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IntroductIon
Natural medicine offers safe and effec-

tive self-care options for many common 
women’s conditions, such as premenstrual 
syndrome, fibrocystic breast disease, bladder 
infections, menstrual cramps, menopause 
symptoms and much more. Whether one’s 
training and orientation is in conventional 
medicine, integrative/collaborative medi-
cine or natural medicine, it is in the interest 
of the patient that all women’s health prac-
titioners become familiar with the evidence-
based herbal/nutritional therapies that are 
available. If you are not recommending 
them, it is likely that a large number of your 
patients are taking them. This lesson will 
hopefully serve as a primer for selected safe 
and effective supplements in some of the 
most common women’s health problems.

Premenstrual syndrome
Eighty percent of women experience 

some kind of premenstrual emotional or 
physical changes. However, only 20% to 
40% of these women have difficulties as 
a result, and a much smaller number — 
about 2.5% to 5%1  — feel it has a signifi-
cantly negative impact on their lives, to the 
point where work, relationships and home 

life are jeopardized. 
Numerous natural alternative therapies 

are appropriate for the treatment of PMS, 
including lifestyle changes, vitamin and 
mineral supplementation, herbal medi-
cines and hormones. Many of these have 
demonstrated their effectiveness in scien-
tific studies, a mixture of controlled and un-
controlled randomized clinical trials. What 
follows is a guide to some of the evidence-
based herbal/nutritional supplements in 
the management and treatment of PMS 
that have been investigated.

nutritional supplements
Multiple vitamin/minerals

It has been hypothesized that women 
with PMS are deficient in certain nutri-
ents. Nutritional profiles, biochemical 
and hematological evaluations in eleven 
women have concluded that they did 
indeed have various nutritional deficien-
cies.2 Other biochemical investigations 
have found no evidence that premenstrual 
symptoms are caused by absolute or rela-
tive nutritional deficiencies.3,4 Positive re-
sults seen in some studies with nutritional 
supplementation most likely represent a 
pharmacologic response to therapeutic 

doses of vitamins or minerals rather than 
reversing an underlying deficiency. 

A multiple vitamin and mineral supple-
ment may be helpful for women with PMS. 
A study was done in 1985 with a multiple 
vitamin and mineral supplement called Op-
tivite. In a double-blind, placebo-controlled 
crossover study, 16-of-23 subjects reported 
feeling better during the cycles in which 
they took the supplement, and seven report-
ed feeling better during the placebo cycles.5

A second randomized controlled trial of 
44 women on the same product was done 
in 19916 to assess the effectiveness of this 
vitamin/mineral supplement in control-
ling symptoms of premenstrual syndrome. 
Six tablets of the multiple vitamin/mineral 
were associated with significant reduction 
in depression, insomnia, forgetfulness, cry-
ing and confusion, but weight gain, breast 
tenderness, edema and bloating were not 
improved. Taking 12 tablets was associated 
with significant reductions in all symptom 
categories. Twelve Optivite tablets provid-
ed: 200 mcg chromium, 25,000 IU vitamin 
A, 200 IU vitamin E, 200 IU vitamin D3, 
400 mcg folic acid, 50 mg vitamin B1, 
50 mg vitamin B2, 50 mg niacinamide, 600 
mg vitamin B6, 125 mcg vitamin B12, 50 mg 
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pantothenic acid, 625 mg choline bitartrate, 
3,000 mg vitamin C, 500 mg magnesium, 
150 mcg iodine, 30 mg iron, 1 mg copper, 
50 mg zinc, 20 mg manganese, 95 mg po-
tassium and 200 mcg selenium.

Vitamin B6
Declining levels of serotonin, and also 

of dopamine, have been implicated in the 
etiology of PMS. Vitamin B6 (pyridoxine) is 
thought to be unique in its ability to increase 
the cerebral synthesis of several neurotrans-
mitters, including serotonin and dopamine, 
and more than a dozen studies have been 
done using vitamin B6 for PMS. These stud-
ies used vitamin B6 at a dose of 50 mg/day 
to 500 mg/day. Some of them found no ef-
fect, but others reported a substantial and 
broad effect. Abraham and Hargrove, Barr 
and Hallman reported positive effects, al-
though the symptoms did not completely 
disappear.7,8,9 Five studies demonstrated 
some benefits but did have some ambigu-
ous effects.10,11,12,13,14 An overview of these 
studies has been published in the British 
Journal of Obstetrics and Gynaecology.15

Essential fatty acids
The main strategy of supplementing with 

essential fatty acids is an attempt to raise the 
body’s own formation of prostaglandin E1 
(PgE1). The most popular method of doing 
so has been to supplement with evening 
primrose oil (EPO) in order to supply in-
creased levels of gamma linolenic acid. Sev-
eral studies show positive results, but some 
of the studies did not include a placebo 
group. Three studies failed to show a sta-
tistically significant difference between the 
treatment group and the placebo group.16,17,18 
Four double-blind, crossover, controlled tri-
als of EPO have demonstrated a significant 
effect over the placebo group.19,20,21,22 One of 
these studies used 3 g of EPO per day; the 
others used 4 g per day. Other sources of oils 
that contain gamma linolenic acid and raise 
PgE1 levels include borage oil, black currant 
oil and rapeseed oil.

A study was published that was de-
signed to evaluate the effectiveness of krill 
oil for the management of PMS, as well as 
dysmenorrhea.23 Each patient was instruct-
ed to take two 1-g soft gels of either krill oil 

or omega-3 18:12 fish oil once daily during 
the first month. During the following two 
months, patients continued on a cyclic dose 
of two 1-g caps eight days prior to and two 
days during menses. Study medications 
were given for three months. The results of 
the study indicated that krill oil had a sta-
tistically significant effect on the emotional 
symptomatology of PMS. It is thought that 
the effectiveness of krill on these emotional 
symptoms is due to the modulating effects 
on neurotransmitters that affect emotional 
and psychological symptoms. We know 
that phospholipids of the brain have an 
especially high amount of the long chain 
omega-3 fatty acid Docosahexaenoic acid 
(DHA) and that this is centrally involved 
in brain function. It is therefore reasonable 
to assume that this, along with enhancing 
membrane fluidity and the enhancement 
of the passage of key nutrients in and out 
of brain cells might in fact play a role in the 
management of emotional symptoms.

