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ABSTRACT 

Introduction: Herbal medicine has a long and rich history of practice in Vietnam. However, 

research on this topic is limited, especially in relation to the COVID-19 pandemic. This study 

aimed to explore (1) the prevalence and indication for herbal medicine use, (2) factors 

associated with herbal medicine use, and (3) people‘s attitude toward the herbal medicine 

within the Vietnamese population. 

Methods: A cross-sectional online survey was conducted in Vietnamese adults aged 18 years 

and older, distributed equally across the Northern, Central, and Southern regions of Vietnam, 

between September and October 2020. Descriptive statistics, chi-square tests, and univariate 

and multivariate logistic regression analyses were performed to achieve the study objectives. 

Results: Nearly half of the respondents reported using herbal medicine for common illnesses 

during the COVID-19 pandemic. The prevalence was strongly associated with marital status, 

urbanicity, monthly income, and health status perception. Ginger (Zingiber officinale Rosc.), 

honey (Mel), garlic (Allium sativum L.), and perilla (Perilla frutescens (L.) Britt.) were the 

most commonly used herbal medicines, mainly for the treatment of sore throat, cough, nasal 

congestion, and fever. Nearly 70% of the participants believed herbal medicines to be safe, to 

have less side effects than conventional medicines, and to be effective for minor health 

conditions. 

Conclusion: The use of herbal medicine during the COVID-19 pandemic was a common 

practice among Vietnamese people. These findings may have implications for future medical 

research in Vietnam, and for policy-makers and those in the pharmaceutical industry with 

regard to future regulations and product development. 

 

Keywords: Herbal medicine, Vietnam, COVID-19, common illnesses 
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1. INTRODUCTION 

In various countries, especially Asian countries, including Vietnam, Thailand, India, and 

China, herbal medicine (HM), also known as folk medicine, has been utilized for an 

extensive period of time [1–3]. Due to the benefits of being financially affordable, having 

minimal side effects, being from natural origins, and having a reported high efficacy from the 

experiences of previous users, approximately 80% of the populations of developing countries 

practice HM in the primary healthcare setting, mainly for the treatment of chronic diseases 

[4,5]. Additionally, the use of traditional medicine has spread internationally to developed 

countries [6]. For instance, physicians in Europe and North America have started to refer 

their patients for acupuncture (43%), massage (21%), and chiropractice (40%) [7]. Similarly, 

in Japan, 80% of medical practitioners recommended HM for their patients in 2005 [8]. 

Moreover, HM has been covered in medical teaching and training through numerous medical 

courses for doctors, pharmacists, nurses, and other medical staff [7–9]. As such, the use of 

HM has been rapidly increasing and it is necessary to investigate peoples‘ perspectives on the 

topic. 

In Vietnam, HM has a long and rich history of practice. For thousands of years, 

Vietnamese people have utilized medicinal plants collected from their gardens to treat various 

diseases. Documented data from as early as the 17
th

 century, showed that two books, Nam 

Duoc Than Hieu (The Miraculous Efficacy of Vietnamese Medicines) and Hong Nghia Giac 

Tu Thu (Medical book from village Hong Nghia), authored by Tue Tinh, described 630 

natural drugs in 3,873 preparations with a detailed theoretical explanation of traditional 

medicine [10]. To date, we have identified at least 1,863 plant species in 238 families and 

nearly 8,000 specimens of 1,296 species of plant, and approximately 1,000 different folk 

remedy preparations [11]. In Vietnamese clinics and hospitals, HM has been utilized 

extensively, together with modern medicine. More than 700 officially registered medical 

preparations contain HM ingredients. In fact, almost every hospital contains a traditional 

medicine department, which is officially at the same administrative level as departments 

practicing modern medicine such as internal medicine. Thus, HM is a crucial part of the 

Vietnamese healthcare system, in which the treatment rates are expected to reach 30% of all 

treatments administered and prescribed at general healthcare facilities by 2025. Nevertheless, 

in-depth investigations with regards to the knowledge, attitudes, and practices among the 

Vietnamese people about HM usage are lacking, especially in relation to COVID-19. 

