
Mind-Body Approaches 
to Menopausal Symptoms

By Judith Balk, MD, FACOG

THE STANDARD TREATMENT FOR MENOPAUSAL SYMPTOMS, ESPE-
cially vasomotor instability, has been hormone replacement

therapy (HRT). Vasomotor symptoms, such as hot flashes and night
sweats, respond quickly and dramatically to estrogen preparations.
Because vasomotor symptoms can be disruptive and affect quality
of life, many perimenopausal and postmenopausal women choose
to take HRT to ease their symptoms. However, with the recent find-
ings of the Women’s Health Initiative (WHI) study,1 HRT use has
been questioned by both health care providers and patients. Several
mind-body approaches may be effective in alleviating symptoms,
especially in those patients for whom HRT is no longer an option. 

Summary of WHI Findings
The WHI study was halted early because of an increased risk of

breast cancer in the group receiving a combination medication of
estrogen/progestin compared to women in the placebo group.1 The
risks that were higher in the HRT group included an increased risk
of stroke, heart disease, blood clots, and breast cancer. The benefits
to the hormones included reductions in hip fracture and colon can-
cer. The risk of breast cancer began to increase after two years of
hormone use, whereas the risk of heart disease began to increase
immediately after hormones were started. 

The conclusion reached by WHI was that long-term HRT use (at
least in the form used in the study) was associated with more risks
than benefits. Because of these findings, alternatives to HRT are
needed. Although short-term hormone use could be considered for
treating menopausal symptoms, many women are concerned about
taking hormones and are interested in other approaches.

Allopathic Non-Hormonal Medications
Several allopathic medications—including venlafaxine, fluoxe-

tine, and clonidine—have been studied for treatment of meno-
pausal symptoms.2-4 The benefits of these medications tend to be
modest (i.e., they can give some improvement in the hot flashes but
they do not approach estrogen’s effectiveness). These agents are
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non-hormonal; thus, they are not thought to increase the
risk of breast cancer. Side effects can include dry
mouth, insomnia, dizziness, somnolence, and nausea.
Drug interactions also can limit their use. Although
these agents can be used successfully, other approaches
can minimize side effects and drug interactions. 

Physiology of the Hot Flash
Hot flashes are the most frequently reported meno-

pausal symptom, causing predictable physiological
changes.5 Most likely caused by a decrease in the set
point in the thermoregulatory system in the brain, hot
flashes are accompanied by decreases in estrogen and
increases in cortisol, heart rate, and skin temperature.

Hot flashes may be considered an overdrive of the
sympathetic nervous system—they are similar to the
stress response, but not identical to it. In a hot flash,
vasodilation of the vessels in the skin occurs, which is
why the face tends to get red. In the stress response, ves-
sel vasoconstriction, not vasodilation, occurs. 

Mind-Body Techniques—
Physiology and Clinical Trials

Relaxation. If the hot flash is a manifestation of 
the sympathetic nervous system being in overdrive, is it

possible to reduce this sympathetic overdrive and hence
reduce hot flashes? 

Mind-body approaches, specifically the relaxation
response, can be used to reduce the stress response,
reduce catecholamines, and help balance the autonomic
nervous system. If the physiological correlates of the hot
flash can be controlled using mind-body approaches,
perhaps the symptoms of the hot flash can be reduced 
as well. 

Some women report that hot flashes increase during
times of stress. Physiologically, this may represent a
mechanism that includes central (specifically hypothala-
mic) noradrenergic and opioid activity.6 It is not under-
stood fully whether women under stress are more likely
to notice and report hot flashes, or whether there is a true
increase in the frequency, but the issue has been studied.6

Twenty-one postmenopausal women with at least six
hot flashes daily were recruited for physiological moni-
toring during stressful and non-stressful sessions. Dur-
ing the stress session, women were exposed to stressful
stimuli such as a paced arithmetic task, loud noise, and a
stressful film. The non-stress session included listening
to music and reading pleasant magazines. 

To ascertain if a reporting bias exists, subjects were
asked to report when they had hot flashes, and these
reports were compared to the physiological changes that
were occurring within the subject at the time of the
reported hot flash. There were 43% more objective hot
flashes recorded during the stress session than during
the non-stress session, and there were 47% more subjec-
tive hot flashes during the stress session. Hot flash accu-
racy was equal in both sessions; the laboratory stress did
not sensitize women to their physiological states and did
not contribute to mislabeling somatic sensations as hot
flashes. In conclusion, stress does increase the frequency
of hot flashes. 

