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Problemsrelated to the reproductive cycle and associated organs are epidemicin modern women. From the onset of
mensesthrough menopause the majority of al women arevictimized in oneway or another by the broad biological and

psychologica impact of reproductive hormones.

At least 80-90% of al women experience moderate to severe cramping with mengtruation. In adolescent girls, 1in5
experiencescramping so severethat they requirebedrest. Itisestimated that over 140 millionwork hoursarelost each year

from mengtrua cycle disorders.

_ Nutrient SupportFormula
W Y S O N G
PURPOSE:

A nutritional supplement designed to promote healthy fe-
male reproductive cycles and hormonal balance.

INGREDIENTS:
Natural Phytonutrient Extracts and Concentrates of Dong
Quai Root, Licorice Root, and Chaste Tree Berry; Calcium
Carbonate, Magnesium Oxide, Zinc Gluconate, Vitamin B,
(Thiamin), Vitamin B, (Inositol Hexaniacinate), Vitamin
B, (Pyridoxine).

— Contains no additives —

Caution: Menstruphen is not recommended for use by
pregnant or lactating women.

DIRECTIONS:

Suggested Dosage: Two capsules three times daily starting
on day fourteen of the menstrual cycle (2 weeks before men-
struation) and continuing until menstruation begins. If symp-
toms persist, continue dosage throughout cycle.
Menstruphen™ is best assimilated if swallowed with meals.
For best results, Menstruphen should be used as part of the
Wysong Optimal Health Program™".

For long-term usage discontinue two days out of every week
and five successive days every month to decrease the poten-
tial for intolerance developing.
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Women'’s reproductive disorders are so encom-
passing, affecting every physiological/biological
system and profoundly affecting psychology, that the
phenomenon has had innumerable names attached
to it including premenstrual syndrome, dysmenorrhea,
premenstrual dysphoric disorder, spasmodic and conges-
tive cramps, painful menses, mastalgia, etc.

Premenstrual syndrome (PMS), for example, re-
sults in symptoms ranging from nervous tension,
mood swings, irritability and anxiety, to weight gain,
swelling of extremities, breast tenderness, abdomi-
nal bloating, headache, craving for sweets, increased
appetite, heart pounding, fatigue, dizziness, faint-
ing, depression, forgetfulness, crying, confusion and
insomnia, to oily skin and acne, nausea, vomiting,
loss of appetite, diarrhea, constipation, edema of the
fingers and ankles, mild to severe personality
change, altered libido and backaches.

Also related to cycling hormones are uterine fi-
broids, endometriosis, pelvic inflammatory disease,
painful or lumpy breasts, fertility problems, miscarriage,
dry vaginal tissues, osteoporosis, and uterine, ovarian
and breast cancer.

The medical resources consumed to deal with these
problems are enormous. Pharmaceutical companies
have grown rich devel oping drugs such as Valium and
Prozac just to treat the psychol ogical disordersrelated
to the menstrual cycle. Morethan 12 million of those
who consume mood-altering drugs are women between
the ages of 20 and 50, those in the hey-day of female
hormone cycling. The most common reasons for
women visiting their physician are painful and/or
lumpy breasts, and routine cancer checks marketed
heavily by the medical community asasolution. Vir-
tually all women livein fear of the dire consequences
and potential disfigurement about which their cycling
bodies continue to give them cause for concern.
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Although wewould like to think
werise above base instincts and bio-
logical urges, we are essentially re-
productive creatures. We are dis-
posable packages for the immortal
geneswe havereceived from our an-
cestorsand will pass on to our prog-
eny. If reproductionissuchaprime
imperative, itislittlewonder that dis-
ordersin thismachinery could cre-
ate such widespread problems.

Although mendo not normally ex-
perience the profound effects women
experience from the flow and ebb of
reproductive hormones, they too are
captive to the biological imperative.
Theaggressive, competitivemaehor-
mones are responsible for credtivity,
but also for so much of the crime and
violencein our world. Our prisonsare
overflowing with men primarily in
their peak hormone stage. Hormone-
related testicular and prostate cancer
are dramatically increasing in inci-
denceinmen, asissexua dysfunction,
including impotence, low libido, and
infertility. A hedlthy maewith healthy
testosteronelevelscan be preoccupied
with the sexual urge. A fedling of
“heaviness’ inthe pelvisand preoccu-
pation with sex can build until itisre-
leased by gaculation, only to build
again and repeat the cycle. Somewnhat
analogoudy, women can feel height-
ened sexua desire a ovulation, and a
building of pelvic “heaviness’ and
pressure until menses begins.

