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Abstract 

Background Insights into the use of traditional medicine practitioners (TMP)-for common childhood diseases such 
as diarrhea and respiratory infections are important to understand the role of Traditional Medicine (TM) in reducing 
the increasing childhood morbidity and mortality in sub-Saharan Africa (SSA). However, a comprehensive picture of 
TMP utilisation and its associated factors for childhood illness in SSA is lacking. This study aimed to estimate the preva-
lence of the use of traditional medicine practitioner services to treat childhood illnesses among women with children 
under five years old and to identify individual and community-level factors associated with TMP use in SSA.

Methods The analysis used Demographic and Health Surveys (DHS) dataset collected between 2010 and 2021 
among 353,463 under-fives children from 32 SSA countries. Our outcome variable was the use of TMP for childhood 
illness, defined as having diarrhoea or fever/cough or both. Using STATA v14, we employed the random effect meta-
analysis to estimate the pooled prevalence of TMP use for childhood illness and a two-level multivariable multilevel 
modelling to determine the individual and community-level factors associated with consultation of a TMP.

Results Approximately [2.80% (95%CI: 1.88–3.90)] women who sought healthcare for childhood illnesses utilised 
the service of a TMP with the highest occurring in Cote d’Ivoire [16.3% (95%CI: 13.87–19.06)] and Guinea (13.80% 
(95%CI: 10.74–17.57)] but the lowest in Sierra Leone [0.10%(95%CI:0.01–1.61)]. Specifically, approximately [1.95% 
(95%CI: 1.33–2.68)] and [1.09% (95%CI:0.67–1.60)] of women sought the service of a TMP for childhood diar-
rhea and fever/cough, respectively. Women with no formal education [AOR = 1.62;95%CI:1.23–2.12], no media 
access [AOR = 1.19;95%CI:1.02–1.39), who lived in a male-headed household [AOR = 1.64;95%CI:1.27–2.11], with-
out health insurance [AOR = 2.37;95%CI: 1.53–3.66], who considered it a problem getting permission to visit a 
health facility [AOR = 1.23;95%CI:1.03–1.47] and who perceived the size of their children at birth to be above 
average[AOR = 1.20;95%CI:1.03–1.41] had higher odds of using TMP for childhood illnesses.
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Conclusions Although the prevalence of TMP for childhood illnesses appeared low, our findings highlight that TMPs 
continue to play a critical role in managing childhood illnesses in SSA. It is essential that policymakers and service pro-
viders should incorporate the potential role of TMPs in the design, review and implementation of child health policies 
in SSA. Also, the interventions for curtailing childhood illnesses should be focused on the characteristics of women 
who use TMPs for childhood diseases identified in our study.

Keywords Traditional medicine, Sub-Saharan Africa, Diarrhea, Fever, Cough, Child health

Background
Child health and survival continue to be a global health 
problem despite the progress made globally in the past 
two decades [1]. Even though there was a 59%reduction 
in under-five mortality from 93 deaths per 1,000 live 
births in 1990 to 38 in 2021, five million children glob-
ally still lost their lives before their fifth birthday in 2021 
[1]. Sub-Saharan Africa (SSA) bears the highest burden 
of under-five mortality, with one child in 13 dying before 
his or her fifth birthday, mainly from preventable causes 
[1]. However, such an estimate does not fully provide a 
nuanced picture of countries on the continent [1]. While 
countries such as Rwanda, Liberia, Madagascar, and 
Malawi have recorded a greater than 60% decrease in 
under-five mortality between 1990 and 2018, the major-
ity are still lagging [2]. Indeed, infectious diseases such 
as pneumonia (15%), diarrhoea (8%)and malaria (5%) are 
the leading cause of under-five mortality in SSA [3]. Diar-
rhea is the leading cause of one out of every six deaths 
of children under five globally, and mostly results from 
eating or drinking contaminated food or drink [3]. Pneu-
monia accounts for one in seven deaths, with 50% of 
those deaths occurring in SSA. Pneumonia in children is 
caused by a bacteria, viruses and fungi. The most com-
mon infectious agents are Streptococcus pneumoniae, 
Haemophilus influenzae type b and Respiratory syncytial 
virus [3]. Reducing the high burden of childhood illness 
is an important aim of Sustainable Development Goal 
(SDG) number three, which sets to reduce under-five 
mortality to as low as 25 deaths per 1000 live births by 
2030 [4]. Although such a SDG goal is achievable, there 
are concerns that such a target will not be achieved due 
to weak health systems in SSA and their poor positioning 
to adequately respond to the high burden of childhood 
illness [5]. Access to healthcare for childhood illness has 
been identified as a significant challenge in SSA due to 
long distances to health facilities, low income, dissatis-
faction with previous healthcare, and health illiteracy [6, 
7]. Such factors have pushed many people to seek other 
healthcare options such as traditional medicine (TM) [8].

Traditional medicine is a set of knowledge, skills, and 
practices based on the theories, beliefs, and experiences 
indigenous to different cultures, whether explicable or 
not, used in the maintenance of health as well as in the 

prevention, diagnosis, improvement, or treatment of 
physical and mental illness [9]. Traditional medicine has 
been practised in SSA since time immemorial, and its 
use is widespread across countries on the continent [8]. 
Traditional medicine popularity is attributed to its philo-
sophical alignment with African culture and tradition, 
accessibility and modern healthcare not meeting indi-
vidual health needs [8]. The role of TM in global health 
became more apparent than before, with an upsurge in its 
use over the past decades. Such an uptake has attracted 
decision-makers, researchers, and health providers in a 
quest to understand how TM can be leveraged to pro-
mote public health. Despite the progress that has been 
made in developing policies, enhancing research, cultiva-
tion of raw materials, regulating TM products and practi-
tioners and promoting collaboration between traditional 
medicine practitioners (TMP) and conventional medi-
cine practitioners, TM integration into the main health-
care system still faces many challenges in SSA countries 
[10]. Some of these challenges include a lack of transla-
tion of political will and a lack of scientific evidence in 
the safety and efficacy of many TM products and prac-
tices due to funding for the production, research, and 
development of TM [8].

