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Complementary therapies are popular with
expectant mothers and midwives, with many
women viewing them as ‘safe and effective’.1
During pregnancy, women are advised to
avoid many conventional drugs because of
their possible effects on their unborn child.2,3
Some women may therefore consider ‘alter-
native’ remedies in the ‘sometimes mistaken
belief that they are safer than drugs’.4
However there is no scientific basis that
herbal medicines, for example, are as natu-
ral and safe as some women, and even
health care providers, believe.5
This paper reviews the research litera-

ture to appraise the available evidence on
the safety and effectiveness of complemen-
tary therapies for a range of common preg-
nancy complaints. It begins with discus-
sion about the range of complementary
therapies used in pregnancy, the current
context in terms of debates about safety
and evidence for effectiveness, the extent
to which complementary therapies are reg-
ulated and midwives are trained to offer
advice or use complementary therapies as
part of their practice, and the level of pub-
lic awareness about these issues. The
paper provides information on use of the
following therapies during pregnancy,
though the extent of the published evi-
dence is very variable:
� acupuncture
� chiropractic
� herbal medicine
� homoeopathy
� osteopathy
� aromatherapy
� hypnotherapy
� reflexology
� massage.

It looks specifically at using complementary
therapies to treat morning sickness, pelvic
pain and back pain, constipation, anxiety,
heartburn and insomnia.

Background

Range and availability of
complementary therapies
Complementary therapies are being offered
to pregnant women as part of NHS antena-
tal care and are also used by many preg-
nant women, consulting private practition-
ers or buying over-the-counter treatments.
A survey of 221 heads of midwifery in all
NHS maternity units in England found that
massage, aromatherapy, reflexology and
acupuncture were the therapies offered
most widely. Sixty four percent of the mater-
nity units who responded provided a com-
plementary therapy service in a variety of
combinations to mothers, babies and staff.6
An Australian survey found 40% of clients at
an antenatal clinic reported using alterna-
tive therapies,7 whilst three American stud-
ies have found 7.7%, 13% and 9.1% of
pregnant women to be using herbal reme-
dies respectively.8,9,10

Safety and effectiveness
Denise Tiran, midwife, complementary
practitioner and researcher, highlights con-
cern over the safety of complementary ther-
apies used in pregnancy and particularly
‘the indiscriminate enthusiasm of midwives
[which] has resulted in some injudicious
practice in which complementary therapies
are used, not only unnecessarily, but also
inappropriately and often incorrectly.’
Around one in three midwives were using
some form of complementary therapies in
practice ten years ago, and increasing num-
bers are advising on natural remedies.11,12
Tiran mentions the trend for midwives to
advise on complementary therapies of which
they have but superficial knowledge.13 This
concern is compounded by the lack of
robust evidence for many therapies and the
potential for harm, which is greater for some
treatments such as herbal remedies.14

In a 2001 review of the methodological
quality of research on herbal medicine,
homeopathy and acupuncture, the authors
found variable quality with serious short-
comings in a majority of studies. Larger tri-
als, more recent studies, and those pub-
lished in journals listed on Medline and in
the English language scored more highly
than other studies.15
In 2005 Tiran reported, ‘There is limited

evidence on the effectiveness of comple-
mentary therapies in general and in mater-
nity care specifically’, a view backed up by
other authors.1 Tiran continues: ‘Often the
numbers of subjects are small, studies lack
control groups or there are other concerns
regarding methodology.’16
There is debate over the appropriate-

ness of research methods used in science
and conventional medicine to evaluate
complementary therapies. While some
researchers use double-blind and ran-
domised controlled trials (RCTs) to assess
complementary interventions, others, often
from traditional and alternative therapies
backgrounds, feel these methods are not
appropriate or cause problems with imple-
mentation in therapies such as acupunc-
ture. ‘Two apparently different and diverse
world-views’ are cited as the basis of this
debate.17 It is suggested that difficulties
may occur when trying to use research
methods from one worldview to assess
therapies based on another.17 What is
more, while there may be inherent chal-
lenges, some methodological issues are
misunderstood. For example, it is not
essential that trials with a control group
need to be double-blinded.17