The COVID-19 pandemic has affected several aspects of human life, including HM use 

and the perspectives of Vietnamese people regarding these medicines. Since the development 
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of new drugs require several trials and lengthy regulatory processes, HM has an important 

role in overcoming this outbreak. HM has been claimed not only to enhance the immune 

system against the coronavirus [12], but also to effectively prevent and treat SARS-related 

diseases [13–15], as well as relieve cold- and flu-like symptoms such as fever, cough, fatigue, 

sneezing, sore throat, and muscle pain. Moreover, HM can be used in a manner 

complementary to modern medicine for synergistic effects on SARS-related diseases [16]. 

Therefore, the Vietnam Ministry of Health has facilitated the use of HM for the prevention 

and complementary treatment of COVID-19. Moreover, due to the concern of becoming 

infected with COVID-19 while in crowded places such as hospitals, Vietnamese people are 

tending to prefer remedies more readily available in the home, including HM. Additionally, 

the symptoms of COVID-19 are similar to those of the common flu and cold, consequently 

making people more aware of these symptoms, and likely to want to treat them early rather 

than waiting for them to resolve. All these issues may impact the perspectives of Vietnamese 

patients regarding HM, yet no such investigation has been reported.    

The objective of this study was to explore the perspectives of Vietnamese people on the 

use of HM for treating common diseases, especially flu, cold, and COVID-like diseases, and 

factors affecting decisions made during the COVID-19 pandemic. To achieve this objective, 

the investigation comprised a cross-sectional survey conducted in 515 randomized 

Vietnamese adults using an online questionnaire-based platform. The questionnaire covered 

factors related to the decision to use HM, the 20 most commonly used HM, and the 12 most 

commonly reported symptoms, as well as participants‘ attitudes, sources of information, and 

methods of procuring HM. 

 

2. METHODS 

2.1. Study setting 

A cross-sectional study was conducted on adults aged 18 years and older in Vietnam. 

Participants were recruited through advertisements posted in health-related public Facebook 

groups. The post included the introduction of HM and its benefits, together with a survey link 

to a self-administered questionnaire generated using Google Forms. In addition, the survey 

link was distributed to students and lecturers of some universities in Vietnam. Participants 

were also asked to share the link using their contacts in Facebook Messenger and Zalo. The 

social networking platforms Zalo and Facebook were chosen because they are the most 
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widely used platforms in Vietnam (comprising 90% of all social network users) [17]. The 

survey was available for 8 weeks from September to October 2020. 

To determine the minimum required sample size, the Cochran formula was used with 

a precision of 5%, a confidence level of 95% (corresponding to a Z-score of 1.96), and a 

maximum variable heterogeneity (p = 0.5, representing a 50/50 split of HM users and non-

users). Using the Cochran formula (Eq. 1), the minimum sample size for our study was found 

to be 385. To maximize the generalizability of the findings, a sample of approximately 500 

subjects was the target. 

N = Z
2
p(1 – p)/e

2
   (Eq. 1) 

Where n = the required minimum sample size 

Z = Z-score 

p = estimated proportion of HM users in the population; maximum heterogeneity at 

0.5 

e = level of precision (margin of error) 

2.2. Questionnaire design 

The self-administered questionnaire comprised three sections. The first section 

assessed factors related to the participant‘s socio-demographic background and health. 

Socioeconomic factors included gender (female, male), age (years), marital status (single, 

divorced, widowed, married), region (Northern, Central, Southern), education (secondary 

school, high school, colleges, vocational schools, undergraduate, postgraduate), urbanicity 

(rural, suburban, urban), occupation (unemployed, retired, housewife, student, working), and 

monthly income (VND million). Health-related variables investigated whether participants 

were in a healthcare-related job, had any chronic disease, and their perception of their health 

status. The healthcare related job and chronic disease were closed questions, with two answer 

options (Yes, No), health status perception was measured by a 5-point Likert scale (very 

poor, poor, fair, good, very good). 

