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An integrative medicine (IM) approach 
to the management of any condition 
involves a medical practitioner using a 
range of therapeutic options including 
conventional care, lifestyle management, 
psychosocial approaches and evidence 
based complementary medicine (CM). Many 
patients perceive – rightly or wrongly – that 
the conventional management of chronic 
conditions such as asthma, often focus 
exclusively on pharmaceutical measures 
while potentially ignoring other management 

possibilities and therefore seek to broaden 
their health care by going outside the 
conventional health care system. An informed 
general practitioner can do an enormous 
amount to improve clinical outcomes and 
quality of life of asthma patients, but in order 
to do this, open lines of communication about 
the patient’s views on alternative therapies is 
vital. Any disrespect for the patient’s valid 
searching for a wider range of treatment 
options potentially leaves communication 
closed, and patients at greater risk of making 

unsafe treatment choices, forgoing necessary 
conventional  treatments, and having 
inadequate supervision.
 It is not without reason that many patients 
and parents are concerned about the potential 
overprescription of medications and the side 
effects of asthma treatments. Antibiotic use 
in the first 2 years of life, for example, is 
associated with a 2–3 fold increased risk of 
developing asthma and hayfever in later life.1 
Other commonly used medications such as 
paracetamol, lead to an increased incidence 
of asthma and chronic obstructive pulmonary 
disease. Regular paracetamol intake in 
pregnancy is associated with an increased 
odds ratio of 1.62 for asthma and 1.86 for 
wheeze in offspring.2 Such concerns about 
medications are not always widely publicised 
and it is unfortunate that patients often need 
to seek this information from a CM therapist 
rather than their doctor.

Asthma and CM
More than 50% of asthmatics (adults and 
children) use some form of CM.3,4 Studies 
also suggest that many parents choose to 
integrate CM into asthma management due 
to dissatisfaction with treatment outcomes 
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BACKGROUND 
Conventional asthma management has provided significant symptomatic relief 
for asthma sufferers, as well as having saved the lives of many asthma patients. 
However, many patients with asthma – and the parents of children with asthma 
– are increasingly seeking to improve asthma control and quality of life, and reduce 
medication dosage by using an integrative medicine (IM) approach to their asthma 
management. This approach incorporates lifestyle interventions, psychological 
approaches, and complementary therapies.  

OBJECTIVE 
This article reviews some of the evidence for the IM approach to asthma including 
complementary medicine (CM), lifestyle and mind-body strategies; and discusses 
some of the practical and safety issues involved. 

DISCUSSION 
Many patients report significant benefits from broadening their approach to 
asthma, but there is also the potential risk of some patients to make unsafe 
treatment choices and possibly forgo adequate supervision. Unfortunately, 
many patients do not inform their general practitioner about their use of CM. 
Medical education has not traditionally trained doctors to be aware of evidence 
based lifestyle and CM treatment options. The informed GP plays a vital role 
in supervision, educating patients about valid and safe treatment options, 
decision making, and supporting legitimate patient empowerment in their own 
management. An evidence based integrative approach offers the best potential 
outcomes for doctor, patient and family.
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and/or side effects of conventional therapies. 
Among the most common therapies chosen 
by parents for their children are massage, 
relaxation exercises, diet, and vitamins.5 For 
adults, the most used therapies in asthma 
are dietary and nutritional therapies, herbal 
remedies, meditation and homeopathy.6 
 A review of the use of ‘unconventional 
therapies in asthma’ suggested there is 
‘sufficient evidence to suggest that many 
of these therapies can provide objective 
and subjective benefit’ and that, ‘In view 
of the increasing popularity... there is now 
an urgent need for high quality research’.7 
There is concern that patients who use CM 
can potentially delay necessary conventional 
treatment as a result.8

Acupuncture

Although there have been some positive trials 
in the use of acupuncture for asthma,9,10 a 
recent Cochrane review of seven acupuncture 
trials concluded no clear benefit.11

