting further in‑depth epidemiological 

studies to evaluate the efficacy of various CAM therapies in use 
for cancer. The high utilization of CAM among cancer patients 
and nondisclosure proportions suggests prioritizing research 
investigating reasons to use CAM and efficacy and safety of 
CAM use. Detailed studies on CAM use by cancer patients 
should be conducted for better understanding and evaluation of 
holistic approach for care of cancer patients in Indian set‑up. 
More active participation from CAM providers/healers is 
desired to attain some logical conclusions.
Limitations of study
The main weakness of our study is that it is a hospital‑based 
survey; thereby excluding patients who have abandoned 
conventional treatment completely or never used it at all and 
does not represent CAM use in the community.
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The temptation is to dive in with multistream educational 
interventions in a variety of different formats -   however this 
temptation must be resisted at all costs. Such a top‑down 
approach, regardless of how well meaning it is, will likely have 
a limited effect. As always when you feel you need to act with 
haste, it is best to slow down and take stock. A  rational and 
strategic approach will most likely make most progress in the 
long‑term. First of all it is worth literally taking stock of all the 
resources that might already be available. Such resources may 
already been in existence, but might not be adequately available 
or in the right medium or right language. Regardless of these 
caveats however starting with existing resources is likely to be 
better that starting with nothing. 

Letter to the Editor
Overcoming the barriers to the early detection 
of cancer
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Dear Editor,
Tripathi et al. should be congratulated for their important study 
on the barriers to the early detection of cancer among Indian 
rural women.[1] The conclusion was clear  –  the main barrier to 
early detection was the cognitive one: Women simply have low 
level of knowledge of the symptoms and signs of cancer in its 
early stages. The question that remains however is what to do 
about this problem – and especially so in the context of women 
who have lower educational attainment.

(Continue on page 36...)
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(Letter to the editor continue from page 11...)
Existing resources can be rolled out or translated or changed from 
electronic to print formats or vice versa. If new educational resources 
need to be created then it is probably best to create these with the 
intended audience. Materials created in this way will be more likely 
to be pitched at the correct level and to be culturally appropriate. 
Material for an audience with low‑literacy level might need to be 
predominantly image‑based or multimedia‑based – however many 
important messages can be imparted in this way.[2] Even patient 
information for a literate audience should be written in simple 
language.[3] All materials should also be adequately piloted before 
being rolled out regionally or nationally. Finally, the educational 
intervention does not end with roll out - rather it should be evaluated 
regularly and subject to continuous quality improvement.
This strategy and these approaches will take time -  however they 
are most likely to be effective into the medium or long‑term.

Kieran Walsh

BMJ Learning, BMJ, London, UK
Correspondence to: Dr. Kieran Walsh, 

E‑mail: kmwalsh@bmj.com
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