Magnesium
Magnesium has shown some beneficial 

effect in the treatment of PMS. The mecha-
nism of magnesium and its possible role 
in PMS are not well understood, but we 
do know that magnesium is involved in 
essential fatty acid metabolism and pyri-
doxine activity. Three small, randomized 
clinical trials have investigated supple-
mentation with magnesium. Two reported 
significant effects compared with placebo, 
but the symptoms of PMS were different 
in each study. In the first study, the positive 
results were for overall scores and nega-
tive affect.24 The second study found a sig-
nificant effect only for symptoms of fluid 
retention.25 The same authors conducted 
another study and reported no significant 
effects of magnesium when used alone, 
but there were improvements in anxiety 
symptoms when magnesium was com-
bined with vitamin B6.26

Calcium carbonate
A recent randomized, double-blind, 

placebo-controlled, multicenter clinical 
trial was conducted to test the hypothesis 
that problems in calcium regulation may 
underlie some of the symptoms of PMS. 

Four hundred ninety-seven women were 
enrolled and given either 1,200 mg of cal-
cium carbonate or placebo for three men-
strual cycles.27 During the luteal phase of 
the treatment cycle, a significantly lower 
symptom complex score was observed in 
the calcium group for both the second and 
third months. By the third month, calcium 
effectively resulted in a 48% reduction in 
total symptom scores from baseline com-
pared with a 30% reduction in the placebo 
group. All four symptom factors (e.g., 
negative mood affect, water retention, food 
cravings and pain) were significantly re-
duced by the third treatment cycle. Earlier 
calcium studies in women with PMS have 
found that calcium supplementation ef-
fectively alleviates the majority of premen-
strual mood disorders.28,29

Vitamin D
Vitamin D research has shown that in-

creased intake of vitamin D in both dietary 
and supplement forms is inversely related 
to PMS symptoms.30  A combination of vita-
min D and calcium decreased the frequency 
and severity of menstrual migraines along 
with other PMS symptoms.31 

Botanicals
Chaste tree (Vitex agnus-castus)

Chaste tree berry has been seen by many 
alternative practitioners as one of the most 
important herbs to treat PMS. The effect 
of chaste tree is that it increases secretion 
of luteinizing hormone. Two surveys were 
done covering 1,542 women with PMS who 
had been treated with a German liquid ex-
tract of chaste tree for periods of up to 16 
years.32 The average dose was 42 drops dai-
ly. Effectiveness as recorded by the patients’ 
doctors was either very good, good or sat-
isfactory in 92% of the cases. Use 40 drops 
of liquid tincture daily or a standardized 
extract containing 0.75% aucubin at 175 mg 
per day or 0.6% aucubin at 215 mg per day.

Another study was a clinical trial on 170 
women with PMS.33 Women were assigned 
to take either a tablet containing an extract of 
chaste tree berry (20 mg) or a placebo tablet 
once daily for three months. Subjective re-
porting of the symptoms of irritability, mood 
changes, anger, headache, breast tenderness 
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and bloating were recorded. At the end of the 
three months, women taking the chaste tree 
reported a 52% reduction in PMS symptoms 
versus 24% reduction for those in the pla-
cebo group. Women in the chaste tree group 
reported a significant reduction in all symp-
toms except for bloating before the menses. 

There have been less positive chaste 
tree and PMS studies. In one trial, dramatic 
improvements were seen during the first 
treatment cycle with chaste tree, and that 
improvement was maintained for the next 
two remaining cycles.34 However, this pat-
tern also occurred in the placebo group. 
Twenty symptoms were assessed, but only 
one improved significantly more than in 
the placebo group.

In a recent study, Chinese women suf-
fering from moderate to severe PMS were 
studied in a prospective, double-blind, pla-
cebo-controlled, parallel-group, multi-center 
clinical trial.35 A Vitex agnus castus extract 
contained 4 mg of dried ethanolic (70%). 
The mean total Premenstrual Syndrome Di-
ary score decreased from 29.23 at baseline to 
6.41 at the end of the third cycle for the Vitex 
group and from 28.14 at baseline to 12.64 
at the end of the third cycle for the placebo 
group. The difference in the PMSD score 
from baseline to the third cycle was signifi-
cantly lower in the treatment group than in 
the placebo group. The Premenstrual Ten-
sion Syndrome Self-Rating Scale decreased 
from 26.17 at baseline to 9.92 for the treat-
ment group and from 27.10 to 14.59 for the 
placebo group — similar positive results to 
the PMSD scores.

Ginkgo (Ginkgo biloba)
A double-blind placebo-controlled study 

was done in 1993 to determine the effective-
ness of ginkgo extract on PMS symptoms. 
One hundred sixty-five women were en-
rolled and were randomized to receive ei-
ther a ginkgo extract of 24% ginkgo flavong-
lycoside content at 80 mg twice daily or a 
placebo from day 16 of their cycle to day five 
of the next cycle. The ginkgo extract was ef-
fective against the congestive symptoms of 
PMS, particularly breast pain or tenderness,  
but not other PMS symptoms.36

A second published study on ginkgo and 
PMS was done on students with PMS living 

in Tehran, Iran.37 Eight-five women com-
pleted the study. Participants were given 
40 mg three times daily of a standardized 
ginkgo extract or a placebo from day 16 of 
the cycle to day five of the next cycle. Self-
administered questionnaires were used, and 
a diagnosis of PMS had been established ac-
cording to conventionally accepted criteria.

Overall severity of symptoms in the gink-
go group was 34.80% before the treatment 
and reduced to 11.11% after the treatment. In 
the placebo group, the baseline severity was 
34.38% and dropped to 25.64% after inter-
vention. Overall, severity of symptoms was 
significantly more reduced in the ginkgo 
group compared to the placebo group. The 
severity of the psychologic symptoms re-
duced significantly in both groups, but there 
was a significant difference between the two 
groups in favor of the ginkgo. The severity 
of physical symptoms also was reduced in 
both groups, but there was a significant dif-
ference in favor of the ginkgo group. 

