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Key messages
Use of complementary therapies, sometimes 
referred to as Complementary and Alternative 
Medicine (CAM), in those with various medical 
conditions (including asthma) is common in 
the Australian population. 

Overall, less information is available about the safety 
and effectiveness of complementary therapies than is 
available about conventional pharmaceutical treatments. 

As with any new asthma treatment, it is wise to trial  
a complementary therapy for a set period to determine 
its benefit. Following this trial, a rational decision can  
be made to stop or continue the therapy. 

If you have patients who would like to try a 
complementary therapy, encourage them to discuss 
what aspect of their asthma they hope to improve –  
and how to measure the benefit and any potential  
risks that may be associated with the therapy.

Health professionals prescribing complementary 
therapies should be aware of possible adverse effects 
and interactions with pharmaceutical medicines. 
Complementary medicines should carry, at a minimum, 
an Australian Listing (AUST L) number issued by the 
Therapeutic Goods Administration (TGA). AUST L 
numbered products, however, do not undergo efficacy 
assessment (unlike conventional medicines, which are 
registered as AUST R).

The Australian Health Practitioner Regulation Agency 
(AHPRA) regulates 14 National Health Practitioner 
Boards – including chiropractic, osteopathy, 
physiotherapy and Chinese Medicine – under the 
National Registration and Accreditation Scheme. 

There is also an Australian Register of Naturopaths  
and Herbalists, which is expected to be fully  
operational in mid-2013; however it is not regulated  
by the government. 
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Introduction
There is evidence of widespread interest and use  
of complementary therapies (both medicines and 
physical therapies) for the treatment of medical 
conditions, including asthma. Authoritative information 
about these therapies, their possible benefits or adverse 
effects on people with asthma, is required to enable 
health professionals to respond to the needs of people 
with asthma.

There is no one universally agreed definition 
of complementary therapies, also known as 
Complementary and Alternative Medicine (CAM).  
The definition of a CAM used by the National Center 
for Complementary and Alternative Medicine (NCCAM) 
in the United States is “a group of diverse medical and 
health care systems, practices, and products that are  
not generally considered part of conventional medicine. 
The boundaries between CAM and conventional 
medicine are not absolute, and specific complementary 
practices may, over time, become widely accepted.”  

Complementary therapies (whether medicines or 
physical therapies) are widely used together with 
conventional medicine (i.e in addition to usual care)  
and it is this context that CAM is referred to here.

This paper summarises current information (from 
published randomised clinical trials and systematic 
reviews) about the effectiveness of various 
complementary therapies including the improvement  
of symptoms and lung function, and the reduction  
of medication requirements in people with asthma.  
These data are listed at the end of this document.

Some alternative and complementary health practices 
go beyond treating asthma to include unproven 
diagnostic approaches and non-Western beliefs  
about the nature of illness. Assessing the implications 
of these aspects is beyond the scope of this review. 
However, practitioners should be aware of the 
consequences of unapproved approaches, both useful 
and harmful, and the therapeutic decisions made within 
these alternative models. 

Overall, there is less evidence about the efficacy and 
safety of complementary therapies than there is about 
conventional therapies. In some circumstances, there  
is no published evidence at all. 

It is important to note that sometimes there are 
discrepancies between subjective symptomatic 
improvements, and objective measurements  
of lung capacity and airway inflammation. There is  
a need for well-targeted, high-quality research to 
address the major further gaps in the evidence.

Why do people with asthma choose to use  
complementary therapies?

A variety of reasons have been proposed in the medical 
literature. The most frequently suggested reasons are:

• dissatisfaction with Western medicine  
and treatment options

• dissatisfaction with the patient–doctor relationship

• desperation about current disease-state  
severity and treatment

• philosophical congruence with  
a complementary therapy

• perception of complementary therapies being  
safe and natural

• a means of coping with a chronic illness

• feeling empowered by the use of  
complementary therapies

• a desire to minimise the use of medication

• adverse effects from medication or a fear  
of using corticosteroids

• wanting a more holistic approach to one’s illness. 
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Complementary therapies & 
asthma in healthcare practice
While there may be insufficient published medical evidence 
for health professionals to provide recommendations 
on complementary therapies to people with asthma, 
patients may feel that a complementary therapy is worth 
considering. Patients may appreciate a discussion of the 
evidence, and then may consider a trial of therapy with 
some measurable outcomes.