Stress Management Techniques. Because stress
increases the frequency of hot flashes, stress reduction
techniques may decrease the frequency of hot flashes.
An early pilot study investigated the use of a multiple
component self-control program for menopausal hot
flashes.7

Four menopausal women served as their own controls
over a six-month period. After a three- to four-week
baseline period, subjects received 10 sessions of training
in a variety of stress and temperature control techniques,
such as relaxation, self-suggestions of cool thoughts,
and temperature feedback. The reductions in number of
hot flashes between the last two weeks of baseline and
the last two weeks of training ranged from 41% to 90%
for the four subjects, and treatment gains were main-
tained at the six month follow-up. 
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Relaxation and Additional Interventions. A larger
study on the effects of relaxation response training on
menopausal symptoms found similar results.8 In this
study of 33 postmenopausal women, subjects were ran-
domized to one of three groups: relaxation response, a
reading intervention in which patients read for 20 min-
utes daily (the attention control group), or control in
which patients received no intervention training. Both
intervention groups experienced psychological benefits,
such as reduction in depression in the relaxation group
and anxiety in the reading group. However, only the
relaxation response group demonstrated significant
reductions in hot flash intensity. 

These authors concluded that daily elicitation of the
relaxation response led to significant reductions in hot
flash intensity and the concurrent psychological symp-
toms of tension-anxiety and depression. 

A study of six menopausal subjects demonstrated that
the behavioral technique called applied relaxation also
reduced menopausal symptoms.9 The purpose of applied
relaxation is to teach a coping skill that will enable rapid
relaxation. It has multiple components, such as progres-
sive relaxation and cue-controlled relaxation, and has
been used to treat both anxiety disorders and somatic
disorders such as headache. Subjects received group
instruction one hour per week over a 12-week duration.
The frequency of hot flashes was monitored from base-
line through six months after training. The number of
hot flashes decreased during this period in all subjects,
ranging from 59% to 100% reduction, with the mean of
73% reduction. 

Relaxation training also was studied under conditions
of heat-induced hot flashes.10 Peripheral heating has
been shown to elicit hot flashes in postmenopausal
women but not in premenopausal women. Subjects
received either relaxation training or a control procedure
and then were subjected to heat stress to induce hot
flashes. Latency to hot flash onset during heat stress was
increased significantly in relaxation subjects but not in
controls. Similarly, hot flash frequency was significantly
reduced in relaxation subjects but not in control subjects. 

Breathing Techniques. Slow, deep breathing has
been hypothesized to modulate sympathetic activation;
as such, this type of breathing may decrease hot flashes.
One study randomized symptomatic postmenopausal
women to either paced respiration (slow deep breath-
ing), muscle relaxation, or α-wave electroencephalo-
graphic biofeedback (placebo control).11 Subjects under-
going paced respiration had abdominal and thoracic
chest excursions recorded. They were instructed to
breathe at 6-8 cycles/min and to increase the amplitude
of the abdominal tracing. Twenty-four hour ambulatory

monitoring detected hot flashes at baseline and after
completion of the last treatment session. Hot flash fre-
quency decreased significantly for the paced respiration
group, but not for the other two groups. Thus, training in
slow, deep breathing alone will result in a significant
reduction in the occurrence of menopausal hot flashes. 

Risks
Few risks exist with relaxation techniques. Some sub-

jects may have emotional distress with certain techniques
such as guided imagery, if the imagery is unpleasant to
that subject. Autogenic training, where the arms and legs
typically are imagined to be warm and heavy, likely
would not be helpful in alleviating menopausal symp-
toms, given that the sensation of warmth is unpleasant for
women experiencing hot flashes. 

Conclusion
Mind-body approaches, such as relaxation response

training and slow, deep breathing, can reduce the fre-
quency of hot flashes. For women who choose not to use
HRT, or for women who have unsatisfactory results on
hormones, the addition of mind-body skills training can
improve their menopausal symptoms and the psycholog-
ical distress that often comes with these troublesome
symptoms.   ❖
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Bone Density and Exercise 
By Lynn Keegan, RN, PhD, HNC, FAAN

BONE IS A LIVING, GROWING TISSUE—A COMPOSITE OF

minerals, with calcium being the most abundant.
Bone is not a hard and lifeless structure; rather, it is a
complex, living tissue. Throughout life new bone tissue
is formed while the old tissue is reabsorbed. At puberty
bones grow at an accelerated pace resulting in increasing
of both length and density of the skeletal system. 

