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Abstract
Background: Complementary and alternative medicine (CAM)
is widely used by patients with cancer. Research indicates that
the use of CAM is more prevalent in rural areas compared to
urban areas. There is currently a lack of information regarding
the scope and specifics of CAM use among patients in Sweden,
particularly in rural areas. The aim of this study was to estimate
the extent and characteristics of CAM use among cancer pa-
tients in the rural areas of Region Gävleborg.Methods: A total
of 631 questionnaires were sent out, and 376 of those were
returned, corresponding to a response rate of 59.6%. Oncology
patients received questionnaires at their initial appointment for
curative care at Gävle Hospital’s Department of Oncology.
When enrolling in palliative outpatient care in their homes,
palliative patients were sought out. Standard descriptive sta-
tistics were used to present the characteristics of the re-
spondents. To determine odds ratios and potential factors (age,
gender, diagnosis, and education) affecting CAM use after
cancer diagnosis, a multivariable logistic model was con-
structed. Results: Based on clinical observations, the authors’
hypothesis that CAMuse is particularly common in small towns
in the Hälsingland region was verified in this study. This was
particularly pronounced among younger people and residents

of small towns in the province of Halsingland. The higher level
of CAM use appears to apply to both men and women.
Conclusions: CAM appears to be used more frequently by
patients residing in rural areas. It is crucial that care providers
enquire about all of the patient’s health-seeking activities.
Further research is needed on the usage of CAM in rural areas
and the potential cultural influences contributing to CAM use.
From a sociological standpoint, it is crucial to draw attention to
the fact that CAM use may be more prevalent in certain rural
areas, particularly in centralized societies where it is more
difficult to access healthcare in remote regions.
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Komplementär- und Alternativmedizin aus regionaler
Sicht: Ergebnisse einer regionalen Befragung
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Zusammenfassung
Hintergrund: Die Komplementär- und Alternativmedizin
(KAM) wird von Krebspatienten häufig in Anspruch ge-
nommen. Die Forschung deutet darauf hin, dass sie im
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ländlichen Raum stärker verbreitet ist als in der Stadt.
Bisher mangelt es an Informationen zum Umfang und
konkreten Ausgestaltung der KAM-Anwendung durch
Patienten in Schweden, insbesondere im ländlichen Raum.
Das Ziel dieser Studie war es, das Ausmaß und die
Merkmale der KAM-Anwendung durch Krebspatienten im
ländlichen Raum in der Region Gävleborg zu untersuchen.
Methoden: Insgesamt 631 Fragebögen wurden ausge-
geben und 376 zurückerhalten, was einer Rücklaufquote
von 59.6% entspricht. Onkologische Patienten erhielten
den Fragbogen jeweils bei ihrem ersten Termin im Rah-
men einer kurativen Behandlung in der onkologischen
Abteilung am Krankenhaus Gävle. Palliativpatienten wur-
den bei der Aufnahme in die ambulante Pallia-
tivversorgung ausgewählt. Die Merkmale der Befragten
wurden mit standardmäßigen deskriptiven Statistiken
dargestellt. Zur Ermittlung der Chancenverhältnisse und
möglichen Einflussfaktoren (Alter, Geschlecht, Diagnose
und Bildungsstand) in Bezug auf die KAM-Anwendung
nach einer Krebsdiagnose wurde ein multivariates logis-
tisches Model erstellt. Ergebnisse: Die auf klinischen
Beobachtungen beruhende Hypothese der Autoren, dass
Komplementär- und Alternativmedizin (KAM) in der Re-
gion Hälsingland besonders in kleinen Orten häufig in
Anspruch genommen wird, wurde in dieser Studie bes-
tätigt. Besonders ausgeprägt war dies bei jüngeren
Menschen und Einwohnern von kleinen Orten in Häl-
singland. Die höhere Verbreitung der KAM-Anwendung
gilt für Männer und Frauen gleichermaßen.
Schlussfolgerungen: KAM scheint von Patienten, die im
ländlichen Raum leben, stärker in Anspruch genommen zu
werden. Es ist sehr wichtig, dass Behandelnde ihre Pa-
tienten zu allen ihren Aktivitäten der Gesundheitsförder-
ung befragen. Weitere Forschung zur Anwendung von
Komplementär- und Alternativmedizin (KAM) im länd-
lichen Raum und die möglichen kulturellen Ein-
flussfaktoren für die KAM-Anwendung ist erforderlich. Aus
soziologischer Sicht ist es wichtig, darauf hinzuweisen,
dass die KAM-Anwendung möglicherweise in bestimmten
ländlichen Gegenden stärker verbreitet ist, insbesondere
in zentralistischen gesellschaftlichen Raumordnungen, in
denen der Zugang zur Gesundheitsversorgung in ent-
legeneren Regionen erschwert sein kann.

© 2024 The Author(s).

Published by S. Karger AG, Basel

Introduction

There is no universally agreed definition of CAM [1].
However, one of the most commonly used classifications is
that complementary and alternative medicine (CAM)
comprises various methods and products that are not part
of standard medical care. Complementary medicine is

applied in combination with standard medical care, while
alternative medicine is used instead of standard medical
treatment. Integrative care attempts to incorporate natural
products, mind-body practices and/or other complemen-
tary healthcare techniques into conventional therapy [2].

