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Abstract
Complementary and alternative medicine (CAM) includes varied medical and healthcare systems, healing practices, and 
products that are outside of allopathy/biomedicine. The aim of this study was to examine US South Asian youths’ beliefs, 
practices, decision-making, and experiences of using CAM. Ten focus group discussions with 36 participants were conducted. 
Data were coded deductively and inductively by four coders, working in pairs. Thematic analysis was performed. Disagree-
ments were resolved through consensus. The results showed that CAM was appealing because of its often low cost, ease 
of access, family traditions to use CAM, and the perception that it was safe to use. Participants exercised pluralistic health 
choices. Some responses suggested a hierarchy wherein allopathy was used for serious, acute issues, and CAM for much of 
the remaining issues. The high use of and trust in CAM among young US South Asians raises important issues (e.g., provider 
support and integration to prevent potential interactions and avoid delaying allopathic treatment). More exploration is needed 
about the decision-making processes of US South Asian youth, including the perceived benefits/limitations of allopathy and 
CAM. US healthcare practitioners should familiarize themselves with South Asian social and cultural beliefs about healing 
to provide culturally-appropriate services and enhance patient care.

Keywords  South Asians · Vulnerable populations · Complementary and alternative medicine · Healthcare decision-
making · Minority health · Immigrant health · Holistic health

Background

The term complementary and alternative medicine (CAM) 
is used to refer to a wide range of healthcare practices that 
are outside the conventional Western biomedical model of 
medicine [1]. These mostly have roots in what are referred 
to as developing countries [2]. Depending on the culture 
and region, these practices may include the use of herbs and 
different foods believed to have inherent medicinal qualities 
(e.g., warming versus cooling foods), traditional Chinese 
medicine, Ayurveda, Unani medicine, and Homeopathy, 
among other modalities and therapies.

There is no consensus in the literature about terminology 
or definitions for non-Western medicine given the plethora of 

therapies, historical and geopolitical evolution of their adoption, 
and differences in academic disciplines. For example, related 
terms in the literature include integrative, complementary 
and traditional health practices (ICTHP), and traditional and 
complementary medicine (T&CM) [3]. Furthermore, some 
literature differentiates between traditional medicine on one 
hand and complementary and alternative medicine on the other 
[4]. The NIH proposed a five-category approach to describe 
CAM: (a) biologically based practices (vitamins and mineral 
supplements, herbals, and unconventional diets); (b) manipulative 
and body-based approaches (e.g., massage and chiropractic care); 
(c) mind–body medicine (spiritual, meditative, and relaxation 
techniques); (d) alternative medical systems (e.g., acupuncture); 
and (e) energy medicine (e.g., Reiki) [5].

Modern Western medicine (biomedicine or allopathy) 
is based on scientific advances that began around 1850. It 
incorporated new discoveries (e.g., the germ theory, use 
of penicillin, and X-ray technology) to treat patients and 
improve health [2]. The public health advances and growth 
in science and technology along with the process of colonial-
ism led to the spread of Western medicine to other countries 

 *	 Nidhi Khosla 
	 nidhi.khosla1@gmail.com

1	 Department of Public Health, California State University 
East Bay, Hayward, CA, USA

2	 Department of General Internal Medicine, University 
of California, San Francisco, San Francisco, CA, USA

http://orcid.org/0000-0002-1702-0740
http://crossmark.crossref.org/dialog/?doi=10.1007/s40615-023-01672-9&domain=pdf


2045Journal of Racial and Ethnic Health Disparities (2024) 11:2044–2054	

1 3

[2]. Presently, Western medicine is frequently privileged 
over traditional forms of medicine. The latter may lack ade-
quate infrastructure, personnel, and funding despite official 
policies to promote traditional medicine [6].

The use of CAM may be of special interest among immi-
grant populations in Western countries, as they may rely on 
them due to familiarity, traditional beliefs, and lack of health 
insurance needed to access Western medicine in some coun-
tries. Especially among South Asians, medical pluralism 
such as the simultaneous use of Western medicine and CAM 
may be especially prevalent [7]. However, Western medi-
cal and nursing professionals may have low familiarity with 
CAM. The reasons for Western mainstream medicine and 
providers being unaware of and/or reluctant to learn about 
CAM, include profit motive in pharmaceuticals, beliefs that 
some or all CAM remedies are dangerous or unscientific 
and differences in health paradigms including rejection of 
non-Western models of care [2].

