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ABSTRACT

Aromatherapy 1s an increasingly popular but largely unresearched therapy, which
uses essential oils for therapeutic effect (Tate 1997). The aims of the study were to
evaluate the effects of massage only and aromatherapy massage compared to a
control group, on both physical and psychological variables of patients who were
critically ill in an intensive care unit. A randomised controlled trial methodology
using three groups (no intervention, massage only or aromatherapy massage) was
utilised. A foot and leg massage was given with or without essential oil of bergamot
and was compared to those patients who had received no intervention. Patients
received the intervention every third day of their stay in the intensive care unit.
Outcome measures used to assess physiological variables were heart rate, blood
pressure, respiratory rate, levels of analgesia and levels of anaesthesia. Psychological
variables of anxiety and depression were measured using the Hospital Anxiety and
Depression Scale (Zigmond and Snaith 1983) and quality of life variables were
measured using the Short Form 36 (Ware and Sherbourne 1992) at discharge from
intensive care and again one month later. Comprehensive statistical analysis was
undertaken using MANOVA, ANOVA, Chi-Square, Kruskall Wallis and logistical

regression to compare the groups. The statistical significance was set at the

conventional 5% level.

There appeared to be no effects on heart rate, systolic blood pressure and respiratory
rate but the diastolic blood pressure was significantly lower (p=0.05) four hours after
a second aromatherapy massage compared to the other groups. There was also a
significant reduction (p=0.05) in the number of patients who had received

aromatherapy massage who required moderate to high doses of analgesia compared



to patients in the massage only or control groups on the day following the massage.

Also one hour after the first intervention there were more patients who had received
an aromatherapy massage who were classed as being asleep compared to patients
who had received a massage or no intervention. There were no significant results
pertaining to the psychological data. Tentative suggestions have been made of some

effects due to the aromatherapy massage, however it is acknowledged that further

work in these areas to substantiate these findings is necessary.

It has been suggested that the use of a randomised controlled trial to investigate
complementary therapies is unsuitable (Canter 1992, McGourty 1993) however this
study found that the use of a randomised controlled trial methodology was a valid

and reliable design to use and was suited to the intensive care environment.

Further work examining aromatherapy should use single oils and no more than a two-
group design which included some qualitative methodology in an attempt to capture
effects of therapies which may be discrete. The use of properly conducted case

studies would add valuable evidence to the literature regarding aromatherapy.
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1 INTRODUCTION

The use of massage and aromatherapy in health care has undergone a steady increase

during the last fifteen years. It has been used in various contexts such as care of the
dying (Byass 1988, Passant 1990), paediatric care (Field et al 1987, Scafidi et al
1990), cardiac nursing (Bauer and Dracup 1987, Buckle 1993), and for various

conditions such as constipation (Emly 1993), insomnia (Hardy 1991, Williams 1991)

and pain relief (Dale and Cornwell 1994, Turton 1989).

There has been an increasing number of nurses utilising complementary therapies in
their work (Corner et al 1995, Wilkinson 1999, Ersser et al 1999, Hayes and Cox
2000). However, there 1s limited evidence to substantiate the benefits of these
therapies and this has limited the capacity to practice these therapies in an evidence
based health care system. In an attempt to address the lack of evidence there has been
an increasing development of research, which has highlighted new problems such as
inappropriate research methodologies (McGourty and Hotchkiss 1993) and
inaccessibility to funding (House of Lords Select Committee 2000). There has been
criticism from orthodox practitioners (BMA 1986) regarding the use of

complementary therapies because there is little empirical evidence to support their

usS¢c.

Surveys of the use of complementary therapies have demonstrated their increased use

(Moore et al 1985, Murray and Sheperd 1988), and their acceptance into health care
(Wharton and Lewith 1986, Anderson and Anderson 1987). Consequently there has

been a growth in the numbers of complementary practitioners and users of their

services (Fulder and Munro 1985, Thomas et al 1991). However due to this rapidly




expanding market, concerns have been raised regarding standards of training, the

effects of treatments and accountability (Rankin Box 1991).

This research was undertaken to determine if aromatherapy massage is an effective
and feasible therapy to introduce to the care of critically ill patients. The study aimed
to determine if aromatherapy massage would have relaxing effects on patients in
intensive care by altering physiological and psychological variables. Anecdotal and
empirical literature was systematically reviewed and a randomised controlled trial
was undertaken to examine the effects of aromatherapy massage in critically 1l
patients. Randomised controlled trial methodology was employed to address the
critics of research evidence examining complementary therapies, by undertaking a
‘oold standard trial’ (Richards et al 2000) in an attempt to produce clear evidence

regarding the use of massage only and aromatherapy massage in critically ill patients.

This thesis has collated existing studies, which have examined the role of massage
and aromatherapy massage in health care and differentiated between anecdotal and

empirical studies to provide evidence of any findings. It provides an in-depth
analysis of the effects of massage only and aromatherapy massage on both

physiological and psychological parameters for patients who are critically ill.

OBJECTIVES

1. To test the effects of massage only and aromatherapy massage on physiological

variables of heart rate, blood pressure and respiratory rate in critically ill patients in

an intensive care unit, in a randomised controlled trial.




