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THE USE OF HERBAL MEDICINE BY U.S. IMMIGRANTS
FROM THE FORMER SOVIET UNION
Abstract
By Taisiya Y. Tagintseva, M. Nurs.

Washington State University
August 2005

Chair: Louise Kaplan

While safety issues associated with herbal medicine use are increasingly the subject of
scientific study, comparatively little is presently known about the specific patterns of herbal
medicine use by the large numbers of recent Russian-speaking immigrants from the former
Soviet Union. The purpose of this study was to determine how herbal medicine is used by adult
Russian-speaking and Russian-literate immigrants from the former Soviet Union residing in the
city of Vancouver, WA.

Based on a descriptive/exploratory study design, the investigator developed and used a
self-administered questionnaire for gathering data relating to the study’s objectives. A
convenience sample consisting of 108 participants was recruited from different community
settings frequented by these immigrants. Frequencies and correlations were generated in the
course of data analysis.

Nearly all (91.4%) of the respondents used an herbal medicine at least once in their
lifetime, while 85.6% reported herbal medicine use in the year prior to the survey. Chamomile,

Valerian, and St. John’s wort were the three most commonly used herbs, which mainly were



used for gastrointestinal, heart, and anxiety/stress related problems, respectively. Respondents
had highly positive views of both the efficacy and safety of herbs. About half reported taking
herbal remedies concurrently with medications. The majority of immigrants using herbal
medicine did not inform their U.S. health care providers of their use of herbal remedies.
Moreover, almost half of the subjects did not appreciate that the concurrent use of medications
and herbal remedies may be problematic.

No statistically significant association was found between the use of herbal medicine and
specific factors related to the participants’ sociodemographic and/or health-related backgrounds.
The U.S. health care providers should question all Russian-speaking immigrants from the former
Soviet Union about their use of herbal remedies, in order to be aware of self-help remedies and

possible interactions.
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CHAPTER

INTRODUCTION AND BACKGROUND

Since the beginning of recorded history, people have believed in the “healing power” of
nature and have used herbs to treat or prevent illnesses. Even in this modern age, herbal
medicines continue to be popular and widely used worldwide. According to the latest report
from the World Health Organization (WHO) (2003), up to 80% of the population in Africa uses
traditional medicine, which includes herbs, for primary health care. In China, traditional herbal
preparations account for 30-50% of total medicinal consumption. The use of herbs and herbal
products is rapidly spreading in industrialized countries as well. For instance, 90% of the
German population has used a natural remedy at some point in their life. The global market for
herbal medicines currently stands at over US $60 billion annually and is growing steadily
(WHO, 2003).

The popularity of herbal medicine in the United States has also grown remarkably in
recent years. According to one national survey, herbal medicine use has increased from 2.5% in
1990 to 12.1% in 1997, an estimated 380% increase, and was found to be the second most
frequently used method of alternative therapy (Eisenberg, Davis, Ettner, Appel, Wilkey, Rompay
& Kessler, 1998). Most recent studies have showed a continued growth in herbal medicine use
in the United States (Gunther, Patterson, Kristal, Stratton & White, 2004; Harnack, Rydell &
Stang, 2001; Rafferty, McGee, Miller & Reyes, 2002; Zeilmann, Dole, Sipper, McCabe, Dog &
Rhyne, 2003).

Unfortunately, U.S. healthcare professionals have limited knowledge of herbs and herbal



use by the public (Brolinson, Price, Dimyer & Reis, 2001; Bucco, 1998; Corns, 2003; Domarew,
Holt & Goodman-Snitkoff, 2002; Hayes & Alexander, 2000; Kemper, Amata-Kynvi, Dvorkin,
Whelan, Samuels & Hibberd, 2003). In accordance with the Dietary Supplement Health and
Education Act [DSHEA] of 1994, which deemed herbs to be dietary supplements, the Food and
Drug Administration (FDA) decided not to regulate herbal products in the same way it regulates
pharmaceutical drugs (1994). Under this deregulated regime, the manufacturers of herbal
products become responsible for the efficacy and safety of herbal products (FDA, 1994).
However, serious safety and public health concerns arise based on the following data:

1. Herb-drug and herb-herb interactions exist and are well documented (Ang-Lee, Moss &
Yuan, 2001; Barone, Gurley, Ketel & Abul-Ezz, 2001; Corns, 2003; Fugh-Berman, 2000;
Izzo & Ernst, 2001; Miller, Liebowitz & Newby, 2004; Obach, 2000; Pharand, Ackman,
Jackevicius, Paradiso-Hardy & Pearson, 2003).

2. Multiple dangerous, and even lethal, side effects from the use of herbal products have
been reported (Bent & Ko, 2004; Corns, 2003; Ernst, 2002; Favreau, Ryu, Braunstein,
Orshansky, Park, Coody, Love & Fong, 2002; Haller & Benowitz, 2004; Miller et al.,
2004).

3. An estimated 16-18% of U.S. adults taking prescription drugs also take at least one herb
or supplement preparation (Eisenberg et al., 1998; Kaufman, Kelly, Rosenberg, Anderson

& Mitchell, 2002).

The above safety concerns are exacerbated when health care professionals address the
health issues of culturally diverse clients. The patterns, correlations, and prevalence of herbal
remedy use by different ethnic groups in the U.S. is poorly researched and documented (Dole,

Rhyne, Zeilmann, Skipper, McCabe & Dog, 2000). Nevertheless, several recent studies have



indicated that certain ethnic groups tend to use herbs and herbal products much more frequently
than the general American public (Dole et al., 2000; Gunther et al., 2004; Hunt, Arar & Akana,
2000; Ivanov & Buck, 2002; Zeilmann et al., 2003). Some studies have demonstrated that herbal
remedies were concurrently used with over-the-counter and prescribed medications (Hunt et al.,
2000; Lipson, Weinstein, Gladstone & Sarnoff, 2003; Loera, Black, Markides, Espino &
Goodwin, 2001). One study noted that such use was not reported to primary health care
providers (Loera et al., 2001).

Since various ethnic groups differ in their beliefs about health and health care practices,
the definition of herbal medicine and its use also differ by ethnicity (Bharucha, Morling &
Niesenbaum, 2003; Davis, 1997; Dole et al., 2000; Zeilmann et al., 2003). Most of the existing
research on the use of herbs by minority groups in the U.S. appears to address Hispanic groups
(Bharucha et al., 2003; Dole, 1997; Zeilmann et al., 2003). However, little is known about
herbal medicine use by a very large group of recent U.S. immigrants from the former Soviet

Union (Domarew et al., 2002).

Statement of the Problem

While safety issues associated with herbal medicine use are increasingly the subject of
scientific study, comparatively little is presently known about the specific patterns of herbal
medicine use among ethnic groups. In particular, U.S. clinicians have little reliable information
about the patterns of herbal medicine use by the large numbers of recent Russian-speaking

immigrants from the former Soviet Union.

Significance of the Problem

Without readily available, evidence-based information on herbal remedy use by



immigrants from the former Soviet Union, it is difficult for health care professionals to provide
safe, high-quality, and culturally-sensitive care to this group of clients. Since the U.S.
population is so diverse, health care professionals should to go to extra lengths to understand the
cultural health beliefs and practices of their clients. As previously discussed, failure to do so

may lead to public health risks.

Purpose and Specific Objectives of the Study

The purpose of the present study was to determine how herbal medicine is used by adult
Russian-speaking and Russian-literate immigrants from the former Soviet Union residing in the
city of Vancouver, WA. The study’s specific objectives were to:

1. determine the prevalence of herbal remedy use by sociodemographic characteristics;
2. determine the prevalence of herbal remedy use by health-related factors;
3. identify the ten most frequently used herbs and the reported reasons for use;

4. explore the beliefs and practices of this group regarding the use of herbs.

Review of the Literature

Background: History and Context
Since the breakup of the former Soviet Union in 1991, large numbers of immigrants from
this region have come to the United States (U.S. Census, 2000). While these immigrants are
often informally referred to as “Russians”, in fact, they represent many ethnic and national
origins. Although Russia was the largest and most dominant republic both politically and
economically, it was just one of the fifteen republics of the Union of Soviet Socialistic Republics

(U.S.S.R.). Some of the other well-known republics included Ukraine, Belarus, Moldova, and



Kazakhstan. Each of the republics was ethnically and culturally different and had its own history
and language. Nevertheless, the Russian language was the first language taught in all public
schools throughout the former U.S.S.R. Over a period of almost seventy years, from 1922 to
1991, several generations of people were raised speaking this language and sharing a common
life experience under the Soviet system. It is not surprising that immigrants from the former
Soviet Union tend to share a common culture and common health beliefs.

Indeed, the use of herbal medicine by Russian-speaking immigrants is greatly influenced
by their background experience and health beliefs. Folk medicine and home remedies abounded
in the former Soviet Union, having many regional variations and originating from Arabic,
Mongolian, Persian, Scandinavian, and Chinese medicine (Grabbe, 2000; Toorova, 1974; Zevin,
Altman & Zevin, 1997). The traditional use of herbal remedies as part of folk medicine has
existed in that part of the world for centuries. However, it was not until after World War II that
the Soviet government subsidized widespread medical research in herbal medicine, and a large
number of now widely known and used herbs were subjected to exhaustive laboratory research
and clinical trials (Zevin et al., 1997; Hammerman, 1964; Toorova, 1974). This body of
scientific data is not widely known in the West, in part due to political and language barriers, and
in part due to a lack of interest (Zevin et al., 1997). As one writer put it: “Russia has one of the
greatest traditions of herbal medicine and one that is also the least known beyond its borders”

(Zevin et al., 1997, p. 2).

Brief Overview of Herbal Medicine Use and
Regulation in the Former Soviet Union
Since the break-up of the Soviet Union in 1991, research in herbal medicine has

continued in Russia and other parts of the former Soviet Union, and herbs are used both as



adjuncts and alternatives to pharmaceutical or allopathic drugs (Domarew et al., 2002; Krilov &
Marchenko, 2000; Zevin et al., 1997; Federal Guide for Physicians on Medicinal Products Use
[FGPMPU], 2000). An estimated 30% of all medicines used in the former Soviet Union are
derived from medicinal plants, which is slightly more than the 25% derived from plants in the
U.S. (Zevin et al., 1997). However, in contrast to the U.S., herbal remedies in Russia and other
former Soviet Union republics are tested and approved for safety and efficacy by government
institutions in the same manner as pharmaceutical drugs (Domarew et al, 2002; FGPMPU, 2000).
According to Domarew et al. (2002), “a laboratory analysis of each herbal is performed by the
Ministry of Health’s Quality and Efficacy Committee,” after which “the analyzed products are
given special codes concerning dosage form, origin, and a passport number, which designate
how each preparation may or may not be sold” (p. 34-35). The remedies are further grouped and
classified using a tri-class system specifically implemented to group common herbal medicines
according to their safety and efficacy. Most of these remedies have been used in Russia for over
200 years, and literature regarding their efficacy dates as far back as the late 19th century
(Domarew et al., 2002).

Since herbs in the former Soviet Union are regulated like drugs, they are distributed
through pharmacies and used by patients under the supervision of a physician who specializes in
herbal medicine (i.e., phytotherapy). When sold by pharmacies, detailed directions accompany
each herbal medicine to insure proper application of the medicinal elements. Finally,
contraindications and drug interactions are required information that must be shown on the

package of each herbal product (Domarew et al., 2002; FGPMPU, 2000).



Current Research on Herbal Medicine Use by
U.S. Immigrants from the Former Soviet Union

Existing knowledge about the use of herbal medicine by Russian-speaking immigrants to
the U.S. from the former Soviet Union is very limited. Only four sources addressing this topic
were found, of which three were research articles.

The first source, a very complete and well-conducted study by Domarew and colleagues
(2002), provides a description of the most commonly used Russian herbs, indications for their
use, and Latin and English translations of each plant’s name. In the study’s findings, researchers
also provide an in-depth overview of regulations and control of herbals in Russia, forms of
herbals sold, the practice of phytotherapy, and herbal remedy use in clinical practice in Russia.
This study, however, was conducted in Russia, not in the United States. Although the results of
their study are relevant to understanding the patterns of herbal use among recent Russian-
speaking immigrants by illuminating which herbs this population was accustomed to using prior
to immigrating to the U.S., the results do not provide any data on how these immigrants
presently use herbs in the context of the U.S. health care system (Domarew et al., 2002).

Lipson et al. (2003) studied the U.S. health care experiences of 35 Jewish refugees from
Bosnia and the former Soviet Union. The study provided some ethnographic findings based on
participant observation, semi-structured interviews, and focus groups, and focused on people’s
experiences with health care, health risk behaviors, and self-care. The study reported that the
majority of the participants used home remedies (i.e., traditional treatments) in addition to
pharmaceuticals, and listed several home remedies used for the treatment of cough, flu, and
common upper-respiratory infections. However, the use of herbs by participants was not
analyzed either by demographic or health-related measures and the types of herbs and indications

for use were not specifically identified. In fact, only four plant-derived herbs, garlic, onion, dry



mustard, and raspberry tea, were mentioned among the remedies described.

Ivanov and Buck (2002) studied immigrant women from three former Soviet Republics:
Belarus, Russia, and Ukraine. The researchers conducted three focus groups with women of
different ages to learn about their health care experiences. These immigrant women accessed
health care services based on the patterns of health care utilization in their countries of origin. In
particular, therapies such as massage, teas, and herbal remedies were used prior to seeking health
care services, and then only for episodic and acute conditions. As a result of the high cost of
medications and health care in the U.S., the women relied more on alternative therapies and
medications, many of which were brought into the U.S. by visitors (Ivanov & Buck, 2002). The
study did not evaluate the use of herbs by either demographic or health-related measures, nor did
it investigate the types of herbs used and the reasons why.

Immigrants coming to the U.S. from the former Soviet Republics bring with them their
traditions, beliefs and practices. Many immigrants from the former Soviet Union are so
accustomed to using herbal medicines that they actively seek them when they come to the U.S.
(Domarew et al., 2002). Domarew et al. (2002) observed that: “Pharmacies located in New
York’s Brighton Beach, Brooklyn, have adapted to the large Russian population by offering
herbals packaged in Russia, recommended by pharmacists who are fluent in Russian” (p.32).

In Vancouver, Washington alone there are at least three “Russian” grocery stores and at
least one “Russian” pharmacy offering herbs, herbal remedies and pharmaceutical medicines
packaged in Russia and other former Soviet Union republics, and imported to the U.S. In
addition, a great variety of literature in Russian about herbs and medicine is available to the local
Russian-speaking population, both through the aforesaid stores and also by mail order. This
suggests that the popularity of herbal products packaged in Russia and other former Soviet

Republics is high among Russian-speaking immigrants, and that they continue to use such



products after resettling in the U.S.

