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Objective • To examine the patterns of herbal therapy use
among adults in the United States and to describe factors associated with herb use.
Design • We examined the use of natural herbs from the 2002
National Health Interview Survey (NHIS). We analyzed factors associated with herb use and reasons for herb use with logistic regression.
Results • Factors associated with herb use include the following:
age (45-64 years old), being uninsured, being female, having a
higher education, living in the West, using prescription medications or over-the-counter (OTC) medications, and self-identified
as “non-Hispanic other.” Factors associated with no herb use
include being non-Hispanic black and living in the South or
Midwest. Seventy-two percent of those who used herbs used prescription medications, and 84% of those who used herbs also used
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an OTC medication in the prior 12 months. Among adults who
used herbs, the most commonly mentioned were echinacea
(41%), ginseng (25%), gingko (22%), and garlic (20%). The most
frequent conditions for herb use were head or chest cold (30%),
musculoskeletal conditions (16%), and stomach or intestinal illness (11%). Among those who used herbs in the prior year, factors
associated with using herbs because conventional medical treatments were too expensive included being uninsured, having poor
health, and being 25-44 years old.
Conclusions • Nearly 1 in 5 people in the US population report
using an herb for treatment of health conditions and/or health
promotion. More than half did not disclose this information to a
conventional medical professional. (Altern Ther Health Med.
2007;13(2):22-28.)

