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I ntroduction

S nce there are 12 to 15 million people with asthma

in the U.S, heath educators may have many
opportunities to teach about the prevention and
management of asthma. Despite the rise in general
knowledge about asthma over the past 15 years,
asthma-related mortality and morbidity rates continue
to increase (Bone, 1997; Evans, Wilson, Rosenberg &
Chevarley, 1987; Jackson, Sears, Beaglehole & Rea,
1988; Y unginger, Reed, O’ Connell, Melton, O’ Fallen
& Silverstein, 1992).

Asthma treatment is aimed at preventing and
relieving symptoms, and reducing long-term
deterioration in lung function. Health care providers
need to inform patients about asthma, in addition to
developing aplan for theindividual to avoid the causal
triggers and prevent the symptoms by correct
administration of prophylactic medications including
whether or not corticosteroids and bronchodilatorsare
necessary based on preference and social conditions
(Woolcock, 1996). However, thereisagrowing trend
of consumers incorporating the use of complementary
and alternative medical treatments into their health
care regimen. Thus, it is important for health
educators to be familiar with the standard patient
education material and protocols for corticosteroids
and bronchodilators aswell as the complementary and
alternativetherapi esemerging i n asthmamanagement.

Background

Clearly, it is therefore necessary to define
“aternative” and “complementary” medicine. At the
linguistic leve this is not difficult. “Alternative”
should imply “instead of” western medical procedures
and “complementary” should mean “in addition to.”
In practice most of the techniquesweshall describeare
used in Western societies alongside conventional
remedies and so they are complementary. There are,

however, differences that go beyond linguistics. In
some instances, the philosophy behind the approachis
truly alternative, asin the case of acupuncture. Where
based on confirmed scientific examination,
acupuncture clearly relieves pain by stimulating the
production of endorphins, thus can and has been
employed as a alternative and complementary
procedure in the treatment of asthmatics (Lane &
Lane, 1991).

In 1993, a national survey was conducted to
determine prevalence, costs and patterns of
complementary and alternative therapy use for all
medical health problemsin the United States. Onein
3 adult respondents (n=1539) reported the use of at
|east one complementary therapy withinthe prior year.
Highest use stemmed for the non-African American
population ranging in age from 25-49 years with the
majority seeking the therapies for chronic rather than
life-threatening disease. Seventy-two percent who
used these methods did not inform their medical
practitioners that they had done so. Sinceindividuals
are spending enormous amounts of out-of-pocket
money on visitsto alternative practitioners, it appears
that the publicislooking for something morein health
care (Bielory & Gandhi, 1994; Eisenberg, 1993).

In the U.S., agrowing number of individuals are
seeking alternative and complimentary treatment
modalities for a variety of health problems, including
but not limited to: the treatment of asthma, chronic
heart disease, addictions, anemia, diabetes, and the
like, either out of curiosity, in the hope of resorting to
“natural” or “less harmful” substances, or to prevent,
cure, or delay disease processes (Bielory & Gandhi,
1994). Since the creation of the Office of Alternative
Medicine in 1992 at the National Institutes of Health
(NIH), many alternative therapies are undergoing
scientific evaluation to determine whether they affect
the clinical course and outcomes of an illness and/or
whether they enhance wellness (Cron, 1993a).
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Alternative and complimentary treatments continueto
be labeled as such due to the lack of conformity with
the standards of the established medical community
(Eisenberg, 1993).

Asof 1996, the NIH Officeof Complimentary and
Alternative Medicine hasfunded 30 studiesto eval uate
the effectiveness of complementary therapies such as
acupressure, massage therapy, electrochemical
treatment, hypnosis, music therapy, guided imagery,
biof eedback, prayer, and administration of antioxidants
to determinethereability in alleviating chronic disease
symptomtology . The results will provide scientific
basis for determining which alternative therapies are
or are not effective (Cron, 1993b). Thelist of specific
chronic diseases were not provided in this newsletter
brief.

With this growing body of medical literature, itis
time for health educators to explore or enhance their
knowledge about aternative therapies. The purpose of
the article is to explore the complementary and
aternative therapies for asthma by reviewing the
literature and describing specific treatments for the
alleviation of or cure of. With greater knowledge of
and familiarity with alternative therapies, health
educators will be more comfortable discussing the
benefits and risks of incorporating these as
complementary therapies into the management and
treatment of asthma.

