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Abstract

Background: Pregnant and breastfeeding women's use of complementary medicine

products (CMPs) is common, and possibly associated with autonomous health care

behaviours. However, the health literacy levels and health locus of control (HLOC)

beliefs of women who use CMPs in pregnancy and lactation have not been

previously assessed in a large Australian sample.

Aim: The aim of this study is to determine the health literacy levels and HLOC beliefs

of women who use CMPs in pregnancy and lactation and determine the types of

CMPs used.

Methods: A cross‐sectional, national, online survey of Australian pregnant or

breastfeeding women aged 18 years and older, and currently using CMPs was

conducted.

Results: A total of 810 completed surveys (354 pregnant and 456 breastfeeding

women) were analysed. Most had adequate functional health literacy levels (93.3%).

Health care practitioners (HCPs) HLOC mean scores were the highest for the sample,

followed by Internal HLOC beliefs mean scores. Almost all (n = 809) took at least one

dietary supplement, the most popular being pregnancy and breastfeeding multi-

vitamins, iron supplements and probiotics. Use was generally in line with clinical

recommendations, except for low rates of iodine supplementation. Herbal medicine

use was lower for the total sample (57.3%, n = 464), but significantly higher

(p < .0001) for the breastfeeding cohort, with consumers taking one to four herbal

medicines each. The most popular herbs were raspberry leaf, ginger, peppermint and
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chamomile (pregnant respondents) and chamomile, ginger and fenugreek (breast-

feeding respondents).

Conclusions: Respondents were health literate, with high scores for Internal and

HCP HLOC scales, suggesting that they are likely to demonstrate self‐efficacy,

positive health behaviours and work well in partnership with HCPs. HCPs can fa-

cilitate discussions with pregnant and breastfeeding women using CMPs, while

considering women's health literacy levels, health beliefs and goals.

K E YWORD S

breast feeding, complementary medicine products, dietary supplements, health literacy, health
locus of control, herbal medicine, pregnancy

1 | BACKGROUND

Many Australians' health care practices include the use of com-

plementary medicine (CM), including complementary medicine pro-

ducts (CMPs) like dietary supplements and herbal medicines.1–5

During pregnancy and lactation, some CMPs like iodine and folic acid

supplements have been shown in clinical trials to improve outcomes

for the mother and baby, and so are routinely prescribed or

recommended as part of mainstream evidence‐based biomedical

maternity care.6 These recommendations are also endorsed by CM

practitioners in Australia.7–9 As such, the definition of a CMP can

vary according to context, and the prescriber or recommender.

Self‐prescription of CMPs, including herbal medicines and dietary

supplements like folic acid, is also common.8,10 The following op-

erational definition of CMPs was used in this study, and was based on

documents from the Pharmacy Guild of Australia,11 the Australian

Government Department of Health and Ageing,12 the Australian

National Health Medical Research Council,13 The Royal Australian

and New Zealand College of Obstetricians and Gynaecologists

[RANZCOG]6 and several Australian research papers and text-

books,7–9,14,15 and aligns with international definitions of CMPs16–20

(File S4):

CMPs are products like herbal medicines and vitamin and

mineral supplements and probiotics. Some vitamins and

minerals (e.g., iron, folate or iodine supplements) may be

recommended by your doctor or other health care

practitioner and have a scientific evidence base. Other

CMPs like some herbal medicines may have traditional

uses but may not have been scientifically researched.

Women's use of CMPs in pregnancy and lactation has been as-

sociated with women's desire to positively enhance their own health

and that of their babies,9,21,22 including the treatment of common

conditions of pregnancy (e.g., nausea and vomiting of pregnancy,

preparation for labour)9,10,21 and lactation (e.g., blocked ducts, mas-

titis and concerns with breastmilk supply).9,22,23 Mothers' CM use has

also been associated with having tertiary levels of education7,10,23–29

and higher income or employment levels,10,23,25,28,30 and being

nonsmokers.26,29,30 Previous Australian qualitative research found

good functional health literacy levels to be linked to CMP use in

pregnancy and lactation.22,31,32 Previous research has also noted

that women's use of CM and CMPs helps facilitate their self‐

determination, autonomy and control over health during pregnancy

and lactation.33–38

The Health Locus of Control Form C (MHLC‐C)39,40 measures

Internal, Doctors (operationalized as health care practitioners [HCPs] in

this study), Other People or Chance Locus of Control beliefs,40,41 with

results indicating where a respondent believes control of her health,

and in respect to pregnancy and lactation, where responsibility for

the health of her unborn or breastfeeding children, lies.41 Studies

focusing on Health Locus of Control (HLOC) beliefs39,42 in preg-

nancy43,44 and breastfeeding45 have found that higher Internal HLOC

beliefs are associated with several different aspects of health and

self‐efficacy, including positive self‐care behaviours in mothers with

gestational diabetes46; choosing to birth in midwifery‐led, low‐

intervention birthing units over obstetrician‐led medical wards44;

breastfeeding self‐efficacy and success45; and positive mental health

pre‐47 and postnatally.45 In general populations, higher Internal

HLOC beliefs in healthy adults have been associated with increased

use of CM therapies and CMPs,48–51 and healthy behaviours in-

cluding regular exercise.48 Previous research9,52–56 has revealed that

pregnant and breastfeeding women's use of CMPs is linked to beliefs

that CMP use is health‐promoting for both themselves and their

babies; however, the HLOC beliefs of mothers using CMPs have not

been measured before. Measuring HLOC beliefs in women who use

CMPs during pregnancy and lactation could help confirm the type/s

of control beliefs associated with this use, and confirm whether self‐

efficacy, or dependence on others, chance or HCPs influences wo-

men's CMP use during pregnancy. This would help and inform the

practices of HCPs working in maternity care around the use of CMPs.

Maternal health literacy can be described as ‘the cognitive and

social skills that determine the motivation and ability of women to

gain access to, understand and use information in ways that promote

and maintain their health and that of their children’.57 Good health

literacy encourages healthy pregnancy and postpartum behaviours,
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and is a vital component of understanding and using the information

to make health‐promoting decisions, including decisions about med-

icines used.9,58 Despite the potential impact that poor health literacy

could have on many aspects of health and health care choices during

pregnancy and lactation,58 the effects of maternal health literacy on

women's reproductive health and CMP use is under‐researched.9

Previous research has confirmed the high prevalence of CMP use in

pregnancy and lactation7,8,10,23,24,26,59 and raised concerns regarding

maternal health literacy and the ability to make safe decisions re-

garding CMP use in pregnancy and lactation.1,60–62 Nevertheless, this

previous research has not included measurements of health literacy

in pregnant and breastfeeding respondents with respect to the use

of CMPs.

As part of a larger, national cross‐sectional study investigating

factors influencing women's decision‐making regarding the use of

CMPs in pregnancy and lactation, this paper reports on the women's

health literacy levels, HLOC beliefs and the types of CMPs used and

compares the use of CMPs by the pregnant and breastfeeding

cohorts.

2 | METHODS

2.1 | Ethical approval

Ethical approval for the study was obtained fromThe University of

Sydney Human Research Ethics Committee, approval number

2018/1010. The survey questionnaire was completed and sub-

mitted online, and completion of the questionnaire was taken as

consent to participate. The survey questionnaires were completed

anonymously, and no identifying data such as name or date of birth

were collected. The Participant Information Statement (PIS) in-

formed participants of these considerations. Additionally, the PIS

clearly stated that participants could withdraw their consent to

participate in the study at any time before submitting their com-

pleted surveys, but that because all the data were collected

anonymously, it would not be possible to extract submitted data

once completed surveys had been submitted. The PIS also outlined

an incentive to participate: At the end of the survey, respondents

were given the option of entering their email addresses to go into

the draw to win an iPad mini® and/or to receive a summary of the

overall results of the study. If they chose either of these options,

they were automatically redirected to a separate survey so that

their email addresses were not linked to the information gathered

in the study survey.

2.2 | Survey design

A national, cross‐sectional, online, anonymous, self‐administered

questionnaire was designed and set up using the Qualtrics63 plat-

form. The questionnaire (File S1) comprised of 70 questions and took

approximately 20min to complete. The completed Checklist for

Reporting Results of Internet E‐Surveys (CHERRIES)64,65 appears in

File S2.

2.3 | Inclusion criteria

The inclusion criteria for the study were aged 18 years or over,

currently pregnant and/or breastfeeding, currently taking one or

more CMPs and living in Australia. Three eligibility screening ques-

tions were used at the beginning of the survey.

2.4 | Patient or public contribution

This study was designed by a multidisciplinary team of HCPs and re-

searchers without direct public involvement. However, the survey

items were informed by data from earlier qualitative research with the

same population.22,31,32 The pilot questionnaire was designed by the

research team, all of whom have experience of pregnancy and mo-

therhood, and three of whom have the clinical experience

of working with pregnant or breastfeeding women as a naturopath

(L. A. J. B.), pharmacist (P. A.) and midwife (L. B.), respectively. The

questionnaire was piloted by several lay‐women volunteers who ful-

filled the study inclusion criteria. Volunteers piloted the questionnaire

on tablets, mobile telephones and laptops. Each volunteer trialled the

questionnaire twice (once as a pregnant participant and once as a

breastfeeding participant). They were invited to comment on its us-

ability and relevance, and their data were not included in the final data

analysis. Volunteers were asked to comment on the ease and usability

of the questionnaire, as well as their understanding of the questions,

which helped confirm face validity.66 Feedback was generally positive,

with volunteers reporting that the survey made sense and was easy to

understand, flowed well and covered topics they expected in a survey

on CMP use in pregnancy and breastfeeding (content validity). The

participants did not suggest any wording changes to the questions, nor

did they suggest any additional questions. Furthermore, their under-

standing of the questions and purpose of the study was aligned with

our understanding. It took between 17 and 25min for each of the

volunteers to complete the questionnaire. The first 20 completed

questionnaires were also examined to ascertain how long it took for

respondents to complete the survey. The Qualtrics data showed that

the minimum length of time taken was 14min and the maximum time

was 30min (average time was 22min).

