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1. INTRODUCTION 

Our current medical knowledge is derived from 

man’s cumulative experience from primitive to 

present times. Modern medicine is what it is 

today because it has drawn knowledge from the 

traditional cultures of different people and 

societies, over a long period of time [1].
  

The most common reason for using CAM as 

reported by homeless youth attending a free 

clinic in America was because it was natural and 

organic (43.9%). Other reasons included low 

cost (28%), perceived efficacy (26.1%), 

negative experiences with physicians (24.2%), 

friends use CAM and recommended it (20%), 

and pervasive mistrust of physicians (19%) [2]. 

Family practice patients in America gave similar 

reason for CAM use [3].  

Pressure of elders, family members, friends and 

neighbours were among the reasons why people 

used CAM for children with chronic conditions 

in Lagos, Nigeria [4]. There was also the 

cultural beliefs that illnesses have a 'spiritual' 

origin and people are interested in finding the 

root cause of their problems and therefore 

consult with alternative practitioners [5].  
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A community-based study among low-income 

women in Uyo, Akwa-Ibom State, Nigeria 

showed that in the face of "stock out" where 

most drugs, pharmaceuticals, and medical 

supplies are consistently not available for 

dispensing in public hospitals and health 

centers, these poor urban women resorted to 

alternative health care in prayer houses, herbal 

homes, patent medicine vendors, health workers 

homes, and traditional birth attendants. The 

study reported that stock out in government 

health facilities resulted in health hazards and 

the relapse of illnesses as a result of non-

adherence to treatment regime and exposure to 

fake, expired, and adulterated drugs [6].  

For respondents in a community-based study in 

Lagos State, Nigeria, perceived efficacy of 

herbs in treating malaria episodes featured as the 

major reason for their use as claimed by the 

majority (>50%) of the respondents in each of 

the ethnic groups studied, while cost 

consideration was the next most important 

factor. Other factors mentioned are the absence 

of side effect in herbal medicine and to avoid 

the itching side effect and ineffectiveness of 

chloroquine and some other anti-malarial drugs 

[7]. In Benin City, Nigeria, traditional birth 

attendants administered herbs orally for the 

treatment of abdominal pain, absence of foetal 

movement, excessive vaginal discharge, 

headache, dizziness, fever and retained placenta. 

In addition to oral herbs, bathing with herbs was 

also prescribed for threatened abortion. 

Infertility problem was treated with herbs or by 

performing rituals, while oracle is consulted for 

bad dreams [8].  

The majority of respondents in a study done in 

America used unconventional therapy for 

chronic, as opposed to life-threatening, medical 

conditions [9]. A third of the respondents in 

study conducted in Osogbo, Nigeria believed 

that rabies infection can be treated with herbs. 

Of the 387 victims of dog bite, 240 (62%) never 

sought prophylactic post-exposure treatment in a 

health facility [10]. 

Sources of information about CAM included the 

media: television, radio and newspaper 

advertisements (13%); CAM practitioners (5%); 

churches (2%); open market advertisements 

(2%); and hospital staff (1%) [4]. Respondents 

in a community-based study in Australia 

obtained information on CAM from CAM 

practitioners. The internet and health food shops 

served as the least useful source of information 

[11]. Fifty seven percent of CAM providers 

reported attending educational programmes on 

dietary supplement, while the use of 

supplements by patients was most influenced by 

advertisements (40%) and friends (40%) [12].  

A review of 19 surveys conducted between 1982 

and 1995 that examined the practices and beliefs 

of conventional physicians with regard to five of 

the more prominent CAM therapies showed that 

acupuncture had the highest rate of physician 

referral, 43%, among the five CAM therapies; 

followed by chiropractic, 40%, and massage 

(21%). Rates of CAM practice by conventional 

physicians varied from as low of 9% for 

homeopathy to a high of 19% for chiropractic 

and massage therapy. Approximately half of the 

surveyed physicians believed in the efficacy of 

acupuncture (51%), chiropractic (53%), and 

massage (48%), while fewer believed in the 

value of homeopathy (26%) and herbal 

approaches (13%).  The review suggested that 

large numbers of physicians are either referring 

to or practicing some of the more prominent and 

well-known forms of CAM and that many 

physicians believe that these therapies are useful 

or efficacious [13].  