Immigrant youth may help bridge cultures of their com-
munities and the larger society. This paper explores the 
views of youth of South Asian origin living in the US, 
about the use of CAM. South Asia comprises India, Paki-
stan, Bangladesh, Nepal, Sri Lanka, Bhutan, and the Mal-
dives. The US South Asian population is important to study 
because it is one of the most rapidly growing immigrant 
groups in the USA [8]. Indian Americans comprise the sec-
ond largest Asian sub group (21%) of the US Asian popu-
lation, after Chinese Americans (24%) [9]. There are both 
differences and similarities within South Asians. They are 
studied together as a group because of the cultural similari-
ties and historical linkages in the region that in turn lead to 
similar world views and health behaviors [7, 10]. The three 
most populous South Asian countries, India, Pakistan, and 
Bangladesh, were actually one country until 1947, when 
India was partitioned into Pakistan (including East Pakistan 
which is now Bangladesh) and India [10]. Subsequently, 
Bangladesh gained independence from Pakistan in 1971.

Within the diaspora, identification with the term “South 
Asian” is increasing, as immigrants from these countries 
identify affinities with each other and their similar cultural 
practices in the context of their host countries. Some South 
Asian languages are spoken across multiple countries in the 
region (e.g., Urdu, Bengali, Tamil, and Punjabi). Religions 
that originated in South Asia such as Hinduism, Sikhism, 
Buddhism, and Jainism are practiced by a large majority of 
South Asians. Other major religions practiced in the region 
include Islam and Christianity. In some instances, families 
may be split across South Asian countries for reasons such as 
only a part of the family being able to migrate upon partition 
of the country. Family-based decision-making, collectivism, 
and the role of adult children in making healthcare decisions 
for parents and older relatives are some aspects of health-
care decision-making among this population [11]. However, 

research on CAM use among US South Asians is limited. 
This paper seeks to contribute to reducing this gap in knowl-
edge. The research question for this qualitative inquiry was, 
“What are the beliefs, practices, motivators and experiences 
of using CAM among South Asian youth living in the US?”.

Literature Review

Limited information about CAM use among US South 
Asians is available [12–14]. Most US South Asians were 
born outside the USA, and their health behaviors are influ-
enced by practices in their countries of origin [8], including 
CAM use. Youths in particular have to navigate the bicul-
tural practices of both their countries of origin and the USA. 
Therefore, literature from South Asian countries as well as 
other countries about the South Asian diaspora (e.g., Aus-
tralia and Canada) can help us in contextualizing, under-
standing, and supplementing the findings about CAM use 
from US South Asians.

CAM Use in South Asia

This section provides an overview of the CAM modalities, 
context, and factors associated with CAM use in South 
Asia. The history of CAM use in South Asia itself actu-
ally dates back to the beginning of the Indus valley civi-
lization and writing of the sacred texts of the four Vedas. 
Ayurveda which literally translates as “the science of life” 
is considered to be reflected in Rigveda or Atharvaveda, 
followed by subsequent treatises [15]. Over the centuries, 
additional therapies have been adopted leading to a vibrant 
medical pluralism. India, the most populous South Asian 
country, recognizes the following traditional systems of 
medicine: Ayurveda, Yoga, Naturopathy, Unani Medicine, 
Siddha, Sowa Rigpa, and Homeopathy, together known by 
the acronym (AYUSH). These systems are presently taught 
in specialized colleges [3]. Over time, for-profit companies 
have started selling AYUSH products over the counter and 
marketing those using commercial techniques to appeal 
to modern consumers, thus removing the need to consult 
a practitioner in some cases [16]. CAM practitioners may 
actually combine different therapies in which they may not 
have been formally trained [17]. An informal ranking of 
medical systems in India has emerged, with allopathy at the 
top, some AYUSH systems next, followed by local healing 
traditions [6].

Findings about CAM use in South Asia are derived 
from studies with frequently small sample sizes that seek 
to investigate health-seeking behavior. The results suggest 
that among some patients, CAM may be used only for spe-
cific illnesses or conditions (e.g., constipation), while among 
other patients one may encounter a multi-therapy approach 



2046	 Journal of Racial and Ethnic Health Disparities (2024) 11:2044–2054

1 3

(medical pluralism) that includes CAM and other therapies 
[18]. It is estimated that more than half of the population 
in India already opts for pluralistic healthcare choices [19]. 
It is commonly found that CAM is used more for chronic 
conditions, as compared to acute conditions, for symptom 
management, improving immunity, increasing quality of life, 
and coping with side effects from allopathic medicine [20]. 
Additionally, home remedies are likely to be preferred for 
common diseases (e.g., cold, vomiting, fever, general aches, 
headache, and asthma) and conditions such as pregnancy 
[20–22]. Commonly used herbs, spices, and other botanicals 
including turmeric, neem, honey, vetiver, black nightshade, 
vinca, plantain stem, holy basil, fenugreek, yogurt, banana, 
cardamom, rice, salt-sugar water, herbal tea (e.g., joshanda 
and kahwa), oregano, garlic, onion, and fuller’s earth, among 
others [21–23].