Training and regulation
In many training courses for complementa-
ry therapies, there is little mention of the evi-
dence base, and scant focus on use of ther-
apies during pregnancy.13 Midwives may
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advise on therapies of which they have little
knowledge.13 UK law forbids anyone other
than a midwife or doctor from providing
maternity care, except in an emergency.
Tiran and Price explain that aromathera-
pists who are not midwives must liaise with
the maternity care team and remember that
treatment is complementary to normal ante-
natal and postnatal care, until 28 days after
delivery.18 This applies to any therapist who
is not a qualified doctor or midwife.
The regulation of complementary thera-

pists is a work in progress. Osteopaths and
chiropractors have been subject to statutory
regulation since 1993 and 1994, respective-
ly, including provision for legal sanctions
against those who are unfit to practice.
Statutory regulation of practitioners of
acupuncture, herbal medicine, traditional
Chinese medicine and other traditional
medicine systems has been on the agenda
for over a decade but timetables have not
been adhered to.19 Some therapists are
resistant to what they see as a costly and
bureaucratic process, citing the adequacy
of voluntary registers and the low number of
complaints as justification.19,20 A new regu-
latory body, the Complementary and
Natural Healthcare Council, opened its reg-
ister of practitioners on 19 January 2009,
enabling people to check whether practi-
tioners are registered.21 The aim is to have
10,000 approved practitioners on the regis-
ter by the end of 2009 and for the CNHC
kite mark to be established as the quality
benchmark for NHS referrals and the sym-
bol of a quality service. However, registra-
tion is entirely voluntary so there remains an
issue of the need for adequate protection of
the public.22

Public awareness
Health professions, NCT workers and par-
ents should be aware of these issues.
Those providing information or offering ther-
apies should ensure that what they say is
balanced and addresses issues of effective-
ness and safety. Pregnant women need reli-
able information in order to be able to make
choices that are as well informed as is pos-
sible when the evidence-base is limited.
Parents may not be aware of the limited
regulation and may be relying on the thera-
pist’s training to have covered which inter-
ventions are safe and appropriate for preg-
nancy.

Search strategy and
review structure

This review is based on searches carried
out on the following databases: Ovid,
PubMed, NCT Reference Manager,
Cochrane, MIDIRS, Google Scholar,
Pubmed.
The searches used the following terms:

‘complementary therapy’ and safety; ‘com-
plementary therapy’ and effectiveness;
pregnancy and aromatherapy; pregnancy
and physical therapies; pregnancy and
massage; pregnancy and osteopathy; preg-
nancy and chiropractic; pregnancy and
reflexology; pregnancy and herbal medi-
cine; pregnancy and homoeopathy; ‘com-
plementary therapy’ and pregnancy; ‘com-
plementary therapy’ morning sickness;
‘complementary therapy’ constipation;
‘complementary therapy’ back pain; ‘com-
plementary therapy’ SPD; ‘complementary
therapy’ anxiety; ‘complementary therapy’
heartburn; ‘complementary therapy’ insom-
nia.

Extent of the evidence for
different therapies
Before going on to the main body of the
paper which addresses specific pregnancy-
related conditions, a short summary is pro-
vided on the evidence available for specific
therapies and their use in pregnancy.

Acupuncture
A number of studies have been carried out
including some using rigorous methods.
However, safety and effectiveness still
needs to be demonstrated for most of the
conditions examined in this briefing.

