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INTRODUCTION

Not everyone wants to become a parent, but for those who do, the idea 
of having children feels like a fundamental part of life. Most of us spend 
the earlier part our lives trying to avoid an unplanned pregnancy, and 
assume that if and when we are ready to start a family, it will happen 
without any problem.

In recent times, people are increasingly deciding to delay having 
children until they feel the time is right and they are in a position to 
provide a secure environment and future for their children. There also 
seems to be a societal expectation that women can, or should, have chil-
dren later in life.1 In the decade between 2004 and 2014, the number of 
births to mothers over forty climbed by almost 75%, and the average 
age of first-time mothers increased from twenty-eight to thirty.2

A woman’s fertility peaks in her mid-twenties, at a time when she 
may be still trying to establish a career, or a secure home and a stable 
relationship (or other support network), within which to raise a family. 
Young people are also increasingly burdened by debt, and there is little 
support for women to become mothers earlier in life.3 Unfortunately, 
from the age of thirty, the point at which the average woman starts hav-
ing children, female fertility begins to decline (at a rate of around 3% 
a year), and after thirty-five, the rate of decline accelerates even more.4 
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Therefore, more and more women are facing difficulties in conceiving 
when they feel the time is right for them to have children.

There is a myth that age does not affect fertility in men. However, 
while some men are able to conceive into their seventies, age can in 
fact have a significant impact on male fertility, and most men will have 
reduced sperm motility and less genetic integrity from their late forties.5

Even where individuals and couples don’t attempt to delay hav-
ing children, and start trying to conceive early, many still experience 
difficulty. An array of hormonal, structural, and functional problems 
affecting the reproductive system, together with environmental, nutri-
tion, and lifestyle factors, may contribute to infertility in both men and 
women of all ages.

For those who want children, being unable to conceive is a very 
painful and difficult issue, and watching friends and family members 
announce pregnancies, give birth, and raise children only increases the 
sense of failure and loss. Infertility can cause tremendous stress for indi-
viduals and couples, and may be heightened by pressure from family 
friends, and society as a whole, to have children.

Infertility is clinically defined as the inability to conceive a child 
within one year of unprotected intercourse.6,7 Individuals who have 
never conceived are described as having primary infertility, while those 
who have previously conceived, but have difficulty conceiving again, 
are said to be suffering from secondary infertility.8 This is often a source 
of confusion, since in the case of other health conditions, a “primary” 
problem is a term that is generally used to describe a health problem 
that has no other underlying cause, while “secondary” problems usu-
ally refer to those that are the result of another health condition. How-
ever, in the case of infertility, the classification is somewhat different.

Overall, 15%–20% of couples experience difficulty conceiving, and in 
up to 30% of these cases the cause of infertility remains unexplained.9,10,11 
In the vast majority of these cases, the woman alone is offered conven-
tional treatment,12 and it is not unheard of for women to be prescribed 
fertility drugs by GPs without their partners ever having been tested for 
male factor infertility.

For individuals who experience conditions which lead to infertil-
ity, such as primary ovarian insufficiency, PCOS, and endometriosis, 
orthodox medicine has very little to offer in terms of safe, effective treat-
ments, particularly for those who wish to become pregnant. Hormone-
containing medications and endogenous hormone antagonists used 
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to treat problems affecting the female reproductive system may have 
unpleasant side effects, are frequently associated with significant risk 
factors, and in many cases preclude pregnancy. Likewise, orthodox 
medicine has little to offer for improving sperm count, motility, and 
morphology in men.

The success rate of assisted reproduction techniques (for each cycle) 
ranges from less than 10% with the drug clomiphene citrate, to 20%–
25% for in-vitro fertilisation (IVF).13 The cost of IVF treatment in Ireland 
ranges from €4000 to €7000 per cycle.14 In most cases, these interven-
tions pay little or no attention to issues that may affect the outcome 
of the treatment, such as the overall health of the couple, their stress 
levels, the quality of oocyte and sperm, or various factors influencing 
implantation and maintenance of pregnancy. In some cases, infertility 
treatments may be associated with side effects, such as increased risk of 
multiple pregnancy, ovarian hyper stimulation syndrome, and ovarian 
cancer,15 and the psychological effects of infertility treatment, and mood 
disturbances associated with hormonal manipulation can be as signifi-
cant as the medical complications.16

While some people may need to undergo orthodox fertility treatment 
in order to conceive, for many, subfertility is simply due to an issue such 
as minor hormone imbalance, poor blood flow, suboptimal health of the 
pelvic organs, or various environmental, dietary, and lifestyle factors 
which may be improved with natural approaches such as nutrition and 
lifestyle modification, herbal medicine, and other complementary and 
alternative approaches, without the need for orthodox assisted repro-
duction techniques.

This book focuses on improving reproductive health and fertility 
with Western herbal medicine, nutrition, and lifestyle modification. 
However, there are other complementary and alternative approaches, 
including acupuncture and various bodywork treatments (such as chi-
ropractic), which can be used in combination with herbal medicine and 
orthodox fertility treatments where necessary. These approaches can 
help to improve fertility, reduce levels of stress that are often associated 
with trying to conceive, alleviate some of the side effects of orthodox 
fertility treatments, and increase feelings of hopefulness and control 
over the process.17

Of course individuals who do not wish to conceive a child are just 
as likely to suffer from reproductive health problems as those who 
do. Conditions such as amenorrhoea, PCOS, fibroids, endometriosis, 
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dyspareunia, and premenstrual syndrome (PMS), apart from causing 
infertility, are associated with an array of distressing symptoms; and 
women who do not wish to have children may still prefer to manage 
these conditions with natural medicine. To be able to help people to 
overcome reproductive health problems, from which they may have 
been suffering for many years, is incredibly rewarding in its own right.

Equally, men who are not interested in having children also suffer 
from conditions such as erectile dysfunction or premature ejaculation, 
and may choose natural approaches to help address these problems. 
Fertility is basically the result of achieving and maintaining a balanced 
and healthy reproductive system. Therefore this book is not just about 
improving fertility, but also about understanding and treating a wide 
range of reproductive health problems, whether or not the individual 
wishes to conceive a child.

Throughout this book, reference is made to “men” and “women” 
when discussing health problems that affect the male and female repro-
ductive systems respectively. However, it is also acknowledged that 
there are people of other genders (such as trans men or non-binary indi-
viduals, for example), who menstruate, and may therefore be equally 
affected by symptoms of oestrogen or progesterone imbalance, or suf-
fer from conditions such as endometriosis or fibroids. Similarly, trans 
women, and those with other gender identities, may experience testicu-
lar problems (such as varicocele, for example), so it is important to rec-
ognise this, and to respect the gender identity of the individual patients 
that we treat.