Thedegreetowhichthesecycles
in both men and women affect the
course of one’slife, happiness, mood,
interrelationships, sense of self-
worth, future, success, or failure is
far more significant than most would
choose to admit. The treatments of
normal biological rhythms, which
also create changes in personality,
consume huge medical resources.
Unfortunately with few exceptions,
the billions spent on reproductive
sysem-rdaeddisordersaremerdy sop-
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gap symptom-based measures, thet leave
peopledependent onalifeof medicated
or psychoanalyzed survival. The true
causeisnot only not addressed, but dso
by andlargeunrecognized.

If something asfundamental tolife
asthereproductive syslemismalfunc-
tioning, thenthe causemust likewisebe
something very fundamenta. Humans
have extracted themselvesfrom their
genetic heritage and created an envi-
ronmental context that isnotinkeeping
withtheir genetic expectation. There-
ault isdiscordance between modernliv-
ing and the artificial environment we
have created, and our biological sys-
tem. Thisimba ance createsachronic
stressmanifested in avariety of ways
andresultsinlossof hedth and disease
muchthesameasafish, if removedfrom

water, will experiencelossof hedthand
‘disease’

Specifictofemale problemsisan
imbalance in hormones. This hor-
moneimbalanceisnow fairly well un-
derstood and directly linked to essen-
tially every mafunctioninthefemale
reproductive system. But thisimbal-
anceisnot just “oneof thosethings’
that creates victims, any more than
other modern chronic degenerative
diseases such as cancer are“just one
of thosethings.” Thecauseistheim-
proper fit between our genetics and
our modern lifeand that isnot “just
oneof thosethings,” but rather some-
thing we can do something about
without having to run to adoctor.
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The Female Reproductive Cycle
Once a young lady reaches pu-

berty, thefollowing cyclewill beare-
lentlesspart of her lifeuntil the pause of
the menses (menopause) at about age
50. By someyet unknowninherent tim-
ing mechanism or cyclewithin our en-
vironment, the hypothalamus, asmall
section at thebase of thebrain, releases
chemicassuch asgonadotropicreleass-
ing hormoneandfallidesimulating hor-
mone, whichinturn stimulatethe pitu-
itary gland, which liesadjacent to the
hypothalamus at the base of the brain,
to release hormones that target the
ovary. Follicle stimulating hormone
(FSH) signals the ovary to begin
maturation of an egg follicle on the
surface of the ovary. Asthisfallicle
matures, like a small expanding
fluid-filled bubble, itin turn produces
estrogen to be released into the body.
As estrogen levels rise, they stimu-
late the pituitary to release luteiniz-
ing hormone (LH), which causesthe
egg-containing follicle to burst, re-
leasing the egg so that it may travel
downthefallopian tubeto the uterus,
and hopefully befertilized by alucky
and happy sperm. After the follicle
bursts, luteinizing hormone causesthe
remnants of the follicle to develop

into aglandular-like nod-

ule called the corpus lu-
teum, which in turn re-
leases estrogen and
progesterone, which help
preparethe uterinelining
for implantation of thefer-
tilizedegg. If that doesnot
occur, these hormones
dimulatetheuterinelining ¥
to be shed and expelled,
cregting mengrudtion. The

prhwsary hormone

ovele

cycle consists of three | =
somewhat distinct phases. | £ &
Thefirstisthefollicular | =% ==
stage which lasts 10-14 | £
days, then the ovulatory | & %

which lasts about 36
hours, and then the luteal
whichlasts 14 days (refer
toFiguresl, 2, and 3).

Thisisaamplifiedver-
sion of what happens. It
iswhat weknow sofar. What wedon’t
know (and guess at) iscertainly afar
greater body of knowledge yet to be
discovered.