Although there may be no change in objectively 
measured outcomes (such as improvement in peak flow 
measurements or spirometry) patients may feel that a 
complementary therapy has been successful if they are 
just feeling better. It is worthwhile assessing how patients 
judge their asthma control; work with them to assess the 
effectiveness of a particular therapy or therapies. Some 
suggested strategies are to:

• talk openly with patients about the reason for their 
choice and what benefit they hope to get from it 

• inform patients that any change in current treatment 
should be considered as a trial to attempt better 
control/reduced medicine usage, in the same way  
you would trial a new medication regimen

• consider engaging in discussion with the therapist  
of their choice, just as you would with an allied  
health professional

• discuss with patients some ways for them to self-assess 
improvements in asthma control; they should  assess 
their asthma control a few weeks before, during and 
after the trial of complementary therapy. For example, 
before-and-after comparisons of:

• night-time waking 

• early morning bronchoconstriction 

• exercise tolerance 

• use of bronchodilator 

• reduction in preventer use 

• days missed from school/work.

• discuss with patients the need to formally assess 
their asthma control before, during and after the 
trial of complementary therapy by using objective 
measurements of asthma control. For example:

• quality-of-life symptom scores 

• peak expiratory flow rates (in adults) 

• spirometry

• medication use

• exercise capacity

Aims of treatment  
for people with asthma
Asthma is a chronic disease characterised by the  
presence of diffuse airway inflammation. It is accompanied 
by a variable degree of airflow obstruction that results in 
respiratory symptoms. Most patients with asthma mount 
allergic immune responses to inhaled allergens and may 
have other atopic conditions such as allergic rhinitis, atopic 
eczema or food allergy that also require treatment.

Their predisposition to developing allergic responses 
may account, in part, for reports of allergic reactions to 
some plant-derived herbal remedies. In the same context, 
patients with asthma may also have IgE-mediated reactions 
to food. While exposure to a food allergen may trigger an 
acute asthma attack (which is almost always accompanied 
by other symptoms such as urticaria or vomiting), food 
allergy is not a likely cause of ongoing asthma. 

This is of particular relevance to trials of dietary restriction, 
especially with long-term nutritional consequences of 
avoidance in some groups, such as young children.

The aims of asthma treatment are to:

• minimise symptoms and maximise lung function in  
order to improve quality of life and exercise capacity

• reduce the risks of severe asthma attacks

• prevent the long-term loss of lung capacity that  
occurs in some patients with under-treated asthma

• prevent the occurrence of premature death that may 
happen with poorly treated asthma. 

 
Achieving these aims requires an understanding of:

• what causes airway inflammation

• what makes asthma worse (including trigger factors)

• the amount of medicine needed to manage a person’s 
asthma – effective asthma management involves 
treatment with the least amount of medicines. The level 
of treatment required to achieve good asthma control 
is another indicator of disease severity or the effect of 
management strategies.

 
Maintaining quality of life through effective management 
is also a key aim of treatment. For anyone with asthma, 
the overall goal is to improve and then maintain the 
capacity to perform everyday activities, that is,  
not to be limited by asthma.

The National Asthma Council’s Asthma Management 
Handbook makes recommendations for the assessment 
and management of asthma in order to achieve these 
aims. This is a useful resource recommended for all  
health professionals caring for people with asthma.  
See the latest edition via the National Asthma Council 
Australia website: nationalasthma.org.au.

Asthma & Complementary Therapies
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Remember: When using either conventional 
medicine or complementary therapies, it is 
important to remember the aims of treatment. 



Role of complementary  
therapies in asthma
In considering the role of complementary therapies  
in the management of asthma, and in advising patients 
about their possible use, it is the responsibility of the  
health professional to be aware of the impact of any 
treatment on both short-term and long-term outcomes  
of the disease. 

For example, evidence of short-term efficacy for relief  
of symptoms or reversal of bronchoconstriction may not 
be sufficient for recommending a therapy for people with 
asthma. This is because there is evidence that continual 
under-treatment of asthma can lead to long-term adverse 
health effects. 

In this review, the effects of complementary therapies  
are summarised in terms of their effects on the following 
clinically relevant outcomes of asthma:

• symptoms and quality of life

• lung function

• need for medication.

Exacerbations and premature death are seldom  
measured in clinical trials of complementary therapies, 
and therefore, are not considered in this review.

It is important to be aware that some 
complementary and alternative medicines 
may have adverse effects that trigger an 
allergic response or exacerbate asthma. 
These include case reports of serious allergic 
reactions to echinacea1,2, bee pollen/propolis/
royal jelly3–6, garlic, and products including 
aspirin – some of which have been associated 
with rare case reports of fatalities. 