Aromatherapy
Price and Tiran conclude that, ‘There is cur-
rently very little direct evidence for the safe-
ty of essential oils in pregnancy,’18 and that
‘there are many oils which should be avoid-
ed in pregnancy, either because they cause
miscarriage or affect the developing foe-
tus’.14

Herbal medicine
This is an area of particular concern as
women may consider herbs to be safer than
pharmaceutical drugs.23 Tiran says, ‘natur-
al’ does not necessarily mean ‘free of side
effects’…there are reports of misuse
through lack of knowledge…There are

many plants which are thought to be unsafe
to use in pregnancy…’14

Homeopathy
No research was found during this review on
homeopathy and maternity care bar three
studies on caulophyllum in labour.24 While
treatment itself is unlikely to be harmful,
there is the potential for harm if a homeo-
pathic treatment is used rather than conven-
tional medicine for conditions such as post-
partum haemorrhage or urinary burning.25

Reflexology
Much of what is written is anecdotal or case
study based. Information is sparser than for
other complementary therapies.4 Caution is
advised when using reflexology during the
first trimester, although it is unclear whether
this is evidence-based or purely to avoid the
association of reflexology with a miscarriage.

Evidence on use of
complementary therapies
for common pregnancy
complaints
Each of the following sections begins with
the range of complementary therapies used
for the condition. This is followed by a sum-
mary of the findings from the relevant
Cochrane review where one is available.
Based on a systematic search for and
assessment of research studies, Cochrane
reviews provide the best available evidence
‘for and against the effectiveness and
appropriateness of treatments (medications,
surgery, education, etc.) in specific circum-
stances’. (www.cochrane.org/reviews/
revstruc.htm) The reviews are usually
based solely on evidence from randomised
controlled trials, but other types of evidence
may also be taken into account, if consid-
ered appropriate. In this review, findings
from some additional studies may be
added, for example research published
since the Cochrane review was last updat-
ed and further information about dose and
regimen.

Morning sickness
Nausea affects an estimated 70-85% of
women during pregnancy with half experi-
encing vomiting.26 Complementary thera-
pies which are used for treating nausea
and vomiting during pregnancy include:
acupuncture, acupressure;26 aromathera-
py;27 herbal medicine (ginger, chamomile,
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peppermint and raspberry leaf);28 homeop-
athy (pulsatilla, nux vomica, sepia,
ipecacuanha, actea recemosa,
tabacum);29 reflexology; shiatsu;30 vitamin
B6.26

Cochrane review
A Cochrane review by Jewell and Young of
Interventions for nausea and vomiting in
early pregnancy, last updated in 2003,
included both conventional and comple-
mentary therapies.26 Twenty eight studies
met the inclusion criteria for the study,
‘acceptably controlled trials’, of which there
were two trials on vitamin B6 (416 women);
six trials on acupuncture or acupressure
(1,309 women) and one trial on extract of
ginger (70 women) for nausea and vomit-
ing. There was one further trial of ginger for
hyperemesis (30 women). The quality of the
studies was variable. For example, three of
the acupressure trials did not state the
method of randomisation. Severity of symp-
toms also varied, as did the stage during
pregnancy when women were recruited.
The two trials on pyridoxine (vitamin B6)

on its own showed no evidence of an effect
on vomiting (OR 0.64, 95% CI 0.18 to 2.26)
but there was evidence of effectiveness in
reducing the severity of nausea.31,32 Jewell
and Young highlight that ‘The two trials used
very different doses of medication’: 75 mg
daily,31 and 30 mg daily.32 The two trials
report similar effects on nausea score, but
only the study with the higher dosage
showed an effect on vomiting. The review-
ers conclude that, ‘It is possible there is a
dose response effect here, with the higher
dose showing greater effect in those with
worse symptoms. Unfortunately, there are
not enough data to draw such conclusions
with any confidence.’
Dichotomised data (morning sickness

yes or no) for the six acupuncture or P6
acupressure trials give odds ratios of 0.25
(95% CI 0.14 to 0.43) when compared with
no treatment, and 0.35 (95% CI 0.12 to
1.06) compared with sham or dummy
acupuncture or acupressure. These positive
results were ‘comparable to those obtained
with drugs’.26 However, further analysis was
carried out using a scale to reflect the extent
of troublesome symptoms using results
from only two trials33,34 comparing
acupuncture or acupressure with sham
acupuncture or acupressure and produces
a summary statistic where the 95% CI