Gaps in the Current Research

There is a dearth of information on the use of herbs and herbal remedies by Russian-
speaking immigrants, and thus the need for research in this area is significant. Multiple studies
have recommended further research addressing the use of herbal medicine among ethnic groups
in general (Bent & Ko, 2004; Bharucha et al., 2003; Corns, 2003; Dole et al., 2000; Ernst, 2002;
Hays & Alexander, 2000; Hunt et al., 2000; Zeilmann et al., 2003), and some have specifically
identified Russian-speaking immigrants for further study (Domarew et al., 2002; Ivanov & Buck,
2002; Lipson et al., 2003). The present study provides U.S. health care professionals with
reliable, evidence-based information on herbal medicine use by immigrants from the former

Soviet Union.

Conceptual Framework

The conceptual framework of this study was based on the Health Belief Model (HBM)
which postulates that “health-seeking behavior is influenced by a person’s perception of a threat
posed by a health problem and the value associated with actions aimed at reducing the threat”
(Becker, 1978). In this model, the ultimate outcomes—“health-seeking behavior” and ‘“the
likelihood of taking recommended preventive health action”—include the following
components:

1. “Individual perceptions”, which, in turn, are composed of perceived susceptibility to
threat (i.e., illness, disease) and perceived seriousness or severity of the threat;
2. “Likelihood of action”, composed of perceived benefits of preventative action minus

perceived barriers to preventive action;



3. “Cues to action”, which include motivations to avoid threat; and

4. “Moditying factors”, composed of demographic, psychosocial, and structural variables.

Becker (1978) defines “perceived susceptibility” as a person’s perception that a health
problem is personally relevant or that an illness or disease is accurately diagnosed or defined.
“Perceived severity” refers to the degree of a person’s concern with a perceived health problem.
Generally, susceptibility and severity are perceived simultaneously and tend to be linked. But
even when one recognizes personal susceptibility, action will not occur unless the person
perceives the severity to be high enough to cause serious physiological or psychosocial
problems. With regard to the present study, this model appeared to predict that new immigrants,
for example, would not start using herbs for a certain (perceived) problem unless their level of
concern about the problem was sufficiently high.

Further, in Becker’s model, the phrase “perceived benefits” refers to a person’s belief that
a given herbal treatment will cure the illness or help to prevent it. The phrase “perceived
barriers” alludes to factors such as accessibility, cost, complexity, duration of the treatment, and
so on. These two elements are interdependent since perceived barriers significantly decrease the
likelihood of action even if the person’s beliefs in the efficacy of the herbal treatment are strong.
For instance, some immigrants may believe that an herb may treat their illnesses, but if they lack
the information, transportation or finances necessary to utilize the herb, the likelihood of these
people actually using the herb decreases significantly.

Another important factor influencing the ultimate likelihood of “health-seeking behavior”
includes “cues to action,” which include a person’s motivation(s) to avoid illness through
preventative measures and preservation of their present state of health. As applied to the present

study, “cues to action” would include motivations or stimuli tending to influence immigrants to
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use herbal remedies. Examples of such “cues” or motivations may include mass media, illness
of a family member or friend, and advice from others such as your mother, grandmother, or
friend.

The final component of Becker’s model, “modifying factors,” refers to multiple
demographic variables (e.g., age, sex, race, ethnicity, etc.), psychosocial variables (i.e.,
personality, social class, peer and reference-group pressure, etc.), and structural variables (i.e.,
knowledge about the disease, prior contact with the disease, etc.). These factors, which may vary
greatly between individuals, influence health-seeking outcomes, both alone and in combination
with each other.

Consistent with the HBM, this study examined whether health-seeking behavior with
respect to herbal use among Russian-speaking immigrants is affected by such factors as: age,
gender, marital status, years of immigration, educational and social background, knowledge
about herbs, previous experience with herbs, reasons to use herbs, perceptions of Western

medicine and health care in the U.S., and the like.

Significance to Nursing

Culturally sensitive care is an important aspect of the holistic approach to care that is
strongly encouraged among all health care professionals and especially encouraged among
nursing professionals. In addition, culturally sensitive care greatly reduces health disparities and
improves communication. An open and knowledgeable approach to clients’ traditional health
beliefs and practices will not only enhance the relationship of the health care provider and client,
but will allow the health care provider to be aware of and responsive to the potential risks and
dangers posed by particular cultural health practices, such as the use of herbal medicines.

Nurses and nurse practitioners need to be aware of more than the mere fact of herbal use

11



by immigrants from the former Soviet Union. They need to understand the health implications
of such use in order to provide high-quality, safe and appropriate care to this group of clients.
This study’s ultimate goal was to provide nurses, nurse practitioners, and other health care
professionals with reliable and accessible information on herbal remedy use by Russian-speaking

immigrants in the U.S.

Definitions and Terms

Herb (erb) [L. herba, grass] An annual, biannual, or perennial plant with a soft stem containing
little wood, esp. an aromatic plant used in medicine or seasoning. The plant usually produces
seeds and then dies back at the end of the growing season (Taber’s Cyclopedic Medical

Dictionary, 2005).

Herbal medicine — medicine containing herbs. May be referred to as vegetable remedy, natural

remedy, folk remedy, home remedy, herbal remedy, galenical, herb, medicinal herb (Encarta 98

Desk Encyclopedia, .1998).

Herbal remedy — same as herbal medicine (see above). Terms remedy, herb, and medicine may

be used interchangeably.
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CHAPTER IT

METHODOLOGY

This chapter outlines the study’s methods and how these were employed to collect,
analyze and present accurate data on the use of herbal medicine by adult Russian-speaking and

Russian-literate immigrants.

Study Design

The type of design chosen for this study was a non-experimental, descriptive/exploratory
inquiry. Description and exploration of phenomena are some of the most important purposes of
research, and may be accomplished by quantitative methods, qualitative methods, or both. The
present study was quantitative with respect to both description and exploration.

Quantitative description first begins with selection of a subject or phenomenon of interest
and then focuses on the prevalence, incidence, size, and measurable attributes of that
phenomenon. (Polit & Beck, 2004). Some of the questions commonly asked in quantitative
descriptive studies include: how prevalent the phenomenon is, how often the phenomenon
occurs, and what are the characteristics of the phenomenon. Quantitative exploration similarly
begins with a phenomenon of interest; however, rather than simply observing and describing the
phenomenon, exploratory research investigates “the full nature of the phenomenon, the manner
in which it is manifested, and the other factors to which it is related” (Polit & Beck, 2004, p. 20).
Quantitative exploratory studies are usually interested in identifying what factors are related to

the phenomenon, and what the antecedents of the phenomenon are.
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A descriptive/exploratory study design was apt for the present study. The phenomenon to
be described and explored in this study was the decisions of Russian-speaking immigrants with
respect to herbal remedy use. Specific components of the HBM applicable to the present study
were investigated using a quantitative descriptive/exploratory research design.

Based on the HBM and a descriptive/exploratory study design, the investigator developed
a questionnaire consisting of 26 items for gathering self-reported data relating to the study’s
objectives (Appendix A). Questions were deliberately constructed to elicit both descriptive and
exploratory information with respect to the phenomenon of herbal remedy use by Russian-

speaking immigrants in the U.S.

Sampling and Setting

This study’s target population consisted of recent Russian-speaking and Russian-literate
immigrants from the former Soviet Union residing in the city of Vancouver, WA at the time the
survey was administered. According to the latest report from the U.S. Census Bureau, more than
10,000 Russian-speaking immigrants came to Vancouver, WA from 1990 to 2000 (U.S. Census
Bureau, 2000). Although this study attempted to recruit a non-probability, convenience sample
of between 150 to 300 persons from this population to participate in the study, the actual number
of participants was 108—fewer than desired. Convenience sampling—also called accidental
sampling—uses the most readily available or most convenient group of people for the sample
(Polit & Beck, 2004).

Power analysis of the proposed minimal sample size of 150 was performed and estimated
to be statistically significant. Of importance, however, is the fact that in quantitative studies the
larger the sample, the more representative of the population it is likely to be (Polit & Beck,

2004). Therefore, a sample size range of 150 to 300 was introduced to increase the possibility of
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attaining a higher power and a greater statistical significance of the study findings. The fact that
study participation was lower than expected with a sample of only 108 considerably decreased
the statistical significance of the study findings.

Different community settings frequented by the Russian-speaking population were
accessed to obtain the sample group for administering the survey. In the Vancouver area, these
community settings included a Russian-community church, English as a Second Language (ESL)
classes at the local community college, and U.S. citizenship classes. Since the investigator is a
Russian-speaking immigrant herself and part of the local Russian-speaking community, access
and entry into the above-mentioned settings for her was relatively straightforward. In addition,
since the investigator is fluent in Russian, interpreting services or a native (i.e., Russian-
speaking) co-researcher’s assistance was unnecessary.

Finally, specific subject inclusion criteria were employed by the investigator. Namely,
the participants were asked to participate only if they were over 18 years of age, identified
themselves as Russian-speaking and Russian-literate immigrants, had come to the U.S. after

1991, and resided in the city of Vancouver, WA at the time of data collection.

Instrumentation and Trustworthiness

The instrumentation for data collection in the present study consisted of a self-
administered questionnaire developed by the investigator. The questionnaire consisted of 26
dichotomous and multiple-choice questions, most of which were close-ended (Appendix A).
Although careful attention to the wording of questions and to the content, wording, and
formatting of response options is hard to sustain, the analytic advantages of closed-ended

questions are considered to be compelling (Polit & Beck, 2004).
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Constructs relating to data needs identified by the investigator were grouped into three
separate modules or areas of questioning, namely: 1) demographic information; 2) health-related
information; and 3) herb-related information, respectively. The modules, and the questions
within them, were arranged or sequenced in an order that was psychologically meaningful,
encouraged openness and cooperation, and minimized bias. To minimize bias, particular
attention was paid to the clarity of the questions and to the possibility of earlier questions
influencing responses to subsequent questions. Finally, the questionnaires were administered
entirely in Russian and a larger, 14-point font size was used to enhance the readability of the
questions for people with vision problems, such as the elderly. The questionnaires were
translated into Russian by a certified Russian-English/English-Russian translator and then
translated back into English by the investigator. The translated questionnaire was then revised as
necessary based on expert review and pre-testing, as described below.

The questionnaire was reviewed by various experts capable of detecting technical and
methodological problems, and a revised questionnaire was prepared based on feedback received.
An ongoing revision of the translated version of the questionnaire was performed by the
investigator as needed. The revised questionnaire was pretested by being administered to 10
individuals who were similar to actual participants, but who were not part of the survey.
Ordinarily, 10 pretests are sufficient (Polit & Beck, 2004). Revision of the questionnaire and
pre-testing allowed the investigator to assess the reliability and validity of the questionnaire—in
particular, its stability, consistency, accuracy, and the degree to which this instrument measured
what it was supposed to measure.

Finally, since every instrument should be prefaced by introductory comments about the
nature and purpose of the study, a cover letter was also developed as the first page of the

questionnaire (Appendix A). The cover letter was constructed to provide introductory
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information regarding the study’s purpose, significance and anticipated benefits, and listed the
study’s inclusion criteria and the investigator’s contact information. The letter further explained
that completion of the questionnaire would indicate consent to participate in the study. Approval
of the present study by the WSU Institutional Review Board (IRB) was received on April 04,

2005 (No. 8486) (Appendix B).

Data Collection Procedure

Upon receiving IRB approval for this study, data collection was initiated. Distributing
questionnaires to a group of people who complete them at the same time is known to be one of
the most convenient, inexpensive and expedient methods of data collection. This approach not
only maximizes the number of completed questionnaires, but also ensures complete anonymity,
which is crucial to obtaining candid responses and ensuring participants’ confidentiality. Lastly,
this approach greatly reduces the likelihood of the kind of biases usually present with interviews.
Respondents and interviewers interact as human beings, and this personal interaction can skew
responses. The absence of an interviewer ensures that it is less likely that there will be
interviewer bias (Polit & Beck, 2004).

Whenever possible, the investigator sought to announce and distribute the questionnaires
in Russian-speaking group settings so that questions could be addressed immediately and the
return of completed questionnaires could be expedited. Potential participants were reminded in
the announcement that participation was voluntary and that they could elect not to complete the
questionnaire.

Initially, the plan was to continue data collection until at least 150 completed
questionnaires were obtained. If less than 150 questionnaires were obtained during the first

month of data collection, additional visits to other Russian-speaking community settings located
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in Vancouver, WA were planned until at least the minimal desired number of questionnaires was
collected (i.e., 150). Moreover, if 150 questionnaires were obtained in the first month of data
collection, an additional two weeks were going to be allocated for data collection. In the latter
case, the investigator was going to stop data collection at the earlier of either when the number of
completed questionnaires reached 300 (the maximal desired number), or when total data
collection time reached six weeks. However, a decision to stop the data collection was made
when the collection time reached six weeks, even though the number of completed
questionnaires was less than 150.

Prior to submitting the present research proposal to the IRB, the investigator met with
various community leaders, including Clark College ESL teachers, Community Lutheran
Services citizenship instructors, and a church pastor. The purpose of these meetings was to
obtain their permission to conduct the survey within their respective community settings. The
investigator provided them with a letter requesting their permission to conduct the survey
(Appendix C). The letter included information about the study’s purpose, significance and
anticipated benefits. It also included contact information for the investigator and the College of
Nursing. Letters providing permission to use the above community setting were secured
(Appendix D).

After the permission of the community leaders was obtained, and the study approved by
the IRB, flyers describing the study (Appendix E) were distributed to each of the selected
research sites. An announcement about the study was then made in each of the community
settings in accordance with prior agreement and arrangement with the community leaders.
Potential participants were provided with a brief description of the study and the study’s
inclusion criteria and asked for their participation (Appendix F). They were also informed that

the survey was totally voluntary and anonymous, and that by filling out the questionnaire they
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would thereby consent to participate in the study. Persons meeting the inclusion criteria and
willing to participate were provided with a questionnaire and pencil, and asked to carefully read
the instructions before filling it out. The investigator was available to answer questions while the
questionnaire was being completed. When finished, participants were asked to put their
completed questionnaires into a collection box marked “Questionnaires” (in Russian). As a part
of the Russian-speaking community, the investigator was able to address the questions and
concerns of participants relating to the distribution and collection of data.

The investigator performed ongoing re-assessment and re-evaluation of the data
collection techniques used throughout this phase of the study, and when appropriate,
implemented changes or adjustments in accordance with IRB requirements. In particular, based
on multiple requests from participants, the investigator decided to allow the participants to take
the questionnaires home to be filled out and then be brought back to the next community meeting
and put into the collection box marked “Questionnaires.” Respondents’ anonymity was
preserved as all the questionnaires were returned and placed into the collection box by the

respondents themselves.