2. To test the effects of massage only and aromatherapy massage on the amounts of

anaesthesia and analgesia administered to critically ill patients.

3. To determine the effects of massage only and aromatherapy massage on the
occurrence of anxiety and depression following recovery from a critical iliness.

4. To investigate the relationship between massage only and aromatherapy massage,
and patients' quality of life following recovery from a critical illness.

5. To determine the longer-term effects of massage and aromatherapy massage on

anxiety, depression and quality of life in critically ill patients, one-month post

discharge from intensive care.

The study was undertaken part time over an eight year period. Literature searching
and reviews has been continuous throughout this time. Data collection took three and
a half years, using a sample population of critically ill patients and a comprehensive
data analysis took two years. The results and findings are presented within the thesis

and a final discussion has brought together all the work, finishing with conclusions

and key recommendations for practice.

2. THE RESEARCH LITERATURE

Complementary therapies have become an interesting adjunct to traditional medicine
over the past twenty years (Wafer 1994), with the public and health care workers
demonstrating an interest in the use of these unorthodox remedies (Fulder and Munro
1985, Thomas et al 1991). This increased interest has resulted in many questions

being raised regarding the validity of treatments, such as homeopathy, osteopathy,
massage and aromatherapy, and their position in a traditional model of medicine.

Little empirical work has been undertaken to substantiate many of the claims made



by unorthodox practitioners and patients they have treated, and few practitioners of

complementary therapies have undertaken common training which has resulted in no
universal standards of ability to practice. This has led to scepticism regarding the
benetits and use of complementary therapies as commodities in health care, and has
resulted in a need to collate and redefine future areas of study. It has also highlighted

the need to standardise training and professional qualifications.

This review has examined the introduction of complementary therapies into health

care and defined the terms ‘complementary medicine’ and ‘complementary
therapies’. A systematic review of both published and unpublished literature was
undertaken and has included both empirical and anecdotal literature, to produce a

structured and focused review. The review examined the introduction of
complementary medicine into Britain and determined a working definition of
complementary medicine. This was followed by an historical analysis of the
literature and a review of the definition and use of massage and aromatherapy,
including an in-depth critical analysis of all anecdotal and empirical literature

relating to both massage and aromatherapy massage in health care. The outcome
measures used in the empirical studies in both massage and aromatherapy massage

were also collated and reviewed.

2.1. Literature search and analysis

2.1.1. Method of searching the literature

A thorough search of the relevant published and unpublished literature in English
was made including studies published from 1988 to 2002. The databases utilised in

the search included, Medline, CINAHL (cumulative index to nursing and allied



health literature), the Complementary Therapies Database, Bodyworks Index,
AHMED (allied and complementary medicine), EMBASE, BIOMED, BNI (British
nursing index), Cochrane library, Psych. Info, NRR (national research register). The
databases were examined using the terms massage, aromatherapy, complementary
medicine and complementary therapy, alternative medicine and alternative therapy,
and essential oils. In addition, cross-referencing which cited references was also
employed and references published before 1988 included. Many of the references
had to be secured through inter library loan due to them being published in obscure
journals not routinely kept at university libraries. In an article published in 1995,
Ersser (1995) presented a resume of the problems associated with accessing literature
relating to complementary therapies. The problems highlighted included, limited
numbers of research articles for access, nurses limited ability to determine if the
research 1s of good quality and the scarcity of research articles published on popular
nursing databases which are readily available to nurses, such as CINHAL. Vickers
and Rees (1995) also documented problems encountered whilst searching databases
for evidence, highlighting the difficulties which arose when attempting to access
literature relating to complementary therapies. They found that keywords used to
access literature did not result in the production of the evidence required. They
suggested that any searches are limited by a fee-paying service for access to the
CISCOM database which is managed by the Research Council for Complementary
Medicine. This contains information that is classified so that researchers can limit

their searches using different categories. The cost of this service depends on the

nature and size of the search.

{0



Due to the problems with accessing the literature (Ersser 1995, Vicker and Rees

1995), The House of Lords Select Committee (2000) recommended that the NHS

Centre for Reviews and Dissemination work with the Research Council for
Complementary Medicine group (RCCM), the UK Cochrane Centre and the British
Library to develop a comprehensive and publicly available source of information

relating to complementary and alternative medical research.

Unpublished literature was accessed by writing to the DHSS database, telephoning
intensive care units throughout Britain, visits to conferences and by hand-searching
the index of theses.
References were included in the review if they were;
1) published/written up between 1980 and the end of 2002
i1) written in English
1)  related directly or indirectly to the use of complementary therapies
including all studies involving the use of massage or aromatherapy
massage. Studies using aromatherapy which did not include massage
were also included if they were using aromatherapy as a method of
relaxation and they utilised outcome measures relating to sedation, pain,

anxiety, depression or quality of life.

Studies relating to other forms of complementary medicine were excluded due to

them being unrelated to the area chosen for research and time constraints.

2.1.2. Questions to Guide the Literature Review
A series of questions were compiled to guide the collection of literature, focus the

review and direct the need for further research. The articles selected for inclusion

11



were those likely to answer questions asked of the literature, therefore enabling areas

where further research is required to be highlighted. The questions are listed in

Table 2.1.