In South Asia, both wealthy and poor patients may use 
CAM for several reasons. Poorer patients may be forced to 
consult unqualified allopathic practitioners and/or CAM 
practitioners due to a lack of other options [24]. Addition-
ally, though cost-associated barriers are seen in the long-
term usage of CAM for certain conditions or diseases 
(e.g., diabetes), the low cost and high accessibility of other 
Ayurvedic treatments (e.g., choornam/medicinal powder 
consumed orally) are quite reasonable, aiding in their con-
sistent usage [25]. Elevation of CAM usage among poorer 
households can also partly be explained by the increased 
susceptibility to diseases encountered by this group [26]. 
Large population studies also underscore the impact that 
the absence of health insurance coverage has on indigent 
individuals’ treatment choices [27]. Furthermore, some data 
demonstrate that those in higher socioeconomic classes self-
medicate (with both CAM and modern medicines) at higher 
rates, compared to those in lower socioeconomic groups. 
[28]. Treatment preference, therefore, is influenced by both 
availability and cost [29]. Ultimately, the pattern that has 
evolved in terms of the association between CAM use and 
cost is one, where utilization (as mentioned above) is the 
highest among both the richest (who may self-medicate at 
high rates) [28] and poorest communities in South Asia [30].

It is important to investigate if younger populations are 
using CAM for the same reasons as older populations. Some 
evidence suggests that younger individuals in India dem-
onstrate elevated inclinations towards CAM, compared to 
older individuals, who may be unwilling to wait for symp-
tom resolution [31]. However, older individuals with chronic 
conditions tend to favor CAM [32]. A common finding is 
that patients of all ages often prefer CAM for treating many 
ailments due to concerns surrounding dependency and 
the perceived side effects associated with allopathic treat-
ments [25]. There is inconsistency in study findings about 
whether these concerns delay individuals’ pursuit of allo-
pathic options for serious diseases like cancer [29], or if they 

compel individuals to increase and broaden their utilization 
of all the health care services that they have access to [32].

Religious beliefs, faith, traditions, and superstitions have 
also all been linked to CAM usage, but the presence of other 
factors (e.g., economic status, gender, education level, age, 
and living conditions) affects the specific way that utiliza-
tion occurs [26]. Cultural traditions also play an important 
role in CAM use in South Asia. For example, Sowa rigpa 
is a popular treatment in Bhutan for diseases such as arthri-
tis, rheumatism, ulcers, stomach disorders, headaches, and 
skin diseases [33]. However, measuring the impact of cul-
tural influences on CAM usage is challenging. South Asia 
is not a monolith in terms of heritage, traditions, and beliefs. 
Neither those varying customs are static [34]. Culture is, 
therefore, a nuanced force that interacts with different socio-
economic factors and demographic elements in interesting 
ways. Overall, the current cultural trend reflects a desire to 
deepen investment in CAM use in conjunction with allo-
pathic treatments in order to satisfy the unmet needs that 
may arise from using either in isolation [32].

CAM Use Among the South Asian Diaspora

CAM use among the South Asian diaspora may be affected 
by reasons such as perceived discrimination in healthcare 
settings, in addition to factors that are reported in studies 
in South Asia such as belief in efficacy, lower side effects, 
and tradition. The literature about CAM use among ethnic 
minorities, as a whole, provides some context about use 
among US South Asians. A systematic review of CAM use 
among ethnic minorities in several countries including the 
USA has indicated that the association between CAM use 
and being an ethnic minority is not consistent, with some 
studies actually showing higher use among White popula-
tions [35]. The reasons for preferring CAM were multifari-
ous, with many reporting that it was perceived to be safer, 
natural, and more effective than biomedicine [35]. Many 
studies also reported that dissatisfaction with the patient-
provider interaction in Western countries (e.g., discrimina-
tion on account of accent or cultural background, feeling 
rushed, and feeling provider was uninterested inpatient care) 
lead many immigrants to prefer CAM instead [35].

The literature about medical pluralism among South 
Asian diaspora in the USA, UK, Canada, and Ireland 
shows that healthcare practices reflect a complex interac-
tion of beliefs, traditions, and influences from family and 
one’s peers [7]. In addition to traditional systems of medi-
cine (e.g., Ayurveda), other CAM strategies adopted by 
South Asian immigrants included offering prayers, going 
to holy places, checking horoscopes, wearing gemstones 
and blessed amulets, fasting, and taking advice from spir-
itual healers [7]. CAM use is influenced by perceptions 
about severity of illness [36], time taken to cure illness, 
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beliefs about efficacy of treatments [36, 37], beliefs about 
side effects of different treatments [7;37–38], empathy, 
availability of other options, family influence [23, 37–39], 
desperation for a cure or symptomatic relief [36, 38], and 
acculturation [36, 38].