Alternative and Complementary

Treatments

The following discussion defines the
complementary therapies, reviews the literature on
how the modality has been applied to asthma
treatment, and provides some information on the
benefits and risks. The information is presented in
alphabetical order for ease of reference not
effectiveness of treatment.
Acupuncture

Originating in China, acupuncture is a way of
adjusting the body’s“lifeenergy” flow by theinsertion
and manipul ation of fineneedlesinto carefully selected
acupuncture points along the meridians of the body.
Acupuncture is used relieve symptoms of asthma,
arthritis, headaches, menstrual imbalances, digestive
disturbances, in addition to a myriad of additional
health problems, as well as to promote general health
and well being (Shealy, 1996).
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Acupuncture has been widely used in the
treatment of asthma, and in some countries nearly a
guarter of general practitioners believe it to be
efficacious (Lewith & Watkins, 1996). There have
been anumber of controlled trails assessing the use of
acupuncture in the treatment of asthma. These fall
into two classes: first, those of an experimental nature
where only a single or small nhumber of sessions of
acupuncture were given and the short-term effects
monitored; second, trials where a course of
acupuncture was given whereupon both short- and
long-term effects were assessed.

Tashkin et al. compared classical acupuncture,
sham acupuncture (needleinsertion at incorrect sites),
isoprenaline, saline, and notreatment in methacholine-
induced brochospasm in 12 patients with chronic
stableasthma. On awide range of objective measures
of lung function (specific airway resistance, thoracic
gas volume, and forced expiratory flow volume), the
authors showed a significantly greater effect for real
acupuncture over sham and saline, although
isoprenaline was the most effective treatment (Lewith
& Watkins, 1996). Whileacupuncture hasbeen shown
to be beneficial in acute asthma in the short term, it
has proven more difficult to demonstrateits efficacy in
the management of chronic symptoms.

This evidence suggest that even though
acupuncture may beableto improveairway obstruction
acutely, itslong-term efficacy has yet to be established.
In addition, acupuncture may be more effective in
certain subgroups, such as drug induced or allergic
asthmatics (Lewith & Watkins, 1996).
Chiropractic

David Daniel Palmer founded the field of
chiropractic in the 1890s. He believed that joint
subluxation, or partial dislocation, isacausal factorin
disease and that removal of the sublaxation by
thrusting on the bony projections of the vertebrae
restores health. Through this manipulation,
Chiropractic’s believe that not only can structural
problems such as sciatica or the effects of injury be
improved but also conditions such as asthma can be
alleviated because chiropractic could ease the tension
in the chest muscles (Shealy, 1996). Presently,
chiropractic is the largest of the alternative
complementary health profession in North America
(Coulter, Adams, Coggan, Wilkes & Gonyea, 1998).

In addition to manipulating and adjusting bone
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and tissue, particularly in the spinal column,
chiropractorsuseavariety of manual, mechanical, and
electrical treatments. Chiropractors are most widely
recognized for providing drug-free, non-surgical
management of back and neck pain as well as of
headaches. A recent randomized controlled trail,
which studied spinal manipulation in the treatment of
episodic tension-type headaches, found positiveresults
for chiropractic. Spinal manipulation was just as
effective asthe massagetreatment, and both treatments
brought about significant pain relief and resulted in a
reduction in the number of analgesics used by the
patients (Bove & Niels, 1998). Furthermore disease
prevention and health promotion through proper diet,
exercise and lifestyles are other important features of
chiropractic medicine.

As mentioned chiropractic also relates to asthma
management. A randomized patient- and observer-
blinded crossover trial was conducted to evaluate the
efficacy of chiropractic treatment in the management
of chronic asthmawhen combined with drug therapies.
Thirty-one chronic asthma patients aged 18-44 who
controlled their condition by bronchodilators and/or
inhaled steroids participated. Patients who had
received any chiropractic treatment for asthmawithin
the last 5 years, or who received oral steroids and
immunotherapy, were not eligible. Patients were
randomized to receive either active chiropractic spinal
manipulative treatment or sham chiropractic spinal
mani pulative treatment twice weekly for 4 weeks, and
then crossed over to the alternative treatment for
another 4 weeks. Manipulative treatment included a
specific spinal thrusting technique over certain
vertebrae, which carried the joint slightly beyond the
normal physiological range of motion. Whereas sham
treatment, employed agentle manual pressure over the
spinal contact, but no direct manipulative thrust was
applied to the patient’ s spine.

Over the course of the study lung function did not
change, but non-specific bronchial hyperactivity
improved by 36% (P = 0.01) and patient-rated asthma
severity decreased by 34% (P = 0.0002) compared with
thebaselinevalues(Niel sen, Bronfort, Bendix, Madsen
& Weeke, 1995).