The second section contained questions about the information sources accessed by 

participants, the types of HM that they have utilized, and the corresponding health conditions 

they intended to treat. HM use was identified using the question: ―During the COVID-19 

pandemic, do you use herbs or herbal products for common illnesses?‖ Respondents who 

acknowledged using HM were asked further questions exploring their motivation for doing so 

(i.e., ―for what common health problems, symptoms, or conditions did you use herbs or 

herbal products during the period of the pandemic?‖), the HM used, where it was procured 

from, and their reasons for using HM based on ten statements. For those respondents who had 
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not used HM during the COVID-19 pandemic, the survey explored their reasons for this, also 

based on ten statements. 

In the final section of the survey, participants were asked about their attitudes towards 

the safety of HM, its efficacy, side effects, use to treat either minor or major health 

conditions, and their satisfaction with HM [18–21]. Each item was evaluated using a five-

point Likert scale using the response options (1) strongly disagree, (2) disagree, (3) neutral, 

(4) agree, and (5) strongly agree.  

2.3. Ethical considerations 

This study was conducted following the guidelines outlined in the Declaration of 

Helsinki. Ethical approval for the study was obtained from the Medical Ethics Council of Can 

Tho University of Medicine and Pharmacy, Can Tho city, Vietnam (approval number 

245/HDDD-PCT). The participant recruitment process was based solely on the principles of 

volunteering and anonymity, and no personal data were collected at any point. 

2.4. Statistical analysis 

Responses taking the format of five-point Likert scales were pre-processed for 

analysis. Respondents selecting ‗strongly disagree‘ and ‗disagree‘ were combined and 

interpreted as ‗disagree‘, and similarly, respondents selecting ‗agree‘ and ‗strongly agree‘ 

were combined and interpreted as ‗agree‘. 

All data were analyzed using SPSS version 20.0. Descriptive statistics were expressed 

as frequency (n) and percentage (%), and mean and standard deviation (SD). Unadjusted and 

adjusted regression analyses were conducted to determine the factors associated with HM 

use. Variables with p values of less than 0.25 obtained from the unadjusted regression 

analysis were subsequently included in the adjusted analysis. Each factor was presented using 

the odds ratio (OR) with 95% confidence intervals (CI). Chi-square tests were used to assess 

associations between attitudes towards HM and HM use. Statistical significance was 

considered at a threshold of p < 0.05.  

 

3. RESULTS 

3.1. Socio-demographic and health-related characteristics 

Out of the 515 responses received, 7 gave incomplete responses and were therefore 

excluded from the analysis. The final sample comprised the responses of 508 participants. 

The socio-demographic and health-related characteristics of the respondents have been 

summarized in Table 1. Participant ages ranged from 18 to 68 years (mean age = 26.8 ± 7.6 

years). The majority of participants were female (64.6%), were educated to undergraduate 
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level (51.8%), lived in suburban areas (53.7%), and were in employment (47.8%) with a 

monthly income of more than VND 8.4 million (49.6%; approximately equivalent to $365 

USD). Most participants (95%) reported that they did not have a chronic illness and 

considered themselves to be in good health (50.6%). 

3.2. Prevalence and indications for herbal medicine use 

During the period of the COVID-19 pandemic, 249 (49%) out of 508 participants 

considered using HM to treat the symptoms of common illnesses. The most frequently used 

HM were ginger (79.1%; Zingiber officinale Rosc.), followed by honey (74.7%; Mel), garlic 

(64.7%; Allium sativum L.), and perilla (48.2%; Perilla frutescens (L.) Britt.). These herbs 

were mainly used for the treatment of sore throat (62.2%), cough (60.6%), nasal congestion 

(41.4%), and fever (35.7%). Information on the types of HM used and their indications are 

given in Figures 1 and 2. 