The fact that cancer patients use CAM is well estab-
lished [3–8]. According to a review of CAM use in the
Scandinavian countries, the prevalence of CAM use is
between 7.9% and 53%, with an average of 36% across all
studies [7]. This is consistent with a more recent study,
which estimates that about 30% of cancer patients in
Europe use CAM [9].

In a study of patients in the region of Gävleborg,
Sweden, which was recently published, 54% of all
participants reported CAM use at some point in their
lifetime, while 34% reported CAM use after a cancer
diagnosis [10]. The majority of studies of CAM
prevalence show that the use of complementary
therapy is higher among women with a higher edu-
cation [6–8, 10–13] and those with poorer self-
reported health [6, 11].

Most cancer patients initiate CAMuse to enhance their
wellbeing, where the perceived value of CAM includes
empowerment, control, curative properties, and im-
proved quality of life [5, 8, 10]. The most frequently used
CAM practices include massage, acupuncture, cupping,
reflexology, naprapathy, osteopathy, and spiritual healing
[14], and a single CAM therapy may be used by patients
for multiple purposes [14]. In a study [15] that included
patients with metastatic breast cancer, the primary reason
for using CAM varied depending on the modality. An-
other study [16] found that the top three motivations for
using CAM were (1) expected benefits from CAM, (2)
dissatisfaction with traditional therapy, and (3) the belief
that CAM is safe.

Advanced cancer is a stressful condition that affects the
patient in all dimensions. This covers not just bodily
symptoms, but also the psychological and emotional
symptoms [17]. Altered body image, impaired emotional
function, and elevated levels of hopelessness are associ-
ated with psychological stress in patients with advanced
cancer [18]. There may be an association between the use
of CAM and high levels of stress and long-term health
problems [13].

Some research indicates that the use of CAM is more
prevalent in rural areas compared to urban areas [19, 20].
The rural population is commonly believed to be more
likely to use “folk remedies” and self-care practices, al-
though data on CAM use among rural patients and the
extent to which CAM are integrated with mainstream
medicine are scarce [21]. Furthermore, it can be difficult
to study CAM use in a rural context [20].

The Swedish region of Gävleborg has around 287,000
inhabitants in an area of 18,919 km2. The region consists
of two provinces, Gästrikland and Hälsingland, with
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roughly the same population. However, the population
density is much lower in Hälsingland (9.2 inhabitants/
km2 compared with 37.6 inhabitants/km2 in Gästrik-
land). Although Gästrikland and Hälsingland are
neighbouring provinces, there are some cultural differ-
ences. Gästrikland has a rich industrial history and is
known for its forges and ironworks, while Hälsingland is
known for its unique folk art and strong agricultural and
rural character. Sweden has a tax-funded healthcare
system and care is available to everyone. Gävleborg offers
essential health services through its hospitals, but
workforce shortages and geography pose certain access
barriers, particularly in remote or sparsely populated
areas. Patients may need to travel longer distances to
access specialized services.

Hypothesis
An initial hypothesis was that CAM use may be more

common in the small towns in Hälsingland. This was
based on clinical experiences from patient visits and
previous findings in the literature that CAM use is more
common in rural areas. The aim of this study was to
elucidate whether this hypothesis could be verified and to
examine variations in CAM use in these provinces.

Methods

Patients
Patients in the Region Gävleborg who had been di-

agnosed with cancer and started treatment with adjuvant
chemotherapy at the Department of Oncology at Gävle
Hospital clinic and patients enrolled in the palliative

home care program offered by the hospital were invited to
participate in the study (Fig. 1). Gävle Hospital is by far
the largest hospital in Region Gävleborg and the only
hospital with an oncology clinic. Each year, the De-
partment of Oncology at Gävle Hospital receives between
800 and 1,000 individual visits. The palliative home care
team of Gävle Hospital serves about 225 patients per year.

The present study is based on the hypothesis that CAM
use is more common in small towns. We have therefore
chosen to divide the place of residence for all participants
into small and large towns based on the number of in-
habitants. Large towns were defined as towns with 10,000
inhabitants (small towns <10,000 inhabitants) or more
based on a report on urban areas, localities, and smaller
localities from Statistics Sweden [22]. This resulted in the
subgroups of small and large towns in both Gästrikland
and Hälsingland.

Study Design
The study used a cross-sectional design. The ques-

tionnaire consisted of 19 questions with yes/no answers,
multiple answers, and free text. The questions included
topics such as demographics, use of CAM, reasons for
using CAM, methods used, and patients’ experiences and
opinions regarding CAM (online suppl. Material 1; for all
online suppl. material, see https://doi.org/10.1159/
000540663).

The question on the current use of CAM referred to the
date the respondents completed the questionnaire. The
questionnaire was previously developed and used by
Molasiottis et al. [6]. Wode et al. [8] translated the
questionnaire into Swedish and made some changes. In
collaboration with the authors Wode and colleagues [8]

Patient asked to participate at the
Oncology department n= 489

(77,62 %)

Questionnaires not
returned n= 204

(32,38%)

Returned questionnaires
n= 285 (45,24 %)

Analyzed questionnaires n= 376 (59,68 %)

Returned questionnaires n= 91
(14,44 %)

Questionnaires not returned
n= 50 (7,94 %)

Patients asked to paticipate at
the Palliative teams n= 141

(22,38 %)

Fig. 1. Flowchart of data collection.
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Nordberg, the questionnaire was modified based on the
researchers’ opinions and comments. We excluded the
origin of the disease and made someminor changes to the
specification of CAMmethods based on knowledge of the
preparations that are frequently used locally, for example,
chaga (tree fungus that grows on birch trees) and birch
ash (natural product obtained from birch trees), and
made some graphic and linguistic changes to the survey.