Various factors have been found to be 

associated with the use of CAM. CAM use in 

America was greatest among women, people 

aged 30-69, those with higher levels of 

education and higher incomes, American 

Indians/Alaska native, whites and Asians than 

among blacks and Hispanics [14]. The 

frequency of use of unconventional therapy, in a 

study done in America, varied somewhat among 

sociodemographic groups, with the highest use 

reported by nonblack persons from 25 to 49 

years of age who had relatively more education 

and higher incomes [9].  

Use of alternative medicine among patients with 

Parkinson’s disease was commoner among the 

younger age group (p = 0.002), patients who had 

higher income (p = 0.038) and higher education 

level (p = 0.006) [15]. A similar result was 

found in another study done among patients who 

were about to undergo surgery in America, 

where women and patients aged 40-60 years 

were more likely to use herbal medicines. Over-

the-counter medication use was also strongly 

associated with herbal preparation use [16]. No 

significant association was found between CAM 

use and age, gender, educational level and race 

among family practice patients in America [3]. 

Among patients attending gastroenterology 

clinic in Carlifornia, USA, there were no 

significant differences between alternative 
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medicine users and nonusers in 

sociodemographic characteristics [17].  

A national survey done in America to determine 

why patients use alternative medicine showed 

predictors of alternative health care use to be: 

more education, poorer health status, a holistic 

orientation to health, having had a 

transformational experience that changed the 

person's worldview, any of the following health 

problems: anxiety, back problems, chronic pain, 

urinary tract problems; and classification in a 

cultural group identifiable by their commitment 

to environmentalism, commitment to feminism, 

and interest in spirituality and personal growth 

psychology. Dissatisfaction with conventional 

medicine did not predict use of alternative 

medicine. Only 4.4% of those surveyed reported 

relying primarily on alternative therapies [18].  

Factors that were positively associated with 

child CAM use in America included parents' use 

of CAM (p < .0001); greater parent age (p = 

0.0005), greater child age (p = .001), and 

complaints of frequent respiratory illnesses, 

asthma, headaches, and nosebleeds. Ethnicity 

and parental education were not associated with 

child CAM use [19]. Elderly CAM users in 

America tended to be younger, more educated, 

reported having either arthritis and/or 

depression/anxiety, not hypertensive, engage in 

exercise, meditation, and make more frequent 

physician visits. Use of CAM was not 

associated with any observed changes in health 

status [20]. Another study among the elderly in 

American showed that CAM use correlated 

most strongly with female gender (p < 0.0001), 

greater education (p = 0.010), thyroid disease (p 

= 0.019) and arthritis (p = 0.025). There was no 

correlation with income, race, age, or self-

perceived health status [21].  

Use of herbs during pregnancy, as found by a 

hospital-based study in America, was strongly 

associated with prior use of herbal supplements 

(25.6% versus 1.2%) p <0.001. There was 

greater use among white women (11.4% versus 

6.1% in other racial groups) and women with at 

least college-level education (10.1% versus 

7.6% for high school or less). No association 

was found between herb use during pregnancy 

and age or income level [22]. In a household 

survey in America, individuals with diabetes 

were 1.6 times more likely to use CAM than 

individuals without diabetes (8% versus 5%, p < 

0.0001). Also estimates of CAM use were not 

significantly different across selected chronic 

medical conditions, but diabetes was an 

independent predictor of CAM use. Among 

individuals with diabetes, older age (≥ 65 years) 

and higher educational attainment (high school 

education or higher) were independently 

associated with CAM use [23].  

A higher
 

proportion of non-Hispanic whites 

(39%) used CAM for a mental
 
or substance use 

disorder than either African Americans (24%)
 
or 

black Caribbeans (12%) in Michigan. This 

pattern occurred both
 
when those who used only 

prayer and other spiritual practices
 
were omitted 

and when they were included, as well as when 

the
 
use of CAM only was examined. In the latter 

two instances,
 

however, the magnitude of 

difference among the three groups
 
declined. In 

contrast, when different CAM modalities were 

examined
 

among CAM users, a smaller 

proportion of whites reported using
 
prayer and 

other spiritual practices (47%) than African 

Americans
 
(63%) and black Caribbeans (68%). 