This study also reported the satisfac-
tion level of participants. Those in the 
Ginkgo group were significantly more sat-
isfied than those in the placebo with 3.2%, 
48.8% and 20.9% reporting very satisfied, 
satisfied and moderately satisfied, respec-
tively, in the Ginkgo group versus 14.3% 
satisfied and 85.7% moderately satisfied in 
the placebo group.

St. John’s wort
A prospective, open, uncontrolled, ob-

servational pilot study using St. John’s wort 
standardized extract, 300 mg three times 
daily, was investigated in order to establish 

a hypothesis and to test methods for a fu-
ture randomized controlled trial.38 Nineteen 
women with PMS underwent a preliminary 
screening interview and completed a daily 
symptom rating for one cycle. 

After taking the St. John’s wort for two 
complete menstrual cycles, daily symptoms 
were rated using the Hospital Anxiety and 
Depression scale and a modified Social Ad-
justment Scale. The degree of improvement 
in overall PMS scores between baseline and 
the end of the trial was 51% with more than 
two-thirds of the population demonstrating 
at least a 50% decrease in symptom severity. 
The mood subscale showed the most im-
provement (57%), and the symptoms with 
the greatest reductions in scores were crying 
(92%), depression (85%), confusion (75%), 
feeling out of control (72%), nervous tension 
(71%), anxiety (69%) and insomnia (69%). 

cystItIs
Ten percent to 20% of all women have 

some kind of urinary discomfort or frank 
infection at least once a year. Acute uncom-
plicated cystitis and recurrent cystitis are 

Patient case 1
A 34-year-old woman is having symptoms for two weeks of the month in 
the second half of her cycle. She has significant breast tenderness, signifi-
cant irritability and mild depression. A diagnosis of PMS has been made.

case dIscussIon
Due to her significant symptoms and two-week duration, it would be im-
portant to supplement her all month long. Consider vitamin B6 150 mg/
day, St. John’s wort 0.3% hypericin standardized extract 300 mg three times 
daily, chaste tree berry 40 drops per day or 215 mg of a standardized extract 
of chaste tree berry, a high fiber/low saturated fat diet and regular aerobic 
exercise four days per week. A follow-up in two months should be enough 
time to yield an effect.

taBLe 1   
Pms sample treatment plan

•  Diet: Well-balanced, including 
    high fiber
•  Regular aerobic exercise
•  Vitamin B6: 150 mg per day 
•  Calcium: 500 mg twice daily
•  Chaste tree berry: 40 drops 
    of liquid 
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two important categories of urinary tract 
infections in adults. Sexual intercourse, dia-
phragm use and a spermicide (possibly sper-
micide used alone), delayed postcoital uri-
nation, and a history of a recent urinary tract 
infection all increase the risk of infection. As 
many as 30% of women who present with a 
cystitis-like syndrome may have subclinical 
upper urinary tract involvement.  

Recurrent infections occur in about 20% 
of young women that have experienced a 
previous episode of cystitis. More than 90% 
of recurrences in young women are episodes 
of re-infection from exogenous sources typi-
cally months apart. Only occasionally are the 
recurrences due to a persistent focus of infec-
tion, anatomical or functional abnormalities.  

Postmenopausal women also may have 
frequent re-infections which are often due 
to residual urine retention after voiding, 
or to the lack of estrogen causing marked 
changes in the vaginal microflora, includ-
ing loss of lactobacilli and increased colo-
nization by E. coli. Prescription vaginal 
preparations are an essential strategy to 
prevent recurring urinary tract infections 
in postmenopausal women.

nutritional supplementation
Cranberry

No natural approach to cystitis would 
be complete without mention of cranber-
ry. Women have used cranberry juice as a 
home remedy for decades. Several studies 
have shown that cranberries and cranberry 
juice are effective in women with active 
urinary tract infections.39,40,41 In one study, 
16 oz. of cranberry juice daily was effective 
in 73% of individuals with an active infec-
tion.42 Cranberry also has been shown to 
reduce the ability of E. coli to adhere to the 
lining of the bladder and urethra.43,44 Many 
people still think that the action of cran-
berry juice is due to acidifying the urine. 
However, recent studies have shown that 
components in cranberry juice reduce the 
ability of E. coli to adhere to the lining of 
the bladder and urethra.42,45

Botanicals
Uva ursi (Arctostaphylos uva-ursi)

One of the most useful herbs for bladder 
infection is uva-ursi (Arctostaphylos uva 

ursi), also known as bearberry or upland 
cranberry. The antiseptic, antibacterial and 
astringent activity of uva ursi is largely due 
to its arbutin content. Uva ursi is especially 
active against E. coli, as well as having di-
uretic properties. Uva ursi also has been 
used with recurrent bladder infections and 
was shown to be effective in a double-blind 
study of 57 women.46 After one year, 5-out-
of-27 women in the placebo group had a re-
currence of cystitis, while none of 30 women 
had a recurrence in the uva ursi group. 

Pipsissewa (Chimaphila umbellate)
Pipsissewa, a native remedy of the Pa-

cific Northwest, is a traditional remedy for 
urinary infections. Its mildly antimicrobial 
effects have been attributed to its arbutin 
content as well.

Oregon grape root (Berberis aquifolium)
Oregon grape root is another useful herb 

in bladder infections due to its antimicrobial 
properties. Specifically, it has demonstrated 
antibacterial activity against E. coli and 
Proteus species.47,48 Oregon grape root and 
Golden Seal are rich sources of one of the 
most significant plant-based antibacterial 
active constituents — berberine. Berberine 
is effective against many bacteria and also is 
able to fight infections by inhibiting the bac-
teria from adhering to the host cell.49

Other botanicals
Other botanicals traditionally have been 

used for bladder infections with positive ef-
fect. The water-soluble mucilage herbs are 
known to be soothing to the irritated uroep-
ithelium and reduce inflammation. These 
include corn silk for its soothing and cool-
ing effect on the urinary tract; marshmallow 
root due to its content of mucilage, which 
can form a protective layer on the lining of 
the bladder; and even plantain leaf with its 
high percentage of mucilage and allantoin. 
Additional antimicrobial herbs for the blad-
der include bucchu, myrrh, propolis and 
juniper berry. Numerous immune stimu-
lants may be helpful, including echinacea, 
osha and wild indigo root. Bladder tonics 
stimulate the flow of blood and nutrients to 
the urinary tract and may be useful adjunct 
herbs. These herbs include nettle leaves, 

goldenrod, kava kava and horsetail. Dande-
lion leaf, bucchu and parsley root have di-
uretic effects and increase the flow of urine 
to help flush the bacteria.