ccording to the National Institute of Health’s
Office of Dietary Supplements, products made
from botanicals that are used to maintain or
improve health may be called herbal products,
botanical products, or phytomedicines.1 Herbal
products are a unique class of dietary supplements because they
are derived from medicinal plants and not regulated in the
United States like pharmaceuticals are. The National Health
Interview Survey (NHIS) refers to these products as “natural
herbs.” Few studies have examined the US adult population’s use
of herbal products and factors associated with herb use. In 1990,
2.5% of the US population used 1 or more herbal products.2 In
1997, 42% of the American population used some form of complementary and alternative medicine (CAM), with 12% of the
population using herbal medicine.3 Tindle et al noted an increasing trend of herb use from 1997 to 2002.4 Various analyses of the
NHIS have estimated 10% to 19% of the US population uses
herbs for health conditions.4-8
Despite widespread use, little is known about patterns of
herb use and why patients choose to use herbs. Using data from
a nationally representative survey, we examined overall prevalence and patterns of herb use by US adults, factors associated
with herb use, prevalence of specific herb use, medical condi-
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tions for which herbs are most commonly used, perceived helpfulness, and rates of disclosure to healthcare professionals.
METHODS
Data Source
We analyzed data from the Sample Core component and
the Alternative Health Supplement to the 2002 NHIS. The alternative medicine supplement was administered as part of the
sample adult questionnaire of the 2002 NHIS. The NHIS is an inperson household survey conducted by the Census Bureau for
the National Center for Health Statistics and the principal source
of information in the United States on the health of the civilian,
non-institutionalized household population. One adult (ages 18
years or older) was randomly selected from each household to
complete this portion of the survey. There were 31,044 completed interviews, with a 73.4% response rate. The sampling methods for the NHIS are described elsewhere.9
Use of Natural Herbs
The Alternative Medicine Supplement solicited information
from US adults on 19 non-conventional health therapies. The primary therapy we examined was natural herb use, defined by the
NHIS as “natural herbs with medicinal properties.”9 For the purpose of this analysis, we will use the nomenclature specified in the
NHIS and refer to herbal products as “natural herbs.” The respondents were specifically asked, “Some people use natural herbs for a
variety of health reasons. Some people drink an herbal tea to remedy a flu or cold. Others take a daily pill to help with a health condition or just stay healthy. Have you ever used natural herbs for
your own health or treatment (for example ginger, echinacea or
black cohosh including teas, tinctures, and pills)?” Respondents
who answered “yes” were asked, “During the past 12 months, did
you use natural herbs for your own health or treatment?”
Respondents who answered “yes” were asked a series of questions
about specific health problems or conditions and which of these
conditions were helped by use of natural herbs. Respondents
chose from a list of 35 dietary supplements used for health reasons
(29 supplements were plant-based; 6 supplements were not plantbased, including SAM-e, progesterone cream, melatonin, bee
pollen, fish oil, and glucosamine with or without chondroitin). We
chose to exclude the 6 non–plant-based supplements from our
analysis in order to focus exclusively on plant-based herbs or medicinal plants. Herbal products are a unique class of dietary supplements—patients tend to use them in a traditional or cultural
context, and the key constituents of products can vary due to different growing conditions and processing.8 Respondents also were
asked if they disclosed natural herb use to conventional medical
professionals including physicians, nurse practitioners, physician
assistants, psychiatrists, and dentists.
Reasons for Natural Herb Use
Among herb users, respondents were asked, “For which of
the following reasons did you choose natural herbs: (a) conventional medicine treatment (CMT) was too expensive; (b) natural
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herbs combined with conventional medical treatment would
help you; (c) a conventional medical professional (CMP) suggested you try natural herbs; (d) you thought it would be interesting
to try natural herbs; and/or (e) You thought a conventional medicine treatment would not help you?”
Other Health-Related Factors
We considered sociodemographic information on respondents’ age (18-24, 25-34, 35-44, 45-54, 55-64, ≥65); gender; marital status (married or not married); education (<high school,
high school graduate, some college, college graduate); annual
family income (<$15,000, $15,000-34,999, $35,000-64,999,
≥$65,000); race/ethnicity (Hispanic, non-Hispanic white, nonHispanic black, non-Hispanic other, Asian, American
Indian/Alaskan native, Asian Indian, Chinese, Filipino); and
region of US residence (Northeast, Midwest, South, West). We
analyzed health utilization data on the following: health insurance status (insured or not insured); usual source of medical care
(place for routine and preventative care); and utilization of
health services (last visit to health professional). We included
self-perceived health status (excellent, very good, good, fair,
poor). Additionally, we included use of prescription and overthe-counter (OTC) medications in the past 12 months.
Statistical Analysis
Population estimates were calculated using NHIS weights,
which are calibrated to US 2000 census totals for gender, age, and
race/ethnicity of the 2002 US population. Descriptive statistics
were used to examine the prevalence of herb use, the most common herbs used, medical conditions for which herbs were used,
perceived helpfulness of those specific medical conditions, disclosure to medical professionals, and insurance coverage. We used
chi-squared tests to compare proportions of characteristics in herb
users versus non-users. We used bivariable and multivariable
logistic regression analysis to assess which variables were significantly associated with herb use adjusting for race, age, gender,
education, income, region, insurance status, usual source of
healthcare, last visit to a health professional, self-reported health
status, and OTC and prescription medication use. Among herb
users, 5 multivariable logistic models were completed for the 5
specific reasons for herb use adjusting for race, age, gender, education, income, region, insurance status, usual source of health care,
self-reported health status, and OTC and prescription medication
use. We selected variables for testing in our logistic model based
on the results of previous national studies and entered these variables into the final model simultaneously.
The variables tested in our model are listed in Table 1. All
analyses were performed using SAS-callable SUDAAN version
8.1 (Research Triangle Institute, Research Triangle Park, NC) to
account for the complex sampling design of the NHIS.
RESULTS
Baseline Characteristics of Respondents
Of the 31,044 respondents, 7,655 (25%) were self-identified
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TABLE 1 Baseline Characteristics of Respondents Who Used or Did
Not Use Herbs in the Past 12 Months
During the past 12
months, did you use
an herb for your own
health or treatment?
Characteristics