The use of herbal therapy
 
was highest among 

black Caribbeans (31%), followed by whites
 

(28%) and African Americans (15%). A higher 

proportion of African
 
Americans reported using 

spiritual healing by others (18%) than
 
either 

black Caribbeans (13%) or whites (9%). A 

higher proportion of adults
 
aged 30–54 years 

(38%) used CAM than younger (32%) and
 
older 

(28%) adults, and females were more likely than 

males
 

to use CAM (39% versus 28%). The 

proportion using CAM increased
 
with higher 

levels of education, from 19% of respondents 

with
 
less than a high school education to 52% of 

those with a college
 
degree or higher. A slightly 

higher proportion of respondents
 

who were 

working at the time of the interview used CAM 

(37%)
 
than those who were not working (30%). 

CAM use also increased
 
with income, from 27% 

of those in the lowest income group to
 
47% of 

those in the highest [24]. 

Cancer patients in many European countries 

revealed that the profile of the CAM user was 

that of younger people, female and with higher 

educational level [25] CAM users in Australia 

were more likely to be female, be better 

educated, have a higher income, and be 

employed. Females were also using significantly 

more herbal medicines, ginseng, Chinese 

medicines, and aromatherapy oils. Many of the 

medicines were self-prescribed [26].  

A greater proportion of the respondents above 

the age of 40 years in South Africa preferred 

CAM [27]. Use of most types of CAM by 
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American women differed significantly by 

race/ethnicity in a multi-site, multi-ethnic study, 

except for the use of ginkgo biloba and 

glucosamine. Significantly more African 

Americans at most sites and Chinese women 

used ginseng [28]. CAM use was greater in 

males than in females cancer patients in Enugu 

but was not affected by age, marital status, level 

of education, religious affiliation, or 

socioeconomic status [29]. A difference in
 

health-seeking behaviour was found between 

Yoruba and Fulani residents in a rural area of
 

Oyo State, Nigeria. Fulani residents were more 

likely
 
to use private facilities during a recent 

illness, while Yoruba
 
residents more commonly 

used government facilities [30]. There was no 

difference in the clinical characteristics, socio-

economic status, and blood pressure control of 

CAM users and non-users among hypertensive 

patients in Lagos. Patients who utilized CAM 

had higher BMI compared with those who did 

not, but the difference was not statistically 

significant (mean BMI ± SD of 29.1 ± 5.6 vs 

27.1 ± 5.9 kg/m
2
; P = 0.05) [31].  

A study done among 156 traditional 

healers/midwives in the Yoruba-speaking areas 

of Nigeria revealed that 72.4% of them were 

more than 40 years old. The study also revealed 

that all traditional healers/midwives were 

trained before they started to practise, and that 

people from all walks of life, irrespective of 

their educational and socio-economic status, 

illiterates, literates, students, traders, top 

professionals, nurses, doctors and clergymen 

consult traditional healers for diverse reasons. 

Some herbalists specialized in different areas, 

others are general practitioners. More than 50% 

of the herbalists earn enough from their practice 

for their upkeep. Patients pay for their treatment 

in cash or in kind. One hundred and twenty five 

(80%) of the herbalists were willing to 

cooperate with western-trained doctors if this is 

suggested [32].  

2. MATERIALS AND METHODS 

2.1. Study Area 

The study was done in Ibadan North Local 

Government Area (IBNLGA), Oyo State, 

Nigeria. The inhabitants are mainly Yorubas. 

Two wards within the study area, Sabo, 

inhabited predominantly by Hausa people, and 

Inalende, inhabited predominantly by Yoruba 

people were purposively selected and used for 

the study. Some of the inhabitants have no 

formal education and belong to the low socio-

economic class. The area is an urban slum 

characterised by limited access to pipe borne 

water, irregular supply of electricity and 

overcrowding.  

2.2. Study Population 

The Yoruba and Hausa adults who were aged 18 

years and above.  