Table 2.1 Questions to Guide the Literature Review

No. [ QUESTIONS

1 What are complementary therapies?

| 2 | Are there differences between the terms complementary medicine and

1

alternative therapies?

| 3 What proportion of the population utilises complementary therapies?

4 Which therapies are offered and by whom?

S What are the professional requirements and legal constraints to the practice of
| complementary therapies?

6 | What 1s massage, and what proportion of the population utilises this therapy?

7 | In which areas has massage been successfully and unsuccessfully used?

| therapy?

9 |In which areas has aromatherapy massage been successfully and

unsuccessfully used?

10 | Which methodologies are most appropriate for evaluating the effectiveness of
complementary therapies?

2.1.3. Handling the Literature

A total of 315 references were generated, from a total of 67 journals. These were

divided into three groups of literature:

1) definitions of complementary/alternative medicine/therapy including

studies of prevalence of use.

11) literature relating to the use of massage

12
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F
|

l 8 | What is aromatherapy, and what proportion of the population utilises thiS|




111) literature relating to the use of aromatherapy massage

The literature within each of the groups was subdivided into empirical and anecdotal
literature, and was reviewed separately. All studies were subjected to rigorous review
and were tabulated. Empirical studies were divided into speciality and outcome
measures, and were reviewed in these contexts. The literature was examined in this
way in an attempt to address problems within the literature of nurses not critically

analysing articles. Vickers (1997) suggested that knowledge claims related to

massage and aromatherapy are poorly presented, and much of the evidence used to

substantiate the effects of massage and aromatherapy do not use primary literature.

2.2. Complementary Therapy in Britain

This section has reviewed the introduction of complementary therapies into Britain.
Some commonly used terms were e);akmined including the terms complementary or
alternative, and the terms therapy or medicine. The historical development of
complementary therapies was examined and some commonly used therapies
described. Empirical studies undertaken regarding the prevalence of the use of
complementary therapies were reviewed and tabulated. Research methodologies
appropriate to determining the effectiveness of complementary therapies were
discussed. The section concludes by highlighting the professional implications for
practice, including a review of current training in complementary therapies, and a
discussion of whether practice constitutes an extended role for health care workers.

Guidelines for safe practice were also reviewed.
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2.2.1. Classification of Complementary Therapies

Complementary therapies are one of the most popular terms used to describe those
therapies, which are used as a complement or an alternative to orthodox medicine
(Fisher and Ward 1994). Other terms include non-conventional, unorthodox,
alternative, natural or fringe medicine or therapies. In 1983 the World Health
Organisation (Bannerman et al 1983) defined alternative medicine as all forms of
health care provision which 'usually lie outside the official health sector’. In Britain

there are over sixty types of ‘practice’ which this term would encompass including

osteopathy, hypnotherapy and healing (BMA 1993).

A survey of general practitioners (Anderson and Anderson 1987) which asked
subjects to define alternative medicine, found that 54% (N=222) of them defined it as

'additional to western medicine', 'not taught at medical school' or 'not available on the

NHS'. Sixteen percent of respondents had defined alternative medicine as

‘unscientific’.

Discrepancies were apparent in defining the differences between the words

complementary and alternative. The BMA (1993) defined complementary therapies
as those, which can work alongside and in conjunction with orthodox medical
treatments, for example, yoga, the Alexander technique, acupuncture, osteopathy,
chiropractic, massage and aromatherapy. In contrast, they defined alternative
therapies as those which are given in place of orthodox medical treatments, for

example herbal medicines used as allopathic drugs. Gates (1994) pointed out that

complementary therapies did not seek to replace the range of treatments available at
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the disposal of health care practitioners, and therefore in doing so agreed with the

views of the BMA.

Changes have occurred in the use of the term alternative to complementary and this
change was welcomed by the medical profession (Fisher and Ward 1994). In 1993
the BMA indicated a shift in their attitude. They chose to use the term non-orthodox,
rather than alternative or complementary. Non-conventional therapies were defined

as: 'those forms of treatment which are not widely used by the orthodox health care

professions and the skills of which are not taught as part of the undergraduate
curriculum of orthodox medical and paramedical health care courses'. Prior to this
time the BMA (1986) had produced a document which was found to have a negative
bias towards alternative therapies, and this resulted in pressure from various groups

(The Research Council for Complementary Therapies, RCCM) to re-examine their

VIEWS.

Rankin-Box (1991) suggested a simple way of categorising the differences between
the terms medicine and therapy. She recommended that three categories exist and
that some therapies represent systems of medicine such as acupuncture, homeopathy
and herbalism, some therapies are diagnostic eg iridology, whilst massage and

aromatherapy are primarily therapeutic in nature.

The Select Committee on Science and Technology (2000) proposed three groups of

complementary or alternative therapies (CAM) in order to categorise them. Group
one Included the most organised professions, for example acupuncture, group two

contained those therapies that most clearly complemented conventional medicine for
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example aromatherapy and massage, whilst those therapies in group three lacked any
credible evidence base and were unsupported therapies with no convincing research

evidence of their efficacy, for example iridology.