Data Analysis

Statistical analysis is essential for making sense of quantitative information. Statistics are
either descriptive or inferential. Descriptive statistics, generated in the course of data analysis in
the present study, have been used to describe and synthesize the data. A software program called
Statistical Package for the Social Sciences (SPSS) was employed for this study’s data analysis.
Frequencies for each variable were generated and organized into tables using SPSS. An SPSS
specialist was hired to assist with data entry and the accuracy of data analysis. Pearson’s chi-

squared test was used to determine if there was any association between the use/non-use of herbs
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and herbal products and various socio-demographic factors. Written responses to open ended
questions were analyzed according to frequency of occurrence and discussed/presented as

narrative findings.

Human Subject Protection Plan

Participants of any scientific study have the right to expect that any information they
provide will be kept in strict confidence. This can be accomplished either through anonymity or
other confidentiality procedures. “Anonymity occurs when even the researcher cannot link
participants to their data” (Polit & Beck, 2004, p. 149). Anonymity should be achieved by
researchers whenever possible. When anonymity is impossible, appropriate confidentiality
procedures need to be implemented. Since no identifying information (e.g., name, address,
social security number, etc.) was elicited from this study’s participants, the participants’
anonymity was guaranteed. Thus, no additional confidentiality procedure such as informed
consent was necessary to ensure the participant’s privacy. As explained in the cover letter, a
participant’s participation in the survey implied their consent.

Furthermore, because an investigator’s biases or subjectivity in assessing risk/benefit
ratios or in developing procedures to protect participants’ rights may inadvertently put
participants at risk, the ethical dimensions of a study are normally subjected to external review,
usually performed by the IRB (Polit & Beck, 2004). Thus, upon approval of the present research
proposal by the WSU Nursing Faculty Research Committee, this research proposal was
submitted to the University’s IRB for approval. Data collection was not initiated until the IRB’s
approval was received. As required by the WSU Graduate Nursing School requirements, the
investigator has successfully completed the online module on Human/Animal Subjects

Protection, administered by the National Institute of Health.
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Limitations and Contributions and Data Management Issues

One possible limitation of the present research proposal was the investigator’s bias. This
includes searching out and finding or confirming only what one wants or expects to find. The
investigator is from the former Soviet Union and continues to be involved with the Russian-
speaking immigrant community and has personal knowledge about common practices with
respect to herbal medicine use by such immigrants. As a counterbalance to this possible
limitation, however, the study was designed and instrumentation developed so that the close-
ended questionnaire provided minimal or no opportunity for the investigator’s interpretation to
affect the study’s outcomes. The analysis of participants’ responses to the questionnaire was
strictly objective and based on facts (i.e., participants’ answers to yes/no and multiple-choice
questions), and has been described and synthesized by means of computer-assisted statistical
analysis. In addition, as already mentioned, the questionnaire was reviewed for potential biases
and mistakes/ambiguities by external reviewers, and revised accordingly.

A major drawback of the closed-ended questions is the possibility of neglecting or
overlooking potentially important responses, thus forcing some participants to choose from
response options that do not reflect their opinions precisely. The above-mentioned review of the
questionnaire by various research methodology experts addressed this possibility, so that the
response options could be appropriately revised. In addition, to avoid unduly restricting answer
options, an “other” option was added to some of the survey questions. Furthermore, the
investigator pretested the questionnaire to solicit feedback as to the clarity and appropriateness of
questions and response options.

One of the most common limitations of quantitative descriptive studies is their sampling
method. While most commonly used, convenience sampling is the weakest form of sampling

(Polit & Beck, 2004). Generally, non-probability methods, including convenience sampling,
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tend to provide unrepresentative samples of a population. “When every element in the
population does not have a chance of being included in the sample, it is likely that some segment
of it will be systematically underrepresented” (Polit & Beck, 2004, p. 295). Smaller samples
produce less accurate estimates of population values than larger ones, which are more likely to
be representative of the entire population with a smaller sampling error.

This proposal’s intended sample size of 150-300 participants represented approximately
1.5%-3.0% of all Russian-speaking immigrants currently residing in Vancouver, WA. The
actual sample size of the present study was 108 participants, estimated to represent about 1% of
the Russian-speaking immigrant population in Vancouver, WA. While this sample size is
adequate for this study’s target population, it remains a statistically insignificant sample of the
overall Russian-speaking immigrant population throughout the United States. Nevertheless, in
view of the previously discussed need for this research, this exploratory study provides health
care professionals with useful foundational information regarding the target population’s use of

herbal medicine.

Significance to Nursing Practice and Research

Herbal medicine use by Russian-speaking immigrants in the U.S. has garnered little
scientific interest. Yet the need for scientific exploration and study of this phenomenon is
considerable. Nurse practitioners, nurses, and other health care providers have reported
possessing an inadequate knowledge and understanding of the health care practices of this very
large group of recent immigrants.

The findings of this study have the potential to appreciably impact nursing practice and
research with respect to this group of immigrants. Since no similar study has been previously

conducted in the U.S., this study provides nurses, nurse practitioners and other providers with
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some essential insights on the patterns and prevalence of herbal medicine use by Russian-
speaking immigrants and may alert them to safety issues associated with such use. Information
obtained from the findings of this study may therefore contribute to not only increasing the
awareness of culturally sensitive care among health care providers, but also to improving the

safety and quality of care delivered in general.
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CHAPTER III

FINDINGS

This chapter discusses the findings of the descriptive statistical analysis carried out on the
collected data and is divided into five main sections. Section one describes sampling and
sociodemographic information. Section two describes health-related information. Section three
discusses the most commonly used herbs and the reported indications for their use. Section four
provides an overview of the reported beliefs and practices of respondents regarding their use of
herbs. Section five describes the prevalence of herbal remedy use by specific sociodemographic
and health-related factors. The chapter discusses frequencies and correlations, the most
significant of which are also summarized and presented in four different tables (Appendix G):

1. Prevalence of herbal use by sociodemographic factors (Table 1);

2. Prevalence of herbal use by health-related factors (Table 2);

3. Ten most commonly used herbs and their indications for use (Table 3); and

4. Herb-related beliefs and practices (Table 4).

Sampling and Sociodemographic Information (Survey Questions 1-8)

The target population of the study consisted of adult (ages 18 and older) Russian-
speaking and Russian-literate immigrants from the former Soviet Union, who came to the U.S.
after 1991 and resided in the city of Vancouver, WA at the time of data collection. In order to
obtain the desired number of participants, the investigator contacted various community settings

frequented by this group of people. These included citizenship classes, ESL classes and a
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Russian-language church consisting of more than 500 members that respectively accounted for
18.0%, 34.0% and 48.0% of the questionnaires collected.

The questionnaires were administered on dates selected by the leaders of the above
mentioned community settings. Four hundred and twenty five (425) questionnaires were
distributed in a six-week period. A total of 115 respondents completed and returned the
questionnaires. Seven questionnaires with largely missing data (i.e., missing more than two
pages out of four pages total) were eliminated from the sample leaving a final number of 108
surveys.

Demographic information gathered in the questionnaire revealed that the majority of
respondents, 70.4% (n = 76) were women and only 29.6% (n = 32) were men. The age of the
respondents ranged from 19 to 83. There was a relatively equal distribution of ages in the
sample with 46.7% (n = 50) of the respondents being under 50 years of age, and 53.3% (n = 58)
being 50 years of age or above. The mean age of the overall group was 51 years.

The majority of respondents were married (n = 78; 73.6%), 13.2% (n = 14) were single,
8.5% (n = 9) were widowed, and 4.7% (n = 5) were divorced. The respondents were from
different parts of the former Soviet Union, with 32.1% (n = 34) from Ukraine, 24.5 % (n = 26)
from Kazakhstan, 18.9% (n = 20) from Russia, 10.4% (n = 11) from Kyrgyzstan, 9.4% (n = 10)
from Moldova, and 4.7% (n = 5) from other former U.S.S.R. Republics. The respondents had
lived in the United States for periods of time ranging from less than a year to 15 years. The
mean duration of U.S. residence was 6.6 years.

The number of years of education in the former Soviet Union ranged from grades 1-8 to
“Institute” (i.e., the Soviet equivalent to university). The largest cohort of respondents (n = 43;
40.2%) had graduated from grades 9-12 (i.e., high-school) before moving to the U.S. Twenty-

nine percent (n = 31) of the respondents graduated from technical school (i.e., college), 24.3% (n
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= 26) from grades 1-8, and 6.5 % (n = 7) graduated from an institute (i.e., university) in the
former Soviet Union.

Out of 107 people who reported having an education in the former USSR, 37.4% (n = 40)
indicated that they had completed some education in the United States as well. The level of
education completed in the United States ranged from grades 1-8 to university level. Almost
two-thirds (n = 25; 62.5%) of the respondents with a U.S. education had at least some college
education, 25.0% (n = 10) were college graduates, 5.0% (n = 2) were university graduates, and
the rest, 7.5% (n = 3), had high school education or less in the United States.

The majority of respondents (n = 61; 60.4%) had an annual income of $15,000 or below;
21.8% (n = 22) had annual income between $15,001 to $30,000; 10.9% (n = 11) between
$30,001-$45,000 per year; 5.0% (n = 5) between $45,001-$60,000 per year, and 2.0% (n = 2)
had income that was above $60,000 a year. Three-quarters (n = 81; 75.7%) of the respondents

had health insurance.

Health-related Information (Survey questions 9-14)

Participants were asked to rate their health as excellent, good, fair, poor, or very poor.
Most (n=38; 36.9%) to this question thought their health was fair, 30.1% (n = 31) thought it was
good, 27.2% (n = 28) thought it was poor, and 2.9% (n = 3) believed their health was very poor
and another 2.9% (n = 3) rated their health as excellent.

Of the 89 respondents who answered a question about the presence of a chronic illness or
condition, 55.1% (n = 49) indicated that they had some kind of chronic illness, and 44.9% (n =
40) did not indicate having any chronic illness. Although 49 respondents indicated having a
chronic illness in one question, 79 (73.0%) respondents specifically identified having at least one

chronic condition in a subsequent question. Among the chronic illnesses/conditions listed,
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headache was the most prevalent (n = 33; 41.8%), followed by hypertension (n = 30; 38.0%),
arthritis (n = 27; 34.2%), heart disease (n = 23; 29.1%), gastric disease (n = 22; 27.8%), insomnia
(n = 16; 20.3%), high cholesterol (n = 15; 19.0%), renal disease (n = 12; 15.2%), diabetes and
anxiety (each n = 10; 12.7%), asthma (n = 4; 5.1%), depression, long-term stress, liver disease,
and chronic bronchitis (each n = 3; 3.8%), osteoporosis (n = 2; 1.9%), and 14 other chronic
conditions, including cancer, glaucoma, allergies, hepatitis, among the others (each n = 1; 1.3%)).

Participants were asked if they took (non-herbal) medications for their chronic illness. Of
the 106 responses to this question, 60.4% (n = 64) said that they were taking medications for
their chronic illnesses and 39.6% (n = 42) said they were not. When asked how they usually
obtain their non-herbal medications, 60.2% (n = 56) of the respondents said they usually buy
their medications in a U.S. pharmacy with a prescription, 30.1% (n = 28) bought them in a U.S.
pharmacy without a prescription (i.e., over-the-counter), 51.6% (n = 48) bought them in a
Russian pharmacy in the U.S., 19.4% (n = 18) said they bought them in a Russian grocery store
in the U.S., 17.2% (n = 16) said they obtain medications from persons traveling from the former
Soviet Union, and 6.5% (n = 6) obtained medication from other sources.

Eighty people responded with a “yes” or “no” answer to a question regarding whether
they considered that medications had helped them in the past. Of these, an overwhelming
majority (n = 74; 92.5%) thought that medications had helped them in the past; 7.5% (n = 6) said
medications had not helped them. An additional 18 respondents did not know if medications had

helped them.

Most Commonly Used Herbs and Indications for Their Use (Survey question #18)

Participants who reported having used at least one herb or herbal product in the last year

were asked to indicate which of the 16 listed herbs they used and the reason(s) why they used
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them. Blank spaces were also provided on the survey to enable the participants to list other herbs
and/or herbal products not listed in the question.

The four most commonly used herbs were chamomile (n = 49; 58.3%), valerian (n = 42;
50.0%), St. John’s wort (n = 41; 48.8%) and calendula (n = 36; 42.9%). Respondents indicated
that they typically used chamomile for stomach/gastrointestinal (GI) problems; valerian for heart
problems and for anxiety and stress; St. John’s wort for GI problems and general prophylaxis;
and calendula for skin inflammations, perceived liver problems, and GI problems. Other popular
herbs included (in order of decreasing frequency): peppermint, rose hips, yarrow, aloe vera,
coltsfoot leaf, motherwort, oregano, hawthorn, sandy everlasting, ginseng, dichorisandra mikan,
pheasant’s eye. The least popular herbs listed by the respondents included: celandine, nettle,
plantain, dandelion, blueberry, raspberry, garlic, onion, lemon, teucrium polium, and parsley.
Finally, several other herbal products were mentioned, including honey, an herbal product called
“Swiss bitter”, and various homespun herb recipes or mixtures. Table 3 in Appendix G details

the frequency of usage for the ten most common herbs and their reported indications for use.

Herbal use-related Information (Survey questions #15, 16, 17, 19-26)

Nearly all of the study’s participants, 91.4% (n = 96), indicated that they had used an
herb or herbal product at least once in their lifetime. Only 8.6% (n = 9) said they had never used
any herbal product. Most people (n = 60; 67.4%) used herbs when needed for short periods of
time. A much smaller number, 16.9% (n = 15), indicated that they used herbs several times a
week, followed by 12.4% (n = 11) who used herbs daily, and 3.4% (n = 3)—several times per
month.

Eighty-three (n = 83; 85.6%) respondents indicated that they had used at least one herb or

herbal product in the past year, while 14.4% (n = 14) denied any herbal use in the past year. An
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equal number (n = 66 each; 68.8%) of respondents learned about herbs from family members or
from literature; 43.8% (n = 42) from a friend; 25.0% (n = 24) from their doctors or other health
care providers in the former Soviet Union; 12.5% (n = 12) from the media; 6.3% (n = 6) from a
U.S. doctor or other health care provider; and 2.1% (n = 2) from other sources.

