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Title 
Complementary and alternative medicine use in Australian children with acute respiratory tract infection - a 
cross-sectional survey of parents. 
 
ABSTRACT  
Background 
Acute respiratory tract infection (ARTI) is a prevalent condition associated with serious health and 
economic implications. A range of strategies is used to manage ARTI in children, including complementary 
and alternative medicines (CAM). There has been little investigation into this area, and this study aims to 
address this knowledge gap. 
 
Methods 
Primary carers of children aged from 0-12 years that utilised CAM for ARTI were invited to participate in 
the online survey in 2019. Survey data were analysed descriptively. 
 
Results 
The 246 surveyed parents specified the types of CAM frequently used to manage ARTI in their children 
were home-remedies. Reasons parents reported using CAM were personal-beliefs and positive past-
experience with CAM practitioners. Information sources that parents consulted when decision-making were 
education, naturopaths, and journals. 
 
Conclusion 
Parents utilised diverse interventions, with home-remedies dominating the choice. Parents were most likely 
well-informed. Notably, parents indicated a preference for an integrative healthcare approach. 
 
MANUSCRIPT  
 
BACKGROUND 
Parenting is possibly the most significant public health issue confronting a society. (1) Parents are the single 
most significant variable in childhood illnesses. Children have different health needs to adults. Children’s 
physiology and behaviour differences require distinctive healthcare that considers the rapid developmental 
change. (2) Commonly children have more illness per year than adults, and one of these is acute respiratory 
tract infections (ARTI). 
 
Acute respiratory tract infections (ARTI) has a high prevalence rate of five incidences per year in children (3), 
high level of morbidity, mortality and disease burden in children (4), high demand for and burden on health 
services. (5-8) ARTI encompasses a large group of symptoms and conditions of the upper and lower 
respiratory system such as cough, fever, running nose, sore throat, blocked nose (6, 9), as defined in previous 
studies. (10, 11) 
 
There are a range of strategies currently available for managing ARTI in children. These strategies can be 
broadly grouped into pharmaceutical treatments (i.e. prescription or over-the-counter medicines) or 
complementary and alternative medicines (CAM; prescribed, self-prescribed or home remedies). 
Pharmaceutical treatment options include the use of antipyretics, analgesics (12, 13), antitussives (14) and 
antibiotics. (15) In the younger child, pharmaceutical treatment options may be somewhat limited as many of 
these agents are not recommended for children under the age of 5 years. (14, 16-19) As such, CAM treatments 
(e.g. aromatherapy, vitamins and foods as medicine) might be considered a popular choice for parents of 
young children (11). Notwithstanding, there is currently limited evidence supporting CAM use in children 
with ARTI. (20-25) 
 
Parents are often the frontline managers of their child’s health. (26, 27) In most cases, parents make decisions 
on the type of care a child receives (10); this can include the management of a child’s illness at home. (28) 
Indeed, when it comes to CAM use, evidence indicates that parents play an essential role in making decisions 
regarding the use of CAM in children up to 12 years of age. (28) A survey of 3015 South Australians (29) 
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found that in households with children (n=659), 42% of parents had prescribed CAM for their child, and less 
than 8% received prescribed treatment from a CAM therapist. With the increasing prevalence of CAM use, 
and in particular, the self-prescribing of CAM, it is important to gain insight into why and how parents select 
CAM for their children. This may assist health practitioners in delivering safe and effective care to children 
with acute respiratory tract infections.  
 
To date, there has been limited research exploring the role of CAM in children with ARTI; there is also little 
known about a parent’s decision-making process regarding the use of CAM for this condition. Findings from 
a recent qualitative descriptive study (10) suggest that a parent’s use of CAM for childhood ARTI may be 
explained through internal and external drivers. Lucas et al (11) reported that internal drivers related to 
personal philosophy, the effectiveness of CAM and past experience with CAM. By contrast, external drivers 
related to information sources like media, friends and education, as well as physical barriers such as cost, time, 
lack of government rebates, and palatability of remedies. Safety was another factor influencing a parent’s use 
of CAM, with parents typically utilising a step-down approach, which generally started with CAM, and 
progressed to biomedical management as needed. Kitchen medicine was identified as the most common form 
of CAM utilised by this purposive sample of parents. (10) 
 
While such research contributes to our understanding of the role of CAM for childhood conditions, there 
continues to persist ongoing knowledge gaps in this area. For example, no known research has described at a 
population level, the CAM management strategies / remedies utilised by parents to manage ARTI in children, 
or the processes involved in formulating such a decision. In the absence of such research, important questions 
regarding parent use of CAM for children with ARTI remain unanswered. Our research aims to answer these 
questions and in turn, address persistent knowledge gaps.  
 