There is a theoretical prospect that any 
medication (whether it is conventional or 
alternative) can exacerbate asthma and/or 
interact with asthma medicines. Therefore, 
patients should seek immediate medical 
attention if they suspect a treatment is 
aggravating their symptoms. They should also 
make sure that the event is reported by their 
health practitioner to the Therapeutic Goods 
administration (TGA) or by them directly to 
the consumer Adverse Medicines Event Line 
(see nps.org.au).

Asthma & Complementary Therapies
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Regulatory framework for  
complementary therapies 
Medicines used as complementary therapies are subject 
to Commonwealth regulations. Under the Therapeutic 
Goods Act 1989, all products in Australia for which 
therapeutic claims are made must be on the Australian 
Register of Therapeutic Goods and must carry either 
an AUST L (Australian Listing) or AUST R (Australian 
Registration) number on their label. 

Most complementary medicines are ‘listed’ (AUST L) 
products with the Therapeutic Goods Administration 
(TGA: http://www.tga.gov.au/industry/cm-argcm.htm). 
Listed products do not undergo any efficacy assessments 
before they are listed, unlike conventional medicines, 
however they are vetted for ingredient quality and  
safety. Those with likely major toxicity or side effects  
are not listed. 

Listed products are used for minor health problems,  
and include many vitamin, mineral, herbal and 
homoeopathic products. A purpose for use must be 
stated on the label, and product claims are limited 
to ‘assisting’ rather than ‘treating’ minor self-limiting 
conditions, or for ‘maintaining health’ or ‘reducing risk’  
of non-serious conditions. Many complementary 
medicines lack such information; and while manufacturers  
of listed products are required to hold on to evidence  
to support any claims they make, this is not evaluated 
prior to marketing – it is only called for in the event  
of a complaint or a safety concern with the product. 

In contrast, registered products, or AUST R medicines, 
include all prescription only medicines, many over-the-
counter products (such as those for pain relief, coughs, 
colds and antiseptic creams) and a small number of 
complementary medicines. These medicines are assessed 
for safety, quality and efficacy, as ingredients pose a 
higher level of risk and/or because higher-level efficacy 
claims are being made. Clinical evidence needs to be 
supplied to the TGA to support efficacy claims. 

Regulatory framework for  
complementary therapists
The Australian Health Practitioner Regulation Agency 
(AHPRA) regulates 14 National Health Practitioner Boards 
(including chiropractic, osteopathy, physiotherapy  
and Chinese Medicine) under the National Registration 
and Accreditation Scheme. AHPRA is governed by the 
Health Practitioner Regulation National Law Act 2009, 
which provides nationally consistent legislation for these 
14 boards. AHPRA does not include natural therapy 
practitioners such as naturopaths and herbalists.7 

While naturopaths and herbalists are not registered with 
AHPRA, as they are not currently government-regulated 
professions, they can register with the Australian Register 
of Naturopaths and Herbalists (ARONAH; aronah.org).  
ARONAH sets minimum standards of practice for 
naturopaths and herbalists. This register is expected  
to be fully operational by mid-2013.8

Questions to keep in mind if your patient  
is considering a complementary therapy  
or therapist9

• What experience have they had in treating adults  
and children with asthma?

• Do they have professional registration and with whom?

• What exactly is the therapy?

• What period of treatment is likely to be required  
before we can tell if it has helped?

• What is the cost per session, and what is the likely  
total cost?

• What evidence is there that the proposed treatment 
works, and are there any risks? 

• Is the patient being asked to stop any usual medicines 
while being treated?

• On what testing is the treatment based –  
was it a recognised test?

Asthma & Complementary Therapies
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What about alternative  
allergy diagnostic tests?
Complementary approaches to treatment include more 
than just the treatments. Alternative diagnostic tests 
include vega testing, iridology, kinesiology, cytotoxic food 
testing (e.g. Alcat test), IgG antibody testing and allergy 
elimination technique. Some unconventional approaches 
to disease also claim that various disorders unrelated  
to allergy have an immune basis.  

While our ability to accurately diagnose and treat allergic 
disease has benefited from scientific understanding of 
what happens during an allergic reaction, a number of 
scientifically unproven tests such as those mentioned 
above have been promoted based on unconvincing 
scientific literature.  When these tests have been formally 
assessed, they have shown poor correlation with the 
results of conventional allergy testing, and no evidence  
of correlation with clinical disease. 