While the most common (n = 55; 57.9%) place to buy herbs or herbal products was a
Russian pharmacy located in the U.S., 38.9% (n = 37) said that they pick their own herbs in the
woods or fields. Another 29.5% (n = 28) indicated that they grow their own herbs (i.e., in their
own yard or garden, or inside their place of residence), 26.3% (n = 25) indicated that their herbs
were imported from the former Soviet Union, 26.3% (n = 25) indicated that they usually buy
their herbs in a Russian grocery store in the U.S., 22.1% (n = 21) obtained herbs from a
pharmacy or store in the U.S. Only 6.3% (n = 6) indicated that they obtained herbs from some
other source.

Just over half of individuals (n = 42; 51.9%) indicated that they do not usually take herbs
at the same time as they take their medications; however, an almost equal number, 48.1 % (n =
39), said they do. Twenty-six surveys had invalid or uninformative responses, of which 10 were
“do not know,” 14 were “do not take medicine,” and three were left blank. Of those taking herbs
along with their medications, 20 (37.0%) reported their concurrent use of herbs and medications
to their U.S. health care provider, while a total of 34 (63.0%) respondents to this question said
that they do not.

About half (n = 34; 51.5%) thought that there might be a problem if they took herbs
concurrently with their medications; 48.5% (n = 32) did not consider such simultaneous use to be
problematic. Among a total of 42 missing responses to this question, 30 were “do not know.”
Most people believed that herbs are “sometimes” (n = 37; 39.4%) more effective than

medications, followed by “almost always” (n = 32; 34.0%), “always” (n = 23; 24.5%), and
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“almost never” (n = 2; 2.1%). None of the respondents (n = 0; 0%) considered that herbs were
“never” more effective than medications.

Most respondents believed that herbs are “always” (n = 38; 40.4%) much safer than
medications, followed by “almost always” (n = 35; 37.2%), and “sometimes” (n = 17; 18.1%).
Three people (4; 4.3%) thought that herbs were “never” safer than medications. Finally, an
overwhelming majority (n = 91; 92.9%) of the respondents believed that herbs have helped them
in the past. None of the respondents (n = 0; 0%) indicated that herbs had not helped them in the
past, although there were seven (7.1%) who marked “do not know.” Table 4 in Appendix G

summarizes the health-related beliefs and practices identified in the survey.

Prevalence of Herbal Use by Sociodemographic and Health-related Factors

Pearson’s chi-squared test was used to determine if there was any association between the
use/non-use of herbs and herbal products and various sociodemographic factors, including
gender, age, marital status, point of origin in the former USSR, income, and so forth. No
statistically significant association (p < 0.05) was found for herbal use for any of these variables.
However, certain associations were between the 0.06 and 0.16 level of significance: women (n =
71; 94.7%; p = .061), people who had some college education in the U.S. (n = 22; 88.0%; p =
.120), and people with the USSR grades 9-12 level of education (n = 42; 97.6%; p = .145).
Please refer to Table 1 of Appendix G for more information.

Pearson’s chi-squared test was also used to determine if there was any association
between herbal medicine use/non-use and specific health-related factors. While, again, no
statistically significant association (p < 0.05) was determined, variables with significance
between the 0.06 and 0.16 level of significance included: people with chronic

illnesses/conditions (n = 47; 95.9%; p = .067), who obtain their non-herbal medications in
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Russian pharmacy in the U.S. (n = 45; 97.8%; p = .160), and who take non-herbal medications
for their illnesses (n = 62; 93.5%; p = .312). Findings on the prevalence of herbal medicine use

by health-related factor are summarized in Table 2 (Appendix G).
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CHAPTER 1V

CONCLUSIONS AND RECOMMENDATIONS

This chapter summarizes the findings presented in Chapter III and discusses them in
relation to the four specific research objectives identified for this study. The four objectives are

discussed below in their original order as follows:

1. To determine prevalence of herbal remedy use by sociodemographic characteristics;
2. To determine prevalence of herbal remedy use by health-related measures;

3. To identify the ten most frequently used herbs and the reported reasons for use; and
4. To explore the beliefs and practices of this group regarding the use of herbs.

This is followed by a discussion of the limitations of the study, the implications of the study, and

some recommendations for further investigation.

Discussion

Part I - Herbal Remedy Use By Sociodemographic Characteristics
The use/non-use of herbal remedies was calculated for various sociodemographic factors,
including gender, age, current marital status, point of origin in the former USSR, and so forth.
Due to the small sample size of the survey, it was difficult to determine a statistically significant
degree of prevalence of herbal remedy use by any of these factors. Future research with a larger

sample size is therefore highly suggested.

32



According to the frequencies obtained, a majority of the survey respondents consisted of
married women from Ukraine, ranging in age from 19 to 83 (mean = 51 years of age), who had
lived in the United States for an average of seven years. Most had received their high-school
education in the former Soviet Union and had at least some college education in the U.S. This
particular demographic group reported earning an annual income of $15,000 or less and usually
had some form of health insurance.

The finding that the study’ sample consisted of substantially more women (n = 75;
71.4%) than men (n = 30; 28.6%) may possibly be due to the fact that, according to the
investigator’s observations, women appeared to predominate in several community settings that
were surveyed.

When the results were divided into four equal quartiles (n = 26) for age ranges as shown
in Table 1 of Appendix G, the age band of 52-68 years appeared to have the highest incidence of
herbal use (96.2%), compared to the lowest incidence of herbal use (84.6%) for the age band of
69-83. However, given the small size of the quartiles (n = 26) (p-value was not obtained for this
specific variable), this inference is not statistically reliable and needs to be further investigated.
Moreover, even if lower herbal use by those in the oldest age band were confirmed, further
investigation as to the specific reasons why persons in the oldest age band tend to use fewer
herbal remedies would also be required. Such research would be of a particular interest because
the finding that older people use fewer herbs would contradict with the findings revealed in the
study by Loera et. al. (2001), which determined that Mexican Americans, who were 75 years of
age and older had significantly higher herbal remedy use than those in the age range of 65 — 74
(71.0%). Though such contradiction could probably be explained by the difference in these

immigrants’ ethnic backgrounds.
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Persons who had lived in the U.S. for more than six years demonstrated a higher (n = 50;
96.0%) incidence of herbal remedy use than persons who immigrated within the past six years (n
= 57; 84.4%). Though very likely to be significant due to almost equal numeric distribution of
the sample, this incidence too was not proven to be a statistically significant finding as no p-
value was obtained for this variable. In addition, the questionnaire did not collect data that
allows for interpretation of this finding.

No statistically significant correlations were obtained from the data regarding the
relationship of herbal use to U.S. or former USSR educational levels, age marital status, income,
USSR republic of origin of the participants, or availability of health insurance.

Despite the limited statistical reliability of the data for performing hypothesis testing in
respect of variations in herbal use by sociodemographic characteristics, these results are
nonetheless sufficient to demonstrate that herbal use is widespread in the study population across
all the sociodemographic categories considered (see Table 1 in Appendix G). Herbal use was
found to be consistently high among participants regardless of gender, age, marital status, point
of origin within the former USSR, number of years lived in the U.S., years of education, income

level, and the availability of health insurance.

Part Il — Herbal Remedy Use by Health-Related Measures
The use/non-use of herbal remedies was also calculated in relation to various health-
related factors, including current health, presence of chronic illnesses, whether persons were
taking medications for illnesses, by the source of their medications, and whether persons
believed that medications were helping them. Similarly, due to the small sample size, no
statistically significant correlations between herbal uses by specific health-related factors were

revealed.
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Based on frequencies, the number of individuals with chronic conditions was rather high.
This however appeared to be somewhat relevant to the participants’ perception of their health,
which was predominantly rated as fair. The presence of even one chronic health problem may
have supported the participants’ perception of their health. In fact, there were only three out of
103 people who believed that they were in an excellent health, which is rather surprising, given
the fact that nearly half of the participants were below 50 years of age. It is beyond the scope of
this study as to why so few reported excellent health. It is possible that the participants’ cultural
and health backgrounds in the former USSR may be somehow related to their current perceived
health state. For example, many of the participants may have had a particularly hard life in the
former USSR, which could have had some harmful affect on their health. Additional research in
this area would be useful.

The above results are consistent with the HBM, which predicts that new immigrants
would not start using herbs for a certain (perceived) problem unless their level of concern about
the problem was sufficiently high. In effect, the participants’ perceived poor health and/or
perceived or actual presence of chronic illness or condition may act as a “cue to action”,
motivating them to seek an herbal remedy either as a treatment option or as a preventative
measure for the preservation of their state of health. Further, alone or in combination with
certain demographic and psychosocial variables, the participants’ knowledge about the chronic
illness or condition may also act as a “modifying factor” influencing health-seeking outcomes,
viz., the use of herbal or non-herbal medicine. Thus, such factors as cultural/demographic
backgrounds, past personal experiences with herbal medicine, and level of knowledge about
certain illnesses or conditions, may play a substantial role in their decision-making process in

regard to herbal medicine use.
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A large number (30 out of 79; 38%) of the respondents did not initially report themselves
as having a chronic disease or condition, but when presented with a specific list of chronic
conditions the number of responses increased. It is possible that some respondents did not
understand the definition of a chronic condition. The response to the question with the list of
specific conditions was used to evaluate the presence or absence of chronic conditions. It is also
possible that the actual list of illnesses and conditions might have caught the participants’
attention before they responded to the more general question

Of the 14 chronic illnesses and conditions listed, headache was the most common, closely
followed by hypertension and arthritis followed by less common illnesses. However, none of the
chronic illnesses had any significant association with herbal medicine use (see Table 2 in
Appendix G).

Interestingly, prevalence of herbal medicine use among those respondents taking non-
herbal medications for their illnesses (n = 62; 93.5%) was higher than for those who were not (n
= 41; 87.8%). This however was not a statistically significant finding (p = 0.312), and thus no
conclusions can be made in regard to this finding. Future research would be necessary to
confirm this observation.

While much future study is needed, there are several reasons to be concerned about the
concurrent use of herbs and non-herbal medications. The origin of non-herbal medications
obtained in Russian pharmacies/stores located in the U.S. is unknown. While most (n = 56;
60.2%) of the participants indicated that they usually buy their medications in a U.S. pharmacy,
slightly more than one half (n = 48; 51.6%) said that they bought them in a Russian pharmacy or
grocery store in the U.S. Some (n = 16; 17.2%) also had them imported from the former USSR.

The lack of standardization of the herbs and potential contaminants are possible safety issues.
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In addition to the safety issues, higher prevalence of herbal use among those having the
belief that medications were helpful (n = 72; 93.1%; p-value 0.391) raises several questions. If
the respondents perceive the herbs to be more helpful or effective than medications, it might
have decreased their willingness to seek potentially necessary biomedical care. Additionally, it
is unclear what exactly were the medications believed to be helpful—medications bought in a
U.S. pharmacy or medications bought in a Russian pharmacy located in the U.S., or yet

medications imported from the former USSR by travelers.

Part IIl — Most Frequently Used Herbs and the Reasons for Use

The overall rate of herbal medicine use among Russian-speaking and Russian-literate
immigrants from the former Soviet Union was found to be extremely high. Of the 108
individuals who responded to the questionnaire, 91.4% (n = 96) indicated that they have used
herbs at least once in their life, with 85.6% (n = 83) of individuals reporting use within the last
year. As a point of comparison, Dole et al. (2000) report in their study that 77.0% of Hispanic
subjects had used herbal remedies at some point in their lives, compared to 47.0% of non-
Hispanic subjects. The subjects of the present study used herbs at even higher rates. Thus, the
present study appears to confirm that herbal may vary significantly by ethnicity.

Among herbs most frequently identified by respondents, chamomile was the most
commonly consumed herb. The next most frequently used herbs were valerian, St. John’s wort
and calendula. Table 3 in Appendix G summarizes the 10 most frequently used herbs and their
reported indications for use.

Though the reasons provided by survey respondents for the use of these herbs varied
greatly, GI problems appeared to be the most frequently identified reason for herbal use by the

respondents. The specific GI problems identified included indigestion, heartburn, as well as
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perceived liver and gallbladder problems. However, to the extent that some of these indications
of use may depend on the survey subjects’ own self-diagnosis (e.g., of liver and gallbladder
problems), they may not be completely accurate.

A common reason given for the use of herbs was the perceived anti-anxiety and sedative
effects, reported for four out of the 10 most commonly used herbs (valerian, peppermint,
motherwort and oregano). Finally, prophylactic or general use for the improvement or
maintenance of health was also a frequently reported use (e.g., for St. John’s wort, rose hips, and

motherwort).

Part IV — Herbal Remedy Beliefs and Practices

The findings of this study revealed some valuable information about the beliefs and
practices regarding herbal use by Russian-speaking immigrants from the former Soviet Union
(see Table 4 in Appendix G). Herbal remedy use was found to be an extremely common and
widespread practice among these immigrants. Two-thirds of the respondents (n = 60; 67.4%)
were found to use herbs and herbal products when needed for short periods of time, although a
significant minority used herbs several times a week (n = 15; 16.9%) or even daily (n = 11;
12.4%).

Relatively few respondents indicated that they had learned about herbs from medical
service providers either in the former USSR or in the U.S. Only 25.0% (n = 24) had learned
about herbs from their USSR health providers, and 6.3% (n = 6) from their U.S. health providers.
Instead, respondents were most likely to have learned about herbs from reading literature (n =
66; 68.8%), as well as from their family members (n = 66; 68.8%), and friends (n = 42; 43.8%)).
This reflects a cultural environment in which knowledge of herbal remedies is transmitted both

in oral and written form. According to the HBM model, a lack of awareness or knowledge of
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herbal remedies would tend to act as a barrier to action. However, for most of the respondents
no such barriers appeared to exist increasing the likelihood that the participants used herbal
remedies.

The findings regarding the source of herbs indicate that participants are tied to habits of
obtaining herbs learned in the former USSR. For example, even after emigrating to the U.S., the
largest number (n = 55; 57.9%) of respondents continued to obtain herbs from a “Russian
pharmacy” in the U.S. Russian pharmacies are a well-known place to find a great variety of
herbs processed and packaged in the former Soviet republics. Although herbal products are
readily available from U.S. sources such as U.S. pharmacies, such sources were preferred for
prescribed medications. The preference for buying herbs from Russian “pharmacies” may be
because pharmacies in the former Soviet Union were a trusted source of regulated herbal
remedies and preparations, regularly prescribed by Soviet doctors. Also, respondents may have
formed the habit of obtaining such herbals from “Russian” pharmacies.