% Yes

% No

Population

18.6
n=5,787

81.4
n=25,257

10.1
75.5
8.7
5.7

11.2
72.6
12.0
4.2

Race/Ethnicity
Hispanic
Non-Hispanic white
Non-Hispanic black
Non-Hispanic other*
Age (yrs)
<24
25-34
35-44
45-54
55-64
>65
Sex
Male
Female
Education Level
< High school
High school
graduate
Some college
College graduate
Income ($)
<15,000
15,000-34,999
35,000-64,999
>65,000
Did not reply
Region
Northeast
Midwest
South
West
Medical insurance
Yes
No
Usual source of
medical care
Yes
No
Last visit to health
professional
≤6 mos
>6 mos, ≤1yr
>1 yr, never saw
( Table continued)
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P value <.05
is significant

<.0001

<.0001
11.3
18.6
22.7
22.5
13.8
11.1

13.7
17.7
21.0
18.1
12.1
17.8

TABLE 1 Baseline Characteristics of Respondents Who Used or Did
Not Use Herbs in the Past 12 Months
During the past 12
months, did you use
an herb for your own
health or treatment?
Characteristics
Self-perceived health
status
(Excellent, very good,
good)
(Fair, poor)
Over-the-counter (OTC)
medication
Yes
No
Prescribed medication
Yes
No

% Yes

% No

P value <.05
is significant
.0002

89.2

87.4

10.7

12.5
<.0001

84.3
15.7

74.4
22.7

72.3
27.1

33.4
63.8

<.0001

* (Asian, American Indian/Alaskan native, Asian Indian, Chinese, and Filipino)

<.0001
42.3
57.7

49.3
50.7

9.2
21.2
35.2
34.0

18.0
27.4
31.2
21.9

14.6
21.9
18.3
9.0
36.1

13.3
18.8
13.9
5.8
48.2

19.7
23.1
31.8
25.4

19.2
24.7
38.2
17.9

86.3
13.8

85.4
14.6

<.0001

<.0001

<.0001

.16

.04
88.8
11.2

87.1
12.0
<.0001

72.7
13.1
14.3

67.2
13.9
17.5

as ever having used an herb for their own health and treatment.
Of these, 5,787 (19 %) of respondents (extrapolated for the US
adult population, 38,182,843) reported using an herb for their
own health and treatment. Ten percent of respondents reported
ever having seen an herb practitioner, and 5% of respondents had
seen an herb practitioner within the past year.
We compared respondents who use herbs for their own
health and treatment to those who did not by socio-demographic
characteristics, health status, and use of medical services.
Differences between users and non-users were small but statistically significant at (P<.05) for socio-demographic characteristics,
health status, and use of medical services, but not for insurance
type (Table 1). Eighty-four percent (32,193,416, weighted for US
population) of those who used herbs also used an OTC medication in the prior 12 months, and 21% of OTC-medication users
took herbs in the prior 12 months. Coincidently, 72% (27,605,577,
weighted for US population) of those who use herbs also used a
prescription medication in the prior 12 months, and 21% of prescription-medication users took herbs in the prior 12 months.
Multivariable Analysis of Characteristics Associated With
Herb Use
Factors most strongly associated with herb use in the multivariable model included age 45-64 years old; uninsured, female,
and living in the West compared to living in the Northeast; use of
prescription medications or OTC medications in the prior 12
months, non-Hispanic other (Asian, American Indian/Alaskan
native, Asian Indian, Chinese, and Filipino); and greater than a
high school education. Factors less associated with herb use
included: being non-Hispanic black and living in the South or
Midwest (Table 2).
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Among Herb Users, Use of Specific Herbs in the Last 12 Months
We computed the frequency of use of the 29 single herbs
included in the NHIS. Of respondents who used herbs for their
own health or treatment, herbs most commonly used were echinacea (41%), ginseng (25%), ginkgo biloba (22%), garlic (20%), St
John’s wort (12%), peppermint (12%), ginger (11%), soy (10%),
ragweed/chamomile, (9%) and kava kava (7%) (Table 3).