Notwithstanding the challenges associated with TM 
in general, TMPs are known to be respected in African 
society, and their role in providing primary healthcare is 
well documented [11–14]. Also, many community stud-
ies in Africa have reported TMP utilisation in managing 
childhood illness and the factors associated with such 
use. For instance, community studies in Mali and Ethio-
pia reported that approximately half of the caretakers 
sought the service of TMP for their children’s illnesses 
[15, 16]. Also, 6.4% of caregivers sought the service of a 
TMP for childhood diarrhea in the rural areas of Bur-
kina Faso [17], while 18.5% first consulted with a TMP 
for childhood malaria in Western Ethiopia [18]. Further-
more, a qualitative study in Gabon and Benin reported 
that traditional healers were consulted for childhood 
illness, especially folk illness [19]. A review of the avail-
able literature on health-seeking behaviour for childhood 
illness in Africa indicates that studies that specifically 
looked at the role of TMP in managing childhood dis-
eases in Africa are community-based quantitative or 
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qualitative studies or reviews [15–21]. Although quan-
titative multi-country studies have been conducted on 
the healthcare-seeking behaviour for childhood illness 
in Africa, all of them have so far focussed on the utilisa-
tion of conventional healthcare, i.e., utilisation of public 
and private healthcare facilities [7, 22, 23]. To our knowl-
edge, we have not seen any multi-country study that has 
explored TMP utilisation for childhood illness in Africa. 
Thus, our study fills that knowledge gap in the contem-
porary literature. Also, our study will provide insights 
into TMPs’ contribution to managing childhood illnesses 
in Africa and the individual and community level factors 
that may serve as facilitators and barriers to seeking the 
service of a TMP. Thus, our study has two aims, and they 
are 1) to estimate the prevalence of the use of TMP ser-
vices to treat childhood illnesses (diarrhea or fever/cough 
or both) among  women with children under the age of 
five and 2) to determine the individual and community-
level factors associated with seeking the service of a TMP 
using Demographic and Health Surveys (DHS) data from 
32 African countries.

Methods
Study design and data source
We used secondary cross-sectional data from the DHS 
from 32 countries in SSA conducted between 2010 
and 2021. The included countries are Angola, Benin, 
Burkina Faso, Burundi, Chad, Cameroun, Comoros, 
Congo Democratic Republic, Ethiopia, Gambia, 
Ghana, Guinea, Gabon, Ivory Coast, Kenya, Libe-
ria, Mali, Madagascar, Malawi, Mauritania, Mozam-
bique, Namibia, Nigeria, Niger, Rwanda, Senegal, 
Sierra Leone, South Africa, Togo, Uganda, Zambia and 
Zimbabwe. We chose the countries if the DHSs were 
conducted between 2010 and 2021, and their datasets 
included the outcome and explanatory variables of 
interest. The DHS is a nationally representative sur-
vey conducted in 85 low- and middle-income coun-
tries to collect population, health, and nutrition data 
using a standardised questionnaire. The countries can 
add modules significant to their respective local health 
context [24]. Briefly, the DHS uses a two-stage strati-
fied sampling strategy. The first stage involves deter-
mining Enumeration Areas (EA) from the census files. 
The second stage involved the selection of a sample 
of households taken from an updated list of house-
holds in each of EA identified in the first stage [25]. 
Details of the sampling procedure are fully described 
elsewhere [26]. The DHS questionnaire is usually 
designed in the’country’s official language but is often 
translated into the major local languages [24, 26]. The 
recoded children files (KR) for each country were used 
for our analysis, and they include all women who were 

caregivers of children under five or gave birth within 
the five years prior to conducting the respective sur-
veys. We used data from a sample of 353,463 mothers 
of under-fives children during the survey. The detail 
of the countries involved, the year the DHS was con-
ducted, and their respective samples are shown in 
Table  1. Of the 353,463 women interviewed, 49,529 
and 105,187 children had diarrhea and fever/cough, 
respectively. Among women whose children had diar-
rhea and fever/cough, 49,476 and 91,754 sought treat-
ments (formal and informal) for childhood diarrhea 
and fever/cough, respectively, while 27,060 women 
sought one form of treatment either for diarrhea or 
fever/cough or both for their children.