includes no effect in both cases. The data
from two of these studies, one by O’Brien et
al.35 and one by Knight et al.,36 were ‘not in
a form that could be included in a meta-
analysis’, the review authors said.
‘However, both trials achieved high rates of
completion and were generally ‘conducted
to a high standard’. The reviewers went on
to state that the first of these studies
‘showed no benefit of acupressure com-
pared with either sham acupressure or no
treatment’ and that the second ‘showed real
acupuncture to have no greater effect than
sham acupuncture.’
‘One trial compared ginger with placebo,

each in capsule form, for nausea and vom-
iting in pregnancy, with 96% of women com-
pleting the trial. It reports benefit both for
vomiting (OR 0.31, 95% CI 0.12 to 0.85)
and for nausea (OR 0.06, 95% CI 0.02 to
0.21), with no adverse effects.’32
Jewell and Young concluded that:

� Pyroxidine (vitamin B6) appears to be
more effective in reducing severity of
nausea and less likely to cause side-
effects compared to drug treatments.
Advice should be taken about dosage
as overdose can cause numbness and
difficulty walking.

� Results from trials of P6 (an acupunc-
ture point on the wrist) acupuncture are
mixed. It has not been show to be clear-
ly more effective than dummy acupunc-
ture.

� No trials of treatments for hyperemesis
gravidarum (a rare, and severe, form of
morning sickness) show any benefits.

� No evidence is found that the therapies
assessed cause birth defects.

� Acupressure and ginger may work with
no side effects: caution is needed as the
composition of ginger supplements may
vary according to where it is grown and
how it is treated after harvest.26,32

Other research

Acupuncture and acupressure
A review of three studies, published more
recently than the Cochrane review, did not
find significant evidence of benefit.37

Herbal remedies
In a review of popular literature, ginger,
chamomile, peppermint and raspberry leaf
were listed as the most popular herbs used
for morning sickness, but there was no con-

sensus about whether these herbs were
safe for use in pregnancy. A small number
said that chamomile and peppermint were
unsafe, and slightly more suggested ginger
and raspberry leaf were unsafe during preg-
nancy. Information was found to be contra-
dictory, and the author concludes that the
‘dearth of original research related to their
safety indicates that these compounds
should be used with caution’.28
There is a significant amount of research

on using ginger to prevent pregnancy nau-
sea and vomiting. A review published three
years after the Cochrane review , specifical-
ly addressing the safety of herbal medicines
during pregnancy, highlights four studies
which found ginger effective for nausea and
vomiting in pregnancy.38 Two of the four
studies had been included the Cochrane
review.39,32 They found no adverse effects
from ginger when used during pregnancy.
The other two studies also concluded that
ginger appears to be safe; however, the
sample sizes were small:
� A prospective comparative matched

study of 187 women was conducted
with women taking ginger in the first
trimester and a control group of women
exposed to non-teratogenic drugs (i.e.
those which do not cause deformity or
other abnormal development in the foe-
tus) that were not antiemetic. There
were no statistically significant differ-
ences in outcome between the two
groups, and the authors conclude that
ginger does not appear to increase the
rate of major malformations and has a
mild positive effect on reducing nausea
and vomiting.40

� In a double-blind RCT on 120 women,
nausea and retching was significantly
reduced in the treatment group,
although there appeared to be no signif-
icant effect on vomiting. Infants in the
study were within normal birth weight
and frequency of congenital deformities
compared to the general population of
infants at that hospital in the same time
period.41

� In another trial that was in progress
when the Cochrane review was taking
place, ginger root was found to be as
effective as vitamin B6 for treatment of
morning sickness.42 In studies where a
dose was specified, doses were given
three or four times a day with 250mg
being the most commonly cited dose.
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Marcus and Snodgrass express concerns
about tests on laboratory rats which
showed an increase in loss of embryos
when exposed to ginger, but the authors
acknowledge that this may not predict a
human response. The same paper high-
lights ginger’s effect on cell disintegration
processes, including the remodelling of the
human brain and other organs, and on
testosterone binding processes.5 Tiran
advises caution with respect to the use of
ginger during pregnancy. In personal com-
munication she said, ‘There is growing con-
cern about the safety and appropriateness
of ginger for morning sickness. It has strong
anti-coagulant properties so should not be
used in large doses or for prolonged periods
of time in pregnancy. Further, it …can cause
heartburn or exacerbate nausea and vomit-
ing’ (by email 15 February 2009).