FIBrocystIc Breasts
nutritional supplements

Vitamin E
For more than 35 years, clinicians have 

used vitamin E in the medical management 
of benign breast disease. This practice was 
initially based on positive reports from small 
numbers of patients as far back as 1965, and 
in subsequent studies in 1971, 1978 and 
1982. When larger numbers of women were 
studied, vitamin E did not show significant 
effects. However, two studies demonstrated 
that vitamin E is clinically useful in reliev-
ing pain and tenderness, whether cyclical or 
noncyclical.50,51 The studies have been done 
with varying dosages: 150 IU, 300 IU or 600 
IU daily. In clinical practice, practitioners 
generally recommend from 400 IU to 800 
IU of D-alpha-tocopherol with a minimum 
trial period of two months.

Evening primrose oil
The pain and tenderness of benign 

breast disease associated with “cyclic mas-
talgia” have been alleviated with evening 
primrose oil, the only one of the fatty acids 
to be scientifically studied in relation to fi-
brocystic breasts. In a study of 291 women 
who took 3 g per day of evening primrose 
oil for three to six months, almost half of 
the 92 women with cyclic breast pain ex-
perienced improvement, compared with 
one-fifth of the patients who received the 
placebo. For those women who experienced 
breast pain throughout the month, 27% re-
sponded positively to the evening primrose 
oil, compared with 9% on the placebo.52 In 

taBLe 2
cystitis sample treatment plan

•  Diet: Decrease simple sugars
•  Increase water (consider  
    cranberry juice)
•  Combination products 
    containing cranberry, 
    Oregon grape, uva ursi 
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another study, 73 women received 3 g per 
day of evening primrose oil or placebo. Af-
ter three months, pain and tenderness were 
significantly reduced in both cyclical and 
noncyclical groups, while the women who 
took placebo did not significantly improve.

Iodine
Thyroid hormone with low or even 

normal thyroid function may result in im-
provement of fibrocystic breasts. These re-
sults suggest that iodine deficiency may be 
a factor in fibrocystic breasts. Breast tissue 
has an affinity for both thyroid hormone 
and iodine. Without iodine, it becomes more 
sensitive to estrogenic stimulation, which in 
turn produces microcysts high in potassium 
content. The potassium is believed to be an 
irritant that produces fibrosis and eventu-
ally cyst isolation. 

Four types of iodine have been studied 
in the treatment of fibrocystic breasts, only 
one of which has been truly effective for 
both pain reduction and cyst reduction, and 
free of side effects on the thyroid gland. All 
forms of iodine relieve subjective clinical 
symptoms: sodium iodide (Lugol’s solu-
tion); potassium iodide; caseinated iodine 
(protein-bound); and aqueous (diatomic) 
iodine. Symptom relief varied a great deal 
with the different iodines, but only the aque-
ous or diatomic iodine achieved both symp-
tom relief in 74% of the women, as well as 
objective reduction in nodules and resolu-
tion of fibrosis in 65% of the patients, with-
out adverse effects on the thyroid gland.53 
The recommended dose of aqueous iodine 
is a prescription of 3 mg to 6 mg per day.

 
Botanicals

Herbal therapies for addressing the 
symptoms of breast pain, swelling and 
cystic nodules in breast tissue are largely 

arrived at from traditional uses of herbal 
medicines and from observational empiri-
cal evidence in clinical practice. Herbal di-
uretics can be useful in decreasing breast 
swelling and the discomfort associated 
with it. The most effective of these is dande-
lion leaf, but other diuretics to consider are 
cleavers, yarrow and uva ursi. Poke root 
has been used in traditional naturopathic 
medical practices for decades. It can be ap-
plied topically as oil to the breasts, reducing 
painful lumpiness and nodularity.

PrImary dysmenorrhea-menstrual 
cramPs

Menstrual cramps are one of the most 
common problems that women face, affect-
ing more than 50% of menstruating women. 
In primary dysmenorrheal, painful menstru-
al cramps occur that have nothing to do with 
any physical abnormalities or identifiable 
pelvic disease. Secondary dysmenorrhea 
is painful menstrual cramps due to some 
specific pelvic abnormal condition, such as 
endometriosis, pelvic inflammatory disease, 
adhesions, ovarian cysts, congenital malfor-
mations, narrowing of the cervical opening, 
polyps or uterine fibroids. We will be focus-
ing on primary dysmenorrhea in this lesson. 
Treatment for secondary dysmenorrhea is di-
rected to treating the underlying cause of the 
condition, but the treatments we will be dis-
cussing in this article can be used to alleviate 
acute menstrual related painful episodes in 
both primary and secondary dysmenorrhea.

An alternative approach to menstrual 
cramps needs to provide effective pain relief 
while at the same time correcting the under-
lying dysfunction that is creating the cyclic 
menstrual pain. Women can try the herbal 
or nutritional product for a couple of hours 
during acute pain. If no relief is accom-
plished within that amount of time, and the 
pain is severe enough, then a pharmaceuti-
cal method of pain control may be needed. 
As each successive month of treating the 
chronic problem goes by, a measure of the 
success of that treatment will be a decreased 
need to use the acute pain relief medication.

nutritional supplementation
Vitamin B3 (niacin)

Niacin, or vitamin B3, has been shown 

in clinical research to be effective in 87.5% 
of women with menstrual cramps.54 Nia-
cin was given in 100-mg doses twice daily 
throughout the month, and then every two 
to three hours during the periods of men-
strual cramps. Although the noteworthy ni-
acin flush could easily occur at the escalated 
dosing, none of the women in the study 
stopped the medication due to the flushing. 
Interestingly, the women who received no 
real relief of their menstrual cramps were 
frequently the women who reported no 
flushing. This vasodilating effect of niacin 
may indeed be the main treatment effect. It 
may still be important to consider the the-
ory that vasospasm of the uterine arteries 
may cause the menstrual pain.   