2.5 | Sample size calculations

Sample sizes were based on calculated populations of pregnant and

breastfeeding women. The number of registered births in Australia in

one year was used as a proxy number for the population of Australian

pregnant women (n = 311,104).67 Data reporting the number of

Australian infants receiving any breastmilk were used as a proxy

number for the number of breastfeeding mothers in Australia
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(n = 163,478).68 Prevalence sample size calculations with finite po-

pulation corrections were performed using the online tool http://

sampsize.sourceforge.net/iface/ for all outcome variables. The

populations for pregnancy and breastfeeding were calculated sepa-

rately. All calculations used a precision of 5% and a confidence

interval of 95%. The calculated sample sizes were 384 pregnant re-

spondents and 384 breastfeeding respondents (768 complete

surveys).69

2.6 | Recruitment

Recruitment occurred entirely online and primarily through posts

generated from a Facebook page specific to the research project,

and have been described elsewhere.70 Paid promoted posts

(‘boosted’ posts) were used to advertise the study to potential

participants. Purposive and snowball recruitment occurred by re-

questing posts to be shared on relevant Australian Facebook pages

and by sharing nonboosted posts through the research team's own

social network connections. All posts contained a link to the survey

in the Qualtrics platform. No Internet Protocol (IP) addresses or

other identifying data were retained as part of the survey data.

The survey recruitment period lasted 10 weeks (6 July–17

September 2019).

2.7 | Measures

The complete survey is presented in File S1. The following sections

outline the specific sections relevant to this paper.

2.7.1 | Demographic characteristics

Demographic questions included age, smoking status, pregnancy or

breastfeeding status, number of children, gestational age of the child

(pregnant participants), age of the breastfeeding child (breastfeeding

participants), marital status, postcode of residence (to assess rurality),

weekly household income, education levels, country of birth of the

respondent and countries of birth of her parents and the main lan-

guage spoken at home.

2.7.2 | CMP use

The operational definition of CMPs (see Section 1) was provided to

respondents at several points in the survey. Respondents were

asked to indicate the dietary supplements and/or the herbal

medicines that they currently consumed from lists of CMPs com-

monly reported as being used in pregnancy or lactation.22,31,32 An

‘other’ category with the option of including free‐text responses

was included.

2.7.3 | Health literacy

Health literacy levels were measured using two validated health lit-

eracy tools: the single‐item health literacy screening question,71

which measures respondents' risk of inadequate health literacy using

a single, simple question, and the Newest Vital Sign (UK version),72

which measures functional health literacy levels in under 3min using

six questions about a nutrition label. Use of the two validated health

literacy tests helped confirm the consistency of the results by facil-

itating comparisons between respondents' risk of inadequate health

literacy and their functional health literacy skills.

2.7.4 | Health locus of control beliefs

The validated 18‐item MHLC‐C39,40 was used to test whether high

Internal, Doctors (operationalized as ‘Health Care Practitioners’), Other

People, or Chance Locus of Control health beliefs influenced re-

spondents' CMP use decision‐making in pregnancy and lactation. The

MHLC‐C was developed to be adapted for use with people living with

any disease‐ or health‐related condition.39,41 For the purposes of this

study, ‘health and well‐being during pregnancy’ and ‘health and well‐

being as a breastfeeding mother’ were substituted for the word

‘condition’ in the MHLC‐C for the pregnant and breastfeeding

participants, respectively.

2.8 | Data analysis

Data were analysed using IBM SPSS Statistics V24 and Excel. Data

were screened and incomplete surveys were removed as per the

protocol, which outlined that incomplete surveys would be removed

before analysis, pending the receipt of at least 768 complete surveys

to enable meaningful data analysis73 (see sample size calculations).

Surveys marked ‘complete’ in Qualtrics, indicating that the re-

spondent had progressed through all 70 survey items, were included

in analyses, provided that at least 75% of the items were completed.

Descriptive analyses, followed by χ2 tests, were carried out for all

demographic, health literacy and CMP use data to examine differ-

ences between the pregnant and breastfeeding respondents. Missing

data were not included in the statistical analyses. Statistical sig-

nificance was defined as a p < .05.

The research hypotheses tested were that there would be no

statistically significant differences between the two cohorts (preg-

nant and breastfeeding women) in the total number of dietary sup-

plements or herbal medicines taken; that both cohorts would be

similar in their functional health literacy levels and that there would

be no differences between the two groups in the numbers of women

at risk of inadequate health literacy; and that both cohorts would

have similar HLOC scores for all four subscales. Poisson regression

analysis was performed to model the count data for dietary supple-

ments and herbal medicines, respectively, to observe whether there
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were significant differences in the numbers taken between the

pregnant and breastfeeding respondents.

2.8.1 | Health literacy levels

For the single‐item health literacy screening question How con-

fident are you filling out medical forms by yourself?,71 respondents

answering ‘somewhat’ or ‘a little bit’ or ‘not at all’ were considered

to be at risk of inadequate health literacy. Those answering

‘extremely’ or ‘quite a bit’ confident were not considered to be at

risk of inadequate health literacy.71 For the Newest Vital Sign, re-

spondents who scored 0–1 correct (out of six questions) were

considered to have a high likelihood of limited functional health

literacy skills.72,74 Those who scored 2–3 were considered to be at

risk of inadequate functional health literacy skills, and those who

scored 4–6 correct were considered to have adequate functional

health literacy skills.72,74

2.8.2 | Health locus of control beliefs

Means for each subscale of the MHLC‐C were calculated for the two

cohorts, hence providing scores on the original 1–6 subscales. To

examine differences between the results for the breastfeeding and

pregnancy cohorts, and calculate estimated marginal means of mea-

sure, a repeated‐measures analysis of variance analysis was per-

formed for the four HLOC subscales.

3 | RESULTS

3.1 | Responses collected

A total of 1418 women were enroled in the survey. Of these, 168

respondents were excluded as they did not fulfil the eligibility criteria,

and a further 440 incomplete surveys were removed. A total of 810

completed surveys (57.1%) were collated for analysis.

3.2 | Demographics

Of the 810 responding women, 325 (40.1%) were currently pregnant;

456 (56.3%) were currently breastfeeding; and 29 (3.6%) were cur-

rently both pregnant and breastfeeding. For all data analyses, the

respondents who were currently both pregnant and breastfeeding

were included in the pregnant respondents' group, resulting in two

sub‐samples (cohorts) being ‘currently pregnant’ (n = 354, 43.7% of

the total sample) or ‘currently breastfeeding’ (n = 456, 56.3%). Almost

half of the respondents (n = 363, 44.8%) reported having two or more

children, and 369 (45.6%) were pregnant with (n = 161, 22%) or

breastfeeding their first child (n = 208, 28.4%; Table 1).

Respondents ranged in age from 19 to 53 years, with the mean

age being 33.8 years (SD = 4.6) and the median age being 34.0 years.

Other demographic data are summarized in Table 2. There were no

significant differences between the demographic characteristics of

the two cohorts, except for income levels, where pregnant re-

spondents had significantly higher income (Pearson's χ2 = 16.430,

p = .021; Table 2).

TABLE 1 Pregnancy‐ and breastfeeding‐related characteristics
of the sample

Number of
respondents (n)

Relative
frequency (%)

Pregnant or breastfeeding status (n = 810)

Currently pregnant 325 40.1

Currently breastfeeding 456 56.3

Currently pregnant and
breastfeeding

29 3.6

Total 810 100

If currently pregnant (includes those currently pregnant and

breastfeeding) (n = 354)

First trimester
(0–12 weeks)

58 16.4

Second trimester
(13–27 weeks)

140 39.5

Third trimester
(28–42 weeks)

156 44.1

Total 354 100

If currently breastfeeding, age of breastfed child (n = 456)

0–2 months 104 22.8

3–5 months 106 23.2

6–8 months 67 14.7

9–11 months 43 9.4

12–15 months 47 10.3

16–18 months 19 4.2

19–23 months 30 6.6

Over 2 years old 40 8.8

Total 456 100

Number of children (n = 810)

Pregnant with her first
child

161 22.0

Breastfeeding her first
child

208 28.4

2 Children 270 36.9

3 Or more children 93 12.7

Total 732 100

Missing data 78
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TABLE 2 Demographic characteristics of the sample

Pregnant
respondents
(n = 354)

Relative
frequency
(%)

Breastfeeding
respondents
(n = 456)

Relative
frequency
(%)

Whole
sample
(n = 810)

Relative
frequency
(%)

Pearson's
χ2 value p Value

Smoking status

Currently smokes 4 1.2 5 1.3 9 1.2 35.043 0.371

Does not currently
smoke

322 98.2 390 98.2 712 98.2

Prefer not to
respond

2 0.6 2 0.5 4 0.6

Total 328 100 397 100 725 100

Missing data 26 59 85

Marital status

Single 5 1.5 6 1.5 11 1.5 1.603 0.659

Married or in de
facto relationship

322 97.3 391 97.8 713 97.5

Separated or
divorced

1 0.3 2 0.5 3 0.4

Other 3 0.9 1 0.3 4 0.5

Total 331 100 400 100 731 100

Missing data 23 56 79

Highest education level

Year 10 (school
certificate)

4 1.2 5 1.3 9 1.2 2.718 0.91

Year 12 (high school
certificate) or
equivalent

9 2.7 10 2.5 19 2.6

Certificate 1–4 13 3.9 23 5.8 36 4.9

Diploma 24 7.2 31 7.8 55 7.5

Associate diploma 5 1.5 8 2 13 1.8

Bachelor's degree 126 38 156 39 282 38.5

Postgraduate studies
at university

149 44.9 163 40.8 312 42.6

Other 2 0.6 4 1 6 0.8

Total 332 100 400 100 732 100

Missing data 22 56 78

Approximate weekly household income level ($AUD)