Integrated or integrative medicine involves incorporating comple-
mentary and alternative medicine (CAM) with orthodox medicine into 
a comprehensive and holistic treatment plan.18,19,20 It focuses on health 
and healing rather than disease and treatment, and encourages the 
patient to take individual responsibility for his or her own health.21,22 
Integrated medicine is becoming increasingly popular among both 
patients and clinicians, many of whom consider the narrowly focused 
biological approach of orthodox medicine to be inadequate.23,24

The strictly biomedical approach of many orthodox clinicians allows 
minimal scope for the discussion of emotional issues or lifestyle strate-
gies, which is in contrast with the more holistic therapeutic relation-
ship found in many CAM therapies. Herbal medicine and other CAM 
approaches also have an important role to play in management of the 
side effects of orthodox interventions,25 including assisted reproduction 
techniques.
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At least 40% of the population of industrialised countries now regu-
larly use one or more forms of complementary and alternative medicine, 
including herbal medicine. Patients frequently combine conventional 
treatment and CAM approaches rather than using one or the other exclu-
sively, and the majority of people who use CAM do so because they con-
sider it to be more congruent with their values and beliefs, rather than 
because of dissatisfaction or negative attitudes towards conventional 
medicine.26 Many people who decide to use orthodox assisted reproduc-
tion techniques (ART) choose to combine these orthodox interventions 
with natural approaches. The high cost and relatively poor success rate 
of assisted reproduction techniques mean that many people will turn to 
CAM therapies, in order to try to increase their chance of success.

Therefore, herbalists and other complementary and alternative 
healthcare practitioners are very well placed to be able to help indi-
viduals and couples to improve not only their reproductive health and 
fertility, but also their general health and well-being, thereby increas-
ing their chances of conceiving naturally, and maximising the success 
of assisted reproduction techniques where necessary. Indeed, for many 
practitioners, helping people to overcome health problems, which they 
may have been suffering with for many years, and helping individuals 
and couples to fulfil their dreams of becoming parents, can be among 
the most rewarding aspects of practising natural medicine.
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Reproductive health problems leading to infertility in women 
can be divided into two broad categories: organic infertility and 
functional infertility. 

Organic infertility is that which is clearly related to an identifiable, 
underlying medical condition.27 It is further subdivided into anovula-
tory infertility, in which ovulation does not occur due to an identifiable 
cause; and structural infertility, which is due to a structural abnormality 
of the reproductive organs, which prevents conception from occurring.28 

Some cases of organic infertility may require orthodox medical or 
surgical intervention in order for the woman to conceive, although 
sometimes the condition may be irreversible. However, in many cases, 
herbal medicine may be of benefit, either alone, or in combination with 
other forms of treatment.

Functional infertility on the other hand is due to incorrect functioning 
of the reproductive system, which is not due to any underlying medi-
cal condition. It includes improper functioning of the reproductive hor-
mones for which no cause has been identified, as well as unexplained 
causes of infertility.29 Herbal medicine and other complementary and 
alternative approaches have a great deal to offer for women with 
functional and unexplained infertility, and this is discussed further in 
Chapter 4 of this book.

For individuals with functional reproductive health problems or 
unexplained infertility, traditional medicine systems, such as traditional 
Chinese medicine (TCM) and Ayurveda (the traditional medicine sys-
tem of India), can often help to provide an explanation for the difficulty 
in conceiving where orthodox medicine has failed to do so. Traditional 
diagnostic techniques may be used alongside orthodox investigations 
to help identify “energetic” patterns of disharmony that contribute to 
reproductive health problems and infertility, and help practitioners to 
formulate an approach to treatment, which will improve the chances 
of conceiving naturally, or increase the success rates of assisted repro-
duction. These traditional medicine systems and “energetic” patterns of 
disharmony are discussed in Chapter 6.

Finally, lifestyle factors, such as poor nutrition, lack of exercise, 
smoking, caffeine and alcohol consumption are significant contributing 
factors in cases of infertility. These will be covered in Chapter 5.
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Organic infertility Functional infertility

Related to an identifiable underlying medical condition Not due to any 
underlying medical 
condition

Anovulatory infertility Structural infertility Incorrect functioning 
of the reproductive 
system

• Primary 
amenorrhoea

• Hypothalamic 
amenorrhoea

• Hypopituitarism
• Hyperprolactinaemia
• Primary ovarian 

insufficiency
• PCOS 
• Being overweight or 

underweight
• Thyroid hormone 

imbalance

Fallopian tube damage 
or blockage

• Pelvic inflammatory 
disease

• Endometriosis
Uterine, cervical, 

or vaginal 
abnormalities

• Dyspareunia & 
vaginismus

• Congenital vaginal 
obstruction

• Cervical factor 
infertility 

• Uterine 
abnormalities

• Fibroids

Abnormal blood 
flow

Functional hormone 
imbalance 
• Oestrogen
• Progesterone 
• Cortisol 
• Prolactin
Prostaglandin 

imbalance 
Stress
Lifestyle factors
Unexplained 

infertility

Notes

 27. Williams, K. E., Marsh, W. K., & Rasgon, N. L. (2007). Mood disorders and fertility in 
women: a critical review of the literature and implications for future research. Human 
Reproduction Update [online]. Available from http://humupd.oxfordjournals.org/
cgi/content/full/dmm019v1 (accessed 12 June 2010).

 28. Liu, W., & Gong, C. (2009). Opening the blockage to reproduction: Infertility. Tradi-
tional Chinese Medicine Information Page [online]. Available from http://tcmpage.com/
hpinfertility.html (accessed 4 July 2011).

 29. Indhorn, M., & van Balen, F. (2002). Infertility around the Globe: New Thinking on Child-
lessness, Gender, and Reproductive Technologies. Berkeley, CA: University of California 
Press.
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CHAPTER ONE

Organic infertility: conditions leading 
to anovulation

In women with anovulatory infertility, ovulation does not occur due 
to an underlying identifiable medical condition. This chapter dis-
cusses the various medical conditions which may result in failure to 

ovulate, and approaches to treatment with herbal medicine, nutrition, 
and lifestyle changes.

Amenorrhoea

Amenorrhoea is the absence of menses. It is divided into two categories, 
primary amenorrhoea and secondary amenorrhoea.

