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Abstract
Background  In health care, two in three users of complementary therapies (CT) stay silent about their CT use. 
Disclosure of CT use to physicians is important for patient safety, participation, and shared decision-making. Common 
reasons for CT nondisclosure include patients´ expectations of physicians’ unaccepting response to disclosure, 
physicians not asking, and patients believing it is unnecessary. This study aimed to increase understanding of patient 
silence. We investigated how the reasons for nondisclosure of CT use reported by CT users were associated with the 
frequency of CT disclosure and how these associations and reported justifications to keep silent reflect patient silence 
among the study participants.

Methods  This mixed-methods study used existing data from the non-probability-based online survey (n = 6802) 
targeted to CT users among the general population in Finland. A qualitative structured tabular thematic analysis was 
conducted for the selected 342 brief texts describing the reasons and justification for not telling physicians about CT 
use. The associations between the frequency of CT disclosure and the reasons for CT nondisclosure were analysed by 
crosstabulations and binary logistic regression analysis with SPSS (v28).

Results  Three types of patient silence were revealed. Avoidant silence illustrates the respondents coping with the 
fear of unwanted response from a physician and avoiding the expected negative consequences of CT disclosure. 
Precautionary silence exemplifies respondents striving to prevent the reoccurrence of previously experienced 
frustration of wishes to be seen and heard as CT users. Conditional silence portrays the self-confidence of 
respondents who assessed their need to disclose CT use to physicians on a case-by-case basis.

Conclusions  Silence, for some patients, may serve as a way of warding off past and possible future fears and 
frustrations related to CT disclosure. It is important to recognise different types of patient silence related to CT 
disclosure to enhance patient participation and shared decision-making in health care. Efforts are needed to provide 
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Introduction
‘This is a song about the inability of people to communi-

cate with each other.’ – Art Garfunkel [1].
There are at least two types of silence clinicians should 

be aware [2]. The first is a therapeutic silence, and the 
second is an avoidant silence, which Simon & Garfun-
kel’s ballad ‘Sound of Silence’ illuminates [1, 2]. In clinical 
encounters, patients may stay silent unintentionally, or 
they may deliberately choose not to talk.

In health care, two in three users of complementary 
therapies (CT) stay silent about their CT use, the disclo-
sure rates ranging from 7 to 80% between countries and 
studies [3]. The three most common reasons for CT non-
disclosure include expectations of the physician’s unac-
cepting response to disclosing [3–5], the physician not 
asking or not being interested, and the patients them-
selves believing it is not important or necessary to inform 
about the healing modalities used outside the conven-
tional health care system [3]. CT users who perceive 
benefits from CT seem more likely to disclose CT use to 
their healthcare provider [6–8]. Disclosure is also associ-
ated with patient-centred care [9], the quality of patient-
provider communication [10–12], access to and quality 
of conventional care [13] and trust between patients and 
physicians [14, 15].

Patient silence, i.e., the patient´s perspective on CT 
nondisclosure may reflect patients´ difficulties to com-
municate with physicians. The incongruence of world 
views and different interpretations of the consequences 
of CT are suggested to be associated with the disclo-
sure of CT use [16, 17]. Also, CT users may feel disem-
powered or silenced by biomedicine [18] and to fall into 
‘mainstream marginality’ in society [19].

However, the possibility of being more than a silent 
patient encompasses the importance of articulating per-
sonal meaning and having that meaning heard by another 
person, which may serve to ascertain a person’s experi-
ences and views as valid and valuable [18]. On the other 
hand, the disclosure of CT use to a physician is suggested 
as an important proactive health behaviour that reflects 
a commitment to continued use of CT as a healthcare 
option [6–8]. The consumer commitment approach sug-
gests that reasons for CT disclosure include the positive 
outcomes and the symbolic values of CT users, such as 
an individual sense of control over health, a holistic view 
of healing and the value of naturality. According to the 
consumer commitment approach, disclosing CT use to a 
physician may be viewed as a symbolic act that reinforces 

one’s identity with respect to being someone who uses 
CT [6–8].

As an empirical research object, silence is said to ‘resist 
analysis’ while it can, however, be read as the trace of 
something that allows interpretations [20]. Sometimes, 
silence is considered one´s reasonable, valuable, and right 
action to allow one to maintain respect for one’s personal 
values and meaning in life under silencing situations [21]. 
Sometimes, it can be seen as a resource and perceived 
as a sign of resilience, but it may also reflect confusion, 
alienation, or anomie [22, 23].

Disclosure of CT use to physicians is regarded as 
important for different reasons. First, combined use 
of natural remedies with prescribed medicine may 
cause toxic herb-drug interaction effects (e.g. St John’s 
Wort with certain anticoagulant drugs) or other harm-
ful adverse effects, such as therapeutic failure of pre-
scribed medicine [24]. Homoeopathic aggravation (i.e. 
transient worsening of the patient’s symptoms) has also 
been reported as an adverse effect [25]. To ensure patient 
safety, physicians must know whether patients use natu-
ral remedies or other CT modalities that might produce 
adverse effects [26–29].