Objectives 
The purpose of this research was twofold: (1) identify the CAM management strategies / remedies utilised by 
parents in the past 12 months to treat ARTI in children aged from 0-12 years, and (2) explore the parental 
decision-making processes that contribute to the choice of CAM management strategies / remedies used to 
treat ARTI in children. 
 
METHODS 
Study Design 
This research used a cross-sectional study design. Ethics approval was granted by the Human Research Ethics 
Committee of the University of South Australia (ID: 0000035018).  
 
Setting and respondents 
The required sample size was based on an estimated target population of 3,974,490 parents of 0-12 year old 
children who utilise CAM and live in Australia (30, 31). Based on this data, and a ± 6% margin of error and 
95% confidence interval for any individual item on the questionnaire, a sample size of 267 was required. 
The inclusion criteria for this research were: (a) primary carer (e.g. mother, father, grandparent or significant 
others [foster parents, aunts, uncles]) of one or more children aged between 0-12 years, (b) resident of any 
Australian State or Territory, (c) utilised CAM (either self-prescribed or recommended by a health 
professional) for the management of ARTI in their children in the past 12 months, (d) have access to the 
internet, and (e) are able to read and understand written English.  
 
As a means of maximising the number of respondents, several recruitment strategies were undertaken. These 
strategies included the use of Social media (Facebook groups and pages) and mainstream media (media 
release, television interview and parenting magazine advertisements). Figure 1 provides an overview of the 
recruitment strategy. All strategies were linked to a Facebook page or recruitment flyer that contained the 
survey link (Figure 1). Additionally, the Facebook page and recruitment flyer contained general information 
about the research and gave the potential respondent an avenue to message the lead researcher.  
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Figure 1. Schematic of the process used to identify and recruit respondents  

 
Survey development 
A customised survey instrument was developed for this research. Questions included in the instrument were 
derived from previous stages of this project (i.e. evidence from a systematic review (11), and themes, codes 
and quotes from two qualitative studies) (10, 32) Development of the survey instrument was undertaken by 
the research team using an iterative consultative process, during which the structure and content of the 
instrument was continually revised. The draft instrument was piloted with a non-probability convenience 
sample of ten respondents, the aim of which was to obtain feedback on the structure, content, ease of use and 
completion time. Feedback from these respondents resulted in further refinements to the instrument, including 
clear descriptions of CAM treatment, and simplification of some questions as well as the response choices. 
The final instrument comprised of 34 items, including questions about the parent’s children (7 items), the 
parent’s use of CAM (10 items), factors influencing the parent’s decision-making process (5 items) and 
parent’s demographic data (12 items). The mean completion time of the instrument was 15 minutes.  
 
Data collection and data analysis 
The survey was administered using the online LimeSurvey© platform. Respondents were required to provide 
informed consent prior to survey participation. Data were collected between April and July 2019. On 
completion of the study, survey data were directly downloaded to Microsoft Excel (version19.29). Data were 
initially reviewed for completeness and errors, with the “cleaned” version exported into SPSS (version 21) for 
data analysis. Given the nature of this research, descriptive data analysis was undertaken using SPSS (version 
21). Frequency distribution and chi-squared test were used to report categorical data, and the t-test used to 
report continuous data.  
 