No income 2 0.6 0 0 2 0.3 16.43 0.021a

$1–$456 per week 6 1.8 10 2.5 16 2.2

$457–$960
per week

27 8.2 40 10 67 9.2

$961–$1616
per week

64 19.3 115 28.8 179 24.5

$1617–$2489
per week

101 30.5 106 26.6 207 28.4

74 22.4 62 15.5 136 18.6
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TABLE 2 (Continued)

Pregnant
respondents
(n = 354)

Relative
frequency
(%)

Breastfeeding
respondents
(n = 456)

Relative
frequency
(%)

Whole
sample
(n = 810)

Relative
frequency
(%)

Pearson's
χ2 value p Value

$2490–$5036
per week

$5037 or above
per week

13 3.9 11 2.8 24 3.3

I prefer not to
answer

44 13.3 55 13.8 99 13.6

Total 331 100 399 100 730 100

Missing data 23 57 80

Main language spoken at home

English 324 97.9 385 96.5 709 97.3 3.141 0.208

Other 7 2.1 14 3.5 20 2.7

Total 331 100 399 100 729 100

Missing data 23 57 81

Country of birth

Australia 258 77.7 324 81.2 582 79.6 17.203 0.07

The United Kingdom 18 5.4 14 3.5 32 4.4

New Zealand 10 3 5 1.3 15 2.1

China 3 0.9 1 0.3 4 0.5

India 3 0.9 2 0.5 5 0.7

The Philippines 6 1.8 0 0 6 0.8

Vietnam 0 0 3 0.8 3 0.4

South Africa 5 1.5 8 2 13 1.8

Malaysia 3 0.9 3 0.8 6 0.8

Germany 1 0.3 2 0.5 3 0.4

Other 25 7.5 37 9.3 62 8.5

Total 332 100 399 100 731 100

Missing data 22 57 79

Participation by Australian state or territory

Australian Capital
Territory

19 5.7 16 4 35 4.8 15.371 0.052

New South Wales 133 40.2 185 46.6 318 43.7

Northern Territory 3 0.9 3 0.8 6 0.8

Queensland 59 17.8 58 14.6 117 16.1

South Australia 24 7.3 21 5.3 45 6.2

Tasmania 14 4.2 17 4.3 31 4.3

Victoria 53 16 72 18.1 125 17.2

Western Australia 26 7.9 25 6.3 51 7

Total 331 100 397 100 728 100

Missing 23 59 82

(Continues)
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3.3 | CMP use

All respondents reported taking at least one CMP. The two main types of

CMPs used by the sample were dietary supplements and herbal

medicines. Almost the whole sample reported taking dietary supplements

(n=808). Herbal medicine use was much lower: 464 respondents

(57.3%) reported that they took herbal medicines (n =186, 52.5% of

pregnant respondents and n =278; 61.0% of breastfeeding respondents).

TABLE 2 (Continued)

Pregnant
respondents
(n = 354)

Relative
frequency
(%)

Breastfeeding
respondents
(n = 456)

Relative
frequency
(%)

Whole
sample
(n = 810)

Relative
frequency
(%)

Pearson's
χ2 value p Value

Urban or rural residence according to the ASGS_RA_2016 categories75,b

Major cities of

Australia

235 71 266 66.8 501 68.7 10.711 0.057

Inner regional
Australia

71 21.5 94 23.6 165 22.6

Outer regional
Australia

22 6.6 32 8 54 7.4

Remote and very
remote Australia

3 0.9 6 1.5 9 1.2

Total 331 100 398 100 729 100

Missing 23 58 81

aPregnant respondents had significantly higher incomes than breastfeeding respondents.
bASGS_RA_2016 categories = Australian Statistical Geography Standard75—Remoteness area categories as used by the Australian Bureau of Statistics.

TABLE 3 Types of dietary supplements used by the respondents

Dietary supplementa
Pregnant
(n = 354)

Relative
frequency
(%)

Breastfeeding
(n = 456)

Relative
frequency
(%)b

Total sample
(n = 810)

Relative
frequency
(%)b

Pregnancy or breastfeeding
multivitamin

282 79.7 284 62.6 566 70.0

Iron 140 39.5 138 30.4 278 34.4

Probiotics (e.g., acidophilus) 111 31.4 195 43.0 306 37.9

Vitamin D 109 30.8 128 28.2 237 29.3

Folic acid 84 23.7 35 7.7 119 14.7

Omega 3 supplements 75 21.2 116 25.6 191 23.6

Vitamin C 56 15.8 41 9.0 153 18.9

Other 47 13.3 77 17.0 124 15.3

Calcium 44 12.4 53 11.7 97 12.0

Iiodine 41 11.6 33 7.3 74 9.2

Zinc 32 9.0 56 12.3 88 10.9

Vitamin B12 32 9.0 36 7.9 68 8.4

B vitamins 27 7.6 55 12.1 82 10.1

Vitamin B6 20 5.6 23 5.1 43 5.3

Evening primrose oil 6 1.7 6 1.3 12 1.5

aRespondents could choose more than one option.
bn = 2 missing data.
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3.3.1 | Dietary supplements

Only two breastfeeding respondents (0.4%) reported that they did

not take any dietary supplements. All pregnant respondents reported

taking at least one dietary supplement (Table 3). The most popular

dietary supplements taken by the sample overall were pregnancy and

breastfeeding multivitamins (n = 566, 70.0%), followed by probiotics

(n = 306, 37.9%) and iron supplements (n = 278, 34.4%). Iodine sup-

plementation in the sample was low, with only 41 (11.6%) pregnant

respondents and 33 (7.3%) breastfeeding respondents reporting

taking iodine (Table 3).

Respondents reported taking between 1 and 18 supplements

each, with most (n = 450, 62.8%) taking between one and three

supplements (File S3, Table AF3.1). Pregnant respondents took an

average of 3.4 supplements each (median = 3.0), and breastfeeding

respondents took an average of 3.5 supplements each (median = 3.0).

Poisson regression analysis showed that there were no significant

differences between the numbers of dietary supplements taken

by pregnant respondents versus breastfeeding respondents (Wald

χ2 = 3695.806, p = .413).

3.3.2 | Herbal medicines

Only 186 (52.5%) pregnant respondents and 278 (61.0%) breast-

feeding respondents reported taking herbal medicines. For the whole

cohort, the herbal medicines used most frequently were ginger

(n = 120, 14.8%), chamomile (n = 118, 14.6%), peppermint (n = 104,

12.8%) and raspberry leaf (n = 100, 12.3%; Table 4). The most fre-

quently reported herbs taken by pregnant respondents were rasp-

berry leaf (n = 58, 16.4%), followed by ginger (n = 57, 16.1%),

peppermint (n = 51, 14.4%) and chamomile (n = 40, 11.3%). Chamo-

mile was the most frequently reported herb taken by the breast-

feeding cohort (n = 78, 17.1%), followed by ginger (n = 63, 13.8%) and

fenugreek (n = 61, 13.4%; Table 4).

Respondents who reported using herbs were taking between 1

and 15 herbal medicines each, with most taking between one and

four (File S3, Table AF3.2). Pregnant respondents took an average

of 2.1 herbal medicines each (median = 2.0), and breastfeeding

respondents took an average of 2.7 herbal medicines each

(median = 2.0).

Poisson regression analysis showed that the number of herbal

medicines taken reported by the breastfeeding respondents was

significantly higher than the number taken by the pregnant re-

spondents (Wald χ2 = 589.584, p < .0001).

3.4 | Health literacy

Results from the single‐item health literacy question71 indicated that

only 28 respondents (3.8%) were at risk of inadequate health literacy

(File S3, Table AF3.3). There were no significant differences between

TABLE 4 Types of herbal medicines used by the respondents

Herbal medicinea

Pregnant
respondents
(n = 354)

Relative
frequency
(%)a

Breastfeeding
respondents
(n = 456)

Relative
frequency
(%)b

Total
sample (n = 810)

Relative
frequency
(%)b

Raspberry leaf 58 16.4 42 9.2 100 12.3

Cranberry 15 4.2 14 3.1 29 3.6

Echinacea 25 7.1 55 12.1 80 9.9

Ginger 57 16.1 63 13.8 120 14.8

Peppermint 51 14.4 53 11.6 104 12.8

Chamomile 40 11.3 78 17.1 118 14.6

Fenugreek 4 1.1 61 13.4 65 8.0

St. Mary's thistle (milk
thistle)

2 0.6 19 4.2 21 2.6

Dong quai 2 0.6 4 0.9 6 0.7

Shatavari 0 0.0 10 2.2 10 1.2

Herbal extracts or teas
from my health

practitioner

11 3.1 31 6.8 42 5.2

Other (please specify) 24 6.8 57 12.5 81 10.0

I do not currently take
any herbal medicines

168 47.5 178 39.0 346 42.7

aResults are not mutually exclusive—respondents could choose all herbal medicines that applied.
bAll respondents answered this question.
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the numbers of pregnant and breastfeeding respondents at risk of

inadequate health literacy (Pearson's χ2 = 6.814, p = .146; File S3,

Table AF3.3).

Results from the Newest Vital Sign72,74 indicated that 682 re-

spondents (93.3%) had adequate functional health literacy skills

File S3, Table AF3.4). There were no significant differences between

the numbers of pregnant and breastfeeding respondents with ade-

quate functional health literacy (Pearson χ2 = 2.523, p = .283; File S3,

Table AF3.4).

3.5 | Health locus of control

For the whole sample, HCPs HLOC had the highest mean scores

(above 4.0 for both cohorts), followed by Internal HLOC, scoring

above 3.5 for both cohorts (Table 5). Both Chance and Other People

HLOC means scored considerably lower (Table 5). This indicated that

the whole sample felt that HCPs had substantial control over their

pregnancy or breastfeeding health, although this was significantly

higher for the pregnant cohort. The high Internal HLOC scores also

indicated that the whole sample had strong beliefs in their own

abilities to control their health.