Diet and Dietary Supplements

Vitamin C

Vitamin C or ascorbic acid and its use in asthma
have been repeatedly studied from as far back as 1803
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(Bidory & Gandhi, 1994). In the 1950s, studies
suggested arelationship between vitamin C deficiency
and asthma, but since that time numerous short-term
studies have failed to show an association due to
possible confounders and poor model design.
Although the current literature does not support a
definite indication for the use of vitamin C in asthma
and allergy treatment, there are promising and positive
studies which are reviving new curiosity and interest.

Consumption of Oily Fish

The investigations relating oily fish consumption
and asthma have mixed results. The results of one
study indicated a reduced risk of current asthma was
associated with the consumption of fish oils that
contained omega-3 fatty acids (Kremer, Jubiz &
Michalek, 1987). Since omega3 fatty acids have
proven anti-inflammatory effects, it has been theorized
that these oils could either prevent the devel opment of
asthma or reduce its severity by reducing airway
inflammation (Hodge et al., 1996).

Schwartz and Weiss conducted a study employing
2526 adults, to discern if eating fish more than once a
week resulted in a higher level of lung function.
However, only 2.9% of subjects were asthmatic, so no
conclusion could be drawn about the effect of fish
consumption on asthma. In another study of current
and former adult smokers (n=8960) who reported a
high dietary intake of omega-3 fatty acids, the results
wereinversely related to therisk of chronic obstructive
pulmonary disease (COPD). This apparent protective
effect is biologically plausible, as neutrophilic
inflammation is a feature of both COPD (Shahar,
Folsom & Melnick, 1994) and chronic asthma.
Although these studies are of interest, larger
prospective intervention studies are required to
determine if dietary changes, which include omega-3
fatty acids, can truly produce advantageous results for
the asthmatic (Thien, Woods & Walters, 1996).

Dietary fish oilswere al so examined for the effects
on seasonal hay fever and asthmain pollen-sensitive
subjects. No significant changes were observed in the
prevention of seasonal hay fever and asthma, in 25
pollen-sensitive subjects. These individuals were
followed for 6 monthsand consumed omega-3 capsules
daily for the course of the study and was matched to a
placebo group. Fina analysis revealed fish ail
supplementation did not prevent asthma (Thein,
Mencia-Huerta & Lee, 1993).
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Herbal Remedies

Chinese knowledge of botanical medicine dates
back to the discovery of the herbal source of ephedra
sinica, ma huang, around 3000 BC. Although it was
initially used as a stimulant, ma huang is central to
asthma treatment but is also used for respiratory
afflictions and other diseases in traditional forms of
Chinese medicine (Ziment, 1988). Since the active
ingredient in ma huang is an effective bronchodilator,
numerous asthma treatment preparations rely on this
botanical medicine in both the United States and
abroad (Hackman, Stern & Gershwin, 1996).

Extracts of Gingko biloba have been shown to
inhibit platelet-activating-factor (PAF), thus offering
a scientific explanation for the use of this herb for
treatment of asthmatic coughs(Barnes, Chung & Page,
1988). Although none of the Chinese herbal
medications used to treat asthma have been found to
have corticosteroid activity, it is quite possible that
many herbs have anti-inflammatory properties. For
example, licorice has been extensively studied and
does have such an effect. Ledebouriella seseloides,
Rehmannia glutinosa, and Paeonia lactflora aso have
anti-inflammatory effects (Hackman et al., 1996).

Kampo, the Japanese adaptation of traditional
Chinese medicine dates back to the 16™ and 17"
Centuries which utilizes saiboku-to, a herbal formula
responsiblefor many therapeutic effectson asthmatics.
Saiboku-to isamixture of ten different herbal extracts
and recent analytical studies have suggested the
possible mechanisms for its effectiveness in the
treatment of this ailment (Chanez, Bousquet, Godard
& Michel, 1996; Hackman et a., 1996). Hommaet al.
(1993) hypothesized that magnolol, the active
component of saiboko-to, may act as an inhibitor to
chemical components, beta-hydroxysteroid
dehydrogenase and T-lyymphocyte proliferation,
components responsible for asthmatic episodes.

Nakajima et al. (1996) reported at length the
steroid-sparing effect of this herbal preparation on 40
patients who took the remedy regularly for 6-24
months. Remarkable steroid-sparing effects were
noted after saiboku-to had been taken for 6-12 months
by steroid-dependent asthmatics (Lewith & Watkins,
1996). The study was thorough and indicated few
side-effects. Similar research by Hommaet al. (1993)
on saiboku-to involving nine patients who took the
remedy over 1 year, again showed quite dramatic
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clinical effects. Saiboku-to is probably one of the best
studied herbs in relation to asthma, the evidence
suggesting that further, moredetailed clinical trailsare
definitely needed. Thus, scientific methodology
applied to Chinese herbal medicine could possibly
open avenues that would merge Chinese and Western
medicine and create new asthma treatments.