The reproductive system does not
actinisolation. Thehormonesthat are
released by thereproductive systemin-

teract with other en-
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Figure 3. The uterine lining at four stages of the menstrual cycle: The
end of menstruation, ovulation, ~5 days after ovulation, and
menstruation.

docrineglandssuch
as the thyroid, the
adrenal, and pan-
creas in ways
vagudy understood.
Thepituitary dsore-
leases prolactin,
whichhdpsdeveop
breasts for feeding
the infant. If this
occurs, prolactinis
responsible for
inhibitingfurther fol-
licleand egg devel-
opment ontheova
ries. Itisthereason
lactatingwomendo
not normally be-
comepregnant.
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Figure2. The menstrual cycle — The relationship between
follicle development, hormone cycles, and uterine lining
buildup and disintegration.

Genetic Context

Modernliving hasthrowneverything
out of kilter. Hrg, today’ swomanisovu-
lating too much. Hereistheway we
aredesigned and built and theway it
should befromabiologica standpoint:
Onceagirl reachessexua maturity in
her mid-teens, shewould becomepreg-
nant. Cong dering thecopiousavailabil-
ity of willing maefertilizers, thereisa
good chancethat uninhibited by mod-
ern societal taboos, the first egg she
released would befertilized. That'sone
ovulation. Shewould become pregnant
for ninemonths, which would stop fur-
ther ovulations, then nursetheyoung
childfor 4to5years, whichwouldaso
stop ovulations. After she stopped
nursing shewould ovulateagain and be-
come pregnant by one of the ever-
present malesinrut. Thecyclewould
be repeated with a9-month pregnancy
and a4 or 5 year nursing period with
no ovul ationstaking place during that
time. That would mean about oneovu-
lation approximately every fiveyears
fromage 1210 50.
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Now if you comparethisscenario
with that of the modern woman, you
can see that modern women are
virtual egg hatcheriescompared to our
ancestral prototype. Every 30daysfor
yearsyoungwomenwill beovulatingand
causngsurgesof cycinghormonessuch
asestrogen, until they discontinuebirth
control pillsand decideit isthe appro-
priatetimeto havethecorrect 2.2 chil-
dren for modern society. Duringthe
nine-month pregnancy no ovulations
will take place, but since for many
women it isinconvenient or not taste-
ful to nurse, they will begin ovulating
shortly after. (Ascanbeseenby Fig-
urelonEstrolog page2, thereisadra
matic differencebetweentheartificialy
mani pul ated hormonal cycle of mod-
ernwomen and that of our natural an-
cestral prototype.)

Our modern synthetic environment
could a so be expected to disrupt hor-
mone baances. Weliveinsdehomes
breathing conditioned air and are
shielded from natural light. Conve-
nience of modern society creates a
sedentary lifestylewithlittle exercise.
We eat processed, fabricated, food
fraction-based products and drink
chemicalized water. Thisdislocation
from our naturd rootsinthewild—out
of doors, breathing fresh air, drinking
natural water, eating foodsexactly as
they arefound in nature and being ex-
posed to sunshineevery day —doesnot
go unnoticed by our biology. Thehy-
pothalamusand pituitary gland, for ex-
ample, areintimately linked to natural
light cycles. Toshield ourselvesfrom
thisnatural cycleand createartificia
cycleswithin buildingssurely could be
expected to disrupt hormone balances.
The broad range of symptoms associ-
ated withfemaeproblemsisasurein-
dicationthat something very fundamenta
hasgonewrong withintricate hormona
bal ances.

Additionaly, many synthetic chemi-
casreleased into the environment for
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decades have now been provento have
an effect on sexual hormones. Particu-
larly theha ogenated hydrocarbonssuch
asDDT, chlordane, dieldrin, DDE and
othersareknownto haveestrogenic ef-
fects. Thesechemicasaresprayed on
produce, and other drugs, hormonesand
chemicalsare introduced into food
animal dietsto concentrateintheir tis-
sues, which arethen consumed by hu-
mans. The estrogen-mimicking sub-
sancesintheenvironment arebelieved
to adversely affect not only female, but
asomaereproductionand sexua func-
tion. If thereisany doubt about the
power of these chemicals, even at the
minusculeamountsre eased intotheen-
vironment, consider the extinction and
near extinction of varioushirdsthat have
been directly linked to such chemical
pollutants.