Significant differences between the two cohorts were found

for Internal HLOC, HCP HLOC and Chance HLOC mean scores,

but not for Other People HLOC mean scores, Wilks' λ = 0.33,

F (3,726) = 483.09, p < .0001 (Table 5 and File S3, Figure AF3.1).

The high mean Internal HLOC scores indicated that the whole

sample had strong beliefs in their own abilities to control their

health. Although the mean scores for the Chance HLOC were

much lower than for the Internal HLOC and HCPs HLOC, sig-

nificantly more pregnant respondents felt that chance or fate in-

fluenced their health compared to the breastfeeding respondents.

The Other People HLOC results show that the whole sample did

not feel that Other People had significant control over their

pregnancy or breastfeeding health.

4 | DISCUSSION

The objectives of this paper were to investigate the health literacy

levels and HLOC beliefs of Australian women who use CMPs in

pregnancy and lactation. Differences in the types of CMPs used by

the two cohorts in the sample were investigated, as were differences

in health literacy levels and HOLC beliefs. The respondents were

highly educated, health literate and engaged in health‐promoting

behaviours. They were unique compared to previous samples of

Australian pregnant and breastfeeding women in general, and those

using CMPs in pregnancy and lactation, in three main areas: parity

(number of children), breastfeeding history and health literacy levels.

While primiparity is associated with CMP use in some Aus-

tralian8,26,28,30,76 studies, nearly half of the respondents (44.8%) re-

ported having two or more children. To our knowledge, and following

careful literature scrutiny, this is the first Australian study that has

shown this result. The high proportion of women breastfeeding an

infant over 5 months of age in the breastfeeding cohort (n = 246,

53.9%) is also notable because the rates of breastfeeding in Australia

fall far below77,78 the optimal recommendations of exclusive

breastfeeding for 6 months, with the gradual introduction of family

foods and continued breastfeeding for 12–24 months and be-

yond.79–81 This is important, as Australian breastfeeding rates are

known to dramatically drop from 6 months of age, when approxi-

mately 60% of Australian babies receive any breastmilk, to only 7.4%

of Australian babies receiving any breastmilk between 19 and

24 months of age.68 The vast majority of respondents were health

literate, and a large proportion (n = 594, 81.1%) were university

educated. Similar results regarding parity, long‐term breastfeeding

TABLE 5 Health locus of control (HLOC) means for the four subscales

N
respondents

Missing
(n/810) Mean

Std.
deviation

Std.
error mean p Value

Health care
practition-

ers HLOC

Pregnant 332 78 4.68 0.78 0.04 <.0001*

Breastfeeding 400 4.26 0.97 0.05

Internal HLOC Pregnant 332 79 3.66 0.80 0.04 <.0001***

Breastfeeding 399 4.01 0.84 0.04

Chance HLOC Pregnant 332 79 2.89 0.88 0.05 <.0001**

Breastfeeding 399 2.55 0.9 0.05

Other
people
HLOC

Pregnant 331 80 3.26 0.82 0.05 .933

Breastfeeding 399 3.25 0.88 0.04

*Pregnant respondents had a significantly higher health care practitioner HLOC mean score.

**Pregnant respondents had a significantly higher Chance HLOC mean score.

***Breastfeeding participants had a significantly higher Internal HLOC mean score.
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and high health literacy were found in the qualitative research that

informed the survey.32

The respondents were somewhat similar in language back-

ground and age to the general population of Australian pregnant and

breastfeeding women.67,82 However, apart from English being the

main language spoken at home, their cultural and ethnic diversity

did not reflect that of the wider Australian population. Similarly, the

sample's country of birth was not reflective of the wider Australian

population as 79.6% reported being born in Australia, which is

around 13% higher than the 2016 census data.82 That said, a few

interesting parallels with previous work can be seen. Higher levels

of education,7,10,23–29 and income or employment,10,23,25,28,30 and

being nonsmokers26,29,30 have previously been significantly asso-

ciated with CM use in pregnancy and lactation. One pregnancy

study found that living in urban areas was significantly associated

with herbal medicine use in pregnancy.10 However, in the wider

Australian community, mixed results have been shown, with some

studies noting higher use of CM in rural areas,3,83–85 and others

showing higher use in urban areas.86 There were not enough par-

ticipants from outer regional, remote or very remote Australia areas

in this study to examine differences in rural and urban participation

and CMP use, but the results did show that CMP use in pregnancy

and lactation occurs throughout all Australian regions.

5 | CMP USE

5.1 | Use of dietary supplements

Women's use of dietary supplementation was generally in line

with recommendations that aim to ensure optimal health of the

mother and baby pre‐ and postnatally,6 especially regarding mul-

tivitamin, folic acid, iron and Vitamin D supplementation. The high

use of pregnancy and breastfeeding multivitamins (70.0% of the

total sample) is in line with current recommendations of RANZ-

COG, who state that ‘[m]ost proprietary pregnancy and lactation

multivitamin preparations are adequate for the majority of preg-

nancies [and will cover dietary needs for vitamin D and folic acid].

The commonest exceptions will be the vegetarian/vegan

needing additional iron and women for whom a high dose (5 mg)

of folic acid or pharmacological doses of vitamin D are re-

commended’.6(p8) Previous research has found high rates of diet-

ary supplementation in Australian women to be prevalent,

especially use of multivitamin7,8,87 and iron supplements.7,8

Notably, 30.8% of the pregnant cohort and 28.2% of the breast-

feeding cohort took vitamin D (29.3% of the total sample); similar

rates were found in Shand et al.'s7 survey of pregnant women in

Sydney. Vitamin D supplementation in pregnancy is recommended

if pathology testing shows deficiencies, to prevent low vitamin

D levels in the neonate and decrease the mother's risk of devel-

oping osteoporosis.6 It may also be recommended postnatally as

vitamin D deficiency has been associated with postpartum de-

pression in some mothers.88,89

Iodine supplementation by the sample was low, with only 9.2%

of the total sample reporting taking iodine. These low rates are of

concern, and are much lower than the 23% adherence noted in Malek

et al.'s87 South Australian study. Iodine is necessary for the physical

and mental health of the pre‐ and postnatal mother,88 and to prevent

some forms of delayed cognitive function in infants.13,87 Mild iodine

deficiency in Australia is common due to low iodine levels in our soils,

low uptake of fortified foods and reduced use of iodized salt,13,87 and

has resulted in the mandatory fortification of breads with iodized salt

since 2009.90 However, this fortification is unlikely to meet the in-

creased needs for iodine in pregnancy and lactation, and the National

Health and Medical Research Council (Australia) recommends that all

pregnant and lactating women supplement with 150 μg of iodine

daily.6 It would seem that public health messages regarding iodine

supplementation pre‐ and postnatally are having limited success with

the survey sample, especially considering the high health literacy

levels of the respondents.

5.2 | Use of herbal medicines

Respondents reported using far fewer herbal medicines in compar-

ison to dietary supplements. Previous research has found that only

40%–50% of Australian pregnant women use herbal medicines during

pregnancy,25 and other research has found much lower rates.7 The

herbs used are similar to those reported previously in preg-

nancy21,26,55 and lactation.23,91 While there are numerous calls for

more research into the safety of herbal medicine use in pregnancy

and lactation,92,93 the most popular herbs used by pregnant re-

spondents (raspberry leaf, ginger, peppermint and chamomile) do

have long histories of traditional use around the world.14,94,95 Ginger

has also been the subject of numerous clinical trials, and is considered

safe at appropriate doses to help with nausea and vomiting of

pregnancy.96,97 Raspberry leaf is not considered to be dangerous to

the foetus after the second trimester, although evidence for its tra-

ditional use to facilitate normal labour at the end of the third tri-

mester is limited.14,98 Peppermint and chamomile teas are commonly

used to help alleviate nausea and soothe indigestion both pre‐ and

postnatally,14,94,95 although some concerns exist with the ingestion

of peppermint oil or concentrated peppermint extracts during preg-

nancy.14 Fenugreek is commonly used around the world as a ga-

lactagogue,91,92,95,99 and recent meta‐analysis has confirmed its

ability to increase breastmilk supply in lactating women.100 Ginger

and chamomile are considered safe to use in breastfeeding and are

traditionally used to aid digestion and relaxation.23,101 Only one case

study exists of a woman who experienced increased milk supply after

ingesting chamomile.101

5.3 | Health literacy

Regarding health literacy, several social determinants of health are

associated with good health literacy, including higher education,
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income and general literacy levels,72,102,103 so it is not surprising that

the survey sample had adequate health literacy levels. Combined with

access to Internet resources and computer literacy, some of these

determinants of health are also known to positively influence po-

tential respondents' willingness to participate in online surveys,104,105

as is good health literacy.106 As the sample cannot be seen to be a

representative sample, it is difficult to infer whether the respondents'

health literacy levels are likely to be present across all Australian

women who use CMPs in pregnancy or lactation, or are just char-

acteristic of those motivated to participate in this study. However,

previous research has noted that women's use of CM, including

CMPs, is to facilitate self‐determination, autonomy and control over

their health during pregnancy and lactation.33–38 Autonomy and a

feeling of control over one's own health are known to have positive

health benefits for individuals as they are more likely to be engaged

in their health care, health care decisions and positive health beha-

viours, with flow‐on effects for physical, emotional, cultural and so-

cial health.103,107–109 The majority of women in this study were not at

risk of poor health literacy, and had adequate functional health lit-

eracy skills. These positive results in the health literacy tests may also

be indicative of good maternal health literacy57 levels in the sample.