TABLE 2 Multivariable Analysis of Characteristics Associated
With Herb Use
Use of CAM: Prevalence of
adjusted odds ratios*
Characteristics
(95% confidence interval)
Race/Ethnicity
Non-Hispanic white
Non-Hispanic black
Hispanic
Non-Hispanic other **
Age, y (%)
<25
25-34
35-44
45-54
55-64
>65
Sex
Male
Female
Education Level
<High school
High school graduate
Some College
College graduate
Income ($)
<15,000
15,000-34,999
35,000-64,999
>65,000
Region
Northeast
Midwest
South
West
Medical insurance
Yes
No
Usual source of medical care
Yes
No
Last visit to health professional
≤6 mos
>6mos, ≤1yr
>1 yr, never saw
Self-perceived health status
(Excellent, very good, good)
(fair, poor)
Over-the-counter medication
Yes
No
Prescribed medication
Yes
No

1.0
0.85 [0.77, 0.95] †
1.09 [0.97, 1.22]
1.24 [ 1.03. 1.49] †

Patterns of Herb Use to Maintain Health or to Treat Specific
Conditions, and Reported Helpfulness
The most frequent conditions for which herbs were used,
ranked highest to lowest, include head or chest cold, musculoskeletal conditions, stomach or intestinal illness,
anxiety/depression, insomnia, severe headache or migraine,
menopause, cholesterol, and recurring pain. Of the previous conditions, those most frequently rated as “helped a great deal,”
ranked highest to lowest, include stomach or intestinal illness,
menopause, insomnia, recurring pain, severe headache or

1.0
1.04 [.90, 1.19]
1.12 [.99, 1.27]
1.27 [ 1.12, 1.45]†
1.26 [1.09, 1.46] †
0.91 [0.78, 1.07]
1.0
1.36 [1.26 1.46] †

TABLE 3 Among Herb Users, Specific Herbs Used During the Prior
12 Months for Health Reasons (N = 5,787)

1.0
1.47 [1.29, 1.67] †
2.04 [1.80, 2.31]†
2.69 [2.34, 3.11] †

Dietary supplement

1.0
1.02 [0.90, 1.15
1.03 [0.90, 1.18]
1.07 [0.92, 1.26]
1.0
.88 [0.79, 0.99] †
0.83 [0.75, 0.93] †
1.41 [1.26 , 1.58] †
1.0
1.24 [1.11, 1.39]
1.0
1.11 [.98, 1.26] †

.91 [0.82, 1.00]
.93 [.82, 1.05]
1.0
1.09 [.97 1.22]
1.46 [1.32, 1.62] †
1.0
1.27 [1.15, 1.39]†
1.0

The denominator for the statistics exclude people with unknown CAM information.
* The prevalence odds ratios (PORs) were calculated from logistic coefficients.
**Asian, American Indian/Alaskan native, Asian Indian, Chinese and Filipino
† Statistically significant
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Echinacea
Ginseng
Ginkgo biloba
Garlic supplements
St John’s wort
Peppermint
Ginger supplements
Soy supplements
Ragweed/chamomile
Kava kava
Valerian
Saw palmetto
Evening primrose
Black cohosh
Ma huang (ephedra)
Licorice
Milk thistle
Guarana
Comfrey
Feverfew
Dong quai/don gui tong kuei
Hawthorn
Cascara sagrada
Yohimbe
Bladderwrack/kelp
Senna
Mexican yam cream
Chaparral
Chasteberry/Vitex

Weighted %
41.0
24.5
21.5
19.9
12.2
12.0
10.5
9.7
8.7
6.8
5.9
5.7
4.7
4.2
4.1
4.1
3.5
3.0
2.6
2.4
2.3
2.1
1.9
1.8
1.4
1.0
.71
.69
.50

Estimated number
of US population,
in thousands
14,665
8,777
7,679
7,096
4,390
4,308
3,768
3,480
3,111
2,441
2,131
2,054
1,686
1,510
1,474
1,469
1,255
1,085
938
865
815
733
663
633
497
361
254
246
179