Findings about CAM use among US South Asians are 
derived mostly from studies that focused exclusively on 
Asian Indians (the largest subgroup among South Asian 
immigrants) as well as studies that include several Asian 
subgroups. Studies have shown widespread use of traditional 
therapies in general [39], but some studies show lower than 
expected CAM use for treating health conditions (e.g., 9% 
among Asian Americans), raising questions of underreport-
ing and lack of representative data [40]. Some data suggest 
that elderly Asian Indians were more likely to use CAM for 
treatment than some other Asian groups [40]. A 2006 study 
of Asian Indians in the USA suggested that respondents with 
greater length of residence in the USA were more likely 
to use allopathic medicines than recent immigrants [36]. 
A 2009 study of Asian Indians (N = 64) found high aware-
ness of Ayurveda (95%) [13]. About 78% had knowledge of 
Ayurvedic products or treatments, and more than half (59%) 
had ever used or were presently using Ayurveda. A cross 
sectional study from 2010 of Asian Indians from 7 US cities 
(N = 1824) found that the majority of the respondents were 
using at least one type of CAM. CAM use was positively 
associated with older age, female gender, barriers to access 
to care, and spirituality [14].

There is absence of consistency in findings about whether 
use of CAM is mostly a second-line treatment or an alterna-
tive to allopathic medicine. At least one study found that 
Asian Indians categorized illnesses into major and minor 
depending on their symptoms [36]. For severe illness, 
allopathic treatment was generally favored. Self-treatment 
through CAM as an alternative or second-line treatment 
seemed to be based on Ayurvedic principles, though people 
did not formally know these principles [36].

A concerning finding is that CAM use is frequently not 
disclosed to providers [7] due to lack of confidence in the 
health-care system and fear of being blamed, labeled as 
backward, and fear of discrimination [7, 23, 38, 41]. One 
study among US Asian Indians reported that only 18% 
informed Western medical doctors about Ayurveda use [13]. 
Furthermore, among some users, CAM use may be driven 
by family pressure instead of the user’s belief in its efficacy. 
A study among South Asian epilepsy patients in the UK 
found patients used CAM even if they did not believe it to be 
efficacious. CAM use was frequently driven by family pres-
sure and desperation for relief. The influence of family and 
peers on CAM use among South Asian immigrants suggests 
that in this population, CAM use may be less about patient 
autonomy in exercising medical pluralism and instead be 
influenced more by family pressure and advice [38].

Thus, CAM use among the South Asian diaspora has 
many aspects relating to maintaining traditions, the influence 
of family on an individual’s decision-making, health beliefs, 
affordability, and length of stay in the country, among other 
factors. To our knowledge, there are no studies about US 
South Asians that focus on perspectives and factors affect-
ing CAM use beyond quantitative measures and that focus 
on youth. This study seeks to contribute to the knowledge 
about the motivators and practices of CAM use among South 
Asian youths. Frequently, youths may bridge cultures, be 
involved in decision-making for older family members as 
well, especially in instances of immigrant families that may 
have some members with low English proficiency and lack 
of familiarity with the US health system. Thus, knowledge 
about CAM use among this population can help clinicians 
and other healthcare workers to serve the needs of South 
Asians in a culturally competent manner.

Methods

After approval from the IRB of California State University, 
East Bay, a public university in the US (IRB# CSUEB-IRB-
2018–165-F.), we recruited students on campus through 
word of mouth, flyers, and emails sent to student groups 
and departments with a relatively large number of South 
Asian students. To be eligible to participate in the focus 
group discussions, individuals were required to be at least 
18 years of age and self-identify as being from South Asia 
or their families were originally from South Asia.

The first author, a female, Hindu, cisgender PhD-trained 
researcher born and raised in India developed a focus group 
guide based on a literature review of concepts and issues 
relevant to healthcare decision-making among South Asians 
and minorities. Three undergraduate research assistants were 
trained in focus group observation and coding qualitative 
data. After explaining the purpose of the study and obtaining 
informed consent, the lead author moderated the focus group 
discussions (FGDs), while the research assistants attended 
in pairs and noted the interactions, non-verbal communica-
tion, and other relevant observations. One group consisted of 
only males and one group of only females, while the remain-
ing eight groups had a mix of males and females. In some 
groups, participants knew each other and/or the moderator. 
The research team sought to facilitate an open and rich dis-
cussion among participants.

The participants also completed an online demographic 
survey using Qualtrics [42] before or after the focus group 
discussion. Microsoft Excel [43] was used to analyze the 
demographic survey data.

Participants were served refreshments during the FGD and 
given a $10 incentive in terms of a credit on their student card. 
The study team debriefed after each discussion, with a focus 
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on the nature of the discussion and the group dynamics. Data 
collection was continued until saturation was reached, with the 
team determining that no new information was emerging. The 
focus group discussions were audio recorded with participant 
permission. Data were professionally transcribed. The lead 
researcher checked each transcript for accuracy and corrected 
errors. Coding was performed in Dedoose, an online software 
[44]. Thematic analysis was conducted using steps laid down 
by Braun and Clarke [45]. The steps were developing famili-
arity with the data through repeatedly reading the transcripts, 
generating codes, developing and refining themes, and writ-
ing the results. Thematic analysis is a versatile approach that 
can address a range of questions such as people’s views and 
perceptions, factors that shape specific phenomena, rules, and 
norms that influence behavior and people’s actions and prac-
tices, among others [46]. It is particularly suited to applied 
health and wellbeing research to identify patterns across the 
data with respect to the research question [47].