Homeopathy
While women may turn to homeopathic
remedies for morning sickness, there
appears to be no evidence on their safety or
effectiveness for nausea or vomiting in
pregnancy. Concern has been raised about
women self-administering ‘wrong’ remedies
which may have no effect or worsen symp-
toms, although this clearly depends on
whether one believes homeopathic reme-
dies have an effect.43

Reflexology or shiatsu
No trials were found for reflexology or shiat-
su in pregnancy-induced nausea and vomit-
ing.

Conclusion
More research has been carried out on
complementary therapy interventions to
prevent nausea and vomiting than for any
other pregnancy related complaint.
Pyroxidine (vitamin B6) used under medical
supervision appears to be effective in
reducing severity of nausea. There are
mixed results with acupuncture and more
research is needed. The Cochrane review
suggests that acupressure and ginger may
work with no side-effects. Trials seem con-
sistent about the suggested dose of ginger,
but the composition of ginger supplements
may vary, so caution is required. Other ther-
apies do not have evidence to support their
use for nausea and vomiting.

Pelvic pain and back pain
Estimates of the incidence of back pain in
pregnancy vary from a third to more than
two-thirds of women. Pain interferes with
normal activities affecting social activities,
disturbing women’s sleep and may prevent
them from working.44 Almost one-fifth expe-
rience pelvic pain, which can be symphysis
pubis dysfunction or pelvic girdle dysfunc-
tion.45 Therapies used for treating back-
ache related to pregnancy include:
acupuncture;46,47 aromatherapy;48,27 chiro-
practic;46,47,49 homeopathy (arnica, rhus
tox, bryonia, sepia, pulsatilla, nex vomica,
kali carb);29 massage;47 physiotherapy;46
relaxation;47 shiatsu;30 yoga.46,47 There is
most evidence available regarding the use
of acupuncture.

Cochrane review
The Cochrane review looking at the effec-
tiveness of Interventions preventing and
treating back and pelvic pain in pregnancy
was last updated in 2006.44 Eight studies
were included (1,305 women) looking at a
range of interventions alongside usual ante-
natal care including:
� pregnancy-specific exercises
� physiotherapy
� acupuncture
� use of pillows.

Low back pain
Sitting pelvic tilt exercises (standardised
mean difference (SMD) -5.34; 95% confi-
dence interval (CI) -6.40 to -4.27), and
water gymnastics were found to reduce
pain intensity and back pain-related sick
leave (relative risk (RR) 0.40; 95% CI 0.17
to 0.92) better than usual prenatal care
alone.50,51
A specially designed pillow was more

effective than a regular one in relieving back
pain (RR 1.84; 95% CI 1.32 to 2.55), but is
no longer available to buy.

Pelvic pain
Pelvic pain was relieved more by both
acupuncture and stabilising exercises when
compared to usual prenatal care.
Acupuncture gave more relief from evening
pain than exercises.52

Both pelvic and back pain
In one study on women with both types of
pain:
� acupuncture was more effective than

physiotherapy in reducing pain
intensity;53

� stretching exercises resulted in more
total pain relief (60%) than usual care
(11%);

� 60% of those who received acupuncture
reported less intense pain, compared to
14% of those receiving usual prenatal
care.

Women who received usual prenatal care
reported more use of analgesics, ‘physical
modalities’ and sacroiliac belts.
The review authors noted that all but one

study had moderate to high potential for
bias, and indicated that as any effects
demonstrated were small, results should be
viewed with caution.