RESULTS 
A total of 395 respondents participated in the survey, of which data from only 246 respondents could be used 
(Figure 2). A large proportion of respondents failed to complete more than 25% of the survey (n = 147), with 
one respondent not providing consent and one respondent not meeting the inclusion criteria. Data from these 
149 respondents were excluded from the analyses.  
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Figure 2. Respondent flow chart  

 
Respondent characteristics 
Respondents were predominantly female (n=220, 89.4%), with a mean age of 35.3 years (Table 1). 
Respondents largely lived on the east coast of Australia, within the states of Victoria, New South Wales and 
Queensland. Most (84%) respondents were tertiary educated, and 54.1% had a gross combined household 
income over AU$100,000. The majority of respondents were Caucasian (n=191, 85.5%), born in Australia 
(n=189, 84.4%) and lived with their partner and children (n=196, 87.6%). With regards to private health 
insurance, almost half (n=105, 46.8%) of respondents had a combination of hospital and extras cover. 
 
Table 1. Demographic characteristics of respondents (n=246) 

Variable Category Result 
Gender, n (%)  Female 

Male  
Prefer not to say 
N/A 

220 (89.5)  
3   (1.2) 
2   (0.8) 

21   (8.5) 
Age (years), mean (SD)   35.2 (13.3) 
Location, n (%) 
 

Residential Suburb 
Rural  
Regional city 
Residential city 
Remote 

130 (58.1) 
37 (16.5) 
32 (14.3) 
24 (10.7)  
1   (0.4) 

State currently reside in n (%) Victoria 
Queensland 
New South Wales 
South Australia 
Western Australia 
Tasmania 
Northern Territory 
Australian Capital Territory 

98 (43.8) 
42 (18.8) 
37 (16.5) 
15   (6.6) 
16   (7.1) 
11   (4.9) 
3   (1.4) 
2   (0.9) 

Country of birth Australia 
New Zealand 
Germany 
United Kingdom 
India  
South Africa 
Other 

189 (84.4) 
12   (5.5) 
4   (1.8) 
4   (1.8) 
2   (0.8) 
2   (0.8) 

11   (4.9) 

 

Respondents that 
accessed the survey 

(n=395)

Respondents surveys excluded
(n=149) 

Did not met inclusion criteria (n=1)
Consent not given (n=1)

Did not complete more than 25% 
(n=147)

Final respondents data 
used for analysis (n=246)
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Ethnicity Caucasian/white 
European 
Asian 
Multiracial 
Aboriginal/Torres strait Islander 
Other 

191 (85.5) 
15   (6.8) 
5   (2.4) 
4   (1.8) 
2   (0.8) 
6   (2.7) 

Highest qualification, n (%) 
 

Doctorate  
Master’s Degree 
Postgraduate Certificate/Diploma  
Bachelor’s degree (including Honours) 
Associate / Advanced Diploma 
Vocational qualifications 
Completed Year 12 or equivalence 
Less than year 12 
Other 

14   (6.3) 
30 (13.4) 
27 (12.1) 
92 (41.1) 
25 (11.1) 
15   (6.7) 
15   (6.7) 
2   (0.8) 
4   (1.8) 

Household combined annual income 
(gross before tax) n (%) [AUD] 

Below $30,000 
Between $30,000 and $79,999 
Between $80,000 and $99,999 
Between $100 000 and $149,999 
Between $150,000 and $199,999 
$200,000 or more 
Prefer not to say 

9   (4.1) 
35 (15.4) 
23 (10.3) 
66 (29.5) 
31 (13.9) 
24 (10.7) 
36 (16.1) 

Private Health Insurance, n (%)  Yes, hospital cover and extras  
No 
Yes, extras only 
Yes, hospital cover only 

105 (46.8) 
74 (33.0) 
27 (12.1) 
18   (8.1) 

Household occupants, n (%) 
 

Live with a partner and a child/children 
Live with a child/children only 
Live with a partner, child/children and 
extended family  
Live with child/children and other/s   
Other  

196 (87.6) 
18   (8.1) 
7   (3.1) 

 
1   (0.4) 
2   (0.8) 

AUD – Australian dollars; N/A – No response 
 
Regarding the children of the parents, there was an even split of male (n=241, 49.1%) and female (n=250, 
50.9%) offspring, with ages ranging from 1 month to 26 years (mean age 7 years, standard deviation 
4.3703). One-quarter (n=130, 26%) of children had no diagnosed condition, 10.6% (n=52) had dermatitis / 
atopic eczema, 9.6% (n=47) had asthma, 6.3% (n=31) had anxiety, 2.6% (n=13) had autism spectrum 
disorders and 10.9% (n=54) had other conditions. There were 33.4% (n=164) children that there was no data 
regarding diagnosis’s. One in five children (19.8%, n=97) were on current medication, which included 
prescription medicines and supplements. The number of years that parents had utilised CAM in their 
children ranged from 6 months (any condition: n=2, 0.8%%; ARTI: n=3, 1.2%) to the child’s whole life 
(any condition: n=193, 78%; ARTI: n=153, 62%). 
 
