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Abstract
Background: Complementary and alternative medicine (CAM) is commonly used by individuals with
autism spectrum disorder (ASD). No study has examined individual, family and clinical characteristics
associated with CAM use.
Methods: Parents of 169 Australian children with a clinical diagnosis of ASD completed a questionnaire
about socio-demographics, medical history and CAM use. Children were administered the Autism
Diagnostic Observation Schedule.
Results: The majority (54%) of this sample had used CAM. Fish oil was the most common type of CAM
administered (48% of total sample) and the most common reason for CAM use was to ameliorate noncore ASD symptoms such as hyperactivity and irritability. Chi-square analyses identified no differences
between CAM and non-CAM users in gender, age of child, age at diagnosis, parental age at birth, parental
education, ethnicity or family income. No group differences in the proportion of children classified with
different ASD, based on clinical diagnosis and ADOS severity scores were observed. CAM users (37%) were
more likely than non-CAM users (22%) to take psychotropic medication (p<0.05).
Conclusions: This study provided evidence for high rate of CAM use in an Australian paediatric ASD
population, similar to other countries. CAM use was not associated with core ASD deficits. There is a clear
need for robust evidence to determine complex influencing factors on CAM uptake and its efficacy on ASD
core and non-core symptoms with a view to assist with parental informed decisions and clinical guidelines.
Keywords: Autism spectrum disorder, adolescents, psychotropic medication, correlates, therapies

Introduction

Complementary and alternative medicine (CAM) refers to
diagnostic, treatment and prevention philosophies and
techniques that are based on traditional (often, non-Western)
medicine that are used with (complementary) or in place of
(alternative) conventional medicine. Over the past decade
several surveys showed that general use of CAM is increasing
in the developed world [1-4]. However, to date, there is no
conceptual framework nor substantive evidence to account
for the growth of CAM use as a stand-alone form of health care
or when combined with conventional medicine [5]. Complex
societal and psychosocial dimensions such as perceived control

over health status, personal beliefs and values, philosophical
orientations regarding health care and life, quests for lifestyle
modification, expansion of health consumer choices, satisfaction
or dissatisfaction with treatments, loyalty to different forms of
medicine and practitioners, the nature and severity of certain
conditions as well as socio-demographic factors have all been
reported to shape CAM use [1,4-9]. Recently, the expansion of
government and private funding of CAM practitioners, services
and therapies in some countries have added another incentive
for consumers to look towards CAM use. Overall, these factors
collectively present a competing domain for conventional
medicine and evidence-base clinical practice [4,10].
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More specifically, the popularity of CAM use as a treatment
option among the paediatric ASD population is also increasing
[11-16]. International studies estimate the prevalence of CAM
use in the paediatric ASD population to be between 35% and
95% [9,15,17], which compares with rates of between 10%
and 30% amongst children in the general population [18-21].
Studies have reported a variety of CAM used by children with
ASD, with the most commonly reported being biologicallybased products such as dietary supplements, vitamins, minerals,
natural and herbal remedies [22,23]. International estimates
suggest that CAM use is widespread among individuals with
ASD, but no empirical data currently exists on the prevalence
among the Australian paediatric ASD community.
A recent review of CAM use in ASD found that many have
unmet standards of clinical effectiveness, with a particular
dearth of randomised clinical trials and replication studies
[22]. Although CAM is well-tolerated in general, there is limited
evidence for the efficacy of dietary and immune therapies,
vitamin and fatty acid supplementation as a treatment for
ASD [22,24-26]. Some novel CAM practices such as inhaling
100% oxygen in a pressurized chamber termed as hyperbaric
oxygen therapy or the administration of intravenous secretin
have shown no evidence at all for its efficacy [22]. Furthermore,
controversial CAM in the form of chelation therapy is not only
ineffective but also unsafe [22,25].
There are a range of possible explanations for the incongruence between the paucity of scientific evidence for
CAM and the high-prevalence of its use in the ASD population.
For example, a general perception of CAM as a natural
product lends itself to the notion of low risk [27]. Thus, CAM
is perceived to be relatively safe with nil or fewer side effects
when compared to psychotropic medication [27,28]. The
heterogeneous nature of ASD and the presence of possible
comorbidities highlight the complexity of ASD symptomology
for which conventional treatments may not be effective [29]
while for many families, interventions might be difficult to
access or are prohibitive due to the inherent high costs [30].
In contrast, ease of access and availability of CAM which can
be obtained online, from a local supermarket or a pharmacy
without prescription is an appealing option. Similarly, the ease
of use of CAM products as opposed to intense and sustained
behavioural one-on-one or group therapy is another positive
attribute of CAM and its adoption.
Currently, there are few studies of individuals with ASD
that examine potential factors relating to CAM use in this
population. A recent study found that children with ASD who
had behavioural problems and food allergies were more likely
to use CAM [15]. Parental experience of child-related stress was
also associated with CAM use [15]. Intriguingly, stress among
parents of children with ASD is known to be more common
than among other parents of children [31] with severity of
ASD as another influencing factor impacting on parental
stress levels [32,33]. Thus, one possibility is that CAM use is
more common among individuals with greater ASD symptom
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severity. To date, this has not been objectively examined in
CAM and ASD related studies, but only examined through
parental reports [34]. Other co-existing conditions such as
gastrointestinal problems and seizure disorders have also
been found to be associated with children’s CAM use [35]. In
other studies, Caucasian families [17], high socio-economic
status [9] and high parental education [16] were factors
that positively influenced CAM use as a treatment modality
for ASD. Similarly, parental CAM use has been shown to
influence child’s consumption of CAM [12]. Time since ASD
diagnosis is another reported factor to influence children’s
CAM consumption with those undergoing recent diagnosis
more likely to use CAM [29]. Overall, the uptake of CAM for
ASD symptoms appears to be influenced by multiple factors.
The first aim of this study was to survey a large sample
of parents of children with ASD to determine the rate of
CAM use within a large ASD sample. While studies in the US
[9,11,13,15,29,34,35], China [36], Canada [16,26] and Turkey [37]
have found that CAM use is widespread among individuals
with ASD, no empirical data currently exist on the rate of
CAM use among the Australian paediatric ASD community.
The second aim was to determine whether there was any
relationship between CAM users; socio-demographics, the
use of conventional medical treatment or type of clinical
diagnosis of children with ASD. Finally, we hypothesise that
children with ASD who use CAM are more likely to have severe
core/autism symptoms.