The modern diet lies as a root
cause of so many modern chronic ail-
ments. It is little wonder it can be
linked directly to female problems.
We are designed to eat foods exactly
as they can be found in nature, raw
and whole. If you contrast this per-
fect model with what is consumed
today, the disparity becomes easily
apparent and it is not surprising that
problems should result. Today’s diet
isprimarily based upon processed car-
bohydrates, including starchesand re-
fined sugars. Additionally, almost all
foodsare cooked, destroying much of
their vitamin content, all of their en-
Zyme content, and creating a variety
of heat-generated compoundsthat are
toxic and carcinogenic. Farm-based
foods are increasingly diminished in
traceminerasascropsarehybridized,
force fed fertilizers, and mined from
thesameplot of ground year after year.
Dozensof studiesdemonstratethat the
average American diet isdeficient or
imbalanced in almost everything.

One of themost important depar-
tures from healthy food is the ma-
nipulation of fats in the diet. Fats,

oilsand sterolsfoundwithin naturd,, raw
foodsin natureare not only healthful,
they areessentid. Incontrast, themod-
erndietisrepletewith processed oils
that may be oxidized or hydrogenated,
Creating avariety of toxic compounds.
Themodernriseof obesity hascreated
afat and cholesterol phobiathat further
threatens healthful lipid nutrition.
Women shun natural cholesterol- con-
taining foodsand withthat iminatean
important precursor to reproductive
hormones(refer to Figure4). Inplace,
they substitute more and more carbo-
hydrates, which are the ultimate cul -
pritsin obesity. Most of these carbo-
hydratesarelaced with fatty acidsthat
shift the balance of fatsin the body.
Reproductive hormones cannot be
properly manufactured and those that
aremanufactured cause abnormd reac-
tionswithintissues

For example, themodern dietary
ratio of omega-6 fatty acidsto omege-
3fatty acidsis 30:1 compared to the
ratioinahealthful natural diet, which
Is5:1. Thehighomega-6 oilsin pro-
cessed foods such as confections,
breads, rolls, cereals, snacks, pastas,
etc., cause excess production of the
ei cosanoid hormones that promote
inflammation. Itisalso believed that
the high intake of sugar (it has been
demonstrated, for example, that pa-
tientswho experience PM S consume
over 60% more carbohydrate and
275% morerefined sugar than those
who do not have the problem), al co-
hol and trans-fatsfound in hydroge-
nated or partially-hydrogenated oils,
and even caffeine can adversely af-
fect eicosanoid productionresultingin
many of the symptomsseeninfemae
syndromes.

The powerful effect of these
elcosanoidsisdemonstrated by thefact
that if the omega-6 type elcosanoids
such as PGF, and PGE, are given to
women, they can induce labor and
dimulateessentidly dl the symptomsof



dysmenorrhea. Women who experi-
ence dysmenorrhea have been tested
and found to have more than 500%
higher levels of omega-6 derived el -
cosanoids than women who are not
experiencing these problems.

Omega-6 fatty acids, particularly
arachidonic, can be changed asaresult
of oxidative free-radicals into
isoprostanes which exert greatly ex-
aggerated inflammatory-type effects.
Welivein apro-oxidant environment
and eat oxidized foods, which can
simulatethissynthesisof exaggerated
inflammatory chemicalsthat exagger-
ate many of the menstrual symptoms.

Theomega-6fatty acid ecosanoids
have the ability to contract smooth
muscle, increase inflammation and
pain, increase salt and fluid retention,
cause vasocondtriction, clot formation
and platel et aggregation. Eicosanoids
also act withinthereproductive cycle
to stimulate luteolysis, the shedding
of the uterine endometrium and
healing of the uterine lining.

The effect of these eicosanoids
islinked to vasocongtriction withinthe
brain, causing headaches, exaggerated

cramping of uterinemuscle, and fluid
and sdlt retention.