Good maternal health literacy may also help explain the sample's

positive health behaviours during pregnancy and the postpartum

period, including the majority being nonsmokers,110 their use of

prenatal folic acid supplements,58,111 higher than average breast-

feeding rates58 and breastfeeding self‐efficacy.112

5.4 | HLOC beliefs

The HLOC results yielded new insights into the health beliefs of

Australian pregnant and breastfeeding mothers using CMPs. These

results are valuable for HCPs working in maternity care to con-

sider, especially considering that the multidimensional HLOC

scales and theory are also often used to predict health beha-

viours.41,43,44 The entire survey sample demonstrated high HCP

HLOC beliefs, followed by high Internal HLOC beliefs. This pairing

of high beliefs has been noted in other studies involving pregnant

and breastfeeding women.44 The high HCP HLOC indicated that

respondents believed that HCPs had significant roles to play in

determining their pregnancy or breastfeeding health. Additionally,

their high Internal HLOC beliefs indicated that women believed

that their pregnancy or breastfeeding health was largely depen-

dent on their own behaviours. This pairing of high scores for both

Internal and HCP HLOC scales suggests that respondents are likely

to work well and in partnership with HCPs,42,44 strongly adhere to

recommendations from their HCPs113,114 and demonstrate self‐

efficacy in carrying out positive health behaviours.41,48,114 This,

along with their adequate health literacy levels discussed above,

could explain some of the sample's positive health behaviours,

including taking CMPs (e.g., folic acid and iron supplements), as

recommended by biomedical organisations like RANZCOG,6 and

being predominantly nonsmokers.110,115

Internal HLOC beliefs may be considered to be somewhat stable

over a lifetime,44,116 but HCPs can have significant impacts on the

health outcomes of women in pregnancy, birth and the postnatal

period.43,44,81,117 In the medical arena, pregnancy and birth are

commonly viewed within a ‘risk’ model, and the samples' high HCP

HLOC beliefs may reflect a reliance on their HCPs to reduce the

perceived risks associated with pregnancy and birth, and reflect a

recognition that HCPs play an essential role in their health pre‐ and

postnatally.43,44 High Internal HLOC beliefs are considered predictive

of positive mother–baby attachment pre‐ and postnatally, as well as

positive, autonomous, self‐care behaviours.46,118–120 This attachment

is considered fundamental to both a woman's psychological adjust-

ment to motherhood and the psychological health and development

of the baby after birth and throughout early childhood.118–120 The

high Internal HLOC beliefs of the women who participated in this

study may also be indicative of their positive attachment to their

unborn and breastfeeding children.

Interestingly, the breastfeeding cohort had significantly higher

Internal HLOC mean scores compared to the pregnant cohort. This

may reflect changes in health‐seeking behaviours from the prenatal

to the postpartum period. The postpartum year is a time of great

physical and psychosocial change for women, often associated with

decreased self‐care as the focus shifts from care of self to care of the

infant.121,122 Optimal health in the postpartum year necessitates

the positive use of learned life skills to promote self‐efficacy.121 The

higher use of CMPs in the breastfeeding cohort, including higher use

of herbal medicines, may be associated with breastfeeding mothers'

attempts to promote their own health, and that of their babies. The

higher Internal HLOC mean scores may also be associated with

logistical issues of not having regular appointments with HCPs, as

with routine pregnancy care. Another possible interpretation of the

breastfeeding cohort's higher Internal HLOC scores involves con-

siderations of breastfeeding self‐efficacy. Lawal and Idemudia45 ex-

amined breastfeeding self‐efficacy, HLOC beliefs and psychological

well‐being of breastfeeding mothers and found that a strong Internal

HLOC directly influenced a mother's sense of autonomy and

breastfeeding self‐efficacy, psychological health and positive rela-

tions with others. A large proportion of the breastfeeding cohort in

the survey study was breastfeeding babies 6 months and older,

demonstrating a certain amount of breastfeeding success and

self‐efficacy.

6 | LIMITATIONS

Biases inherent in cross‐sectional, self‐administered, anonymous

survey research are associated with online recruitment, including

nonrepresentative sampling,64 self‐selection bias64,105 and exclusion

of women without access to the Internet,73,104 or with low levels of

proficiency in the English language. The results thus cannot be said to

be representative of the entire population of Australian pregnant

and/or breastfeeding mothers.66 However, the use of purposeful

sampling was intentional. The survey did not aim to be
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representative, or to assess population prevalence of CMP use in

pregnancy and lactation.39,41,42 The focus of recruitment was to

ensure adequate numbers of respondents from the pregnant and

breastfeeding cohorts across a broad range of regions to enable

meaningful data analysis.

The homogeneity across the sample regarding education, in-

come, English‐language proficiency and health literacy levels is

another limitation as the full demographic variability of pregnant

and breastfeeding women in the wider Australian community may

not be represented in the sample. This homogeneity is an unusual

finding, especially considering that previous research has shown

only approximately 40% of the Australian population has adequate

health literacy levels.123–125 However, the health literacy profile of

all Australian women who use CMPs in pregnancy and breast-

feeding remains unknown. There may be Australian women who

use CMPs in pregnancy and lactation who did not participate, in-

cluding women from more diverse language and cultural

backgrounds. For the latter groups, CMP use may well be a cultural

imperative.52,126–128 Further research on CMP use in pregnant and

breastfeeding women from different cultural backgrounds could

be desirable. It would also be useful to see if women with lower

health literacy levels use CMPs in pregnancy and lactation, and if

their HLOC beliefs differ from the respondents' beliefs in this

study.

Finally, it was not possible to present results from the entire

70‐question survey in this paper. Future publications will focus on

the respondents' reasons for CMPs use, their information and re-

commendation sources and perceptions and beliefs around safety

and CMP use in pregnancy and lactation.

7 | CONCLUSIONS

A large proportion of the sample had adequate functional health

literacy levels, and were not at risk of limited functional health

literacy. Respondents' HLOC beliefs indicated that they were

more likely to be engaged in positive health behaviours and would

work well in partnership with their HCPs. Respondents' high use

of dietary supplements was generally in line with formal biome-

dical recommendations, except for iodine supplementation.

The trust in HCPs shown by the sample indicates that they would

probably consider taking iodine supplements if their HCPs re-

commend taking them and explain why iodine is important to

women's and babies' health. HCPs should consider these survey

findings when interacting with pregnant and breastfeeding wo-

men who use CMPs. Maintaining a woman‐centred focus to help

identify women's individual health values and goals and con-

sidering health literacy levels and HLOC beliefs will support

communication and collaboration between the health profes-

sional and the client. The sample's health literacy and high

Internal HLOC results also highlight the need to support women

in attaining self‐efficacy, especially in the postpartum year and

during breastfeeding.

ACKNOWLEDGEMENTS

The authors thank all the respondents in this study. This study was

supported by The University of Sydney School of Pharmacy funds,

which paid for the promotion of the survey on Facebook. Larisa A. J.

Barnes was a doctoral candidate, and her supervisor Parisa Aslani was

the Professor in Medicines Use Optimisation at The University of

Sydney School of Pharmacy at the time of the study. Philanthropical

funding from Blackmores Ltd. funded Larisa Barnes' PhD scholarship

at The University of Sydney in previous years; however, Larisa A. J.

Barnes was not in receipt of this scholarship at the time of the study.

Blackmores had no input into the research design, or in the collection,

analysis or interpretation of data, writing of the manuscript or other

dissemination of her research.

CONFLICT OF INTERESTS

The authors declare that there are no conflicts of interest.

AUTHOR CONTRIBUTIONS

Larisa A. J. Barnes, Lesley Barclay, Kirsten McCaffery, Margaret I.

Rolfe and Parisa Aslani all were involved in the conceptualisation and

design of the study. Larisa A. J. Barnes, Margaret I. Rolfe and Parisa

Aslani performed the formal statistical analysis. Larisa A. J. Barnes

was responsible for administering the Facebook page set up for

participant recruitment, and for monitoring the survey in the online

Qualtrics platform. Parisa Aslani was responsible for securing re-

search funding from the University of Sydney School of Pharmacy.

Larisa A. J. Barnes drafted the entire paper, with support from Parisa

Aslani and Lesley Barclay. Larisa A. J. Barnes, Parisa Aslani, Lesley

Barclay and Margaret I. Rolfe critically reviewed the paper. All au-

thors read and approved the final manuscript.

DATA AVAILABILITY STATEMENT

The data sets generated and analysed during the current study are

not publicly available as participants did not consent to their survey

data being shared. Additional details relating to other aspects of the

data are available on reasonable request from the authors

ORCID

Larisa A. J. Barnes https://orcid.org/0000-0002-9847-775X

Margaret I. Rolfe https://orcid.org/0000-0003-3041-1858

Lesley Barclay https://orcid.org/0000-0002-9345-3468

Kirsten McCaffery https://orcid.org/0000-0003-2696-5006

Parisa Aslani https://orcid.org/0000-0002-7976-8236

REFERENCES

1. von Conrady DM, Bonney A. Patterns of complementary and al-
ternative medicine use and health literacy in general practice pa-
tients in urban and regional Australia. Aust Fam Physician. 2017;

46(5):315‐324.
2. Complementary Medicines Australia. Good Health: 2014 Com-

plementary Medicines Industry Survey. Mawson, ACT: Com-
plementary Medicines Australia; 2014.

3. Reid R, Steel A, Wardle J, Trubody A, Adams J. Complementary
medicine use by the Australian population: a critical mixed studies

BARNES ET AL. | 679

https://orcid.org/0000-0002-9847-775X
https://orcid.org/0000-0003-3041-1858
https://orcid.org/0000-0002-9345-3468
https://orcid.org/0000-0003-2696-5006
https://orcid.org/0000-0002-7976-8236


systematic review of utilisation, perceptions and factors associated
with use. BMC Complement Altern Med. 2016;16(1):1‐23.

4. Steel A, McIntyre E, Harnett J, et al. Complementary medicine use
in the Australian population: results of a nationally‐representative
cross‐sectional survey. Sci Rep. 2018;8(1):17325.

