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ther complementary and alternative medicine modalities:
cupuncture, magnets, reflexology, and homeopathy

anet S. Carpenter, PhD, RN,a Jennifer G. Neal, BSb

School of Nursing, Indiana University, Indianapolis, Indiana, USA; and

Walther Cancer Institute, Inc., Indianapolis, Indiana, USA
We sought to evaluate evidence for the benefits and risks of acupuncture, magnets, reflexology, and
homeopathy for menopause-related symptoms. Search strategies included electronic searches of online
databases (PubMed, PsycINFO, Medline), direct searches of target journals, and citation-index
searches. A total of 12 intervention studies were identified for review. Complementary and alternative
medicine (CAM) treatments resulted in few side effects. The design, study populations, and findings
across acupuncture studies varied. In uncontrolled studies, acupuncture improved subjective measures
of hot flash frequency and vasomotor, somatic, physical, and psychological symptoms; however,
improvements were not consistent. Controlled studies of acupuncture yielded even less consistent
findings. Overall, controlled studies of acupuncture did not reliably improve hot flashes, sleep distur-
bances, or mood when compared with nonspecific acupuncture, estrogen therapy, or superficial
needling. Homeopathy significantly improved subjective measures of hot flash frequency and severity,
mood, fatigue, and anxiety in uncontrolled, open-label studies. Controlled studies of magnets and
reflexology failed to demonstrate any increased benefit of treatment over placebo. There is a need for
additional investigations of acupuncture and homeopathy for the treatment of hot flashes and other
menopausal symptoms. However, existing evidence does not indicate a beneficial effect of magnets or
reflexology in the treatment of hot flashes and other menopausal symptoms. Understanding whether, for
whom, and how these interventions work is crucial to building the evidence base needed to evaluate any
potential for these CAM therapies in the management of menopause-related symptoms.
© 2005 Elsevier Inc. All rights reserved.
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The aging population of the United States1 and findings
rom the Women’s Health Initiative (WHI) that indicate a
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hift in the risk-benefit balance of hormone therapy2–8 have
reated a growing interest in complementary and alternative
edicine (CAM) treatments for hot flashes. Healthy women

s well as those taking medications such as tamoxifen and
upron—used in the prevention or treatment of hormonally
ependent cancers—who experience hot flashes need and
eek safe and effective treatments for symptom relief.9–11 In
ddition, men with prostate cancer who experience hot
ashes from androgen-deprivation therapy also need proven

herapies.12

Numerous scientific and lay publications attest to the
ossible benefits of CAM modalities, including acupunc-
ure, magnets, reflexology, and homeopathy.13–17 However,
hese clinical recommendations are often made in the ab-

ence of clear empiric evidence of either safety or efficacy.



I
g
a
t
H
b
a
1
t
m
t
s
m
u
t
m
w
h
r
p

t
f
p
d
r
w
a
e
s
p

M

W
c
1
M
2
s
fl
d
fl
i
l
p
a
t
s
t
h
c
w
c
r

r
c
b
t
s
q

a
i
t
p
t
r
t
o
e
f
m

R

S
v
p
a
a
f

A

W
t
p
j
f
t
p
p
a
v
s
s
s
o
o
1
e
b
s

m
p
p
n

110S The American Journal of Medicine, Vol 118 (12B), December 19, 2005
rrespective of the evidence base, epidemiologic data sug-
est that consumers are using CAM for treating hot flashes
nd other menopausal symptoms and often do so based on
he advice of a medical professional. In a recent National
ealth Interview Survey (NHIS) of 31,044 adults conducted
y the Centers for Disease Control and Prevention (CDC),
pproximately 1% of adults who used CAM during the prior
2 months reported doing so to treat menopausal symp-
oms.18 In addition, the NHIS survey found that approxi-
ately 25% of adult users sought CAM therapies based on

he recommendations of a conventional healthcare profes-
ional (e.g., nurse, physician).18 In another survey of 886
enopausal women, 76% reported using CAM, and 22%

sed �1 CAM therapies specifically for menopausal symp-
oms.19 Homeopathy was the most frequently used CAM

odality for menopausal symptoms (13%).19 Acupuncture
as used by �1% of women for menopausal symptoms but
ad been used at least once by 10% of subjects for other
easons.19 In addition, 61% of respondents agreed that they
referred CAM modalities to hormone therapy.19