Vitamin C and rutin
In a follow-up study, the same author of 

the niacin study found that rutin with ascor-
bic acid increased the effectiveness of niacin 
in the treatment of menstrual cramps.55 In 
twice as many women as the niacin-only 
study, the same dose of niacin — 100 mg 
twice daily regularly and every two or three 
hours during the menstrual cramps — was 
given while also adding 300 mg of vitamin 
C daily and 60 mg of rutin daily. These addi-
tions slightly improved the response in up to 
90% of the women. This increased effective-
ness was thought to be due to improving the 
permeability of the capillaries, thus making 
the vasodilating effect of the niacin more ef-
fective. In most cases, niacin was not effec-
tive unless it had been taken seven to ten 
days before the onset of the menstrual flow.

Vitamin E
Vitamin E was studied back in the 1950s 

for the treatment of spasmodic dysmenor-
rhea. It was used in doses of 150 IU 10 days 
premenstrual and during the first four 
days of the menstrual period. In approxi-
mately 70% of the women tested, it helped 
to relieve menstrual discomfort within two 
menstrual cycles.56 A more recent study, 
done in Iran, gave 278 teenagers who suf-
fered from primary dysmenorrheal, 200 
units of vitamin E or placebo, twice daily, 
beginning two days before the anticipated 
onset of menses and then continued for the 
first three days of the flow.57 This was con-
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taBLe 3   
Fibrocystic breasts sample 
treatment plan

•  Diet: High fiber, low saturated 
    fat, avoid caffeine
•  Evening primrose oil: 1,500 
    mg twice daily
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tinued for four consecutive menstrual cy-
cles. In the vitamin E group, pain severity 
was lower with vitamin E at two months 
and four months. The duration of pain was 
shorter at two months and at four months 
as well. In addition, the amount of blood 
flow also was reduced. Higher amounts of 
vitamin E are generally recommended be-
cause there are so many other benefits for 
women, including cyclic breast pain, rais-
ing HDL cholesterol (the good cholesterol) 
levels and its antioxidant properties.

Calcium
Calcium supplementation for menstrual 

cramps has been used by women as a self 
care treatment for many years now. Muscles 
need calcium to maintain their normal mus-
cle tone, and if they are deficient in calcium, 
they can more easily cramp. This is true of 
the uterine muscle as well. Low calcium 
intake is associated with menstrual water 
retention and greater pain during the men-
ses.58 The typical American diet supplies 
about 450 mg to 550 mg per day, falling 
short of the recommended daily allowance 
of 800 mg per day in menstruating women.

  
Omega-3 fatty acids (fish oil)

Essential fatty acids are the raw materi-
als from which the beneficial hormone-like 
substances prostaglandins are made. There 
are two essential fatty acids: linoleic acid 
(omega-6 family) and linolenic acid (ome-
ga-3 family). Linoleic and linolenic acids 
cannot be made by the body and must be 
supplied daily in our diets from either food 
or supplements. The typical American diet 
is often much higher in omega-6 oils than 
it is in omega-3 oils. As a result, we end 
up with the series-two prostaglandins that 
cause muscle contractions and pain. 

Another problem is that we want a cer-
tain amount of linoleic acid to convert to 
gamma linolenic acid (GLA), which then 
promotes the production of the series-one 
prostaglandins (the antispasmodic and an-
ti-inflammatory effect). The conversion of 
linoleic acid to GLA and the beneficial pros-
taglandins, requires the presence of mag-
nesium, vitamin B6, zinc, vitamin C and 
niacin. Women who are deficient in these 
nutrients won’t adequately be able to make 

this conversion. Supplementation with flax 
oil (high in omega-3 fatty acids), borage oil 
(high in linoleic acid and GLA), black cur-
rent oil (high in linoleic acid and GLA) and 
evening primrose oil (high in linoleic acid 
and GLA), may be ways of favorably alter-
ing the synthesis of the beneficial prosta-
glandins which may contribute to less uter-
ine contractions and menstrual pains.

After the rise of progesterone in the sec-
ond half of the menstrual cycle and then the 
decline of progesterone right before men-
struation, called progesterone withdrawal, 
omega-6 fatty acids, particularly arachidonic 
acid, are released. Subsequently, an increase 
in PGF2alpha and PGE2 occurs, causing 
uterine contractions leading to ischemia and 
pain. Instead of inhibiting ovulation and 
therefore the progesterone effect, or inhib-
iting the synthesis of prostaglandins with 
nonsteroidal anti-inflammatory agents, the 
omega-3 fatty acids, eicosapentaenoic acid 
and decosahexaenoic acid, compete with 
omega-6 fatty acids and result in the produc-
tion of the friendlier antispasmodic and anti-
inflammatory prostglandins 1’s and 3’s. 

Based on these observations, using fish 
oil containing omega-3 fatty acids as a sup-
plement seems logical and attractive. Dietary 
supplementation with fish oils was tested in 
42 adolescent girls with dysmenorrhea.59 The 
first group of 21 girls received fish oil (1,080 
mg eicosapentaenoic acid [EPA], 720 mg 
docosahexaenoic acid [DHA]) and 1.5 mg 
vitamin E daily for two months followed by 
a placebo for an additional two months. In 
the second group, 21 girls received placebo 
for the first two months, followed by fish oil 
for two more months. At the conclusion of 
the study, on a seven-point scale, a score of 
four being moderately effective and a seven 
meaning totally effective, 73% of the girls 
rated it greater than or equal to four. 

Botanicals
Rose (Rosa centifolia)

A study of rose tea consumption helped 
to decrease both pain and psychological 
distress of women during menses.60 In addi-
tion, in another study, an essential oil of rose, 
lavender or clary sage in an almond oil base 
was more effective than almond oil alone in 
decreasing the severity of dysmenorrhea.61

Ginger (Zingiber officinale)
One-hundred-and-fifty reproductive-

aged women with primary dysmenorrheal 
were divided into three groups in a double-
blind clinical trial. Group one received gin-
ger rhizome powder capsules, 250 mg four 
times a day for three days starting day one of 
their menses. The second group received 250 
mg mefenamic acid capsules, four times dai-
ly on days one through three, and the third 
group took 400 mg ibuprofen capsules four 
times daily again, days one through three 
of the menses. At the end of treatment, the 
severity of dysmenorrhea decreased in all 
groups, and no differences were found be-
tween the groups in pain severity, pain relief 
or satisfaction. More women in the ginger 
group became completely pain free, versus 
the mefenamic acid and ibuprofen groups.62

PerImenoPause/menoPause symPtoms
There are many nonhormonal, nonpre-

scription evidence-based natural therapies 
for symptoms related to perimenopause/
menopause. Most of this literature is in the 
area of botanical therapies.