Homeopathy

Homeopathy aimsto help the body heal itself and
comes from the Greek word homios meaning “like”
and pathos meaning “ suffering.” Homeopathy means
that a substance which causes symptoms of illnessin
awell person can be used to cure similar symptomsin
an ill person (Shealy, 1996). This concept is
comparable to the Western medical concept of allergy
injections.

There have been three different homeopathic
approachesto the management of asthma. Thefirstis
classical homeopathy in which the toxic symptoms of
a particular herb or animal remedy are matched
against the patient’ s symptoms and then the remedy is
given in a very dilute form. This is classical
homeopathy.

The second approach utilizes complex
homeopathy: this involves medicines that contain a
mixture of various herbal and homeopathic products.
There is a large volume of descriptive evidence that
looks at both complex and classical homeopathy, and
many claims are made for the use of homeopathy asa
treatment for asthma, however there is virtually no
clinical trial evidence to substantiate these claims.
The third homeopathic approach involves isopathy,
which is a much simpler system. Isopathic theory
suggest that asufferer from hay fever should betreated
with a homeopathic dilution of pollens, treating like
with like. Based on studies on rhinitis and pollen,
Relilly et a. has provided some preliminary evidence
that an isopathic approach might have real validity in
the management of asthma. For instance, by giving a
small amount of house dust mite to house dust might
sensitive asthmatics might alleviate allergic
symptomology (Lewith & Watkins, 1996).

Although homeopathy is still not well known in
theU.S,, itisvery popular in Europe with between 20-
50% of French, German, British, and Dutch physicians
prescribing homeopathic remedies (Ullman, 1995). In
1991, the British Medical Journal published a review
of 107 studies, 81 of which showed homeopathy to be
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effective. While most of the studies had
methodological flaws, 22 studies were considered of
high caliber and 15 of them showed efficacy of the
homeopathic medicines.

In 1986 at the University of Glasgow in England,
the results of a double-blind, placebo-controlled
asthma trial study showed that over 80% of patients
given a homeopathic remedy improved, while only
38% of patients given a placebo experienced a similar
degree of relief (Reilly et al., 1994).

Another publication reviewed over 160 research
studies about the effectiveness of homeopathy
treatments. While the publication focuses on the
methodol ogical weakness, thereviewersconcluded that
several studies did stand up well to criticism (Rellly,
Taylor McSharry & Aitchison, 1986).

Hypnosis

One of the oldest therapeutic arts, hypnosis
attempts to heal a patient, who is placed in a state of
trance. Ancient cultures around the world revered
individuals deemed to be in contact with supernatural
powers by means of hypnosis. Apparently these
individuals were able to utilize the contacts made in
this sleeplike trace to cure the sick and distressed.
Today thereisplenty of clinical evidencethat hypnosis
can be used to make beneficial changes, even though
it cannot be fully explained. With hypnosis, it is
possible to reprogram beliefs in the subconscious by
the use of suggestion. Hypnosis is not effective for
people under the influence of alcohol or drugs, those
with psychotic conditions, or children under the age of
five (Shealy, 1996).

Groen (1964), Maher-Loughnan, Macdonald,
Mason & Fry (1962), and Smith and Burns (1960)
reported similar resultsin which hypnosis was used to
reduce many asthma manifestations that resemble
Pavlov-like conditioning or classical conditioning.
Classical conditioning is a paradigm case of animal
learning, typically demonstrated in the laboratory. It
iscalled "conditioning” to imply that what goesonin
this kind of learning is some mechanical or electrical
adjustment of the nervous system, void of ones
consciousness (Windholz, 1987). General experience
has shown that those who have had asthma for many
years may acquire a habit of response that resembles
psychogenic asthma but which is actually a form of
conditioning.  These studies confirmed earlier
impressions that hypnosis is valuable in relieving
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asthmatic symptoms and reducing patient-doctor
dependency. Although hypnosisisnot arecommended
treatment for acute asthmatic episodes, itiseffectiveas
a prophylactic therapy to avoid the risk of steroid
dependency (Maher-Loughnan, 1970).

Osteopathy

This system of medical practice is based on the
principle that health depends on the maintenance of
proper relationships among the various structures of
the body. Osteopathic medicine holds that true health
involves complete physical, mental, and social well
being, rather than merely the absence of disease. In
this system, the body has a capacity for health that the
physician helpstheindividual attain. The osteopathic
concepts emphasize: 1) the human person isa unit in
which structure, function, mind and spirit are mutually
and reciprocally interdependent; 2) the body, through
a complex equilibrium system, tends to be self-
regulatory and self-healing in the face of disease
processes; 3) adequate function of body systems
depends upon the unimpeded circul atory mechanisms,
nerveimpulsesand neutrophicinfluences; 4) arational
treatment regimen is based on this philosophy and
these principles (American Osteopathic Association,
1991).