Alternative allergy tests are not regulated in Australia 
or New Zealand. There is no Medicare rebate available, 
and there is no evidence to support their accuracy 
in diagnosing allergic disorders, including asthma. 
Unregulated and unproven allergy testing provides 
misleading results, delays correct diagnosis and leads  
to ineffective treatment. The Australasian Society for 
Clinical Immunology and Allergy (ASCIA) and a number  
of professional allergy/immunology organisations in 
Europe, the United States and South Africa advise  
against use of these tests for either diagnosis or to  
guide medical treatment.10

Additional information is available at http://www.
allergy.org.au/health-professionals/papers/unorthodox-
techniques-for-diagnosis-and-treatment. Patients should 
be cautious about uncritically accepting such results  
as a basis for treatment, without at least discussing  
them with a medical practitioner who has an 
understanding of allergies.

If patients wish to explore the possibility of dietary  
factors acting as triggers for asthma, then a temporary 
elimination diet under the supervision of a medical 
practitioner and dietician can be discussed, followed  
by an examination of benefit, and then a challenge  
phase to identify suspected foods.

Searching the literature
To evaluate the evidence of efficacy of complementary 
therapies in the treatment of asthma, the following 
databases were searched: Pubmed, Embase and Amed 
(Allied and Complementary Medicine). 

For complementary therapies included in the previous 
version of this information paper (published in 2005),  
we conducted literature searches from 2004 and onwards 
to see if any new, relevant studies had been published.  
For complementary therapies not previously included,  
a search was conducted without any date constraints.

Pubmed

Each search combined the term(s) for the therapy under 
consideration, including a MeSH term if applicable, with 
the term ‘asthma’ and the MeSH term ‘asthma’. Searches 
were limited to those articles with English language 
abstracts in which human subjects were studied, and to 
clinical trials.

Embase

The search combined the term “asthma” (both a term in 
the abstract/title and as an Emtree term) with the therapy 
under consideration (including an Emtree term where 
applicable). Each search was limited to articles written 
in English in which human subjects were studied, and to 
clinical trials (meta analysis, randomized controlled trials 
and systematic reviews). 

The results of this search were then further analysed  
to evaluate whether or not the studies were relevant  
(i.e. assessed those therapies currently under review)  
and whether or not the study’s focus was on the therapy  
as a treatment for asthma.

Amed

The search combined the term “asthma” (both a term 
in the abstract/title and as a MeSH term) with the 
therapy under consideration. Where the therapy had 
a specific MeSH term (i.e. complementary medicine 
or complementary therapies) these could be directly 
combined. Where there was no MeSH term (i.e. herbalism 
or herbal drugs), these terms were applied as limits.  
The search was limited to the year 2000 and onwards,  
and to controlled studies. The results of this search were 
then analysed manually to identify relevant papers for 
those therapies under current investigation.

Asthma & Complementary Therapies
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Evaluation and  
rating of the evidence
Relevant citations were retrieved individually and 
assessed by one or more expert panel members.  
We only included the results of published, systematic 
reviews of randomised controlled trials, randomised 
controlled trials and semi-randomised controlled  
trials that evaluated the efficacy of complementary 
therapies on:

• improvements in asthma symptoms

• whether the amount of reliever medication  
previously needed was reduced

• objective measures of lung function  
(breathing capacity)

• improvements in quality of life in patients with asthma.

 
An overall score for the effectiveness of each therapy  
was given based on the results of each paper, using  
a rating scale.  A score was also given to the quality  
of the evidence (which took into account both the level  
of evidence and the quality of methodology used) using  
a separate scaling system.

Finally, comments were noted for each therapy assessed, 
and an overall rating given to the therapy. Details of any 
dosage amounts of the therapy were also noted, as were 
any important adverse effects of the therapies. The results 
of lower levels of evidence (i.e. non-systematic reviews, 
uncontrolled studies, case series, case reports or expert 
opinion) were excluded.

The results are summarised on the following pages  
which highlights the complementary therapies that  
have potential benefit in asthma. 

Please note: 

While there are no controlled trials of diet elimination 
upon which to assess benefit, it is important to note  
the following points: 

• asthma and food allergy may co-exist

• food and exercise induced anaphylaxis (of which 
asthma is a common component) may occur; and 

• wheat, celery, seafood, nuts, fruit or vegetables are  
the foods most commonly associated with this 
syndrome. Thus patients in whom this is suspected 
should have allergen-specific IgE measured, be assessed 
by a medical practitioner (with specialist referral), and if 
dietary restriction is considered, it should be done on  
a short-term basis with medical and dietetic supervision. 