2.3. Study Design 

Comparative, cross-sectional study design.  

2.4. Sample Size Determination 

The sample size was calculated using the 

formula for comparing two independent groups 

[33]: 

  N = 2(Zα + Zβ)
2 
P0(1- P0) 

                                            d
2
 

where N = minimum sample size 

P0 = mean prevalence of CAM use in the 2 

comparison groups i.e. (P1 + P2) /2 

                   P1 + P2     = 0.69 + 0.47  = 0.58 

            2         2 

P1= 0.69. Previous estimate of CAM use among 

Yoruba population [7].
  

P2= 0.47. Previous estimate of CAM use among 

Hausa population [7].
 

d = Difference between P1 and P2 = 0.22 

Zα = Standard normal deviate corresponding to 

the probability α, i.e. the probability of making a 

type 1 error at 5% = 1.96. 

Zβ = the standard normal deviate at 80% 

statistical power, corresponding to the 

probability of making a type 2 error = 0.84

 N = 2(1.98 + 0.84)
 2 

0.58(1-0.58) 

                                     0.22
2
 

                  N = 387  

A total of 400 respondents in each group were 

studied. 

2.5. Sampling Technique 

The World Health Organization (WHO) 

modified cluster sampling technique [34] was 

used. This sampling method was adapted from 

the WHO 30 by 7 cluster sampling technique, 

developed by WHO in 1978 for estimating 

immunization coverage.  

A total of 400 questionnaires were administered 

in each ward. The ward settlements were 

considered to be clusters and 50 questionnaires 

were administered in each of the 8 
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clusters/settlements in Sabo. In Inalende, 67 

questionnnaires were administered in each of 

the first five clusters and 65 in the sixth cluster.  

2.6. Data Collection 

The questionnaire was pretested in Ojoo in 

Akinyele LGA of Ibadan, another urban slum 

area community with Hausa and Yoruba 

residents. Questionnaires were administered by 

four trained research assistants, two Hausa 

speaking and two who could speak Yoruba. 

Appropriate amendments were made after the 

pre-test as necessary. Current CAM use refers 

to use in the last three months. 

2.7. Ethical Consideration 

The Oyo State Ethical Review Committee gave 

approval for the study. Informed consent was 

obtained from the respondents and participation 

was voluntary. 

2.8. Data Analysis 

Data was analyzed using SPSS. Chi square test 

was used to test associations between 

categorical variables at 5% level of significance. 

Multivariate analysis was done with binary 

logistics regression. Variables included in the 

enter method were those that were found to be 

significant from bivariate analysis at p ≤ 0.2, as 

well as factors that have been shown by other 

literature to be associated with CAM use. 

Predictors were those significant at p = 0.05. 
 

3. RESULTS 

Table1. Respondents’ socio-demographic characteristics 

Socio-demographic 

characteristics 

Yoruba 

N=400 

n (%) 

Hausa 

N=400 

n (%) 

Total 

N=800 

n (%) 

Statistics 

χ
2
 

p-value 

Age group (years) 

          ≤ 24 

          25-34 

          35-44                

          ≥ 45 

Mean age (±SD) years 

 

40 (10.0) 

150 (37.4) 

75 (18.8) 

135 (33.8) 

40.1(±15.8) 

 

119 (29.8) 

137 (34.2) 

70 (17.5) 

74 (18.5) 

32.6 (±12.8) 

 

159 (19.9) 

287 (35.9) 

145 (18.1) 

209 (26.1) 

36.4 (±14.9) 

 

 

 

 

57.817 

7.360** 

 

 

 

 

<0.001* 

<0.001* 

Sex 

          Male 

          Female 

 

165 (41.2) 

235 (58.8) 

 

209 (52.2) 

191 (47.8) 

 

374 (46.8) 

426 (53.2) 

 

 

9.721 

 

 

0.002* 

Level of education 

           No formal 

           Primary 

           Secondary 

           Tertiary  

 

59 (14.8) 

97 (24.2) 

210 (52.5) 

34 (8.5) 

 

95 (23.8) 

106 (26.5) 

187 (46.7) 