Botanicals
Black cohosh (Cimicifuga racemosa)

In the last 25 years, black cohosh has 
emerged as the most studied of the herbal 
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taBLe 4    
Primary dysmenorrhea-menstrual 
cramps sample treatment plan

Prevention:
     •  Fish oil: Containing 1,080 
         mg EPA and 720 mg DHA 
         daily
     •  Niacin: 100 mg twice daily

Acute:
     •  Ginger: 250 mg four times 
         daily for the first three 
         days of menses
     •  Topical essential oil of 
         rose: Apply three times 
         daily to pelvic area
     •  Consider “cramp bark” 
         liquid tincture: 60 drops 
         every three hours
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alternatives to hormone-replacement 
therapy for menopause symptoms. Since 
the 1980s and up through 2005, numerous 
studies, including several randomized con-
trolled trials, have studied a standardized 
extract of black cohosh with encouraging 
but mixed results.63,64,65,66,67,68,69

In one of the largest studies, a clear im-
provement in the menopausal symptoms 
was seen in approximately 80% of the 
women. After six to eight weeks, complete 
disappearance of symptoms occurred in 
approximately 50%.70 In 2006, we see four 
new studies, three studying a standardized 
extract of black cohosh versus placebo or 
other study groups71,72,73 and the other us-
ing a combination of black cohosh and St. 
John’s wort.74 

In the first, black cohosh seemed to indi-
cate beneficial effects on bone metabolism 
by stimulating bone-building cells and a 
weak effect on maturation of vaginal cells, 
and in the second, black cohosh had no ef-
fect on menopausal symptoms. Another 
was the Herbal Alternative for Menopause 
study, which was a 12-month randomized, 
double-blind, placebo-controlled trial study. 
The unfortunate news here is that neither 
the black cohosh extract nor the other two 
herbal formulations showed benefit in the 
relief of hot flashes. 

In the 2006 combination trial of black co-
hosh and St. John’s wort, the mean Meno-
pause Rating Scale score decreased 50% 
in the treatment group and 19.6% in the 
placebo group. The Hamilton Depression 
Rating Scale score decreased 41.8% in the 

treatment group and 12.7% in the placebo 
group. In both measures, the St. John’s wort 
and black cohosh group were significantly 
superior to the placebo group.

A second black cohosh/St. Johns wort 
trial was published in 2007.75 Healthy peri-
menopausal women with typical climac-
teric symptoms were given a 264-mg tablet 
containing 0.364 mL of extract from black 
cohosh equivalent to 1 mg of terpene gly-
cosides and 84 mg of St. Johns wort extract 
with 0.25 mg hypericin. Mean Kupperman 
index scores were significantly lower in the 
treatment group after four weeks and eight 
weeks (p < 0.05).

A 2007 randomized, double-blind, con-
trolled three-month study was done in 
China, enrolling 244 menopausal women.76 
Women were assigned to either an isopro-
panolic extract of black cohosh containing 40 
mg/day (Remifemin) or 2.5 mg tibolone per 
day. There was a significant trend (57.8%) 
that women given Remifemin respond 
better than they do to tibolone in terms of 
efficacy-risk balance and that black cohosh 
was clearly superior to tibolone regarding 
the safety profile — abnormal bleeding, en-
dometrial thickening, breast pain, vaginal 
discharge and edema were followed.

In 2007, a clinical trial of a combination 
of black cohosh, red clover, soy, valerian and 
vitamin E resulted in a significant lowering 
of the mean score value of the Kupperman 
Index after four and six months, yet equal 
to placebo after two months.77 This multi-
center, randomized, double-blind, placebo-
controlled trial included 125 symptomatic 

postmenopausal women 45 to 65 years of 
age. The supplement tested contained 72 mg 
of total isoflavones with 60 mg of soy isofla-
vones and 12 mg of red cover isoflavones, 
in combination with extracts of 40 mg black 
cohosh extract, 30 mg chaste-tree extract, 250 
mg valerian extract and 121 mg vitamin E. 
After two months, the reduction in mean 
score value of the KMI was the same in the 
placebo and treatment groups. At months 
four and six, the KMI was significantly low-
er in the treatment group. Also in 2007, black 
cohosh was studied for its effects on lipids, 
fibrinogen, glucose and insulin. 78

While the original objective of the study 
was to study effects on hot flashes, the objec-
tive of this secondary analysis was to evalu-
ate other physiologic parameters on lipids, 
fibrinogen, glucose and insulin. At the three-
month mark, there were no statistically sig-
nificant treatment effects on total cholesterol, 
LDL, HDL, triglycerides, fibrinogen, glu-
cose or insulin among women who had any 
of the three herbal regimens. All three of the 
herbal regimens contained black cohosh.

In 2008, a second publication of the 
HALT study reported on vaginal, endome-
trial and reproductive hormone findings 
in perimenopausal and postmenopausal 
women.79 Black cohosh, used alone, or as 
part of a multibotanical product with or 
without changes in dietary soy, had no ef-
fects on vaginal dryness or dyspareunia; 
no difference in menstural cyclicity in the 
perimenopausal women; no differences in 
postmenopausal women regarding bleed-
ing or endometrial thickening; and no 
changes in reproductive hormones in post-
menopausal participants.

Lastly, in 2008, the Expert Commit-
tee of the U.S. Pharmacopeia’s Council of 
Experts did an updated review of safety 
information for black cohosh.80 All the re-
ports of liver damage were considered to 
be possibly caused by black cohosh, and 
none were probable or certain. None of the 
animal toxicological or pharmacokinetic 
information revealed adverse information 
about black cohosh. 