Recently Furnham (2000) undertook a survey of 589 members of the public to
determine how the public classify complementary therapies. He found that whilst
experts tended to classify therapies into structural, biomechanical or psychological,

the public classified them primarily in terms of familiarity and perceived

effectiveness. The public also did not classify in terms of the therapies mechanism of

action, process, history or cost and Furnham (2000) suggested that this implied they

have relatively little knowledge of CAM therapies.

Many of the studies published used different words to describe complementary

therapies and this may have affected the responses elicited. The term used in this

review was complementary therapies, as this was thought to be the most appropriate

term to describe massage and aromatherapy.

The complementary therapies, which have been mentioned in this review, are briefly

described below.

ACUPUNCTURE.
There are two main forms of acupuncture, the first being a traditional branch of

Chinese medicine, involving the insertion of needles into the body and the selection

of acupuncture points, for therapeutic purposes. Another form of acupuncture
involves a modified form of acupuncture, placing greater emphasis on analgesic

effects. Stainless steel needles are inserted perpendicular or obliquely to various

16




depths, depending on prescription. The point is then usually stimulated by rotating
the needle or applying a periodic electric current for ten to twenty minutes at a time

(BMA 1986). Conditions treated include nervous tension, asthma, bronchitis,
arthritis, cystitis, Bells palsy, skin conditions, pre menstrual tension, chronic pain,
hay fever, migraine, depression and to induce anaesthesia. The patients' general
practitioner (GP) is usually informed, and referral can be through a GP, though this 1s
not always necessary. There is an ethical code of conduct. The Council for

Acupuncture undertakes research in this field and it can be found in peer-reviewed

journals (Vincent and Richardson 1987).

AROMATHERAPY.

Aromatherapy involves massage with essential oils or the use of essential oils

delivered externally in other ways for example via air fresheners or added to the bath.
It is usually used for stress and stress related disorders such as headaches and
indigestion. The patients' GP is usually informed, and referral can be through a GP

though this is not necessary. An ethical code of conduct exists. The International

Federation of Aromatherapists undertake research, but this is not generally found in
peer-reviewed journals, and therefore does not undergo the scrutiny of a panel of

readers to determine valuable research (BMA 1993).

CHIROPRACTIC.

Chiropractic involves joint adjusting procedures, manipulation, soft tissue massage,

exercises and the application of corsets, splints and supports. Emphasis is placed on

the use of spinal X-rays for the diagnosis of mechanical problems. Any subject who

has a musculo-skeletal related problem uses it. Referral is through a GP and
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therapists are actively encouraged to inform the GP of treatment. An ethical code of

conduct exists. Research is undertaken by the British Chiropractic Association, and

has been published in peer-reviewed journals (Kane et al 1974, Meade et al 1990).

HERBALISM.

This 1s a system of treatment in which various parts of plants are used to restore
function and to treat symptoms. It is based on the idea of promoting the bodies own

homeostatic mechanisms to restore health (BMA 1993). Herbal medicines are

usually prepared from plant materials and therefore contain a range of substances,
not one active constituent, and this is thought to be beneficial as it is believed that the
other ingredients may potentiate the effect and reduce the danger of side effects. The
medicines are administered in small doses and are discontinued once the desired
effect 1s reached, thus reducing the chance of side effects (BMA 1986). It is used to
treat mainly chronic illness such as arthritis, skin conditions, stress, migraines and
chronic infections. General practitioners are not routinely informed of any treatment
and referral 1s rarely by GP. A comprehensive code of ethical conduct exists.
Research 1s undertaken by the National Institute of Medical Herbalists which is
linked to the centre of Complementary Health Studies at Exeter University.

Research is published in peer-reviewed journals (BMA 1993).

HOMEOPATHY.

Homeopathy involves the treatment of patients by administering highly diluted forms
of natural substances that in a healthy person would bring on symptoms similar to

those which the medicine is prescribed to treat (BMA 1993). A wide range of acute

and chronic, physical, mental and emotional illness are treated. An ethical code of
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conduct exists. Research is undertaken by the Society of Homeopaths, which is peer

reviewed.

IRIDOLOGY.

This is a method of diagnosis based on studying the markings on the irises of the
eyes and observing changes in them. The patients’ eye is examined closely with a
torch and magnifying glass, whilst the therapist notes the colour, texture and other
features of the iris. Diagnosis is based on the belief that the organs and systems of

the body are reflected onto the iris (BMA 1986). A small number of patients are
referred by GP, who is only informed of this alternative treatment at the patients

request. An ethical code of conduct exists. The British Society of Iridologists
undertakes research, but studies undertaken are only published in their own journal

and are not peer reviewed (BMA 1993).

MASSAGE.

Massage involves the rubbing and kneading of areas of the body, normally using the

hands. It is mainly used to treat back complaints, headaches, stiffness, and tension
related complaints. General practitioners' do not usually refer patients. Patients are

usually advised to inform their GP of any treatment. An ethical code of conduct

exists. No research is undertaken by the main organisation, The London College of

Massage (BMA 1993).

NATUROPATHY.