12 (3.0) 

 

154 (19.2) 

203 (25.4) 

397 (49.6) 

46 (5.8) 

 

 

 

 

1.081 

 

 

 

 

<0.001* 

Marital status 

         Currently married 

          Not currently 

married 

 

306 (76.5) 

94 (23.5) 

 

243 (60.8) 

157 (39.2) 

 

549 (68.6) 

251 (31.4) 

 

 

23.042 

 

 

<0.001* 

Religion 

           Christianity 

           Islam 

 

191 (47.8) 

209 (52.2) 

 

6 (1.6) 

394 (98.4) 

 

197 (24.6) 

603 (75.4) 

 

 

2.413 

 

 

<0.001* 

Occupation 

        Professional & skilled  

       Partly skilled  

        Unskilled  

 

142 (35.5) 

224 (56.0) 

34 (8.5) 

 

86 (21.5)  

254 (63.5) 

60 (15.0) 

 

228 (28.4) 

478 (59.8) 

94 (11.8) 

 

 

 

22.829 

 

 

 

<0.001* 

Monthly income 

            < N10,000 

            ≥ N10,000 

 

245 (61.2) 

155 (38.8) 

 

269 (67.2) 

131 (32.8) 

 

514 (64.2) 

286 (35.8) 

 

 

3.135 

 

 

0.077 

*Statistically significant 

**t-test 
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Figure1. Current use of CAM (including prayer/faith healing) 

Table2. Reasons for using CAM 

Reasons for CAM use Yoruba 

n (%) 

Hausa 

n (%) 

Total 

n (%) 

Statistics 

χ2 

p-value 

 (n = 354) (n = 383) (n = 737)   

Belief in the practitioner 

Yes 

No 

 

47 (13.3) 

307 (86.7) 

 

51 (13.3) 

332 (86.7) 

 

98 (13.3) 

639 (86.7) 

 

 

0.000 

 

 

0.988 

More effective than 

modern medicine 

Yes 

No 

 

 

24 (6.7) 

330 (93.3) 

 

 

71 (18.5) 

312 (81.5) 

 

 

95 (12.9) 

642 (87.1) 

 

 

 

22.651 

 

 

 

<0.001* 

Readily available 

Yes 

No 

 

4 (1.1) 

350 (98.9) 

 

64 (16.7) 

319 (83.3) 

 

68 (9.2) 

669 (90.8) 

 

 

53.319 

 

 

<0.001* 

Influence of family & 

friends 

Yes 

No 

 

18 (5.1)  

336 (94.9) 

 

17 (4.4) 

366 (95.6) 

 

35 (4.7) 

702 (95.3) 

 

 

0.170 

 

 

0.680 

Tradition/culture 

Yes 

No 

 

10 (2.8) 

344 (97.2) 

 

18 (4.7) 

365 (95.3) 

 

28 (3.8) 

708 (96.2) 

 

 

1.769 

 

 

0.183 

Cures diseases of spiritual 

origin 

Yes 

No 

 

 

11 (3.1) 

343 (96.9) 

 

 

14 (3.7) 

369 (96.3) 

 

 

25 (3.4) 

712 (96.6) 

 

 

 

0.169 

 

 

 

0.681 

Cheapness of CAM/high 

cost of hospital care 

Yes 

No 

 

 

8 (2.3) 

346 (97.7) 

 

 

11 (2.3) 

372 (97.7) 

 

 

19 (2.6) 

718 (97.4) 

 

 

 

0.275 

 

 

 

0.600 

No side effect 

Yes 

No 

 

8 (2.3) 

346 (97.7) 

 

9 (2.3) 

374 (97.7) 

 

17 (2.3) 

720 (97.7) 

 

 

0.007 

 

 

0.935 

Table3. Respondents’ reasons for not using CAM 

Reasons  Yoruba 

N = 400 

n (%) 

Hausa 

N = 400 

n (%) 

Total 

N = 800 

n (%) 

Statistics 

χ2 

p-value 

Doubtful efficacy 

Yes 

No 

 

10 (2.5) 

390 (97.5) 

 

13 (3.3) 

387 (96.7) 

 