Table 1 Distribution of the study sample by country

Country Year Sample Used % of sample used

Benin 2017–18 13,589 3.9

Burkina Faso 2010 15,044 4.4

Chad 2014–15 18,623 5.3

Gambia 2019–20 8362 2.2

Ghana 2014 5884 1.6

Guinea 2018 7951 2.3

Ivory Coast 2011–12 7776 2.1

Liberia 2019–20 5704 1.5

Mali 2018 9940 2.9

Niger 2012 12,558 3.8

Nigeria 2018 33,924 9.8

Angola 2015–16 14,322 3.8

Senegal 2019 6125 1.6

Sierra Leone 2019 9899 2.8

Togo 2013–14 6979 1.9

Burundi 2016–17 13,192 3.9

Cameroun 2018 9733 2.9

Comoros 2012 3149 0.9

Congo DR 2017–18 18,716 5.3

Ethiopia 2016 10,641 3.1

Gabon 2012 6067 1.5

Kenya 2014 20,964 5.6

Madagascar 2021 12,499 3.5

Malawi 2015–16 17,286 5.0

Mozambique 2011 5178 1.6

Mauritania 2019–21 11,628 3.3

Namibia 2013 5046 1.4

Rwanda 2019–20 8092 2.4

South Africa 2016 3548 1.0

Uganda 2016 15,522 4.4

Zambia 2018 9959 2.8

Zimbabwe 2010–11 5563 1.6

Total 353,463 100.0
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Study variables
Outcome variable
Our outcome variable was the use of a traditional 
medicine practitioner (TMP) for childhood illness. 
The outcome variable was based on the following 
questions: “Did you seek advice or treatment for 1) 
diarrhea from any source?” and 2) fever/cough from 
any source?” Those who answered “Yes” were asked: 
“Where did you seek advice or treatment for 1) diar-
rhea? And 2) fever/cough?” Three main options were 
provided, including “Public Sector”, “Private Sector”, 
and “Other Sources”. The sub-options under “Other 
Sources” were shop, traditional medicine practitioner, 
market, itinerant drug seller and others, which the 
respondents were asked to specify. Respondents were 
asked to indicate “Yes”, or “No”, or “I Don’t Know” to 
each of the sub-options. This analysis was interested in 
women’s consultation of a TMP for their child who had 
diarrhea or fever/cough. Those who answered “Yes” 
to the sub-option “traditional medicine practitioner” 
for diarrhea and fever/cough were considered to have 
sought the services of a TMP for those conditions. 
Thus, the main outcome variable (consultation of a 
TMP for childhood illness) was derived as a compos-
ite variable from the responses to the two sub-options 
for traditional medicine practitioner, i.e. “consultation 
of a TMP for diarrhea (yes vs no) and “consultation of 
a TMP for fever/cough (yes vs no). We excluded the 
“I don’t Know” category in computing our compos-
ite variable. In this study, respondents who answered 
“Yes” to any of the two sub-options for consultation of 
a TMP, i.e., “consultation of a TMP for diarrhea (yes 
vs no) and “consultation of a TMP for fever/cough (yes 
vs no) were considered to have sought the services of 
a traditional medicine practitioner for childhood ill-
nesses and, were put in the category “Yes” and recoded 
1. Those who answered “No” to the two sub-options 
for the consultation of a TMP were considered not 
to have sought the services of a traditional medicine 
practitioner for childhood illnesses and were put in the 
category “No” and recoded 0.

Independent variables
Individual- and community-level independent variables 
were derived from previous studies on seeking behaviour 
among children based on the DHS data [7, 15, 16, 19, 22, 
23, 27–32]. Our analysis included four community-level 
variables (place of residence, household wealth, sex of 
household head and decision-making ability) and ten 
individual-level variables (maternal age, maternal edu-
cation, marital status, working status, access to media, 
husband/partner educational status, birth order, twin 

status, parity, maternal health insurance status, problem 
accessing healthcare through difficulty with distance to 
health facility, difficulty in getting money for treatment, 
difficulty with getting permission to visit health facil-
ity and attitude toward wife beating). In addition, three 
childhood variables (age, sex, and size of the child at 
birth) were included. Table 2 provides a summary of the 
measurement of each variable.

Data analysis
Data analysis was conducted using STATA version 14. 
We extracted the required dataset from each country’s 
data file. We cleaned and recoded the extracted data-
sets to maintain consistency in the variables across 
all countries. We merged all the datasets to generate 
pooled data [24, 33]. To account for the weighting and 
complex sampling design used in conducting the DHS, 
we employed the survey prefix command on STATA 
(svy) to conduct descriptive and inferential statistics. 
We represented categorical variables using unweighted 
frequencies and weighted percentages. Random effect 
meta-analysis using DerSimonian, and Laird estimator 
based on inverse variance weights [34] was employed 
to pool the overall prevalence of TMP utilisation for 
childhood illness in SSA. Additionally, regional specific 
estimates were generated through subgroup random 
effect meta-analysis. Forest plots were used to present 
the overall and region-specific estimates of TMP utili-
sation for childhood illness.

We conducted a bivariate analysis to determine 
individual and community-level factors significantly 
associated with TMP utilisation for childhood illness. 
We then conducted a two-level multivariate regres-
sion analysis to identify factors independently associ-
ated with TMP utilisation for childhood illness. The 
two-level modelling implies that women were nested 
within clusters (primary sampling units). Clusters 
were considered random effects to account for the 
unexplained variability at the community level. We 
fitted four models, and they include the empty model 
(model 0), model 1 (community-level variables), model 
2(individual-level variables) and model 3 (combination 
of individual and community-level variables). Model 0 
provides the variance of the outcome variable due to 
the clustering of the primary sampling units (PSUs) 
without the independent variables. We compared our 
models using the log-likelihood ratio (LLR), Akaike’s 
information criterion (AIC) and the Bayesian informa-
tion criterion (BIC) tests. The model with the highest 
log-likelihood and lowest AIC and BIC was considered 
the best fit for our multivariate regression analysis 
(see Tables  3, 4, and 5). The multivariate regression 
analysis results were presented as an adjusted odd 
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Table 3 Individual and community factors associated with TMP use for childhood illnesses among childbearing women in 32 African 
countries

PSU Primary Sampling Units, ICC Interclass correlation Coefficient, TMP Traditional medicine Practitioner, LR Test Likelihood ratio Test, AIC Akaike’s Information Criterion, 
BIC Bayesian information criterion

Model 0 is the null model, a baseline model without any independent variable

Model 1 is adjusted for community level variables

Model 2 is adjusted for individual level variables

Model 3 is the final model adjusted for community and individual level variables

Model 0 Model 1(community) Model 11(individual) Model 111 AOR (95%CI)