Naturopathy is based on a belief that the body is its own inherent healing force,

which is believed to be unique depending on heredity factors, constitution and life
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history. There is a great emphasis on creating the most suitable conditions for the
body to heal itself. There is an emphasis on the use of natural substances, and great
attention is paid to diet. It is used to treat sore throats and bronchitis and is used to

treat functional complaints such as digestive disorders. Treatment usually takes the

form of a change in diet and the use of supplements and vitamins (BMA 1986)

OSTEOPATHY.

This is a system, which involves both diagnosis and treatment the main emphasis of
which is on conditions affecting the musculo-skeletal system. It uses predominantly
gentle manual and manipulation methods to restore and maintain proper
biomechanical functions. Referral is usually by a GP, who is sometimes informed of
the treatment. An ethical code of conduct exists. The General Council, Registrar of
Osteopaths and the College of Osteopaths Practitioners Association undertakes

extensive research, which is peer reviewed (BMA 1993).

REFLEXOLOGY.

Reflexology utilises compression and massage techniques using reflex points in
hands and feet. Reflexology claims to treat the whole person (BMA 1986). Referral

1s by GP, and the patient is advised to inform his or her own GP of any treatment.

An ethical code of conduct exists. Research is undertaken, which is peer reviewed

(BMA 1993).

2.2.2. Historical Perspectives

Complementary medicine such as acupuncture, Chinese medicine and herbalism

have existed for thousands of years, and are thought to be ancient arts (Tisserand
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1994). In Britain and across Europe over the last thirty years there has been an
increasing interest in the use of complementary medicine (Halpern 1985, Visser
1991, Eisenberg et al 1993). Some professional groups for complementary therapies
existed in the 19th century, such as the National Institute of Medical Herbalists
founded in 1864 and the Faculty of Homoeopathy founded in1844. By the early and
mid 20th century these professional groups were becoming more prominent for
example the British Chiropractic Association (1925), the General Council and

Register of Osteopaths (1936), the College of Osteopaths (1946), and the British

Acupuncture Association and Register (1961).

By the 1960s the publics' interest in the United Kingdom in complementary therapies
had grown. It was suggested that this was in part due to the side effects of the drug
thalidomide and the public's disillusionment with modern medicine, as it had not
become the panacea that was promised to be and the public began to view
prescriptions with more apprehension (Baldwin 1991, Mills 1993). The population
recognised the limitations of orthodox medicine (Thomas et al 1991). Mills (1993)
implied that a change in generation emerged and the younger generation began to
regret the loss of the older community and cultural values, which led to a clear swing
to new approaches to life becoming evident. The word 'holistic' became prominent
and new interest in the cultures of the Orient, India and China emerged. Also, in the
1960s communist China became less isolated from the USA and American doctors
visited China to see their health care system. This led to doctors returning to America
with stories of the use of acupuncture for pain relief and analgesia. When these

modern ideas were broadcast on television the new idealists grasped what they

regarded as an exciting opportunity.
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In the late 1960s attempts were made to unify alternative medicine and through these

efforts the movement named 'The British Federation of Practitioners of Natural
Therapeutics' emerged. A research society for naturopathy established itself as
pioneers of complementary medicine. The 1970s saw a rapid rise of recruitment to
training courses and a proliferation of new colleges and professional bodies emerged
(Coward 1989). Most of these developments were in areas where medical science,
diagnostic and clinical skills were not demanded, mainly hypnotherapy, reflexology,
aromatherapy, and other manual and mind/body therapies. By the end of the 1970s
many groups and practitioners existed which confused the public about training and
standards. Many of these problems still exist today, with ongoing debates regarding

the standard of training, and the extent to which training should be undertaken. See

section 2.4. Professional Implications for Practice, pgs. 42-45.

The increasing interest in complementary therapies resulted in the Royal College of
Nursing (RCN) establishing a special interest group in 1994 to provide a focus for
the use of complementary therapies within nursing practice. This group has steadily

increased in membership from 650 in 1994 to over 4000 in 2000 (RCN 2001).

2.2.3. Prevalence of Complementary Therapies

Surveys have been undertaken to determine the prevalence and use of
complementary therapies, by examining the views of general practitioners (table 2.2),

nurses (table 2.3), complementary medicine practitioners (table 2.4) and consumers

of health care (table 2.5).
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Five studies used a survey style methodology to examine the views and use of
complementary therapies of general practitioners, table 2.2. The terms used to define
complementary therapies differed in these studies and therefore the definitive word

used in each study has been stated as this may have affected the responses obtained.
All the studies showed that some GPs (12-38%) had received some training in
commonly used complementary therapies in order to answer general questions from
patients. The studies also suggested that GPs would like additional training in

homeopathy, acupuncture, chiropractic and osteopathy. However, it was interesting

that even though 59% of GPs knew little about complementary therapies they
thought it would be useful to their patients (Wharton and Lewith 1986). The studies
demonstrated that 13-16% of GPs practised some form of complementary therapy
with patients 1n their practice. Adverse effects were reported in two studies (White et

al 1997, Perry and Dowrick 2000). These included patients feeling worse after the

therapy to more serious complications such as paraplegia, fractured vertebra and

fractured neck of femur.