23 (2.9) 

777 (97.1) 

 

 

0.403 

 

 

0.526 

Expensive 

Yes 

No 

 

4 (1.0) 

396 (99.0) 

 

12 (3.0) 

388 (97.0) 

 

16 (2.0) 

784 (98.0) 

 

 

4.082 

 

 

0.043 
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Fear of harmful effect 

Yes 

No 

 

4 (1.0) 

396 (99.0) 

 

10 (2.5) 

390 (97.5) 

 

14 (1.8) 

786 (98.2) 

 

 

2.617 

 

 

0.106 

Others** 

Yes 

No 

 

5 (1.3) 

395 (98.7) 

 

6 (1.5) 

394 (98.5) 

 

11 (1.4) 

789 (98.6) 

 

 

0.092 

 

 

0.761 

**Others – I have not thought of it, I was not brought up that way. 

Table4. Respondents’ source of information on CAM 

Source of information Yoruba 

N=400 

n (%) 

Hausa 

N=400 

n (%) 

Total 

N=800 

n (%) 

Statistics 

χ2 

p-value 

Family members 

Yes 

No 

 

58 (14.5) 

342 (85.5) 

 

61 (15.3) 

339 (84.7) 

 

119 (14.8) 

681 (85.2) 

 

 

0.089 

 

 

0.766 

Friends and neighbours 

Yes 

No 

 

39 (9.8) 

361 (90.2) 

 

32 (8.0) 

368 (92.0) 

 

71 (8.9) 

729 (91.1) 

 

 

0.757 

 

 

0.384 

Mass media 

Yes 

No 

 

28 (7.0) 

372 (93.0) 

 

33 (8.3) 

367 (91.7) 

 

61 (7.6) 

739 (92.4) 

 

 

0.444 

 

 

0.505 

Open market 

advertisement 

Yes 

No 

 

26 (6.5) 

374 (93.5) 

 

24 (6.0) 

376 (94.0) 

 

50 (6.3) 

750 (93.7) 

 

 

0.085 

 

 

0.770 

 

CAM practitioner 

Yes 

No 

 

18 (4.5) 

382 (95.5) 

 

14 (3.5) 

386 (96.5) 

 

32 (4.0) 

768 (96.0) 

 

 

0.521 

 

 

0.470 

Hospital staff 

Yes 

No 

 

9 (2.3) 

391 (97.7) 

 

6 (1.5) 

394 (98.5) 

 

15 (1.9) 

785 (98.1) 

 

 

0.611 

 

 

0.434 

Public transport 

Yes 

No 

 

1 (0.3) 

399 (99.7) 

 

1 (0.3) 

399 (99.7) 

 

2 (0.3) 

798 (99.8) 

 

Fisher’s 

exact=0.000 

 

 

1.000 

3.1. Factors Associated With CAM Use 

Table 5 shows the association between 

respondents’ socio-demographic characteristics 

and current use of CAM among Yoruba people. 

Older age, male gender, being currently married 

and Islamic religion were significantly 

associated with current use of CAM (p <0.05). 

Level of education, occupation and income were 

not found to be associated with current use of 

CAM.  

Older age, female gender, low education, being 

currently married and occupation were 

significantly associated with current use CAM 

(p <0.05) among Hausa respondents as 

displayed in Table 6. 

Table5. Characteristics of Yoruba respondents associated with current use of CAM 

Factors Current use of CAM 

N=400 

 

Yes   n (%) No n (%) χ
2
 p-value 

Age 

≤ 34 

≥35 

 

134 (70.5) 

166 (79.0) 

 

56 (29.5) 

44 (21.0) 

 

 

3.863 

 

 

0.049* 

Sex 

Male  

Female 

 

133 (80.6) 

167 (71.1) 

 

32 (19.4) 

68 (28.9) 

 

 

4.708 

 

 

0.030* 

Religion 

Christianity 

Islam 

 

132 (69.1) 

168 (80.4) 

 

59 (30.9) 

41 (19.6) 

 

 

6.764 

 

 

0.009* 

Education 

No formal/Primary 

Secondary/Tertiary 

 

123 (78.8) 