The inclusion criteria were 18 years or older and
starting chemotherapy treatment for the first time in the
Department of Oncology in Gävleborg Hospital or about
to receive palliative cancer care from the palliative home
care team in Gävle, Region Gävleborg, with or without
previous cancer treatment. The exclusion criteria were
history of previous chemotherapy treatments in Region
Gävleborg due to current or previous illness, or cognitive
impairment or other comorbidities that hindered the
ability to complete a questionnaire, as established through
the medical evaluation of the study staff. Participants
were required to be residents of the Gävleborg, except for
residents of Älvkarleby Municipality (part of a neigh-
bouring region), whose residents receive care in Region
Gävleborg.

The first survey was released on June 13, 2017, and the
selection process was closed on December 31, 2018, as the
number of participants was considered adequate based on
a previous power calculation linked to a previous study
with this sample group, where 260 patients would be
needed to reach 90% power at a significance level of 0.05.
A sealed envelope with the patient’s address and study
information (written information about the study, vol-
untary participation, and confidentiality) was included in
the survey. The nurse in charge of the study, who was
updated daily on new patients starting chemotherapy
through an administrative reservation system, informed
new patients about the study and asked if they would like
to be included. In the event that the study manager was
absent, the update was done retroactively, and a survey
with patient information was sent to the patient’s home.
The palliative home care team distributed questionnaires
to patients deemed suitable for inclusion. Social security
numbers and related application codes were sent to the
study director, who handled them according to the study
protocol. Two rounds of reminders were sent to inter-
viewed patients who did not return a questionnaire or
consent form, the first after 2 weeks and the second
1 month after the first. Before sending the reminder, the
patient’s life status was checked in Region Gävleborg’s
patient booking system. The study was approved by the
Uppsala Regional Ethics Review Board (Dnr. 2016/360).

Statistics and Data Analysis
Quantitative data were presented as median,

interquartile range (IQR: 25–75%), and range (mini-
mum–maximum). Categorical data were expressed as

proportions. A multivariate logistic model was fitted to
calculate odds ratios (ORs) and identify potential pre-
dictors (age, gender, education, diagnosis) of CAM use
post-cancer diagnosis.

The results were presented as ORs with corre-
sponding 95% confidence intervals. p values <0.05
were considered statistically significant. All statistical
calculations were performed using R version
4.3.2 [23].

Cochran-Armitage trend test was used to test for
linear trend in a binomial variable (CAM use post-
cancer diagnosis = Yes [1], No [0]) across levels of a
single variable on the ordinal scale. The binomial
variable with two levels represents the response, and the
ordinal variable acts as an explanatory variable with
several ordered levels. The null hypothesis states that
there is no trend, which means the same binomial
proportions of the response variable hold for all levels
of the ordinal explanatory variable. In order to detect
possible associations between two categorical variables,
Pearson’s χ2 test was used.

Results

Demographics and Use of CAM
In total, 376 observations were available for analysis in

this study. Due to incomplete data on level of education,
two cases were excluded. Overall, 34.8% (130/374) of
respondents reported using CAM after diagnosis and
49.5% (185/374) reported using CAM before diagnosis.
Divided by treatment intention post-cancer diagnosis,
104 patients were in the curative group treated at the
oncology department and 26 patients were in the palli-
ative group treated at home care. The post-cancer di-
agnosis group consisted of a total of 55 men and 75
women (Table 1).

In the study population, the median age was 69 years.
Among those who used CAM, the median age was
63 years. The most prevalent diagnoses in the total
population were related to gastrointestinal disorders and
breast cancer. Regarding education level, the majority of
participants had completed elementary school, high
school, and university.

Among the subjects in the study, the most common
post-diagnosis methods used were vitamins and min-
erals (16%), health food preparations (14.7%), herbal
teas (6.7%), prayer (6%), and chaga (6%). Among the
reasons for using CAM, participants reported a desire
to improve physical well-being (48.9%), general well-
being (45.8%), and the body’s ability to fight cancer
(38.9%). The benefits experienced through CAM use
primarily included improvement of general well-being
(39.7%), physical well-being (35.9%), and emotional
well-being (27.5%).
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Factors Affecting the Use of CAM
The variables age (p value 0.005), gender (p value 0.001),

and level of education (p value 0.001) were statistically
significantly linked with CAM use after diagnosis in the
large cohort without intention-to-treat stratification, ac-
cording to Pearson’s χ2 test. Using a multivariable logistic
regression model that incorporated age, gender, education,
type of tumour, residence, and treatment intent into a
multivariable logistic regression model, female gender (OR:
2.29, p = 0.010) and university education (OR: 3.07, p <
0.001) were significantly associated with a higher likelihood
of CAM use, whereas increasing age was associated with a
lower degree of CAM use. Also, living in a small town in
Hälsingland was significantly associated with a higher
likelihood of CAM use (OR: 2.47, p = 0.024) compared to
living in a large town in Hälsingland (Fig. 2).

