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Abstract
Background: To determine the prevalence and patterns of Complementary and Alternative Medicine
(CAM) use in urban population in Isfahan.
Methods: In a cross–sectional study through two-stage sampling methods, 870 individuals were selected from Isfahan Province, center of Iran. We selected 20 clusters randomly and chose one household from each cluster by chance then 24 households were included consequently. Subsequently a resident of each household aged 18 years or older was selected randomly. We assessed the rate of use,
types of alternative medicine, and conditional disease during recent two years.
Results: The overall use of at least one method of complementary and alternative medicine was 62.5%.
The most common problems were as follows: digestive problem, obesity and hyperlipidemia, as well
as anxiety and depression. Herbal medicine and bless therapy were the most common methods that
people chose.
Conclusion: Regarding to high prevalence of complementary and alternative medicine use, more
attention to complementary and alternative medicine is mandate for physicians and health system
managers. Health authorities' supervision and training of traditional practitioner is important not only
for its economic impact and postponement of seeking treatment, but also for its untoward side-effects
either alone or in combination with orthodox medicines.
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Introduction
Complementary and Alternative Medicine
(CAM) can be defined as diagnosis, treatment, and/or prevention which complements
mainstream by contributing to a common
whole and satisfying a demand not met by
orthodoxy or by diversifying the conceptual
frame works of medicine (1). CAM can also
be defined as interventions neither taught
widely in medical schools nor generally available in the hospitals (2). There is a growing
interest in the use of CAM therapies for a
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wide array of common health concerns (3).
There has been a substantial increase in the
popularity of CAM, although different studies have reported a variety of usage rates (47). Surveys suggest that between 30% and
90% of the adult population in industrialized
nations use some form of CAM to prevent or
treat a variety of health problems (6-9). In
developing countries more than 70% of populations still depend on the complementary
and alternative systems of medicine (9). CAM
has been utilized by people in Pakistan who
have faith in spiritual healers, clergymen,
homeopath or even many quacks (9). In Iran,
35% of people believe in traditional medi-

Yekta Z et al: Pattern of Complementary and …

cine use (10). Another study in Iran indicates
that, 84.9% of general physicians believe the
use of alternative therapies is mounting (11).
Many theories proposed to explain the use of
alternative medicine were tested such as
dissatisfaction, need for personal control, philosophical congruence, belief in the inefficacy of conventional medicine and health
factors (4). The most common reason for
CAM use is dissatisfaction due to inability of
conventional medicine in adequate treatment
of chronic illnesses (12).
The popularity of particular types of CAM
varies geographically, some studies mentioned non-prescribed supplement, relaxation,
physical activity and prayer as CAM therapies (1, 3, 13), but generally includes herbal
medicine, homeopathy, massage, chiropractic and acupuncture (6).
Several studies, but not all of them, confirm
that being high educated, female gender,
middle age, poorer health status, and a holistic philosophical orientation to health and
life (belief in the importance of the effects of
mind, body, and spirit on the health) were all
predictive of CAM use (6,14). Health care
utilization depends on health-seeking behavior which in turn is a product of various factors: physical, socio-economic, cultural and
political (15, 16). Iran has a very rich tradition in the use of medical plants for the treatment of various ailments. In Iran, we do not
have clear estimation of CAM usage, but it
seems to be increased like other countries.
Two studies in different parts of Iran showed
that the population trend toward alternative
medicine (10, 11). Prevalence of CAM use is
important not only for its economic impact
and postponement of seeking treatment, but
also for its untoward side-effects either alone
or in combination with orthodox medicines.
The aim of this study was to determine the
prevalence and patterns of CAM use in urban population of Isfahan, north-south and
east-west Iran. Clarifying the role of CAM in

health care system can be beneficial to
health managers for controlling and directing
these services.