Table 2 describes respondents‘ responses regarding the source of information they 

sought out related to HM use, HM supply, and reasons for using and not using HM. Oriental 

medical doctors (81.4%), herbalists (47.6%), herbal medicine manufacturers (41.3%), and 

pharmacists (39.4%) were the main sources cited by participants for HM information. The 

majority of participants obtained HM from their garden (i.e., they grew it themselves), 

followed by markets and herbal drugstores (62.7, 43.4%, and 41.0%, respectively). In terms 

of the reason for using HM, participants most commonly cited ‗previous personal experience‘ 

(62.2%), the ‗natural‘ origins of HM (59.8%), ‗ease of access and availability of herbal 

remedies‘ (49.0%), and ‗advice of family, friends‘ (43.0%). Conversely, the most common 

reasons for not using HM among those who had not used it in the specified period included 

‗do not have enough experience, knowledge‘ (44.8%), ‗longer time to see effect‘ (41.7%), ‗I 

am healthy and no need for its use‘ (35.5%), and ‗lack of experts consultation on usage‘ 

(29.3%). 

3.3. Factors associated with herbal medicine utilization 

Unadjusted and adjusted regression analyses showed that marital status, urbanicity, 

monthly income, and participants‘ perception of their own health status were significantly 

associated with HM use (Table 1). Married participants were 1.8 times more likely to use HM 

than other groups (adjusted odds ratio (aOR): 1.78, 95%CI: 1.07-2.94). Rural residents were 

more likely to use HM than those living in an urban environment (aOR: 1.67, 95%CI: 1.12-

2.47). Respondents who had an average monthly income of more than VND 8.4 million were 

1.7 times more likely to use HM than those with incomes of less than VND 4.2 million (aOR: 

1.72, 95%CI: 1.04-2.83). Participants who had the perception of their health status as being 
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‗very good‘ were more likely to use HM than those responding ‗fair‘ (aOR: 2.8, 95%CI: 

1.04-7.56). 

3.4. Respondents’ attitudes regarding herbal medicine 

Attitudes towards HM (Table 3) revealed that the majority of respondents agreed with 

four statements, reflecting a broadly positive attitude. Nearly 70% of the participants believed 

HM to be safe, have less side effects than conventional drugs, and to be effective for treating 

minor health conditions. Additionally, more than 65% of the respondents were satisfied with 

the outcomes they had experienced using HM. Significant associations (p ≤ 0.05) were found 

between respondents‘ attitudes towards HM and HM use. Participants who had a positive 

attitude to HM (i.e., agreed with the majority of the statements) were more likely to use them. 

Specifically, participants who responded that they believed that ‗herbal medicines are natural 

and therefore are safe‘ were more likely to use HM (55.1%) than those who responded 

negatively to this item. 

 

4. DISCUSSION 

 This study investigated the perspectives of Vietnamese adults on the use of HM for 

treating common diseases during the COVID-19 pandemic. Amongst a sample of 508 

respondents, distributed all over the country (i.e., Northern, Central, and Southern regions of 

Vietnam), nearly a half (49%) reported that they had used HM. This number was significantly 

higher than that reported in other Southeast Asian countries also having a long history of HM 

use such as Malaysia (33.9%) [22], Bangkok-Thailand (28.6%) [23], Thailand (within a 

sample of those living with chronic disease, 35.9%) [24], Indonesia (24.4%) [25], and 

Singapore (again, among those living with chronic disease, 22.7%) [26]. Similarly, the 

prevalence of HM in Taiwan and Korea was 6.8% and 61.1%, respectively [27,28]. 

Interestingly, a study conducted in China, commonly acknowledged as the cradle of HM, 

reported a lower percentage of HM use in some areas such as the Urban Pearl River Delta 

region (37%) [29]. Conversely, studies conducted in Africa and countries in West Asia have 

reported much higher HM use, with prevalence rates of 85% reported in Nigeria and 80.2% 

in Jordan [30,31]. The variability in prevalence between these studies could be attributed to 

the study design, sample population, sample size, and socio-demographic characteristics; as 

well as the impact of the COVID-19 pandemic on the cohort recruited in the present study. 