Characteristics Variable

Place of Residence Rural 1.41(1.15–1.73) 1.25(1.00- 1.56)

Urban 1 1

Household Wealth Poor 1.42(1.16–1.72) 1.22(0.98- 1.52)

Middle 1.23(0.98–1.54) 1.18(0.93–1.51)

Rich 1 1

Sex of Household Head Male 1.74(1.37–2.20) 1.64(1.27–2.11)

Female 1 1

Decision Making Ability Yes 1 1

No 1.27(1.09–1.45) 1.06(0.90–1.25)

Maternal Education No formal education 1.77(1.36–2.30) 1.62(1.23–2.12)

Primary education 1.11(0.87–1.43) 1.05(0.81–1.36)

Secondary plus 1 1

Currently Working Yes 1.28(1.10–1.50) 1.25(1.06–1.47)

No 1 1

Access to Media Yes 1 1

No 1.31(1.13–1.52) 1.19(1.02–1.39)

Husband/Partners Educational Status No Formal Education 1.27(1.03–1.57) 1.16(0.93–1.44)

Primary Education 0.88(0.71–1.09) 0.82(0.66–1.01)

Secondary Plus 1 1

Birth Order First 1 1

2–4 0.92(0.60–1.41) 0.87(0.57–1.34)

5 + 0.71(0.45–1.14) 0.65(0.40–1.04)

Parity One birth 1 1

Two births 1.02(0.66–1.41) 1.05(0.68–1.63)

Three births 1.01(0.61–1.65) 1.08(0.66–1.79)

Four or more births 1.27(0.77–2.09) 1.39(0.84–2.29)

Covered by Health Insurance Yes 1 1

No 2.21(1.47–3.33) 2.37(1.53–3.66)

Getting Permission to go to the hospital Big problem 1.20(1.01–1.43) 1.23(1.03–1.47)

Not a big problem 1 1

Getting money Needed for Treatment Big problem 1.05(0.89–1.24) 1.05(0.89–1.25)

Not a big problem 1 1

Distance to Health Facility Big problem 1.13(0.96–1.32) 1.08(0.92–1.28)

Not a big problem 1 1

Size of the Child at Birth Above average 1.23(1.05–1.44) 1.20(1.03–1.41)

Below average 0.89(0.72–1.09) 0.91(0.74–1.12)

Average 1 1

Random effect result

PSU variance (95% CI) 0.35(0.25–0.48) 0.38(0.27–0.54) 0.41(0.29–0.57) 0.41(0.29–0.58)

ICC 0.09 0.10 0.11 0.11

LR Test 79.99, p < 0.001 76.14, p < 0.001 73.67, p < 0.001 66.61, p < 0.001

Wald chi-square Reference 79.24 188.03 198.46

Model fitness

Log Likelihood -4307.591 -3684.198 -3349.869 -3219.234

AIC 8619.182 7382.397 6737.737 6486.468

BIC 8635.593 7438.57 6888.077 6675.706
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ratio (AOR) and their corresponding 95% confidence 
intervals (CI). Statistical significance was considered 
if p < 0.05. We assessed multicollinearity among inde-
pendent variables using variance inflation factor (VIF), 
and we found no evidence of multicollinearity among 
the independent variables (see Additional File 1).

Ethical clearance
Ethical clearance was not obtained since we used sec-
ondary data that is publicly available. However, ethical 
clearance was obtained prior to conducting the various 
surveys from the Ethics Committee of ORC Macro Inc. 
and the Ethics Boards of partner organisations of 

Table 4 Individual and community factors associated with TMP use for Diarrhea among childbearing women in 32 African countries

PSU Primary Sampling Units, ICC Interclass correlation Coefficient, TMP Traditional medicine Practitioner, LR Test Likelihood ratio Test, AIC Akaike’s Information Criterion, 
BIC Bayesian information criterion

Model 0 is the null model, a baseline model without any independent variable

Model 1 is adjusted for community level variables

Model 2 is adjusted for individual level variables

Model 3 is the final model adjusted for community and individual level variables

Model 0 Model 1 Model 11 Model 111 AOR (95%CI)

Characteristics Variable
Place of Residence Rural 1.26(1.06–1.50) 1.15(0.95–1.40)

Urban 1 1

Household Wealth Poor/ 1.54(1.29–1.83) 1.33(1.10–1.61)
Middle 1.19(0.98–1.46) 1.12(0.90–1.39)

Rich 1 1

Sex of Household Head Male 1.32(1.09–1.60) 1.25(1.02–1.54)
Female 1 1

Decision Making Ability Yes 1 1

No 1.32(1.16–1.50) 1.11(0.96–1.27)

Maternal Education No formal education 1.40(1.12–1.76) 1.30(1.03–1.65)
Primary education 1.11(0.90–1.38) 1.06(0.84–1.32)

Secondary plus 1 1

Access to Media Yes 1 1

No 1.29(1.13–1.47) 1.17(1.02–1.34)
Husband/Partners Educational status No Formal Education 1.41(1.16–1.70) 1.26(1.04–1.53)

Primary Education 0.91(0.75–1.11) 0.84(0.69–1.02)

Secondary Plus 1 1
Covered by Health Insurance Yes 1 1

No 2.46(1.66–3.62) 2.41(1.63–3.59)
Getting Permission to go to the Hospital Big problem 1.26(1.08–1.47) 1.29 (1.10–1.51)

Not a big problem 1 1

Getting Money needed for Treatment Big problem 1.00(0.86–1.16) 1.01(0.87–1.18)

Not a big problem 1 1

Distance to Health Facility Big problem 1.17(1.01–1.34) 1.12(0.96–1.29)