Because bones are changing constantly, they can heal
and may be affected by diet and exercise. Until the age
of about 30, the body builds and stores bone efficiently.
Then, as part of the natural aging process, bones begin to
break down faster than new bone can be formed. The
critical years for building bone mass are from prior to
adolescence to about age 30. Some think that young
women can increase their bone mass by as much as
20%, a critical factor in protecting against osteoporosis.
In women, bone loss accelerates after menopause, when
the ovaries stop producing estrogen. 

Osteoporosis
Osteoporosis is a significant public health problem

associated with increased mortality and morbidity.1 It is
a common disease in the elderly, and the fractures that
result from this disorder affect 40% of women and 14%
of men older than age 50.2 Results from a Swedish study
involving heel and finger ultrasound measurements
found that virtually all institutionalized elderly women
could be classified as osteoporotic.3 The risk of fracture
relates to bone mineral density (BMD) and the risk of
falling, among other factors. Low BMD in the elderly
can result from either low peak bone mass or accelerated
bone loss, or a combination of the two. Nutritional 
factors play a role in both the attainment of peak bone
mass and in the rate of age-related bone loss. The main

determinants of peak bone mass are genetic factors,
early-life nutrition, diet, and exercise.2 According to one
estimate, approximately 66% of British Columbia,
Canadian women older than age 40 are considered to
have osteoporosis or osteopenia when their bone density
results are compared to those of young adults. 

Roughly 340,000 people in the United States fracture
a hip each year, and four out of five fractures occur in
elderly women.4 Osteoporosis typically progresses with-
out symptoms. The first sign of osteoporosis may be a
decrease in height, rounded shoulders, or hip or back
pain. A broken bone after a minor fall also may indicate
osteoporosis.

Role of Exercise in Increasing Bone Density
Data supporting the notion that exercise during

growth builds a stronger skeleton is compelling. Many
active investigations give rise to an optimistic outlook.
Exercise during growth, especially during the pre-puber-
tal years, increases BMD and perhaps also bone size,
each independently conferring bone strength.5 The role
of exercise in increasing bone density is under investiga-
tion. One less-than-optimistic Swedish investigator
thinks that in adulthood, exercise at best halts bone loss
or increases BMD by a few percentage points, an
increase of questionable biological significance. 

The Achilles heel of exercise is its cessation. Most
BMD benefits achieved by exercise during growth are
lost with cessation of exercise. Exercise at a lower level,
after a period of high-intensity activity, may retain resid-
ual BMD benefits into old age. High lifelong workload
and high leisure-time activity level are associated with
high BMD. A reduced rate of fragility fractures in the
population perhaps could be achieved by promoting a
physically active lifestyle with lifelong high-activity
level during work and leisure time, leading to high BMD
and fewer fractures.6

Research Studies
The objective in one cross-sectional study was to

investigate the relationship between lifetime physical
activity and calcium intake and BMD and bone mineral
content (BMC) in 42 regularly menstruating Caucasian
women (age 21.26 ± 1.91 years, body mass index [BMI]
23.83 ± 5.85 mg/kg2).1 BMD and BMC at the lumbar
spine (L2-L4), hip (femoral neck, trochanter, total), and
total body were assessed by dual energy X-ray absorp-
tiometry (DXA). Lifetime history of physical activity
and calcium intake was obtained by a structured inter-
view using valid and reliable instruments. Measures 
of both lifetime physical activity and calcium intake
were highly correlated. In stepwise multiple regression
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analyses, lean mass was the most important and consis-
tent factor for predicting BMD and BMC at all skeletal
sites. Lifetime physical activity contributed to 3% of the
variation in total body BMD, and lifetime weight-bear-
ing physical activity explained 15.1% of variance in
lumbar spine BMC. Current calcium intake predicted
6% of the variance in BMD at the femoral neck and
trochanter. The researchers found lean body mass
(LBM), which can be modified to some extent by physi-
cal activity, to be a powerful predictor of BMD and
BMC in young women. These results also suggest that
adequate calcium intake may help to enhance bone
mass, thus decreasing the risk of osteoporotic fracture
later in life.