5. Australian Bureau of Statistics. Complementary therapies. Canberra
Australian Bureau of Statistics; 2008.

6. The Royal Australian and New Zealand College of Obstetricians and
Gynaecologists [RANZCOG] Vitamin and mineral supplementation

and pregnancy. The Royal Australian and New Zealand College of
Obstetricians and Gynaecologists. College Statements & Guidelines
Web site; 2014. Accessed January 13, 2020. https://www.ranzcog.
edu.au/Statements-Guidelines/

7. Shand AW, Walls M, Chatterjee R, Nassar N, Khambalia AZ.

Dietary vitamin, mineral and herbal supplement use: a cross‐
sectional survey of before and during pregnancy use in Sydney,
Australia. Aust N Z J Obstet Gynaecol. 2016;56(2):154‐161.

8. Forster DA, Wills G, Denning A, Bolger M. The use of folic acid and
other vitamins before and during pregnancy in a group of women in

Melbourne, Australia. Midwifery. 2009;25(2):134‐146.
9. Barnes LAJ, Barclay L, McCaffery KJ, Aslani P. Complementary

medicine products: information sources, perceived benefits and
maternal health literacy. Women and Birth. 2018;32(6):493‐520.
doi:10.1016/j.wombi.2018.11.015

10. Frawley J, Adams J, Steel A, Broom A, Gallois C, Sibbritt D.
Women's use and self‐prescription of herbal medicine during
pregnancy: an examination of 1,835 pregnant women. Womens

Health Issues. 2015;25(4):396‐402.
11. The Pharmacy Guild of Australia. Complementary medicines and

therapies. PO Box 7036, Canberra Business Centre, ACT 2610
Australia: The Pharmacy Guild of Australia; 2009.

12. Dooley M, Braun L & Poole S et al. Investigating the integration of
complementary medicines in community pharmacy. Canberra, ACT:

The Pharmacy Guild of Australia and Australian Government De-
partment of Health and Aging; 2010.

13. National Health Medical Research Council. Iodine supplementation
for pregnant and breastfeeding women. Canberra: Commonwealth
of Australia: National Health Medical Research Council; 2010.

14. Braun L, Cohen M. Herbs and Natural Supplements: An Evidence‐
Based Guide. Vol 1, 4th ed. Elsevier; 2015.

15. Braun L. Complementary medicine: the evidence is food for
thought. The Australian Journal of Pharmacy. 2014;95(1133):22‐24.

16. U.S. Food & Drug Administration. Information for consumers on using
dietary supplements. U.S. Food and Drug Administration; 2019.
Accessed November 26, 2021. https://www.fda.gov/food/dietary-
supplements/information-consumers-using-dietary-supplements

17. National Center for Complementary and Integrative Health. Diet-

ary and herbal supplements. U.S. Department of Health and Hu-
man Services, National Institute of Health; 2021. Accessed
November 29, 2021. https://www.nccih.nih.gov/health/dietary-
and-herbal-supplements

18. Food Standards Agency. Food supplements. Food Standards

Agency [GOV.UK]; 2021. Accessed November 24, 2021. https://
www.food.gov.uk/business-guidance/food-supplements

19. Bundesinstitut für Risikobewertung (BfR). Frequently asked
questions on food supplements; 2021. Accessed November 26,
2021. https://www.bfr.bund.de/en/frequently_asked_questions_

on_food_supplements-70347.html
20. World Health Organisation. Traditional, complementary and in-

tegrative medicine; 2021. Accessed November 25, 2021. http://
www.who.int/traditional-complementary-integrative-medicine/

about/en/
21. Kennedy D, Lupattelli A, Koren A, Nordeng G. H. Herbal medicine

use in pregnancy: results of a multinational study. BMC Complement

Altern Med. 2013;13:355.

22. Barnes LAJ, Barclay L, McCaffery K, Aslani P. Factors influencing
women's decision‐making regarding complementary medicine
product use in pregnancy and lactation. BMC Pregnancy Childbirth.
2019;19:280.

23. Sim TF, Sherriff J, Hattingh HL, Parsons R, Tee LB. The use of
herbal medicines during breastfeeding: a population‐based survey
in Western Australia. BMC Complement Altern Med. 2013;13(1):
1‐10.

24. Adams J, Sibbritt D, Lui CW. The use of complementary and

alternative medicine during pregnancy: a longitudinal study of
Australian women. Birth. 2011;38(3):200‐206.

25. Frawley J, Adams J, Sibbritt D, Steel A, Broom A, Gallois C. Pre-
valence and determinants of complementary and alternative
medicine use during pregnancy: results from a nationally re-

presentative sample of Australian pregnant women. Aust N Z J

Obstet Gynaecol. 2013;53(4):347‐352.
26. Forster DA, Denning A, Wills G, Bolger M, McCarthy E. Herbal

medicine use during pregnancy in a group of Australian women.
BMC Pregnancy Childbirth. 2006;6:21.

27. Steel A, Adams J, Sibbritt D, Broom A, Gallois C, Frawley J. Utili-
sation of complementary and alternative medicine (CAM) practi-
tioners within maternity care provision: results from a nationally
representative cohort study of 1,835 pregnant women.

BMC Pregnancy Childbirth. 2012;12(146). doi:10.1186/1471-2393-
12-146

28. Steel A, Adams J, Sibbritt D, Broom A, Gallois C, Frawley J. De-
terminants of women consulting with a complementary and alter-
native medicine practitioner for pregnancy‐related health

conditions. Womens Health. 2014;54(2):127‐144.
29. Steel A, Adams J, Sibbritt D. Complementary and alternative

medicine in pregnancy: a systematic review. J Aust Tradit Med Soc.
2011;17(4):205‐209.

30. Adams J, Lui CW, Sibbritt D, Broom A, Wardle J, Homer C. Wo-

men's use of complementary and alternative medicine during
pregnancy: a critical review of the literature. Birth. 2009;36(3):
237‐245.

31. Barnes LAJ, Barclay L, McCaffery K, Aslani P. Complementary
medicine products information‐seeking by pregnant and breast-

feeding women in Australia. Midwifery. 2019;77:60‐70.
32. Barnes L, Barclay L, McCaffery K, Aslani P. Women's health literacy

and the complex decision‐making process to use complementary
medicine products in pregnancy and lactation. Health Expect. 2019;

22:1‐15.
33. Bowman RL, Davis DL, Ferguson S, Taylor J. Women's motivation,

perception and experience of complementary and alternative
medicine in pregnancy: a meta‐synthesis. Midwifery. 2018;59:
81‐87.

34. Mitchell M, McClean S. Pregnancy, risk perception and use of
complementary and alternative medicine. Health Risk Soc. 2014;

16(1):101‐116. doi:10.1080/13698575.2013.867014
35. Mitchell M. Women's use of complementary and alternative

medicine in pregnancy: a journey to normal birth. Br J Midwifery.

2013;21(2):100‐106. https://doi.org/10.12968/bjom.2013.21.
2.100

36. Sim TF, Hattingh HL, Sherriff J, Tee LB. Perspectives and attitudes
of breastfeeding women using herbal galactagogues during
breastfeeding: a qualitative study. BMC Complement Altern Med.

2014;14:216.
37. Frawley J, Sibbritt D, Broom A, Gallois C, Steel A, Adams J. Wo-

men's attitudes towards the use of complementary and alternative
medicine products during pregnancy. J Obstet Gynaecol. 2016;

36(4):462‐467.
38. Hall HG, Griffiths DL, McKenna LG. The use of complementary and

alternative medicine by pregnant women: a literature review.
Midwifery. 2011;27(6):817‐824.

680 | BARNES ET AL.

https://www.ranzcog.edu.au/Statements-Guidelines/
https://www.ranzcog.edu.au/Statements-Guidelines/
https://doi.org/10.1016/j.wombi.2018.11.015
https://www.fda.gov/food/dietary-supplements/information-consumers-using-dietary-supplements
https://www.fda.gov/food/dietary-supplements/information-consumers-using-dietary-supplements
https://www.nccih.nih.gov/health/dietary-and-herbal-supplements
https://www.nccih.nih.gov/health/dietary-and-herbal-supplements
https://www.food.gov.uk/business-guidance/food-supplements
https://www.food.gov.uk/business-guidance/food-supplements
https://www.bfr.bund.de/en/frequently_asked_questions_on_food_supplements-70347.html
https://www.bfr.bund.de/en/frequently_asked_questions_on_food_supplements-70347.html
http://www.who.int/traditional-complementary-integrative-medicine/about/en/
http://www.who.int/traditional-complementary-integrative-medicine/about/en/
http://www.who.int/traditional-complementary-integrative-medicine/about/en/
https://doi.org/10.1186/1471-2393-12-146
https://doi.org/10.1186/1471-2393-12-146
https://doi.org/10.1080/13698575.2013.867014
https://doi.org/10.12968/bjom.2013.21.2.100
https://doi.org/10.12968/bjom.2013.21.2.100


39. Wallston KA, Stein MJ, Smith CA. Form C of the MHLC Scales: a
condition‐specific measure of locus of control. J Pers Assess. 1994;
63(3):534‐553.

40. Norman P, Bennett P. Health locus of control. In: Conner M,

Norman P, eds. Predicting Health Behaviour: Research and Practice

with Social Cognition Models. Buckingham: Open University Press;
1995:62‐94.

41. Wallston KA. The validity of the multidimensional health locus of
control scales. J Health Psychol. 2005;10(5):623‐631.

42. Wallston KA, Wallston BS. Who is responsible for your health: the
construct of health locus of control in social psychology of health and
illness. In: Sanders G, Suls J, eds. Social Psychology of Health and Illness.
HIllsdale, New Jersey: Lawrence Erlbaum & Associates; 1982:65‐95.

43. Jomeen J, Martin CR. A psychometric evaluation of form C of the

Multi‐dimensional Health Locus of Control (MHLC‐C) Scale during
early pregnancy. Psychol Health Med. 2005;10(2):202‐214. doi:10.
1080/13548500512331315434

44. Littlefield VM, Adams BN. Patient participation in alternative
perinatal care: impact on satisfaction and health locus of control.