Primary amenorrhoea

Primary amenorrhoea refers to the absence of menstruation by the age 
of sixteen years (or fourteen years in cases where there is no devel-
opment of secondary sexual characteristics).30 It affects less than 1% 
of women.31 Women with primary amenorrhoea have never had a 
period, usually due to chromosomal abnormalities (such as Turner’s 
syndrome) and/or congenital abnormalities of the reproductive organs 
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(such as imperforate hymen or transvaginal septum).32 Primary amen-
orrhoea can usually only be treated with surgery and/or permanent 
hormone replacement therapy.33 It generally does not respond to herbal 
medicine alone;34 however, herbal medicines and other complementary 
and alternative approaches may be used in conjunction with orthodox 
interventions, depending on the needs of the individual patient.

Secondary amenorrhoea

Secondary amenorrhoea is the absence of menstruation for at least 
three months in a woman with previously normal menstrual cycles; 
or six months in women with a history of oligomenorrhoea.35 It is a 
symptom of an underlying imbalance or disorder, rather than a dis-
ease in itself. Therefore it is essential to take a comprehensive medical 
history to establish the cause of the amenorrhoea, and also to rule out 
pregnancy.36 Secondary amenorrhoea may be due to conditions such 
as hypothalamic amenorrhoea, hypopituitarism, hyperprolactinaemia, 
primary ovarian insufficiency, or polycystic ovary syndrome.37

Hypothalamic amenorrhoea

Hypothalamic amenorrhoea is the most common form of amenorrhoea 
in pre-menopausal women.38 It may be caused by marked weight loss, 
excessive exercise, physical illness, or emotional stress,39 or it may occa-
sionally occur following the use of oral contraceptives.40

Normal reproductive hormone function

During normal functioning of the reproductive system, secretion of 
gonadotropin-releasing hormone (GnRH) by the hypothalamus, trig-
gers release of follicle stimulating hormone (FSH) by the pituitary. FSH 
stimulates growth and maturation of the ovarian follicles, and produc-
tion of oestrogen, which in turn stimulates endometrial growth. Insuf-
ficient production of oestrogen by the ovary increases FSH release in 
order to increase the stimulation of the ovarian follicles, whereas higher 
levels of oestrogen reduce FSH release as a result of negative feedback. 
When the ovarian follicle is mature, GnRH causes a surge of luteinis-
ing hormone (LH) from the pituitary gland, which triggers egg release. 
The empty follicle then forms the corpus luteum, which produces 
progesterone.
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Reproductive hormone function in hypothalamic amenorrhoea

The absence of menstruation in hypothalamic amenorrhoea is caused 
by deficient secretion of gonadotropin-releasing hormone (GnRH) by 
the hypothalamus, resulting in low pituitary secretion of ollicle stimu-
lating hormone (FSH).41 The lack of stimulation of ovarian follicles by 
FSH in turn prevents normal follicular growth and maturation, and 
leads to low levels of oestrogen, and reduced endometrial growth. Defi-
cient GnRH secretion also leads to absence of the pituitary LH surge 
that normally triggers egg release, leading to anovulation and low pro-
gesterone levels.42 Because the problem lies with the central control of 
the endocrine system in the hypothalamus, low levels of oestrogen in 
hypothalamic amenorrhoea do not lead to a compensatory rise in FSH.

Figure 1: Normal reproductive hormone function.
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Hypothalamic amenorrhoea should be differentiated from other 
forms of amenorrhoea.43 It differs significantly from amenorrhoea due 
to primary ovarian insufficiency, or “early menopause” (discussed in 
more detail later), which occurs when the ovaries cease to function. 
In the latter case, the failure of the ovarian follicles to secrete oestro-
gen causes pituitary FSH levels to rise, as a result of a lack of negative 
feedback inhibition by oestrogen.44 In other words, premature ovarian 
insufficiency is associated with low levels of oestrogen and high levels of 
FSH, whereas hypothalamic amenorrhoea is associated with low levels 
of oestrogen and low levels of FSH.

Figure 2: Hypothalamic amenorrhoea.
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In women experiencing amenorrhoea it is therefore vitally important 
to request appropriate blood tests, and to obtain copies of the results, in 
order to establish the correct diagnosis, and devise the most appropri-
ate approach to treatment. (For further information about laboratory 
testing to assess reproductive health, see Chapter 12.)

In addition to causing infertility, amenorrhoea associated with oes-
trogen deficiency also poses other risks to women’s health, includ-
ing decreased bone density (which leads to increased fracture risk), 
increased risk of cardiovascular disease, higher incidence of depression 
and anxiety, and sexual problems such as reduced libido and vaginal 
dryness,45 which may be improved with herbal medicine, nutrition, 
appropriate exercise, and lifestyle changes (discussed in more detail 
later in this chapter, in the section on primary ovarian insufficiency).

Treatment of hypothalamic amenorrhoea

Hypothalamic amenorrhoea may be reversed by reducing exer-
cise (particularly if this is excessive in intensity or duration), and by 
improving nutrition.46,47 Orthodox treatment of hypothalamic amen-
orrhoea is also aimed at reversing the underlying causes of amenor-
rhoea, such as inadequate nutrition, excessive exercise, or physical or 
emotional stress. Use of oral contraceptives, or bisphosphonate drugs, 
which are often prescribed in order to prevent bone loss due to lack of 
oestrogen, are not recommended in hypothalamic amenorrhoea. How-
ever, some women may be offered short-term transdermal oestrogen 
to improve bone density, if there is very long-standing amenorrhoea.48

Hypothalamic amenorrhoea is associated with low LH and elevated 
cortisol levels.49 Therefore herbs which improve LH secretion (such as 
Vitex-agnus castus),50 and measures to relieve stress (including stress 
management techniques, nervines such as Verbena officinalis, and herbal 
adaptogens such as Withania somnifera) may help to reverse hypotha-
lamic amenorrhoea.

Lepidium meyenii (maca) is a nutritive, adaptogenic herb that increases 
secretion of both FSH and LH by the pituitary.51 This may improve 
ovarian function in women, and thereby increase ovarian hormone 
production.