Second, the experienced benefits of patients´ CT use 
may remain undiscussed in clinical encounters. These 
benefits include experienced general helpfulness [30, 31], 
management for pain [32, 33] and perceived improve-
ment of well-being and quality of life [34]. Third, CT use 
is common all over the world [35–39], CT modalities are 
applied to a large extent for health promotion [40, 41] 
and CT is used primarily to supplement conventional 
health care rather than replace it [36]. Thus, communi-
cation about CT use is critical to patient participation, 
patient-centred care [10, 42–47] and integration and 
coordination of care [11, 48, 49].

Earlier studies on CT disclosure focused largely on spe-
cific diseases or patient groups, such as older adults [14, 
50], cancer [11, 16, 51–53], cardiovascular diseases [8], 
different treatment situations, for example, haemodialy-
sis [54]. Most of the earlier studies provided quantitative 
data [3]. Quality of patient-clinician communication have 
been studies also using qualitative methods [12, 50, 55]. 
Mixed-methods studies revealed e.g., CT disclosure rates 
or reasons for nondisclosure of dietary supplements [56, 
57] and childrens´ CT use [58, 59]. Our mixed-methods 
study adds to the current research literature information 
on how CT users among the general population justify 

health policy decision-makers with information about CT users’ lived experiences with CT communication in health 
care.
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their nondisclosure and how the justifications reflect 
patient silence.

Justifications, reasons, and beliefs are closely related 
in everyday discourses, each having different connota-
tions in different contexts [60, 61]. Therefore, in this 
study, we define justification as an acceptable reason for 
doing something that justifies an act or way of behaving, 
showing something to be right or reasonable by a person. 
‘Right’ and ‘reasonable’ refer here to silence expected to 
bring personal benefits for CT non-disclosers. Follow-
ing a critical realist ontology, we treat the reported expe-
riences and knowledge as mediated and constructed 
through language, while acknowledging material and 
social structures that generate them [62]. The theoretical 
premise of this study is that CT disclosure behaviour is a 
form of health behaviour, and nondisclosure can be unin-
tentional or deliberate [7, 22] About the sharing of infor-
mation between a patient and a physician about CT use, 
we use, depending on context, the terms ‘tell’, ‘disclose’, 
‘communicate’, ‘discuss’, ‘report,’ or ‘speak’ [63]. ‘Study 
participants’ and ‘respondents’ are synonymously used in 
this article.

Finland is a Nordic welfare state with strong public 
trust in medical authorities and science institutions [64]. 
Universal access to most conventional healthcare services 
with minimal or no direct cost to patients is ensured 
[65], with the challenge of improving continuity of care, 
in particular, the continuity of the patient-general practi-
tioner (GP) relationship in primary care [66] . Physicians’ 
attitudes are divided between more acceptance towards 
some CT modalities, such as acupuncture and more 
scepticism towards others, such as reiki [67]. The preva-
lence of CT use in the general Finnish population is 51%, 
including self-help practices, visits to therapists, an natu-
ral remedies, excluding vitamins and minerals [31].

In public discourse, CT remain controversial, and 
the boundary between official medicine and its ‘out-
siders’ is sharp [68–70]. There is no consensus on what 
terms should be used when discussing about CT that are 
offered outside conventional health care to clients. Users 
and service providers widely adopt the terms ‘natural 
therapies’ and ‘health products’ [71], while Finnish gov-
ernment documents prefer the term ‘alternative thera-
pies’ [72].  Different CT terminology is used also globally 
in professional and scientific publications, such as com-
plementary and alternative medicine (CAM) [73–75]. We 
chose for this article the term CT, because these modali-
ties are primarily used to supplement conventional health 
care rather than replace it [36].

This study aimed to increase understanding of patient 
silence and CT users´ justifications for keeping quiet 
about their use of CT. We answer the research ques-
tion on how the reasons for deliberate nondisclosure of 
CT use were associated with the frequency of disclosure 

and how these associations and reported justifications to 
keep silent about CT use reflect patient silence among 
the study participants.

Methods
Participants and sampling
We utilised existing data extracted from the non-prob-
ability-based online survey targeted to CT users among 
the general population in Finland. The survey was organ-
ised by a joint non-governmental organization of citizens 
and CT professionals and three professional CT asso-
ciations [71]. It was open to anyone to respond between 
the 8th of October and the 15th of December 2021 on 
the platform of the Finnish Ministry of Justice’s (MoJF) 
Democracy Services. These services aim to facilitate civic 
influence and citizen participation by offering accessible 
services for various citizen groups [76]. To recruit par-
ticipants, the survey organisers placed invitations to fol-
low a MoJF link to the survey questionnaire on several 
social media platforms, from which anyone interested in 
distributing information about the survey could further 
share it.

The recruitment method, river sampling, allowed the 
organizers to reach internet respondents who voluntarily 
selected themselves for participation. This non-probabil-
ity sampling method is suggested to attract dispropor-
tionately large numbers of subpopulation members, but 
it does not statistically represent the population or even 
a specific subgroup [77]. Altogether, 6,802 individuals 
responded to the survey. Due to the recruitment method, 
the sample remained a convenience sample.