As far as we are aware, limited studies on the use of HM have been conducted during or since 

the COVID-19 pandemic. Further, for patients living with chronic diseases, HM use was 

                  



9 
 

found to be only 23.9% in Vietnam in 2016 (i.e., before the COVID-19 pandemic) [32]. 

Therefore, it may be concluded that the COVID-19 pandemic has motivated Vietnamese 

people to use HM for the treatment of common diseases, thereby preventing the necessity to 

travel to crowded places such as hospitals to attend appointments in centers of conventional 

medicine. 

Considering the socio-demographic factors and their relation to HM use, participants 

living in rural areas were more likely to use HM than other groups, possibly due to the 

availability and ease of access of HM compared to conventional medicines in these areas 

compared to urban areas [33]. Similarly, the majority of participants obtained HM from a 

home garden and the surrounding environment rather than a drug store or hospital (Table 2). 

A study in the Philippines reported a similar trend [34]. Moreover, respondents reporting 

their self-perceived health status to be ‗very good‘ were more likely to use HM than those 

responding ‗fair‘. This result was not consistent with other studies, which stated either no 

significant impact of self-perceived health [35] or reported individuals with lower self-

perceived health to be more likely to consume HM [36]. There may be undetected differences 

in the purpose of the HM use, with Vietnamese people tending to use HM for common colds 

and flu symptoms, rather than chronic diseases. Healthy people tend to recover from these 

minor illnesses effortlessly with a little help from HM, whereas people who perceive their 

health to be compromised may find the same symptoms more difficult to tolerate or recover 

from, and consequently may benefit more from the use of conventional modern medicine. 

Surprisingly, respondents with higher monthly incomes tended to be more likely to use HM 

than those with lower incomes, similar to other work [33], which is in contradiction to the 

assumption that wealthy people will be more inclined to prefer modern medicine to HM. 

These findings were not in line with other studies, where those in low- or middle-income 

groups were found to be more likely to use HM than those in high income groups [30,37,38]. 

Therefore, there may be an interaction between socio-demographic characteristics and other 

factors associated with HM use. Further studies are necessary to fully explore the relationship 

between wealth and HM use. 

Unsurprisingly, Vietnamese people typically reported using HM to treat sore throat, 

cough, nasal congestion, and fever, which are the common symptoms of COVID-19. Similar 

findings have been reported in previous studies [39,40]. The most frequently used HM have 

previously been reported to be ginger (Zingiber officinale Rosc.), honey (Mel), garlic (Allium 

sativum L.), and perilla (Perilla frutescens (L.) Britt.). These are all popular herbs that can be 

found in almost everywhere in the Vietnam rural and suburban areas, and are widely reported 
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to be effective. Moreover, these HM were listed in the Essential Drug List, issued by the 

Vietnam Ministry of Health. Thus, medical practitioners are able to legally prescribe these 

HM for patient use. Since the effectiveness of HM is under debate, many Vietnamese people 

use them based on direct experience, either first or second hand. The results supported this 

hypothesis, with the most commonly cited sources of information on HM being oriental 

medical doctors (81.4%); and personal experience was cited as the primary reason for 

deciding to use HM (i.e., one might use or not use HM based solely on experience; Table 2). 

This finding was in agreement with that of a previous study [31]. In terms of respondent 

attitudes towards HM, respondents were generally satisfied with the effectiveness of HM for 

treating minor health conditions such as common colds and flu, as most participants reported 

HM to be safe and effective. 

 

LIMITATIONS 

Although the results of the present study having been obtained using a simple yet 

effective online survey administered during the COVID-19 pandemic, this study has some 

limitations which could be overcome in future investigations. Firstly, the platform of an 

online survey was used to obtain the largest possible number of participants in a short period 

of time. However, it is acknowledged that this may bias recruitment to younger individuals. 