Steroidal saponin-containing herbs may be taken for 10 days of 
each month to mimic a menstrual cycle.52 Dioscorea villosa (wild yam), 
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Tribulus terrestris (puncture vine), and Trigonella foenum graecum (fenu-
greek) contain steroidal saponins such as diosgenin, which compete 
with endogenous oestrogens for hypothalamic oestrogen receptors. 
They have a weaker effect on hypothalamic oestrogen receptors than 
endogenous oestrogen, causing the body to respond as if oestro-
gen levels are lower than they really are, stimulating the pituitary to 
increase FSH secretion, which in turn increases oestrogen production.53 
Improved levels of FSH also lead to improved ovulation, especially 
when given on days 5–14.54

Energetics

In Ayurveda, amenorrhoea is often associated with Vata disturbance, 
and therefore benefits from consumption of moist, sweet, heavy, and 
nourishing foods such as root vegetables, soaked nuts, and oils (such 
as flaxseed oil); and herbs such as Asparagus racemosus (shatavari) and 
Trigonella foenum graecum (fenugreek).55 It is also important to reduce 
stress levels and to avoid strenuous exercise in order to reduce Vata.56

In traditional Chinese medicine (TCM), hypothalamic amenor-
rhoea is often associated with severe Blood Deficiency,57 which simi-
larly requires moist, warming, and nourishing foods and herbs, such as 
Angelica sinensis (Dang Gui) and Rehmannia glutinosa (Shu Di Huang).58 
For more information about “energetic” approaches to understanding 
and treating infertility, please see Chapter 6.

Case study

Twenty-seven-year-old female 

Presenting complaint
• Amenorrhoea for 4 years after discontinuing oral contraceptives
• Blood tests showed slight leukopenia, neutropenia, and lymphopenia
• LH 2.1 u/L, FSH 5.3 u/L, Oestradiol <50 pmol/L
• Pituitary MRI normal

Medical history
• Low mood since break-up of long-term relationship 3 years ago
• Non-smoker, social alcohol, no current medication
• Exercises for one hour per day at the gym
• Tendency to overwork and perfectionism
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Hypopituitarism

Hypopituitarism refers to failure of pituitary gland to secrete one or 
more of the pituitary hormones. It is a rare disorder, with a prevalence 
of around 45 cases per 100,000 people.59 It may be congenital, or may be 
caused by a tumour, brain injury, subarachnoid haemorrhage, meningi-
tis, haemochromatosis, or cranial radiation or surgery.60

Under normal circumstances, low target hormone levels (such as 
low oestrogen, androgens, thyroxine, or cortisol) stimulate the pituitary 
gland to increase production of stimulating hormones (such as FSH, 
LH, TSH, or ACTH [adrenocorticotropic hormone] respectively). How-
ever, in hypopituitarism, the pituitary gland response to falling target 
hormone levels is absent or suboptimal, which results in secondary fail-
ure of the target glands (such as the ovaries, thyroid, testes, and adrenal 
glands).

BP: 110/75

Pulse: 60 bpm (regular)

Tongue: Pale, red tip 

Rx
• Vitex agnus castus  (1:3)  15 
• Withania somnifera   (1:1)  15 
• Glycyrrhiza glabra  (1:1)  15 
• Verbena officinalis  (1:3)  30 
• Hypericum perforatum  (1:3)  30 
    105 ml  (Sig. 7.5 ml bid)

Rx Dioscorea villosa	 	 (1:3)	 	 35	ml	 	 	(Sig.	5	ml	od	for	first	
10 days of the month)

Rx Lepidium Meyenii powder   (Sig. 3 g per day)

Recommendations
• Reduce intensity and duration of exercise  

(yoga, walking 30–50 minutes a day)
• Increase moist, warming and nourishing foods

Follow-up
• After 3 months blood tests showed LH 5.8, FSH 8.1, oestradiol 137
• Menstruation returned to 35 day cycle one month later
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Therefore, hypopituitarism is associated with low levels of oestro-
gen, thyroxine, and/or cortisol, and low or normal levels of pituitary 
hormones FSH, LH, TSH, ACTH, GH, and/or prolactin. Symptoms of 
hypopituitarism in women include oligo- or amenorrhoea, infertility, 
and various other symptoms, depending on the cause of the hypopitu-
itarism and which hormones are affected.61

Again, it is very important to ensure that both pituitary hormones 
(such as FSH, LH, TSH) and target hormones (such as oestrogen and 
thyroxine) are tested, since a low target gland hormone level, yet nor-
mal or low pituitary hormone level, suggests pituitary disease, rather 
than target gland failure. Pituitary causes of infertility and other condi-
tions (such as central hypothyroidism) may be missed by only measur-
ing levels of stimulating hormone.62

Treatment of hypopituitarism

Treatment options for hypopituitarism vary depending on the cause. 
Some individuals with hypopituitarism may need hormone replace-
ment therapy.63 However, herbal medicines and other complementary 
and alternative approaches may be used in conjunction with orthodox 
interventions, to improve health and well-being, depending on the 
needs of the individual patient.

Hyperprolactinaemia

Hyperprolactinaemia refers to elevated levels of prolactin, the pituitary 
hormone that is responsible for breast development and lactation.64 
Hyperprolactinaemia may be caused by pituitary trauma, chest wall 
trauma, stress, various medications (especially those affecting dopa-
mine levels),65 and hypoglycaemia.66

Approximately 30% of cases of hyperprolactinaemia are caused by 
prolactin-secreting tumours (prolactinomas), which are usually benign. 
Prolactin production can also be stimulated by thyrotropin-releasing 
hormone (TRH), therefore primary hypothyroidism (which is associ-
ated with high TRH) can cause hyperprolactinaemia.67

Higher concentrations of prolactin inhibit progesterone, and reduce 
oestrogen levels by inhibiting the activity of aromatase (the enzyme 
which catalyses the conversion of androgens to oestrogen), leading to 
infertility.68 Symptoms of hyperprolactinaemia include galactorrhoea 
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(due to the effect of prolactin on breast endothelial cells), and 
amenorrhoea and infertility (due to suppression of GnRH by prolactin). 
The presence of a pituitary adenoma may also cause visual field defects 
and headaches. This is usually diagnosed by magnetic resonance 
imaging (MRI).69

Reducing prolactin levels

Orthodox treatment of hyperprolactinaemia is with dopamine ago-
nist medication (such as bromocriptine). Radiation or surgery for pro-
lactinomas is not usually recommended due to the associated risk of 
hypopituitarism.70

Herbal medicines may be used to reduce prolactin levels and improve 
fertility in patients with hyperprolactinaemia. Vitex agnus castus (chaste 
tree) has been shown to increase conception in infertile women with 
hyperprolactinaemia and luteal phase dysfunction.39,71 Salvia officinalis 
(sage) has been traditionally used to decrease production of breast 
milk.72 It binds to GABA receptors,73 and thereby reduces prolactin syn-
thesis and release, and also increases dopamine, which in turn further 
inhibits prolactin.74 Cimicifuga racemosa (black cohosh) also has a dopa-
minergic action, which inhibits prolactin release.75

Deficiencies of vitamin B6, magnesium, and zinc are associated 
with low dopamine and raised prolactin.76 Therefore supplementing 
these nutrients may help to improve dopamine synthesis77 and reduce 
hyperprolactinaemia.