Questionnaire
The survey included 15 closed-ended and four open-
ended questions about user experiences, such as reasons 
for not disclosing CT use to a physician, combined use of 
CT and conventional health care, views on how respon-
dents would like CT to be utilised in conventional health 
care and perceived helpfulness of various CT modali-
ties. The research results of perceived helpfulness were 
reported earlier [34]. The questionnaire was in Finnish 
[71]. In this study, we analysed the answers to the two 
survey questions. For the close-ended Question 1 (Fig. 1) 
three response options ‘Yes, almost always’, ‘Only rarely’, 
‘Never’ were proposed. The follow-up Question 2 was 
open-ended (Fig. 1).

Regarding demographics the answers to the follow-
ing two close-ended questions were used in the analysis: 
‘What is your gender’? with four response options: man, 
woman, other, ´I do not want to answer´, and ‘What is 
your age?’ with seven response options: 17 years or under, 
18–29 years, 30–44 years, 45–59 years, 60–69 years, 70 
years and over, and I do not want to answer. Year of birth 
or respondent´s exact age in years were not asked.
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Quantitative measures and analysis
Gender was merged into three categories: men, women 
and other; the latter included responses ‘Other’ and ‘I 
do not want to answer’. Age was merged into four cate-
gories: 44 years or below, 45–59 years, 60 years or over 
and no answer (´I do not want to answer´). The youngest 
and the oldest age groups were small compared to oth-
ers. The number of respondents 17 years or below was 6 
(0,09%), 29 years or below was 584 (8.6%), and 70 years 
or above was 477 (7%)  of the total number of respon-
dents (n = 6802).  Gender, age and frequency of disclos-
ing the CT use to physician (‘Yes, almost always’, ‘Only 
rarely’, ‘Never’) were used for the crosstabulations of the 
full data set (n = 6802). The same variables were used in 
crosstabulations of the coded qualitative material, i.e., the 
selected set of brief texts written by 342 respondents to 
describe the respondents’ characteristics (Fig. 1; Table 1). 
IBM SPSS Statistics (version 28) was used for the quanti-
tative analysis.

Extraction of the qualitative data
Among all 6802 respondents there were 4156 people who 
answered to the open-ended question 2 (Fig.  1). These 
answers consisted of short texts of one or a few words up 
to entries of 250 words. The average length was 15 words. 
The data included a large number of very short com-
ments, such as ‘Attitude’, ‘No time’, ‘Nobody asks,’ and ‘I 
always tell’.

For the analysis, we chose from 4156 brief texts those 
with a minimum length of 20 words. We excluded from 
the analysis the comments that did not verbally justify 
the expressed reason for nondisclosure of CT use. We 
randomly selected every tenth brief text for qualitative 
thematic analysis with the following selection criteria:

1.	 Text had to provide verbal justifications for CT 
nondisclosure in more detail than just a few words.

2.	 The length of the chosen text had to be 20 words at 
the minimum.

3.	 Every 10th text corresponding to criteria 1 and 2 was 
selected.

4.	 If the 10th text did not fit criteria 1 and 2, the next 
appropriate text nearest to the selection point was 
selected.

Following this procedure, we ended up with 342 brief 
texts, accounting for 8.2% of the total brief texts in our 
sample.

Analysis of the qualitative data
Once we had familiarised ourselves with the data set 
of 4156 brief texts and done preliminary open coding 
regarding reasons for nondisclosure of CT use to a phy-
sician, we constructed the codebook of seven themes 
of reasons. Six of them were selected from the previous 
research results of the systematic review, which revealed 
reasons for CT nondisclosure [3]. One theme ‘Case-by-
case assessment of the medical encounter’ was added 
based on our preliminary coding exercises. The seven 
themes are listed in Table 2. The qualitative analysis pro-
cess, including the codebook development, is detailed in 
Supplementary Materials.

In the second step, the first author conducted a struc-
tured tabular thematic analysis for the selected 342 
responses using the codebook. Structured tabular the-
matic analysis offers an illustrative qualitative method for 
analysing brief texts in a structured way [78]. To ensure 
the rigour of the analysis, we checked inter-analyst 
agreement by recoding 60 brief texts. Each of the three 
co-authors coded separately 20 randomly selected brief 
texts. The inter-analyst agreement was 78.9%.

Fig. 1  Two survey questions on CT disclosure analysed in this study and the number of respondents to each question
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The third step comprised the quantitative analysis, i.e., 
crosstabulations (Table  2) and binary logistic regression 
analysis (Table 3) of the coded qualitative data (n = 342). 
For this, the frequency of CT disclosure was merged into 
two categories: ‘Almost always’ and ‘Rarely or never’. The 
latter included answers ‘Only rarely’ and ‘Never’. We cre-
ated crosstabulation tables and performed χ2-tests to 
assess the associations between the disclosure status 
(‘Almost always’ vs. ‘Rarely or never’) and the reported 
reasons for nondisclosure (Table  2). Then, we investi-
gated the associations between seven variables for the 
CT nondisclosure, i.e., each of the themes of reasons for 
CT nondisclosure mentioned in the brief texts and the 
disclosure status, using binary logistic backward regres-
sion analysis. Odds ratios (OR) and 95% confidence inter-
vals (CI) are presented in Table  3. The table including 
all seven variables used in the regression analysis is pre-
sented in Supplementary Materials.