Consistent with the foregoing, a quarter of the participants (n = 24; 25.0%) have
continued to import herbal preparations from the former USSR, possibly through travelers who
are asked to bring back desired herbal medicines. Some of the reliance on “Russian” sources for
herbs may be related to a language barrier, such as not knowing the equivalent English names of
herbs known or formerly used. On the other hand, picking herbs in woods and fields or else
growing one’s own herbs were popular pastimes in the former Soviet Union, and it is noteworthy
that study respondents continue to engage in these behaviors. This finding was also confirmed in
the study by Domarew et al. (2002). Additionally, this finding confirms this investigator’s initial
observation (stated in Chapter I) that Russian-speaking immigrants tend to obtain their
medications (both herbal and non-herbal) from Russian pharmacies and grocery stores located in

Vancouver, WA. Overall, this study’s findings strongly suggest that this group of immigrants is
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relying on their usual former methods of obtaining herbs, even after living in the United States
for some time.

Respondents had an extremely positive view of the efficacy of herbal treatments.
Cumulatively, the majority of people thought that herbs were either “always” (n = 37; 39.4%) or
“almost always” (n = 32; 34.0%) more effective than medications. In contrast, hardly anyone
thought that medications were “never” (n = 0; 0.0%) or “almost never” (n = 2; 2.1%) more
effective than herbs. Nearly all participants (n = 91; 92.9%) believed that herbs had helped them
in the past.

However, the study findings indicate some safety issues which should be considered by
U.S. health care providers when caring for members of this immigrant group. Almost half (n =
39; 48.1%) of the respondents reported taking herbs concurrently with medications, while only
20 out of these 39 respondents reported their concurrent use of herbs and medications to their
U.S. health care provider. While it is not possible to know if this finding is generalizable it is an
area for further study with great significance because of potential herb-drug interactions. Of
interest, however, is the fact that almost half (n = 32; 48.5%) of respondents saw no possible
problem arising from the concurrent use of herbs and medications. These responses become
even more remarkable when considering that the question which solicited their beliefs about
possible problems with the concurrent use of herbs and medications, was a leading question
(“Do you think there may be a problem if you take medications and herbs together?”’) Although
the question inherently suggests the possibility that there may be a problem, still, almost half of
respondents answered otherwise. Respondents may be less aware of herb-drug safety issues than
the answers to this question suggested.

Most respondents viewed herbs as being benign, in contrast to medications. Respondents

overwhelmingly indicated that, in their view, herbs were “always” or “almost always” safer than
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medications. This finding is important because it confirms the presence of a common belief
described in Chapter I that herbs are “natural” and therefore safer than medications.
Respondents’ view that herbs were extremely safe may explain why health care providers are not
proactively informed of such concurrent use by members of this immigrant group. It may be
worth investigating other possible reasons for the clients’ decisions to not inform or confer with
their provider. It is incumbent on U.S. health care providers to question immigrants about
possible herb use and to consider possible herb-drug interactions.

The high incidence of the use of herbs in this survey may be explained with reference to
the HBM. In the HBM, the “perceived benefits” refers to a person’s belief that a given herbal
treatment will cure the illness or help to prevent it. As seen in the survey results, these
immigrants from the former Soviet Union had an overwhelmingly positive view of the efficacy
and safety of herbal treatments. In many cases, they appeared to evince more faith in herbal
medicine than in allopathic medicine. Accordingly, it is not surprising that persons in this
population demonstrate a high incidence of herbal use. On the other hand, “perceived barriers”
may reduce a person’s likelihood to act. In the case of herbs, most participants appeared to find
herbs and information on their use to be readily accessible from multiple sources. There were
few if any perceived barriers to herbal use. This factor may contribute to the high incidence of

herbal use among the immigrants.

Limitations of the Study Findings

This study of herbal use by adult Russian-speaking and Russian-literate immigrants from
the former USSR surveyed in Vancouver, WA, should be interpreted with an understanding of

the limitations in its methodology.
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First, the fact that study participation was lower than expected (i.e., a sample of only 108
persons, which was less than the initial goal of 150-300 participants) decreased the statistical
power of the study findings. Given the small sample size, it was difficult to reach statistically
significant conclusions about the prevalence of herbal use in the target population by
sociodemographic factor or by health-related factor. This is because breaking down the overall
sample size into sub-categories resulted in very small sub-samples that were very susceptible to
statistical error. Thus, no statistically significant conclusions may be made with regard to the
above at this point of time. Future studies in this area would be helpful.

Second, survey results may be biased somewhat by the self-selection of participants. For
example, in the process of data collection, the researcher encountered a considerable reluctance
by individuals to participate in the survey due to a perception that the survey was long and/or
difficult. Thus, the sample may be skewed towards persons with more leisure time, interest in
the topic or general willingness to participate in surveys.

Another possible limitation is that the sample was predominantly female (75 women
versus 30 men). This may be due to a combination of factors. First, it was the investigators’
observation that certain of the community settings used for data collection, ESL and citizenship
classes, were overwhelmingly composed of women. Second, it may be that women are generally
more responsive than men to surveys, or perhaps women were more responsive to the female
gender of the researcher.

Finally, since the investigator did not include a question about participants’ residency, it
is possible that some individuals responded to this survey did not reside in the city of Vancouver,

WA at the time of data collection. Such omission should be avoided in future studies.
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Implications

There are several implications of this study. Use of herbal remedies among U.S.
immigrants from the former Soviet Union may be higher than among some other ethnic groups
in the U.S. Respondents to the survey mainly consisted of women, persons in the age range of
52-68 years, those who immigrated to the U.S. more than six years ago, as well as persons not
having any health insurance. While herbal use was consistently high among all the socio-
demographic categories considered in this study, no certain statistically significant correlations
were revealed.

Members of the surveyed population appeared to have overwhelmingly positive views of
both the efficacy and safety of herbs. Perhaps due to their positive view of the safety of herbs,
about half reported taking herbal remedies concurrently with medications. Of concern is the fact
that the majority of such immigrants do not inform their U.S. health care provider of their use of
herbal remedies. Moreover, almost half of the subjects did not appreciate that the concurrent use
of medications and herbal remedies may be problematic.

Given a relatively small sample size, no statistically significant association was found
between the use of herbal medicine and specific factors related to the participants’
sociodemographic and/or health-related backgrounds. It is recommended that U.S. health
providers question all Russian-speaking immigrants from the former Soviet Union about their
use of herbal remedies in order to be aware of self-help remedies and possible drug interactions.

Although many of the most commonly used herbs appear to be harmless, including
chamomile, peppermint, and rose hips, among some others, several are known to have strong
pharmacological effects and may interact with certain medication (Beckman, Sommi & Switzer,
2000; Cupp, 1999; Ernst, 1998; 1zzo & Ernst, 2001). Of the reported 10 most commonly used

herbs in this study, St. John’s wort, valerian, ginseng, phesant’s eye, and yarrow were found to

43



have at least one reported herb-drug interaction (Beckman, et al., 2000; Cupp, 1999; Ernst, 1998;
1zzo & Ernst, 2001). Based on the same studies’ reports, many of these herbs were also found to
have known allergic and/or herb-herb interactions. Health care professionals should seriously
consider the above implications when addressing health issues of immigrants from the former
Soviet Union.

In addition, the contributions and limitations of the present study can be considered by
other researchers in developing their own studies. It is hoped that this initial study of herbal
medicine use by recent U.S. immigrants from the former Soviet Union will lay the groundwork

for further research of this important subject.

Recommendations for Further Research

One of the limitations of this study was that the sample size was not large enough to
allow reliable conclusions to be drawn about herbal use in relation to various sociodemographic
or health-related factors. For this reason, the investigator recommends that a larger sample of
participants from the target population should be surveyed in order to more reliably determine
the prevalence of herbal remedy use by sociodemographic characteristics and by health-related
measures with greater statistical significance.

In addition, consideration should be given to the method of distributing and administering
the survey. One of the major problems faced by the investigator was reluctance by persons to
complete the survey due to its perceived length and complexity. Although over 400 surveys
were distributed, only 108 were completed and returned. Many persons asked if they could take
the survey home to complete it. While the investigator was willing to provide surveys to take
home, relatively few were then returned. One idea for increasing the return rate of surveys

would be to provide participants with a self-addressed stamped envelope (SASE) in which they
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could deposit their survey to return it. In order to reduce participant procrastination, it might also
be useful to mark the envelopes with a deadline date by which the surveys should be mailed.

Another idea for improving the recruitment of participants would be to provide a reward
to participants for their participation, perhaps in the form of a small monetary payment (e.g., $5),
or a gift card, however this approach may increase the costs of conducting the survey
substantially.

Some of the other questions arising from this study, which could be investigated in
further studies, include the following.

1. Are there any reasons that these immigrants avoid discussing herbal use
(especially concurrent herb-drug use) with their U.S. health care provider, other than their belief
that herbs are extremely safe and benign?

2. What, if any, is the relationship between these immigrants’ past life in the former
Soviet Union and their perceived state of health?

3 What is the prevalence of cardiovascular risks commonly associated with

hypertension among members of this group?

Finally, if future studies are based on surveys administered in community settings, it is
worth bearing in mind that the characteristics of survey subjects in particular community settings
may bias the survey toward certain types of individuals. For example, the relative numbers of
women and men from the various community settings were not tracked and analyzed in the
present study, however, it was the investigator’s observation that ESL classes and citizenship
classes were primarily composed of women. Similarly, certain types of community settings may
bias the sample in favor of younger or older participants and those having a particular religious

background.
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Conclusion

Though conducted with multiple limitations, this study is the first to examine the patterns
and frequency of herbal medicine use by Russian-speaking immigrants from the former Soviet
Union, as well as to explore the beliefs of this population group regarding herbs. Information
obtained from the findings of this study may therefore contribute to not only increasing the
awareness of culturally sensitive care among health care providers, but also to improving the

safety and quality of care delivered in general.
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APPENDIX A: SURVEY AND PREFACE THERETO



Dear Participant:*

I am a graduate nursing student at Washington State University. I am conducting a study to learn
what herbs and herbal products you and other people from the former Soviet Union use and how
you use them for your health. The information you provide will help health care professionals
provide safe and effective health care to people like yourself.

Please complete the questionnaire only if you meet all of the following criteria:

1. You are over the age of 18

2. You are a Russian-speaking and Russian-literate immigrant from the former Soviet
Union

3. You arrived in the United States of America after 1991

4. You currently live in Vancouver, Washington.

Your participation in this study is completely voluntary. If you wish, you may choose not to
answer any question. By filling out and returning your questionnaire to us, you are giving your
consent to participate in the study. This questionnaire is anonymous and your responses are
completely confidential. The information will be reported in a way that no one will know
your specific answers.

If you have any questions or concerns, you may contact the researcher, Taisiya Tagintseva at the
time you complete the questionnaire, or by phone at (360) 737-9332. You may also contact my

advisor, Dr. Louise Kaplan from Washington State University at (360) 546-9618. Thank you for
your participation.

Sincerely,

Taisiya Tagintseva, RN, BSN

Washington State University, Master of Nursing Program
Vancouver, Washington

*4 14-point size was used in connection with the surveys actually used for data collection.

52



Instructions:

e Read each question carefully and then answer it to the best of your ability.

e Please do not write your name or other identifying information on the survey. This

questionnaire is anonymous.

e Once you have completed the questionnaire, please return it to the box marked

“Questionnaires”.

1. Demographic Information:

1. Your gender: o Male o Female

2. Your age:

3. Your marital status: o Single a Widowed
o Married a Divorced

4. Republic of the former USSR that you came from:

5. Number of years you have lived in the United States:

6. Number of years of a Grades 1-8 a Technical School
education in the former USSR: o Grades 9-11 o Institute
6 a. Number of years of o Grades 1-8 o Some college
education in the U.S.: o High-school o College
(Grades 9-12) a University
7. Your annual income: o $0- $15,000 o $60,001-$75,000
o $15,001-$30,000 o $75,001-$100,000
o $30,001-$45,000 o $100,001-$115,000
o $45,001-$60,000 o More than $115,000
8. Do you have health insurance coverage? o Yes o No

II. Health-related Information:

9. How would you rate your current state of health?
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a Excellent o Good a Fair a Poor a Very poor

10. Do you have any chronic illnesses or conditions, such as arthritis, diabetes,
heart disease, etc.? o Yes o No

11. If yes, which of the below do you have? (Please check all that apply.)

o Diabetes o High blood pressure a Other (specify below)
a Arthritis a High cholesterol 1
o Cancer 0 Heart disease 2
o Asthma o Gastric disease 3
o Insomnia o Renal disease 4
o Anxiety o Long-term stress
a Depression o Headaches
12. Do you take any medications for the above illnesses? a Yes a No

13. How do you usually obtain your medications? (Please check all that apply.)

Bought in a U.S. pharmacy with a prescription

Bought in a U.S. store without a prescription (i.e., over-the-counter)
Bought in a Russian pharmacy (in the USA)

Bought in a Russian grocery store (in the USA)

Brought by persons traveling from the former Soviet Union

0o 0o 0O 0o O o

Other (please specify)

14. Do you believe medications have helped you?

o Yes o No o Do not know

III. Herbal use-related Information:

15. Have you ever used an herb or herbal product?
a Yes (Go to the next question)
o No (Stop now and thank you for participating)
16. How often do you use herbs or herbal products?
o Every day o Several times per month

o Several times a week 0 When needed for short periods of time
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17. Have you used any herbs over the last year? o Yes a No

18. If you have used at least one herb or herbal product in the last year, please indicate which

of the herbs listed below you used and specify why you used them. (Check all that apply)

Herbs/ Herbal products: Why Did You Use It?

Valerian.......................

Motherwort...................

Chamomile...................

Oregano..............coe.....

St. John’s wort...............

Sandy everlasting............
Calendula.....................
Rose hips.....................

Dichorisandra Mikan........

o o o o b oo o 00U b 00D O O O

Other (specify below)....... Why did you use it? (specify below)

—

[\

(O8]

[
AN

19. How did you learn about these herbs? (Check all that apply.)

o From a family member, such as mother, sister, brother, etc.
o From a friend or acquaintance

o From literature, such as books, magazines, etc
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From media, such as television, radio, etc.