The convenience and simplicity of an online format can increase participant compliance in 

older individuals. Secondly, compared to data acquired in an interview-based setting, a self-

administered questionnaire may bias some of the data captured, as it is possible that 

respondents might have over or underreported their HM usage. Nevertheless, in the context 

of the COVID-19 pandemic, online-based and self-administered platforms are necessary, and 

facilitate data collection that would otherwise not be possible due to social distancing and 

restrictions on movement. Thirdly, although the sample was spread equally across the three 

main regions of Vietnam, ethnic minorities were not considered in this study, and as such 

there is no way of establishing whether the sample contained an over- or underrepresentation 

of certain ethnic groups and thus potentially an over- or underestimation of HM use within 

the sample. 

 

CONCLUSIONS 

 The use of herbal medicine during the COVID-19 pandemic was commonplace 

among Vietnamese people (49% of the sample) and was found to be associated with marital 

status, urbanicity, monthly income, and self-perception of health status. Ginger, honey, garlic, 
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and perilla were the most commonly used herbs, mainly for the treatments of COVID-19-like 

symptoms such as sore throat, cough, and fever. The sample reported obtaining information 

on HM from oriental medical doctors, herbalists, and pharmacists. Therefore, healthcare 

professionals should be open to discuss and offer advice for the use of HM if it is thought to 

lead to better health outcomes. The findings of this study are of relevance to future research 

on the use of medicines in Vietnam and for policy-makers and manufacturers involved in 

making decisions on developments in the field of herbal medicine. 
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Table 1. Socio-demographic characteristics and factors associated with herbal medicine (HM) uses among respondents (n = 508) 

Variable 
Total 

n (%) 

HM user 

n (%) 

HM non-user 

n (%) 

Unadjusted Adjusted 

OR (95% CI) p-value aOR (95% CI) p-value 

Gender Female 

Male 

328 (64.6) 

180 (35.4) 

162 (49.4) 

87 (48.3) 

166 (50.6) 

93 (51.7) 

1 

0.959 (0.666-1.379) 

 

0.820 - - 

Age group, 

years 

18 – 29 

30 – 39 

40+ 

369 (72.6) 

104 (20.5) 

35 (6.9) 

172 (46.6) 

62 (59.6) 

15 (42.9) 

197 (53.4) 

42 (40.4) 

20 (57.1) 

1 

1.691 (1.087-2.630) 

0.859 (0.427-1.730) 

 

0.020 

0.670 

1 

1.26 (0.73-2.15) 

0.59 (0.26-1.34) 

0.407 

0.205 

Marital 

status 

Single/Divorced/Widowed 

Married 

354 (69.7) 

154 (30.3) 

158 (44.6) 

91 (59.1) 

196 (55.4) 

63 (40.9) 

1 

1.792 (1.221 - 2.629) 

 

0.003 

1 

1.78 (1.07-2.94) 0.026 

Region 

 

North 

Central 

South 

121 (23.8) 

155 (30.5) 

232 (45.7) 

60 (49.6) 

67 (43.2) 

122 (52.6) 

61 (50.4) 

88 (56.8) 

110 (47.4) 

1 

0.774 (0.480 - 1.248) 

1.128 (0.726 - 1.75 

 

0.293 

0.593 - - 

Education High school or lower 

Colleges/Vocational schools 

Undergraduate 

Postgraduate 

65 (12.8) 

110 (21.7) 

263 (51.8) 

70 (13.8) 

32 (49.2) 

50 (45.5) 

131 (49.8) 

36 (51.4) 

33 (50.8) 

60 (54.5) 

132 (50.2) 

34 (48.6) 

1 

0.859 (0.465 - 1.588) 

1.023 (0.595 - 1.762) 

1.092 (0.556 - 2.145 

 

0.629 

0.933 

0.799 - - 

Urbanicity Rural 

Suburban 

Urban 

48 (9.45) 