The purpose of this review was to evaluate evidence for
he benefits and risks of commonly used CAM interventions
or managing menopause-related symptoms, including acu-
uncture, magnets, reflexology, and homeopathy. The mo-
alities reviewed here have typically been absent from other
eviews of alternative therapies for menopausal symptoms,
hich have focused primarily on dietary supplements, such

s soy and black cohosh.20,21 They are also absent from the
vidence-based recommendations for treating menopausal
ymptoms recently published by the North American Meno-
ause Society (NAMS).22

aterials and methods

e used 3 search strategies in our investigation. First, we
onducted searches for all literature published from January
, 1950, through December 31, 2004, using PubMed and
edline and from January 1, 1985, through December 31,

004, using PsycINFO. Key words used for treatment
earches included acupuncture, acupressure, magnets, re-
exology, and homeopathy; additional searches were con-
ucted of treatment terms combined with hot flashes, hot
ushes, night sweats, vaginal dryness, vaginal atrophy, vag-
nal bleeding, and menopausal symptoms. Articles pub-
ished in languages other than English were included. All
otentially relevant articles were identified, and full text
rticles were obtained and examined by both authors. A
otal of 29 relevant articles were identified using these
earch strategies. For comparison purposes, we also used
he Google search engine to look for key words that might
elp identify additional articles. In addition, relevant spe-
ialty journals were identified, and direct index searches
ere conducted for available journals. Two additional arti-

les were identified in this manner. Finally, we reviewed the

eference lists of all obtained articles and found 1 additional n
eference. The majority of reports represented review arti-
les or clinical recommendations. These were reviewed by
oth authors but were not included in the evaluation. In
otal, the combined search strategies yielded 12 intervention
tudies, all included here regardless of level of evidence or
uality of design.

Studies were evaluated in the following manner. Both
uthors independently read and evaluated each of the 12
ntervention articles. The second author extracted informa-
ion and compiled it in tabular format based on study pur-
ose, intervention condition, control or comparison condi-
ion, design, sample, sample size, outcome measures, and
esults. The first author then verified accuracy of the ex-
racted information. Following completion and verification
f the table, the authors discussed similarities and differ-
nces across studies and within those treatment modalities
or which �1 study was available (e.g., acupuncture, ho-
eopathy).

esults

hown in Table 1 are summaries of the 12 identified inter-
ention studies. The intervention studies represented 8 re-
orts evaluating acupuncture,23–30 1 on magnetic ther-
py,31 1 on reflexology,32 and 2 on homeopathy.33,34 No
rticles on acupressure for menopausal symptoms were
ound.

cupuncture

e divided the acupuncture studies into 2 categories, con-
rolled and uncontrolled. There were 3 uncontrolled acu-
uncture studies that demonstrated favorable effects on sub-
ective measures of hot flash frequency25 and mean scores
or vasomotor and physical/somatic symptoms.24,27 Al-
hough 1 uncontrolled study did not show significant im-
rovement in psychosocial symptoms after 5 weeks of acu-
uncture,24 another reported significant improvement in
nxiety and depression after 12 weeks of treatment.27 Inter-
ention designs and sample characteristics were not the
ame across studies, but all had small sample sizes. One
tudy used 5 biweekly sessions of 40 minutes’ duration in a
ample of 11 healthy women.24 Others used a combination
f 14 weekly and biweekly 30-minute sessions in a sample
f 6 men with prostate cancer25 and 12 weekly sessions for
5 female breast cancer survivors taking tamoxifen.27 How-
ver, uncontrolled reports should be interpreted cautiously
ecause some control groups have been noted to demon-
trate improved outcomes over time.23,26,29

Findings from controlled studies of acupuncture for
enopause-related symptoms were less consistent. Acu-

uncture did not consistently improve hot flashes, meno-
ausal symptoms, sleep, or mood when compared with
onspecific acupuncture, estrogen therapy, or superficial

eedle insertion.23,26,28–30 For example, when compared



Table 1 Critique of intervention studies (continued on page 112S)

Study Intervention Control/Comparison Sample

Measures

Results
Objective HF
Frequency

Subjective HF
Frequency

HF Severity
or Distress Other

Acupuncture
Cohen et al23 Needling for 9 sessions

at 20–30 min; 1�/
wk for 3 wk then
1�/2 wk for 6 wk
then 3 wk without
treatment

Needling alternate
general tonic
points using
same schedule

17 women No No 0–3 severity
in daily
symptom
diary

0–3 severity of mood
changes and sleep
disturbance in
daily symptom
diary

From baseline to 3 mo,
experimental group
showed 30%
decrease in HF
severity and
improvement in
sleep disturbance,
but control group
showed no
significant change.
Mood improved in
both groups over
time.