Another cross-sectional study of 113 healthy white
women, 20-88 years of age, evaluated relationships
between BMD, body composition, calcium intake, and
physical activity.7 The analysis was performed in the
entire cohort and in groups divided by reproductive/
menopausal status (premenopausal, perimenopausal,
early postmenopausal, and late postmenopausal). BMD
and body composition were measured with Lunar DPX-
MD densitometer using specialized software for total
body, spine, femur, and forearm. Calcium intake from
food and supplements was assessed by a food frequency
questionnaire. Past physical activity and past and present
walking were assessed only in the older cohort using
modified version of the Allied Dunbar National Fitness
Survey for Older Adults. 

The results showed significant reduction of both total
body BMD and LBM of 13% and 12%, respectively,
with age. LBM was the strongest determinant of BMD
in various skeletal sites in the entire cohort and by
groups. Calcium was associated positively with BMD of
various regions of hip in the entire cohort and in the
youngest and oldest subjects (r ranging from 0.32-0.56,
P < 0.05, in simple regression), but not in peri-
menopausal and early postmenopausal women. Past
activity (sports and recreation) was associated positively
with BMD in total body, spine, hip, and forearm (r rang-
ing from 0.26-0.37, P < 0.05). Various modes of walking
were associated positively with BMD in regions of
femur and forearm. These results reveal the importance
of lean tissue acting independently on bone at different
skeletal sites in women across age groups as well as the
positive effects on BMD of calcium in the youngest and
oldest women and life-long engagement in physical
activity in older women.

A third study involved a meta-analysis of individual
patient data (IPD) to examine the effects of exercise on
lumbar spine BMD in postmenopausal women.8 IPD
were requested from a previously developed database of

summary means from randomized and nonrandomized
trials dealing with the effects of exercise on BMD. The
results cross 13 trials that included 699 subjects (355
exercise, 344 control) and reveal a statistically signifi-
cant increase in final minus initial BMD for the exercise
group and a statistically significant decrease in final
minus initial BMD for the control group. Changes were
equivalent to an approximate 2% benefit in lumbar spine
BMD (exercise +1%, control -1%). The results of this
IPD meta-analysis suggest that exercise helps improve
and maintain lumbar spine BMD in postmenopausal
women.

One study assessed the relationship of walking,
leisure-time activity, and risk of hip fracture among
postmenopausal women.4 Prospective analysis began in
1986 and included 12 years of follow-up in the Nurses’
Health Study cohort. A total of 61,200 postmenopausal
women (ages 40-77 years and 98% white) without diag-
nosis of cancer, heart disease, stroke, or osteoporosis at
baseline were included in the study. Incident hip fracture
resulting from low or moderate trauma was analyzed by
measuring the intensity and duration of leisure-time
activity and time spent walking, sitting, and standing at
baseline and updated throughout follow-up. 

From 1986 to 1998, 415 incident hip fracture cases
were identified. After controlling for age, BMI, use of
postmenopausal hormones, smoking, and dietary intakes
in proportional hazards models, risk of hip fracture was
lowered by 6% for each increase of 3 metabolic equiva-
lent (MET)-hours per week of activity (equivalent to 1
hr/wk of walking at an average pace). Active women
with at least 24 MET-hr/wk had a 55% lower risk of hip
fracture compared to sedentary women with less than 3
MET-hr/wk. Even women with a lower risk of hip frac-
ture due to higher body weight experienced a further
reduction in risk with higher levels of activity. Risk of
hip fracture decreased linearly with increasing level of
activity among women not taking postmenopausal hor-
mones, but not among women taking hormones. Among
women who did no other exercise, walking for at least 4
hr/wk was associated with a 41% lower risk of hip frac-
ture compared with less than 1 hr/wk. More time spent
standing also was associated independently with lower
risks.

The purpose of another study was to determine the
effect of intense exercise training on physical fitness,
coronary heart disease, BMD, and parameters related to
quality of life in early postmenopausal women with
osteopenia.9 Fifty-nine fully compliant women without
any medication or illness affecting bone metabolism
took part in intensive exercise training (> two sessions
per week); 41 women served as nontraining controls.