CAM remedies used for the management of ARTI 
The CAM interventions used most commonly by parents for the management of ARTI in their children were 
chest rubs or herbal liniments (n=167, 67.9%). This was followed by ingestibles like combined lemon and 
honey drinks (n=164, 66.7%), probiotics (n=158, 64.2%) and honey alone (n=153, 62.2%). The fifth most 
frequently used CAM remedy was food (e.g. soups) (n=148, 60.2%).  
 
Table 2. CAM remedies utilised for the management of ARTI 

Management strategy Respondents 
n (%) 

Chest rubs or herbal liniments 167 (67.9) 
Drink (e.g. lemon and honey) 164 (66.7) 
Probiotics 158 (64.2) 
Honey 153 (62.2) 
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Vitamin C (e.g. powder or tablets) 148 (60.2) 
Foods (e.g. soup, dhal) 148 (60.2) 
Aromatherapy (e.g. eucalyptus oil) 131 (53.3) 
Lifestyle change in clothing (e.g. singlets, scarves, hats, coats) 124 (50.4) 
Garlic (e.g. food or medicinal tablets or liquids) 122 (49.6) 
Lifestyle change in activities (e.g. use of electronics or physical 
activity [rest]) 121 (49.2) 

Lifestyle change in environment (e.g. improving bedroom 
ventilation, removing dust) 114 (46.3) 

Over-the-counter medication (e.g. Panadol, Nurofen) 112 (45.5) 
Herbal combination 108 (43.9) 
Elderflower (e.g. tea or syrup or liquid) 103 (41.9) 
Zinc  101 (41.1) 
Multi-Vitamin / multi-mineral 100 (40.7) 
Echinacea (e.g. tea or syrup or liquid) 97 (39.4) 
Homoeopathic remedy 93 (37.8) 
Magnesium bath soaks 92 (37.4) 
Vaporiser  91 (37.0) 
Ginger (food or medicinal tablets or liquids) 85 (34.6) 
Vitamin D 63 (25.6) 
Prescription medication (pharmaceutical e.g. antibiotics) 60 (24.4) 
Fish oil or essential fatty acids 57 (23.2) 
Salt lamp 56 (22.8) 
Celloids / tissue salts 52 (21.1) 
Peppermint (e.g. tea or syrup or liquid) 49 (19.9) 
Olive leaf extract 48 (19.5) 
Turmeric (e.g. food or drink) 48 (19.5) 
Chiropractic treatment 45 (18.3) 
Ivy leaf extract 44 (17.9) 
Flower Essences 27 (11.0) 
Massage therapy/myotherapy 26 (10.6) 
Compress, (e.g. chest or leg; herbal or food lemon wrap or potato 
wrap) 24   (9.8) 

Onion and honey syrup 17   (6.9) 
Reiki/energy therapy 15   (6.1) 
Osteopathic treatment 13   (5.3) 
Yarrow (e.g. tea or syrup or liquid) 13   (5.3) 
Acupuncture 6   (2.4) 
Cupping 5   (2.0) 
Moxibustion (Chinese herbal heat stick) 2   (0.8) 
Bloodletting (i.e. a traditional Chinese medicine technique to 
remove a small amount of blood 1   (0.4) 

Over the counter supplement combination (CAM) 1   (0.4) 
Gua Sha (Chinese spoons massage) 1   (0.4) 
Other* 14   (5.7) 

*Other included Andrographis, health food shop herbal remedies, increasing 
breastfeeding, Movicol, pelargonium, thyme, prayer healing, traditional Chinese medicine 
blends, colloidal silver, licorice, bloodroot, American ginseng, wild hound and saltwater 
nebulizers. 
 