Massage therapy
One trial has been found on massage thera-
py. It was neither included by the Cochrane
review nor specified as an excluded study.
Twenty-six pregnant women were assigned
to a massage therapy or a relaxation thera-
py group for five weeks. Only the massage
therapy group, reported less back pain by
the last day of the study. This is a small
study and can only indicate the need for
more research on this topic.54

Conclusion
Acupuncture is one of the therapies with a
greater research evidence base, and
showed better results than physiotherapy.
In the area of treatment for back and pelvic
pain in pregnancy there are several ran-
domised controlled trials. The Cochrane
reviewers concluded that, ‘Adding pregnan-
cy-specific exercises, physiotherapy or
acupuncture to usual prenatal care appears
to relieve back or pelvic pain more than
usual prenatal care alone, although the
effects are small’. They also highlighted a
moderate to high potential for bias in all but
one study, so positive results should be
viewed cautiously. More research is needed.

Constipation
There are a number of therapies where
claims are made for effectiveness in treating
constipation, including: aromatherapy;27
homeopathy (nux vomica, alumina,
opium);29 massage (clockwise abdominal
massage); reflexology.55

Cochrane review
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A Cochrane review on Interventions for
treating constipation in pregnancy, last
updated in 2001, included only two trials,
one of which tested the use of dietary fibre
supplements. It did not specifically look at
complementary therapies for constipation.
Fibre supplements increased the frequency
of defecation (odds ratio 0.18, 95% confi-
dence interval 0.05 to 0.67), and led to soft-
er stools. Stimulant laxatives are likely to be
effective if the problem doesn’t resolve with
fibre supplements.56

Reflexology
One review was found on the effectiveness
of a complementary therapy in treating con-
stipation in pregnancy. It indicated that
reflexology may be as effective as laxatives,
but the studies were carried out on people
with a diverse range of medical conditions,
not including pregnancy, so there needs to
be further evaluation of its effectiveness in
pregnant women.55

Conclusion
There is a paucity of research on comple-
mentary therapies to relieve constipation
during pregnancy, perhaps because the
conventional treatment of dietary fibre sup-
plements is likely to help. Conventional
medical advice to drink plenty of fluid and
eat foods containing bran or fibre is unlikely
to be objectionable to women as a first line
treatment for constipation.

Anxiety
A number of therapies are said to alleviate
maternal stress including: aromatherapy;
Bach flower remedies; homeopathic reme-
dies (such as chamomilla, gelesemium,
lycopodium, nux vomica, pulsatilla, seria,
aconite, aurum met);29 massage; Qi Gong;
reflexology; shiatsu;30 yoga.

Cochrane review
No Cochrane review on this aspect of preg-
nancy has yet been conducted though a title
has been registered for a future review on
Mind-body interventions during pregnancy
for preventing or treating women’s anxiety
and other perinatal outcomes.

Other research
A number of studies were found:

Aromatherapy
Twenty-six pregnant women were assigned

to a massage therapy or a relaxation thera-
py group for five weeks. Both groups report-
ed feeling less anxious after the first ses-
sion but only the massage therapy group
reported reduced anxiety.57 Another study,
described as a systematic review58 and
including six small studies described as ‘tri-
als or ‘clinical trials’. The methodological
quality of the studies varied considerably,
including methods of randomisation and
blinding. The studies did not include preg-
nant women and no outcome statistics were
reported. Although it appeared that aro-
matherapy might have a mild temporary
effect in reducing anxiety, the authors con-
cluded that the studies were ‘all sufficiently
flawed to prevent firm conclusions from
being drawn’.58

Hypnosis
In a study of 25 pregnant women who
defined themselves as anxious, relaxation
induced by hypnosis was found to be asso-
ciated with increased foetal movements.
Self-hypnosis (n = 16) and physician-
induced hypnosis (n = 9) were both found to
be associated with increased fetal move-
ments, p<0.005 and p<0.01, respectively.
The women reported that these techniques
for inducing relaxation helped them to feel
less tense. The authors concluded that hyp-
notherapy may have reduced maternal anx-
iety and catecholamine release, and as a
consequence there was an improvement in
placental blood perfusion and fetuses
moved into a more active state.59