It is also important to note that this field is constantly 
evolving, and that the conclusions made are based  
on the evidence available as at March 2012. 

Asthma & Complementary Therapies
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Overall Rating
(Incorporates evidence of benefit (or lack thereof) plus no.  
of participants and quality of evidence) 

Strong evidence of benefit

Some evidence of benefit

? Conflicting or equivocal evidence of benefit 

Some evidence of no benefit

Strong evidence of no benefit

Insufficient evidence to make conclusions

Asthma & Complementary Therapies

Quality of published evidence
(Includes both an assessment of the level of evidence and 
methodology used) 

          Very good            Poor

          Good     ~     Mixed

Evidence of benefit (+3.0 to -3.0) 

+3
Systematic review (or more than one randomised 
controlled trial) show a statistically significant  
and clinically important effect

+2

More than one Randomised Controlled Trial  
or one large Randomised Controlled Trial  
show a statistically significant and clinically 
important effect

+1 One Randomised Controlled Trial or one small trial 
shows a statistically significant effect

+/- Conflicting results, demonstrated effects are 
probably not clinically important

-1 One Randomised Controlled Trial or one small trial 
shows no significant effect

-2
More than one Randomised Controlled Trial or  
one large Randomised Controlled Trial shows  
no significant important effect

-3
Systematic review (or more than one Randomised 
Controlled Trial) show no significantly important 
effect

0 Insufficient evidence to make an assessment

9

Please note: 

The evidence presented in the table does not  
demonstrate the degree to which the therapy may  
have had an effect on asthma, only that there was  
an effect. It is also acknowledged that there are many 
complementary and alternative medicines used in the 
treatment of asthma. However, we were only able to 
include those treatments evaluated in controlled  
clinical studies that have been published.
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Nutritional and Dietary supplements

Caffeine 11-15 37 +3 3-9mg/kg body  
weight

Agitation, palpitations, 
caffeine withdrawal 
headaches, insomnia, 
diarrhoea, arrhythmias in 
excessive doses.

Strong evidence of effectiveness on resting lung 
capacity and exercise-induced asthma, but at 
pharmacological doses equivalent to at least  
three cups of coffee. Note however that only  
small numbers of patients have been studied.

Vitamin D 16 48 +1 500 IU 
cholecalciferol  
for 6 months

Hypercalcaemia in 
excessive doses. 
Epidemiological evidence 
of both increased and 
decreased risk of food 
allergy.

Evidence of reducing the risk of infective 
exacerbations of asthma. No studies of vitamin D  
in spontaneous asthma control.

 
Routine 
 
 

 
Exercise-
induced

Low salt  
diets 17-21

318†† 
 
 
 
 
 
63**

-2 
 
 
 
 
 
+1

 
 

- - Evidence of ineffectiveness for routine asthma 
control; possibly effective to reduce exercise 
asthma.

? Magnesium 22-27 590 +/- 300-450 mg /day Diarrhoea in excessive 
doses.

Conflicting evidence of benefit from oral 
supplements.

? Vitamin B6 28,29 107 +/- 200-300mg/ day Neuropathy in excessive 
doses.

 
Spontaneous

 

Attenuating 
exercise-
induced

Fish oils 30-42 187 -2†
 
 
 
 
+1*

 
 

 

Up to 4gm/day Evidence in animal 
models of impaired neural 
development in excessive 
doses.

Evidence of ineffectiveness for spontaneous 
asthma control, with some small studies suggesting 
possible benefit to reduce the severity of exercise 
induced bronchoconstriction.

Lactobacilli 43,44 202 -2 - -

Selenium 45, 46 221 -2 100ug/day for 14 
or 24 weeks

Hair loss and nail changes 
in excessive doses.

Diet Restriction iet Restriction

Dairy 
elimination 47-49

22 -1 - Potential deleterious 
impact on nutrition, 
growth and bone density.

Includes only one controlled study.

Herbal Medicines

Western Herbal Medicines

Ivy leaf 50 

(Hedera helix)
1-49 +1 35mg daily as 2  

divided doses
- Rationale of use is the secretolytic  

and bronchospasmolytic effect of  
the dried ivy leaf extracts. Evidence  
of possible effectiveness to improve  
lung function in asthma.