*Herbal names are exactly as noted in NHIS survey
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migraine, musculoskeletal conditions, cholesterol, head or chest
cold, and anxiety/depression (Table 4).
Disclosure of Herb Use to Conventional Health Providers in
the Past 12 Months
Thirty-four percent of respondents disclosed their herb use
to conventional medical professionals, and 58% did not, with 8%
noting they did not go or talk to a conventional professional in
the past 12 months. Of the 34% reporting disclosure, 97% told
their medical doctor, 9% told their nurse practitioner or physician
assistant, 3% told their psychiatrist, and 3% told their dentist.
Multivariable Analysis Examining Reasons for Herb Use in
the Past 12 Months
Among herb users, 28% felt that herb use was very important in maintaining health and well-being, while 30% thought it
was somewhat important, 28% thought it was slightly important,
and 14% thought it was not at all important. In the logistic multivariate analysis, factors associated with using herbs because
CMT was too expensive were uninsured, poor/fair self-reported
health status, and age 25-44 years old. Respondents who chose
to use natural herbs because herbs combined with CMT would
help were more likely to be college-educated prescription-medication users and less likely to have a usual source of healthcare.
For the statement, “a conventional medical professional (CMP)
suggested you try natural herbs,” respondents were more likely
to be prescription medications users of poor/fair self-reported
health status, and over age 25 (Table 5). With the exception of
poor/fair self-reported health status, no statistically significant
difference was noted in the multivariable logistic model for the
outcome, “herb use associated with conventional medicine treatment being not helpful.” No statistically significant difference
was noted in the multivariable logistic model for the outcome
“herb use associated with an interest in trying herbs” except for
region—respondents from the South were more likely to answer
“yes” compared to the reference group from the Northeast.

DISCUSSION
In 2002, nearly 1 in 5 US adults (that is, more than 38 million adults) used an herb for their own health or treatment during the prior 12 months. There is little known about what factors
and personal reasons US adults choose to use herbs. Factors
associated with the use of herbs in the last 12 months included
age 45 to 64, being uninsured, being female, living in the West,
using prescription or OTC medications, being of non-Hispanic
other race/ethnicity, and having greater than a high school education. A majority of herb users also were using prescription
medication and OTC medications in the prior 12 months. The
herbs used most commonly were echinacea, ginseng, gingko
biloba, and garlic. The most frequent conditions for herb use
were head or chest cold, musculoskeletal conditions, and stomach or intestinal illness. More than half of respondents who used
both herbs and prescription medications during the previous 12
months did not tell any of their CMPs about their herb use. Fiftyeight percent of subjects did not inform any CMPs about their
use of herbs. Herb users who were uninsured, reported poor/fair
health status, and were 25 to 44 years old were more likely to use
herbs because a CMT was too expensive.
Since 1990, the percentage of the US population using
herbs has increased from 2.5% to approximately 19%.2,7 Our
estimate for the prevalence of herb use in the US population is
consistent with other large-scale national surveys. 4 , 7, 8 , 10
However, regional and past national studies have found different rates of use of specific herbs, particularly in racially and
ethically diverse populations.6,11-13
Factors associated with herb use shown in other national
studies included being middle-aged, being female, having greater
than a high school education,14,15 being uninsured,6 living in the
West, 10 and using prescription or OTC medications. 16 These
reports are similar to what we have reported. Among the elderly
in the United States, herb use was greatest among females, nonHispanic ethnic minorities, and those with a higher income, and
more years of education.17 In our study, we did not look specifi-

TABLE 4 Among Users of Herbs to Treat Specific Health Problems or Conditions, Percent Using Herbs, and Reported Helpfulness (N= 3,315)
% Degree of Help
Condition

N

% Use

A great deal

Some

Only a little

Not at all

Head or chest cold
Musculoskeletal conditions*
Stomach or intestinal illness
Anxiety/depression
Insomnia
Severe Headache or Migraine
Menopause
Cholesterol
Recurring pain