Alternative Therapies in Women’s Health 13



Both groups received as much as 1,500 mg/d of calcium
and 500 IU/d of vitamin D. Bone density of the lumbar
spine and hip, maximum isometric and dynamic
strength, and quality-of-life parameters including vaso-
motor symptoms related to menopause were measured
at baseline and after 14 months. The results demonstrat-
ed significant differences in bone density, maximum iso-
metric strength, and quality-of-life parameters (e.g.,
lower back pain) between the exercise and control
groups. Dynamic strength at four exercises, which was
assessed in the exercise group only, increased signifi-
cantly (15-43%). The intense exercise training program
in this study was effective in improving strength,
endurance, quality-of-life parameters, and BMD in
women in their critical early postmenopausal years.

Another study evaluated the potential benefits of reg-
ular Tai Chi Chuan exercise on the weight-bearing bones
of postmenopausal women at a university medical
school in Hong Kong.10 Participants were postmeno-
pausal women (age range, 50-59 years), including 17
self-selected regular Tai Chi Chuan exercisers with more
than four years of regular exercise, and 17 age- and gen-
der-matched non-exercising controls. BMD in the lum-
bar spine and proximal femur was measured at baseline
and at follow-up 12 months later using DXA and in the
distal tibia using multislice peripheral quantitative com-
puted tomography. Baseline results showed that the Tai
Chi Chuan exerciser group had significantly higher
BMD (10.1%-14.8%, all P < 0.05) than the control
group in the lumbar spine, proximal femur, and the
ultradistal tibia. The follow-up measurements showed
generalized bone loss in both groups. This is the first
case-control study to show that regular Tai Chi Chuan
exercise may help retard bone loss in the weight-bearing
bones of postmenopausal women.

Specific Exercises to Reduce 
Bone Loss and Fractures

Weight-bearing (impact) exercises appear to be the
most important type of exercise to prevent bone loss.
Specifically this includes: walking, jogging, running,
stair climbing. Many aerobic exercises involve some
aspect of weight-bearing movement. More entertaining
activities, such as dancing, tennis, and skating, involve
impact exercise, and thus, they too help to build bone.

Conclusion
Physical activity can reduce the risk of hip fractures

in older women, although the required type and duration
of activity have not been determined. Walking is the
most common activity among older adults, and evidence

suggests that it can increase femoral bone density and
reduce fracture risk. 

Most American practitioners now advocate exercise
as a part of osteoporosis prevention. Canadian physi-
cians recommend impact-type exercise, as well as age-
appropriate calcium and vitamin D intake, for the pre-
vention of osteoporosis.11

The bottom line about maintaining bone density is to
get up off the couch or out of that office chair and begin
walking, dancing, and skating toward maturity.   ❖

References

1. Wallace LS, Ballard JE. Lifetime physical activity and
calcium intake related to bone density in young
women. J Womens Health Gend Based Med
2002;11:389-398.

2. Eastell R, Lambert H. Strategies for skeletal health in
the elderly. Proc Nutr Soc 2002;61:173-180.

3. Ekman A, et al. Almost all institutionalized women
are osteoporotic, when measured by heel and finger
ultrasound. J Intern Med 2001;249:173-180.

4. Feskanich D, et al. Walking and leisure-time activity
and risk of hip fracture in postmenopausal women.
JAMA 2002;288:2300-2306.

5. Karlsson M. [Exercise increases bone mass in children
but only insignificantly in adults.] Lakartidningen
2002;99:3400-3405.

6. Karlsson M. Is exercise of value in the prevention of
fragility fractures in men? Scand J Med Sci Sports
2002;12:197-210.

7. Ilich-Ernst J, et al. Critical factors for bone health in
women across the age span: How important is muscle
mass? Medscape Womens Health 2002;7:2.

8. Kelley GA, et al. Exercise and lumbar spine bone 
mineral density in postmenopausal women: A meta-
analysis of individual patient data. J Gerontol A Biol
Sci Med Sci 2002;57:M599-M604.

9. Kemmler W, et al. Exercise effects on fitness and 
bone mineral density in early postmenopausal women:
1-year EFOPS results. Med Sci Sports Exerc 2002;34:
2115-2123.

10. Qin L, et al. Regular Tai Chi Chuan exercise may
retard bone loss in postmenopausal women: A case-
control study. Arch Phys Med Rehabil 2002;83:
1355-1359.

11. Brown JP, et al. 2002 clinical practice guidelines for
the diagnosis and management of osteoporosis in
Canada. CMAJ 2002;167(10 Suppl):S1-S34.