Further analysis shows that there is a statistically
significant difference regarding lower use among resi-
dents of small cities in Gästrikland versus small cities in
Hälsingland (OR: 0.25, p = 0.002). When only curative
patients were included in the multivariable model, there

was a significant association between younger age, female
gender, and university education for participants residing
in a small town in Hälsingland and a higher likelihood of
CAM use, whereas these associations were not found
when only palliative patients were included.

The data indicated that age appeared to have a greater
impact on women’s CAM use than on men’s CAM use.
When divided into three subgroups based on age (ages
18–59, 60–69, and 69+), it was shown that the use of
CAM was higher in all three female subgroups compared
with the male subgroups, but the difference was most
pronounced in the youngest age group. Analyses with the
Cochran-Armitage test for trend over time show a p value
of 0.042 for men and 0.012 for women in the group
residing in small towns in Hälsingland (Table 2). A
statistically significant difference was found, where we see
a much greater difference in the use of CAM for different
ages depending on whether participants live in large or
small cities (Fig. 3).

The reported level of education of the participants
appears to have a greater impact on women’s CAM use

Table 1. Patient characteristics in sur-
vey with excluded cases CAM yes CAM no Total

Total
Total 130 (100) 244 (100) 374 (100)

Age, years
Median (Q1–Q3) 63 (54–72) 70 (64–76) 69 (60–75)
Min–max 24–90 23–91 23–91

Gender
Women 75 (57.7) 94 (38.5) 169 (45.2)
Men 55 (42.3) 150 (61.5) 205 (54.8)

Education
Elementary school 31 (23.8) 122 (50.0) 153 (40.9)
Gymnasium 49 (37.7) 77 (31.6) 126 (33.7)
University 50 (38.5) 45 (18.4) 95 (25.4)
Missing 0 (0.0) 0 (0.0) 0 (0.0)

Diagnosis
Breast 44 (33.8) 50 (20.5) 94 (25.1)
Gastrointestinal 38 (29.2) 98 (40.2) 136 (36.4)
Gynaecological 2 (1.5) 1 (0.4) 3 (0.8)
Head, neck, lung, or skin cancer 13 (10.0) 26 (10.7) 39 (10.4)
Haematological 0 (0.0) 0 (0.0) 0 (0.0)
Sarcoma 1 (0.8) 1 (0.4) 2 (0.5)
Urogenital 19 (14.6) 45 (18.4) 64 (17.1)
Unknown 2 (1.5) 5 (2.0) 7 (1.9)

Residence
Hälsingland, larger towns 17 (13.1) 37 (15.2) 54 (14.4)
Gästrikland, larger towns 54 (41.5) 92 (37.7) 146 (39.0)
Hälsingland, smaller towns 40 (30.8) 56 (23.0) 96 (25.7)
Gästrikland, smaller towns 19 (14.6) 59 (24.2) 78 (20.9)

Intention of treatment
Curative 104 (80.0) 181 (74.2) 285 (76.2)
Palliative 26 (20.0) 63 (25.8) 89 (23.8)

Numbers are n (%) unless otherwise stated. Residence: smaller towns (pop-
ulation <10,000); larger towns (population ≥10,000).
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compared to men. Women with a university education
have an OR of CAM use of 2.908 compared to men with
the same level of education. It is notable that the analysis
in this case did not turn out to be statistically significant
but may have clinical significance.

Discussion

Main Findings
The results of this study showed that younger

women with a higher level of education are the most
frequent users of CAM. Additionally, we discovered
that CAM use is more prevalent in less populated
areas and that CAM users in these areas tend to be
younger.

Variable

Age

Gender

Education

Residence

Diagnosis

Category

18-59

60-69

70+

Male

Female 

Elementary school 

Gymnasium 

University

Hälsingland, larger towns 

Gästrikland, larger towns 

Hälsingland, smaller towns 

Gästrikland. smaller towns 

Breast

Gastrointestinal 

Gynecological

n/N, OR (95% Cl)

52/92, 1.00 (reference)

34/107, 0.37 (0.19 - 0.72)

44/175, 0.30 (0.15 - 0.61)

55/205, 1.00 (reference)

75/169, 2.29 (1.21 - 4.33)

31/153, 1.00 (reference)

49/126, 1.47 (0.78 - 2.80)

50/95, 3.07 (1.61 - 5.85)

17/54, 1.00 (reference)

54/146, 1.57 (0.73 - 3.37)

40/96, 2.47 (1.13 - 5.42)

19/78.0.78 (0.33 - 1.84)

44/94, 1.00 (reference)

38/136, 1.21 (0.57 - 2.58)

2/3, 2.65 (0.18 - 39.30)

P-value

0.003**

< 0.001***

0.010*

ns

< 0.001***

ns

0.024 *

ns

ns 

ns

Head, neck, lung or skin cancer 13/39, 0.98 (0.38 - 2.56) ns

Hematological 11/29. 1.48 (0.55 - 4.03) ns

Sarcoma 1/2, 1.45 (0.08 - 26.01) ns

Unknown 2/7, 1.43 (0.24 - 8.62) ns

Urogenital 19/64, 1.79 (0.68 - 4.73) ns

Intention of treatment Curative

Palliative

104/285, 1.00 (reference)

26/89, 1.27 (0.65 - 2.46) ns

0 1 2 3 4 5 6 7 8 9 10
Adjusted OR for CAM Post Dx

Fig. 2. Forest plot for full model by residence (4 categories).