The committee determined that the 
link between black cohosh and reports of 
liver damage is weak and “not of certain 
causality.” They cited incomplete case 
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Patient case 2

A 49-year-old woman is having infrequent menses, hot flashes and mood 
changes, including depression. She has had these symptoms for the last six 
months. Her thyroid tests, blood sugar and prolactin levels are normal. The 
diagnosis appears to be perimenopause. She prefers not to take any hor-
mone therapy at this time, whether hormone replacement therapy or oral 
contraceptives. She is wondering what herbal alternatives there might be.

case dIscussIon
Based on her symptoms of hot flashes and mood swings, a black cohosh/St. 
Johns wort supplement would be a logical first step. She should follow up 
in one month. If there is no change, then consider the Maca-GO (standard-
ized extract of Maca).
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information, unknown products, such con-
founding variables as alcohol use or con-
current medications, preexisting risk fac-
tors for liver damage and no animal data or 
pharmacological data to point to a mecha-
nism of action that would cause a concern. 
Despite these limitations, the recent in-
crease in reports between 2002 and recently 
resulted in the committee to recommend 
that black cohosh products should have a 
label with a cautionary statement, which is 
a change from the Expert Committee’s pre-
vious decision from 2002.

Women are advised to consult a health-
care provider if they develop a liver disor-
der or develop such liver-related symptoms 
as jaundice, dark urine or abdominal pain. 
Practitioners would be additionally advised 
to evaluate any elevation in liver enzymes or 
other laboratory changes. In addition, prac-
titioners should realize that black cohosh 
does not contain estrogen or even estrogen-
like compounds, called phytoestrogens. 

Ginseng (Panax ginseng)
Panax ginseng, also known as Korean or 

Chinese ginseng, is the most widely used 
ginseng. A standardized extract of ginseng 
has been studied in 384 postmenopausal 
women.81 Depression and well being 
showed a statistically significant improve-
ment with ginseng. Another randomized 
controlled trial found that one month of 
Korean red ginseng increased energy and 
decreased insomnia and depression.82

Historically, ginseng has been used as a 
“tonic for invigoration and fortification in 
times of fatigue and debility and for declin-
ing capacity for work and concentration.” 
Ginseng can help in reducing mental or 
physical fatigue,83,84,85,86 enhancing the abil-
ity to adapt to various physical and men-
tal stressors by supporting the adrenal 
glands,87 or treating the atrophic vaginal 
changes due to lack of estrogen.88

Kava (Piper methysticum)
Kava’s properties have been most often 

associated with having analgesic, sedative, 
anxiolytic, muscle-relaxant and anticonvul-
sant effects. While it is typically not often 
thought of as an herb for menopause, anxi-
ety, irritability, tension, nervousness and 

sleep disruption are common perimeno-
pause and menopause symptoms in which 
kava can offer some help. Kava has been 
shown to have significant effects in reduc-
ing anxiety in a number of studies.89

Four randomized controlled trials have 
investigated the value of kava for meno-
pausal symptoms.90,91,92,93 The first two 
showed significant reduction in anxiety 
and general menopause symptoms and in 
the third, a reduction in the anxiety scale, 
with kava plus HRT showing the great-
est improvement. In the fourth, the study 
evaluated the effects of kava on anxiety, 
depression and menopause symptoms in 
perimenopausal women for three months. 
There was a clear and similar reduction in 
depression and anxiety in the two kava-
dosing groups compared with the calcium-
alone control group, but not a clear decline 
in general menopause symptoms scores. 

The recommended dose of kava is 100 
mg to 210 mg/day of standardized ex-
tract of kava (70% kavapyrones). Avoid 
Kava if you have a pre-existing liver con-
dition or drink more than one drink of 
alcohol per day.

Maca (Lepidium peruvianum)
Research on perimenopausal and meno-

pausal women performed by Meissner et 
al. using a proprietary maca product (Maca-
GO) found that, unlike HRT and phytoe-
strogenic botanicals, Maca can increase the 
body’s production of estrogen — versus 
simply adding estrogen replacement to the 
body — and lower levels of cortisol and ad-
renocorticotropic hormone.94 What makes 
this especially interesting is that, from other 
research conducted on the composition of 
various powdered preparations of maca 
root, it appears that the herb does not con-
tain plant estrogen or hormones.95,96,97,98

In Meissner’s double-blind, randomized, 
four-month study of early postmenopausal 
women, patients were given either pla-
cebo or two 500-mg capsules of Maca-GO 
twice daily for a total of 2 g/day.93 Meno-
pausal symptoms were assessed according 
to Greene’s Score and Kupperman’s Index. 
After two months, this particular Maca 
product stimulated estradiol production 
and suppressed follicle-stimulating hor-

mone, T3, adrenocorticotropic hormones 
and cortisol. It also had a small effect on 
increasing bone density and alleviated nu-
merous menopausal symptoms, including 
hot flashes, insomnia, depression, nervous-
ness and diminished concentration.

A small randomized, double-blind, 
placebo-controlled, crossover trial of 14 
postmenopausal women was completed 
using 3.5 g of powdered Maca (Lepidium 
meyenii) for six weeks and matching pla-
cebo for six weeks.99 Measurements of 
estradiol, follicle-stimulating hormone 
(FSH), luteinizing hormone (LH) and sex-
hormone-binding globulin (SHBG) were 
taken at baseline, and weeks six and 12. The 
Greene Climacteric Scale was used to as-
sess the severity of menopause symptoms. 
Serum concentrations of estradiol, FSH, LH 
and SHBG were similar in both groups. The 
Greene Climacteric Scale revealed a signifi-
cant reduction in psychological symptoms, 
including anxiety, depression and sexual 
dysfunction after Maca consumption com-
pared with baseline and placebo.

Pycnogenol
In a double-blind study, Taiwanese per-

imenopausal women, ages 45 to 55 years, 
were given either placebo or 100 mg of 
Pycnogenol twice daily for six months.100 
One-hundred-fifty-five women received 
the Pycnogenol and seventy-five the pla-
cebo. The Women’s Health Questionnaire 
with 36 items was used to evaluate the cli-
macteric symptoms at baseline, and at one, 
three and six months.

Perimenopause symptoms of depres-
sion, vasomotor symptoms, memory, anxi-
ety, sexual function and sleep all improved 
significantly (p < 0.001) with Pycnogenol as 
soon as one month after starting the treat-
ment, in both severity and frequency. Most 
symptoms also improved with placebo, 
but not significantly. 