Codes were developed both deductively and inductively 
upon reading the transcripts, and code definitions were devel-
oped. Initially, each student assistant independently coded a 
separate transcript. The lead researcher coded the same tran-
script and compared codes with each student to come to a 
consensus. Subsequent transcripts were coded by two student 
assistants each (blinded to each other’s work), and disagree-
ments were resolved by a consensus. The codes were revised 
and merged as needed, and a few new codes were added. All 
team members wrote memos to aid in recall and analysis.

Subsequently, the codes that were similar were grouped 
together and developed into potential theme and-sub theme 
ideas. The lead author noted the themes and sub-themes into 
a document and pasted the relevant participant quotations 
under each theme or sub-theme heading. This helped check 
that the themes reflected the participants’ voices and also 
helped in the final stage of thematic analysis (writing the 
results). The lead author drew thematic maps by hand to vis-
ualize the linkages between the themes. She re-read the tran-
scripts to understand how the themes matched with the focus 
group discussions as a whole. Theme names were modified 
to reflect the meaning that emerged from the participant’s 
accounts. Referring to the literature on CAM use among 
minorities further helped contextualize the themes and 
finalize the theme titles. Finally, the themes were compared 
across all transcripts and reviewed by the lead researcher 
and one student assistant. Trustworthiness of the study was 
supported by peer debriefing and reflexivity.

Results

Ten focus groups were conducted with thirty-six participants 
(undergraduate or baccalaureate students of South Asian ori-
gin, both US-born and immigrants). The average duration of 

the discussions was approximately 54 min. Table 1 describes 
the study participants’ demographics. Nearly half of our 
sample was born in India (17), followed by the USA (12), 
Nepal (3), Bangladesh, Pakistan, and Fiji islands (1 each).

Many participants shared that they consulted physicians 
only for acute medical problems and instead relied on CAM 
as the first line of treatment. A wide variety of CAM use was 
reported, such as Ayurveda, homeopathy, yoga, chiroprac-
tic, spiritual healing, acupuncture, water therapy, and home 
remedies. Examples of home remedies mentioned by par-
ticipants included the use of ginger, cloves, turmeric, honey, 
teas, and saline water, based on the belief about inherent 
healing qualities of food. Data analysis revealed mostly posi-
tive views towards CAM use. CAM was believed to be safe, 
natural, frequently low cost, and free of side effects. Addi-
tionally, motivators for CAM use were older family members 
and cultural norms that favored CAM use. Many participants 
practiced medical pluralism by combining CAM with other 
therapies. We did not see any differences in responses about 
attitudes towards CAM use among participants born in the 
USA versus other countries. The themes are discussed below 
along with illustrative quotes.

Table 1   Participant characteristics

Characteristic Number

Gender (N = 36)
  Male 20
  Female 15
  No response 01

Average age 24.28 years (N = 34)
Country of birth (N = 35)
  India 17
  USA 12
  Nepal 03
  Bangladesh 01
  Pakistan 01
  Fiji Islands 01

Average number of years spent in the US 13.4 (N = 34)
Languages spoken in addition to English (N = 34)
  Hindi 24
  Punjabi 11
  Other South Asian languages 12
  Spanish 01
  Arabic 01
  Only English 02

Religion N = 34
  Hindu 18
  Sikh 07
  Muslim 04
  Not a believer/agnostic/atheist 04
  Others 03
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Intergenerational Use of CAM

Cultural Norm

CAM use was described as part of the cultural norm for 
maintaining health and curing illnesses and mostly passed 
down the generations from grandparents and parents to the 
participants. Some participants shared how their elders had 
been using CAM, since the time they did not have access to 
doctors and encouraged the youngsters to use CAM. CAM 
use was described as a cultural feature. “I feel like culture, a 
lot, has been a constant thing, like home remedies and stuff 
like that”, Participant 11, FGD 2. CAM use was also linked 
with cultural values of obeying elders. As one participant 
said, “We like to obey our parents, because they are more 
experienced. Generally Indians from childhood only we used 
to listen to our parents. So that’s the main reason [for using 
CAM].”, Participant 27, FGD 7.

Intergenerational use also led to trust in home remedies. 
As one participant said, “I was going to say turmeric is like … 
They’d say it would solve everything. That’s like my grandma’s 
perspective. Drink it or put it on or sniff if you can…That’s an 
exaggeration. And I think research has also shown that it’s effec-
tive in terms of treating inflammation.”, Participant 30, FGD 8.

Many participants explained that after coming to the USA 
or starting college, they tried to follow the same remedies 
they had seen their parents use. CAM was often the first line 
of treatment. One participant said, “For the common cold, 
my mom always gives me hot water with ginger and honey 
instead of medicine first. If that’s not working, then the medi-
cine comes. I do the same”, Participant 18, FGD 4.