Massage
One small-scale trial on 26 women reported
decreased anxiety after five weeks of mas-
sage therapy with a reduction in level of
norinephrine in the urine in the massage
group.54 A larger study (n=84) by the same
author group on the effects of massage
therapy on pregnant women with depres-
sion found lower levels of anxiety and
depressed mood, reduced cortisol and
norinephrine, higher dopamine and sero-
tonin.57

Conclusion
A review of aromatherapy and massage for
antenatal anxiety found a reduction in anxi-
ety, but recommended that further research
is needed to establish the efficacy of such
treatments.60 The limited available evidence
suggests that massage may be helpful in

treating anxiety during pregnancy, but more
research is needed. Further research is also
needed on inducing relaxation using hypno-
sis, which appears to be very promising.

Heartburn
The following complementary therapies are
used for treating heartburn: aromathera-
py;27 homeopathic remedies (calc carb;29
calc fluor;29 carbo vegetalis;61 graphites;29
lycopidium;29 sandalwood or Asilone).48
However there appear to be no RCTs of
high quality as the Cochrane review on
Interventions for heartburn in pregnancy,
published in October 2008, includes no
complementary therapies.62
No other relevant studies were found.

Insomnia
A number of therapies are used for treating
insomnia including: acupuncture;54 aro-
matherapy;18 chiropractic;49 herbal reme-
dies (passionflower, valerian, Jamaican
dogwood, hops, California poppy,
chamomile, lemon balm, St. John’s wort,
kava kava, wild lettuce, scullcap, Patrinia
root);63 homeopathic remedy (coffea
cruda);29 massage.54

Cochrane review
There is a Cochrane review on Acupuncture
for Insomnia, published in 2007, but this is
not limited to treatment of pregnant women.
Seven studies were eligible for inclusion in
the review (590 participants). The authors
concluded that ‘The studies were of low
methodological quality and were diverse in
the types of participant, acupuncture treat-
ments and sleep outcome measures used,
which limited the ability to pool the findings
and draw conclusions.’ 64

Other research
The search for this briefing found four rele-
vant studies on different therapies.

Acupuncture
A study of 30 women indicated that
acupuncture alleviates insomnia, but the
study suffered from a high drop-out and
small numbers, so further research is need-
ed to confirm this finding.65 A review study
of the effect of acupuncture in the general
population found that, despite methodologi-
cal limitations, all consistently indicated
improvements in insomnia.66
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Herbal remedies
No randomised controlled trials or reviews
of such trials on herbal remedies in preg-
nant women were found, possibly due to the
risks of running such a trial. A large-scale
review of non-prescription sleep treatment
research found a lack of rigorous scientific
data for the majority of herbal supplements.
The authors found that, ‘Studies are limited
by small numbers of participants and, in
some instances, inadequate design, lack of
statistical analysis, and sparse use of objec-
tive measurements.’ There was sparse or
no data on the efficacy of most products
including chamomile and St. John’s wort,
and preliminary but conflicting evidence
suggesting Valerian officinalis L. is effica-
cious in the short term. The paper highlight-
ed significant potential risks associated with
the use of Jamaican dogwood and kava
kava, and did not address safety for preg-
nant women.63

Massage
A small study (n=26) looked at massage
therapy compared to relaxation therapy
over a five week period. The massage ther-
apy group reported better sleep by the last
day of the study.54

Conclusion
There is a lack of research evidence on the
treatment of pregnant women with insom-
nia. Further research is needed. Some
remedies, such as herbal remedies, may
not be safe, particularly during pregnancy.