Materials and Methods
In this cross-sectional study, CAM was defined as medical interventions and therapies
not taught widely in medical schools or
generally available in hospitals. This definition has the advantage of being simple and
easily understood by ordinary folk (17). First
of all, we developed a semi-structured question/
answer form based on the relevant literature
(18, 19) and our experience. Some popular
types of CAM therapies, possible reasons for
the use of these therapies, the reason for
preferring them to the conventional medicine,
medical conditions that led to use CAM and,
and seeing a medical doctor at the same time
were listed . Then we conducted face to face
interview with 30 household members. Based
on this pilot survey, the most applicable
CAM therapies and reasons were selected to
be included in a final draft. The most common types of CAM that mentioned in the
questionnaire were acupuncture, herbal medicine, energy healing, hypnotherapy, yoga and
bless therapy.
The history of herbal medicine has a deep
root in Iran. Most of the time people consult
with a person (Local name: Attar) who works
in traditional herbal drug stores and does not
observe healthy roles (20).
Bless therapy is a kind of traditional medicine in this area, that is, a religious person
writes holly phrases in a piece of paper and
orders patients to keep it with themselves or
wash paper in a bowl of water then drink holly
water in order to cure their disease. Questions
also included socio-demographic characteristics.
The main survey was carried out in 2002 by
two interviewers who worked in health care
centers. The population of Isfahan City was
1,703,061 living in 425766 households, and
the size of each cluster was 1920 people.
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Isfahan was divided into 84 clusters according to the plan of health deputy. In the pilot
study, we found that 50% of respondents had
used a type of CAM therapy, so the maximum sample size with 0.15 attrition rate and
1.2 cluster effects was 870. We selected 20
clusters randomly and chose one household
from each cluster by chance then 24 households were included consequently. Subsequently a resident of each household aged 18
yr or older was selected randomly. If a responder refuse to participate or was absent
after visiting household several times, another
responder was replaced. We asked respondents about their use of alternative therapies
during the prior 24 mo.
Chi square test was used for comparing variables and the significant level was 0.05.

Results
Five hundred forty seven out of 870 responders (62.5%) used alternative therapy at
least one time during past 24 mo. The response rates differed by age group and sex.
To reduce the effect of possible response
bias on the estimates of use, responses were
weighted according to the age, sex, and
education level, provided by health authority
(DSH). Sociodemographic characteristic are
shown in Table1. Forty percent of CAM users were completely satisfied, 55% relatively
and 4.9% poorly satisfied. CAM use was
lesser among those who had collage education (P< 0.05) .Use of alternative medicine
was more common among women than men
(72% vs 28%), but weighted data did not
show any differences by gender.
Most of the responders who used CAM were
under 49 yr of age (P< 0.05).
Only 13.5% of CAM usage was based on
doctors’ recommendation or awareness. Recommendation rates for using CAM by doctors
were varied by the type of CAM, ranging
from 79.7% for herbal medicine, to 1% for
hypnotherapy. There was no recommendation
for homeopathy and bless therapy. Ninety
26

two percent of patient visited a medical doctor and also sought the services of alternative
practitioner or self-using remedy (purchased
herbal drug without consulting) at the same
time. The most frequently cited health problems treated with CAM therapies were gastrointestinal problems, hyperlipidemia, obesity,
anxiety and psychological depression.
Table 2 summarizes the results regarding the
use of alternative therapies for the most
commonly reported major medical conditions. Among the reasons listed by respondents for using alternative medicine, relatives' recommendations were the most common reason (57.4%). Other reasons were
lack of response to conventional treatment,
belief in efficacy of alternative medicine and
fewer adverse effects of alternative medicine.
Among popular methods that were used in
this region included acupuncture, homeopathy, herbal medicine, bless therapy, yoga,
energy healing and hypnotherapy. The rates
of using herbal medicine and bless therapy
were considerably higher (P< 0.05). The
lowest rates were for homeopathy and
hypnotherapy (Fig. 1). Herbal medicine was
the most common method, and most herbal
remedies were used without the supervision
of an alternative practitioner.
Table 1: Effects of weighting data by population
age/sex/education structure
Responders Population Weighted data
n
%
%
Sex
Male
Female
Age group
15-49
50-65
65<+
Education
Illiterate
Primary
school
Guiden &
high school
University

154
393
437
12

18
2

82
12
8

448
65
48

119
167

21.8
30.6

18
32

98
175

206

37.6

42

233

55

10.1

8

44
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Table 2: Use of Alternative therapies for the most frequently reported principle medical conditions
Condition

Frequency

Percent

Digestive

114

20.8

Hyperlipidema and obesity

123

22.5

Depression & anxiety (psychological problems)

98

17.9

Headaches

38

6.9

Back pain

40

7.3

Allergies

35

6.4

Arthritis

51

9.3

Hypertension & diabetes

13

2.4

Others

35

6.5
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Fig. 1: Percentage of use the type of Alternative therapies among respondents

Discussion
CAM is a very broad term encompassing
what has variously been described as indigenous, natural, traditional, oriental, holistic,
unconventional, and essentially what is not
allopathic, mainstream, orthodox or western