The most dramatic hormonal
shift seeninwomen with femal e prob-
lemsisanincreasein estrogensand a
decreasein progesterone. Since mod-
ern “egg hatchery” women receive
monthly estrogen surgesfromtheir fol-
licles, and are consuming foods con-
taminated with avariety of estrogenic
compounds, it islittlewonder that es-
trogen balanceisdisrupted. Highlev-
elsof estrogen canimpair liver function
and result in cholestasis (depressed
bileflow), decreased brain chemicals
such asserotoninand gammaamino bu-
tyricacid (GABA), decreased endor-
phins, decreased thyroid hormone, in-
creasedinsulinlevels increased prolac-
tinhormoneandimpaired function of vi-
taminB,. Depression of the*fedl good”
neurochemicals such as serotonin,
GABA and endorphinsdirectly affects
mood and personality. Increased es-
trogen levels also increase the secre-
tion of the hormone aldosteronefrom
the adrenal glands, which increases
sodium and water retention. Highes-
trogen also stimulates the formation
and growth of uterine fibroidsand is
linked to uterineand breast cance.

Chanlissreral

Coemizal:
4 ffics [EREl] il carbalindr
e Lixhodisim SIPFES RS  INTINNE
respemss,  milommuadem,  anad B

L4

Al rg:
Repulines noads i

Carticosteromne

Testisiersne

&

!
‘-

Esteadial:

Made & fermuale sew hommomes
Influsmce  sevomaary  sexual
plarmiciemi; regulate female
It vl

Figure 4. Some of the steroid hormones derived from cholesterol.

Many menstrual symptoms are
trested with nongteroidd anti-inflamma:
tory drugs(NSAIDs). Itisinterestingto
notethat theseexert their effect by block-
ing enzymesin the omega:6 pathway
leading to the inflammatory
elcosanoids. Thisiscertainly asymp-
tom-based approach, however, andis
not without seriousside effectssuch as
liver damage, leaky gut syndrome, nau-
seq, digestiveirritation and the aggra-
vation of varioussymptomsof dysmen-
orrhea. Itwould beso muchwiser and
more effective to treat the ultimate
CalIses.

That completes the story of what
iswrongandwhy itiswrong. But what
can bedone? Thereismuch hopeand
thekey liesinunderstanding thethesis
outlined in the beginning of this pa
per: We have extracted ourselvesfrom
our proper environmental and genetic
roots. Thesolutionis, therefore, tore-
turnto thoseroots.

Menstruphen™ istheresult of sev-
eral years of research seeking non-
toxic, natural nutritional supplements.
Ingredients have been sel ected based
upon theweight of scientific evidence
and traditional experience with their
use. Supplementation with natural
nutrients and “nutraceuticals’ is an
emerging science and precise mecha
nisms of action have not been deter-
minedin many cases.

Biochemistry
Menstruphen phytonutrients, vita:

mins, and minerasexert their effectsby
promoting proper physiologica baance
intermsof both micronutrientsand hor-
mones. An elevated estrogen-to-
progesteroneratio, asisamost aways
foundinthosewho suffer from“femde
problems” contributestotheseconditions
by adversdly affecting the secretion of
other hormones such as serotonin,
ddogeroneand prolectin, andat thesame
timeincreasng nutritional needsfor nu-
merousvitaminsand mineras. These
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deficienciesaffect thebody’ svarious
sysemsininnumerableways.

Minerd deficiencies, for example,
arestrongly indicated asacausativefac-
tor in premenstrua syndrome (PMS).
Women of reproductiveageexhibit cy-
clingmagnesumandcaciumlevels,in
syncwiththeir cyclinghormonelevels.
Thisdelicately balanced successionis
often disrupted in women who experi-
encemengtrud difficulties. Theeffect
of an elevated serum calcium-to-mag-
nesumratio, evendightly, ismultifac-
toria dueto themany magnesium- and/
or calcium-dependent reactionsof cel-
lular metabolism. Wysong
Menstruphen providestheseminerdsin
thelevelsand ratio optimal for the pro-
motion of healthy menstrua cycles.

Although countless mechanisms
are likely responsible for this phe-
nomenon, it has been confirmed that
PM S patients consi stently havelower
red and mononuclear blood cell mag-
nesium concentrations, which is a
major predisposing factor toward
|uteal-phase mood state destabiliza-
tion. (The importance of this
Mengtrupheningredient, magnesumto
mental health is demonstrated by its
proven effectivenessin thetreatment of
depression, schizophrenia, degp disor-
ders, autism, confusion, deliriumand be-
haviord digurbances) Additiondly, be-
causemagnesumisrequiredinthere-
laxationof musdle, supplementationwith
thisMengtruphen mineral canhelp pre-
ventthe* cramps’ associated with dys-
menorrhea(painful menstruation).