Increasing prostaglandin E1 (PGE1) helps to counteract the effects of 
higher prolactin levels.78 Vitamin B6 and zinc are necessary co-factors in 
the production of series-1 prostaglandins. Vitamin E can also positively 
influence prostaglandin ratios. Essential fatty acid supplements such as 
evening primrose or starflower oil contain linolenic and gamma linole-
nic acid, which increase PGE1.79

Finally, since stress affects prolactin levels, stress management and 
relaxation techniques may be useful for reducing elevated prolactin lev-
els, in conjunction with herbal medicine and nutritional supplements.80

Energetics

In Ayurveda, hyperprolactinaemia is associated with excess Kapha. 
In TCM, hyperprolactinaemia may be due to Yang deficiency, with 
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consequent Qi stagnation and accumulation of Dampness (signified by 
swollen tender breasts and galactorrhoea). Western herbs commonly 
used to treat hyperprolactinaemia, such as Vitex agnus castus (chaste tree) 
and Salvia officinalis (sage) are warm, dry and pungent, and are therefore 
suitable for treating both Yang Deficiency and damp patterns, as well 
as Kapha excess. For more information about “energetic” approaches to 
understanding and treating infertility, please see Chapter 6.

Ovarian insufficiency and early menopause

Primary ovarian insufficiency (POI) affects about 1% of women. It 
occurs when the ovaries stop functioning normally before the age of 
forty. The failure of the ovarian follicles to secrete oestrogen causes 
pituitary FSH levels to rise, as a result of a lack of negative feedback 
inhibition by oestrogen. Primary ovarian insufficiency is therefore asso-
ciated with low levels of oestrogen and elevated FSH.81 This is the same 
process as menopause, which occurs when the ovaries naturally cease 
to function between the ages of forty-five and fifty-five years, except 
that it happens early.

Oestrogen levels vary widely in premenopausal women, with normal 
ranges of oestradiol extending from 45.4 pmol/L to 845 pmol/L during 
the follicular phase, and 81.9–1251 pmol/L during the luteal phase.82 
Therefore it can be difficult to establish what actually constitutes “low” 
levels for each individual, based on the level of oestrogen alone. How-
ever, a higher level of FSH, and particularly an elevated FSH/LH ratio 
strongly suggests a decreased ovarian response.83

Primary ovarian insufficiency is also associated with low anti-
Mullerian hormone (AMH), which is secreted by the ovarian granulosa 
cells. AMH reflects the number of primary follicles present, which is an 
indicator of the remaining ovarian reserve.84 Low AMH levels reflect a 
lower number of primary follicles, whereas abnormally high AMH sug-
gests a higher number of primary follicles (as occurs in PCOS).85

Primary ovarian insufficiency may be due to a low initial number 
of primordial follicles during foetal development, or accelerated fol-
licle atresia due to chromosomal abnormalities, or autoimmunity.86 
Approximately 20% of women with POI have a coexisting autoimmune 
disorder, most commonly autoimmune hypothyroidism.87 Although the 
cause is often unknown, POI may be hereditary, or it may be associated 
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with immune system diseases, radiation or chemotherapy treatment,88 
smoking,89 and viral infections such as mumps and varicella viruses.90

Primary ovarian insufficiency may lead to premature menopause, 
which is permanent and irreversible.91 However, the early stages of 
POI are characterised by intermittent ovarian failure, interspersed with 
periods of normal follicular activity, and women with POI may con-
tinue to have occasional periods for several years.92

Symptoms of ovarian insufficiency are the same as those often expe-
rienced during normal perimenopause, and include irregular or absent 

Figure 3: Primary ovarian insufficiency.



16  HERBAL  MEDIC INE AND REPRODUCT IVE  HEALTH

periods, hot flushes and night sweats, mood changes, poor concentra-
tion, sleep disturbance, reduced libido, vaginal dryness, and changes 
in skin and hair. Low levels of oestrogen can also predispose to dry eye 
syndrome, heart disease, osteoporosis, and hypothyroidism.93

Improving fertility in women with primary ovarian insufficiency

Orthodox treatment of ovarian insufficiency involves hormone 
replacement therapy to alleviate symptoms, prevent bone loss, and 
reduce the risk of cardiovascular disease, while women with POI who 
wish to conceive are usually advised to consider IVF using donor eggs.94

However, in women with low AMH, raised FSH, and/or increased 
FSH/LH ratio, complete ovarian failure may be delayed by protecting 
the remaining follicles from atresia by reducing follicle damage (due to 
oxidative stress, or autoimmune destruction).

Accumulation of reactive oxygen species (ROS) contributes to mito-
chondrial dysfunction and oxidative stress. This, in turn, leads to oxi-
dative damage to DNA and other cell structures, similar to age-related 
changes. Therefore, improving mitochondrial function by supplement-
ing antioxidants is important for improving oocye quality and increas-
ing fertility.95 Coenzyme Q10 is an antioxidant enzyme that has been 
shown to help improve oocyte quality and embryo development.96 Sup-
plementation of 750 mg per day of vitamin C has also been shown to 
reduce the effects of oxidative stress during oocyte maturation, and to 
increase progesterone levels, and improve fertility.97

The hormone DHEA is essential for oestrogen  production in the 
ovary. DHEA supplementation has been shown to significantly improve 
levels of AMH (which reflects an increased number of developing pri-
mary follicles); and to increase the quality of oocytes produced.98

DHEA enhances insulin-like growth factor (IGF-I), which is involved 
in follicular growth. DHEA may also improve ovarian reserve by increas-
ing recruitment of follicles from the dormant primordial follicular pool; 
and reducing apoptosis (the process by which recruited follicles are 
destroyed).99 DHEA supplementation has been shown to significantly 
improve outcomes in women undergoing in vitro fertilisation (IVF) or 
intracytoplasmic sperm injection (ICSI).100 Improving DHEA levels may 
therefore be very beneficial for women with low ovarian reserve or pri-
mary ovarian insufficiency, in order to increase the number of available 
follicles and improve egg quality.
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Withania somnifera has been shown to increase levels of DHEA101 and 
may therefore have a beneficial effect on ovarian reserve, egg quality, 
and pregnancy outcomes, as a result of its ability to improve endog-
enous DHEA levels. DHEA is produced by the adrenal gland, and less 
is produced when cortisol is high. Therefore measures to reduce stress 
and improve adrenal function (discussed later) may help to increase 
DHEA and thereby improve ovarian function.102