These five studies examined the views and uses of GPs regarding complementary
therapies. General practitioners are usually the first point of contact patients have
when they are ill. However these surveys demonstrated that GPs do not use
complementary therapies to a large extent in their practice. This is in contrast with
the surveys examining patients’ views and uses of therapies, which suggested that

patients often attended a complementary therapy practitioner without the knowledge

of their GP. White et al (1997) found that GPs did not feel confident to discuss

complementary medicine with their patients.
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Perry and Dowrick (2000) found that even though GPs referred patients to
complementary medical practitioners they had little knowledge of the therapies
content or validity. However the studies found that the interest expressed by general
practitioners to be high. Even though these studies suggest an interest 1n
complementary medicine by doctors, a report published in 1986 by the BMA was
bereft of any expert evidence and the negative tone of the report was immediately

subjected to public and media ridicule (BMA 1986).

These studies also highlighted the gap between the British Medical Associations’
understanding of the need for training in complementary therapies and the
willingness from GPs to undertake further training in order to meet a need expressed
by their patients. GPs need to have an understanding of which CAM therapy is useful

for what illness and which therapies have an evidence base and are proven to be

effective.

Two studies were retrieved, which reported the use of complementary therapies by
the nursing profession, table 2.3. In 1996 Trevelyan reported the findings of a survey
undertaken by the Nursing Times of its readers and Rankin-Box (1997), surveyed
nurses use of complementary therapies using a convenience sample of nurses who

were members of the Royal College of Nursing Complementary Therapy Forum.
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The results suggested that nurses are using complementary therapies much less than
previously assumed and they tend to practice in those therapies belonging to group
two (therapies which complement conventional care). The study by Rankin-Box
(1997) should be viewed with caution due to the limited response rate (11%). A
much larger national survey would be a useful to evaluate the extent of nurses’ use ot

complementary therapies and their views of using them.

Two studies were undertaken which examined the prevalence of practitioners of
complementary therapies, table 2.4. The first study published in 1985 (Fulder and
Munro 1985) entitled 'complementary medicine in the United Kingdom; patients,
practitioners and consultations', demonstrated that there was a growing and

substantial subsidiary health care system, which complemented rather than competed

with conventional medicine.

A second study (Thomas et al 1991) investigated the use of orthodox and non-
orthodox health care and their pattern of use by means of a large postal survey. This
study excluded many therapies that were thought to be non-orthodox and varying
definitions of these therapies resulted in differences in the data collected. Non-

orthodox practitioners undertook four million consultations, which was equal to 1 in

55 patient consultations with a general practitioner in the NHS.
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Six studies utilising survey methodology were found which examined consumers’
interest and demand for complementary therapies, table 2.5. In the mid to late 1980's,
literature was reporting the publics’ utilisation and demand of complementary
therapies (Halpern 1985, Moore et al 1985, Consumers Association 1986, Murray
and Shepherd 1988, Furnham 2000). The jointly commissioned piece of research
entitled the Marplan Survey (Halpern 1985) was undertaken between the Health and
Social Service Journal, and the National Association of Health Authorities to

determine consumers’ views of the NHS and a further study undertaken in 1985

(Moore €t al 1985) examined the reasons why people sought alternative medicine.

The survey methodology used in these studies was able to generate considerable
evidence to demonstrate an interest and demand for the use of complementary
therapies by using large random sample sizes (n=1942, Consumers Association
1986; n=1204, Ernst and White 2000) and obtaining good response rates (72%,
Murray and Shepherd 1988 to 100%, Halpern 1985, Consumers Association 1986).
All of these studies included more in-depth information gained by using

questionnaires (Moore et al 1985, Consumers Association 1986, Murray and
Shepherd 1988, Furnham 2000) and interviews (Moore et al 1985, Halpern 1985,

Ernst and White 2000) on selected respondents.

Consumers were interested in using CAM for many reasons including dissatisfaction
with conventional medicine and further in-depth information (Murray and Shepherd

1988) found that patients expressed feelings of being treated as individuals and being

given the opportunity to present their health problems in the way they perceive them.
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Quotations such as ‘it’s the human factor that’s missing from the NHS, it’s too

scientific’, ‘wholesome and holistic’ and ‘I felt like a million dollars. I’'ve never had

so much attention in my life’ all suggest dissatisfaction with parts of the NHS.

Patients visited Practitioners of complementary therapies for problems such as
chronic pain, allergies and psychological problems and were willing to pay for
treatments demonstrating their commitment to try alternative therapies. These studies

show a willingness by the public to try alternative methods of treating their illnesses

and their interest in CAM.

Some inconsistencies arose when comparing these studies, which may have been due
to irregularities in the terminology that were used to define complementary therapies.
Words that were used included complementary medicine (Fulder and Munro 1985,
Consumers Association 1986 and Wharton and Lewith 1986), alternative medicine
(Reilly 1983, Halpern 1985, Moore et al 1985, Anderson and Anderson 1987 and
Murray and Sheperd 1988) and non-orthodox health care (Thomas et al 1991). This
difference in terminology and definition prevents valid comparisons between these
studies and only inferences can be suggested. Also obscure therapies highlighted 1n
the report by Furnham (2000) such as autogenic training, ayurveda, ozone therapy,
biochemical tissue salts, chelation and cell therapy demonstrated that people are

unlikely to try CAM therapies which they had not heard about or do not know how

they work.