Asthma & Complementary Therapies
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Japanese Herbs

? TJ-96 "saiboku-
to" 51,52

100-
299

+/- - Saiboku-tu has been 
associated with cases 
of pneumonia and 
pneumonitis.

Two systematic reviews consisted of various herbs 
and including TJ-96 "saiboku-to". One concluded no 
benefit; the other concluded symptomatic benefit 
and improved lung function test.

Chinese Herbal Medicine

Strengthening 
body decoction, 
Mahuang 
(Ephedra) 53

100-
299

+1 - Ephedra toxicity can 
have serious side effects 
such as psychosis, stroke, 
heart attack, and sudden 
death. Ephedra is also 
a prohibited substance 
under the Therapeutic 
Goods Administration 
(TGA) guidelines. 
Caution is advised before 
undertaking use of this 
therapy.

Rationale of use is the bronchodilator effect of 
ephedra. Evidence of improvement in lung function.

? Gingko 54-59 
(G biloba)

100-
299

+/- Ginkgolides A, B & C  
40-65mg daily

Reports of headache, 
nausea, dizziness, 
palpitations and  
allergic skin reactions;  
rare reports of bleeding.

Rationale for efficacy of ginkgolides  is as specific 
PAF-acether antagonists. Conflicting evidence of 
benefit on lung function, but benefit with regard to 
symptom improvement.

Mahuang 
(Ephedra) 60 
and Wenyang 
Tongulo mixture 
(WTM)

50-
99

+1 - See listing under 
“Strengthening body 
decoction Mahuang 
(Ephedra)”.

Rationale of use is the bronchodilator effect of 
ephedra. Evidence of improvement in lung function

TCM Herbs

Hailong 
juanxiao recipe 
combined with 
kechuanping 61

150 +1 - - One randomised control group showed clinical 
efficacy of herbs in the treated group compared 
with the Western medicine control group.

Invigorating 
Kidney for 
Preventing 
Asthma (IKPA) 
62

57 +1 - - One randomised control trial showed improved 
lung function test. After three months' treatment 
and 6 months' observation, the authors observed a 
significant improvement in both groups.

?
Chinese herbs

Chinese 

Traditional 

Medicine 

(TCM)

Chinese 
Medicine Herbs 
63-67

929 +/- - - Two systematic reviews of different Chinese herbs 
assessed.

Mai-Men-Dong-Tang and Jai-Wei-Si-Jun-Zi-Tang 
improved symptom scores and lung function tests. 
Some evidence of benefit.

Mixed findings for Chinese herbs with subjective 
benefits not supported by objective measures, 
inadequate blinding, small sample size and  
short duration.

High drop outs from studies due to side-effects. 
Methodological flaws noted in studies with herbs.

Chinese 
Traditional 
Medicines 
(TCM) 63-67 
1. Mai-Men-Dong-
Tang 

2. Liu-Wei-Di-
Huang-Wan 

3. Shen-Ling-Bia-
Shu-San

4. Jai-Wei-Si-Jun-
Zi-Tang

5. Ding Chuan 
Tang

+1

Asthma & Complementary Therapies
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Xuan Fei Ding 
Chuan Wan pills 
and Xiao Chuan 
Gu Ben Wan 
pills 68

764 +1 - - Assessment based on abstract, with claims of 
benefit (original paper written in Chinese).

Reinforcing 
Kidney and 
invigorating the 
Spleen Principle 
(RKISP) 69

- +1 - - Assessment based on abstract, with claims of 
benefit (original paper written in Chinese).

Indian Herbs

Tylophora  
indica 70-72

>443 +1 - Loss of salt taste, sore 
mouth, nausea and 
vomiting

Three systematic reviews consisting of various herbs 
and including T indica. Demonstrated reduction of 
medication use and improved lung function. However, 
one study reported high drop outs due to adverse 
reactions, and RCT’s included were not current.

(Preventative 

only)

Coleus forskohli 
(forskolin) 73-75

50-
99

+1 10mg daily - Rationale of use is as a bronchodilator. Benefit 
shown for prophylaxis (not treatment), evidence of 
improvement in lung function and symptoms.

? Boswellia 
serrate 
(boswellic  
acid) 76-78

100-
299

+/- 900-1000mg daily 
in  
2-3 divided doses

- Rationale of use is the anti-inflammatory 
triterpenoids in Boswellia. Studies showed trend 
towards symptom improvement but conflicting 
outcomes on lung function. Benefit shown in 
inflammatory markers.