Menstruphen calcium, in proper
balance with magnesium, has been
shown to reduce overall luteal phase
symptomsincluding negative affect,
water retention, food cravings, mi-
graines, and abdominal cramping.
Menstruphen achieves these broad-
range effects by improving altered
hormonal patterns, regulating neu-
rotransmitter levels, and promoting

Menstuphen 6

proper smooth muscle responsiveness
(musclesthat arecalcium-deficient are
morelikely to cramp).

Theminerd zinc, whichisrequired
for proper secretion and action of thesex
hormones, hasbeenfound tobedeficient
inwomenwho suffer frommengrud dif-
ficulties. Specificdly, Mengruphenzinc
inhibitstheexcessrelesseof thehormone
prolactinthat iscorrel ated with PM Sand
amenorrhea(absenceof mengruation).

Menstruphen Chaste Tree Berry
(Vitex agnus-castus) promotes
healthy menstrual cyclesviaitspro-
found effect on the hypothalamus
and pituitary gland. Menstruphen
therefore helpsto reduce the secre-
tion of prolactin, aswell asto lower
the estrogen-to-progesteroneratio
by stimulating the pituitary gland to
produce more luteinizing hormone,
leading to greater production of
progesterone. Symptomsalleviated
include breast tenderness, irritability,
depression, bloating, weight gain,
constipation, and amenorrhea.

Dong quai (Angelicasinensis), as
found in Menstruphen, exertsitsben-
eficia effectsonthefemalereproduc-
tive system through phytoestrogenic
means. Phytoestrogensare plant com-
pounds that bind to estrogen recep-
tors in the body, thus blocking the
powerful action of estrogen and exert-
ing estrogenic effectsthat are 40 times
weaker (see Estrolog monograph and
Figure 2). Menstruphen, conse-
quently, promotes normal hormone
balance, increases glucose utilization
by the uterus and liver, and demon-
stratesgood uterinetonic activity, re-
sultingin uterinerel axation.

The licorice root (Glycyrrhiza
glabra L.) in Wysong Menstruphen
lowers the estrogen-to-progesterone
ratio not by stimulating production
of progesterone, but by inhibiting theen-
zymethat breaksit down. Further, this

Menstruphen ingredient blocks and
lowerstheeffect of thehormonea dos-
terone, the adrenal hormone respon-
siblefor reducing sodium and water ex-
cretion, inmuchthesameway Dongqua
blockstheaction of estrogen.

TheMenstruphen B-vitaminsthia-
min (B,), niacin (B,), and pyridoxine
(B,) areimportant for healthy, regu-
lar and comfortable menstrual cycles,
striking both the physical and emo-
tional symptoms of menstrual cycle
disturbances:

Thiamin (B,), as found in
Menstruphen, prevents dysmenor-
rheabecauseit playsan essentia role
in the metabolism of carbohydrates,
the excessive consumption of which
iscorrelated with increased incidence
of menstrua problems. Menstruphen
thiaminisalso crucial in the conver-
sion of fatty acids into the hormone
progesterone, thus promoting the
proper hormonal ratio.

Menstruphen niacin (B,) iseffec-
tive in the treatment of PMS and
other reproductive cycledisordersas
aresult of itsvasodilating properties.
In particular, niacin is necessary for
the conversion of omega 6 fatty ac-
idsinto the anti-inflammatory e cosan-
oid PGE,.

Pyridoxine (B,), whichisknown
to reduce the effects of estrogen, is
amost awayslow inwomenwith re-
productivecycledifficulties. Supple-
mentation with thisMenstruphenin-
gredient relieves myriad symptoms
including depression, irritability,
breast tenderness, water retention,
and headaches. It appears that high
levels of estrogen after ovulationin-
terferewith thevitamin B -dependent
enzymes of amino acid metabolism,
resulting in anincreased need for this
Menstruphen vitamin (aswell as ad-
equate dietary protein intake).
Menstruphen B, isasoimportantinthe



prevention of anemia, asitisrequired
by the body to utilizeiron and to pro-
ducered blood cells. Further, itiscru-
cial that vitamin B, and
magnesium be used in conjunction, as
inMenstruphen, becausethey work to-
gether in many enzyme systems and
becausewithout vitamin B, magnesum
cannot get intothe body’scells.