961
542
389
213
165
130
93
80
70

29.8
16.4
10.6
5.5
4.8
4.2
2.7
2.6
2.0

35.2
38.3
51.0
28.4
39.5
38.3
39.8
36.6
39.0

43.9
36.8
35.0
33.1
39.4
46.5
38.7
40.2
33.8

15.8
15.7
9.8
27.7
11.0
8.1
18.2
10.4
14.8

5.1
9.3
4.2
10.9
10.1
7.1
3.24
12.7
12.4

* Musculoskeletal conditions include (1) back pain or problem, (2) neck pain or problem, (3) arthritis, gout, fibromyalgia, lupus, (4) knee problem (not arthritis or
joint injury), and (5) joint pain or stiffness
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TABLE 5 Multivariable Analysis of Factors Associated With Specifics Reasons Respondents Used Herbs
Herbs Combined With CMT
Would Help You; Odds Ratio
(Confidence Interval)

A CMP**Suggested You Try
Herbs; Odds Ratio
(Confidence Interval)

1.0
1.75 (1.06-2.88)
1.96 (1.20-3.18)
1.45 (.88-2.40)
1.59 (.94-2.69)
1.24(.66-2.32)

NSS†

1.0
2.03 (1.08-3.80)
2.31 (1.29-4.13)
2.07 (1.17-3.67)
2.43 (1.31-4.52)
2.52 (1.32-4.80)

1.0
.82 (.54-1.26)
.84 (.57-1.23)
.65 (.42-.99)

1.0
1.14 (.84-1.56)
1.22 (.92-1.61)
1.61 (1.13-2.30)

NSS

1.0
1.06 (.76-1.48)
.58 (.38-.88)
.31 (.14-.70)
.81 (.60-.1.0)

NSS

NSS

1.0
5.39 (4.01-7.24)

NSS

NSS

NSS

1.0
.50 (.37-.69)

NSS

1.0
1.86 (1.38-2.52)

NSS
1.80 ( 1.47-2.20)
1.0

1.0
1.56 (1.15-2.11)

CMT* Too Expensive; Odds
Ratio (Confidence Interval)
Age (yrs)
<25
25-34
35-44
45-54
55-64
≥65
Education level
< High school
High school graduate
Some college
College graduate
Income ($)
<15,000
15,000-34,999
35,000-64,999
≥65,000
Other
Medical insurance
Yes
No
Usual source of medical care
Yes
No
Self-reported health
Excellent, very good and good
Fair to poor
Prescribed medication
Yes
No

Not Statistically
Significant

1.55(1.15-2.08)
1.0

Note: Multivariable models adjusted for race, age, sex, income, education, region, insurance status, usual source of health care, self-perceived health status, and OTC
and prescribed medication use. Variables that were tested but were not statistically significant on any question include gender, race, region, and OTC medication use.
Only variables that had statistically significant findings are reported.
*CMT=Conventional medicine treatment
**CMP=conventional medical professional
†NSS=Not statistically significant

cally at the elderly; however, we did find that Asians used more
herbs, yet the trend was reversed for African Americans, as has
been demonstrated in other analyses.
The most frequent conditions for which herbs were used
include both acute (head or chest cold and stomach or intestinal
illness) and chronic conditions (musculoskeletal conditions, ie,
back pain, neck pain, arthritis, gout, fibromyalgia, lupus, knee
problems, joint pain, or stiffness). This is inconsistent with previous national studies, which reported that the most frequent medical conditions for herb use were upper respiratory infections,
arthritis, depression, musculoskeletal pain, memory improvement, and menopausal symptoms.14,16,18 The conditions for which
herbs are rated most helpful include stomach or intestinal ill-
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ness, menopause, insomnia, recurring pain, severe headache or
migraine, musculoskeletal conditions, cholesterol, head or chest
cold, and anxiety/depression.
Among herb users, 72% also used prescription medications,
and 84% used an OTC medication in the prior 12 months.
Although we cannot be sure these data reflect concurrent use,
more than 27 million of people living in the United States might be
taking an OTC medication and an herb or a prescription medication and an herb concurrently. In 1997, an estimated 15 million
people took herbal remedies and high-dose multivitamins concurrently with prescription medications.3 Kaufman et al noted that
16% of prescription drug users also reported use of one or more
herbals/supplements within the prior week.16 Increasing numbers

