Chapter 7

Concluding remarks
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Menopause described as the completely to stop the duration of menstrual that happens
naturally or is increase the risk by chemotherapy, surgery, or radiotherapy.® 2 Nearly 85%
of climacteric women reported at least 1 menopausal problem, for example hot flushes,
depressive mood, or problems with asleep.®’Nearly 10 percent of women, undergoing
perimenopausal or menopausal changes, visit health care providers to seek medical
counseling. Estrogen therapy is an effective, well-established treatment.”) Early onset of
climacteric and postmenopausal period are related to higher blood pressure level.>?
Climacteric will increase the chance of high blood pressure by 2-fold, even once adjusting for
factors like age and body mass index (BMI).® ° Treatment modalities for menopausal
symptoms and hypertension in menopause are still debatable. After the publication of the
Women's Health Initiative study, menopausal problem management has become additional
complicated as a result of the risks related to the treatment of hormone.®® Actually, there
has been a huge decline within the prescription and use of the treatment of hormone.?
Relaxation is an alternative method for treating vasomotor symptoms but its effectiveness is
still questionable. The problem of low perceived risk in asymptomatic conditions, like
hypertension, leads to complacency and noncompliance. Although compliance with
antihypertensive therapy was reported to be as high as 81.6% among patients in clinical
trials, it was only 50.6% in the general clinic patients. Behavior modification techniques may
provide the lacking element to enhance compliance and increase awareness of the risks
associated with inadequate treatment. -6

This thesis highlights the effect of relaxation method in treating hot flushes, nights
sweating, and sleeps disturbance in women with peri- and postmenopausal status. In
addition, it draws special attention to the use of MR (modified relaxation) method to control
mild hypertension in Thai postmenopausal women, compared with a control group who
receive only health education.

Systematic review of the effectiveness of relaxation techniques versus acupuncture in
treating menopausal symptoms found that existing studies provide insufficient evidence to
determine the effectiveness of relaxation techniques as a treatment for menopausal
vasomotor symptoms, or whether the treatment is more effective than acupuncture. There
was a small non-significant effect in favor of relaxation over acupuncture, but the meta-
analysis was based on only two studies with small sample sizes. One large trial to date, with
unclear methodological quality, found no significant difference between relaxation
techniques and acupuncture. However, the study randomized participants into 4 treatment
groups, and it was not powered to detect a difference in treatment effect between
relaxation techniques and acupuncture. More high quality RCTs with adequate sample sizes
are required before any definite conclusion can be made. As a consequence, there were
limited data to evaluate the effectiveness of relaxation techniques on vasomotor symptoms.
No data were reported on the outcomes of night sweats and sleep disturbances. While
several trials included quality of life (QOL) as an outcome, they typically used invalid
measures. The percentage of dropouts in the relaxation group was higher than that in the
acupuncture group, but the reasons for this loss to follow-up was not well understood. It
should be noted that relaxation techniques require long and continuous practice to achieve
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the treatment effect and subjects’ compliance can be a problem. The adverse events and
tolerability of relaxation interventions were not reported. It is important to know the
benefits and risks of relaxation intervention before it can be recommended as a treatment
option for menopausal symptoms. In conclusion, this meta-analysis raised some concern as
the methodological quality of included trials was variable, and all of them had small sample
sizes. More good-quality RCTs of an adequate sample size that compare relaxation
intervention with placebo or other types of interventions are urgently needed. Studies
should evaluate not only the effect of the intervention on the frequency and intensity of
vasomotor symptoms, but also the impact of treatment on women’s daily life, and
compliance with the treatment.

In the study comparing conventional AR with its modified version (MR) in the treatment
of perimenopausal and postmenopausal symptoms, we found that the total severity scores
in both groups decreased after 12 weeks, but there was no significant difference between
the two groups. The severity score for hot flushes in the MR group decreased significantly
more than that in the AR group. The severity scores for nights sweating and sleep
disturbances decreased in both groups. The frequency of hot flushes, nights sweating, and
sleeps disturbances were also decreased in both groups. Since MR and AR methods had
comparable success in reducing menopausal symptoms, MR method could complement or
be used as another choice to AR. Although the mean reduction in the frequency and severity
of menopausal symptoms appears to be small, this represents a real benefit for some
women. We suggest that both MR and AR should be available for women to make their
personal choice. Further confirmatory researches, with a larger sample size, should be done
to further evaluate the role of relaxation techniques in the management of menopausal
symptoms.

In our RCT in postmenopausal women with mild hypertension, comparing Modified
Relaxation (MR) technique with a control group who received only health education, we
found that the mean decrease in systolic blood pressure (SBP) in the MR group was
significantly more than that in the controls at week 16 after treatment. However, the
reduction of DBP in both groups was not statistically different. Despite some limitations in
the study, the results showed that a brief (60-minute) training program of relaxation
techniques is beneficial in lowering the blood pressure in this population with mild
hypertension. A mean reduction of 2.1 mmHg SBP in this study was in agreement with our
comprehensive review of the literature, which showed a mean reduction of 2 mmHg SBP.
Although the reduction in SBP is small in magnitude, it is enough to significantly reduce the
risks for stroke and heart failure. MR technique is not a suitable choice for patients with
moderate or severe hypertension, as this group of patients’ needs more than 10 mmHg
reduction of SBP. It would be of interest to examine whether this technique would add any
benefit to routine medical treatment of moderate to severe HT. MR Technique might help
lowering the doses and/or side effects of the medications. The findings of the current trial
also require confirmation from future controlled trials with a larger sample size and a long-
term follow-up in other ethnic groups to increase its generalization to other populations.
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