Dong et al24 Needling for 40 min
2�/wk for 5 wk

None 11 women No No 0–6 distress
on
symptom
scale

Vasomotor, physical,
psychosocial, and
sexual symptom
bother; serum LH,
FSH, prolactin,
estradiol,
progesterone

Mean vasomotor and
physical symptoms
decreased at end of
treatment (P �0.02)
and at 3-mo follow-
up (P �0.05). No
change in mean
psychosocial or
sexual symptoms.
Individual items
related to
dissatisfaction with
personal life and
being inpatient with
people improved at
end of treatment (P
�0.05). No change
in serum hormones.

Hammar et al25 Acupuncture 2�/wk
for 30 min for 2 wk
then 1�/wk for 30
min for 10 wk

None 6 men with
vasomotor
symptoms
due to
castration
therapy

No Daily
summaries

No None Compared with
baseline, hot flashes
significantly
decreased after 6,
10, and 24 wk of
treatment (�50%
reduction, P �0.01).
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Table 1 Critique of intervention studies (continued on page 113S)

Study Intervention Control/Comparison Sample

Measures

Results
Objective HF
Frequency

Subjective HF
Frequency

HF Severity
or Distress Other

Ping et al26 Needling for 20 min
daily or every other
day, manipulating
needles every 5 min
with ear pressing

Estriol 1–4 mg
orally for 3 wk,
1 wk off,
repeat; vitamin
B6 20 mg,
diazepam
(dose?)

56 women No No No Kupperman Index, 11
symptoms; serum
FSH, LH, estrogen
(n � 8
acupuncture
recipients)

Both groups
significantly
improved over time,
but greater
improvement in
menopausal
symptoms was seen
in the acupuncture
group (P �0.01).
FSH and LH, but not
estrogen, decreased
with acupuncture (P
�0.01).

Porzio et al27 Traditional Chinese
acupuncture weekly
for 3 mo (12 total)

None 15 female
survivors
of breast
cancer
taking
tamoxifen

No No No Greene Menopause
Index

After 3 mo of
treatment,
significant
improvements in
anxiety, depression,
and somatic and
vasomotor symptoms
was seen over
baseline (P
�0.001).

Sandberg et al28 Needling 5–20 mm
with twirling and
electrical
stimulation for 14
treatments over 12
wk, 30 min 2�/wk
for 2 wk, then 1�/
wk for 10 wk

Superficial needle
insertion only
(�5-mm depth)

30 women No No No Mood (Mood
Adjective
Checklist), general
psychological well-
being (SCL-90),
Greene Climacteric
Index

Compared with control
group, intervention
group reported
improved mood after
12-wk treatment (P
�0.05) and at 6 mo
after treatment (P
�0.01). No other
significant group
differences.
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Table 1 Critique of intervention studies (continued on page 114S)

Study Intervention Control/Comparison Sample

Measures

Results
Objective HF
Frequency

Subjective HF
Frequency

HF Severity
or Distress Other

Wyon et al29 Electroacupuncture at
2 Hz with needles
rotated and depth of
1.25–2.5 cm, for 30
min; 2�/wk for 2
wk then 1�/wk for
6 wk

Superficial needle
insertion only

21 women No Daily
summaries

Daily
summaries
of number
that were
slight,
moderate,
or severe

Psychological well-
being index, sleep
dysfunction test,
menopausal
symptoms
(modified
Kupperman Index
for patient and
physician), urinary
neuropeptides

No significant group
differences on any
outcomes. Both
groups improved
over time (e.g.,
�50% reduction in
HF frequency in
both groups).

Wyon et al30 Electroacupuncture at
2 Hz with needles
rotated and depth of
5–20 mm, for 30
min; 2�/wk for 2
wk then 1�/wk for
10 wk or estradiol 2
mg/day orally for 12
wk

Superficial needle
insertion (�1-
mm depth)

45 women No Daily
summaries

Daily
summaries
using 0–10
scale

Menopausal
symptoms
(Kupperman
Index), total
climacteric
symptom intensity
and distress 0–10
scale

Estrogen group had a
significant decrease
in symptoms over
time compared with
other 2 groups. No
significant
difference between
electroacupuncture
and superficial
needle insertion
groups on any
outcome. Both
groups significantly
improved over time.