Breathing exercises

Breathing exercises are commonly used 
and have a more sound evidence base. For 
example, those with moderate to severe 
asthma who were given inspiratory muscle 
training showed improved asthma symptoms, 
reduced beta 2 agonist use, and reduced 
hospital accident and emergency visits, 
hospitalisation, and sick leave.12 
 Yoga breathing exercises, when learned 
from a trained yoga therapist, have been 
associated with significantly less asthma 
attacks per week, improved scores for drug 
treatment, and improved lung function.13 
Other studies have suggested that yoga 
training has been associated with nearly 
70% of patients being able to reduce or 
stop medication under supervision.14 It is 
important to note that there is a significant 
time commitment required to benefit from 
yoga therapy, but there are also many 
beneficial ‘side effects’ such as relaxation, 
better sleep, and improved quality of life.

Buteyko method

The Buteyko method shows potential benefit 

but until more definitive trials are completed 
there remains considerable debate as to 
whether benefits are physiological or purely 
subjective. Thus far it seems that practising the 
Buteyko method reduces hyperventilation, beta 
2 agonist use, ‘with a trend toward reduced 
inhaled steroid use’, and improves quality of life 
despite no significant change in FEV1 levels.15–18

Chiropractic

At present there is only anecdotal evidence 
for chiropractic use in asthma.19

Homeopathy

Despite homeopathy being one of the more 
commonly used CMs for asthma, there is 
conflicting evidence at best. A review in the 
Lancet suggested a positive effect,20 but the 
most recent and largest double blind trials 
suggest the effect is not significant.21,22

Massage

There is some evidence in children to suggest 
that regular massage by parents before bed 
is associated with reduced anxiety, improved 
attitude toward asthma, and improved 
respiratory function.23

Qigong

Qigong is a traditional Chinese medicine 
combining movement, meditation and breathing 
techniques. A pilot study of 30 patients 
showed improved peak flow, reduced hospital 
emergency visits, hospitalisation, health care 
costs, and sick leave.24 More rigorous studies 
are needed to confirm these results.

Relaxation and mind-body therapies

Emotions can play a clear role in triggering 
asthma. A review of 185 references 
concluded that panic and negative emotions 
affect asthma producing hyperventilation, 
increased autonomic lability, autonomic 
arousal, bronchoconstriction, and poor health 
care behaviours.25 It seems that for children, 
family stress can be a significant factor in an 
increased likelihood of expressing a genetic 
disposition to asthma.26,27 Predictive factors in 
paediatric asthma deaths include a significant 
range of psychosocial factors28 indicating that 

the clinical effect of emotional disturbance in 
childhood asthma can be considerable.29

 Conditioning and the immune system has 
long been seen in both the stimulation of 
allergic responses and asthma exacerbation. 
A ‘paper rose’, for example, can induce 
allergic reaction in susceptible individuals.30 
An increased secretion of inflammatory 
hormones is a normal part of the ‘fight or 
flight’ response and therefore stress is ‘pro-
inflammatory’, whereas stress reduction 
is ‘anti-inflammatory’.31 The ‘relaxation 
response’ is associated with a significant 
reduction in metabolic rate, respiratory 
muscle relaxation, reduced panic, reduced 
airway reactivity, improved lung function, 
promotion of diaphragmatic breathing and 
reduced need for medication. The relaxation 
response, however induced, seems to have 
positive effects on inflammatory illnesses 
including asthma and rheumatoid arthritis32 
and may partly explain the observed benefits 
of breathing exercises.
 Reviews suggest a positive role for 
relaxation therapies in asthma with less 
use of medication, hospital visits and sick 
leave, although the methodology of some 
studies was inadequate.33 Biofeedback34 and 
hypnotherapy35 may also be helpful with some 
reports suggesting reduced hospital admissions 
and reduced need for prednisolone and, 
subsequently, reduced side effects;36 although 
reviews to date have been inconclusive.
 Psycho-education, which includes education, 
behavioural skills, cognitive therapy and 
counselling, was revealed in a meta-analysis 
to reduce asthma attacks, be associated with 
better lung function, adherence to treatment, 
utilisation of health care, psychological 
wellbeing, and use of medication.37