Methods

Participants

The recruitment of participants was performed via advertising
flyers and distributed among local service providers and
clinicians. Therefore, this study’s population comprised of
volunteer participants who self-selected to become part of
the Western Australian Autism Biological Registry (WAABR),
which is an ongoing cross-sectional study of children and
adolescents with ASD and their families taking place at the
Telethon Kids Institute. The sample comprised of 169 children
and adolescents, of which the majority were male (n=133,
79%). Table 1 presents the characteristics of the population
under investigation.
Ethics approval for WAABR was granted by the Human Ethics
Committee at Princess Margaret Hospital for Children in Perth,
Western Australia. WAABR participants are sourced through
private, government and non-for-profit service providers, in
addition to state-wide media and print advertising. Enrolment
in the registry requires a clinical diagnosis of Autistic Disorder,
Asperger’s Disorder or Pervasive Developmental Disorder-Not
Otherwise Specified (PDD-NOS). Diagnosis of these conditions
in Western Australia mandates assessment by a clinical team
comprising a Paediatrician, Clinical Psychologist and SpeechLanguage Pathologist under DSM-IV-TR guidelines and a
diagnosis is only made when there is consensus amongst
this multi-disciplinary team. The current study included all
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Table 1. Characteristics of children with ASD (n=169) and their
parents.
Characteristics

n (%)

Child’s gender
Male

133 (78.7)

Female

36 (21.3)

Child’s age
<5

42 (24.9)

5-10

69 (40.8)

>10

58 (34.3)

Child’s age at clinical diagnosis
<5

109 (67.7)

5-10

37 (23.0)

>10

15 (9.3)

Maternal age at child’s birth
<25

21 (12.4)

25-35

108 (63.9)

>35

39 (23.1)

Maternal ethnicity
Caucasian

153 (91.1)

Non-Caucasian^

15 (8.9)

Highest maternal education
Did not complete secondary school

26 (15.4)

Secondary school completion

40 (23.7)

Trade/Technical certificate

38 (22.5)

Bachelor degree or higher

65 (38.5)

Paternal age at child’s birth
<25

15 (8.9)

25-35

95 (56.2)

>35

57 (33.7)

Paternal ethnicity
Caucasian

150 (89.3)

Non-Caucasian

^

18 (10.7)

Highest paternal education
Did not complete secondary school

29 (17.2)

Secondary school completion

26 (15.4)

Trade/Technical certificate

52 (30.8)

Bachelor degree or higher

57 (33.7)

Family income
<$30,000

8 (4.7)

$30,001-$60,000

24 (14.2)

$60,001-$104,000

48 (28.4)

>$104,001

85 (50.3)

^
Non-Caucasian represents Indigenous
Aboriginal, Asian, Maori or Pacific Islander,
Latino and Arab.
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participants who voluntarily enrolled in the registry as of
November 2012, and who completed information on CAM
use (n=169).