According to osteopathic theory, defects in the
musculoskeletal system influence the natural function
of internal organs. To correct structural abnormalities,
osteopathic therapy, or manipulative treatment with
the hands or related mechanical means, is used. This
treatment modality is called Osteopathic Manual
Medicine (American Osteopathic Association, 1991).
The osteopathic physician attempts to use this
treatment when appropriate, either alone or in
combination with other accepted therapeutic methods
such asdrugs, surgery, and radiologic treatments. An
osteopathic physician is fully trained and licensed to
practice al branches of medicine and surgery.

The osteopath gently applies force to promote
movement of bodily fluids, to therefore eliminate
dysfunction in the motion of the tissues, and release
compressed bones and joints. Additionally, the body
areas being treated require proper positioning to assist
the body’s ability to regain normal tissue function.
Manipulation in the region of the second thoracic
vertebrais said to release restricted movement of the
ribs and improve asthma (O’ Donovan, 1951). The
basis for thisis believed to be viscerosomatic reflexes
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arising from an affected internal organ, inthiscasethe
lung, and reflected in muscle splinting. Interestingly
Bouhuys (1991) has shown that posture affects
histamine reactivity in both asthmatic patients and
normal individuals, reactivity being greater in the
supinethan in the sitting position. There are however
no controlled clinical trials to support the claims of
oesteopathy effects on asthma (Lane & Lane, 1991).

Reflexology

Reflexology is a complementary, biological,
integrative health service, where pressureisapplied to
reflex areas of the hands and feet, which are composed
of 7200 nerve endings apiece. The application of this
pressure is assessed on the basis of ten longitudinal
zones and areas on the feet and hands. The pressure
attempts to stop further deterioration, persuade the
body to biologicaly correct itself, strengthen and
reinforce all systems in the body, and encourage
reflexology maintenance (Kunz & Kunz, 1983). It
should be noted that areflexologist never prescribesor
diagnoses, but provides additional services to a
medical practitioner. Though few studies have been
conducted, reflexology at this time has not
demonstrated to be effective in the alleviation of
asthmatic symptoms. Petersen, Faurschou, Olsen, &
Svedsen (1993) randominzed 30 bronchial asthma
patients, into two groups, one that received foot zone
therapy and the other which merely received clinical
care but without “placebo foot zone therapy”. The
“active” group received atotal of ten foot zone therapy
sessions at one episode per week. The asthmatic
symptoms, consumption of medicine and the objective
pulmonary function parameters were followed-up
during the subsequent 6 months. Decrease in
consumption of beta-2 agonist and increase in peak-
flow levels were observed in the group which received
foot zonetherapy, but the same changes were observed
in the control group. Theinvestigators concluded that
the favorable effects in both groups were due to
increased care and control.
Sf-Help

Besides the medical treatments and
complementary therapies, therearenumerousself-help
activities that reduce the exposure to environmental
factors, which may trigger an asthmatic episode. First,
exposure to second-hand smoke is strongly associated
with hospital admission rates of asthmatic children
(Burr, Verrall & Kaur, 1997; Eggelston, 1998).
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Second, occupational asthma may be reduced by
limiting exposure to laboratory animals, the use of
latex gloves, wheat four, proteolytic enzymes and
simple chemical compounds such as isocyanates
(Fabri, 1997). Third, cockroach antigens (proteins
found in the insects feces, saliva, eggs, and shed
cuticles) have been implicated as one of the leading
causes of asthma among inner-city children, because
theseantigenscantrigger severeallergicreactions, and
even tiny amounts can be potentially fatal to sensitive
asthmatics (Potera, 1997). Fourth, in some patients
exercise induces asthma (EIA) which is characterized
by transient airway obstruction occurring after
strenuous exertion. Preventionisthemain objectivein
managing EIA. Non-pharmacological measures
includewarming up beforevigorousexertion, covering
the mouth and nose in cold weather, exercising in
warm, humidified environmentsif possibleand cooling
down after exercise. Aerabic fitness and good control
of baseline bronchial reactivity aso help to diminish
the effects of EIA (Tan & Spector, 1998).