Table 2. Cochran-Armitage test for trend over age for CAM
post-diagnosis by domicile and gender

Group p value

Hälsingland, smaller towns, male 0.042*

Hälsingland, smaller towns, female 0.012*

Hälsingland, larger towns, male ns

Hälsingland, larger towns, female ns

Gästrikland, smaller towns, male ns

Gästrikland, smaller towns, female 0.001**

Gästrikland, larger towns, male ns

Gästrikland, larger towns, female ns

ns: p > 0.05. *p ≤ 0.05. **p ≤ 0.001.
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CAM Use in Urban versus Rural Areas
There has been an increase in public awareness and

acceptance of CAM over the past few decades [24–27]. The
results of a recently published paper [10] showed that more
than half (54%) of the participants reported lifetime use of
CAM and 34% of those included in the study reported the
use of CAM post-cancer diagnosis. Another study reported
CAM use post-cancer diagnosis at 26% [8]. Further,
compared to previous studies, the present study showed that
CAM is more widely used in Gävleborg, which is mainly a
rural area, than in Stockholm, the capital of Sweden and
primarily an urban area. Most previous studies have found
that the typical CAM user tends to be a young woman with
a high level of education, which appears to be a predisposing
factor for the typical CAM user [6–8, 10, 25, 28]. Our
findings are consistent with previous studies.

Other studies have shown that CAM use is more
prevalent in sparsely populated areas [20, 29], which is
consistent with the findings of this study. Based on clinical
observations in the present study, the authors confirmed the
hypothesis that the use of CAM is especially prevalent in

small towns in the Hälsingland region. Furthermore, it is
primarily younger people living in small towns in Häl-
singland who stand out. This appears to be true for both
men andwomen. The literature shows that the typical CAM
user tends to be younger, but a recent review showed that
the relationship between CAM use and age is not com-
pletely clear, and further research is needed [30].

One observation from the present study is that the In-
ternet and social media can often be good sources of in-
formation and sources of misinformation about healthcare
[31]. Younger people use social media at a higher rate than
the elderly. It is used as a source of information, where users
attempt to learn and gather knowledge that enables them to
take a more active role in managing their own health [32].

On the other hand, for respondents living in small towns
in the Gästrikland province, there was no statistically sig-
nificant association between town size and increased CAM
use. Rather, the results indicate a possible opposite effect
compared to the other categories of residence and town size,
although the results were not statistically significant. This is an
interesting finding, which could indicate that it may not only

D
om

ic
ile

, A
ge

Hälsingland, smaller towns, 70+

Hälsingland, smaller towns, 60-69
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Fig. 3. Proportion of CAM post-diagnosis by residence, age, and gender.
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be the rural or urban context that is significant but also the
cultural context of the region. Over millennia, CAM has
evolved by relying on the religious beliefs and social systems
of different indigenous peoples, as well as by harnessing
natural materials from the local environment [33]. CAM use
is often influenced by cultural and traditional beliefs, which
can shape people’s attitudes and behaviours toward health-
care and healing practices [34]. From the start of our patient
journey, our culturally constructed model of explanation
influences howwe feel and interpret our illness, as well as how
wemake decisions and approachCAMand biomedicine [35].

One study from the USA found that cultural beliefs
and practices influenced the use of CAM among Hispanic
immigrants in the USA. The study found that traditional
Hispanic beliefs, such as the use of natural remedies and
the importance of balance and harmony, were associated
with the use of CAM [36].

It may be difficult to fully trace CAM use to cultural
origins. From a cultural and historical standpoint, different
countries and regions may have different perspectives on
specific cures and self-medication [3]. Cultural beliefs can
also affect people’s perceptions of conventionalmedicine and
their willingness to use CAM therapies in conjunction with,
or as an alternative to, conventional treatments. This area is
not well understood, and to our knowledge, there has been
no previous research on the subject in a Swedish context.

Apart from cultural reasons, other possible reasons for
increased CAM use may be a lack of access to conven-
tional care in proximity to the place of residence [20, 29].
CAM can play a significant role for residents in remote or
geographically isolated areas. The scant evidence that is
available suggests that CAM use and practice in rural
areas occurs within a multifaceted structure of social
relations and cultural structures [20].

According to a study in Turkey, the use of prayer and
herbal remedies was more prevalent in rural areas due to
increased religiosity and the economic benefits of gath-
ering herbs from the natural environment [37]. However,
more studies have been carried out in urban environ-
ments, and there is a need for studies in rural areas [20].

Strengths and Limitations
We saw no obvious signs of self-selection bias (i.e., that

CAM users would be more willing to participate than
nonusers) because the age and gender distributions of those
who could not or chose not to respond were analysed and
yielded distributions that were very similar to the respondent
group.While this does not rule out sampling bias, the age and
gender distributions are comparable. Although we ac-
knowledge that a 59% response rate may be low, the authors
also note that this response rate aligns with previous studies.

One weakness of the study is the selection of patients,
who are all from a small region of Sweden and may not be
representative of the entire country. Also, the distinction
between small and large towns, as well as the borders

between the studied regions, can be perceived as arbitrary.
Another weakness is that the study cannot further
characterize the patients living in different residence
settings. The absence of total consistency in the age group
categorization is another potential limitation of the study.