Magnets
Carpenter et al31 Magnetic devices on 6

acupressure sites for
3 days (10-day
washout, crossover
to placebo)

Placebo devices
on 6 sites for 3
days (10-day
washout,
crossover to
treatment)

11 breast
cancer
survivors

Sternal skin
conductance

Prospective
daily diary

Prospective
daily
severity
and
distress
(bother)
ratings
using 0- to
10-point
rating
scales

HF daily interference,
overall quality of
life.

Compared with
magnets, placebos
significantly
decreased objective
HF frequency
(10.45–6.64) and
subjective HF
distress (4.40–3.21).
No group differences
in other measures.
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Table 1 Critique of intervention studies

Study Intervention Control/Comparison Sample

Measures

Results
Objective HF
Frequency

Subjective HF
Frequency

HF Severity
or Distress Other

Reflexology
Williamson et al32 Precision reflexology

for 45 min/wk for 6
wks, then monthly
for 3 mo (9 sessions
total)

Predefined foot
massage with
no reflexology,
same schedule

66 women No Categories of
0–5, 6–10,
11–15,
16–20,
�20

Single item
severity
0–100 mm
VAS

Psychological and
physical well-being
(WHQ) anxiety and
depression scales;
symptoms list:
somatic,
vasomotor,
memory,
concentration,
sleep problems,
menstrual
attractiveness,
sexual behavior

No significant group
differences. Both groups
improved over time (all
outcomes).

Homeopathy
Clover and Ratsey33 “Normal homeopathic

treatment” included
amyl nitrosum,
calcium carbonate,
Lachesis, natrium
mur, Pulsatilla, sepia

None 31 women
(20 were
breast
cancer
survivors)

No Recalled
average as
occasional
(1–3 in 24
hr),
moderate
(4–8 in 24
hr),
frequent
(�8 in 24
hr)

Severity
recalled
average as
slight,
moderate,
severe

None Compared with baseline, during
1 yr treatment group
reported 48%–75% decrease
in frequency and 53%–73%
decrease in severity.

Thompson and Reilly34 60-min consultation
with individualized
treatment regimen

None 45 patients
with
breast
cancer

No No Single item
distress
0–10

Impact of 3 primary
symptoms on daily
life and overall
well-being (0–10
point scale),
anxiety and
depression (HADS),
quality of life
(EORTC QLQ-30)

Significant improvement in all
3 primary symptoms (P
�0.03): effect on daily life
(P �0.001), HF (P �0.001),
mood (P �0.001), fatigue (P
�0.05), other symptoms (P
�0.001), anxiety (P �0.01),
and marginal improvement
in depression (P � 0.07),
quality of life (P � 0.05)
and quality of health (P �
0.05).

EORTC QLQ-30 � European Organisation for the Research and Treatment of Cancer 30-item quality-of-life questionnaire; FSH � follicle-stimulating hormone; HADS � Hospital and Anxiety Depression
Scale; HF � hot flash; LH � luteinizing hormone; SCL-90 � Symptom Checklist–90; WHQ � Women’s Health Questionnaire; VAS � Visual Analogue Scale.
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115SCarpenter and Neal Other CAM modalities for menopause
ith placebo, acupuncture significantly improved hot flash
everity in 1 study23 and menopausal symptoms such as
aresthesias, insomnia, nervousness, joint pain, or headache
n another study.26 However, electroacupuncture did not
mprove hot flash frequency, severity, and/or similar meno-
ausal symptoms in 3 other studies.28–30 In addition, com-
ared with placebo, electroacupuncture significantly im-
roved mood in 1 study,28 but neither acupuncture nor
lectroacupuncture improved mood or psychological well-
eing in 2 other studies.23,29 Similarly, acupuncture signif-
cantly improved sleep compared with placebo,23 but elec-
roacupuncture did not.29

Comparisons across studies were hampered by differ-
nces in the type, technique, and timing of acupuncture
reatment.23–29 Treatments included needling,23,24 needling
ith unspecified manipulation of needles every 5 minutes

nd ear pressing,26 traditional Chinese acupuncture (not
therwise described),27 and electroacupuncture with rota-
ion of needles during insertion.28,29 In addition, needle
nsertion depth was specified in only 3 studies and varied
rom 5 mm to 250 mm.28–30 The length of time for needle
nsertion was either unspecified27 or varied from 20 to 40
inutes,23,25,26,28,29 and body points used for needle place-
ent varied. Although 5 of 8 studies used similar to iden-

ical body points, differences in the intervention conditions
n terms of the type of acupuncture applied (acupuncture
ersus electroacupuncture), specific needle technique (depth
nd rotation of needles), timing of intervention delivery
frequency and total number of sessions), and choice of
ontrol condition (Western medicine, alternate acupuncture
oints, or superficial needle insertion) interfered with com-
arisons across studies.23,25,28–30 Differences in the timing
f intervention delivery extended to all studies.23–30 Partic-
pants received acupuncture treatments weekly, twice
eekly, or a combination of weekly and twice weekly, with
range of 9 to 14 total sessions.23–30