Lastly, Blanc, Kuschner, Katz, Smith & Yelin
(1997) reported that among adults (n=601) with access
to specialty care for asthma, self-treatment with
nonprescription products such as herbal preparations
and over-the-counter medications were common and
associated with increased risk of reported
hospitalization. Thisassociation does not appear to be
accounted for by illness severity or other disease
covariates and may reflect delay in utilization of more
efficacious treatments.

Spel eotherapy
Although not known to be practiced in the U.S.,

speleotherapy, which involves seeking the health-
giving enhancing effect of salt mines or caves, is an
old and yet popular alternative therapy which is still
used in some regions of Central Europe, the Balkans,
and in Turkey (Karakoca, Demir, Kisackik, Kalyoncu
& Findik, 1995). One study describes a course of
therapy which was 4 hours a day for 6-8 weeks, the
100 COPD and asthma patientsreported improvement
which lasted 6 monthsto 7 years (Skulimowski, 1965).
Similar studies were published from Poland, Hungary
and Czechoslovakia with cure rate of around 20% for
asthma (Bichonski & Skumlowski, 1971; Kesder,
Morik, Morlin & Varkonyi, 1969; Paskova, Kolesar &
Siposova, 1976). Despite several published articles
reporting a decrease in the symptoms of asthma and
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alergies, the investigations lack scientific rigor.
Therapeutic Touch

Healing through touch is as old as civilization.
Practiced extensively in all ancient cultures, it is
thought to be the oldest form of treatment, however, it
was not until 1972, when Dr. Dolores Krieger and
Dora Kunz, both RNs, began developing therapeutic
touch as a Western healing modality (Bronstein,
1996). Therapeutic touch is an intentionally directed
process of energy exchange during which the
practitioner uses the hands as a focus to facilitate the
healing process. It isthe contemporary interpretation
of several ancient healing practicesin additiontobeing
ascientifically based practice founded on the premise
that the human body, mind, emotions and intuition
form a complex, dynamic energy field. This energy
field is governed by pattern and order. In health, the
field is balanced, however in disease, the energy is
characterized by imbalance and dis-order (Kreiger,
1998).

Therapeutic touch therapies are designed to
engage the recipient’s psyche and heighten spiritual
awareness while producing both overt and covert
physica changes. Although the techniques vary
among practitioners, the objective of the various
techniques are similar: to relax, soothe, stimulate,
relieve physical, mental, emotional, and/or spiritual
discomfort, or aid in the transition of the client to a
heightened plateau of being. The practitionersthat use
therapeutic touch do so from a calm, centered place
and believe that focused intention facilitates the
transference of healing energy (Dossey et al., 1995).
During therapeutic sessions a practitioner may ask the
client to visualize the part of the body that is to be
influenced through touch with the intent of increasing
the contact with that body part’s energy field. The
practitioners goal is to ascertain the degree of
blockage in the energy field of the muscles or viscera.
Self-perception post therapeutic intervention on an
asthmatic child revealed that after the completion of a
fifteen minute touch session the child reported feeling
better and appeared free of respiratory distress, thusit
is determined that the clients body had been returned
to its normal symmetry (Dossey et al, 1996).

Quantitative research has been done on
therapeutic touch in order to facilitate appropriate
application of this modality in practice, and to offer
recommendations for future research (Green, 1998,
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Mulloney, 1996, & Spence 1997). The Nationa
Institute of Health (NIH), Office of Alternative
Medicine has found that therapeutic touch has one of
the strongest research bases of any of the
alternative/complimentary modalities. It has been
concluded that thereisevidenceto support the practice
of therapeutic touch for the reduction of pain or
anxiety. However, thereis clearly alack of congruity
betweentheresearch statement, conceptual framework,
operational definition of therapeutic touch and the
findings (Spence, 1997).
Yoga

In India, yoga has been part of the central
philosophy on health and healing for the past 1000
years and has been shown to be effective in asthma
treatment (Bichonski & Skumlowski, 1971; Chanez et
al., 1996; Khanam, Sachdeva, Guleria & Deepak,
1996; Vedanthan, et al., 1998). In 1985, using 53
asthmatic adults matched to 53 control group
asthmatic adults Nagarathna and Nagendra (1985)
demonstrated significant values (p<0.005) in the
number of asthma attack per week, scores for drug
treatment, and peak flow rate following 2 weeks of
extensive yogatechniques. Thesetechniquesincluded
breathing exercises, physical postures, and meditation.
In 1986, Nagendra and Nagarathna conducted alarger
study using 570 bronchial asthmatics, which were
similarly exposed to yoga practices for 2-4 weeks and
followed from 3 to 54 months. The asthmatics who
continued the regular practice of yoga showed the
greatest improvements in their peak expiratory flow
rate (PFR). In addition, between 66% to 72% of the
patients stopped or reduced their parenteral, oral and
cortisonemedication (Nagendra& Nagarathna, 1986).