Clinical Evidence

Numerous clinical studies have
proventheimportance of Menstruphen
magnesium in the prevention of pre-
menstrual and menstrual problems.
One trid showed a reduction of ner-
vousness by 89%, decreased breast
tenderness by 96%, and less weight
gain in 95% of participants. In an-
other double-blind experiment,
Menstruphen supplementation re-
sultedinadramaticreductioninPMS-
related mood changes associated with
depleted magnesumlevels. Other dlini-
cd sudieshavedemongrated thethera-
peutic effects of magnesium, as found
in Menstruphen, in the prevention of
abdomina cramps and back pain.

Recently, nearly 500 women par-
ticipated in a double-blind trial of
Menstruphen calcium versus a pla-
cebo. Thisbreakthrough study dem-
onstrated that supplementation with
this Menstruphen ingredient can re-
sult in a 54% reduction in PMS
symptoms, including depression, ir-
ritability, food cravings, mood
swings, and migraine headaches. In
another such study, Menstruphen
lowered water retention, and im-
proved mood and concentration.

Menstruphen zinc issuccessfully
usedintheclinical setting asatherapy
for thosewith abnormally high prolac-
tin levels. Additional studies have
shown that emotional disturbances
such aslethargy and depression are
improved with zinc supplementation.

Goodclini-
cal evidence
bears out the
strong tradi- |*
tional reputa-
tion of
Menstruphen
Chaste Tree

\

-
Berry (Vitex |
agnus-castus) . &
inthetreatment .
of mengtrud ir-| .. Agnus-castus
regularitiesand

PMS. A recent randomized, placebo-
controlled clinical trial resulted in
77.1% of participants reporting im-
provement in symptomssuch asbreast
tenderness (mastodynia), edema, head-
ache, and depression. Ninety-two per-
cent of physiciansrated treatment with
chaste tree berry as ‘very good’ or
‘good’ inanother study involving 1500
female participants. In a separate
double-blind study, thisMenstruphen
ingredient demonstrated impressive
therapeutic effectsin casesof cyclical
breast tenderness associated with pre-
menstrua syndrome.

Indinicd trids, Mengtruphen Dong
guai has demonstrated good uterine
tonic activity, causing thisorgantore-
lax, thus preventing cramping. Further
studies have shown that Dong quai
promotesanincreasein uterineweight,
enhancesglucose utilization by theliver
and uterus, and normalizesirregular
mengtrua cyclesinwomenwith lutea -
functioninsufficiency.

In a recent clinical trial,
Menstruphen Licorice Root success-
fully induced normd ovulationand men-
druationinwomen experiencingirregu-
lar, infrequent or lack of menstruation.
Additionally, researchers have found
that supplementation with this
Mengtrupheningredientinfemaeswith
abnormal hormoneleve spromotesthe
overal hedlth of theuterus.

Thereisoverwhelming clinica evi-
dence supporting the use of
Menstruphen B-vitaminsin the treat-
ment of reproductive cycledisorders.

In a randomized, double-blind
study including 556 young women,
87% werecompletely cured of dysmen-
orrheasymptomsafter supplementation
withMenstruphenthiamine(B,).

Niacin (B,), as found in
Menstruphen, waseffectiveinreieving
mengtrua crampsin 90% of participants
with severedysmenorrhea.

More than a dozen double-blind
trialshave demonstrated the efficacy of
Menstruphenvitamin B, (pyridoxine) in
thetreatment of PM Sand mengtrua ab-
normalities. For instance, in arecent
study, an 84% successratein thetreat-
ment of PM Swasachieved with vita-
min B, supplementationaone. Further
tridshave shownthisMenstruphen vi-
tamin to beeffectivein casesinwhich
even progesteronetherapy hasfailed.

These statements have not been evalu-
ated by the Food and Drug Administration.
This product is not intended to diagnose,
treat, cure, or prevent any disease.
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