In the fourth step, we interpreted how the reported 
justifications for CT nondisclosure reflect the types of 
patient silence revealed by the regression analysis. Illus-
trative quotations provide examples of types of patient 
silence and reported justifications for keeping silent 
about CT use.

Ethical considerations
Although the data collection method presents no ethical 
concerns, there are some potential issues that should be 
mentioned. First, the questionnaire included an ethically 
problematic structured question about respondents´ 
age. One of the seven age categories was presented in a 
form of “17 years or below”. Due to this kind of formu-
lation, there is no information about how young those 6 
respondents were who chose this age category. Second, 
linguistic equality was not fully considered. Even though 
the second official language in Finland is Swedish with 
around 288 000 speakers (of 5,6 million population), the 
questionnaire was offered only in Finnish. The question-
naire was neither offered in Saami languages. There are 
around 10,500 Saami people, the only indigenous people 
in Finland, living in Northern part of the country [79].

The researchers were not involved in the planning of 
the internet questionnaire. They accessed the data on the 
written request four months after the data collection was 
completed. Therefore, the prior ethical approval for this 
study was not possible to obtain from the academic eth-
ics committee of the Tampere region (See section Decla-
rations).The owners of the data, four non-governmental 
associations, and the MoJF providing platform for the 
survey questionnaire ensured confidentiality and ano-
nymity. The survey collected no personal information: 
name, contact details, socio-economic status, educa-
tion, occupation or place of residence. Neither did the 
questionnaire include questions on personal health. The Ta
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questionnaire did not include any background or other 
questions, which could be considered sensitive informa-
tion. Of the respondents’ background information, only 
age and gender were asked.

Participation in the survey was voluntary, and any-
one with internet access could answer, and could stop 
answering at any time. Respondents did not receive com-
pensation for their participation in this survey. Responses 
could be submitted only once from a particular IP 
address to prevent repeated survey completion by the 
same individuals. Only qualified persons from the MoJF 
hade/have access to IP addresses.

The researchers are committed to complying with the 
ethical principles of the the Finnish National Board on 
Research Integrity (see section Declarations). No one of 
the four researchers works as CT practitioner. Only the 
researchers contributing to this study and the survey 
organizers had access to the data, which was stored on 
password-protected network drives and computers dur-
ing the research project.

Results
Respondent characteristics
Women accounted for 87.7% both of the total sample 
(n = 6802) and brief text writers (n = 342). Respondents in 
the sample of brief text writers were younger than those 
in the total sample. Slightly less than half of all respon-
dents (46.5%) and a third (32.5%) of brief text writers 

indicated that they almost always told the physician about 
their CT use, while 8.4% of all respondents and 9.9% of 
brief texts writers reported never telling. ((Table 1.

The seven themes of reasons for nondisclosure of CT use
The structured tabular thematic analysis of the selected 
342 brief texts revealed seven themes of reasons for the 
nondisclosure of CT use (Table 2).

Theme 1. Physician´s attitudes and response  Nearly 
half of the respondents (47.4%) mentioned in their brief 
texts that they did not tell physicians about their CT 
use, because they expected physicians to show a nega-
tive attitude towards CT or respond inappropriately. The 
number of those with expectations of physicians´ nega-
tive responses was statistically significantly higher among 
rarely or never disclosers (53.7%) than among almost 
always disclosers (34.2%).

Respondents reported being afraid that the physician 
would demean the CT user or might even forbid them 
from using certain modalities. Others reminded that 
physicians’ expected unwillingness to encounter patients 
as emotional and communicative human beings hindered 
disclosure. For example, a young woman (age groups 
are presented in Table 1) wrote: “I can´t bear to listen to 
arrogant disrespect and name-calling as a gullible fool 
who puts their health in danger by eating something that 

Table 2  Themes of reported reasons for nondisclosure of CT use to a physician in respondents´ brief texts and reported frequency of 
disclosure. (n = 342)
Theme of reported reasons for nondisclosure of CT use to 
a physician

All
respondents
n = 342

Respondents disclosing CT use to a physician almost 
always and rarely/never
Disclosed almost always
n = 111

Disclosed rarely 
or never
n = 231

p

% (n) % (n) % (n)
1. Expectations of physician’s attitudes and response 47.4 (162) 34.2 (38) 53.7(124) < 0.001
2. Expectation of physician’s knowledge of CT 31.0 (106) 28.8 (32) 32.0 (74) 0.548
3. Previous experiences with CT disclosure 20.8 (71) 15.3 (17) 23.4 (54) 0.085
4. CT use not related to medical care/disclosure not consid-
ered necessary

32.0 (109) 40.5 (45) 27.8 (64) 0.018

5. Shortness of time/did not come to mind 14.4 (49) 10.8 (12) 16.1 (37) 0.193
6. Case-by-case assessment of the medical encounter 15.2 (52) 24.3 (27) 10.8 (25) 0.001
7. Safety, risks and adverse effects of CT 4.4 (15) 4.5 (5) 4.4 (10) 0.960

Table 3  The results of binary logistic regression analysis on the association between the reasons of CT nondisclosure and the 
disclosure status (almost always vs. rarely or never). The binary logistic backward regression analysis, the final model, p < 0.05, odds 
ratios (OR) and 95% confidence. (n = 342)
Themes on reasons for nondisclosure of CT use that entered into the 
final model

Respondents disclosing 
almost always (n = 342)
% (n)

OR 95% CI
From To

Expectations of physician’s attitudes and response (Theme 1) 47.4 (162) 0.43 0.27 0.70
Previous experiences with CT disclosure (Theme 3) 20.8 (71) 0.52 0.28 0.97
Case-by-case assessment of the medical encounter (Theme 6) 15.2 (52) 2.35 1.27 4.35
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has no effect yet is still dangerous. I’d rather be silent, so I 
won’t feel as bad after seeing the doctor.”