Not a big problem 1 1

Random effect result
PSU variance (95% CI 0.27(0.19–0.38) 0.30(0.21–0.42) 0.29(0.20–0.42) 0.29(0.20–0.42)

ICC 0.08 0.08 0.08 0.08

LR Test 71.29, p < 0.001 68.78, p < 0.001 55.66, p < 0.001 53.09, p < 0.001

Wald chi-square Reference 91.27 172.69 187.82

Model fitness
Log-likelihood -5912.830 -5004.559 -4520.899 -4391.942

AIC 11,829.66 10,023.12 9063.799 8815.883

BIC 11,847.28 10,083.55 9157.682 8952.06
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Table 5 Individual and community factors associated with TMP use for Fever /Cough among childbearing women in 32 African 
countries

PSU Primary Sampling Units, ICC Interclass correlation Coefficient, TMP Traditional medicine Practitioner, LR Test Likelihood ratio Test, AIC Akaike’s Information Criterion, 
BIC Bayesian information criterion

Model 0 is the null model, a baseline model without any independent variable

Model 1 is adjusted for community level variables

Model 2 is adjusted for individual level variables

Model 3 is the final model adjusted for community and individual level variables

Model 0 AOR (95%CI) Model 1 AOR (95%CI) Model 11 AOR (95%CI) Model 111 AOR (95%CI)

Characteristics Variable

Place of Residence Rural 1.38(1.16–1.63) 1.18(0.98–1.43)

Urban 1 1

Household Wealth Poor 1.60(1.36–1.89) 1.30(1.08–1.57)

Middle 1.43(1.18–1.72) 1.29(1.05–1.58)

Rich 1 1

Sex of Household Head Male 1.67(1.37–2.03) 1.56(1.26–1.93)

Female 1 1

Decision Making Ability Yes 1 1

No 1.44(1.28–1.63) 1.17(1.03–1.34)

Maternal Education No formal education 1.75(1.41–2.17) 1.55(1.23–1.94)

Primary education 1.05(0.86–1.30) 0.95(0.76–1.17)

Secondary plus 1 1

Currently Working Yes 1.31(1.15–1.50) 1.28(1.11–1.47)

No 1 1

Access to media Yes 1 1

No 1.24(1.10–1.41) 1.12(0.99–1.28)

Husband/Partners Educational Status No Formal Education 1.37(1.15–1.64) 1.29(1.07–1.55)

Primary Education 0.91(0.78–1.08) 0.87(0.72–1.05)

Secondary Plus 1 1

Birth Order First order 1 1

2–4 order 1.06(0.79–1.43) 1.07(0.78–1.45)

5plus order 0.94(0.67–1.32) 0.91(0.64–1.28)

Parity one 1 1

two 1.22(0.88–1.69) 1.24(0.89–1.74)

three 1.02(0.69–1.49) 1.08(0.73–1.60)

Four or more 1.16(0.79–1.70) 1.22(0.83–1.80)

Covered by Health Insurance Yes 1 1

No 2.77(1.93–3.99) 2.90(1.96–4.27)

Getting Permission to go to the Hospital Big problem 1.34(1.17–1.54) 1.36(1.18–1.57)

Not a big problem 1 1

Getting Money Needed for Treatment Big problem 1.31(1.13–1.52) 1.29(1.11–1.50)

Not a big problem 1 1

Distance to Health Facility Big problem 1.14(1.00–1.30) 1.10(0.96–1.26)

Not a big problem 1 1

Size of Child Above average 1.22(1.07–1.39) 1.19(1.04–1.36)

Below Average 1.02(0.86–1.21) 1.03(0.87–1.22)

Average 1 1

Random effect result

PSU variance (95% CI) 0.40(0.30–0.52) 0.37(0.27–0.49) 0.44(0.33–0.58) 0.43(0.32–0.58)

ICC 0.11 0.10 0.12 0.12

LR Test 146.16, p < 0.001 112.79, p < 0.001 128.13, p < 0.001 116.49, p < 0.001

Wald chi-square Reference 155.75 365.85 385.70

Model fitness

Log-likelihood -7121.819 -6139.199 -5602.321 -5356.455

AIC 14,247.64 12,292.4 11,242.64 10,760.91

BIC 14,266.49 12,357.04 11,416.21 10,979.48
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various countries, such as the Ministries of Health. Fur-
ther details regarding DHS data usage and ethical stand-
ards can be accessed via the following link https:// dhspr 
ogram. com/ metho dology/ Prote cting- the- Priva cy- of- 
DHS- Survey- Respo ndents. cfm.

Results
Distribution of the individual and community factors 
and the use of TMPs for childhood illness in SSA
Among women who sought the service of a TMP for 
childhood illness, close to half were between the ages 
of 25–34  years (n = 461,44.2%), and more than half had 
no formal education (n = 576, 59.0%). Also, majority of 
women who used the service of a TMP for childhood ill-
ness lived in a rural setting (n = 836,82.2%),and house-
holds headed by a man(n = 870,85.6%) and did not have 
health insurance (n = 919,96.9%). Similar patterns were 
observed regarding consultation of a TMP for diarrhea 
and cough/fever (Table 2).

Prevalence of TMP services for childhood illness 
in sub-Saharan Africa
Approximately 3 in 100 [2.80% (95%CI: 1.88–3.90)] women 
who sought healthcare for childhood illnesses utilised the 
service of a traditional medicine practitioner, with the 
highest seen in Ivory Coast (16.30% (95%CI: 13.87–19.06)] 
followed by Guinea (13.80% (95%CI: 10.74–17.57)] with 
the lowest seen in Sierra Leone [0.10%(95%CI:0.01–1.61)] 
(Fig. 1). Sub-regional differences indicated that West Africa 
had the highest prevalence [4.61%; 95%CI: 2.66–7.06)] and 
Southern Africa had the lowest [1.06%;95%CI:0.45–1.87)].