Res Nurs Health. 1987;10(3):139‐148.
45. Lawal AM, Idemudia ES. Examining maternal age, breastfeeding

self‐efficacy and health locus of control in psychological wellbeing
of mothers. Psychol Health Med. 2017;22(10):1230‐1238.

46. Kordi M, Heravan MB, Asgharipour N, Akhlaghi F, Mazloum SR.
Does maternal and fetal health locus of control predict self‐care
behaviors among women with gestational diabetes? J Educ Health

Promot. 2017;6:73.
47. Gutman LM, Brown J, Akerman R. Nurturing Parenting Capability:

The Early Years. London: Centre for Research on theWider Benefits
of Learning Institute of Education; 2009.

48. McFadden KL, Hernández TD, Ito TA. Attitudes toward com-
plementary and alternative medicine influence its use. Explore.
2010;6:380‐388.

49. Tokuda Y, Takahashi O, Ohde S, et al. Health locus of control and
use of conventional and alternative care: a cohort study. Br J Gen
Pract. 2007;57(541):643‐649.

50. Sasagawa M, Martzen MR, Kelleher WJ, Wenner CA. Positive cor-
relation between the use of complementary and alternative medicine

and internal health locus of control. Explore. 2008;4(1):38‐41.
51. Schützler L, Witt CM. Internal health locus of control in users of

complementary and alternative medicine: a cross‐sectional survey.
BMC Complement Altern Med. 2014;14:320.

52. Barnes LAJ, Barclay L, McCaffery K, Aslani P. Complementary
medicine products used in pregnancy and lactation and an ex-
amination of the information sources accessed pertaining to ma-
ternal health literacy: a systematic review of qualitative studies.
BMC Complement Altern Med. 2018;18:229.

53. Mitchell M. Women's use of complementary and alternative
medicine in pregnancy: narratives of transformation. Complement

Ther Clin Pract. 2016;23:88‐93.
54. Callister LC, Eads MN, Yeung Diehl JPS. Perceptions of giving birth

adherence to cultural practices in Chinese women. MCN Am

J Matern Child Nurs. 2011;36(6):387‐394. doi:10.1097/NMC.
0b013e31822de397

55. Westfall RE. Herbal healing in pregnancy: women's experiences.
J Herb Pharmacother. 2003;3(4):17‐39.

56. Sim TF, Hattingh HL, Sherriff J, Tee LBG. The use, perceived ef-

fectiveness and safety of herbal galactagogues during breastfeed-
ing: a qualitative study. Int J Environ Res Public Health. 2015;12(9):
11050‐11071.

57. Renkert S, Nutbeam D. Opportunities to improve maternal health

literacy through antenatal education: an exploratory study. Health
Promot Int. 2001;16(4):381‐388.

58. Kilfoyle K, Vitko M, O'Conor R, Bailey SC. Health literacy and
women's reproductive health: a systematic review. J Womens

Health. 2016;25:1237‐1255. doi:10.1089/jwh.2016.5810
59. Skouteris H, Wertheim EH, Rallis S, Paxton SJ, Kelly L, Milgrom J.

Use of complementary and alternative medicines by a sample of
Australian women during pregnancy. Aust N Z J Obstet Gynaecol.
2008;48(4):384‐390.

60. Harnett S, Morgan‐Daniel J. Health literacy considerations for
users of complementary and alternative medicine. J Consum

Health Internet. 2018;22(1):63‐71. doi:10.1080/15398285.2018.
1415593

61. Goh CF, Chan MY, Ali AM, Rashid SM. The complementary and
alternative medicine (CAM) product information brochure: how is
generic structure used to persuade potential users? GEMA Online

J Lang Stud. 2019;19(4):219‐242.
62. Hegg MJ Choosing Between Mainstream and Complementary

Treatments in Menopause: The Role of Media, Advertising
and Women's Perceptions. Doctoral Thesis. Bond University;
2013.

63. Qualtrics. Version July–December. Provo, Utah, USA: Qualtrics
[computer program]; 2019.

64. Eysenbach G. Improving the quality of web surveys: the Checklist
for Reporting Results of Internet E‐Surveys (CHERRIES). J Med

Internet Res. 2004;6(3):e34.
65. Eysenbach G. Correction: improving the quality of web surveys: the

Checklist for Reporting Results of Internet E‐Surveys (CHERRIES).
J Med Internet Res. 2012;14(1):e8. doi:10.2196/jmir.2042

66. Mathers N, Fox N & Hunn A Surveys and questionnaires. The NIHR

RDS for the East Midlands/Yorkshire & the Humber: National In-
stitute for Health Research; 2007.

67. Australian Bureau of Statistics. Births, Australia, 2016, cat. no.
3301.0 Australian Bureau of Statistics. 2017. Accessed August 15,
2018. http://www.abs.gov.au/ausstats/abs@.nsf/mf/3301.0

68. Australian Institute of Health and Welfare. 2010 Australian Na-
tional Infant Feeding Survey: indicator results; 2011.

69. Barnes LAJ Complementary Medicine Product Use in Pregnancy
and Lactation. PhD Dissertation. The University of Sydney; 2020.
https://hdl.handle.net/2123/23246

70. Barnes LAJ, Barclay L, McCaffery K, Rolfe M, Aslani P. Using Fa-

cebook to recruit to a national online survey investigating com-
plementary medicine product use in pregnancy and lactation: a
case study of method. Res Social Adm Pharm. 2020;17(5):864‐874.
doi:10.1016/j.sapharm.2020.07.011

71. Wallace LS, Rogers ES, Roskos SE, Holiday DB, Weiss BD. Brief
report: screening items to identify patients with limited health lit-
eracy skills. J Gen Intern Med. 2006;21(8):874‐877.

72. Rowlands G, Khazaezadeh N, Oteng‐Ntim E, Seed P, Barr S,

Weiss BD. Development and validation of a measure of health
literacy in the UK: the newest vital sign. BMC Public Health. 2013;
13(1):116.

73. Jones T, Baxter M, Khanduja V. A quick guide to survey research.
Ann R Coll Surg Engl. 2013;95(1):5‐7.

74. Weiss BD, Mays MZ, Martz W, et al. Quick assessment of literacy
in primary care: the newest vital sign. Ann Fam Med. 2005;3(6):
514‐522.

75. Australian Bureau of Statistics Defining remoteness areas; 2020.
Accessed January 8, 2020. https://www.abs.gov.au/ausstats/

abs@.nsf/Latestproducts/1270.0.55.005Main%20Features15July
%202016?opendocument&tabname=Summary&prodno=1270.0.
55.005&issue=July%202016&num=&view=

76. Maats FH, Crowther CA. Patterns of vitamin, mineral and herbal

supplement use prior to and during pregnancy. Aust N Z J Obstet

Gynaecol. 2002;42(5):494‐496.

BARNES ET AL. | 681

https://doi.org/10.1080/13548500512331315434
https://doi.org/10.1080/13548500512331315434
https://doi.org/10.1097/NMC.0b013e31822de397
https://doi.org/10.1097/NMC.0b013e31822de397
https://doi.org/10.1089/jwh.2016.5810
https://doi.org/10.1080/15398285.2018.1415593
https://doi.org/10.1080/15398285.2018.1415593
https://doi.org/10.2196/jmir.2042
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3301.0
https://hdl.handle.net/2123/23246
https://doi.org/10.1016/j.sapharm.2020.07.011
https://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/1270.0.55.005Main%20Features15July%202016?opendocument%26tabname=Summary%26prodno=1270.0.55.005%26issue=July%202016%26num=%26view=
https://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/1270.0.55.005Main%20Features15July%202016?opendocument%26tabname=Summary%26prodno=1270.0.55.005%26issue=July%202016%26num=%26view=
https://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/1270.0.55.005Main%20Features15July%202016?opendocument%26tabname=Summary%26prodno=1270.0.55.005%26issue=July%202016%26num=%26view=
https://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/1270.0.55.005Main%20Features15July%202016?opendocument%26tabname=Summary%26prodno=1270.0.55.005%26issue=July%202016%26num=%26view=


77. Department of Health. Breastfeeding. Australian Government
Department of Health; 2018. Accessed August 15, 2018. http://
www.health.gov.au/breastfeeding

78. Boss M, Gardner H, Hartmann P. Normal human lactation: closing

the gap. F1000Res. 2018;7. doi:10.12688/f1000research.14452.1
79. National Health and Medical Research Council. Infant feeding

guildlines. Canberra: National Health and Medical Research
Council; 2012.

80. World Health Organisation. Breastfeeding. World Health Organi-

sation. Maternal, newborn, child and adolescent health Web site;
2019. Accessed June 19, 2019. https://www.who.int/maternal_
child_adolescent/topics/child/nutrition/breastfeeding/en/

81. Evans A, Marinelli KA, Taylor JS, The Academy of Breastfeeding
Medicine. ABM clinical protocol #2: guidelines for hospital dis-

charge of the breastfeeding term newborn and mother: “The going
home protocol,” revised 2014. Breastfeed Med. 2014;9(1):3‐8.
doi:10.1089/bfm.2014.9996

82. Australian Bureau of Statistics. Census: multicultural. Census re-
veals a fast changing, culturally diverse nation. Australian Bureau of

Statistics; 2017. Accessed January 26, 2020. https://www.abs.gov.
au/ausstats/abs@.nsf/lookup/Media%20Release3

83. Wilkinson JM, Simpson MD. High use of complementary therapies
in a New SouthWales rural community. Aust J Rural Health. 2001;9:

9‐71. doi:10.1046/j.1038-5282.2001.00351.x
84. Kermode S, Myers S, Ramsay L. Natural and complementary

therapy utilization on the North Coast of NSW. Aust J Holist Nurs.
1998;5:7‐13.

85. Adams J, Sibbritt D, Lui CW. The urban‐rural divide in com-

plementary and alternative medicine use: a longitudinal study of
10,638 women. BMC Complement Altern Med. 2011;11:2.