Types of health practitioners utilised by parents 
Parents consulted a range of health practitioners for the management of their child’s ARTI. The most 
commonly consulted practitioners were naturopaths (n=124, 50.4%), followed by general practitioners (GP) 
(n=63, 25.6%), chiropractors (n=42, 17.1%) and pharmacists (n=42, 17.1%) (Table 3). However, when it 
came to the management of any health condition, parents largely consulted general practitioners (n=198, 
80.5%), with naturopaths reported as the second most commonly visited practitioner (n=119, 48.4%).  
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Table 3. Types of practitioners that parent’s consulted about their child’s ARTI 

Type of Health Practitioner consulted Respondents 
n (%) 

Naturopath 124 (50.4) 
General medical practitioner (GP) 63 (25.6) 
Herbal medicine practitioner 41   (4.1) 
Chiropractor 42 (17.1) 
Pharmacist 42 (17.1) 
Homoeopath 37 (15.0) 
Health Food store Employee 27 (11.0) 
Nutritional/diet-based therapist  26 (10.6) 
Pharmacy store employee 18   (7.3) 
Aromatherapist 13   (5.3) 
Kinesiologist 12   (4.9) 
Osteopath 11   (4.5) 
Traditional Chinese Medicine Practitioner, Acupuncturist or Herbalist  10   (4.1) 
Integrative Medicine practitioner 10   (4.1) 
Massage therapist 6   (2.4) 
Anthroposophic practitioner 6   (2.4) 
Reiki/Energy Healer 4   (1.6) 
Ayurveda therapist 3   (1.2) 

 
Internal drivers of CAM use in ARTI  
Of the 246 respondents, there were 225 responses to this question. The internal drivers refer to the 
individual’s influences on their decision-making, for example, their past experiences. The principal internal 
driver for parents to utilising CAM for childhood ARTI was personal belief [e.g. belief in a natural cure, 
treating the underlying cause, boosting the immune system] (n=173, 76.8%), followed by positive past 
experience with CAM practitioners (n=145, 64.4%). Other internal factors that influenced parent decision 
making regarding CAM use was the perceived effectiveness of medical treatment (n=101, 44.8%), as well as 
the individualisation of CAM treatments (n=94, 41.7%) (Figure 3). 
 
 

 
Figure 3. Internal drivers of parent decision-making 
 
External Information sources 

0 10 20 30 40 50 60 70 80 90 100

Personal belief

Positive past experience with  CAM practitioner

Effectiveness of medical treatment

Individual CAM treatment

Negative past experience with medical practitioner

Individual medical treatment

Positive past experience with medical practitioner

Negative past experience with  CAM practitioner

Very much Somewhat Undecided Not really Not at all
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Of the 246 respondents, there were 225 responses to this question. External information sources refer to the 
resources that parents draw information from to inform their decision-making regarding the use of CAM in 
their child. There was a diverse range of external information sources utilised by parents. The parent’s 
formal education / qualification was the most frequently used source of information (n=102, 45.3% using 
this resource all / most of the time) (Figure 4). This was followed by naturopaths (n=96, 42.6% all / most of 
the time) and scientific/medical journal articles (n=82, 36.3% all / most of the time). Parents sometimes or 
rarely utilised friends (n=163, 72.4%) and associates/parents from their workplace or their child’s school 
(n=146, 64.8%) to inform their decision making. Mainstream (traditional) media were the least utilised 
source of information, including magazines (n=165, 67.1% never using this resource), television (n=169, 
68.7%), radio (n=175, 71.7%) and newspapers (n=174, 70.7%). 
 
 

 
Figures 4. External information sources used to facilitate parent decision-making regarding CAM use for a 
child with ARTI 
 
Factors that limit the use of CAM 
Cost was the most commonly reported barrier to parents using CAM for their children with ARTI; in 
particular, the cost of services (i.e. CAM consultations, with 58.3% reporting this as somewhat/very much a 
barrier) and prescribed treatments (with 50.6% reporting this as somewhat/very much a barrier) (Table 4). 
Personal costs, such as the cost of behaviour change (e.g. changing a diet) were not an obstacle to CAM use 
for most respondents (with 77.4% reporting this as not at all/not really a barrier). Similarly, the time 
required to change behaviours was reported by most (76%) as not at all/not really a barrier to CAM use. 
Interestingly, two-thirds (67%) of parents believed the taste of remedies was not at all/not really a barrier to 
using CAM in their child with ARTI.  
  