Approximately 2 in 100 [1.95% (95%CI: 1.33–2.68)] 
women sought healthcare for childhood diarrhea. Ivory 
Coast [12.60% (95%CI: 10.89–14.54)] had the highest 
prevalence, followed by Mali [7.60% (95%CI: 6.40–9.01)] 
and Guinea [7.00% (95%CI: 5.58–8.74)] (Fig.  2). Western 
Africa [3.18% (95%CI: 1.91–4.75)] and Southern Africa 
[0.72%;95%CI:0.47–1.02)] had the highest and lowest prev-
alence, respectively. The prevalence of the use of TMP for 
fever/cough is summarised in Fig. 3, and it indicates that 1 
in every 100 women who sought healthcare for childhood 
Cough/fever sought the service of a traditional medicine 
practitioner [1.09% (95%CI: 0.67–1.60)]. Similarly, Cote 
d’Ivoire [7.90%;95%CI:6.85–9.10)] had the highest preva-
lence, followed by Guinea [6.00%;95%CI:4.89–7.34)]. Also, 
Western Africa [1.82%;95%CI:0.92–3.00)] had the highest 
prevalence compared to other SSA regions.

Factors associated with the use of traditional medicine 
practitioners for childhood illness in sub-Saharan Africa
Table  3 shows a mixed effect multilevel modelling 
results of the individual and community factors associ-
ated with the use of traditional medicine practitioners 

for childhood illness. Women with no formal education 
[AOR = 1.62;95%CI:1.23–2.12], those who lived in house-
holds headed by a male [AOR = 1.64;95%CI:1.27–2.11], 
without access to media [AOR = 1.19; 95%CI:1.02–1.39], 
those without health insurance [AOR = 2.37;95%CI: 
1.53–3.66] those who considered it a problem getting per-
mission to visit a health facility[AOR = 1.23;95%CI:1.03–
1.47] and perceived the size of their children at birth to 
be above average[AOR = 1.20;95%CI:1.03–1.41] were 
more likely to seek TMPs’ services than their respective 
counterparts.

In terms of the use of TMP for childhood diar-
rhea (Table  4), our analysis indicated that women with 
no formal education [AOR = 1.30;95%CI:1.03–1.65), 
those whose husbands had no formal education 
[AOR = 1.26;95%CI:1.04–1.53], those from poor house-
holds [AOR = 1.33;95%CI:1.10–1.61] and without health 
insurance [AOR = 2.41;95%CI:1.63–3.59) were more 
likely than their respective counterparts to use TMP 
services.

Table 5 summarises the correlates of TMP’s services used 
for cough/fever among children. We observed that women 
without formal education [AOR = 1.55;95%CI:1.23–
1.94], those in the poor [AOR = 1.30;95%CI:1.08–1.57], 
and middle [AOR = 1.29;95%CI:1.05–1.58] wealth 
quantiles, those residing in male-headed households 
[AOR = 1.56;95%CI:1.26–1.93], and those whose husband/
partner had no formal education [AOR = 1.29;955CI:1.07–
1.55] had higher odds of using a TMP to treat their 
children’s fever/cough. Also, women not covered 
by health insurance [AOR = 2.90;95%CI: 1.96–4.27] 
had challenges getting permission to seek medical 
care[1.36;95%CI: 1.18–1.57], getting money needed for 
treatment [AOR = 1.29;95%CI: 1.11–1.50]whose per-
ceived child size at birth was above average at birth 
[AOR = 1.19;95%CI:1.04–1.36] and who has no input in 
household decision making [AOR = 1.17;95%CI:1.03–1.34] 
were of higher odds to seek the service of a traditional 
medicine practitioner to treat their childhood cough/fever.

Discussion
Child survival remains a critical public health issue in 
SSA despite the improvements made over the years 
[1]. TM is widely used to manage communicable and 
non-communicable diseases in SSA [8]. The role of 
traditional and complementary medicine, especially 
TM practitioners, in managing childhood illness has 
not been fully explored in this setting. Our study pro-
vides the first-ever insight into TMPs’ contributions 
to managing childhood illness at a regional level. Spe-
cifically, our study examined the proportion of women 
with children less than five years old who sought the 
service of a traditional medicine practitioner to treat 

https://dhsprogram.com/methodology/Protecting-the-Privacy-of-DHS-Survey-Respondents.cfm
https://dhsprogram.com/methodology/Protecting-the-Privacy-of-DHS-Survey-Respondents.cfm
https://dhsprogram.com/methodology/Protecting-the-Privacy-of-DHS-Survey-Respondents.cfm
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their children’s illness (diarrhea or fever/cough or both) 
as well as individual and community factors associated 
with such a pattern of use in using DHS data from 32 
African countries.

Our study indicates that 3% of women who sought 
healthcare for childhood illnesses used the services of 
TMPs. Our finding is consistent with a national repre-
sentative study conducted in China, Mexico, Russia, South 
Africa, and Ghana [35], which found that the rate of use of 
TMP was 1.7% for South Africa and 1.5% for Ghana [35]. 

A similar prevalence has been reported in a similar study 
conducted in Indonesia in which TMP utilisation rate in 
childhood illness treatment was 3.4% in the month preced-
ing the survey [36]. Another South African study reported 
similar findings in which 2.5% of survey respondents 
reported visiting a TMP when sick, and 3.3% of respond-
ents reported seeking any form of health services consulted 
a traditional healer [11]. An Ethiopian community-based 
study reported that 3.3% of mothers visited a Traditional 
Birth Attendant (TBA) when their child was sick [16].