Lepidium meyenii (maca) can also help to improve ovarian function 
in women with premature ovarian insufficiency. It reduces elevated 
FSH, improves the LH:FSH ratio, increases oestrogen and progesterone 
levels,103 and increases production of ACTH and thyroid hormones.104 
Short-term use of maca initially increases secretion of both FSH and LH 
by the pituitary. This improves ovarian function, and thereby increases 
production of both oestrogen and progesterone, reducing symptoms 
associated with low ovarian hormone levels, such as hot flushes, sweat-
ing, sleep disturbance, mood changes, joint pains, and heart palpita-
tions. After several months of treatment, improved ovarian hormone 
levels allow FSH levels to fall due to negative feedback, and the FSH:LH 
ratio improves.105

Constituents of maca include various alkaloids, sterols, glucosino-
lates, amino acids, fatty acids, and minerals.106 Maca does not contain 
phytoestrogens, but is thought to act as an adaptogen, positively affect-
ing pituitary function, and thereby improving ovarian, adrenal, and 
thyroid activity.107

Treating the symptoms of primary ovarian insufficiency

The symptoms of primary ovarian insufficiency, such as hot flushes and 
night sweats, mood changes, poor concentration, sleep disturbance, 
reduced libido, and vaginal dryness, can be improved with various 
herbs and phytoestrogens.

Phytoestrogens are plant-based compounds, which include 
isoflavones (such as genistein, daidzein, and  glycitein),  coumestans, 
lignans,  and  flavonoids. Soybeans are a particularly rich  source of 
isoflavones, and flaxseeds are a good source of lignans. Phytoestrogens 
have an affinity for oestrogen receptors, and exert a weak oestrogenic 
effect in comparison to oestradiol.108 They can help to reduce symptoms 
associated with lower oestrogen levels, with limited side effects.109 Con-
sumption of phytoestrogens is also associated with lower fracture risk.110
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Dioscorea villosa (wild yam) and Tribulus terrestris (puncture vine) con-
tain steroidal saponins such as diosgenin, which compete with endog-
enous oestrogens for hypothalamic oestrogen receptors. They have a 
weaker effect on hypothalamic oestrogen receptors than endogenous oes-
trogen, causing the body to respond as if oestrogen levels are lower than 
they really are, stimulating the pituitary to increase FSH secretion, which 
in turn increases oestrogen production.111 This has a beneficial effect on 
symptoms of ovarian insufficiency, such as hot flushes, night sweats, 
depression, insomnia, and reduced libido. Improved levels of FSH also 
lead to improved ovulation, especially when given on days 5–14.112

Cimicifuga racemosa (black cohosh) is also helpful in alleviat-
ing symptoms of ovarian insufficiency. It reduces  luteinising  hor-
mone (LH) levels, which have been linked to hot flushes. Its oestrogenic 
effects promote proliferation of vaginal epithelium, reducing vaginal 
dryness and atrophy. It also acts as an agonist at serotonin and dopa-
mine receptors, helping to improve mood disturbances such as depres-
sion, anxiety, and irritability.113 Humulus lupulus (hops) also contains 
phytoestrogens and is traditionally used for the treatment of hot flushes, 
especially when associated with anxiety and insomnia.114 A vaginal 
application of gel containing hops can help to reduce vaginal dryness, 
and associated inflammation, discomfort, and dyspareunia.115

Salvia officinalis (sage) reduces excessive sweating, including hot 
flushes and night sweating associated with ovarian insufficiency.116 
It also improves cognitive function, memory, mood, and energy levels, 
which can deteriorate with declining oestrogen levels in women with 
primary ovarian insufficiency.117

Hypericum perforatum (St John’s wort) is beneficial in relieving mood 
disturbances associated with primary ovarian insufficiency. It has been 
shown to reduce symptoms of mild to moderate depression.118 It may 
also have some hormonal effects, since it seems to improve both psycho-
logical and psychosomatic symptoms including vasomotor symptoms, 
and sexual well-being.119 Cooling, sedative herbs (such as Passiflora 
incarnata and Lactuca virosa) are useful for sleep disturbance.

In traditional Chinese medicine, ovarian insufficiency is commonly 
associated with Blood Deficiency, Kidney Yin Deficiency, and empty 
heat.120 These are treated with nourishing herbs, which tonify the Blood 
and Yin, such as Angelica sinensis (Dang Gui), Paeonia lactiflora (white 
paeony), and Rehmannia glutinosa (Chinese foxglove).
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In Ayurveda, primary ovarian insufficiency is most commonly asso-
ciated with Vata excess, which may be followed by other Dosha imbal-
ances (such as Pitta aggravation), depending on the individual patient.121 
Vata aggravation also benefits from moist, nourishing herbs, such as 
those named above, as well as Asparagus racemosus (shatavari), Trigonella 
foenum graecum (fenugreek), and Withania somnifera (ashwagandha), 
which are more commonly used in Ayurveda. For more information 
about “energetic” approaches to understanding and treating infertility, 
please see Chapter 6.

Case study

Thirty-two-year-old female

Presenting complaint
• Trying to conceive for 18 months. Miscarriage at 8 weeks  

(6 months ago)
• AMH 12.85 pmol/L (low fertility)
• Very light menses for 6 months, vaginal dryness, low libido
• Follicular blood tests: FSH 10.5 IU/L, LH 4.9 IU/L, Oestradiol 87 pmol/L 
• Mid luteal progesterone: 36 nmol/L

Medical history
• High stress levels, no exercise
• Smokes 2–3 cigarettes per day

BP: 120/75

Pulse: 60 bpm, regular, impalpable at third position on right hand

Tongue: Dry, bluish tongue body, red tip

Rx
• Asparagus racemosus  (1:1)  20 
• Hypericum perforatum  (1:3)  30 
• Vitex agnus castus  (1:3)  15 
• Angelica sinensis  (1:1)  20 
• Withania somnifera  (1:1)  20 
     105 ml  (Sig. 7.5 ml bid)

Rx Lepidium Meyenii powder   (Sig. 3 g per day)
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Thyroid hormone imbalance

Thyroid function is regulated by the hypothalamic-pituitary axis, and 
therefore changes in thyroid function can impact greatly on reproduc-
tive hormone function.122

Hypothyroidism

Hypothyroidism is associated with weight gain, oedema, intolerance of 
cold, dry skin and hair, bradycardia, depression, constipation, hoarse 
voice, and non-pitting pretibial oedema. Primary hypothyroidism may 
be congenital or autoimmune (Hashimoto’s). It may be due to iodine 
deficiency, or may follow treatment for hyperthyroidism. It is associ-
ated with suboptimal levels of T4 and T3, and elevated levels of thy-
roid stimulating hormone (TSH). This is because low levels of thyroid 
hormones trigger the pituitary gland to increase TSH. Hypothyroidism 
is also associated with hypercholesterolaemia; low ferritin (due to the 
effect of thyroid hormones on ferritin synthesis); and low sex hormone 
binding globulin (due to the effect of hypothyroidism on oestrogen 
levels).