Procedure

Participants were invited to Telethon Kids Institute where
informed consent was sought from primary caregivers. To
confirm the clinical diagnosis, all children were administered
the Autism Spectrum Disorder Observation ScheduleGeneric (ADOS-G) [38] by the same research-accredited
professional. The ADOS-G is a semi-structured assessment
that uses simple activities and questions to elicit and observe
the communicative and social behaviours relevant to the
diagnosis of ASD. Each participant’s total of ADOS-G raw
scores were mapped onto a calibrated severity score (and
ADOS classification) derived from an algorithm module and
the participant’s chronological age within the respective
module [39].
Prior to the testing session, parents were mailed a package
containing a case-history questionnaire, which sought data
on family socio-demographics, early child development,
pregnancy and birth history, and health of biological parents.
A section of the case-history questionnaire related to the use
of CAM, included the following question: “Some parents seek
natural therapies for their child. Please provide details of any
natural therapies your child has taken”. Parents were asked to
list the name of the therapy used, the child’s age when this was
first used and the reason for using this therapy. A subsequent
question asked whether the child had taken any prescription
medication. Again, parents were asked to provide the name
of the medication, the child’s age when this was first used
and the reason for using the medication. This study adapted
a classification system for CAM therapies [40].

Analysis

The data were analysed using Statistical Package for Social
Sciences (SPSS Version 19 for Windows). Descriptive statistics
are presented as mean (SD±) or percentage to describe the
sample. Children were dichotomized to either the CAM user or
non-CAM user group based on whether or not their caregiver
reported that the child had ever used CAM. Differences
between groups (CAM user vs non-CAM user) were assessed
via chi-square test (χ2). The level of significance was P value
≤0.05 (two-tailed) throughout this investigation.

Results

Table 1 presents the characteristics of the sample under

investigation. The average age of children when clinical
diagnosis was obtained was 5.07 years (SD=3.62). The average
age of children when they were assessed for the current study
was 8.57 years (SD=4.8).
Parent report indicated that over half (n=92, 54.4%) of
children in this sample had been administered CAM. Table 2
shows that the most common type of CAM was extracts from
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Table 2. Types of complementary and alternative medications
(CAM) used by children with ASD (n=169).
CAM

n (%)

doi: 10.7243/2054-992X-1-4
Table 3. Reasons for the use of complementary and alternative
medications (CAM) for children with ASD as reported by parents
(n=92).

Category

Reasonsa

n (%)b

Core ASD symptoms*

11 (11.3)

Non-Core ASD symptoms†

57 (61.3)

Natural health practices: homeopathy

8 (4.7)

Herbal therapies

9 (5.3)

Dietary therapies

14 (8.3)

Co-morbidities

Vitamins

35 (20.7)

Non-ASD specific symptoms

Minerals

19 (11.2)

Immune problems and allergies

13 (14.0)

Extracts from organisms: fish oil

81 (47.9)

Gastro-intestinal track problems

20 (21.5)

Physical therapies: massage

4 (2.4)

General health and well-being

22 (23.7)

‡

Number of different categories used

7 (7.5)

Detox

4 (4.3)

0

77 (45.6)

Sleep problems

10 (10.8)

1

40 (23.7)

Other

14 (15.1)

2

30 (17.8)

3

18 (10.7)

4

4 (2.4)

organisms such as fish oil (n=81, 47.9%), followed by vitamins
(n=35, 20.7%) and then minerals (n=19, 11.2%). Among the
children that had been administered CAM, one third (n=52,
30.9%) had used two or more different types of CAM. Parents
reported the most common reason for CAM use was to
improve non-core ASD symptoms (Table 3). These included
hyperactivity, inattention, irritability and aggression. The next
most common reason for CAM use was for children’s general
health and well-being with poor diet as the most frequently
cited motive for its use. The third most common reason for CAM
use was to improve their child’s gastro-intestinal problems, of
which constipation and loose stools were frequently reported.
Using chi-square analyses, we examined socio-demographic
factors that may differentiate the two groups (Table 4).
Psychotropic medication use was more common among CAM
users (n=34, 37%) compared to non-CAM users (n=17, 22%),
(χ2=4.404 df=1, p=0.036). No further significant differences
were observed.
Table 5 shows that the vast majority (n=143, 84.6%) of
children had a clinical diagnosis of Autistic Disorder, while
a small number of children had a clinical diagnosis of PDDNOS (n=13, 15%) or Asperger’s Disorder (n=13, 15%). The
proportion of children with each diagnosis was the same
among CAM and non-CAM users. At research assessment,
99 (58.5%) children met criteria for Autism on the ADOS-G
and 17 (10.0%) met criteria for Autism Spectrum Disorder,
while 39 (23.0%) children did not meet criteria for either
diagnosis. Overall, the proportion of children classified with
each diagnosis according to the ADOS severity scales did not
differ as a function of CAM-use.