From your doctor or other health care provider in the former Soviet Union
From your doctor or other health care provider in the United States

Other (please specify)

0o 0o O O

20. How do you usually obtain your herbs/herbal products? (Check all that apply.)

0 Buy in an American pharmacy or o Bring from the former Soviet Union
store o Pick in the woods/fields

0 Buy in a Russian pharmacy in the o Grow them in your own yard/garden
United States or inside of your house

0 Buy in a Russian grocery store in the a Other (please specify)
United States Q

21. Do you sometimes take herbs at the same time as you take your medications?

o Yes o No o [don’ttake medicine
o Do not know

22. Ifyes, do you inform your health care provider about it?

a Yes a No o Idon’t take medicine and herbs together

23. Do you think there may be a problem if you take medications and herbs

together? o Yes o No o Do not know

24. Do you think herbs are more effective than medications?
a Never a Almost o Sometimes a Almost o Always
never always
25. Do you think herbs and herbal products are safer than medications?

o Never o Almost o Sometimes o Almost o Always
never always

26. Do you believe herbs have helped you?

o Yes o No o Do not know

Thank you for your participation!
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YBaxkaeMblil y4YaCTHUK:*

Sl—acnupant YHuBepcuTeTa mTaTta BAalIMHITOH MO CHEUUATBHOCTH «MEICECTPUHCKOE JIEIIOM.
51 mpoBOXKY HMCCIEAOBAaHUE C ILIENBbIO0 ONMPEAEIUTh, KAKUMHU TpaBaMH M TPABSHBIMH MpenapaTaMu
nosib3yereck Bel u apyrue mroau u3 ObiBiiero Coserckoro Coro3a u Kak Bl nx mpuMeHseTe s
yKperieHus 370poBbsa. [IpemoctaBieHHbie Bamu cBefeHHS MO3BOJSAT COTPYIHUKAM CITYKO
3/[paBOOXPAHEHUS] MPENOCTaBIATh Oe30macHbld U Y(PQPEKTUBHBIM MEAUIUHCKUHA YXOI TaKUM
JII0ISIM Kak BEI

IIpocum 3amo/IHMTH 3Ty aHKeTy TOJbKO B TOM ciy4ae, ecju Bbl cooTBercTByeTe Bcem
NepevYrcJeHHbIM HUKe KPUTEPHSIM:

Bel crapmie 18 net

Bbl pycckoroBopsimuid, NUUIYIMUHA W YUTAOMIMNA 1o Pyccku MMMMrpaHT u3 OBIBILIETO
Cogerckoro Coro3a

3. Buli nepeexanu B Coenunennbie lltatet Amepuku nociie 1991-ro roga

4. Bel npoxxkuBaeTe B HacTosiee Bpemsi B BankyBepe, mraT BammHrToH.

N —

Barmre Y4aCTUC B HACTOAIIEM HCCICOAOBAHWMN ABJIACTCA HCKIIOYHUTCIBHO I[O6pOBOJ'II)HLIM. Ecan
Br1 He xoTHTe, BBl MOXETE HE OTBE4YaTh HAa BOMPOCHI. 3allOJIHUB AHKETY U BEPHYB €€ Ham, Bbl
BBIPAXKAETE CBOE COIVIACHUE HAa y4acTHE B UCCIICJOBAaHMM. AHKeTa SIBJsIeTCH AHOHMMHOM, W
Bamm orBerBl OCTAaHYTCH CTPOr0 KOH(PHMIACHUHAJIbHBIMH. Nudopmanus Oyner
HCII0JIB30BATHCA TAKMM 00pa30M, YTO HUKTO He y3HAaeT Bammx KOHKpeTHBIX 0TBETOB.

Bl MoxeTe 10 JIF060My BOIIPOCY 0OpaTUTHCS K UccieaoBaTento, Tancuu TaruHieBoi, Bo BpeMst
3aMoJIHeHUs aHKeThl WK 1o Tenedony (360) 737-9332. Brl Takke MOKkeTe 00paTUTHCS K MOEMY
KOHCyJbTaHTy, Jlynse Karuian, u3 YHuBepcurera mrara Bammnarros, no renedony (360) 546-
9618. Bboawmmoe cracubo 3a ygacTue.

C yBaxxeHuewM,

Tancusa TarunueBa, RN, BSN

YHuBepcureT mraTta BamuHrToH, mporpamma Maructpa B 00J1aCTH MEJICECTPUHCKOTO Jiefia
Bankysep, mrat BammHrron

*4 14-point size was used in connection with the surveys actually used for data collection.
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YKka3zaHus K 3an0JHEHUI0 AHKEThI:

e BuumareabHO IMPOYTHUTEC Ka)K,I[Hﬁ BOITPOC U 3aTEM OTBETHTC HACKOJIBKO MOKHO TOYHO.

e [IpocuM He yKa3bIBaTh MPHU OMPOCE CBOIO (paMWIMIO WIIM APYTHE JAHHBIC O JTUYHOCTH.
Jrta aHKeTa - aHOHUMHAs.

e 3anoJIHMB aHKETY, ONYCTHTE €e B SAIUK ¢ MIOMETKON “AHKeTbI”.

1. Jlemorpadguueckue cCBeJICHUSA:

1. Bammon: O My>KCKOM O )KEHCKUU

2. Bam Bo3pacr:

3. Bamre cemeitHOe nmoso)keHHe: O X0JIOCTON/He3aMy KHSS O BIOBELY/BIOBA
O >KEHaTbII/3aMyKHSIS O pa3BeJCHHBIN (-as1)

4. U3 xaxoii pecrryOauku OpiBiiero CCCP Bel mpuexanu:

5. Ckonpko et Brul xxuBete B Coeqnuenunix [lItaTax:

6. ObpazoBanue, nonydeHHoe Bamu B Ob1BIIeM Coerckom Coto3se:
O 1-8 kmaccoB 0 9-11 knaccoB O TEXHUKYM O UHCTUTYT

6 a. O6pa3zoBanue, noyueHHoe B CoequHenHspix Llltarax:
o 1-8 kmmaccos
O cpeansis mkosna (9-12 xkimaccon)
0 HEOKOHYEHHBINA KOJIIEIK
O KOJUIEIK
O YHHBEPCUTET

7. Bam rogoBou 10xX0xa:

o$0 - $15,000 0 $45,001-$60,000 0 $100,001-$115,000
0 $15,001-$30,000 0 $60,001-$75,000 0 6onee $115,000
o $30,001-$45,000 0 $75,001-$100,000

8. Ectb u y Bac MenuuuHckas ctpaxoBka? o /Jla o Her
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II. CBenenus o 310poBbe:

9. Kak Ob1 Bbl o1ieHnn HelHenHee cocTosiHue Bartiero 310poBes?

O OTIIUYHOE O Xopoliee O JIOBOJBHO XOpoIlee O IMI0X0e O OYEHb II0X0E
10. Crpanaere nu Bol XpoHHYecKuMu 0601€3HIMU, HAIPUMED
apTPUTOM, THAOETOM, CEPJICYHBIM 3a00JICBAHUEM U T.1.7 o la o Her
1. Ecnu na, To kakumu? (Ommemobme 6ce nooxoosuue omeenivl)
o duabet 0 Bricokoe KpOBSIHOE JaBJICHHE
O ApTpuT O Beicokwii ypoBeHb XosecTepruHa
o Pax 0 3aboneBanue cepma
o ActMma 0 3aboJeBaHue KeTyIKa
0 becconnuia O 3a0oneBaHue MOYEK
0 becniokoiicTBO 0 JAnurenbHbIN cTpecc
o denpeccust 0 ['onmoBHBIE O0MH
o dpyrue (ymounume Hudice)
1
2
3
4

12. Tlpunumaete a1 Bel (MeauLIMHCKYE) JI€KapCcTBa OT MEPEUNCICHHBIX BbIIIE 3a001€BaHUN?
o Jla o Her

13. T'ne Bor 00b1uHO Oepete nekapctBa? (Ommembme_sce nooxoodsujue omeentul)

o Ilokynaere B antexe B CIIA no penenty

0 [Tokymaere B marasuse B CILIA de3 perienta (To €CTh, JIeKapcTBa, OTIyCKaeMble 0e3
perienra)

o Ilokynaere B pycckoit anteke (B CILIA)
o [lokymaere B pycckom mpoaykroBom marasune (B CIIA)
0 Y nun, npuesskaronux u3 oviBiiero Coserckoro Corosa

o Hpyroe (nooswcanyiicma, ymounume)

14. Cuwuraere nu Bbl, uyTo NekapcTBa momorarot Bam?
o Jla 0 Her 0 He 3Haro
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III. CBenenust o npueMe TpaB:

15. IIpumensum nmu Bel korga-mu6o TpaBbl WU TPaBsiHBIE MIPenapaThbl?
o la (ITepeitnute K creayromeMy BOIIPOCy)
o Her (OcTaHoBHTECH HA ITOM, 0/1aroAapuM 3a y4acTHe)

16. Kaxk wacto Bel monb3yereck TpaBaMu WM TPaBSHBIMU MIpemapaTamMmu?
0 Kaxxaelii 1eHp
0 Heckomnbko pa3 B HeZEIO
0 Heckonbko pa3 B mecsIy
O B TeueHne KpaTKOTO Meproia BpEMEHH, TTPH HEOOXOTUMOCTH

17. llpumensiu a1 Bbl kakue-1100 TpaBbl Ha NPOTSHKEHUH MOCIIEIHETo rojaa?
o Jla o Her

18. Ecnm Bbl mpumeHsuin XOThb OJIHY TpaBy WM TpaBSHOM mpernapar Ha OPOTSKEHUU
IOCJIEAHETO0 roja, MNPOCHM YKa3aTh, KaKHe M3 IEePeYrCICHHbIX HUKe TpaB Bbl
HCI0JIb30BAJH, 2 TAKAKe LieJb X NpuMeHeHust. (Ommembme_sce nooxooaujue omeentul)

Tpasbl/ TpaBsHbIC NpenapaTbl: B kakux nejasx Bbl HX NPUMEHAIN?

O BasieppsiHa T€KaApCTBEHHAS........c..uveeen.ee..
O ILYCTBIPHHEK ....ceeeruirieeeiiiiieeeeiiieeeeiieee e
0 POMAIIIKA........ooovvvieeeei i,
O TBICTUCTIMCTHHK ....evveeeeeeeeeviineeeeeeeeeennnnns
Y B4 2557 65 F:1= (), € RN
O JIYIIHIA oo
0 3BEPOOOH ..o
O BECCMEPTHHK ...evvveeeeeiiiee e
O KalTeHIyMa .cooiiiiiiiiicce,
O HIHITOBHUK . .....ovvvvreeeeeeeeeeeiiieee e
0 30JTOTOM YC wevvveeenrrreeeeirreeeennrreeeennneeeannns
0 JKEHBIIICHD .....vvvvvveeeieeeeiieieiieeieievevevveeaevenes

0 MSATaA TEPEUHAS . ....eeeeeeiieeeeiieeeeeiieeeenae
O ATOHHC BECECHHUH ......oeouvenieniiiiiiienenne.

Nk WD =
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19.

20.

Otkyna Bl y3Hanu 06 3tux tpaBax? (Ommembme 8ce nooxoosuue omseembl)

0 OT ujeHa ceMbU, HalpUMep, OT MaTepH, CeCcTpbl, OpaTa U T.J.

0 Ot apy3eit Wik 3HAKOMBIX

0 U3 nutepaTypsl, KHUT, )KypHAJIOB U T.JI.

0 U3 cpenctB maccoBoii mHGOpMAINH, TAKUX KaK TEJICBUACHHUE, PAIUO U T.JI.

0 Ot cBOETO Bpaya Wil JPyroro COTPYIHUKA OPTaHOB 3/[PABOOXPAHEHHS B OBIBIIIEM
Cogerckom Coroze

0 OT cBOEro Bpaya WM IPyroro COTPyAHUKA OPraHOB 37paBooxpaHeHus B COeIMHEHHBIX
[rarax

0 U3 apyrux UCTOYHUKOB (nodkcanyticma, ymounume)

['ne Bor 00b1uHO pHOOpETAaETE TPABHI/TPaBsIHbIE Ipenapathl? (Ommemovme 6ce noOxXoosaujue

omeembl)

21.

22.

23.

24.

25.

26.

O [Tokymaere B amepukaHckoii anteke win Marazuse B CLIA
0 IToxynaere B pycckoii anteke B CIIA

0 Ilokynaere B pycckoM npoaykToBoM maraszude B CIIIA

o IlpuBo3ure u3 6piBiIero Coserckoro Coro3a

0 CoOupaere B jecy / Ha Iyrax

O BeipamuBaeTe camMu B Oropojie, MOJUCaHUKE WITH I0Me

o Hpyroe (noowcanyticma, ymounume)

[Tpuarmaere nmu Bl nHOT1a TpaBbl BMECTE € JIEKApPCTBAMM?
o [a o Her 0 He 3Haro 0 He npuHuMaro nexkapcTs

Ecnu Bel npuHuMaeTe TpaBbl BMECTE C JIEKapcTBaMHu, cooliaere i Bel 006 aToM
CBOEMY Bpauy? o Ha o Her 0 He npuaumaro

[To Bamemy MHEHHUIO, OT OJJHOBPEMEHHOTO IIpUeMa JIEKapCTB U TPaB MOTYT
OBbITh TPOOIEMBI? o Ha o Her 0 He 3nato

[Tomaraere nu Bel, uTo TpaBbl 607ee 3¢ HEeKTUBHBI, UeM JieKapcTBa?
0 Huxorna O Iloutn Huxkorga 0O MHorma O Iloutn Bcerna 0O Becerna

[Tonaraere nu Bbl, 4TO TpaBbl M TpaBsIHbIE MTpeNapaThl Oe30mnacHee, 4eM
nekapcTsa?

0 Hukorna O Iloytn HUKOT A 0 Uuorna o IToutn Bcerma O Bcerma

ITonaraere a1 Bel, 4T0O TpaBbl BaM oMOrarot?
o [a O Her 0 He 3Haro

Bboabmoe cnacu6o 3a Bame yyacrue!
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APPENDIX B: WSU IRB APPROVAL (No 8486)



WASHINGTON STATE

@ l ’-\HVERSITY Office of Grant and Research Devels
A4
MEMORANDUM
TO: Taisiya Y. Tagintseva

Nursing, WSU, Vancouver
FROM: Malathi Jandhyala (for) Cindy Corbett, Chair, WSU Institutional Review Board (3140)
DATE: 4 April 2005

SUBJECT: Approved Human Subjects Protocol - New Protocol

Your Human Subjects Review Summary Form and additional information provided for the proposal titled
"The Use of Herbal Medicine by Immigrants From the Former Soviet Union,” IRB File Number 8486-a
was reviewed for the protection of the subjects participating in the study. Based on the information
received from you, the WSU-IRB  approved your human subjects protocol on 4 April 2005.

IRB approval indicates that the study protocol as presented in the Human Subjects Form by the
investigator, is designed to adequately protect the subjects participating in the study. This approval does
not relieve the investigator from the responsibility of providing continuing attention to ethical
considerations involved in the utilization of human subjects participating in the study.

This approval expires on 3 April 2006. If any significant changes are made to the study protocol you
must notify the IRB before implementation. Request for modification forms are available online at
http://www.ogrd.wsu.edu/Forms.asp.

In accordance with federal regulations, this approval letter and a copy of the approved protocol
must be kept with any copies of signed consent forms by the principal investigator for THREE
years after completion of the project.