Secondary hypothyroidism is not due to a problem with the thyroid 
itself, but to a problem with the pituitary gland or hypothalamus. In 
this case, suboptimal levels of T3 and T4 are associated with low TSH. 
This is because the thyroid gland receives insufficient stimulation from 

Recommendations
• Vitamin and mineral supplement for fertility, vitamin C (1000 mg a day)
• Omega-3 EFAs (3 g a day), coenzyme Q10 (300 mg a day)
• Stop smoking
• Consume phytoestrogen-rich foods

Follow-up
• After 3 months of treatment, luteal progesterone increased to 56
• Follicular FSH 9.1 IU/L, LH 6.2 IU/L, oestradiol 164 pmol/L
• Patient conceived after 6 months of treatment and gave birth to a 

healthy baby boy
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pituitary thyrotropin hormones, and the hypothalamus or pituitary 
fails to respond to the resulting low thyroid hormone levels.

In euthyroid sick syndrome (which may be due to any severe, acute 
illness) free T3 is reduced, but TSH and T4 may be normal. It is there-
fore essential to measure TSH, T4, and T3 in patients with symptoms of 
underactive thyroid.

In cases of primary hypothyroidism, decreased production of T3 
and/or T4 by the thyroid gland results in elevated thyroid releasing 
hormone (TRH), due to reduced negative feedback on the hypothala-
mus. The elevated TRH increases prolactin release from the pituitary.123 
Elevated prolactin in turn causes suppression of gonadotropin-releasing 
hormone (GnRH) by the hypothalamus, as previously described, result-
ing in low pituitary secretion of follicle stimulating hormone (FSH). The 
lack of stimulation of ovarian follicles by FSH leads to low levels of oes-
trogen, and prevents normal follicular growth and maturation, leading 
to sub-fertility.124

Evidence suggests that keeping thyroid stimulating hormone (TSH) 
levels at the lower end of normal (<2.5 mU/l) in euthyroid women 
may improve conception rates in subfertile women and reduce early 
pregnancy loss.125 There is also increasing evidence for the role of auto-
antibodies in subfertility and early pregnancy loss, even in euthyroid 
women. This may be linked to inflammatory changes in the reproduc-
tive tissues.126

In cases of secondary hypothyroidism due to damage to the hypo-
thalamus or pituitary gland, associated deficiency of GnRH and/or 
FSH/LH leads to oligo- or amenorrhoea and infertility as previously 
described. Again, it is very important to ensure that both pituitary hor-
mones (in this case TSH) and target hormones (in this case thyroxine) 
are tested, since a low target gland hormone level, yet normal or low 
pituitary hormone level, suggests pituitary disease, rather than target 
gland failure. Central hypothyroidism may be missed by only measur-
ing levels of stimulating hormone.127

Improving thyroid function

Consuming iodine rich foods including seaweeds (such as kelp), and 
ensuring adequate selenium intake (from nuts such as brazils), and 
exercising for at least 20–30 minutes a day can help to improve thyroid 
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function in women with low levels of T3 or T4, and/or elevated TSH.128 
Other important nutrients for Thyroxine synthesis include L-tyrosine, 
and vitamin B complex. Herbal medicines such as Fucus vesiculosus 
(bladderwrack), Withania somnifera (ashwagandha), and Commiphora 
mukkul (guggul) can also increase thyroid function.129 Measures to 

Figure 4: Hypothyroidism and reproductive hormone function.
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improve oestrogen may help to improve thyroid function. Lepidium 
meyenii (maca) increases both oestrogen and thyroid hormone levels.130 
Withania somnifera and vitamin D can help to reduce autoimmunity.

Energetics

In Ayurveda, hypothyroid conditions are most commonly associated 
with excess Kapha, which benefits from warm, dry, and pungent foods 
and herbs, such as Withania somnifera (ashwagandha) and Commiphora 
mukkul (guggul). In TCM, hypothyroidism is most commonly associ-
ated with Yang Deficiency and accumulation of Dampness and Phlegm, 
which also requires warm, dry, and pungent foods and herbs.

Hyperthyroidism

Hyperthyroidism on the other hand, is associated with increased appe-
tite, weight loss, heat intolerance, sweating, tachycardia, diarrhoea, 
restlessness, fine tremor, menstrual disturbance, and exopthalmus. 
Primary hyperthyroidism may be autoimmune (Graves disease), or 
due to subacute thyroiditis, toxic adenoma, or multinodular goitre. 
Amiodorone, which is used to treat cardiac arrhythmia, may also cause 
hyperthyroidism. In hyperthyroidism, both T4 and T3 levels are usu-
ally elevated, but in a small subset of hyperthyroid patients only T3 is 
elevated (T3 toxicosis).

Secondary hyperthyroidism may be due to pituitary tumours, which 
secrete high levels of TSH, triggering increased T4 production by the 
thyroid gland. TSH-secreting tumours do not respond to negative feed-
back from increasing T4 or T3 levels.

Hyperthyroidism is also associated with high ferritin (due to the 
effect of thyroid hormones on ferritin synthesis); hypocholesterolaemia; 
low triglyceride; low folate (due to the increased metabolic state); high 
blood calcium levels (due to altered bone metabolism); and high sex 
hormone-binding globulin (SHBG) (due to increased oestrogen levels).

An overactive thyroid increases conversion of testosterone to oes-
trogen, which may lead to oestrogen excess.131 Higher levels of oes-
trogen also inhibit secretion of hypothalamic gonadotropin-releasing 
hormone (GnRH) and other important reproductive hormones such 
as follicle stimulating hormone (FSH) and luteinising hormone (LH),132 
thereby contributing to infertility. Abnormalities in thyroid function can 
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therefore have an adverse effect on reproductive health and result in 
reduced rates of conception and increased early pregnancy loss, and 
adverse neonatal outcomes.