Discussion and conclusion

This study confirmed the popularity of CAM use among a large

^

158 reported reasons.
percent of cases.
*
social communication, language deficits, restricted and
repetitive behaviours.
†
hyperactivity, inattention, irritability, aggression.
‡
dyspraxia, attention deficit disorder, attention deficit
hyperactivity disorder, anemia.
^
migraines, common cold, cracked lips.
a

b

sample of Australian children with ASD. The proportion of
children in the current study who used CAM was 54%, which
compares with 50-70% in Canada [26], 32%-92% in the USA
[13], and 40.8% in China [36]. This study also found the most
common type of CAM consumed was fish oil (47.9%) followed
by vitamins (20.7%) and minerals (11.2%). Previous studies in
this area have seldom collected detailed data on the specific
types of CAM consumed by children. Among the few reports
that did, 1-29% of children with ASD used essential fatty acids
[16,34], while 22-43% consumed vitamins [16,17].
The most common reason parents cited for their children
using CAM was to ameliorate non-core symptoms of ASD. This
study also found that one third of children who consumed
CAM were using at least two different types. This rate is
slightly lower than other studies where approximately half
of the sub-sample used more than one CAM [13,15]. However,
these comparisons need to be viewed in light of the current
and previous CAM related studies using different measures
of CAM among geographically different ASD paediatric
populations. Nevertheless, this study and the aforementioned
comparisons provide useful insight in to the widespread use
of CAM among clinically diagnosed children with ASD in the
world and specifically in Australia.
The current study observed no relationship between
the majority of child or socio-demographic factors and
the propensity for CAM use among children with ASD. This
finding stands in contrast to other investigations which
found that being Caucasian [17], having parents with high
level of education [16] and of high socio-economic status
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Table 4. Factors associated with CAM use among children with
ASD (n=169).
Factors

CAM user
n (%)

non-CAM user
n (%)

Male

69 (75.0)

64 (83.1)

Female

23 (25.0)

13 (16.9)

doi: 10.7243/2054-992X-1-4
Table 5. Autism diagnoses and type of CAM user (n=169).
Diagnoses

p-value

0.19

Child’s age
5-10
>10

21 (22.8)

21 (27.3)

38 (41.3)

31 (40.3)

33 (35.9)

25 (32.5)

61 (56.0)

48 (44.0)

23 (62.2)

14 (37.8)

8 (53.3)

7 (46.7)

User

34 (37.0)

17 (22.1)

Non-user

58 (63.0)

60 (77.9)

9 (9.9)

12 (15.6)

59 (64.8)

49 (63.6)

23 (25.3)

16 (20.8)

Caucasian

85 (92.4)

68 (89.5)

Non-Caucasian^

7 (7.6)

8 (10.5)

Did not complete secondary
school

10 (10.9)

16 (20.8)

Secondary school completion

24 (26.1)

16 (20.8)

Trade/Technical certificate

21 (22.8)

17 (22.1)

Bachelor degree or higher

37 (40.2)

28 (36.4)

5-10
>10

0.76

0.03*

Maternal age at child’s birth
25-35
>35

0.48

Maternal ethnicity
0.50

Highest maternal education

0.34

Paternal age at child’s birth
<25

6 (6.6)

9 (11.8)

50 (54.9)

45 (59.2)

35 (38.5)

22 (28.9)

84 (91.3)

66 (86.8)

8 (8.7)

10 (13.2)

Did not complete secondary
school

18 (19.8)

11 (15.1)

25–35
>35

0.28

Paternal ethnicity
Caucasian
Non-Caucasian

^

0.35

Highest paternal education

Secondary school completion

15 (16.5)

11 (15.1)

Trade/Technical Certificate

30 (33.0)