Conclusion

It is important that healthcare providers ask patients about
all of their health-seeking behaviours [20, 38]. More studies
regarding the use of CAM in rural areas and the cultural
factors that could influence the use of CAM in these areas are
needed. The ability to highlight the fact that CAMusemay be
more common in certain rural areas is important from a
social perspective, especially in a centralized society where
distances to healthcare facilities can be considerable.

Acknowledgments

We would like to thank all of our patients, the palliative home
care team in Region Gävleborg and the Department of Oncology at
Gävle Hospital for their participation and help with recruitment.

Statement of Ethics

This study was approved by the Regional Ethical Review Board in
Uppsala (Dnr. 2016/360). Informed consent was obtained from study
participants for the completion of the questionnaire; all methods were
performed in accordance with the relevant guidelines and regulations.

Conflict of Interest Statement

The authors have no conflicts of interest to declare.

Funding Sources

This research was supported by the Region Gävleborg Centre for
Research andDevelopment (PhD grant, 2019) and the Cancer Research
Foundation in Norrland (Grant 2019). These grants covered the costs
for ethical approval, data collection, analysis, and report writing.

Author Contributions

M.K.: conceptualization, methodology, resources, writing – original
draft, visualization, and writing – review and editing. J.G.: data curation
and formal analysis. G.H. and S.B.: conceptualization,methodology, and
writing – review and editing. R.R.E.: writing – review and editing. M.B.:
conceptualization, methodology, writing – review and editing, and
supervision. All authors have read and approved the manuscript.

Data Availability Statement

Due to privacy regulations, the data generated and analysed are
not available to the public. An adapted version is available from the
corresponding author upon reasonable request.

504 Complement Med Res 2024;31:497–505
DOI: 10.1159/000540663

Källman et al.

D
ow

nloaded from
 http://karger.com

/cm
r/article-pdf/31/6/497/4311121/000540663.pdf by guest on 10 January 2025

https://doi.org/10.1159/000540663


References

1 NHS. Complementary and alternative med-
icine. NHS; 2022.

2 N.C.f.C.a.I. Health, Complementary, Alterna-
tive, or Integrative Health: What´s In a Name?.

3 Horneber M, Bueschel G, Dennert G, Less D,
Ritter E, ZwahlenM.Howmany cancer patients
use complementary and alternative medicine: a
systematic review and metaanalysis. Integr
Cancer Ther. 2012;11(3):187–203. https://doi.
org/10.1177/1534735411423920

4 Keene MR, Heslop IM, Sabesan SS, Glass BD.
Complementary and alternative medicine use
in cancer: a systematic review. Compl Ther
Clin Pract. 2019;35:33–47. https://doi.org/10.
1016/j.ctcp.2019.01.004

5 Kristoffersen AE, Nilsen JV, Stub T, Nordberg
JH, Wider B, Mora D, et al. Use of Comple-
mentary and Alternative Medicine in the con-
text of cancer; prevalence, reasons for use,
disclosure, information received, risks and
benefits reported by people with cancer in
Norway. BMC Complement Med Ther. 2022;
22(1):202. https://doi.org/10.1186/s12906-022-
03606-0

6 Molassiotis A, Fernadez-Ortega P, Pud D,
Ozden G, Scott JA, Panteli V, et al. Use of
complementary and alternative medicine in
cancer patients: a European survey. Ann
Oncol. 2005;16(4):655–63. https://doi.org/10.
1093/annonc/mdi110

7 Nilsson J, Kallman M, Ostlund U, Holgersson G,
Bergqvist M, Bergstrom S. The use of comple-
mentary and alternative medicine in scandinavia.
Anticancer Res. 2016;36(7):3243–51.

8 Wode K, Henriksson R, Sharp L, Stoltenberg
A, Hok Nordberg J. Cancer patients’ use of
complementary and alternative medicine in
Sweden: a cross-sectional study. BMC
Complement Altern Med. 2019;19(1):62.
https://doi.org/10.1186/s12906-019-2452-5

9 Kemppainen LM, Kemppainen TT, Re-
ippainen JA, Salmenniemi ST, Vuolanto PH.
Use of complementary and alternative
medicine in Europe: health-related and so-
ciodemographic determinants. Scand J Public
Health. 2018;46(4):448–55. https://doi.org/
10.1177/1403494817733869

10 Källman M, Bergström S, Carlsson T, Järås J,
Holgersson G, Nordberg JH, et al. Use of
CAM among cancer patients. BMC Com-
plement Med Ther. 2023;23(1):51. https://
doi.org/10.1186/s12906-023-03876-2

11 Hanssen B, Grimsgaard S, Launsø L,
Fønnebø V, Falkenberg T, Rasmussen NK.
Use of complementary and alternative
medicine in the Scandinavian countries.
Scand J Prim Health Care. 2005;23(1):57–62.
https://doi.org/10.1080/02813430510018419

12 Reid R, Steel A, Wardle J, Trubody A, Adams
J. Complementary medicine use by the
Australian population: a critical mixed
studies systematic review of utilisation, per-
ceptions and factors associated with use.
BMC Complement Altern Med. 2016;16:176.
https://doi.org/10.1186/s12906-016-1143-8