However, with globalization, some changes were evi-
dent such as a few participants sharing that they learnt 
about CAM themselves from sources such as the internet, 
radio, television, or their friends, instead of their fami-
lies. Two participants stated that they began to appreciate 
the benefits of CAM more as they grew older, with one 
describing her feelings as a child that her friends would 
judge her if they saw her using CAM.

“…growing up I was a bit kind of critical of some of 
these methods ‘cause to me … I grew up here and I 
would see some of this and be like, “Well, that’s not 
what most of my friends at school would do. They’re 
going to ask me about this,” like, “What is this,” you 
know? As I got older, I started to really see some of 
the value in it and personally I’ve really benefited 
from it.” Participant 30, FGD 8.

Intergenerational Conflict

There was intergenerational conflict as well relating to CAM 
use. Some youths stated that they opposed the use of CAM 

remedies by older family members. They believed that west-
ern medical advice (e.g., managing insulin levels for diabe-
tes than CAM remedies) should be followed. Some were 
accepting of CAM use as a complement to allopathic medi-
cine, depending on the condition. Two especially critiqued 
the religious/spiritual practices such as visiting shrines, reli-
gious healers, and using amulets for healing in their home 
countries (Pakistan and Nepal, respectively) as ineffective. 
One participant shared an instance where she stopped her 
mother from self-medicating through home remedies when 
it worsened the situation.

“My mom, she has tooth ache sometimes and she uses 
the cloves, she put it in her mouth and she was like 
‘they stop pain.’ Then the next thing you know she had 
like a blister and she kinda messed it up more and then 
she had more pain and she was like ‘I’m having pain.’ I 
was like ‘that’s it, we’re not going to let you use those 
anymore.’” Participant 23, FGD 6.

Motivations for CAM Use

In addition to cultural norms and intergenerational family 
influence, there were several individual-level factors that 
motivated CAM use. These are presented below.

Natural Care

The overwhelming reason for use of CAM was stated to be 
the belief that CAM was “natural” and more effective than 
allopathy. One participant stated, “if you can do it naturally 
kind of in a holistic way, would rather do that. For my fam-
ily, medication is kind of like the last resort, if you’re really, 
really sick.”, Participant 5, FGD 1.

Belief in the effectiveness of CAM was based both on 
participants’ own experiences and that of others. Partici-
pants additionally believed that CAM would not trigger 
allergies, provide a long term solution, and not cause over-
dose or addiction. Participants shared examples of self or 
family wherein allopathy had caused allergic reactions or 
use of CAM (e.g., homeopathy) had provided permanent 
relief from a condition, strengthening their motivation for 
using CAM.

Cost Considerations

CAM use was also described as linked with “socio eco-
nomics” and being “ (financially) responsible” with some 
participants mentioning that home remedies especially 
were preferred because they were cheaper than allopathy. 
One participant said, “Some don’t have health insurance, 
so they really don’t have the money to pay for it, so they 
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got to go for home remedies and they feel like once they 
get that prescription they’re going to get addicted to it and 
it’s going to get worse. That’s what some Indian people 
think most of the time.”, Participant 13, FGD 3. Another 
participant said, “You don’t give anything just to have 
natural remedies.”, Participant 25, FGD 7. International 
students especially mentioned problems with health insur-
ance (e.g., the high cost of drugs in the USA, as compared 
to South Asia) and that in contrast, home remedies were 
inexpensive.

Reluctance to Use Pain Medication

CAM use was also linked indirectly with a reluctance to use 
pain medication. For example, some participants mentioned that 
they were taught growing up that pain was natural and thus it 
could be healed using home remedies instead of allopathy. Some 
mentioned that they preferred to skip using the pain medication 
they had by trying CAM. One participant shared that in case 
of pain, “I would rather not take medicine. I would tend to like 
drink warm water with honey, or whatever herbal things, but not 
to take medicine.”, (Participant 7, FGD 1).

Another provided a context for using CAM by explaining 
that allopathy does not provide a root cause to the solution 
of pain. She said,

I personally try to avoid pain killers too. It’s really bad 
for your kidneys and I try to avoid them as much as possible. 
I take a little bit more philosophical approach, where my 
body is trying to tell me something, it’s just better to feel 
it through and see what’s going to happen. To be honest 
doctors don’t really understand pain. They don’t understand 
where pain is coming from and why. Sometimes most of 
the pains that people experience is blamed on allergy or 
blamed on migraine or vertigo, nobody knows where it’s 
coming from. So, I don’t see why I should suppress a symp-
tom rather than suppressing the cause which they don’t really 
know.  Participant 34, FGD 9.

Medical Pluralism

The elements of medical pluralism described by our par-
ticipants include using CAM as the first line of treatment 
before trying allopathy, using CAM for symptom manage-
ment, using CAM to complement other therapies, and being 
influenced by social networks in countries of origin outside 
the USA to mix CAM with conventional treatment.