Outcomes and their measures also varied across studies.
ey outcomes included hot flashes,23–25,29,30 other meno-
ausal symptoms as measured by the Greene or Kupperman
ymptom checklists (e.g., paresthesias, insomnia, headache,
ervousness, irritability),24,26–30 mood and/or psychological
ell-being,23,28,29 and sleep.23,29 In addition, the measure-
ent of hot flashes and other outcomes varied greatly across

tudies. Hot flash frequency was either not assessed at
ll23,24,26–28 or was assessed subjectively using daily diaries
f summed frequency and/or severity.25,29,30 Similarly, hot
ash severity was assessed daily using a 3-point rating
cale23 or summed rating.29,30 Other studies evaluated va-
omotor symptoms as an overall recalled average during a
iven period of time using questionnaires or symptom
hecklists.24,26–30 Only 1 study included an assessment of
ot flash–related bother or distress.24 To evaluate outcomes
ther than hot flashes, most studies used subject-completed
uestionnaires or symptom checklists. However, 1 study
ncluded physicians’ and nurses’ assessments of patients’

asomotor symptoms as an outcome measure.29 e
In addition, although several studies provided some in-
ication of potential mechanisms of action for acupuncture,
ypotheses were not always tested. Studies suggested that
cupuncture may increase central �-endorphin secretion and
odulate the negative effects of hormones and/or neuropep-

ides potentially involved in hot flash physiology. Although
study found no change in serum hormones after 5 weeks

f acupuncture treatment in 11 healthy women,24 another
ound significant decreases in follicle-stimulating hormone
nd luteinizing hormone after acupuncture treatments in 8
ealthy women.26 Results from another study suggested that
lthough urinary neurokinin A and calcitonin gene–related
eptide (2 neuropeptides involved in inflammation and/or
asodilation) decreased significantly after 4 weeks of elec-
roacupuncture treatment, effects were not maintained dur-
ng the second 4 weeks of treatment or at 1 or 3 months after
reatment.29

agnets

single pilot study investigated the use of magnets for hot
ash relief.31 In this small randomized, placebo-controlled,
rossover study, 11 breast cancer survivors completed a
4-hour baseline hot flash monitoring session, wore the
agnetic or placebo devices for 3 days, completed a post-

reatment 24-hour hot flash monitoring session, experienced
10-day washout period, and then crossed over to the

pposite study arm. Magnetic devices (Magna Bloc; Robert
olcomb, MD, PhD, Nashville, TN) and placebos were
laced over 6 acupressure sites that are used in the treatment
f hot flashes. There is no known mechanism of action for
agnet therapies for the treatment of hot flashes. Magnetic

herapy was no more effective than placebo in decreasing
ot flash severity and, contrary to expectations, placebo was
ignificantly more effective than magnets in decreasing ob-
ective measures of hot flash frequency (e.g., sternal skin
onductance) and subjective hot flash distress (e.g., self-
eported measures of distress). Whether improvement was
elated to a placebo effect or naturally occurring variation in
bjective hot flashes throughout the study period is un-
nown. In addition, the treatment and placebo devices were
ot completely benign: 55% of participants experienced
tching and/or skin reactions due to the adhesive used to
ffix the magnetic and placebo devices to the skin.

eflexology

single small, randomized study compared the use of foot
eflexology (n � 35) to a predefined routine of foot massage
ith no reflexology (n �31).32 Women reporting meno-
ausal symptoms were randomized to receive reflexology or
oot massage given in 6 weekly 45-minute sessions, fol-
owed by 3 monthly 45-minute sessions, for a total of 9
essions. No untoward reactions were noted, although no
pecific assessment strategies for assessing negative side

ffects were discussed. Results showed foot reflexology was
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o more effective than foot massage in reducing hot flash
requency, severity, or other menopausal symptoms (e.g.,
emory or concentration problems, sexuality) or improving
enopausal quality of life. Outcomes in both groups im-

roved over time. Although the use of foot massage may
ppear to be a plausible placebo condition, the majority of
omen in the treatment group and almost half the women in

he comparison group were able to correctly identify the
ondition to which they had been randomized. In addition,
o mechanism of action for using this therapy was de-
cribed.