? Picorrhiza 
kurroa 
(apocynin) 79,80

50-
99

+/- 140mg daily - Rationale of use is to prevent bronchial obstruction 
caused by depressing the activity of platelet 
activating factors. Conflicting evidence of benefit in 
symptoms.

Solanum 81,82 
(S.xathocarpum 
/S.trilobatum)

50-
99

+1 300mg - three times  
a day

- Rationale of use is as a bronchodilator; however 
studies of variable quality and short duration. 
Evidence of improvement in lung function and 
symptoms.

Other Therapies

? Acupuncture 
83-92

1379 +/- - -

Ionisation 93 106 -2 - -

Homeopathy

Homeopathy 
94-99

500 -2 - - Six randomised control studies failed to show 
benefit with regard to lung function, with only one 
study showing benefit. Evidence of ineffectiveness 
for routine asthma control.

Asthma & Complementary Therapies
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Mind-body Medicine

Music  
therapy 100-102

109 +1 10 days, 15 min per  
day – 26 weeks, one  
hour per week

- One randomised controlled trial using short term 
therapy. There was an improvement in lung function 
in mild asthma only. Data on symptoms wasn’t 
reported clearly, with no details about medications 
and Quality of Life. The only other quantitative 
study was uncontrolled, so is inconclusive. 

? Relaxation 
therapy and 
Hypnosis 103-110

1254†
344*

+/- Relaxation -  
Highly variable,
4-26 weeks
Hypnosis-  
Highly variable

- The number of studies examining relaxation 
therapies showing benefit were equal to those 
which showed no benefit.

Firm conclusions difficult to make due to quality 
of studies (no statistical tests performed, small 
sample sizes, and huge variability in techniques 
used). Further high quality trials using standardised 
intervention protocols needed.

In other studies, one Cochrane review examined  
a small number of good quality studies, with no 
effect of hypnosis/relaxation on any of the asthma 
markers of interest, although one study showed 
some improvement in anxiety and attitude.

One recent RCT showed statistically and clinically 
significant improvement in lung function (FEV1). 
This may alter results for lung function in above 
Cochrane. It is difficult to make a definitive 
conclusion.

Meditation 
(included some 
overlap with 
relaxation/
hypnosis)111-114

200† 
283* 
53‡

-2 - - Systematic reviews have found little evidence of 
benefit from relaxation/meditation techniques, 
although current evidence is limited by poor quality 
of many of the trials, and perhaps the difficulty of 
blinding interventions.

Manipulative/ body based therapy

Exercise 
interventions 
(aerobic  
training) 115-117

257 +2 8-12 weeks, intervention  
highly variable

- The three studies assessed exercise interventions 
showing benefit, in terms of lung function, QOL 
and/or symptoms. This is backed up by a potential 
mechanism (reduced airway eosinophilia).

Qigong 118-120 31 0 - -

Tai Chi 121 30 +1 12 weeks, 3 times  
per week

- Only one small RCT, which showed improvement in 
lung function, not symptoms.

Buteyko 122-125 >190 +1 5 days-28 weeks - Some evidence for medication (reliever, NOT 
preventer) reduction, less so for symptoms and 
quality of life. May be useful for some patients with 
asthma.

Asthma & Complementary Therapies
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Physical training 
(safety and 
efficacy in 
children) 126-137

1515 +1 - - Studies included on supervised exercise training, 
(three times per week), in addition to various sports, 
including swimming and golf. 

Main focus of most studies was on safety of 
exercise in subjects (mostly children) with asthma, 
suggesting it seems to be safe for people with 
asthma.

? Osteopathy 138,139 80 +/- - - Outcomes variable. Small positive results. Variability 
in results prompts the conclusion that there is no 
useful benefit and cannot be recommended.

? Yoga 140-147 963 +/- - - Variable results with few RCTs Could not be 
recommended as part of standard asthma therapy.

Breathing 
exercises 148-155

485 +/- Highly variable - Studies of the effect of breathing training are 
inconsistent (some positive and some negative).  
A limitation is the differences in the interventions 
being used.

Chiropractic 156-159 3 0 - - The manipulations examined were concerned with 
the upper spine and the thorax only. There is only 
anecdotal evidence of efficacy, no data.