First Step in Treatment

A large number of participants stated that the first choice 
for treatment especially for “minor” issues (e.g., cold, 

cough, and aches) were home remedies. Participants shared 
accounts wherein they or their family members had waited 
several weeks before seeking allopathic treatment, either 
self-medicating or waiting for the issue to resolve on its 
own. This could have negative consequences as exemplified 
by one participant who said she waited a long time to get 
treatment while suffering from dengue and her condition 
became serious.

Symptom Management

CAM was frequently used in the participants’ families to 
manage symptoms of chronic diseases. Some alluded that 
their family members had turned to pluralistic care when 
allopathy did not cure them. For example, one participant 
mentioned, “ …[participant’s mother] was diagnosed with 
multiple sclerosis which is a progressive, neurodegenerative 
disease that she still has. But, the symptoms, they haven’t 
really subsided, that’s not really the correct word, they’re 
stagnant. Due to that, like my mom has regular MRIs, goes 
to the doctor regularly, sees like, her pain management doc-
tor. Like, she’s doing a lot holistic things: acupuncture, 
chiro, things like that.”, Participant 24, FGD 6.

One participant shared that she used pain management 
therapies influenced by her parents’ advice, though their 
beliefs were mutually in conflict.

Participant: So, my father believes in allopathic treat-
ments, and my mother she has a Masters in like Yoga 
Science and natural science which is natural therapy. 
So, I get the best of both worlds where my dad is tell-
ing me to pop the pill and then my mum is like use 
this hot water bag, use this bowl of herbs. Do this. 
Do that. Massage this finger…Yeah. This finger, that 
finger. Give me the, using these needles, acupuncture 
or acupressure, and then that’s how we do pain man-
agement usually. Sometimes it’s like, it depends on the 
water, the hot cold water treatment where you dip your 
hand and legs and it depends on like blood flow and …
Moderator:So it’s like a mix of techniques for you?
Participant 34:“Mix of techniques, yes.” Participant 
34, FGD 9.

Complementary Medicine

While a few participants shared accounts of family mem-
bers using CAM exclusively and shunning allopathy, most 
shared that CAM use did not preclude the use of allopathic 
medicine. CAM use complemented allopathic treatments in 
many instances. One participant mentioned that CAM use in 
place of allopathy for conditions such as diabetes would lead 
to serious consequences but that CAM could be used as a 
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supplement. “It’s better to take the medicine and then try that 
as an alternate, like with it, like additional or supplement, 
but don’t go for that alone. You still need to take prescrip-
tions because those are really going to help you long-term.”, 
Participant 12, FGD 3.

Transnational Influence

Transnational connections with families in South Asia also 
influenced medical pluralism. Some participants relied on 
allopathic medicine in the USA, but added CAM remedies 
after acquiring them in their countries of origin. For exam-
ple, one participant shared that her father who suffered from 
multiple chronic health conditions, acquires Ayurvedic med-
icine when he visits his family in India and starts using those 
as well without medical supervision.

“…for my dad, he’s been struggling so long with his 
health issues that he’s tried … So, he flip flops between 
western and eastern medicine. He’ll be on diabetes 
medicine… and then he’ll go to India and get Ayurve-
dic medicine and come back with all this Ayurvedic 
medicine, and then he’ll flip flop in between…” Par-
ticipant 11, FGD.

Discussion

Non-Western medical approaches are an important compo-
nent of illness recovery and health maintenance for many 
South Asians. CAM use continues to be popular with South 
Asian youths in our study who relied on traditional knowl-
edge as well as sought information about CAM from sources 
such as the internet and friends. A preference for “natural” 
care, trust in holistic medicine, cost considerations, conveni-
ence, absence of side effects, and cultural practices were 
the main drivers for CAM use, especially for minor health 
issues. Interestingly, even therapies that did not originate in 
South Asia such as acupuncture and chiropractic care were 
mentioned by a participant as being used in her family. The 
use of CAM was primarily related to participants’ belief in 
its efficacy and “natural care”, even if the original impetus 
for use came from participants’ upbringing or family.

The literature on CAM use among US South Asians is 
very limited [13, 14] and quantitative in nature. Our study is 
one of few in recent years to qualitatively explore the views 
of South Asians in the US on CAM use. Adult children are 
often involved in decision-making for healthcare for older 
family members in South Asian families. Existing studies 
are survey-based, not recent and report correlates of CAM 
use but do not explore the perspectives behind such use. 
Given the growing number of South Asians in the USA, this 
study thus makes a useful contribution for clinicians and 

other healthcare providers who presently serve or will work 
with South Asians in the future.