22 (30.1)

Bachelor degree or higher

28 (30.8)

29 (39.7)

20 (22.2)

12 (16.0)

0.66

Family income
<$60,000
$60,001-$104,000
>$104,001

26 (28.9)

22 (29.3)

44 (48.9)

41 (54.7)

75(81.5)

68 (88.3)

PDD-NOS

9 (9.8)

4 (5.2)

Asperger disorder

8 (8.7)

5 (6.5)

0.44

Non-spectrum

19 (22.6)

20 (28.2)

Autism spectrum disorder

9 (10.7)

8 (11.3)

Autism

56 (66.7)

43 (60.6)

0.70

Parent reported.
ADOS totals raw scores were mapped onto calibrated severity
scores (corresponding to ADOS classifications) derived from
algorithm modules and chronological age within respective ADOS
module [39].
^
†

Psychotropic medication

<25

Autistic disorder

p-value

ADOS classifications at
research assessment†

0.78

Child’s age at clinical diagnosis
<5

non-CAM user
n (%)

Autism spectrum (Clinical)
diagnosis^

Child’s gender

<5

CAM user
n (%)

0.58

^
Non-Caucasian represents Indigenous Aboriginal, Asian, Maori or
Pacific Islander, Latino and Arab.
*
P≤0.05 for differences between CAM users and non-CAM users.