14 February 2003



CME/CE Questions
5. Mind-body approaches have been studied for menopausal

symptoms.
a. True
b. False

6. Which of the following approaches may be helpful for
menopausal vasomotor symptoms?
a. Autogenic training
b. Relaxation response training
c. Kegel exercises

7. Hormone replacement therapy has been found to increase the
risk of:
a. renal cancer.
b. osteoporosis.
c. colon cancer.
d. breast cancer.

8. Weight-bearing exercises—such as walking, jogging, running,
stair climbing, aerobics, dancing, tennis, and skating—appear
to be the most important type of exercise to prevent bone loss. 
a. True
b. False
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CME/CE Objectives
After reading Alternative Therapies in Women’s

Health, the health care professional will be able to:
1. evaluate alternative medicine and complemen-

tary therapies for women’s health concerns; 
2. identify risks and interactions associated with

alternative therapies; 
3. discuss alternative medicine options with

patients; and 
4. offer guidance to patients based on the latest

science and clinical studies regarding alternative and
complementary therapies. 

Answers:5. a, 6. b, 7. d, 8. a

Changes to CME/CE Program
Effective with this issue, Alternative Therapies in

Women’s Health is changing its testing procedure.
You will no longer need to return a Scantron answer
sheet to earn credit for the activity. Please review the
text, answer the following questions, check your
answers against the answer key, and then review the
materials again regarding any questions answered
incorrectly. To receive credit for this activity, you
must return the CME/CE evaluation enclosed with
the June issue. For further information, refer to the
“CME/CE Instructions.”

This testing procedure has proven to be an effec-
tive learning tool for adults. If you have any questions
about the new testing method, please contact Ameri-
can Health Consultants’ Customer Service at 1-800-
688-2421. 

CME/CE Instructions
Physicians and nurses participate in this continu-

ing medical education/continuing education program
by reading the articles, using the provided references
for further research, and studying the test questions.
Participants should select what they believe to be the
correct answers, then refer to the list of correct
answers to test their knowledge. To clarify confusion
surrounding any questions answered incorrectly,
please consult the source material. After completing
this activity, you must complete the evaluation form
provided with the June issue and return it in the reply
envelope provided in order to receive a certificate of
completion. When your evaluation is received, a cer-
tificate will be mailed to you.

Clinical Abstracts
With Comments by Mary Hardy, MD

HRT, Antioxidants,
and Atherosclerosis

Source: Waters DD, et al. Effects of hor-
mone replacement therapy and antioxidant
vitamin supplements on coronary athero-
sclerosis in postmenopausal women. JAMA
2002;288:2432-2440.

The aim of this study was to deter-
mine whether hormone replacement

therapy (HRT) or antioxidant (AO) vita-

min supplements, alone or in combina-
tion, influence the progression of coro-
nary artery disease (CAD) in postmeno-
pausal women, as measured by serial
quantitative coronary angiography. 

A total of 423 postmenopausal
women with at least one 15-75% coro-
nary stenosis at baseline coronary
angiography were studied from July
1997 to January 2002 in seven clinical
centers in the United States and Canada.

Patients were randomly assigned in a
2 x 2 factorial design to receive either

0.625 mg/d of conjugated equine estro-
gen (plus 2.5 mg/d of medroxyproges-
terone acetate for women who had not
had a hysterectomy), or matching place-
bo, and 400 IU of vitamin E bid plus
500 mg of vitamin C bid, or placebo. 

Annualized mean (SD) change in
minimum lumen diameter from base-
line to concluding angiogram of all
qualifying coronary lesions was aver-
aged for each patient. Patients with
intercurrent death or myocardial infarc-
tion (MI) were imputed the worst rank



Expectant Mothers Turn to CAM
A survey taken in an Australian hospital indicates that

many expectant mothers turn to alternative medicine dur-
ing pregnancy to ease morning sickness, reflux,
headaches or back pain, aid sleep, and reduce stress. 

The seven-week study of 48 women (ages 20-43) in
the antenatal wards at Adelaide’s Women’s and Chil-
dren’s Hospital found that three-quarters had used at
least one complementary health care product during
their pregnancy. Chamomile, ginger, peppermint, and

raspberry leaf were the most popular herbal products,
followed by aromatherapy oils, homeopathic prepara-
tions, flower essences, therapeutic oils, antioxidants,
and a range of dietary supplements.