13 Wemrell M, Merlo J, Mulinari S, Hornborg
A-C. Two-thirds of survey respondents in
southern Sweden used complementary or
alternative medicine in 2015. Complement

Med Res. 2017;24(5):302–9. https://doi.org/
10.1159/000464442

14 Stub T, Quandt SA, Arcury TA, Sandberg JC,
Kristoffersen AE. Attitudes and knowledge
about direct and indirect risks among con-
ventional and complementary health care
providers in cancer care. BMC Complement
Altern Med. 2018;18(1):44. https://doi.org/
10.1186/s12906-018-2106-z

15 Shen J, Andersen R, Albert PS, Wenger N,
Glaspy J, Cole M, et al. Use of
complementary/alternative therapies by
women with advanced-stage breast cancer.
BMC Complement Altern Med. 2002;2:8.
https://doi.org/10.1186/1472-6882-2-8

16 Tangkiatkumjai M, Boardman H, Walker
D-M. Potential factors that influence usage of
complementary and alternative medicine
worldwide: a systematic review. BMC Com-
plement Med Ther. 2020;20(1):363. https://
doi.org/10.1186/s12906-020-03157-2

17 Gonzalez-Ling A, Galindo Vázquez O, Es-
pinoza Bello M, Robles R, Rascón-Gasca ML,
Lara-Mejía L, et al. Quality of life, anxiety,
depression, and distress in patients with
advanced and metastatic lung cancer. Palliat
Support Care. 2023;21(4):608–15. https://doi.
org/10.1017/S147895152200116X

18 Diaz-Frutos D, Baca-Garcia E, García-Fon-
cillas J, López-Castroman J. Predictors of
psychological distress in advanced cancer
patients under palliative treatments. Eur J
Cancer Care. 2016;25(4):608–15. https://doi.
org/10.1111/ecc.12521

19 Herron M, Glasser M. Use of and attitudes
toward complementary and alternative
medicine among family practice patients in
small rural Illinois communities. J Rural
Health. 2003;19(3):279–84. https://doi.org/
10.1111/j.1748-0361.2003.tb00574.x

20 Wardle J, Lui C-W, Adams J. Complementary
and alternative medicine in rural communities:
current research and future directions. J Rural
Health. 2012;28(1):101–12. https://doi.org/10.
1111/j.1748-0361.2010.00348.x

21 Wolf CPJG, Rachow T, Ernst T, Hochhaus
A, Zomorodbakhsch B, Foller S, et al.
Complementary and alternative medicine
(CAM) supplements in cancer outpatients:
analyses of usage and of interaction risks
with cancer treatment. J Cancer Res Clin
Oncol. 2022;148(5):1123–35. https://doi.
org/10.1007/s00432-021-03675-7

22 C.B.o. Statistics, Urban Areas, localities and
smaller localities 2020.

23 RC Team. R: a language and environment for
statistical computing; 2017.

24 Fisher P, Ward A. Medicine in Europe:
complementary medicine in Europe. BMJ.
1994;309(6947):107–11. https://doi.org/10.
1136/bmj.309.6947.107

25 FrassM, Strassl RP, FriehsH,MüllnerM,Kundi
M, Kaye AD. Use and acceptance of comple-
mentary and alternative medicine among the
general population and medical personnel: a
systematic review. Ochsner J. 2012;12(1):45–56.

26 Harris P, Rees R. The prevalence of com-
plementary and alternative medicine use
among the general population: a systematic

review of the literature. Complement Ther
Med. 2000;8(2):88–96. https://doi.org/10.
1054/ctim.2000.0353

27 Härtel U, Volger E. [Use and acceptance of
classical natural and alternative medicine in
Germany--findings of a representative
population-based survey]. Forsch Komple-
mentarmed Klass Naturheilkd. 2004;11(6):
327–34. https://doi.org/10.1159/000082814

28 Bahall M. Prevalence, patterns, and perceived
value of complementary and alternative
medicine among cancer patients: a cross-
sectional, descriptive study. BMC Comple-
ment AlternMed. 2017;17(1):345. https://doi.
org/10.1186/s12906-017-1853-6

29 Adams J, Sibbritt D, Lui C-W. The urban-rural
divide in complementary and alternative
medicine use: a longitudinal study of 10,638
women. BMC Complement Altern Med. 2011;
11:2. https://doi.org/10.1186/1472-6882-11-2

30 Jones E, Nissen L, McCarthy A, Steadman K,
Windsor C. Exploring the use of complemen-
tary and alternative medicine in cancer patients.
Integr Cancer Ther. 2019;18:153473541984698.
https://doi.org/10.1177/1534735419846986

31 Johnson SB, Parsons M, Dorff T, Moran MS,
Ward JH, Cohen SA, et al. Cancer misin-
formation and harmful information on
facebook and other social media: a brief re-
port. J Natl Cancer Inst. 2022;114(7):1036–9.
https://doi.org/10.1093/jnci/djab141

32 Prybutok G, Ryan S. Social media: the key to
health information access for 18- to 30-year-
old college students, CIN: computers, infor-
matics. Nursing. 2015;33(4):132–41. https://
doi.org/10.1097/cin.0000000000000147

33 Debas HT, Laxminarayan R, Straus SE.
Complementary and alternative medicine.
2nd ed. Washington (DC): The International
Bank for Reconstruction and Development/
The World Bank; 2006.