In summary, even though some of these
complementary therapies are employed in health care
systems of many countries, the treatments have been
not tested with the scientific rigor of the U.S.
biomedical arena. Therefore, few are not widely
accepted for the treatment of asthma and hence have
been traditionally disregarded and deemed as
alternative and thus of lesser value. Although fear
associated with the incorporation of alternative
therapies dueto the lack of proven methodol ogies, the
following discussion reveals that proven Western
medical asthma treatments are not without some risk
and long-term consequences. The greatest concern of
both aternative as well as Western medical
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practitioners is the risk of mortality if asthmais left
untreated.

Biomedical Treatments and

Resear ch

Seriods

Steriods are alarge group of substances having a
common structure, most are naturally occurring
hormones. Corticosteriodsareessential tolife, without
them the body wastes away and blood pressure cannot
be maintained. Since the late 1940s, corticosteroids
have been used as a safe and effective treatment for
asthma and allergies with no major side effects on a
short-term basis. However, long-term corticosteroid
use may cause serious side effects such as ulcers,
weight gain, cataracts, decreased growth in children
(McCowan et al., 1998), high blood pressure, elevated
blood sugar, and thinning of the bones and skin
(Chanez et al., 1996; Dawson, Penna & Manglick,
1995; Efthimiou & Barnes, 1998; Haapasaari, Rossi,
Risteli & Oikarinen, 1998). Today the biomedical
treatment of asthma continues to rely on the usage of
corticosteroidsand bronchodilators(Ganderton, 1997).

The corticosteroids are anti-inflammatory drugs
that decrease airway inflammation thus, reducing the
symptoms of asthma. The most widely prescribed
short acting drug is predisone (Cydulka & Emerman,
1998) and it is among the first long acting inhal ants.
Additional drugs include triamcinolone and cortone,
inhaled corticosteroids; flunisolide and azmacort and
over-the-counter nasal spray antihistamines.
Triamcinolone diacetate which is an intra-muscul ar
drug is the latest corticorsteriod drug being evaluated
for safety and efficacy (Schuckman et a., 1998).

Non-Seroidal anti-inflammatory drugs

With the potential of long-term complication with
corticosteriodal use, the medical community hasbegun
looking at non-steroidal anti-inflammatory drugs
(NSAID), for those patients who require long-term
asthmatherapy. Of theavailabledrugs, inhaled lysine
acetylsalicylate and furosemide are being reviewed, in
addition to mofebutazone tablets. A randomized,
double blind crossover trial was conducted to test the
efficacy of theinhaled lysinedrugs. The experimental
design was to compare steroidal beclomethasone
dependent patients, with combination inhal ant usersof
the af orementioned drugs, to combination steroidal and
lysine users, in addition to aplacebo group. The study
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clearly determined, that 30% of the combination lysine
users, acetylsalicylate and furoseide, were completely
able to suspend steriodal use, and 71% of those who
were steroidally dependent were able to significantly
reduce the number milligrams previously needed.
Thus treatment of the non-steroidal drugs allowed for
a considerable sparing of inhaled steroids without
significant side effect in patients with asthma (Bianco
et a., 1995).

Additionally useof an oral NSAID, mofebutazone,
twice daily for 15 days, found that asthmatics did not
suffer an increase in the incidence or severity in
asthmatic attacks during the course of the drug
treatment. The drug tended to improve pulmonary
functionsor at least to leave them unchanged, but there
was no consistent relationship between the extent of
reduction and the degree of benefit or worsening
sustained by an individual patient (Khayyal, El-
Ghazaly, El-khatib & Hatem, 1995). It isevident that
mofebutazone was well tolerated and thus was
attributed to an improvement in the pulmonary
functions, a fact that would advocate the use of this
NSAID in asthmatic patientswhenever aneed for such
therapy becomes necessary.

Bronchodilators

Brochodilatorsare drugs which open up narrowed
bronchi. Two drugs were identified towards the end
on the last century as having this ability: adrenaline
and ephedrine. Adrenalinewas prepared asasolution
for injection and for inhalation. Ephedrine was
prepared as a tablet. Following the discovery of the
medicinal uses of these naturally occurring drugs,
attempts followed to manufacture compounds of
similar chemical properties. However what was
discovered wasthat these drugs had problems, not only
did they relax bronchi, but stimulated all parts of the
sympathetic nervous system. Thus, further research
continued and receptors specific to the bronchi were
identified, beta 2 receptors. Hence b,-agonists were
developed (Lane, 1996).