86. Armstrong AR, Thiébaut SP, Brown LJ, Nepal B. Australian adults
use complementary and alternative medicine in the treatment of
chronic illness: a national study. Aust N Z J Public Health. 2011;

35(4):384‐390.
87. Malek L, Umberger W, Makrides M, Zhou SJ. Poor adherence to

folic acid and iodine supplement recommendations in preconcep-
tion and pregnancy: a cross‐sectional analysis. Aust N Z J Public

Health. 2016;40(5):424‐429.
88. Skalkidou A, Hellgren C, Comasco E, Sylvén S, Poromaa IS. Biolo-

gical aspects of postpartum depression. Womens Health. 2012;8(6):
659‐672.

89. Robinson M, Whitehouse AJO, Newnham JP, et al. Low maternal

serum vitamin D during pregnancy and the risk for postpartum
depression symptoms. Arch Womens Ment Health. 2014;17(3):
213‐219.

90. Australian Institute of Health and Welfare. Mandatory folic acid
and iodine fortification in Australia and New Zealand: baseline

report for monitoring. Australian Institute of Health and Welfare;
2011. Accessed January 9, 2020.

91. Westfall RE. Galactagogue herbs: a qualitative study and review.
Can J Midwifery Res Pract. 2003;2(2):22‐27.

92. Budzynska K, Gardner ZE, Dog TL, Gardiner P. Complementary,

holistic, and integrative medicine: advice for clinicians on herbs and
breastfeeding. Pediatr Rev. 2013;34(8):343‐353.

93. Pallivalappila AR, Stewart D, Shetty A, Pande B, McLay JS. Com-
plementary and alternative medicines use during pregnancy: a
systematic review of pregnant women and healthcare professional

views and experiences. Evid Based Complement Alternat Med. 2013;
2013:205639.

94. Westfall RE. Use of anti‐emetic herbs in pregnancy: women's
choices, and the question of safety and efficacy. Complement Ther

Nurs Midwifery. 2004;10(1):30‐36.
95. Ali‐Shtayeh MS, Jamous RM, Jamous RM. Plants used during

pregnancy, childbirth, postpartum and infant healthcare in Pales-
tine. Complement Ther Clin Pract. 2015;21(2):84‐93.

96. Dante GB, Neri G, Facchinetti I. F. Herbal therapies in pregnancy:
what works? Curr Opin Obstet Gynecol. 2014;26(2):83‐91.

97. Heitmann K, Nordeng H, Holst L. Safety of ginger use in pregnancy:
results from a large population‐based cohort study. Eur J Clin

Pharmacol. 2013;69(2):269‐277.
98. Holst L, Haavik S, Nordeng H. Raspberry leaf–should it be re-

commended to pregnant women? Complement Ther Clin Pract.
2009;15(4):204‐208.

99. Ulbricht C, Basch E, Burke D, et al. Fenugreek (Trigonella foenum‐
graecum L. Leguminosae): an evidence‐based systematic review by
the natural standard research collaboration. J Herb Pharmacother.
2008;7(3‐4):143‐177.

100. Khan TM, Wu DB‐C, Dolzhenko AV. Effectiveness of fenugreek as
a galactagogue: a network meta‐analysis. Phytother Res. 2018;

32(3):402‐412.
101. Silva FV, Dias F, Costa G, da Graça Campos M. Chamomile reveals

to be a potent galactogogue: the unexpected effect. J Matern Fetal

Neonatal Med. 2018;31(1):116‐118.
102. World Health Organisation. Health Literacy: The Solid Facts.

The World Health Organisation ROfE. WHO Regional Office for
Europe; 2013.

103. Australian Commission on Safety and Quality in Health Care
[ACSQHC]. Health literacy: taking action to improve safety and

quality; 2014.
104. Fan W, Yan Z. Factors affecting response rates of the web survey:

a systematic review. Comput Human Behav. 2010;26(2):132‐139.
doi:10.1016/j.chb.2009.10.015

105. Bhattacherjee A. Social Science Research: Principles, Methods, and

Practices. USF Tampa Library Open Access Collections at Scholar

Commons; 2012.
106. Kripalani S, Heerman WJ, Patel NJ, et al. Association of health

literacy and numeracy with interest in research participation. J Gen
Intern Med. 2019;34(4):544‐551.

107. Kruske S, Kildea S, Barclay L. Cultural safety and maternity care for
aboriginal and Torres Strait Islander Australians. Women Birth.
2006;19(3):73‐77.

108. Webb R. Culturally appropriate care. Am J Nurs. 2008;108(9):30.
109. Walji R, Weeks L, Cooley K, Seely D. Naturopathic medicine and

aboriginal health: an exploratory study at Anishnawbe Health
Toronto. Can J Public Health. 2010;101(6):475‐480.

110. Shieh C, Broome ME, Stump TE. Factors associated with health
information‐seeking in low‐income pregnant women. Women

Health. 2010;50(5):426‐442.
111. Izadirad H, Niknami S, Zareban I, Hidarnia A, Masoudy Gh.

Relationship between health literacy and prenatal care in young
pregnant women. J Health Lit. 2017;2(3):141‐147.

112. Charoghchian Khorasani E, Peyman N, Esmaily H. Relations be-

tween breastfeeding self‐efficacy and maternal health literacy
among pregnant women. Evid Based Care. 2017;6(4):18‐25. doi:10.
22038/EBCJ.2016.7986

113. Náfrádi L, Nakamoto K, Schulz PJ. Is patient empowerment the key
to promote adherence? A systematic review of the relationship

between self‐efficacy, health locus of control and medication ad-
herence. PLoS One. 2017;12(10):e0186458.

114. Keedy NH. Health Locus of Control, Self‐Efficacy, and Multi-

disciplinary Intervention for Chronic Back Pain. PhD (Doctor of
Philosophy) thesis. University of Iowa; 2009.

115. Haslam C, Lawrence W. Health‐related behavior and beliefs of
pregnant smokers. Health Psychol. 2004;23(5):486‐491.

116. Luszczynska A, Schwarzer R. Multidimensional health locus of
control: comments on the construct and its measurement. J Health

Psychol. 2005;10(5):633‐642.
117. Homer CS, Oats J, Middleton P, Ramson J, Diplock S. Updated

clinical practice guidelines on pregnancy care. Med J Aust. 2018;
209(9):409‐412.

682 | BARNES ET AL.

http://www.health.gov.au/breastfeeding
http://www.health.gov.au/breastfeeding
https://doi.org/10.12688/f11000research.14452.12681
https://www.who.int/maternal_child_adolescent/topics/child/nutrition/breastfeeding/en/
https://www.who.int/maternal_child_adolescent/topics/child/nutrition/breastfeeding/en/
https://doi.org/10.1089/bfm.2014.9996
https://www.abs.gov.au/ausstats/abs@.nsf/lookup/Media%20Release3
https://www.abs.gov.au/ausstats/abs@.nsf/lookup/Media%20Release3
https://doi.org/10.1046/j.1038-5282.2001.00351.x
https://doi.org/10.1016/j.chb.2009.10.015
https://doi.org/10.22038/EBCJ.2016.7986
https://doi.org/10.22038/EBCJ.2016.7986


118. McMahon C, Camberis AL, Berry S, Gibson F. Maternal mind‐
mindedness: relations with maternal–fetal attachment and stability
in the first two years of life: findings from an Australian prospective
study. Infant Ment Health J. 2016;37(1):17‐28.

119. Van den Bergh BRH, Simons AMT. A review of scales to mea-
sure the mother–foetus relationship. J Reprod Infant Psychol.
2009;27(2):114‐126. doi:10.1080/02646830802007480

120. Letourneau N, Tryphonopoulos P, Giesbrecht G, Dennis C‐L,
Bhogal S, Watson B. Narrative and meta‐analytic review of in-

terventions aiming to improve maternal–child attachment secur-
ity. Infant Ment Health J. 2015;36(4):366‐387. doi:10.1002/imhj.
21525

121. Fahey JO, Shenassa E. Understanding and meeting the needs of
women in the postpartum period: the perinatal maternal health

promotion model. J Midwifery Womens Health. 2013;58(6):
613‐621.

122. Fowles ER, Cheng H‐R, Mills S. Postpartum health promotion
interventions: a systematic review. Nurs Res. 2012;61(4):
269‐282.

123. Australian Bureau of Statistics. Health Literacy; 2009.
124. Australian Institute of Health and Welfare. Australia's Health (Cat.

No. AUS 221; Australia's Health Series No. 16). Canberra:
AIHW; 2018.

125. McCaffery KJ, Morony S, Muscat DM, et al. Evaluation of an
Australian health literacy training program for socially dis-
advantaged adults attending basic education classes: study proto-
col for a cluster randomised controlled trial. BMC Public Health.
2016;16(1):454.

126. Rice PL. Nyo dua hli—30 days confinement: traditions and changed
childbearing beliefs and practices among Hmong women in
Australia. Midwifery. 2000;16(1):22‐34.

127. McDonald K, Amir LH, Davey MA. Maternal bodies and medicines:

a commentary on risk and decision‐making of pregnant and
breastfeeding women and health professionals. BMC Public Health.
2011;11(suppl 5):S5.

128. Barragan DI, Ormond KE, Strecker MN, Weil J. Concurrent use of
cultural health practices and western medicine during pregnancy:

exploring the Mexican experience in the United States. J Genet

Couns. 2011;20(6):609‐624.

SUPPORTING INFORMATION

Additional supporting information may be found in the online version

of the article at the publisher’s website.

How to cite this article: Barnes LAJ, Rolfe MI, Barclay L,

McCaffery K, Aslani P. Demographics, health literacy and

health locus of control beliefs of Australian women who take

complementary medicine products during pregnancy and

breastfeeding: a cross‐sectional, online, national survey.

Health Expect. 2022;25:667‐683. doi:10.1111/hex.13414

BARNES ET AL. | 683

https://doi.org/10.1080/02646830802007480
https://doi.org/10.1002/imhj.21525
https://doi.org/10.1002/imhj.21525
https://doi.org/10.1111/hex.13414