Participants expressed a preference for CAM utilization 
for ailments such as colds, coughs, and upset stomachs, con-
sistent with the literature [14]. They were thus continuing 
patterns seen in South Asia as the first recourse for minor 
ailments [20, 36]. This included the ease of utilizing herbs 
or foods that are already on hand [29] and following the 
advice or pressure from family [38]. However, some of our 
participants also sought CAM use themselves, by finding 
information through the internet or friends. Thus, not all 
CAM use among this population is family-influenced, as 
there are instances of autonomous decisions to use CAM. 
This also highlights the importance of social networks that 
might be the only source of support for immigrants and their 
source of health information instead of medical profession-
als. The fear of debt and not knowing what services were 
covered by health insurance were particularly important for 
international students.

Like other South Asians, our participants also engaged in 
pluralistic care [4, 18]. Our findings highlighted a proclivity 
among individuals to use a combination of alternative rem-
edies and allopathic treatments in order to attain a balance 
between relief and safety [25, 48–50]. The popularity of this 
attitude and approach is therefore of great import. For exam-
ple, there are limitations and drawbacks associated with 
CAM usage (e.g., deferred diagnosis and the potential for 
polypharmacological interactions) which has been reported 
in other Asian populations [51] that carry risk of harm. Due 
to CAM being frequently viewed as harmless [52], its use is 
sometimes not reported at the time of allopathic treatment 
seeking. These realities surrounding CAM and medical plu-
ralism thus hold significant implications for patient safety 
and appropriate education. Our participants being younger 
had fewer health issues and had not sought care much from 
US providers. Therefore, the question of whether they reveal 
CAM use to US providers did not emerge in the discussions.

The strengths of our study include insights from par-
ticipants that were born in the USA as well as internation-
ally-born participants. The focus group discussion format 
allowed participants to share and discuss their views about 
CAM. They were able to draw upon their own experiences, 
their families’, and in the case of international students, 
discuss additional information about the impact of insur-
ance and their circumstances on using CAM. The limita-
tions of this study include that as for all qualitative stud-
ies, the results are not generalizable and not intended to be 
representative. In order to protect participants’ privacy in a 
focus group discussion setting, we did not probe for personal 
health information beyond what was voluntarily shared by 
participants. Thus, we could not enumerate for example how 
many of the participants had or were currently using CAM.
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Implications

The World Health Organization has recommended adding 
CAM into conventional health service delivery systems [3]. 
South Asian youths living in the USA that participated in 
this study still embrace CAM despite being exposed to West-
ern healthcare practices in the USA and/or their countries 
of origin. This suggests that adoption of patient-centered 
approaches can be enhanced through understanding and 
increasing provision of CAM [2]. With clinicians seeking 
to become more culturally competent, research is needed to 
understand CAM further. The US.

National Center for Complementary and Integrative 
Health (NCCIH) recognizes the need for clinical and imple-
mentation research on CAM so that it can be integrated into 
health delivery systems [53]. Its recommendations include 
step-wise research from efficacy to effectiveness, dissemi-
nation, and implementation [53]. Limited dissemination of 
existing evidence on CAM is a major barrier in including 
this in conventional care because clinicians and policymak-
ers may perceive this as absence of supporting evidence 
[53].

More studies on effectiveness of CAM can build the case 
for enhancing coverage of CAM through health insurance 
in Western countries. Some insurance providers such as 
Kaiser Permanente do provide limited coverage for some 
CAM therapies (e.g., acupuncture and chiropractic care). 
Second, it is important to dispel the common myth that 
CAM is inherently safe, especially because of CAM use 
being combined with other therapies. CAM products that 
contain active substances that are pharmacologically strong 
could potentially be harmful when used incorrectly or used 
simultaneously with other medications [2, 36]. Clinicians 
need to understand CAM more to reduce the chances of 
adverse interactions. They also need to proactively ask their 
patients about CAM use, especially minority populations 
that use CAM in their countries of origin and educate them 
about their potential risks. Patients may be hesitant to reveal 
CAM use to providers especially if they are of a different 
background, given the history of colonialism and the spread 
of biomedicine. Clinicians should thus be careful about the 
nuances of patient-provider communication and sensitively 
elicit these care preferences. Third, it should be noted that 
South Asians may delay seeking conventional care because 
of self-treatment with CAM. This highlights the importance 
of spreading awareness about the risk of self-treatment in 
some cases and seeking timely care. This can help patients 
benefit from CAM while avoiding behaviors that may be 
risky such as self-treatment or delaying care.

As the number of immigrants in the USA increases, 
healthcare providers will need to serve a diverse popula-
tion that may bring other healing traditions that fall outside 

conventional biomedicine. This was a small, exploratory 
study on perspectives on CAM use among US South Asian 
youths. There is a need for further research with larger sam-
ples that are diverse in terms of age, health conditions, and 
socioeconomic circumstances, among others. Understanding 
South Asians’ preferences regarding CAM and investigat-
ing the impact of factors that affect CAM including but not 
limited to health insurance may help health practitioners to 
provide better care for persons of South Asian origin in the 
USA.
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