Theme 2. Expectations of physician’s knowledge on 
CT  Slightly less than a third (31%) of all respondents 
wrote about physician´s insufficient knowledge or under-
standing of CT. No statistically significant difference was 
found between the groups of almost always and rarely or 
never disclosers. Nondisclosure was described by proac-
tively emphasising that physicians could not understand 
that CT could positively impact patients’ lives. Respon-
dents referred to differences between physicians and their 
own understanding of healing concepts, such as ‘energy’ 
and ‘holism’, to discrepancies in world views and to criti-
cism of Western medical practices.

Respondents´ reported lived experiences indicated that 
nondisclosure might reflect a shying away from world-
view-dissonances that could potentially undermine core 
belief systems for both parties. This point may mean dif-
ferent ideological positions [22] concerning health and 
healing. The critique of Western medicine was primar-
ily targeted at the pharmaceutical industry’s power in 
health care. Some wrote that CT nondisclosure, in gen-
eral, is related to current treatment practices that favour 
prescription medication over nonpharmaceutical healing 
methods. For example, an older woman (age groups are 
presented in Table 1) formulated her opinions as follows: 
”It is a common knowledge that medics are very strongly 
under the obligation to pharmaceutical industry. When a 
doctor graduates, he can only make a prescription. Doc-
tors are specialized on ophthalmology, orthopaedics, gyn-
aecology etc. but they are not seeing a patient as whole. 
Doctors see themselves above the patient, they make pre-
scription and re-schedule new appointment in few weeks. 
If one medication is not working, then it is changed to 
another.“.

Theme 3. Previous experiences with CT disclosure  Every 
fifth brief text writer (20.8%) referred to the previous expe-
riences with CT disclosure as a reason for nondisclosure. 
There was no statistically significant difference between 
the two discloser groups. Feelings of disappointment and 
frustration as a result of previous communication experi-
ences were reflected in the texts about getting inadequate 
responses from a physician. Some said that disclosure 
could negatively influence the quality of medical care and 
physician-patient relationship. A middle-aged man (age 
groups are presented in Table  1) described his experi-
ences: ”I have noticed that the medical professionals atti-
tude towards me changes when I have mentioned the use of 
natural treatments or health products. It has had a nega-
tive effect to the treatment I’ve received.”

Others emphasised that because they had previously 
experienced that physicians did not see or hear them 

as CT users, they did not want again to receive belit-
tling or other negative comments about healing meth-
ods they themselves considered helpful. A young woman 
portrayed her concerns:  “I don’t need to hear irrelevant 
comments about the treatments that had helped my fam-
ily and decreased the need of seeing the doctor or use of 
medicine.”

Theme 4. CT use not related to medical care  The number 
of those who reported CT use unrelated to medical care or 
disclosure not considered necessary was statistically sig-
nificantly higher among almost always disclosers (40.5%) 
than among rarely or never disclosers (27.8%).  Accord-
ing to respondents, they did not discuss CT use in medi-
cal consultations because they did not expect CT use to 
have much bearing on the type of treatments prescribed 
by their physicians or regarded CT as health promotion 
rather than medical care. For example, a young woman 
noted:  “I usually go [to the doctor] just for a specific ill-
ness or ailment, like eczema or an infection. With natural 
treatments, I maintain my health by reducing stress and 
increasing the relaxation and well-being of the body and 
mind with various massages or other procedures.”

Respondents who considered disclosure of CT use 
irrelevant or unnecessary seemed to consciously navigate 
between the worlds of medical care and CT therapies. A 
middle-aged woman noted that it is not necessary to dis-
close, because, in her opinion, ‘nutritional supplements 
do not affect healing of a sprain or removal of a fat pad’. 
Another middle-aged woman emphasised the impor-
tance of her own knowledge and mentioned: “I know bet-
ter what treatments and health products work for me. I 
decide what I do and what products I use. I am not giving 
the power of decision to doctor.”

Theme 5. Shortness of time  Respondents (14.4%) referred 
in their brief texts also to lack of time during consulta-
tions or forgetting to bring up their CT use. They men-
tioned that physicians did not ask and pointed out that 
the patient would not tell if the physician would not ask. 
According to a young woman: ”Nowadays doctors don’t 
ask anything. Patient doesn’t know what he should tell, and 
doctor doesn’t ask… “.