222 (53.7) 

238 (46.9) 

122 (55) 

19 (39.6) 

108 (45.4) 

100 (45) 

29 (60.4) 

130 (54.6) 

1.469 (1.017-2.121) 

0.789 (0.419-1.484) 

1 

0.040 

0.462 

 

1.67 (1.12-2.47) 

0.79 (0.41-1.53) 

1 

0.011 

0.478 

 

Occupation 

category 

Unemployed/Retired/Housewi

fe 

50 (9.8) 

215 (42.3) 

23 (46) 

95 (44.2) 

27 (54) 

120 (55.8) 

1 

0.929 (0.501 - 1.724) 

 

0.816 - - 
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Student 

Working 

243 (47.8) 131 (53.9) 112 (46.1) 1.373 (0.746 - 2.529) 0.309 

Monthly 

income, 

VND 

million 

<4.2 

4.2 – 8.3 

8.4+ 

100 (19.7) 

148 (29.1) 

252 (49.6) 

40 (40) 

66 (44.6) 

140 (55.6) 

 

60 (60) 

82 (55.4) 

112 (44.4) 

1 

1.207 (0.721-2.020) 

1.875 (1.171-3.003) 

 

0.473 

0.009 

1 

1.07 (0.63-1.82) 

1.72 (1.04-2.83) 

0.806 

0.033 

Healthcare 

related job 

No 

Yes 

265 (52.2) 

243 (47.8) 

121 (45.7) 

128 (52.7) 

144 (54.3) 

115 (47.3) 

1 

1.325 (0.934 - 1.878) 

 

0.114 

1 

1.25 (0.86-1.82) 0.235 

Health 

status 

perception* 

Poor 

Fair 

Good 

Very good 

22 (4.3) 

69 (13.6) 

257 (50.6) 

160 (31.5) 

8 (36.4) 

32 (46.4) 

126 (49) 

83 (51.9) 

14 (63.6) 

37 (53.6) 

131 (51) 

77 (48.1) 

1 

1.51 (0.56 - 4.07) 

1.68 (0.68 - 4.15) 

1.886 (0.750 - 4.745) 

 

0.412 

0.258 

0.177 

1 

2.42 (0.83-7.03) 

2.63 (0.99-6.98) 

2.8 (1.04-7.56) 

 

0.104 

0.052 

0.042 

Chronic 

disease  

No 

Yes 

482 (94.9) 

25 (4.9) 

236 (49) 

13 (52) 

246 (51) 

12 (48) 

1 

1.129 (0.505 - 2.525) 

 

0.767 - - 

* Self-perceived health status (very poor, poor, fair, good, very good). Note:  o respondent selected ―very poor‖ health perception.
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Table 2. Characteristics of herbal medicine uses among respondents 

Variables 
Frequency, n 

(%) 

Herbal medicine use during COVID-19 (n = 508)  

Yes 249 (49.0) 

No 259 (51.0) 

Information sources about herbal medicine (n = 508)  

Oriental medical doctors* 424 (81.4) 

Medical doctors 109 (21.5) 

Pharmacists 200 (39.4) 

Herbalists 242 (47.6) 

Nutritionists 117 (23) 

Family and friends 81 (16.9) 

Media and Information channels 153 (30.1) 

Herbal medicine manufacturers 210 (41.3) 

Herbal drugstores 171 (33.7) 

Obtaining herbal medicines (n = 249)  

Traditional hospitals 69 (27.7) 

Herbal drugstores 102 (41.0) 

Drugstores 66 (26.5) 

Availability at home gardens 156 (62.7) 

Internet 22 (8.8) 

Markets, supermarkets 108 (43.4) 

Family, friends 75 (30.1) 

Reasons for herbal medicine use among users (n = 249)  

Healthcare providers‘ recommendation 49 (19.7) 

Advice of family, friends 107 (43) 

Influence from social media, internet 40 (16.1) 