Nutrition

Food sensitivities to nuts, eggs, peanuts, fish, 
and shellfish can induce immediate asthma. 
Delayed reactions may occur in people with 
salicylate sensitivity. Foods high in salicylates 
include chocolate, banana, tomato sauces, 
citrus, milk and food colourings. It is thought 
that up to 20% of people have varying levels 
of aspirin sensitivity.38 
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 A range of foods may play a positive role 
in asthma, although, as with other conditions, 
whole foods may be more effective than 
supplements.39 
 Breastfeeding is clearly beneficial. Children 
given formula milk in the first 4 months of 
life were 40% more susceptible to wheeze. 
Exclusive breastfeeding in the first 3 months of 
life reduces the risk of asthma and atopy.40,41

 Foods that may be beneficial for asthma 
include those high in anti-oxidants such as 
vitamins E and C.42 Vitamin B6 is often low in 
asthmatics and supplements have been found 
to be useful.43,44 Asthmatics receiving selenium 
supplements have been shown to improve 
significantly.45 Coffee and green tea reduce 
asthma symptoms possibly due to theophyllines. 
A diet rich in omega-3 fatty acids is beneficial for 
many inflammatory conditions, although the 
evidence for clinical effect of supplementary 
omega-3 in asthma is unconvincing.46 
 One large survey of children in New South 
Wales found that a diet high in polyunsaturated 
fats (eg. margarine, vegetable oil, omega-6 
fatty acids) doubles the risk of asthma and may 
contribute to 17% of cases of asthma in 3–5 
year olds.47 There are benefits of increasing fish, 
fruits and vegetables in the diet of children. An 
Australian study found that children who eat fish 
more than once per week reduce their chance 
of developing asthma by one-third compared 
to those who eat no fish.48 There is some 
evidence that a vegan exclusion diet and high 
fluid intake may lead to significant improvement 
in symptoms,49 which may be due to the high 
intake of fruits and vegetables.50

 Magnesium, because of its smooth 
muscle relaxant effect and anti-inflammatory 
properties, may have a role in the emergency 
treatment of asthma51 as well as low dose 
supplements having long term benefits.52

 In individuals with exercise induced 
asthma, a high salt diet is associated with 
poorer pulmonary function tests, therefore 
increasing fluid intake and reducing salt intake 
may play an important role for such patients.53

Herbs

A clinical review of herbs used for asthma 
showed nine out of 17 trials reporting positive 

outcomes,54 although due to the size and 
quality of trials there is not definitive evidence 
for the use of any herbs as yet. Outcomes 
included clinically relevant improvement in 
lung function and/or symptom scores. Herbs 
that look promising include garlic, dried ivy 
leaf extract, gingko biloba, ephedra, TJ-96, 
ammi visnaga, lagundi, boswellia, some 
Ayurvedic Indian indigenous herbs, and 
thyme extract. It is important to note that 
herbs can have interactions with conventional 
medications and should be prescribed by 
appropriately trained health practitioners.

Conclusion
A holistic approach adding CM therapies 
to conventional pharmacotherapy may offer 
patients the potential for safe control of 
symptoms and improved self management 
of asthma. To achieve optimal outcomes it is 
important to look at lifestyle and behavioural 
approaches as a major priority in treatment, 
judiciously use pharmaceutical measures, 
and offer evidence based CM for those 
wanting to explore adjunctive treatments.

Summary of important points 

• The IM approach may reduce the need 
for medication, reduce side effects, and 
improve quality of life.

• The IM approach is adjunctive to, and not 
a replacement for, conventional therapy, 
especially for asthmatics with a history of 
severe exacerbations.

• Asthmatics who use an IM approach still 
need to monitor their condition, have a 
clear action plan, and not delay conventional 
treatment when needed.

• Herbal preparations can have interactions 
with conventional medicines and should be 
prescribed by appropriately trained health 
professionals.
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