omeopathy

esults of 2 uncontrolled, open-label studies suggested that
ndividualized homeopathic treatments for hot flashes may
e effective.33,34 Clover and Ratsey33 provided homeo-
athic treatment to 31 women, 20 of whom were breast
ancer survivors. Hot flashes were measured (1) at baseline
s the recalled average frequency during the past month and
ecalled average severity during the past month using a
-point rating scale (slight, moderate, severe), and (2) at the
nd of an unspecified treatment period as average recalled
requency and severity during the treatment period. Treat-
ent was associated with a 48% to 75% decrease in sub-

ective hot flash frequency and 53% to 73% decrease in
ubjective hot flash severity. Similarly, Thompson and
eilly34 provided individualized consultation and treatment

o 45 survivors of breast cancer with improvement seen in
ll symptoms over time. Limitations were that neither study
roposed a mechanism of action, provided specific details
egarding homeopathic treatment type or dose, or discussed
ide effects or negative reactions.33,34

ummary

his review suggests that there is some evidence to continue
o investigate acupuncture and homeopathy as potential
reatments for hot flashes and other menopausal symptoms.
owever, insufficient evidence of efficacy exists to support
se of the other modalities reviewed here for menopausal
ymptom management. Careful assessment, documentation,
nd reporting of possible negative psychological and/or
hysical reactions are essential to empirically establish the
afety of these CAM modalities. However, possible nega-
ive physical and/or psychological reactions often were not
ssessed or reported in the studies reviewed here. In general,
nvestigators appeared to assume either that the CAM mo-
alities were completely benign or that if any negative
eactions occurred, they would be spontaneously reported
y patients.

An important finding was the paucity of scientific infor-
ation on the CAM modalities included in this review.
lthough multiple acupuncture studies were identified, they

ere difficult to compare. Studies used different samples, o
ifferent designs, different types and techniques of acu-
uncture, and different outcome measures. Thus, these stud-
es did not emerge as a cohesive whole, but rather as 1 or 2
tudies on a given treatment modality. Similarly, magnets,
eflexology, and homeopathy were represented by only 1 or
studies per intervention.
Further studies of the mechanisms of action are needed

or the various CAM modalities reviewed here. Few studies
n this review addressed mechanism of action; most did
ot.27,28,31–34 Of those that addressed mechanism of action,
did not directly test it,23,25 and of the 2 studies that did test

t, the mechanism of action was not fully supported by
ata.24,29 Although speculating about how these treatments
ay work is difficult in part because of our lack of under-

tanding of hot flash physiology,35,36 without some indica-
ion of the mechanism of action of treatment, it can be
ifficult for investigators to adequately design studies and
elect intervening and outcome variables to test effective-
ess.

In addition, the literature is noticeably lacking in infor-
ation about optimal doses or durations of treatment for the

arious CAM therapeutic modalities. In these studies, dos-
ges and follow-up periods selected were based on un-
nown factors and may not have fully allowed treatment
ffects to emerge.

Important sampling limitations were seen across studies.
mall sample sizes may have compromised the power
eeded to detect group differences. Small sample sizes are
specially problematic in studies that anticipate small effect
izes. Sample heterogeneity also presents problems in the
roup of studies reviewed. Although 4 studies included
mall samples of women with breast cancer (N � 11 to
5),27,31,33,34 a population known to suffer more frequent,
evere, and bothersome hot flashes than do age-matched
ealthy women,9 only 1 study included men with prostate
ancer experiencing hot flashes as a result of androgen-
eprivation therapy (n � 6).25 Because these CAM modal-
ties may be less effective when hot flashes are severe and
othersome, such as in survivors of breast cancer, or when
ested in men, additional testing in more diverse populations
ay be warranted.
In addition, outcomes measures generally did not allow

he perceived impact of the CAM intervention to be differ-
ntiated from the physiologic impact. For example, in 10 of
he 11 studies, hot flash frequency was measured only sub-
ectively using self-reports without objective measurement
ia sternal skin conductance monitoring.23–29,32–34 Women
ay report fewer hot flashes over time in the absence of

hysiologic change due to intervention expectancy effects,
emory recall biases, and/or personal characteristics such

s mood.37–41

Overall, the empiric base for the range of treatments
ddressed here is limited, due to small sample sizes, short
reatment times, compromised designs, and weak measures

f critical outcomes. Understanding whether, for whom, and
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ow these interventions work or do not work requires im-
roved methodologies and a stronger evidence base.
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