Previous personal experience 155 (62.2) 

Low cost of herbal remedy 21 (8.4) 

Easy access and availability of herbal remedy 122 (49) 

Natural 149 (59.8) 

Health facility is too far 6 (2.4) 

Side effects of conventional medicines 45 (18.1) 
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Lack of trust in modern medicine 7 (2.8) 

Reason for not using herbal medicines among non-users (n = 259)  

Longer time to see effect 108 (41.7) 

Do not have enough experience, knowledge 116 (44.8) 

Not safe 14 (5.4) 

Not effective 9 (3.5) 

Not easy to access, lack of availability 53 (20.5) 

Insufficient scientific evidence on their use 46 (17.8) 

Lack of experts consultation on usage 76 (29.3) 

Bad taste 61 (23.6) 

I am healthy and no need for its use 92 (35.5) 

Prefer using conventional medications 23 (8.9) 

*: graduated 6-year program in traditional medical education. 
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Table 3. Respondents‘ attitudes towards herbal medicines (HM) and association between 

their attitudes and HM use (Chi-square test) 

Statement 
Mean 

 (SD) 

Total 

n (%) 

HM uses 

n (%) 
χ

2 
(df) 

HM are natural and therefore are safe 3.94 (0.99)  
 18.54 

(2)*** 

Disagree
a
  43 (8.5) 18 (41.9)  

Neutral  109 (21.5) 35 (32.1)  

Agree
b
  356 (70.1) 196 (55.1)  

HM work better than conventional drugs 3.09 (1.06)   9.00 (2)* 

Disagree
a
  145 (28.5) 70 (48.3)  

Neutral  213 (41.9) 91 (42.7)  

Agree
b
  150 (29.5) 88 (58.7)  

HM have less side effects than conventional 

drugs 
3.90 (1.05)  

 19.13 

(2)*** 

Disagree
a
  60 (11.8) 23 (38.3)  

Neutral  89 (17.5) 28 (31.5)  

Agree
b
  359 (70.7) 198 (55.2)  

HM are effective for minor health condition 3.90 (1.02)   8.80 (2)* 

Disagree
a
  49 (9.6) 21 (42.9)  

Neutral  104 (20.5) 39 (37.5)  

Agree
b
  355 (69.9) 189 (53.2)  

HM are effective for major health condition 3.17 (1.14)   10.67 (2)** 

Disagree
a
  126 (24.8) 58 (46)  

Neutral  189 (37.2) 79 (41.8)  

Agree
b
  193 (38.0) 112 (58)  

I am satisfied with the outcomes of using 

HM 
3.80 (0.92)  

 28.92 

(2)*** 

Disagree
a
  41 (8.1) 20 (48.8)  

Neutral  133 (26.2) 39 (29.3)  

Agree
b
  334 (65.7) 190 (56.9)  

a 
strongly disagree and disagree, 

b 
strongly agree and agree 

* p < 0.05; ** p < 0.01; *** p < 0.001. 
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Figure 1. The most common herbal medicine used in Vietnam during COVID-19 pandemic 

(N = 508): Ginger (Zingiber officinale Rosc.), Honey (Mel), garlic (Allium sativum L.), 

Perilla (Perilla frutescens (L.) Britt.), Fish mint (Houttuynia cordata Thunb.), Indian 

pennywort (Centella asiatica Urb.), Aloe vera (Aloe vera (L.) Burm.f.), Country borage 

(Plectranthus amboinicus (Lour.) Spreng), Piper lolot (Piper lolot C.DC.), Mugwort 

(Artemisia vulgaris L.), Chinese liquorice (Glycyrrhiza spp.), Artichoke (Cynara cardunculus 

L. var. scolymus (L.) Fiori), Vietnamese balm (Elsholtzia ciliata Thunb.), Panax ginseng 

(Panax ginseng C.A.Mey) (n = 249). 
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Figure 2.  The most common indications for herbal medicine use during COVID-19 (n = 

249). 
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