Implications for women
Many women experience uncomfortable
and sometimes seriously distressing condi-
tions associated with pregnancy. Not sur-
prisingly, they want to find treatments that
alleviate their symptoms and will not harm
their baby or themselves. As many comple-
mentary therapies are unregulated and
training for therapists may not be focused
around the use of rigorous evidence or the
need for particular caution during pregnan-
cy, women need to be vigilant and aware of
the potential for harm. On the other hand,
therapies that are non-invasive and are
based on a mind-body integrated or holistic
approach to healthcare, such as massage,
meditation, forms of gentle exercise and
relaxation, may be beneficial and are
unlikely to do harm. There is an urgent need
for further research in order to answer ques-

tions of importance to women and families.
Currently, women should be made aware

that there is a lack of high quality evidence
for either the safety or effectiveness of most
therapies for most pregnancy related com-
plaints, including constipation, heartburn
and insomnia. The interventions with most
evidence are:

� Pyroxidine (vitamin B6) for morning
sickness - women need information
about the correct dose level from a com-
petent practitioner.

� Acupressure and ginger for morning
sickness - these therapies may work.
There are no reported side effects for
acupressure. The safety of ginger is less
clear cut. The Cochrane review found
no adverse side-effects, however Tiran
cautions that it should not be used in
large doses or for prolonged periods
because of its anti-coagulant properties.
It is difficult to control the composition of
ginger supplements due to lack of regu-
lation.

� Acupuncture for back and pelvic pain
in pregnancy - may be effective but
effects demonstrated were small, so
more research is needed.

� Massage and aromatherapy for anxi-
ety - may have a beneficial effect but
more research is needed.

Implications for maternity
services
Women like complementary therapies and
will use them in pregnancy, so it is important
that further research is carried out. In the
meantime, all maternity services should
ensure that there are some midwives and
other health professionals who have been
trained in the use of complementary thera-
pies so that they can provide reliable and
relevant information to women and their col-
leagues, using the best available knowl-
edge.
Midwifery training should include the

opportunity to learn about complementary
therapies. In particular, as there is currently
limited evidence in terms of both effective-
ness and safety, midwives should be clear
about the extent of their knowledge and the
dangers of advising on, or offering, thera-
pies of which they have limited knowledge.

Summary and
recommendations

� More research is needed into popular
complementary therapies for common
pregnancy conditions, particularly those
where conventional medicine offers lim-
ited or no solutions or solutions with
unacceptable side-effects.

� Women need access to clear informa-
tion outlining the current lack of evi-
dence and those very limited areas
where there is evidence of effectiveness
and safety.

� Midwives, GPs, obstetricians and health
visitors need to understand the popular-
ity of complementary therapies, and the
large number of women who believe
they are safe and natural. Their training
and continuing education should enable
them to assess the safety and effective-
ness of therapies that they are asked
about.

� NCT specialist workers should be aware
of the limited evidence base and, in line

Questions to ask when choosing a
complementary therapist or consid-
ering a complementary treatment

As training in complementary therapies
and regulation of complementary ther-
apists is variable, it is important for
women to ask questions and get satis-
factory answers. Key issues are:

� The midwife’s or therapist’s length
of training, whether it was full or
part time etc.

� How pregnancy-related issues
were covered in the training.

� The therapist’s experience of treat-
ing pregnant women with a relevant
condition.

� How the therapist stays up-to-date
with new research in the area.

� Which professional body the thera-
pist belongs to.

� How the therapy is regulated, if at
all.

� Whether the therapist has insur-
ance.
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with NCT policy, provide evidence-
informed information within their compe-
tency and not give advice.

� Funding is needed for research on com-
plementary therapies for use during
pregnancy. Greater efforts need to be
made to speed up the process for devel-
oping a regulatory process for all who
claim to be therapists of any sort.

� There is a particular need for standardi-
sation of herbal supplements, including
their labelling, and regulation of those
who prescribe their use.

� A future review will consider comple-
mentary therapies used by women
when preparing for birth, including rasp-
berry leaf, perineal massage, and ther-
apies used when babies are presenting
in a breech position.
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