Theme 6. Case-by-case assessment of the medical encoun-
ter  Those respondents (15.2%) who wrote about case-by-
case assessment of the medical encounter pointed out 
that each encounter with a physician was weighed and re-
evaluated separately. They reported that raising the sub-
ject of CT use in a discussion with a physician depended 
on the physician or the quality of the encounter. The num-
ber of those who reported their case-by-case assessments 
was statistically significantly higher among almost always 
disclosers (24.3%) than among rarely or never disclosers 
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(10.8%). Responses on the reasons for nondisclosure typi-
cally started with a phrase: ‘It depends on…’, for example 
an older woman explained:”It depends on doctor. For some 
doctors you can tell… Some doctors, especially young ones, 
deny alternatives so strongly that I’d rather say nothing.”

The decision depended also on the assessment of the 
individual encounter with a physician. A middle-age man 
wrote:”I would tell if I feel that it matters on that situation 
and if I feel (my intuition) that the doctor is a person to 
whom I want to tell this kind of matter. I need to feel that I 
will be heard openly without judgement or being despised.”

In addition to the doctor-related reasons to stay silent, 
respondent´s decisions to discuss specific CT modali-
ties were based on the type of CT, in particular the 
physician´s assumed reaction to the modality in ques-
tion. A young woman specified her selective approach: 
“I talk about acupuncture, bone setting and health prod-
ucts, but not often about energy healing and homeopathy, 
for example. Especially energy healing seems to be like a 
curse. When you talk about energy healing you will be 
undermined and classified to second-class citizen, you 
even face nearly hostile attitude.”

Theme 7. Safety, risks and adverse effects of CT  These 
issues did not emerge as a prominent topic for the respon-
dents, with 4.4% of writers mentioning them as a reason 
for nondisclosure. Drug-herb interactions, however, were 
mentioned concerning respondents’ reliance on the phy-
sicians’ expertise and their responsibility to ask about CT 
use. For example a young woman expected physician to be 
active in this respect: ”Patients can’t be expected to know 
when to bring up these issues. Doctors should always ask 
about the use of health products if there is a known com-
bine effects with medicine.”

The three types of patient silence: avoidant, precautionary 
and conditional
In the final model of the backward stepwise logistic 
regression, the likelihood of disclosing CT use to a phy-
sician was associated with three themes of reasons for 
nondisclosure of CT use (Table 3).

Those who indicated assessing on a case-by-case-basis 
whether to disclose were more than twice as likely to 
disclose their CT use to a physician compared to those 
who did not mention a case-by-case assessment in 
their brief texts. Those who reported their expectations 
of physician´s attitudes and responses and those who 
wrote about their previous experiences with CT disclo-
sure as reasons for CT nondisclosure were slightly less 
likely to disclose their CT use to physicians compared to 
those who did not mention these themes. (Table 3). See 
Supplementary Materials for more details on regression 
analysis.

Based on the regression analysis results we concluded 
that there are three types of patient silence that are sig-
nificant in our data. We named these silences as avoidant, 
precautionary, and conditional. (Fig. 2).

Avoidant silence
In our data avoidant silence seemed to help respondents 
cope with the fear of the assumed physician´s negative 
attitude and response to CT disclosure. Fear led to the 
decision to avoid possible bad consequences, such as 
undesirable, unpleasant emotions caused by hurt feel-
ings. The logic of staying silent is that if physicians do not 
know that patients use CT, patients need not be afraid of 
feeling hurt or ashamed, which the physician´s assumed 
negative response was expected to bring along. The 
silence was thus justified by a reluctance to face unpleas-
ant feelings and expected negative consequences of CT 
disclosure.

According to the data, unwillingness to speak can be 
interpreted as a sign of respondents´ situational inabil-
ity to communicate with physicians, which results in 
the decision to remain silent instead of articulating their 
own experiences and views on CT use. Avoidant silence 
thus illustrates the communicative distance between the 
patient and physician, which may reflect a power imbal-
ance between them.

Another type of justifications for avoidant silence 
referred not so much to individual physicians´ possible 
negative response as to society’s dominant social norms. 
These are reflected in public discourse, where many CT 
modalities are located outside or at the margin of health 
care and are interpreted as odd or not socially acceptable 
in society and tend to be viewed with suspicion [68–70]. 
For example, a middle-aged woman described her views: 
“[I do not tell] because treatments have been condemned, 
‘demonized‘ or people using them are declared delusional 
or stupid like frail and retarded. I consider myself an 
‘intelligent‘ person with academic education, I don’t take 
well such a strong critic on decisions one makes.”

Precautionary silence
Precautionary silence, according to our data, allowed 
respondents to avoid previously felt frustration of wishes 
to be seen and heard as CT users. It may have helped 
maintain respect for one’s personal values as well as pro-
tect one’s integrity, self-esteem, and identity as a per-
son who has chosen to use CT. A quotation of a young 
woman illustrates how patient´s previous experiences 
may become an obstacle to discussing CT use with a phy-
sician: “[I do not tell because] my choices have been judged 
and my feelings been invalidated before… I know how I 
feel and about my health better than a doctor.”

During the next medical consultation, this woman 
might stay silent to prevent a similar situation. 
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Precautionary silence in our data also refers to possible 
taboos regarding unwritten rules and unspoken social 
norms that define what is suitable and acceptable to dis-
cuss in health care. An older woman argued that because 
“[CT] are not part of contemporary medicine …, they are 
not allowed subjects to discuss.”