(17). It is expected that the modalities of
CAM vary from culture to culture and country to country. In the absence of a standardized definition of CAM, problems might
arise when making international comparisons.
We adopted Eisenberg's definition, since apart
27
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from its ease of comprehension and advantage of simplicity (17).
According to one estimate, more than 80%
of the developing world populations still depend on the CAM while only about half of
the population in industrialized countries uses
CAM (21). Information about the rate of
CAM use in Iran is limited. Two studies in
different parts of Iran showed an increasing
rate of CAM use (11, 10). Our study indicates that the prevalence of CAM use in
Isfahan (62.5%) is the same as other countries (1, 6, 17).
Cultural beliefs and practices often lead to
self-care or home remedies and consultation
with traditional or CAM healers (22). These
factors at times result in a delay in treatment
seeking especially for children illnesses (23,
24) and, sometimes affect awareness and
recognition of the severity of illness as well
as acceptability of the service (25).
Sociodemographic characteristics of CAM
users are different in each country (26, 27).
Several studies have characterized CAM users more likely to be female, affluent, single,
middle-aged, well educated and white (3, 6,
15, 17, 19, 28). Another study showed that
older patients are attracted to use CAM (29).
Rolnik et al. stated that no sociodemographic
predictors of CAM users were found (30).
However Astin found that among demographic variables only educational level predicted use of CAM (6). In our study, although we had the effect of response biases,
after weighting data we found that more
CAM users were under 49 yr of age and
low- educated and no differences were detected between male and female.
These data vary considerably across some
surveys, most likely because of regional differences, suggesting the need for more rigorous surveys using national scale. It should be
pointed out that most of the surveys were
conducted in industrialized countries; hence
the relative strengths of the influence of
demographic factors may differ. The typical
28

user of CAM in developing countries would
almost certainly have different characteristics.
Dissatisfaction with conventional medicine
is sometimes cited in the literature as important reason for turning to CAM (2, 6, 28-31).
Many findings support the competing explanation that patients may be attracted to
alternative medicine because they find many
of these therapies more congruent with their
values, beliefs and philosophical orientation
toward health and life (32-34).
Our study demonstrated that relatives’ recommendation and lack of response with the
conventional therapies were the most common reasons for using alternative medicine.
Despite the dramatic increases in the alternative medicine care, the extent to which patients disclose their use of alternative therapies to their physicians, remains low (2).
35%-72% of CAM users do not inform their
physician about its use (3, 26), and the lack
of physician inquiry is the most common
reason for physician unawareness which can
modify the effect of medical treatments (2, 3,
30). In another study in Iran, physicians had
positive attitudes toward usefulness of CAM
methods, but they mentioned that there was a
need to improve physicians' knowledge about
CAM (11).
In our study, only 13% of respondents had
discussed their use of each therapy with a
medical doctor. Patient- physician communication seems to be inadequate in this field
and a professional strategy for responsible
dialogue need to be developed.
Regional differences in familiarity and availability of CAM are the most likely cause of
the variation in data for particular types of
CAM (6).
Himmel and colleagues found that herbal
medicine, chiropractic, homeopathy and acupuncture are more popular CAM (6). In another study prayer was the most common
CAM (3). Eisenberg et al. reported that the
four most popular forms of CAM in the
United State were relaxation therapy, herbal
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medicine, massage, and chiropractic. Maclennan mentioned that among Australians the
most popular forms of CAM were non-prescribed vitamins, chiropractic, herbal medicines, and mineral supplementation (17). A
large proportion of CAM users in Iran used
herbal and bless therapy, because herbal medicine and bless therapy have a deep root in
Iranian culture, and since many CAM methods are not available or popular in Iran. Physicians in Iran believe that herbal medicine and
acupuncture are the most common methods
being used (11). In Kordestan, 12% of responders believe in bless therapy and 23% believe
that the use of traditional chiropractic is more
effective than conventional medicine in bone
fracture healing (10).
In the present study, herbal medicine and
bless therapy were very common, and respondents had strongly belief in positive effect of
CAM methods especially bless therapy and
herbal remedies. To promote physicians and
practitioners awareness about the appropriate
use of these therapies seems to be necessary.
The most frequently cited problems in the
present study were digestive problems and
hyperlipidemia. But like other studies patients prefer CAM over conventional medicine only for those conditions that they think
are not life threatening (such as digestive
disorders) (4, 6, 17).
In summery, high rates of CAM use are well
documented in our study and most of patients use CAM without informing their
physician or being under the supervision of a
trained CAM practitioner. On the other hand,
Azin et al. stated that general physician had
not more information about CAM (11).
Our study reveals the high prevalence of
CAM and its pattern of use in Isfahan. The
popularity of CAM is a reality around the
world that should not be ignored. It prompts
a re-visitation of the western-dominated health
care systems (35) a goal set 27 yr ago by the

30th world health assembly in 1977 (36, 37)
but remains elusive (17).
In this area, providers and patients need to
know about the risk of combining conventional and unconventional therapies.
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