Table 4. Barriers to using CAM for a child with ARTI 

0 10 20 30 40 50 60 70 80 90 100

Education - formal qualification
Naturopath

Scientific/medical journal articles
Informal education

General medical practitioner
Partner

Chiropractor
Allied Health Practitioner

Internet
Family (brother, aunt, parents, etc.)

Friends
Social media group

Chinese medicine therapist
Osteopath

Associates/parents from school or work
Social media posts
Massage therapist

Newspaper
Magazine
Television

Radio

All the time/ Most of the time Some of the time/Rarely Never
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Reasons Somewhat 
/ Very 
Much 
n (%) 

Undecided 
n (%) 

Not at all / 
Not really 

n (%) 

Time required to see a CAM practitioner 73 (32.5) 19 (8.5) 133 (59.0) 
Time required to change behaviours (e.g. change diet) 43 (19.2) 11(4.8) 171 (76.0) 

Cost of CAM consultations  131 
(58.3) 

15 (6.6) 79 (35.1) 

Cost of CAM prescribed remedies. 114 
(50.6) 

12 (5.4) 99 (44.0) 

Cost of behaviour change (e.g. changing a diet) 40 (17.8) 11 (4.8) 174 (77.4) 
Taste of CAM remedies 60 (26.7) 14 (6.3) 151 (67.0) 

 
DISCUSSION 
The purpose of this research was to gain an understanding of the types of CAM that Australian parents use 
for the management of ARTI in their children, as well as the factors that impact this decision-making 
process. The findings of this research suggest that a diverse range of interventions are used by parents to 
manage ARTI in children. Despite the diversity of interventions, there was a common thread that seemed to 
unite these strategies – the focus on home remedies. The use of CAM was driven by both internal factors 
(i.e. personal philosophy, positive past experience) and external influences (i.e. parents’ formal education, 
CAM practitioners [i.e. naturopaths], and scientific/medical journals). 
 
The CAM management strategies used most frequently by parents for the management of ARTI in their 
children were chest rubs, drinks, probiotics, honey, vitamin C, food, aromatherapy, lifestyle changes, garlic 
and lifestyle change. Of the top ten most frequently reported CAM management strategies, eight were 
considered to be easily accessible in most homes. For this reason, many of these remedies could be 
described as home remedies. There is limited research surrounding home remedies. (33). Nevertheless, 
home remedies were popular in low-income countries with traditional culture and a mixed picture in higher-
income countries. (34) Parisius, Stock-Schröer (33) cross-sectional survey found that 80% of respondents 
used home remedies in Germany for minor illnesses, (the most common symptoms were ARTI related) 
because of good past experience with home remedies. Home remedies were found to be a standard treatment 
across Asia for ARTI in a 2018 systematic review (11); as well as in an Australia qualitative study, parents 
frequently utilised home remedies for ARTI in children. (10) It could be suggested that home remedies are 
used due to easy access, low cost and perceived effectiveness.  
 
Chest rubs were the most commonly used management strategy for ARTI in children. Given that 
participating parents drew upon scientific journals to inform their decision making, it is possible that the 
body of evidence in support of these treatments could have been a driving factor. For example, the use of 
chest rubs has been previously demonstrated to be an effective treatment for this condition. In a randomised, 
partially double-blinded study of 138 children, Paul, Beiler (35) reported nocturnal symptomatic relief in 
children with upper respiratory tract infections (with symptoms that lasted seven or more days) when using 
five millilitres (mls) of vapour rubs before bed. The children improved by the second night. Similarly, many 
of the foods used as medicine in children with ARTI have been supported by clinical research, including 
lemon and honey drink (11), honey (23, 36-38), garlic (20) and soups (10, 39). The ready and immediate 
access to and availability of these remedies also might explain the popularity of these treatments.  
 