Salbutamol remainsthe most frequently prescribed
b,-agonists (Rodrigo & Rodrigo, 1998), followed
closaly by salmeterol, albuterol (Higham et al., 1997)
and fetnoterol (Garrett, Lanes, Kolbe, Rea, 1996).
Much like the corticosteroid triamcinolone,
theophylline is the latest bronchodilator being
evaluated for safety and efficacy for chronic asthma
drug treatment (Barnes, 1997).

The International Electronic Journal of Health Education, 2000; 3(1): 6-18

http://www.ig he.siu.edu

13


http://www.iejhe.siu.edu

Modalities of Complementary and Alternative Asthma Treatments

In the U.S., pharmaceutical asthma treatment
most frequently categorizes and treats patient by the
severity of their illness, infrequent asthmatic episodes
versus chronic cases. The use of inhaled
bronchodilators addresses mild, infrequent asthma
symptoms, while for more severe or chronic cases a
combination of inhaled and oral corticosteroids and
broncodilators are employed. Although direct drug
action at the site of disease and the good physiological
drug acceptance by patients seemsrelatively ssimple, if
patient education is lacking, drug compliance and
relief of symptomology is unusually poor (Karrer,
1997). Education improves patient complianceand is
critical to the successful biomedical treatment of
asthma (Bone, 1996). Therefore, the teaching of
inhal ation methods is paramount when addressing the
greatest chalenge to overcome non-compliance
(Morris, 1997).

The following studiesillustrate the pervasiveness
of poor patient education and health care professional
knowledge. First, O’ Donnell, Birkinshaw, Burke and
Driscoll (1997) found that 40% of emergency
personnel (n=50) routinely checked inhal er techniques
upon patient discharge and were aware of inhaler use
guidelines.  Second, Van Ganse et a., (1997)
interviewed patients (n=54) and their family
physicians and reported that the majority patients had
a negative perception of anti-inflammatory therapy,
specifically relating to issues of safety and efficacy.
Also this study reported that despite the family
physician’s involvement in the care of asthmatic
patients, the family physicians failed to optimally
assess therapy and outcomes. These findings suggest
poor patient education results in a decrease of the
overal health status of asthmatics.

Besides lack of patient education, the underlying
causes of non-compliance may be traced to
characteristics of the disease, treatment, patient, and
caregiver system with the consequences measured in
patient suffering, financial cost, and serious
compromise of clinical trial outcomes. Improved
compliance will lead to improved treatment
management, but only if the medical care systems
encourages and supports the allocation of sufficient
resources to reduce barriers for self-management.
Several programs have adopted the concept of
community-based partnerships in asthma care with
specia programs focusing on difficult-to-manage
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patients that result in significant health improvement
and cost savings (Bellamy, 1996; Bender, Milgrom &
Rand, 1997; Scott, 1997).

Conclusion

Alternative and complementary medicine can
obvioudy play a role in the treatment of certain
ailments experienced by asthmatics. Statistically
significant results can be seen in the utilization of
acupuncture and yoga for the reduction of asthma
symptomtology. Herbal and dietary remedies perhaps
have the largest potential for the alleviation of
symptoms in asthmatics, based on chemical
mechanisms that have not yet been identified by
Western medicine. Chiropractic and homeopathic
remedies can complement western medicine, by
maintaining the body’ s healthy state but still has not
been proven to work independently to cure.

After exploring the mixed results on the
effectiveness of a variety of complementary and
alternative medical therapies for the treatment of
asthma, the question remains: Why then are so many
Americans seeking alternative forms of treatment
when the Western medicines are scientifically proven
to be effective? Until the answer is more fully
understood, health care professionals would benefit
from gaining a greater awareness of the alternative
practices that their patients may be using to decrease
their dependency on pharmaceuticalsfor their asthma.

Before rejecting the aternative practices for their
lack of scientific rigor, it is important to recall the
doubts associated with long-term use corticosteroids,
the value of theophylline, and the acceptability of
immunotherapy. For the same reason that not al
individuals with asthma are comfortable receiving
their health care from a pulmonologist or allergist,
they may not choose to place high value scientific
methodol ogies and are thus more comfortable seeking
care from a practitioner of alternative medicine.

As health educators, it is important to stay current on
al types of asthma treatments which patients may
choose to incorporate into their treatment plan.
Without a thorough understanding the benefits and
risks of Western medical treatments as well as the
complementary therapies, patientswill belesslikely to
discuss their use complementary therapies. “Perhaps
we need to give more attention to the passions that
inflame the minds of asthmatics, rather than striving
to correct the cytoneurochemical events that cause
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inflammation in the lungs’ (Ziment, 1996, p.320).
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