However, even though many survey studies have now been undertaken, the health

caring professions still are not convinced regarding the benefits of complementary
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therapies (Martin 1991). In 1993 the BMA remained dismissive regarding the use of
complementary medicine, whilst studies being reported at the time showed that many

health practitioners were becoming interested in complementary therapies. A new
Department at Exeter University aimed to identify and collate the research evidence
that complementary medicine is lacking (Mills 1994). The medical profession may

find it difficult to believe in complementary therapies because there i1s a lack of
evidence available compared to the amount of evidence produced for pharmaceutical

drugs. This belief is passed on through published papers, "complementary medicine

represents the medicine of the people, tied in with folklore and tradition and based on
wisdom that was often passed down orally through generations" (Trevelyan and
Booth 1993). Mills (1994) acknowledged that there are relatively few properly
conducted clinical trials, but agreed that practice still takes place, and Ernst and
White (2000) concluded their report by reiterating the urgency of scientific validation
for the use of CAM. There needs to be further stringent research studies undertaken
examining the effects of complementary therapies, to enable an effective database
with credible research to demonstrate the positive effects of therapies and the diverse

nature of different research methodologies which can be undertaken to achieve these

results.

A recent study (NHS Confederation 1998) of complementary medicine in the NHS
provided a central and independent source of management information on the
provision and use of complementary medicine within the NHS. A wide range of

health service professionals including GPs, dentists, a range of nurses, occupational
therapists, physiotherapists and managers in Leicester were involved 1n a

questionnaire survey and a further smaller sample were interviewed. The term
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complementary medicine was used in this study. More than 2,400 questionnaires

were mailed. A total of 671 were returned of which 651 (97%) were used. All of the
NHS staff groups surveyed used complementary medicine. Midwives were the
highest-level users (34%, n=48), whilst dentists were the lowest-level users (6%,
n=3). The most commonly used therapy was aromatherapy and the dominant users
were midwives. Thirty one percent (n=43) of midwife respondents used
aromatherapy. Four main reasons were identified for not using complementary
medicine; a lack of knowledge of practitioners or therapists to whom to refer
patients, lack of available funds, concern about the competence of complementary
practitioners or therapists and lack of evidence as to the effectiveness of
complementary medicine. The NHS Confederation (1998) concluded that the way
forward for the NHS would need to be initiated from government funds, to ensure

that 1ssues such as effectiveness, training, qualifications, competence and funding are

addressed. It could also lead to the development of policies, dissemination of good
practice and could build links between the NHS and complementary medical
organisations. This could facilitate the systematic and rational integration of

complementary medicine into the NHS, having regard to its effectiveness, cost

effectiveness and the benefits to patients.

2.3. Research Methodologies in Complementary Therapies.
There have been many claims that few properly conducted clinical trials have been
undertaken in complementary therapies (Moser 1982, Byrne 1992, McGourty and

Hotchkiss 1993). Many studies examining the effectiveness of complementary
therapies do not conform to the same test requirements and standards demanded of

orthodox medicine, and few therapies are tested according to principles of scientific
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method. Other tests of efficacy (which may be used to substantiate the use of
complementary therapies such as subjective case reports) are thought to be invalid in

the scientific community.

The mid to late 1980°s saw the start of published literature regarding complementary

therapies. Much of this was descriptive in nature and described numerous therapies
that were available (Armstrong 1985, Wright 1989, Stevenson 1992). It was not until

the late 1980°s that there was a realisation of a distinct lack of research into these

therapies and the first studies began to be undertaken (Hardy 1991). In the area of
massage only, 23 studies were found. Fourteen utilised randomised controlled
experimental methodology, eight used quasi-experimental methodology and one used
a case study (table 2.6). Twenty-nine studies were undertaken in aromatherapy and
ten of these have utilised randomised controlled methodology and eight have used
quasi-experimental methodology (table 2.7). These tables have demonstrated the
poor sample size utilised in many of the studies and the use of more than two study

groups has enhanced this problem. None of the studies mentioned the use of a

statistician for sample size calculation or the use of effect size. If randomised

controlled trials are to be undertaken they must be good quality as this further

compounds sceptics views of poor trials offering no scientific evidence.

Experimental research methodologies may not be an appropriate way of evaluating

complementary therapies (Canter 1987, Janine Bell 1987). Aldridge (1989), Leibrich

(1990) and Canter (1992) argued that problems have arisen because of a lack of

appropriate research methodologies to examine holistic therapies.
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Table 2.6 Methodologies utilised within Massage Studies

Methodology | Studies Sample size No. of groups | Total

RCT Field et al (1987) 40 2 14
White-Traut and 33 2

Goldman (1988)
Weinrich and Weinrich | 28 | 2
1990
i Scafidi (1990) 40 2

Field et al (1992) l 72 | 2
Fraser and Ross Kerr 21 3 |
| (1993
Groer et al (1994 32 2
Corley (19935) 19 2
' Sunshine et al (1996) 30 3
Field et al (1997) 20 2
Field et al (1998) 28 2
Richards (1998) 69 3
Ersser (1998) 32 |
Quasi-exp Barr and Talitz (1970) |10 |2 |8
| Sims (1986 _—
Longworth (1982) 32 1
1