Reflexology 160 70 -3 - -

Swimming 161-165 >201 0 - - Swimming was deemed safe in persons with asthma 
(the majority of the study populations were children 
and adolescents). However, most studies used 
warm, non-chlorinated pools, which are uncommon 
in Australia. There was no effect of swimming on 
asthma.
 
Note: advice from ASCIA suggests that swimming 
is less likely to provoke attacks than other forms of 
exercise due to the warm moist air being inhaled.

Massage 166,167 216 +/- - - Parts of the body massaged, included face and 
limbs. There is insufficient evidence to support the 
use of manual therapies for patients with asthma.

Asthma & Complementary Therapies

14



Asthma & Complementary Therapies

15

Considered therapies where  
no controlled studies were available
Therapy Adverse effects noted in literature

Alexander Technique n/a

Ammi visnaga (khella) Reports of hypersensitivity, photosensitivity and elevation  
on liver function tests

Diet elimination* Potential deleterious impact on nutrition, growth and bone density

Garlic (Allium sativum) May act as a trigger for asthma

Halotherapy (inhaled salt) Small risk of fungal respiratory infection (histoplasmosis)

Speleotherapy n/a

Vitamin C Gastrointestinal upset with excessive doses

Vitamin C and E
Gastrointestinal upset with excessive doses of vitamin C.  Possible 
increased risk of haemorrhagic stroke with excessive prolonged doses 
of vitamin E.

Wheat elimination Potential deleterious impact on nutrition and growth

Zinc Gastrointestinal upset and headaches with excessive doses

*See literature review of cases and small series 
of nutritional consequences of eliminating 
important nutrients168,169. Thus when evidence of 
eliminating food is absent or against benefit, the 
risk of doing so are most significant. Children 
with known food allergy on elimination diets 
have lower calcium intake and are smaller 
(height, weight) than children on unrestricted 
diets with the same caloric intake. 

This is based on surveys of children with and 
without food allergy as controls. It is reasonable 
to expect that diet restrictions will have similar 
impact, whether a child is allergic to a food or not.
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Further Information
Visit the National Asthma Council Australia website at:  
nationalasthma.org.au

A matching patient resource is also available via the 
National Asthma Council Australia website.

Although all care has been taken, this information paper is only a general 
guide; it is not a substitute for assessment of appropriate courses 
of treatment on a case-by-case basis. The National Asthma Council 
Australia expressly disclaims all responsibility (including negligence) 
for any loss, damage or personal injury resulting from reliance on the 
information contained.
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Complementary Therapies 
(CAM) Resources
• National Prescribing Service nps.org.au 

 
For patients - 1300 MEDICINE (1300 633 424)  
Monday to Friday 9am–5pm AEST 
the call will be answered by healthdirect Australia

• Therapeutic Goods Administration (TGA) tga.gov.au

• Australian Health Practitioners Regulation Agency 
(AHPRA) ahpra.gov.au

• Australian Register of Naturopaths and Herbalists 
(ARONAH) aronah.org

• National Centre for Complementary and Alternative 
Medicine (NCCAM) nccam.nih.gov 

Useful websites

• National Centre for Complementary and Alternative 
Medicine, USA nccam.nih.gov

• Victorian Government Report on Chinese Medicines 
(1998) health.vic.gov.au

• WHO monographs on medicinal plants apps.who.int/
medicinedocs/en/d/Js2200e/

• HerbalGram: The Journal of the American Botanical 
Council cms.herbalgram.org/herbalgram/index.html

• MedlinePlus: Drugs, Supplements & Herbal Information: 
(Information from Natural Standard Bottom line 
Monographs) nlm.nih.gov/medline plus/drug 
information.html

• Complementary Medicine, Health Library  
Edward Hospital and Health Services 
edward.org/ComplementaryMedicine

• About Herbs, Botanicals & Other Products:  
Memorial Sloan-Kettering Cancer Center  
(Healthcare Professional monographs)  
mskcc.org/mskcc/html/11570.cfm 

Other resources

Braun, L, Cohen M.  Herbs and Natural Supplements,  
An Evidence-Based Guide, 3rd Edition, Churchill 
Livingstone Australia, Chatswood, NSW, 2010 

Kotsirilos V. A Guide to Evidence-based Integrative 
and Complementary Medicine, Churchill Livingstone 
Australia. Chatswood, NSW, 2011

McGuire TM, et al. Review of the Quality of 
Complementary Medicines Information Resources: 
Summary Report. National Prescribing Service,  
Sydney, March 2009. (available via nps.org.au) 

Also provides information on free and subscription 
databases.
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