This institution has a Human Subjects Assurance Number FWAQ0002946 which is on file with the Office
for Human Research Protections. WSU’s Assurance of Compliance with the Department of Health and
Human Services Regulations Regarding the Use of Human Subjects can by reviewed on OGRD's
homepage (http://www.ogrd.wsu.edu/) under “Electronic Forms,” OGRD Memorandum #6.

If you have guestions, please contact the Institutional Review Board at OGRD (509) 335-39661. Any
revised materials can be mailed to OGRD (Campus Zip 3140), faxed to (509) 335-1676, or in some cases
by electronic mail, to ogrd@mail. wsu.edu.

Review Type: NEW OGRD No.: NF
Review Category: XMT Agency: NA
Date Received: 30 March 2005




APPENDIX C: COMMUNITY RESEARCH REQUEST AND CONSENT LETTER



Name of community leader requested to give access
Name of community organization

Address
Phone number

(Insert date here)

COMMUNITY RESEARCH REQUEST
Dear

I am writing to request your support for scientific research that I am conducting as part of my
graduate studies at Washington State University Vancouver in the College of Nursing. The
purpose of my research is to collect information about the use of herbs and herbal remedies by
adult Russian-speaking immigrants from the former Soviet Union currently living in Vancouver,
WA. As your church (or school, class, etc.) consists primarily of such immigrants, it would be
an appropriate group of people for participation in my research project. I would be deeply
grateful if you would give your permission to conduct a brief survey among members of your
congregation (or among your students, etc.) who would be willing to volunteer to participate.

At present, American doctors, nurses and other health care professionals have little reliable
information about the patterns of herbal medicine use by the large numbers of recent Russian-
speaking immigrants from the former Soviet Union. Without this information, it is difficult for
American health care providers to provide safe, high-quality, and culturally-sensitive care to
Russian-speaking immigrants. My goal is to provide doctors, nurses and other health care
professionals with reliable and accessible information on herbal remedy use by Russian-speaking
immigrants in the U.S. It will take participants about 10-15 minutes to complete a self-
administered anonymous questionnaire. A copy of the questionnaire is attached for your review.

If you have any questions or concerns about the proposed research, please do not hesitate to
contact me at (360) 737-9332 or Dr. Louise Kaplan, my advisor from Washington State
University at (360) 546-9618. If you wish to receive a letter of reference about me from either
the Washington State University College of Nursing or from the pastor of my own church
(“Blagodat” in Vancouver, WA), I would be happy to arrange this for you.

If you are willing to have your church members (or students) participate in this research for the
benefit of the Russian-speaking immigrant community, kindly sign the enclosed Consent Letter
and return it to me at your earliest convenience. Thank you for considering my request.

Yours very truly,

Taisiya Y. Tagintseva, RN, BSN, WSU FNP student
Intercollegiate College of Nursing

Washington State University College of Nursing
Master of Nursing Program

Vancouver, Washington
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Name of community leader agreeing to give access
Name of community organization
Address

Phone number

CONSENT LETTER

To Whom It May Concern:

L , have read the enclosed letter from Taisiya Y. Tagintseva entitled
“Community Research Request”. I understand the purpose and benefits of the study she is
conducting, and that participation in the study is voluntary. I hereby give my consent to Taisiya
Y. Tagintseva to conduct her survey among any members of my congregation (or among my
students, etc.) who would be willing to participate voluntarily.

Signature Date of signature
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Name of community leader requested to give access

Name of community organization
Address
Phone number

(Insert date here)

IMPOCBBA O INTPOBEAEHUU UCCJIIEJOBAHUS
YBaxkaeMblii(-as) !

HacrosiumuMm nucbMoM 51 oOpamiaroch K BaM 32 IOANEP)KKOM HAy4yHOTO HCCIENOBAHUS, KOTOpOE s
MPOBOXKY B paMKax CBoel y4eObl B acmupaHType YHHBepcuTeTa mTara Bamunrron, Bankysep, B
Konmnemxe Meacectpunckoro [ena. Llens Mmoero nccnenoBanust — c6op nHGopManum o6 UCHONTb30BaHAN
TpaB M TPABSIHBIX MPENapaToB B3POCIBIMU PYCCKOTOBOPAILIMMU HMMHIPAaHTaMH U3 ObiBIIero CoBETCKOTO
Coro3a, NpoXHBaOLIMMKU B Hacrosimee BpeMs B Bankysepe, mrtar Bamunrron. Ilockoneky Barmry
LEpPKOBb (WM INKONYy, Kypchl M T.J.) TIOCEIIAal0T MPEUMYIIECTBEHHO TaKHe HWMMHIPAHTHI, OHa
NpeAcTaBiIseT co00H Tpynmy JroAei, MOAXOASIIYIO Uil Y4acTHs B MOEM HCCIelOBaHWU. byny Bam
rmyOOKO NpU3HATENbHA 32 pPa3peliCHHE MPOBECTH KPaTKUil OMpoc cpedu BallMX HNpUXOXKaH (Win
ClyIuaTenael u T.A.), KOTOPbIE BRIPA3SIT JKEIaHUE IIPUHATH B HEM y4yacTue.

B Hacrosiee BpeMsi aMepHKaHCKHE Bpau, MEACECTPBl M APYTHE COTPYAHUKHU CIyO 3ApaBOOXpaHEHHUS
HE pacnoiaraioT B JOCTaTOYHOM 00beMe HaAeKHOW MH(OopManueil o Xxapakrepe MoTpeOIeH s TPaBsHbIX
JIEKapCTBEHHBIX CPEICTB MHOTOYHCICHHBIMH PYCCKOTOBOPSIIMMHI MMMHUIPAHTAMU HOCJIEAHEr0 BPEMEHU
u3 OpBmiero Coserckoro Coroza. He pacrnonarast Takodt wHpOpMaiued, aMepuUKaHCKUM COTPYJHHKAM
OpPTaHOB 3IpaBOOXpPAaHEHMs] TPYIOHO OKa3blBaTh 0O€30MacHBIi  BBICOKOKAYECTBEHHBIH yXon 3a
PYCCKOTOBOPAIIMMH UMMHUIPAHTAMU C YYETOM KYJBTYPHBIX O0COOEHHOCTEH. Mo 1ens — nperocTaBUTh
BpayaM, MEICECTpaM U IPYTruM MeIpaOOTHUKAaM HAIEKHYIO U JOCTYNHYI0 HH(POPMAIHUIO O NIPUMEHECHUN
TPaBSHBIX TIPENapaToB pycckoroBopsummMu ummurpantamMu B CIIA. 3anonHeHre aHOHUMHOM aHKETHI
3aiiMeT mpumepHo 10-15 munyT. [lpHiaraio KOMUIO aHKETHI A7 03HAKOMJICHHSI.

ObpamiaiiTecb KO MHE € JIFOOBIMH BOIIPOCAMHU IO MOBOXY NpEAsaraeMoro McciaeJoBaHHUs IO TenedoHy
(360) 737-9332 Bl Takke MOXeTe OOpaTHThCS K MoeMy KoHcynbTaHty, Jlym3e Kamman, u3
VYuuBepcutera mrata BammarTon, o Tenedony (360) 546-9618. Ecnu Bam HE0OX0auM OT3BIB 000 MHE
u3 Konnemxa Meacectpunckoro [lena YHuBepcuteTa mrara BalmmHITOH, WM OT ZYXOBHOTO HACTaBHUKA
Moeii iepksu (“brnaromats” B Bankysepe, mTat BammHrToH), S ¢ YIOBOJIBCTBHEM €T0 MPEIOCTABIIIO.

Ecnu BBI courtere, 4TO ydacTHe BalllUX MPHUXOXKaH (MM CITyIIaTesiel) B 3TOM HMCCIEIOBaHUU MOWIET Ha
M0JIb3Y PYCCKOT'OBOPSILEH MMMUTPAHTCKOW OOIIMHBI, MOXalyiicTa, MOANUIINTE MpUIaracMoe MUChMO-
corjlache M BEpHUTE €ro MHE IIPH NepBOi BO3MOXKHOCTH. bmaromapro 3a paccMoTpeHue Moeil TpochOBl.

C UCKpPEHHUM yBa)K€HHEM,

Taucus Tarunuesa, RN, BSN

Vuusepcurer llltaTa BammHrToH, ciymarens IporpaMMbl MEACECTPUHCKOTO JIeNa
Mexynusepcurerckuil Komnemx Mencectpunckoro Jlena

Komnemx Meacectpunckoro Jlena nmpu YHuBepcuteTe 1mrara BammHrron
[Iporpamma Maructpa B 0671aCTH MEACECTPUHCKOTO JIea

Bankysep, mrat Bamuarron
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Name of community leader agreeing to give access
Name of community organization

Address
Phone number

IMMCBMO-COI'JIACHE

BceM 3amHTEpECOBaHHBIM JULIAM:

A, , Ipouen(npoysia) npujaaraeMoe nucbMo ot Taucuu TarnHueBoi
non Ha3zBaHueM «lIpock6a o mpoBeAeHUN HCCIeAOBaHUA». MeHs YBEIOMHIIN O LEISIX U MOJb3e
MPOBOJIUMOIO €0 HCCJIEJIOBAHMS, a TakkKe O TOM, 4YTO Y4YacTHE B MCCIEIOBAHUU HOCHUT
noOpoBoJIbHBIN XapakTep. Hacrosium s nato cornacue Ha npoBenenue Taucuen Y. Tarunmesoit
OIpoca cpeayr MOUX MPUXO0KaH (WM CIIyIIaTesaei u T.11.), KOTOPbIE U3bABST JKeJIaHUE MPUHSATH B
HEM y4acTHe.

IToamnuce Jara mognucanus
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APPENDIX D: LETTERS OF PERMISSION



Tatyana Bobrik

Lutheran Community Services
2600 Main St. 2™ floor
Vancouver, WA 98663

(360) 694-5624

CONSENT LETTER
To Whom It May Concern:
I, %ﬁ?uﬂ— f4262#C7~  have read the enclosed letter from Taisiya Y. Tagintseva entitled

“Community Research Request”. I understand the purpose and benefits of the study she is
conducting, and that participation in the study is voluntary. I hereby give my consent to Taisiya
Y. Tagintseva to conduct her survey among students attending our citizenship classes who would
be willing to participate voluntarily.

rd 4 fr/’ 7 p
v sy N i/ 29/05
/ ..r"" .,” / i/

Siendture / ‘ Date ofsienature
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Pastor Aleksandr Kochenkov
Slavic Grace Baptist Church
800 N Andresen Rd.
Vancouver, WA 98661
(360) 910 - 2391

NHUCBMO-COIJIACHE

Beem 3AUHTEPCCOBAHHBIM JIHIIAM!

A, ﬁ/{/zeiccmx?;? eow&kﬁéxpcn{en rpunaraeMoe nmuckMo OT Tamcum TaruHuesod mop
Ha3BaAHHEM <<Hpocb6a O NPOBEAEHUM HCCHENOBaHUA». MeHs yBeNOMUIIN O HeIsSX W IOJib3e
[IPOBOAMMOIC €I0 MCCIENOBaHMA, a TaKKE O TOM, YTO Yy4acTHE B HCCNEAOBAaHMH HOCHT
nobporonbubiil xapakrep. Hacrosimum st naro cornacue Ha nposenenue Tawcweil Tarmaneroi
OIIPOCa CPEeNy MOKX WICHOB LEPKBY U IPYIHX HMPUXOXKAH, KOTOPHIE H3bABAT JKEIaHHE IIPUHATD B
HeM yqacTre/, '

|
% - Y_47-05

Vs
Hara noonucanug

Ilonmuce
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Mark McLean

Director of Basic Education

Clark College, Town Plaza Center, MS #36
1800 E. McLoughlin Blvd.

Vancouver, WA 98663

(360) 992-2725

CONSENT LETTER

To Whom It May Concern:

I &J\M '(L lﬁ//\(:&% , have read the enclosed letter from Taisiya Y. Tagintseva entitlec
“Commumnity Research Request”. I understand the purpose and benefits of the study she is
conducting, and that participation in the study is voluntary. I hereby give my consent to Taisiye
Y. Tagintseva to conduct her survey among any Russian-speaking students attending our ESL
classes who would be willing to participate voluntarily.

Wyl L’Lﬁ (.,La/u\ S o=/, J/J_.,/’

Signature Date of signature
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APPENDIX E: RESEARCH ADVERTISEMENT FLYER



Do you use herbs or
herbal products?

If yes... You are invited to take part in a research project
about herbs.

The goal of this project is to learn about how Russian-speaking immigrants from

the former Soviet Union use herbs for treatment and prevention of their illnesses.

To help with this project you will spend about 10 to 15 minutes answering
questions on a questionnaire. This questionnaire is anonymous and your

information will be completely confidential.

Your information will give important information to doctors, nurses and other
health care professionals about your use of herbs to stay healthy, and also what

herbs have worked for you to take care of health problems.

I am doing this research as part of my graduate studies at Washington State

University, Vancouver. I will be coming to (Insert Location) on (Insert

Date). If you have questions:

Please contact Taisiya Tagintseva, RN, BSN
Phone: (360) 737-9332

E-mail: taisiyat@yahoo.com
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BbI moJsib3yerech TpaBaMu
WM NMPOAYKTAMM U3 TPaB?

Ecnu oa... To Belt npuenawienvt npunamse yuacmue 6 Hay4Hou paoome
0 mpasax.

[ens 3TOM pabOTHI — ONMPEACIUTh KaK PyCCKOTOBOPSIIME UMMHUTPAHTHI C OBIBILIETO

Cosetckoro Coro3a HCIIOJIB3YIOT TpaBbl AJIA JICHCHUA U HpO(i)I/IJ'IaKTI/IKI/I.

Bamia nomorp B 310 pabote 6yner cocTosTh B TOM, YTOOBI yAEIUTH OKOJIO
10- 15 MuHYT Ha TO YTOOBI OTBETUTH HA AHKETHBIC BOMPOCHI. AHKETa OyAeT
QHOHMMHOW U  Bca  Bama  uHOpMamMs  OCTaHETCS  CTPOTro

KOH(HIEHIIHATILHOM.

Nudopmarus, koroporr Bwl momenutech, MOMOXKET JOKTOpaM, MeEACECTpaM H
IpyruM MeapaboTHUKaM OOJbIlle Y3HATh O TOM, Kak BbI ucnonb3yere TpaBbl IS

no/iep XKy Barirero 310poBbs, a Takke 11 Jieuenus Bammx 3a0oeBanmii.