Fakouri and Jones (1987)
Tyler et al (1990) 173
Meek (1993) 30

Hayes and Cox (2000) 23

P—

bk | pumd | ek

Case studies | Farrow (1990) 3
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Table 2.7 Methodology utilised in Aromatherapy Massage Studies

size: DTOUPS
RCT 10
3
4
Dunn (1995) 122 3
Wilkinson (1995) 51 2
Diego et al (1998) 40 2
Wilkinson et al (1999 103 2
| Basnyet (1999) 20 2
Saeki (2000) 1 10 1
Quasi- 4 1 3
experimental | Woolfson and Hewitt (1992) | 36 3
Corner et al (1995) 3
Hudson (1996 9 |1
Lindsay et al (1997) EEEE
Brownfield(1998) |9 |1
1
Case Studies 4
Williams (1991) 1 |
Brooker et al (1997) 4
| MacMahon and Kermode ]
(1998)

Reedand Norfolk (1993) 38 | |1

Exploratory | Cawthorn (1991 20 | 006

Cooper (19935)

Kite et al (1998)

Papadopoulos et al (1999)
Burns et al (2000)

Burns and Blamey (1994) 585 | =~
30 B

58
6
3058

Total
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Other methodologies can provide useful information and ground work for future
scientific studies. Only two (8%) of the massage studies reviewed within this thesis
used two different methodologies, whilst eleven (38%) of the aromatherapy studies
used three different methodologies. The aromatherapy studies may have utilised a

more varied methodology due to them being undertaken more recently than the

massage studies and have therefore been able to utilise the previous work.

McGourty and Hotchkiss (1993) produced the only major source of literature
regarding the use of randomised controlled trials in complementary medicine. They

reviewed the Iliterature regarding research methodologies employed in
complementary therapies and agreed that difterent methodologies may be required to
evaluate 'a system of medicine which is holistic in nature'. They suggested a number

of reasons as to why clinical trial methodology was not appropriate to

complementary therapies:

1. Alternative theoretical framework

Researchers need to be aware of alternative theoretical frameworks in the initial
stages of designing the research ie when constructing the research questions,
designing the control groups, selecting variables etc. They need to have less definite

preconceptions with regards to the theory they are testing.

i1, Different diagnostic approaches

Holistic approaches to research allow a wider range of data to be integrated into the

patient diagnosis, unlike the experimental method, which lacks the capacity to
interpret the environment and each patient as an individual. Also the conventional

classification of disease may not adequately describe the signs, symptoms and
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illnesses, which are likely to be presented to complementary practitioners, such as
subjective symptoms eg pain. The experimental methodology does not allow the

unique holistic environment of the individual to be interpreted.

i11. Uncontrollable variables

In order to control for variations in the effect of therapy, patients in experimental
studies are randomised into study groups. In complementary therapies however the

variations in the effect of therapy (such as patients’ differential responses to the

therapy) may be lost in an experimental methodology due to the need for strict

control over the number of variables being measured (the variable which

demonstrated an effect may be mistakenly omitted).

iv. Clinical setting as context of research

Using complementary therapies in experimental studies prevents the therapist from
being able to treat the patient as he/she would usually chose, because for example
only one aromatherapy oil is chosen to test for its effect. The therapist would usually
use more than one oil and it would be used to treat more than one ailment. When

controlling for such factors in experimental studies the holistic environment of the

treatment process can be affected.

v. Practical difficulties

Some practical difficulties can arise such as, obtaining large numbers of matched
subjects for treatment and control groups and it is difficult to ensure blindness when

dietary, essential oils and manipulative therapies are involved. Many of the studies

undertaken in massage and aromatherapy massage are pilot studies using limited
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sample sizes. These will probably not be used to gain further funding for a larger
study but will remain as small studies producing limited results which have limited

use in the evidence base for massage and aromatherapy massage.

Whilst the points raised by McGourtney and Hotchkiss (1993) are interesting they
remain weak in their argument regarding the use of randomised controlled
methodology to measure the effect of complementary therapies. Experimental studies

which are well designed have the ability to incorporate some of the points raised by

McGourtney and Hotchkiss (1993). If future work i1s to demonstrate that
complementary therapies are effective then it 1s necessary to control variables to
measure an effect. Collaboration of practitioners and researchers to assist in the
design of future research would be useful to help ensure that common areas which
are omitted (such as patient individuality) can be integrated into the research design.
Collaboration would also ensure that both practitioners and researchers understood
the problems associated with undertaking research in this area (control verses

individuality) and could help to increase funding so that smaller studies could be

used as pilot studies (to build upon in future work).

Some practitioners have suggested newer and more appropriate methods of
evaluating complementary therapies (Roche et al 1987, Canter 1988, Aldridge 1989,
McGourty and Hotchkiss 1993). Roche et al (1987), have suggested developing
'Intra-subject’ and 'inter-subject’ research designs, which involve small groups and
individuals in order to examine the t<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>