Red clover (Trifolium praetense)
Six key clinical trials have been conduct-

ed on the effect of red clover isoflavones on 
vasomotor symptoms. Three show benefit, 
and three do not. The first two published 
studies on red clover and vasomotor symp-
toms showed no statistically significant 
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difference between the red clover standard-
ized extract and the placebo.101,102

Two other studies showed positive re-
sults, one using 40 mg standardized extract 
of red clover produced a 75% reduction in 
hot flushes after 16 weeks in 30 women,103 
and a similar study evaluating 40 mg of 
red clover standardized isoflavones found 
that red clover users had a 54% reduction 
in hot flushes versus 30% in the placebo 
group.104 Two more recent studies continue 
the contradictions, one showing a signifi-
cant reduction in hot flushes as compared 
to baseline.105 Another, called the ICE study, 
showed that the reductions in the mean 
daily hot flash count at 12 weeks were simi-
lar for the 82-mg group, the 57-mg group 
and the placebo group.106

St. John’s wort (Hypericum perforatum)
One nonplacebo-controlled, drug-mon-

itoring study was conducted in women 
with menopause symptoms and found 
that 900 mg of St. Johns wort for 12 weeks 
significantly improved psychological and 
psychosomatic symptoms, as well as a feel-
ing of sexual well-being.107

As mentioned in the black cohosh sec-
tion, two studies on the combination of 
black cohosh and St. John’s wort found that 
in both the general menopause rating scale 
and in the depression scale in one, and 
the Kupperman Index in the other, the St. 
John’s wort + black cohosh group was sig-
nificantly superior to the placebo group.74,75 

Combination herbal products for 
menopause

Multiple combination products are avail-
able for use in menopausal women. Most 
combination products have not been re-
searched, even though an individual ingredi-
ent has been. In one study, a five-herb combi-
nation formula contained Dong quai, licorice, 
burdock, motherwort and wild yam.

One hundred percent of women tak-
ing the botanical formula had a reduction 
in their symptoms versus 67% of women 
receiving placebo. Seventy-one percent of 
women taking the herbal formula reported a 
reduction in the total number of symptoms, 
versus 17% in the placebo group. The botan-
ical formula was most effective in treating 
hot flashes, mood changes and insomnia.108

conclusIon
Natural medicine can offer safe and 

effective options for many common con-
ditions in women. Self-care is a strong 
component of the natural medicine 
paradigm, and fortunately, much of the 
practice of medicine is not particularly 
difficult or complex. Also, most natural 
therapies are safe. 

The importance of choice in doctors, 
medical approaches, involvement in the 
healthcare process, adopting healthy 
lifestyles and safer nontoxic natural 
therapies are recognized by today’s 
woman as essential to health and well-
being. Women highly value time spent 
in discussion with their providers — 
having her history collected carefully, 
completely and respectfully. They also 
value processing their options thor-
oughly and individually.

The more conventional practitioners 
make themselves aware of alternative ther-
apies, making themselves more capable of 
guiding women in selecting from all op-
tions, both alternative and conventional. A 
combined, well-thought out, cooperative 
and integrative approach often is the best 
that medicine has to offer. Our open-mind-
edness will be rewarded many-fold by 
the improved health of women and their 
increased satisfaction and trust in their 
healthcare providers.

taBLe 5
Perimenopause/menopause 
sample treatment plan

•  Black cohosh extract: 40 mg 
    standardized extract once to 
    twice daily
OR
•  Maca GO standardized 
    extract: 1,000 mg twice daily
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Retail Clinician CE Lesson

Successful completion of “Women’s 
health and dietary supplements” is ac-
credited for 2 (two) hours of continuing 
education credit of which 1.5 (one-and-a-
half) hours are considered pharmacology 
credit. To obtain credit, answer the follow-
ing questions and complete the evalua-
tion online at www.retailclinician.com.

1. Vitamin B6 has been shown to be 
beneficial in the treatment of PMS 
presumably by increasing the synthe-
sis of what two neurotransmitters?
a.  Norepinephrine and epinephrine
b.  Serotonin and dopamine
c.  GABA and serotonin
d.  Serotonin and melatonin

2.  What fatty acid supplement is known 
to treat premenstrual mastalgia, as 
well as fibrocystic breast disease?
a.  Borage oil
b.  Fish oil
c.   Flax oil
d.  Evening primrose oil

3. Which of these treatments showing 
benefit for PMS would you most 
likely choose in a case of premen-
strual depression?
a.  Chaste tree berry
b.  Ginkgo
c.  St. John’s wort
d. Multiple vitamin/minerals

4. What would the dosing be for 
niacin, for both chronic and acute 
menstrual cramps?
a.  Niacin is not an effective treatment  
     for menstrual cramps.
b.  100-mg doses twice daily throughout  
      the month, and then every two to 
      three hours during the periods of 
      menstrual cramps
c.  500-mg daily and then every two to  
     three hours during menstrual cramps
d. Niacin is only used for acute  
     menstrual cramps.

5. Cranberry’s mechanism of action 
in preventing and treating cystitis 
is through its ability to inhibit the 
binding of E. coli to the bladder and 
urethral epithelium.
a.  True
b.  False

6. What other herb is used to treat 
cystitis that also inhibits the binding 
of E. coli to the bladder and urethral 
epithelium?
a.  Dandelion leaf
b.  Parsley
c.  Chaste tree berry
d.  Oregon grape root

7. Black cohosh is the single most well-
researched botanical for menopausal 
symptoms.
a.   True
b.   False

8. What plant would be especially useful 
for perimenopausal symptoms that 
included hot flashes and anxiety?
a.  Ginseng 
b.  Kava
c.  Red clover

    d.  Pycnogenol

9. According to studies, what plant used 
for menopausal symptoms works by 
actually stimulating the body’s own es-
trogen level and therefore also showed 
a small effect on bone density?
a.  Black cohosh
b.  Ginseng
c.  Maca
d.  Kava

10.  Which form of iodine decreased  
       mastalgia, decreased breast nodules 
       and did not have any adverse effect 
       on thyroid function?

a.  Aqueous iodine
b.  Sodium iodide (Lugol’s solution)
c.   Potassium iodine
d.   Caseinated iodine (protein-bound)
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