177 (72.5) 

 

33 (21.2) 

67 (27.5) 

 

 

2.018 

 

 

0.155 
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Marital status 

Currently married 

Not currently married 

 

244 (79.7) 

56 (59.6) 

 

62 (20.3) 

38 (40.4) 

 

 

15.594 

 

 

< 0.001* 

Occupation 

Professional & skilled 

Partly skilled 

Unskilled 

 

113 (79.6) 

163 (72.8) 

24 (70.6) 

 

29 (20.4) 

61 (27.2) 

10 (29.4) 

 

 

 

2.535 

 

 

 

0.282 

Monthly income 

< N10,000 

 ≥ N10,000 

 

176 (71.8) 

124 (80.0) 

 

69 (28.2) 

31 (20.0) 

 

 

3.374 

 

 

0.066 

*Statistically significant 

Table6. Characteristics of Hausa respondents associated with current use of CAM 

Factors Current use of CAM 

N=400 

 

Yes   

n (%) 

No 

 n (%) 

χ
2
 p-value 

Age 

≤ 34 

≥35 

 

219 (85.5) 

133 (92.4) 

 

37 (14.5) 

11 (7.6) 

 

 

4.052 

 

 

0.044* 

Sex 

Male  

Female 

 

171 (81.8) 

181 (94.8) 

 

38 (18.2) 

10 (5.2) 

 

 

15.839 

 

 

<0.001* 

Religion 

Christianity 

Islam 

 

5 (83.3) 

347 (88.1) 

 

1 (16.7) 

47 (11.9) 

 

 

Fisher’s exact 

 

 

0.736 

Education 

No formal/Primary 

Secondary/Tertiary 

 

185 (92.0) 

167 (83.9) 

 

16 (8.0) 

32 (16.1) 

 

 

6.244 

 

 

0.012* 

Marital status 

Currently married 

Not currently married 

 

225 (92.6) 

127 (80.9) 

 

18 (7.4) 

30 (19.1) 

 

 

12.366 

 

 

<0.001* 

Occupation 

Professional & skilled 

Partly skilled 

Unskilled 

 

82 (95.3) 

215 (84.6) 

55 (91.7) 

 

4 (4.7) 

39 (15.4) 

5 (8.3) 

 

 

 

7.868 

 

 

 

0.020* 

Monthly income 

< N10,000 

 ≥ N10,000 

 

241 (89.6) 

111 (84.7) 

 

28 (10.4) 

20 (15.3) 

 

 

1.969 

 

 

0.161 

*Statistically significant 

Table 7 shows that Islamic religion, lower 

education, Hausa ethnicity and being currently 

married were significantly associated with 

current use of CAM. 

Table7. Respondents’ characteristics associated with current use of CAM 

Factors 

 

Current use of CAM 

N = 800 

 

Yes 

n (%) 

No 

n (%) 

χ
2
 

 

p-value 

Age 

≤ 34 

≥35 

 

353 (79.1) 

299 (84.5) 

 

93 (20.9) 

55 (15.5) 

 

 

3.698 

 

 

0.054 

Sex 

Male  

Female 

 

304 (81.3) 

348 (81.7) 

 

70 (18.7) 

78 (18.3) 

 

 

0.022 

 

 

0.882 

Religion 

Christianity 

Islam 

 

137 (69.5) 

515 (85.4) 

 

60 (30.5) 

88 (14.6) 

 

 

24.782 

 

 

<0.001* 

Education 

No formal/Primary 

 

308 (86.3) 

 

49 (13.7) 
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Secondary/Tertiary 344 (77.7) 99 (22.3) 9.747 0.002* 

Ethnicity 
Yoruba 

Hausa 

 

300 (75.0) 

352 (88.0) 

 

100 (25.0) 

48 (12.0) 

 

 

22.418 

 

 

<0.001* 

Marital status 

Currently married 

Not currently married 

 

469 (85.4) 

183 (72.9) 

 

80 (14.6) 

68 (27.1) 

 

 

17.907 

 

 

<0.001* 

Occupation 

Professional & skilled 

Partly skilled 

Unskilled 

 

195 (85.5) 