34 LeeG, CharnT, ChewZ,NgT. Complementary
and alternative medicine use in patients with
chronic diseases in primary care is associated
with perceived quality of care and cultural be-
liefs. Fam Pract. 2004;21(6):654–60. https://doi.
org/10.1093/fampra/cmh613

35 Zörgő S, Purebl G, Zana Á. A qualitative study
of culturally embedded factors in complemen-
tary and alternative medicine use. BMC
Complement Altern Med. 2018;18(1):25.
https://doi.org/10.1186/s12906-018-2093-0

36 Arcury TA, Grzywacz JG, Bell RA, Neiberg RH,
LangW,Quandt SA.Herbal remedyuse as health
self-management among older adults. J Gerontol
B Psychol Sci Soc Sci. 2007;62(2):S142–9. https://
doi.org/10.1093/geronb/62.2.s142

37 Cevik C, Tari Selcuk K. Prevalence and corre-
lates of the use of complementary and alter-
native medicine in adults living in a rural area.
Holist Nurs Pract. 2019;33(1):36–44. https://doi.
org/10.1097/HNP.0000000000000305

38 Balneaves LG, Watling CZ, Hayward EN,
Ross B, Taylor-Brown J, Porcino A, et al.
Addressing complementary and alternative
medicine use among individuals with cancer:
an integrative review and clinical practice
guideline. J Natl Cancer Inst. 2022;114(1):
25–37. https://doi.org/10.1093/jnci/djab048

Regional Perspectives on Complementary
and Alternative Medicine

Complement Med Res 2024;31:497–505
DOI: 10.1159/000540663

505

D
ow

nloaded from
 http://karger.com

/cm
r/article-pdf/31/6/497/4311121/000540663.pdf by guest on 10 January 2025

https://doi.org/10.1177/1534735411423920
https://doi.org/10.1177/1534735411423920
https://doi.org/10.1016/j.ctcp.2019.01.004
https://doi.org/10.1016/j.ctcp.2019.01.004
https://doi.org/10.1186/s12906-022-03606-0
https://doi.org/10.1186/s12906-022-03606-0
https://doi.org/10.1093/annonc/mdi110
https://doi.org/10.1093/annonc/mdi110
https://doi.org/10.1186/s12906-019-2452-5
https://doi.org/10.1177/1403494817733869
https://doi.org/10.1177/1403494817733869
https://doi.org/10.1186/s12906-023-03876-2
https://doi.org/10.1186/s12906-023-03876-2
https://doi.org/10.1080/02813430510018419
https://doi.org/10.1186/s12906-016-1143-8
https://doi.org/10.1159/000464442
https://doi.org/10.1159/000464442
https://doi.org/10.1186/s12906-018-2106-z
https://doi.org/10.1186/s12906-018-2106-z
https://doi.org/10.1186/1472-6882-2-8
https://doi.org/10.1186/s12906-020-03157-2
https://doi.org/10.1186/s12906-020-03157-2
https://doi.org/10.1017/S147895152200116X
https://doi.org/10.1017/S147895152200116X
https://doi.org/10.1111/ecc.12521
https://doi.org/10.1111/ecc.12521
https://doi.org/10.1111/j.1748-0361.2003.tb00574.x
https://doi.org/10.1111/j.1748-0361.2003.tb00574.x
https://doi.org/10.1111/j.1748-0361.2010.00348.x
https://doi.org/10.1111/j.1748-0361.2010.00348.x
https://doi.org/10.1007/s00432-021-03675-7
https://doi.org/10.1007/s00432-021-03675-7
https://doi.org/10.1136/bmj.309.6947.107
https://doi.org/10.1136/bmj.309.6947.107
https://doi.org/10.1054/ctim.2000.0353
https://doi.org/10.1054/ctim.2000.0353
https://doi.org/10.1159/000082814
https://doi.org/10.1186/s12906-017-1853-6
https://doi.org/10.1186/s12906-017-1853-6
https://doi.org/10.1186/1472-6882-11-2
https://doi.org/10.1177/1534735419846986
https://doi.org/10.1093/jnci/djab141
https://doi.org/10.1097/cin.0000000000000147
https://doi.org/10.1097/cin.0000000000000147
https://doi.org/10.1093/fampra/cmh613
https://doi.org/10.1093/fampra/cmh613
https://doi.org/10.1186/s12906-018-2093-0
https://doi.org/10.1093/geronb/62.2.s142
https://doi.org/10.1093/geronb/62.2.s142
https://doi.org/10.1097/HNP.0000000000000305
https://doi.org/10.1097/HNP.0000000000000305
https://doi.org/10.1093/jnci/djab048
https://doi.org/10.1159/000540663

	Regional Perspectives on Complementary and Alternative Medicine: Results of a Regional Survey
	Introduction
	Hypothesis

	Methods
	Patients
	Study Design
	Statistics and Data Analysis

	Results
	Demographics and Use of CAM
	Factors Affecting the Use of CAM

	Discussion
	Main Findings
	CAM Use in Urban versus Rural Areas
	Strengths and Limitations

	Conclusion
	Acknowledgments
	Statement of Ethics
	Conflict of Interest Statement
	Funding Sources
	Author Contributions
	Data Availability Statement
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