The survey was published in the December 2002
issue of Australian Pharmacist. The researchers say
these results may not be applicable to the wider commu-
nity. “Complications or difficulties during pregnancy
may result in a greater desire to use complementary
medicines,” the researchers say.   ❖
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of angiographic outcome. 
The mean (SD) interval between

angiograms was 2.8 (0.9) years. Coro-
nary progression, measured in mean
(SD) change, worsened with HRT by
0.047 (0.15) mm/y and by 0.024 (0.15)
mm/y with HRT placebo (P = 0.17);
and for AO vitamins by 0.044 (0.15)
mm/y and with vitamin placebo by
0.028 (0.15) mm/y (P = 0.32). When
patients with intercurrent death or MI
were included, the primary outcome
showed an increased risk for women in
the active HRT group (P = 0.045), and
suggested an increased risk in the active
vitamin group (P = 0.09). Fourteen
patients died in the HRT group and
eight in the HRT placebo group (hazard
ratio [HR], 1.8; 95% confidence interval
[CI], 0.75-4.3), and 16 in the vitamin
group and six in the vitamin placebo
group (HR, 2.8; 95% CI, 1.1-7.2).
Death, nonfatal MI, or stroke occurred
in 26 HRT patients vs. 15 HRT controls
(HR, 1.9; 95% CI, 0.97-3.6) and in 26
vitamin patients and 18 vitamin controls
(HR, 1.5; 95% CI, 0.80-2.9). There was
no interaction between the two treat-
ment interventions. 

In postmenopausal women with
CAD, neither HRT nor AO vitamin
supplements provides cardiovascular
benefit. Instead, a potential for harm
was suggested with each treatment.

Comments: Epidemiological evidence
suggests a protective benefit for heart
disease by consuming a diet high in

AO-rich foods, such as fruits and veg-
etables. However, for AOs given as sup-
plements, the evidence for the same
benefit is less strong. Studies generally
have not shown a possible effect of AO
vitamins given independent of diet,
although the majority of the subjects
have been male.

The patients in this trial averaged 69
years of age and were obese (body mass
index > 30); 66% of the patients were
white. The groups were largely equiva-
lent at the time of diagnosis with equal
numbers of patients with prior history of
MI, smoking, hysterectomy, aspirin,
and lipid-lowering drug and beta-block-
er use. Significant differences included
more diabetics in the active HRT group
and fewer users of angiotensin convert-
ing enzyme inhibitors in the active AO
group. Compliance with HRT was only
fair (67% patients took medication as
directed); the AO users were more com-
pliant (87%). The dropout rate in the
trial was high.

Although the results from this trial
showed no benefit from HRT or AOs on
the progression of occlusion of the coro-
nary lumen in these subjects, approxi-
mately 20% of the subjects in all treat-
ment groups showed regression of
lesions over the course of the trial. The
authors did not comment on this finding.

The significance of this study lies in
confirming previous poor results with
HRT on coronary endpoints, as well as
adding to our information about AOs, in

postmenopausal women with pre-exist-
ing CAD. In other clinical trials, AOs
have been reported to interfere with the
ability of statin drugs to raise HDL.
Patients taking lipid-lowering drugs,
presumably statins, in this study were
not analyzed separately, so it is not pos-
sible to determine if AOs interfered with
the clinical efficacy of these drugs. If the
impact of AOs is small, their effects
would be eclipsed by the much larger
effects of pharmacological treatment. 

Finally, it is likely that any effect
seen in the epidemiological trials is not
related to AOs only, but to other con-
comitant healthy habits, such as weight
loss or increased exercise, or to other
biologically active constituents in food.
Experts have suggested that AO treat-
ment may need to last a decade or more
to see benefit. In addition, I would
encourage authors using AO interven-
tions to be more specific in describing
the formulations used.

Neither HRT nor AO in these doses
for this population seems to be of bene-
fit in secondary prevention. HRT usage,
in fact, seems to be associated with a
slight increase in risk of adverse cardiac
events, especially in diabetics. This
leaves us all waiting for results from the
ongoing portion of the Women’s Health
Initiative, a primary prevention trial
studying a general population without
prior evidence of CAD, to see the
effects of long-term AO use on CAD
prevention.   ❖
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