Personal belief systems were an important driver for why participating parents elected to use CAM for the 
management of their child’s ARTI. In the context of this study, these belief systems referred to an 
individual’s health beliefs and their underlying philosophy of wellbeing. (10) This finding aligns with 
previous research, which has consistently identified personal values as a key determinant of CAM use. (40-
42) The link between beliefs and behaviour is called the theory of planned behaviour, and it refers to 
influences on decision-making. Furthermore, Kidwell and Jewell (43) discuss the theory of planned 
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behaviour that links a person’s beliefs to behaviour, influencing their decision-making. This theory appears 
to apply to this population. 
 
A parent’s educational status was also identified as a key factor influencing the use of CAM in children with 
ARTI. To some extent, this finding was not surprising given the plethora of studies already reporting a 
positive correlation between the level of education and CAM use. (44-46) The educational status may 
influence on CAM usage due to graduates obtaining greater information literacy, higher income, and critical 
thinking skills. Consistent with other populations (10, 47), education status and personal philosophy also 
appear to be important pull factors toward CAM for Australian parents.  
 
Currently, the literature discusses the primary health information sourced from either GP (44, 46) or CAM 
practitioners (10, 48). Naturopaths were an influential source of information, and this could be due to them 
being the second largest CAM practitioners in Australia (49) as well as their popularity. In Australia, 
naturopaths are one of the top five CAM practitioners consulted by 6.2% of adults. (50, 51) These findings 
might correspondingly indicate there is no one singular source of information and CAM consumers might 
use several sources when making health care decisions. 
 
Why Australian parents chose to self-prescribe CAM may partly to do with the prohibitive costs associated 
with accessing CAM for their children, which has been supported by previous research. (52) CAM 
practitioners seem to be aware of this issue and have addressed it using novel means such as using dietary 
remedies and decreasing the amount of remedies prescribed. (32) However, the CAM self-prescribing 
strategy might be a false economy as, over the long term, the burden of care might be inadvertently shifted 
to other health practitioners. (53)  
 
While some have suggested that CAM users may have a negative perception of biomedicine (47), this 
research did not support this notion. Parents’ in this research reflected a desire for a nuanced and integrated 
approach where health practitioners, biomedical and CAM, work together. These finding are consistent with 
other research which have explored the use of CAM and biomedicine. (12, 54, 55), and oppose the popular 
notion of “us versus them” when describing CAM and biomedicine, when, in fact, the reality reflects a more 
integrated approach by parents of children with ARTI.   
 
Limitations 
As with any research, there are limitations to this study as well. Given that this research was focussed on 
Australian, English-speaking parents, generalisability of these findings to a global context is limited. This is 
particularly important as CAM is widely practised in various parts of the world where English is not the first 
language. As the survey was disseminated through electronic means, it is likely that those without access to 
a computer or the internet could not participate.  
Given that there are no centralised access points to parents of children with ARTI, this recruitment strategy 
was the most feasible and practical. Given the breadth and depth of the survey, respondent burden was 
likely.  For example, some respondents completed 32 questions then stopped, with the final four questions 
regarding decision-making not answered by 8% of respondents. Finally, while the final sample size was 
smaller than anticipated, it was similar to or greater than the sample sizes of other CAM surveys (56-59). 
Notably, respondents who did complete the survey in full appeared to have similar demographic 
characteristics to the typical CAM consumer, including similar  age, sex, education level, and income  (44, 
45, 60)  
 
CONCLUSION 
This research has provided new insights into Australian parents’ self-reported use of CAM, and the drivers 
of CAM use, for children with ARTI. Easily accessible and readily available home remedies seem to be the 
first port of call for many parents. However, contrary to the view that CAM users are anti-mainstream 
medicine, participating parents reportedly engaged with both CAM and biomedicine for the management of 
ARTI in their child. A parent’s decision to use CAM was primarily underpinned by, and informed from, 
their own educational background, as well as consultation with a trained health practitioner and the scientific 
literature, with minimal reliance on the media. These decisions were superimposed by a parent’s personal 
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philosophy and belief systems, and their past experiences of engaging with CAM. Collectively, these 
findings highlight a rich, diverse and yet considered approach by parents when choosing to engage with 
CAM for their child’s ARTI, which brings together the strengths of CAM as well as biomedicine. 
 
List of Abbreviations 
ARTI - acute respiratory tract infection 
CAM - complementary and alternative medicine  
GP - general medical practitioner 
TCM - traditional Chinese medicine 
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