378 (79.1) 

79 (84.0) 

 

33 (14.5) 

100 (20.9) 

15 (16.0) 

 

 

 

4.712 

 

 

 

0.095 

Monthly income 

< N10,000 

 ≥ N10,000 

 

417 (81.1) 

235 (82.2) 

 

97 (18.9) 

51 (17.8) 

 

 

0.132 

 

 

0.717 

*Statistically significant 

Table 8 shows odds ratio for predictors of 

current CAM use, selected independent variable 

are based on literature review, plausibility of 

association and association on bivariate 

analysis. Being currently married had the 

highest odds ratio for predicting current use of 

CAM OR 2.22 (95% CI 1.458 – 3.390). Other 

factors were Islamic religion OR 1.631 (95% CI 

1.015 – 2.622) and Hausa ethnicity OR 1.381 

(95% CI 0.898 – 2.125).  

Table8. Predictors of current use of CAM 

Model OR 95% CI  p-value 

Age group 

≤ 34 

≥35 

 

1 

1.323 

 

 

0.854 – 2.048 

 

 

0.210 

Sex 

Male  

Female 

 

1 

1.381 

 

 

0.898 – 2.125 

 

 

0.141 

Religion 

Christianity 

Islam 

 

1 

1.631 

 

 

1.015 – 2.622 

 

 

0.043* 

Education 

No formal/Primary 

Secondary/Tertiary 

 

1.355 

1 

 

0.884 – 2.075 

 

0.163 

Ethnicity 
Yoruba 

Hausa 

 

1 

1.381 

 

 

1.000 – 2.125 

 

 

<0.001* 

Marital status 

Currently married 

Not currently married 

 

2.22 

1 

 

1.458 – 3.390 

 

<0.001* 

Occupation 

Professional & skilled 

Partly skilled 

Unskilled 

 

1.917 

1.972 

1 

 

1.196 – 3.075 

0.921 – 4.223 

 

 

0.934 

0.081 

Monthly income 

< N10,000 

 ≥ N10,000 

 

1 

1.055 

 

 

0.681 – 1.634 

 

 

0.810 

Constant 0.179  <0.001 

*Statistically significant 

4. DISCUSSION 

Efficacy was the main reason given by family 

practice patients in America for using CAM [3]. 

This is similar to findings of this study as 

efficacy was the main reason given by Hausa 

respondents followed by availability, while for 

Yoruba respondents, the main reason was the 

belief in the claims of the CAM practitioner 

followed by efficacy.  

Another reason for the use of CAM as reported 

by this study’s respondents was the promotion 

of health. This was similarly reported by the 

majority of cancer patients in many European 

countries who said that they use CAM to 

increase the body’s ability to fight cancer or to 

improve physical and emotional wellbeing [25].  
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Respondents’ sources of information on CAM 

are similar to results of other studies.  These 

sources of information are the mass media, 

CAM practitioners, family, friends and hospital 

staff which were reported by studies done in 

Lagos [4], Australia [35] and America [12]. On 

the contrary, other studies in Exeter (United 

Kingdom), Australia and America reported that 

the internet and other data bases were important 

sources of information on CAM [36-38]. This is 

not surprising since the literacy rate in these 

developed countries is high and these sources of 

information are available to the masses, whereas 

this study was conducted in an urban slum area 

with lower literacy level and many do not have 

internet access. Approximately half of the 

surveyed physicians in America believed in the 

efficacy of acupuncture, chiropractic and 

massage and large numbers of them are either 

referring to or practicing some of the more 

prominent and well-known forms of CAM and 

that many physicians believe that these therapies 

are useful or efficacious [13]. On the contrary, 

very few respondents in this study reported that 

they received information about CAM from 

hospital staff.  

Socio-demographic characteristics associated 

with the use of CAM were higher age, higher 

income and female gender which is similar to 

findings of other studies in America [14-16]. 

Lower-level education was associated with use 

of CAM in this study which is different from 

those studies done in America [14-16]. The 

predictors of CAM use in this study were: being 

currently married, Islamic religion and Hausa 

ethnicity establishing that was ethnic disparity 

in the use of CAM. 
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