[15] positively influenced CAM use in children with ASD. One
possibility for the null findings of the current study is that, while
the sample was large, it may not have possessed adequate
heterogeneity in education, ethnicity and socio-economic
status of parents to identify differences. One factor that did
distinguish the two CAM user groups in this study was the
use of psychotropic medication, in which CAM use was more
common among children with ASD who were also taking
psychotropic medication. To the best of our knowledge this
is the first study to report such finding.
There are several possibilities for why children taking
psychotropic medication are more likely to use CAM. The first
relates to parental factors. Parents who seek out and obtain
psychotropic medication for their children may also be more
willing to administer CAM. While the current study was unable
to directly test this possibility, there is evidence from a review
of interventions used by families of school-age children
that majority of parents use a combination of medication,
dietary and CAM treatments for autism [14]. Furthermore, a
study of individuals with psychiatric comorbidities and ASD
reported the use of both psychotropic and non-psychotropic
medications over time [41].
A second possibility relates to our third hypothesis: children
with ASD who use CAM have more severe ASD symptomatology.
More severe core ASD symptoms characterised by a triad of
impairments in language, social communication and restricted
repetitive behaviours may present as more troublesome
behaviours. These behaviours often pose challenges for the
child and for parents having to compromise and manage
troublesome behaviours in a variety of settings. In addition,
core ASD symptoms are atypical characteristics that impede
children’s daily functioning, reduce their capacity to learn and
negatively impact on social interactions. Caregivers may be
more likely to use CAM (and psychotropic medication) if their
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child has more challenging behaviours. However, our results do
not support this hypothesis, finding no link between CAM use
and a range of indices of ASD symptomatology. This finding is
inconsistent with previous research that showed that CAM use
is positively correlated with the severity of autism symptoms
and subsequent diagnosis [13,17,42]. A plausible explanation
for this inconsistency may be in the way the data on severity
of autism symptoms was collected. Children who participated
in this study were required to meet research criteria which
stipulated a clinical diagnosis of ASD. Therefore, this study
directly used the ADOS to validate participants’ original
diagnosis in addition to using the formula of Gotham et al.
,(2009) to generate an autism severity score from the ADOS
test scores for each child. In comparison, previous research
relied on parental report to obtain information on the original
diagnosis of autism [13,17,42], thus it is subject to recall bias.
Therefore, the current study’s data collection methods on
the diagnosis and severity of autism might be viewed as
more accurate given that the ADOS, an assessment that has
high specificity and sensitivity for diagnosing ASD [43], was
administered upon entry into this study. Around one-quarter
of the children in the current study, all of whom had a clinical
diagnosis of ASD, did not reach ASD criteria according to the
ADOS. In each case, a consensus diagnosis had been made by
a pediatrician, psychologist and speech pathologist, and thus
we believe it unlikely that the mismatch between clinical and
research classification is due to original misdiagnosis. A recent
report indicated that 19.2% of children originally diagnosed
with ASD do not meet full criteria for ASD when assessed at
a later time-point [43]. Therefore, it is possible that a similar
phenomenon has occurred in the current sample.
A third possibility for why children taking psychotropic
medication are more likely to take CAM relates to the non-core
symptoms of ASD. In the current study, parents reported that
they often administered CAM to their children to ameliorate
externalising behaviours such as hyperactivity, inattention,
irritability and aggression. This finding replicates the results
of a recent study that identified hyperactivity and irritability
to be associated with children’s CAM use [15]. Externalizing
behaviours in ASD are often treated with psychotropic
medication [44], specifically methylphenidate (Ritalin) [45-47]
and Dexamphetamine (Dexedrine) [48,49]. It is possible that
the link between psychotropic medication and CAM use
observed in the current study is a reflection of parents seeking
multiple medications to treat the same behaviours in a bid to
find an effective treatment for their child with ASD-a life-long
condition. The nature of autism may predispose parents to
try different or a combination of treatment modalities. More
broadly, it is possible that this is an emerging societal and
healthcare shift in the treatment paradigm where conventional
and pharmacological modalities are integrated with CAM
practices. This paradigm shift has been identified as Integrative
(Mental) Health Care [50,51]. It seeks to address not only the
acute symptoms of a condition but also cultural, spiritual,
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economic and environmental determinants of living with a
condition in a bid to improve overall health and well-being
with an attempt to lead a better and fulfilled life [51].
In summary, the current study confirmed that CAM use
is common among children with ASD in Australia. We found
that CAM is more common among children also taking psychotropic medication, and that CAM use was unrelated to
the severity of ASD. The strengths of this study were the
large paediatric sample size that was recruited from a single
geographical area. We also directly assessed symptomatology
using the ADOS, which stands in contrast to prior research
in this area where often information on clinical diagnoses is
obtained from parental recalls [13,34,42] or medical records
[17]-methodologies that are subject to recall and inter-rater
biases.
However, a limitation of the current study was that the
participants represented a convenience sample and may not
be representative of the broader ASD population. While this
sampling methodology may have an incorporated systematic
bias that influenced the findings, it is important to note
that there was a good representation of participants across
socioeconomic strata (Table 1) and severity of ASD (Table 5)
but not for ethnicity (Table 1).
Given the high-rate of CAM use, more robust research is
needed to provide comprehensive insights into usage patterns;
motivations of families for the uptake CAM as a treatment
modality for ASD, and a myriad of influencing factors along life
course of children with ASD. The highly accessible world wide
web opens up a myriad of information about ASD treatment
possibilities for many vulnerable parents who are desperately
seeking an effective treatment for their child with ASD [13].
However, this poses an inevitable risk for misinformation
and an overwhelming amount of case studies that usually
provide miracle testimonials and report benefit outcomes
of various CAM therapies for children with ASD with limited
consideration for the biological rationale, scientific rigor or
safety of these treatments [52]. This is coupled with some CAM
users having a misconceived notion that CAM is a safer option
when compared with conventional medication because CAM
is thought to be naturally derived [53]. Although an enhanced
therapeutic effect is desirable for any drug or therapy, in some
cases certain combinations of medications are likely to have
an adverse effect [54] and are contraindicated as in drug-herb
interaction such as those found between St John’s Wort and
psychotropic medication [55]. This underscores the importance
of adequate knowledge in evaluating the risk-to-benefit ratio
of CAM and conventional medication use.
Although not without challenge, strengthening the evidence
base for CAM and ASD in children through placebo-controlled
clinical trials are warranted, to provide more quality evidence
to determine CAM level of efficacy and safety. Continuing
education for clinicians’ about CAM and enhancing their
knowledge and skill set to evaluate CAM evidence, risk-tobenefit and ultimately advise on safety and contraindications
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for patients with ASD is essential for an effective health care
practice. Developing clinical guidelines whether they are based
on systematic reviews or expert opinion and clinical experience
is nevertheless significant and critical especially when the
latter is the best form of evidence that is currently available
[56] such as for CAM and ASD. These are important steps that
both CAM professional bodies and medical organisations in
the United Kingdom [57] and in Australia [10,58] are starting
to embrace. However, the success of such clinical statements
or guidelines only lies in the way the information is promoted
and shared among all types of practitioners; how competently
it is applied and how well it is communicated to patients
and consumers. Evidence-based knowledge about CAM
and how to best integrate CAM with conventional medicine
when treating children with ASD is integral to ethical and
best practice medical repertoire. Similarly, evidence-based
information needs to be provided to families in a timely
manner so that it equips parents with adequate knowledge
about CAM therapies which may influence families to make
better and more informed decisions about CAM options in
managing their child’s disability.
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