of reports describe clinically serious interactions between prescription drugs and herbs/supplements and concern that the problem
of adverse effects may be under-reported has grown.16,19-25
In our study, nearly 60% of respondents who used herbs did
not tell a CMP about their herb use, and this has been seen in
other analyses. More than half of respondents who used both
herbs and prescription or OTC medications did not tell any of
their CMPs about their herb use. In other national and smaller
cross-sectional surveys, approximately 35% to 44 % of those who
take dietary supplements regularly did not share this information
with a healthcare provider.3,18,26 The rate of non-disclosure has not
changed significantly since the early 1990s, despite media attention and more marketing of dietary supplements.16,19-25
In our analysis, reasons for herb use focused on the cost of
conventional medicine, the benefits of combined conventional
medicine treatment and herbs, and suggestions from healthcare
professionals. Our analysis confirms Barnes et al’s finding that
most herb users do not choose to use herbs because of lack of
confidence in CMT.7 Only those with poor/fair self-reported
health status used herbs because “conventional medicine would
not help.” To our knowledge, this is the first time that the characteristic of being uninsured, of poor/fair health status, and 25 to
44 years old have been correlated with herb use as a result of the
conventional medicine expense. Finally, respondents who used
prescription medication, those older than 25 years of age, and
those with fair/poor health status were more likely to choose
herbs because a conventional provider suggested it.
It is difficult to compare our estimates of prevalence of herb
use to market data provided by manufacturers for several reasons. First, the NHIS did not ask about all the herbs with substantial market share. In addition, the accuracy of estimates
based on industry marketing and product surveillance are difficult to verify.27 The NHIS included questions on the following
herbs (top-selling herbs based on 1998 and 2002 market data
and survey data): garlic, gingko biloba, St John’s wort, ginseng,
echinacea, saw palmetto, kava kava, valerian, evening primrose,
soy, and black cohosh.16,28,29 However, of the top-selling herbs in
1998 and 2002, the NHIS did not ask about the use of green tea,
bilberry, grapeseed, cranberry, aloe, and goldenseal or about
herbs commonly used by racial and ethnic minorities.16,29,30
Study Limitations
There are several limitations to our analysis. First, the survey is based on self-reported data; thus, subjects may be underor over-reporting their use of herbs. The term natural herbs
(rather than herbal medications or herbal products) might have
been misunderstood by respondents. Respondents who did not
use natural herbs, such as herbs in a tablet or capsule, might not
have disclosed use. The survey listed only 29 herbs, although
there are thousands of botanicals sold as combination dietary
supplements or ethnic traditional medicines in the United
States. Additionally, many herbs have unique common names
based on the region or cultural background. Despite the
improved sampling and collection strategies employed by the
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NHIS to capture ethnic minority responses, there appears to be
both ethnocentric and medico-centric bias in the survey instrument, which may have contributed to an underestimation of the
prevalence of CAM and herb use in particular, especially among
non-white ethnic groups.8,31 Further research is needed to explore
why patients are not disclosing their herbal product use to conventional healthcare providers, and strategies to facilitate communication in this area need to be developed.
In conclusion, the use of herbal products by the US population has increased over the last decade. It is unclear whether patterns of herbal therapy use by adults are being influenced by
marketing data vs evidence of efficacy vs safety or other factors.
Most herb users do not choose to use herbs because of a lack of
confidence in CTM, and only those with poor self-reported
health status or no insurance use herbs because conventional
medicine is not helpful or because it is too expensive. More
research about why patients use herbs for acute and chronic conditions as well as the cause for the high rates of nondisclosure is
needed. Herbal products have complex mechanisms of action
and complicated pharmacokinetics and can interact with prescription medications or cause adverse reactions. For patient
safety, healthcare professionals should be aware that not only are
their patients using herbal products, but also that the majority of
patients are not discussing herb use with them.
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