Fig. 1 Forest plot showing the prevalence of the use of traditional medicine practitioners for childhood illness in 32  sub-Saharan African Countries
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On the other hand, our finding was lower than the 
26.4% average reported in 32 countries majority of 
which were in Europe and Asia [37]. The only Afri-
can country included in this multicounty study was 
South Africa, and the reported prevalence of TM pro-
vider use was 24% which is still higher than the pooled 
prevalence reported in our study [37]. A previous 
systematic review on TCM use in sub-Saharan Africa 
reported that traditional medicine practitioner utili-
sation rate ranges from 1.2%–67%, with a lower rate 
(1.2%–44.1%) observed among studies that utilised a 

larger sample size than those that utilised smaller sam-
ples (37.5%–67%) [8].

The pooled prevalence of TMP use for childhood 
diarrhea was 2% in our study. Our finding is lower than 
what was reported in a systematic review in developing 
countries in which a seven median percent of mothers/
caregivers used the service of traditional medicine prac-
titioners [38]. Even though Ivory Coast and Mali show 
relatively high prevalence regarding the use of tradi-
tional medicine practitioners to treat childhood diarrhea, 
community studies in these countries and other African 

Fig. 2 Forest plot showing the prevalence of the use of traditional medicine practitioners for diarrhea in 32  sub-Saharan African Countries
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countries reported higher use of traditional medicine 
practitioners. For instance, a community cross-sectional 
study in Mali found that 57% of parents/guardians sought 
the service of TMP [15], and 6.4% of caregivers visited 
a traditional medicine practitioner in the rural areas of 
Burkina Faso [17]. In comparison, 11.3% of children with 
diarrhea sought the services of a traditional medicine 
practitioner [12].

Regarding fever/cough, one in every 100 women who 
sought care for her child’s fever/cough visited a tra-
ditional medicine practitioner, with Ivory Coast and 

Mali reporting the highest proportions of women who 
visited a traditional medicine practitioner. Compared 
with community-based surveys, our overall prevalence 
is lower, including the TMP utilisation rates of indi-
vidual countries considered in our study. For exam-
ple, a community study in Benin and Gabon reported 
that 7% and 18% of mothers chose a traditional healer 
as their first healthcare provider, respectively [19]. A 
similar study in Ethiopia found that 18.5% of parents/
guardians first consulted with a TMP for their chil-
dren’s fever [18].

Fig. 3 Forest plot showing the prevalence of the use of traditional medicine practitioners for fever/cough in 32 sub-Saharan African Countries



Page 14 of 17James et al. BMC Complementary Medicine and Therapies          (2023) 23:137 

The overall low TMP utilisations rates for diarrhea 
and fever/cough observed in our study may reflect that 
TMPs are not the preferred healthcare providers for 
these conditions; instead, conventional medical care is 
the mainstay as it has been reported in several multina-
tional studies assessing the healthcare seeking behaviour 
for childhood illness in Africa [7, 22, 23, 27]. It could also 
be due to lack of disclosure to the interviewer regarding 
their consultation with a TMP, given that non -disclosure 
of TM use by the general public is widespread in Africa 
[8]. Over the years, there has been an increased child sur-
vival intervention from governments and international 
organisations, which promote the use of formal health-
care options to manage childhood diseases, and this may 
help explain our finding [39, 40]. Also, the current bar-
riers to TM use in Africa may explain the low consul-
tation of a TMP. These include the lack of belief in the 
safety and efficacy of TM due to the absence of scientific 
evidence to support TM practice, absence/limited regu-
lation of TM practice, perceived lack of education and 
training of TMP in the African region and the association 
of TM with witchcraft and sorcery [8]. It is important 
to note that the low use of TMP for childhood illness in 
our study does not imply that TM plays an insignificant 
role in managing childhood illness in Africa. Current 
evidence suggests that most mothers/caregivers self-
medicate with home remedies, TM products, or conven-
tional products bought from the market or sourced from 
friends or relatives before seeking care outside the home 
[29, 31, 32, 41]. Thus, our study’s low TMP utilisation 
rate may be explained by high self-medication practices 
with TM products or in combination with conventional 
products, not only among children but also among adults 
[8]. Also, we observed a higher prevalence rate in Ivory 
Coast and Mali and the West African region than in 
other countries and regions. Such relatively high use may 
reflect the extent of TM and recognition and its integra-
tion into the healthcare system in these countries com-
pared to other countries and regions. For instance, as of 
December 2018, most countries in West Africa, including 
Ivory Coast and Mali, have met most of the indicators for 
integrating TM into national health systems [10].

Results from our multilevel modelling indicate that 
women with no formal education were more likely to 
seek the service of a TMP for their sick children. Simi-
larly, those without media access had higher odds of 
seeking the service of a TMP. Education has a role in 
enlightening women about the efficacy and safety of for-
mal healthcare use as opposed to consulting with a TMP, 
which might explain our finding. Similar findings have 
been reported in a household survey on TMP consul-
tation for childhood diseases in south-eastern Nigeria 
[12], the Amhara region of Ethiopia [28], a systematic 

review on traditional and complementary medicine use 
among the general population in sub-Saharan Africa [8], 
a survey conducted among the adult population in China, 
India, Ghana, Mexico, Russia and South Africa [35] and 
a mixed method study among African migrant women in 
Sydney, Australia [42]. However, our finding contrasted 
with studies reporting complementary and alternative 
medicine use among children in Germany [43] and Italy 
[44] and among the adult population in Western coun-
tries, including Brazil, in which higher education status 
was associated with seeking the service of a TMP [45, 46]. 
The disparity in the targeted population, literacy rates in 
these regions, and what constitutes traditional and com-
plementary medicine may explain the difference between 
educational status and TMP consultation reported in our 
study and those reported in Western countries.