Conditional silence
According to our data, conditional silence can be 
interpreted as a selective patient approach. Exercis-
ing self-confidence in choosing between disclosure and 
nondisclosure of CT use to a physician refers to trust 
and belief in one´s own ability to make the right choices. 
Reflected in justifications for nondisclosure, selectiv-
ity indicates that respondents´ own assessments of the 
quality of medical encounters were used as a guide for 
decision-making on disclosure. For example, freedom 
to choose one´s GP was emphasised when referring to 
quality of encounters. In case the physician´s behaviour 
did not allow respondents to freely discuss their CT use, 
respondents might even change physicians, although 
it might be challenging in publicly funded health care 
in Finland [65, 66]. An older woman emphasised her 
selective approach in the following way: “If a physician 
expresses opposition to the treatments in question [CT], 

I will go to another physician. Luckily, some physicians 
have a holistic view.”.

In sum, conditional silence illustrates respondents´ 
proactive health behaviour, sense of control over health 
and care options, and the will to make independent deci-
sions on CT disclosure.

Discussion
This study explored the associations of the frequency of 
CT disclosure to a physician with the reported reasons 
for nondisclosure in a convenience sample of 342 CT 
users and the justifications for keeping silent about CT 
use in medical consultations.

The results demonstrate that the respondents report-
ing case-by-case assessments of medical encounters as 
a reason for CT nondisclosure were statistically signifi-
cantly more likely to tell physicians about their CT use 
(OR 2.35, 95% CI from 1.26 to 4.38). In contrast, those 
mentioning expectations on physician´s attitudes and 
responses (OR 0.43, 95%, CI from 0.26 to 0.70) and those 
mentioning previous experiences with CT disclosure (OR 
0.52, 95%, CI from 0.28 to 0.97) were less likely to discuss 
their CT use with physicians.

The results provide new insights into nondisclosure of 
CT use to physicians. We revealed three types of silence. 
The first type, avoidant silence may help patients distance 

Fig. 2  Three types of patient silence, themes of reasons, and justifications for nondisclosure of CT in 342 brief texts of CT users in Finland
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themselves from and cope with their fear of anticipated 
physician´s negative reactions to CT disclosure. The 
second type, precautionary silence, allows patients to 
prevent the reoccurrence of previously experienced frus-
tration of wishes to be seen and heard as CT users. The 
third type, conditional silence, portrays the self-confi-
dence of patients when disclosing CT use to physicians 
on a case-by-case basis. Self-confidence may serve as the 
facilitator for better communication between patients 
and physicians. Patients’ willingness to talk about their 
CT use instead of keeping silent potentially drives con-
nection and dialogue with physicians.

Our results on respondents’ self-confidence to choose, 
when, what, and to whom to disclose CT use point to 
patient´s active role in treatment as well as to a sense of 
control over health, similarly as shown in the previous 
US population study [7]. The findings also confirm the 
results of earlier studies on the importance of physicians´ 
attitudes and responses and the role of patients´ previous 
experiences with CT disclosure [3]. They indicate that 
a physician´s accepting and nonjudgemental approach 
might promote a patients´ self-confidence in striving to 
exchange experiences and views with physicians about 
anything important for a patient. Hence, we suggest that 
supporting patients´ self-confidence may enhance pro-
active disclosure behaviour and open dialogue about 
CT use in health care. Furthermore, it is important to 
increase the exchange of patient experiences and knowl-
edge related to CT use.

In our data, respondents kept silent, particularly in the 
case of CT modalities that are most disputed in soci-
ety and least accepted by medical professionals, such 
as homoeopathy and energy healing. At the same time, 
the use of acupuncture, meditation or traditional Finn-
ish Kalevala bone-setting was more openly shared with 
a physician. The public discourse on CT as ineffective, 
unscientific and not safe [68–70]. both reflects and con-
structs public opinion, which, combined with the discur-
sive power of the medical profession, probably influences 
how and what people disclose to physicians.

The results indicate that silence may be due to the 
unspoken dominant norms and implicit communication 
rules in medical encounters. Such norms and rules in the 
health care system favour argumentation based on bio-
medical knowledge, evidence of efficacy, and expertise 
over experiential knowledge of CT users [18, 68]. In the 
biomedical context, diseases, symptoms, and their bio-
logical causes tend to matter more than a person’s views, 
feelings and experiences on healing [18]. In such a con-
text, CT nondisclosure is logical because some CT users 
do not find it necessary – as shown in this study – to dis-
close their healing experiences that do not matter to phy-
sicians´ understanding of health care.

Considering the value of patients’ privacy and deliber-
ate decisions not to want to share information about CT 
use with physicians, silence can be understood as right 
and rational behaviour. CT users may perceive CT dis-
closure to the physician as irrelevant, unnecessary, or 
unimportant because they may use CT to supplement 
the treatments their physicians prescribe. Moreover, they 
may regard CT as health promotion and disease pre-
vention rather than medical care. It is also important to 
notice that patients may strongly rely on medical exper-
tise and, therefore, do not disclose, expecting physicians 
to ask about CT use.