DTO WccneoBaHUE S MPOBOXKY KaK 4YacTh CBOEH y4E€OBI B acmHpaHType
YHuBepcuteta mrtara Bamunarron, Bankysep. A 0yny B (Vrkazams Mecmo)

B (Vkazamwv Bpems). Ecnu 'y Bac ectb BOpochl, TO:

Oopamaiitecs Kk Taucun Tarmnnenoii, RN, BSN
Tenedon - (360) 737-9332

E- noura taisiyat@yahoo.com
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APPENDIX F: ANNOUNCEMENT SCRIPT



Dear

My name is Taisiya Tagintseva and I am a graduate student at Washington State University. The
reason | am here today is to request your support for scientific research that I am conducting as
part of my graduate studies. The purpose of my research is to collect information about the use
of herbs and herbal remedies by adult Russian-speaking immigrants from the former Soviet
Union currently living in Vancouver, WA.

At present, American doctors, nurses and other health care professionals have little reliable
information about the patterns of herbal medicine use by the large numbers of recent Russian-
speaking immigrants from the former Soviet Union. Without this information, it is difficult for
American health care providers to provide safe, high-quality, and culturally-sensitive care to
Russian-speaking immigrants. The information you provide will help health care professionals
provide you with a better health care.

It will take you about 10-15 minutes to complete the questionnaire. Please complete it only if
you meet all of the following criteria:

1 You are over the age of 18

2 You are a Russian-speaking and Russian-literate immigrant from the former
Soviet Union

3 You arrived in the United States of America after 1991

4 You currently live in Vancouver, Washington.

Your participation in this study is completely voluntary. If you wish, you may choose not to
answer any question. By filling out and returning your questionnaire, you are giving your
consent to participate in the study. This questionnaire is anonymous and your responses are
completely confidential. The information will be reported in a way that no one will know your
specific answers.

When filling out the questionnaire, read each question carefully and then answer it to the best of
your ability. Please do not write your name or other identifying information on the survey. This
questionnaire is anonymous. Once you have completed the questionnaire, return it to the box
marked “Questionnaires”. I will be glad to answer any questions you may have. So, please
don’t hesitate to let me know if you have any questions or concerns.

I sincerely thank you for your participation.
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YBaxaembie

Mensa 3oByr Taucusa Tarunnesa. S - acnupanT YHuBepcuTeTa IuTaTa BamuHITOH IO
CHELUAIBbHOCTH «MEJICECTPUHCKOE neno». [IpuuMHOM MOEro NpUCYTCTBHS CETOAHS 31€eCh
ABJISICTCS HEOOXOMMOCTh OOPaTUThCA K BaM 3a MOAJCPAKKOW Hay4YHOTO MCCIEI0BAHUSA, KOTOPOE
g TPOBOXY B paMKax CBOe yueObl B acnupaHType YHHMBEpPCHTETa MITaTa BamuHrTOH,
Bankysep, B Komiemxe Mencectpunckoro [lena. Ilens moero wuccienoBanuss — cOop
uHpopManuu o0 UCIONb30BaHUH TPaB U TPABSIHBIX MPENApaTOB B3POCIBIMU PYCCKOTOBOPSIIUMHU
ummHrpantamu u3 ObiBiero Coerckoro Coro3a, MPOXXKUBAIOLUIMMHM B HACTOSIIEE BpEMs B
Bankysepe, mrat BammHrToH.

B mHactosmiee BpeMsi amMepHKaHCKHE BpadM, MEICECTPhl M JIPyTU€ COTPYIHUKH CIIykKO
3PaBOOXPAaHEHHUST HE pAacCIoNiaraloT B JOCTATOYHOM OO0BbeMe HaleKHOW HH(MOpMAIed o
XapakTepe  HOTpeOJIGHUS  TPaBAHBIX  JIGKAPCTBEHHBIX  CPEACTB  MHOT'OYHCICHHBIMH
PYCCKOTOBOPSIITUMH UMMHUTPAHTaMU TOCIeAHET0 BpeMeHnu u3 obiBiiero Coserckoro Coroza. He
pacrioyiarass Takod HH(MOpMAIKel, aMEpPUKAaHCKUM COTPYJHHUKaM OpPraHOB 3JIPaBOOXPAHCHUS
TPYAHO OKa3blBaTh OE30MacCHbI BBICOKOKAYECTBEHHBIH yXOI 33 PYCCKOTOBOPSILIUMH
UMMHTPAHTAMH C Y4YETOM KyJIbTYypHBIX ocoOeHHOcTei. [IpemocTaBieHHbIE BaMH CBEICHHS
MO3BOJIAT  COTPYIHUKAM CIIy)KO 3IpaBOOXpaHEHHs oOecneuuTh Bac OoJjiee  JIydIIHM
MCIUIIUHCKUM YXOJO0OM.

3anonHeHne aHkeThl 3aliMeT npumepHo 10-15 munyT. [Ipockba 3amogHUTH 3Ty aHKETY TOJBKO B
TOM CITy4dae, €CJIi Bbl COOTBETCTBYETE BCEM IEPEUNCICHHBIM HIDKE KPUTEPUSIM:

Bsl crapmie 18 net

IBBI pyccKOTrOBOpSIIIHA, MUITYIIUHA M YATAOMHUK 10 Pyccku MMMUTpaHT W3 OBIBIIIETO
Cogerckoro Coro3a, KOTOPbI MOXET YMTATh U MUCATH 110 Pyccku.

3 Bmi nepeexanu B Coequnenssle [tatsr Amepuku nocie 1991 rona

4  Bel npokuBaeTe B HacTosiiee Bpemsi B BankyBepe, mraT BamHrToH.

N —

Baie yyacTue B HacTOSIIIEM HCCIIEIOBAaHUU SIBJISETCS UCKIIOYUTENBLHO 10OPOBOIbHBIM. Eciu Bb
HE XOTHUTE, BBl MOJKETE HE OTBEYATh HA BOIIPOCHI. 3aIlOJHUB aHKETY U BEPHYB €€, Bbl BBIPAXKACTe
CBOE COTJIaCH€ Ha Yy4YyacTHE B HCCIEIOBAaHMM. AHKETa SBISIETCS aHOHMMHOM, M Ballll OTBETHI
OCTaHyTCS CTPOro KOHGUACHIMATEHBIMU. MHpOpMaIus OyaeT NCIonbp30BaThCS TAKIM 00pa3oM,
YTO HUKTO HE Y3HAET BAIIUX KOHKPETHBIX OTBETOB.

Bo Bpems 3an0JHEHHS aHKEThl, BHUMATEIBHO MMPOYTUTE KaXKIbI BOIIPOC U 3aTEM OTBETHTE 110
BO3MOXXHOCTH TO4YHO. [Ipoch0a, mpu 3aroiHeHnH, HE YKa3bIBaTh CBOIO (haMIIUIO, UMS WITH

JpyTrHe JUYHbIE JaHHBbIE. JTa aHKETA - aHOHUMHAas. 3aloJIHUB aHKETY, OIIyCTUTE €€ B SAIIUK C
nomMeTkor “AHkeThl”. S Oyay paaa OTBETHTH Ha JIOOBIE BAlllM OTBETHI. TaK, 4TO MOKayicTa
qyBCTBYHTE ce0si CBOOOHO 00pamaThesi KO MHE C JTI0OBIMH BOIIPOCAMU HITH OECTIIOKOHCTBaMHU.

A HCKPCHHC 6naronapfo BacC 34 Balll€ y4acCTHC.
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APPENDIX G: TABLES SUMMARIZING RESULTS OF SURVEY



Table 1. Prevalence of herbal use by sociodemographic factors.

Sociodemographic Factor n Weighted Use of Herbs
Y% (n=96)
Overall 105* 100% 91.4%
Gender (p =.061)
Men 30 28.6% 83.3%
Women 75 71.4% 94.7%
Age
19-35 26 25% 92.3%
36-51 26 25% 92.3%
52-68 26 25% 96.2%
69-83 26 25% 84.6%
Current Marital Status (p = .556)
Single 13 12.6% 84.6%
Married 76 73.8% 90.8%
Widowed 9 8.7% 100%
Divorced 5 4.9% 100%
Former USSR Republic (p =.717)
Ukraine 33 31.7% 84.8%
Moldova 10 9.6% 90%
Russia 19 18.3% 100%
Belarus 2 1.9% 100%
Kazhakhstan 26 25% 88.5%
Kyrgyzstan 11 10.6% 100%
Uzbekistan 1 1.0% 100%
Estonia 1 1.0% 100%
Georgia 1 1.0% 100%
Years Lived in the U.S.
0-6 years 57 54.8% 84.4%
> 6-15 years 50 45.2% 96.0%
Years of Education (USSR) (p =.145)
Grades 1-8 24 23.1% 87.5%
Grades 9-12 42 40.4% 97.6%
Technical School 31 29.8% 83.9%
Institute/University 7 6.7% 100%
Years of Education (U.S.) (p =.120)
Grades 1-8 1 2.6% 100%
Grades 9-12 1 2.6% 0%
Some College 25 64.1% 88%
College 10 25.6% 90%
University 2 5.1% 100%
Income (p =.789)
$0-$15,000 59 60.2% 88.1%
$15,001-$30,000 21 21.4% 95.2%
$30,001-$45,000 11 11.2% 90.9%
$45,001-$60,000 5 5.1% 100%
$60,001-$75,000 2 2% 100%
Health Insurance (p = .342)
Yes 79 76% 89.9%
No 25 24% 96%

* In the categories below, the sum of n may not equal 105 due to invalid responses being omitted.
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Table 2. Prevalence of herbal use by health-related factors.

Health-Related Factor n Weighted Use of Herbs
% (n=96)

Overall 105* 100% 91.4%
Current Health (p =.604)

Excellent 3 3.0% 66.7%

Good 29 28.7% 89.7%

Fair 38 37.6% 92.1%

Poor 28 27.7% 92.9%

Very Poor 3 3.0% 100%
Presence of Chronic Illnesses (p =.067)

Yes 49 55.7% 95.9%

No 39 44.3% 84.9%
Diabetes (p = .455)

Yes 9 11.7% 100%

No 68 88.3% 94.1%
Arthritis (p = .520)

Yes 27 35.1% 92.6%

No 50 64.9% 96%
Cancer (p =.814)

Yes 1 1.3% 100%

No 76 98.7% 94.7%
Asthma (p =.067)

Yes 4 5.2% 75%

No 73 94.8% 95.9%
Insomnia (p = .293)

Yes 16 20.8% 100%

No 61 79.2% 93.4%
Anxiety (p = 427)

Yes 10 13% 100%

No 67 87% 94%
Depression (p = .679)

Yes 3 3.9% 100%

No 74 96.1% 94.6%
Blood pressure (p =.591)

Yes 29 37.7% 96.6%

No 48 62.3% 93.8%
High cholesterol (p =.333)

Yes 14 18.2% 100%

No 63 81.8% 93.7%
Heart disease (p = .330)

Yes 22 28.6% 90.9%

No 55 71.4% 96.4%
Gastric disease (p = .208)

Yes 21 27.3% 100%

No 56 72.7% 92.9%
Renal disease (p = .402)

Yes 11 14.3% 100%

No 66 85.7% 93.9%
Long-term stress (p =.679)

Yes 3 3.9% 100%

No 74 96.1% 94.6%

Headaches (p = .490)
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Yes 32 41.6% 96.9%

No 45 58.4% 93.3%
Taking Medications for Illness (p =.312)

Yes 62 60.2% 93.5%

No 41 39.8% 87.8%
Source for Medications

U.S. Pharmacy w/ Rx (p = .358) 55 60.4% 92.7%

U.S. Pharmacy w/o Rx (p =.125) 28 30.8% 100%

Russian pharmacy (p = .160) 46 50.5% 87.8%

Russian grocery store (p = .270) 17 18.7% 100%

Imported from USSR (p = .288) 16 17.6% 100%

Others (p = .541) 6 6.6% 100%
Believe Medications Help (p =.391)

Yes 72 92.3% 93.1%

No 6 7.7% 83.3%

* In the categories below, the sum of n may not equal 105 due to invalid responses being omitted.
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Table 3. Ten most commonly used herbs and their reported indications for use.

Rank | Herb n (%)* Indications for use
1 chamomile 49 (58.3%) | Stomach/gastrointestinal (GI) problems
2 valerian 42 (50.0%) | heart and anxiety/stress problems
3 St. John’s wort 41 (48.8%) | GI problems and prophylaxis
4 calendula 36 (42.9%) | skin/inflammation, liver and GI problems
5 peppermint 29 (34.5%) | Gl and anxiety/sleep problems
5 rose hips 29 (34.5%) | As atea for general prophylaxis/Vitamin C
6 yarrow 22 (26.2%) | GI problems and for cough
7 aloe vera 21 (25.0%) | skin/inflammation problems
8 coltsfoot leaf 20 (23.8%) | cough/upper respiratory infections
8 motherwort 20 (23.8%) | stress/anxiety and for prophylaxis
9 oregano 16 (19.0%) | GI and anxiety/sleep problems
10 hawthorn 14 (16.7%) | heart problems and hypertension

* Percentages are based on the total number of valid responses to question #18, which was 84.

83




Table 4. Herb-related beliefs and practices.

Beliefs and Practices n Weighted %
Have used herbs at least once in lifetime
Yes 96 91.4%
No 9 8.6%
Frequency of herbal use
When needed for short periods of time 60 67.4%
Several times a week 15 16.9%
Every day 11 12.4%
Several times per month 3 3.4%
Used herbs over the last year
Yes 83 85.6%
No 14 14.4%
Learned about herbs from
Family members 66 68.8%
Literature 66 68.8%
Friends 42 43.8%
Health care providers (USSR) 24 25.0%
Media 12 12.5%
Health care providers (US) 6 6.3%
Other sources 2 2.1%
Source of herbs
Russian pharmacy 55 57.9%
Pick their own in fields/woods 37 38.9%
Grow their own 28 29.5%
Imported from USSR 25 26.3%
Russian grocery store 25 26.3%
U.S. pharmacy/store 21 22.1%
Other 6 6.3%
Taking herbs concurrently with medications
Yes 39 48.1%
No 42 51.9%
Informed health care providers of concurrent use
Yes 20 37.0%
No 34 63.0%
Think there may be a problem with concurrent use
Yes 34 51.5%
No 32 48.5%
Think herbs are more effective than medications
Sometimes 37 39.4%
Almost always 32 34.0%
Always 23 24.5%
Almost never 2 2.1%
Never 0 0%
Think herbs are safer than medications
Always 38 40.4%
Almost always 35 37.2%
Sometimes 17 18.1%
Almost never 0 0%
Never 4 4.3%
Believe herbs have helped health
Yes 91 92.9%
No 0 0%
Do not know 7 7.1%
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