In line with community-based African studies on the 
use of TMP for childhood illness [28], our study revealed 
that women from poor households had higher odds than 
their wealthy counterparts of seeking the service of TMPs 
for their children’s illness. Similar findings were reported 
among adults in Ghana and India and in a systematic 
review of traditional and complementary medicine users’ 
characteristics in sub-Saharan Africa [8, 35]. However, 
a systematic review on traditional and complementary 
medicine use among children outside of Africa gives an 
opposite picture concerning our finding [30]. Since TM is 
considered affordable due to its relatively low cost com-
pared to conventional medicine in Africa might explain 
why women from low socio-economic households were 
likely to seek care from TMP for their children [8]. A 
South African study on the cost of TM use for non-com-
municable diseases reported that most participants spent 
little to nothing to access TM [47].

We also observed that women without health insurance 
were more likely to seek care from TMP for their chil-
dren. Our finding is consistent with a nationwide study 
among older Ghanaians in which TM was primarily used 
by those who were not insured [48]. However, another 
Ghanaian study in two districts of the Ashanti region 
found no significant association between health insur-
ance status and TM [49]. Health insurance enables access 
to healthcare services since it provides financial risk pro-
tection and decreases healthcare expenditure. However, 
most health insurance schemes do not cover TM, and the 
majority of the population in Africa is uninsured [50, 51]. 
Therefore, uninsured women in our study do not have 
the financial protection associated with seeking modern 
healthcare and will seek TM, which is considered less 
expensive.

Women who reside in households headed by a male 
had higher odds than a female of seeking treatment 
from a TMP for their childhood illness, especially fever/
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cough. Our finding contrasted with the finding from a 
multi-country study using DHS data that focussed on 
the utilisation of conventional healthcare for childhood 
illness in which living in a household headed by a man 
was associated with conventional healthcare [7]. How-
ever, individual country studies found that the odds of 
utilising conventional healthcare for childhood illness 
were higher when the household head was a woman 
[52, 53]. Our regression analysis indicates that women 
who were not involved in decision-making at home 
and had issues getting permission to visit the hospi-
tal were more likely to seek care for their child’s fever/
cough from a TMP. Such a finding seems to suggest that 
the decision to utilise TMP services for fever/cough 
is often in the hands of the husband/partner or some-
one else, which further supports our previous finding 
on the likely consultation with a TMP if the head of 
the household is male. The patriarchal nature of most 
African societies may help explain our findings. Patri-
archy in Africa prevents women from having power and 
influence in society compared to men [54]. As such, 
women are often unable to make decisions on educa-
tion, finances, and the health of their families, as their 
male counterparts often play such a role. The use of the 
service of a TMP for childhood fever/cough was more 
likely if the perceived size of the child was above aver-
age than if it was average. It is possible that the parent/
caregiver considered the above-average size of their 
child to be linked to supernatural causes rather than 
biomedical, and as such only TMPs competent to man-
age such condition [55, 56].

Policy and Practice Implication
Our findings suggest that the TMPs continue to have an 
important role in managing childhood illness in SSA. 
Thus, policymakers and health service providers need 
to consider the potential role of TMPs in child health 
policies and interventions through TMP training and 
promoting collaboration between TMP and conven-
tional healthcare providers to achieve better child health 
outcomes.

The identified factors associated with TMP consul-
tation underscore that women and children with such 
characteristics are considered risk factors for TMP con-
sultation for childhood illness in SSA. Thus, women and 
communities with such characteristics, including low 
socio-economic backgrounds, must be prioritised when 
designing and implementing child health interventions 
in SSA. It is also important that child health policies and 
interventions are incorporated into women’s empower-
ment as a tool to enhance women’s active contribution to 
decision-making regarding the health of their children.

Strengths and limitation
A key strength of our study is that it uses nationally rep-
resentative data from 32 SSA countries. Our findings can, 
therefore, be generalised to all children in these coun-
tries. Also, selection bias was reduced since a multi-stage 
sampling strategy was employed in conducting the DHS 
in all 32 countries. DHS uses a standardised question-
naire, and data collection is done by trained personnel, 
which adds rigour to our findings. We employed vigor-
ous analysis using multilevel modelling to account for the 
varied clusters in our data.

Notwithstanding these strengths, readers should con-
sider some limitations when interpreting our findings. 
First, casual relationships cannot be inferred due to the 
cross-sectional design employed in our study. Second, 
our analysis relied on the variables in the DHS dataset to 
determine the factors associated with TMP use for child-
hood disease. Thus, we could not, include other factors 
that may influence health-seeking behaviour for child-
hood illnesses, such as women’s knowledge of childhood 
disease and health workers’ attitudes, given that these 
variables were not captured in the DHS datasets used 
in our study. We cannot rule out the potential for social 
desirability and recall biases since some of our study data 
were collected based on retrospective self-report.

Conclusions
Our findings indicate that approximately three in every 
100 women surveyed in the 32 African countries patron-
ised TMP services for childhood diarrhea and fever/cough. 
Factors such as the educational status of parents, media 
access, household wealth, maternal health insurance sta-
tus, sex of household head, and maternal decision-making 
ability to access healthcare were significantly associated 
with TMP utilisation for diarrhea and fever/cough. Our 
findings suggest that TMPs continue to have an important 
role in managing childhood illness in SSA. It is imperative 
that policymakers and service providers take into account 
the potential role of TMPs in policies and interventions for 
child health. Also, efforts to improve child health in SSA 
should consider the characteristics of women who use 
TMPs for childhood diseases identified in our study.
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