Safety, risks, and adverse effects did not emerge as 
prominent topics in our data, which is probably explained 
by the mixed-methods design of this study. Safety, risks, 
and adverse effects may gain more attention in studies 
where they are proposed as clear answer options in struc-
tured questionnaires [3].

The study has limitations. Firstly, online river sampling 
may potentially exclude subpopulation members who 
are non-familiar with internet use and online surveys. 
Although this point might not be a likely limitation due 
to the high internet coverage in Finland [80], a potential 
limitation may be that the less active people and those 
less advanced in modern communication technology 
remain less involved in responding than other population 
groups.

Secondly, the survey probably did not reach those CT 
users who did not disclose their CT use due to their 
experienced adverse effects. The topical self-selection 
in the data collection may have influenced, as very few 
respondents mentioned the adverse effects. People 
responding to the current survey may have been pro-CT 
users with mostly positive experiences with CT and a 
critical attitude to disclosing CT to physicians. Therefore, 
respondents might have expressed their positive views 
on CT and critical views on CT disclosure more often 
than the average CT users or those with less positive out-
comes of CT use might have. The almost full absence of 
those reporting about adverse effects in their brief texts 
may also be related to the tendency of people to inform 
less about their bad CT experiences, as shown in the US 
population study suggesting that those patients with less 
positive outcomes of the CT use would be less likely to 
share their use with general practitioners [7].

Thirdly, the numeric data based on two samples 
(Table  1) are unlikely to accurately represent the popu-
lation group of CT users in Finland because the con-
clusions drawn from the non-probability sample are 
inevitably limited [77]. However, the results accurately 
reflect the rationale and argumentation of three types of 
silence in the specific subgroup of CT users who wrote 
brief texts about the reasons for CT nondisclosure. Fur-
thermore, the reasons for nondisclosure mentioned by 
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the respondents in this study are largely similar to those 
revealed in other studies [3].

Fourthly, the data used in this study were gathered by 
a joint non-governmental organization of citizens and 
CT professionals and three professional CT actors out-
side the scientific community. The respondents may have 
included not only CT users but also CT practitioners. 
Indeed, although the respondents were not asked about 
their education or occupation, some explicitly reported 
in their brief texts that they are either registered health 
professionals or CT practitioners with personal experi-
ence of CT use. This point may have influenced how the 
reasons for nondisclosure were described in the brief 
texts.

Fifthly, as the questionnaire was only in Finnish, the 
voice of people speaking any minority languages, such as 
Swedish and Saami, could not be heard in this study.

Finally, the vast majority (87.7%) of the respondents 
in our study comprised women. At the same time, in 
the representative sample, the weighted proportion of 
females in the group of CT users in Finland was 58.5% 
[31]. ‘Historical tendencies towards trivialising women’s 
experience’ [18] combined with the feminisation of the 
CAM [69] may be linked to the women’s eagerness to 
participate in this survey to get their marginalised voice 
heard better than it is perhaps heard in the health care 
system.

Implementation of the findings
The findings can be implemented in improving commu-
nication practices in health care, which would enhance 
CT users and physicians see each other as partners with 
the common goal of patient well-being, even when their 
knowledge, experiences, values, and views on CT differ.

Further research
For future research, it is important to examine the align-
ment of patients’ and physicians’ perspectives on CT 
communication with a focus on specific safety concerns. 
Patients’ proactive CT disclosure behaviour to be exam-
ined in the context of health promotion warrants further 
attention in health research. It would also be useful to 
validate our results of a mixed-methods study in repre-
sentative population samples. Finally, considering the 
three silences as a theoretical background, it would be 
useful for improving communication in medical encoun-
ters to assess to what extent biomedicine’s symbolic or 
real-life power and influence of public discourse in media 
and social media affect the disclosure behaviour of CT 
users.

Conclusions
The study revealed three types of patient silence related 
to the nondisclosure of CT to physicians. Avoidant 
silence may help CT users keep away from anticipated 
unpleasant feelings due to expected physician´s nega-
tive response to CT disclosure . Precautionary silence 
may assist in prevention of reoccurrence of previously 
experienced frustration of wishes to be seen and heard as 
CT user in clinical encounter . Conditional silence may 
strengthen patients´ self-confidence in selecting what, 
when and whom to tell about their CT use. Avoidant and 
precautionary silences illustrate that CT users can man-
age their fears and frustrations related to CT disclosure. 
Conditional silence portrays CT users´ self-confidence 
in clinical consultations to select on a case-by-case basis 
between disclosure and nondisclosure of their CT use to 
physicians.

Patient silence in clinical encounters may reflect com-
municative distance between patients and physicians. To 
reduce the distance, CT users must be encouraged to ini-
tiate discussions about their CT use with physicians. At 
the same time, physicians must acknowledge CT users’ 
values, worldviews, and experiences as a source of knowl-
edge and information while considering the professional 
knowledge of evidence-based medicine.

Our findings suggest that to improve patient-centred 
care, it is important to recognise various types of patient 
silence in health care. For the further development of 
shared decision-making in health care, it is important to 
facilitate patient participation, open dialogue and recog-
nition of patients’ experiences with CT use. Efforts are 
also needed to provide health policy decision-makers 
with information about CT users’ lived experiences in 
CT communication in health care.
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