Reducing thyroid overactivity

For patients with hyperthyroidism, herbs such as Melissa officinalis 
(lemon balm) and Lycopus virginicus (gypsywort) reduce thyroid over-
activity;133 Ganoderma lucidum (reishi mushroom), Hemidesmus indi-
cus (sariva),134 Melissa officinalis (lemon balm), and vitamin D reduce 
autoimmunity. Leonurus cardiaca (motherwort) is useful for reducing 
cardiovascular symptoms in patients with overactive thyroid. Measures 
to reduce oestrogen and prolactin can also help to reduce thyroid auto-
immunity (discussed in more detail in Chapter 4).

Energetics

In Ayurveda, hyperthyroid conditions are most commonly 
disturbances of Vata/Pitta,135 which benefit from calming nervines 
such as Melissa officinalis (lemon balm), Lycopus virginicus (gypsywort), 
and Leonurus cardiaca (motherwort).

In traditional Chinese medicine (TCM), hyperthyroidism is consid-
ered to be the result of Yin Deficiency.136 For more information about 
“energetic” approaches to understanding and treating infertility, see 
Chapter 6.

Systemic lupus erythematosus

Systemic lupus erythematosus (SLE) is a multi-system, autoimmune 
condition that can lead to infertility and increase the risk of early preg-
nancy loss in some women.137 It causes widespread symptoms such as 
fever, joint pain and inflammation, skin manifestations (including the 
classic “butterfly” malar rash), inflammation of mucosal surfaces, pho-
tosensitivity, renal disease, nervous system problems, Raynaud’s phe-
nomenon, and other cardiovascular complications.138 The presentation 
and the course of the disease are highly variable between individuals.

Systemic lupus erythematosus most commonly affects women dur-
ing their thirties, the age at which they are most likely to want to start 
a family. Reduced fertility in women with SLE can be due to problems 
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preventing successful fertilisation of oocytes, issues affecting implanta-
tion, or difficulty in maintaining pregnancy.139

There is no single diagnostic test for SLE. Patients with SLE will 
nearly always have antinuclear antibodies (ANA) present at least some 
of the time, but these are not specific to SLE, and ANA tests may be 
negative in patients who are not experiencing active disease at the time. 
Other abnormalities that are frequently detected in patients with SLE 
include leukopenia and thrombocytopenia. The erythrocyte sedimenta-
tion rate (ESR), which is a non-specific marker for inflammation, is usu-
ally raised in active disease; but unusually, C-reactive protein (CRP), 
which is elevated in most inflammatory diseases, may be normal or 
only slightly elevated in patients with SLE.

In women with SLE, episodes of amenorrhoea have been associated 
with anti-corpus luteum antibodies and raised FSH levels.140 Autoimmu-
nity can also lead to primary ovarian insufficiency/primary ovarian failure 
(POI/POF) in some cases.141 For more information about pathophysiology 
and improving fertility in women with POI/POF, see Chapter 1.

Thyroid autoimmune diseases including Grave’s disease  and 
Hashimoto’s thyroiditis are also more common in women with SLE 
and may cause endocrine disturbances and reduced fertility, due to the 
presence of thyroid autoantibodies.142 Pathophysiology and treatment 
for women with thyroid abnormalities is discussed in more detail in 
Chapter 1.

Patients with SLE are also more prone to infection, either due to 
low white blood cells counts, or due to immunosuppressant therapy, 
and may be more likely to experience infertility as a result.143 For more 
information about pathophysiology and treatment of infective causes of 
infertility, see Chapter 3.

Infertility in women with SLE may be due to the disease process 
itself, or it may be the result of immunosuppressive treatment, or use 
of non-steroidal anti-inflammatory drugs (NSAIDs) to reduce pain and 
inflammation.144 High doses of steroids used to suppress autoimmune 
inflammation may induce transient suppression of the hypothalamic-
pituitary-ovarian axis, inducing reversible infertility. However, cyclo-
phosphamide, which is used to treat SLE, can cause irreversible 
infertility as a result of ovarian failure. NSAIDs may cause infertility by 
interfering with ovulation, implantation, and placental development, 
due to inhibition of prostaglandin synthesis.145 Drug induced infertility 
is discussed in more detail in Chapter 5.
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Antibodies in SLE also have a direct effect on trophoblastic cells, 
reducing implantation, cellular differentiation, and synthesis of hCG 
(human chorionic gonadotropin).146 Therefore, women with SLE who 
manage to conceive are at increased risk of miscarriage, hypertension, 
and pre-eclampsia, particularly if they have coexisting antiphospho-
lipid syndrome (which is more common in patients with SLE).147

In over a third of pregnant women with SLE, the size of the placenta 
is reduced because of placental vasculitis, thrombosis, and resulting 
ischaemia. This may compromise the delivery of nutrition and oxygen 
to the foetus, resulting in delayed growth and increasing the risk of 
pregnancy loss.148 For more information about improving blood flow 
and preventing early pregnancy loss, see Chapter 14.

Oestrogens stimulate release of prolactin, which in turn stimulates 
T-lymphocyte proliferation, B-lymphocyte maturation, and antibody 
synthesis. The level of prolactin is positively correlated with disease 
activity in women with SLE. Therefore, increased oestrogen and prolactin 
levels (discussed in more detail in Chapter 4) can induce disease flares.149

Reducing inflammation in patients with SLE

In addition to addressing the issues described above and discussed in 
more detail in other parts of this book, herbs such as Ganoderma lucidum 
(reishi mushroom), and Hemidesmus Indicus (sariva),150 and supple-
mental vitamin D may help to reduce autoimmunity. Reducing series 
2 (inflammatory) prostaglandins can help to reduce inflammation, and 
lower the risk of early pregnancy loss in women with SLE. 

Reducing consumption of animal fats, and increasing essential 
fatty acids, selectively decreases dietary precursors of series 2 (inflam-
matory) prostaglandins, and increases series 1 prostaglandins, which 
have anti-inflammatory, anti-thrombotic, and anti-spasmodic effects.151 
Omega 3 fatty acids (found in oily fish and flaxseed) reduce the pro-
duction of inflammatory cytokines.152 Vitamin E can also positively 
influence prostaglandin ratios; and vitamin B6 and zinc are necessary 
co-factors in the production of series 1 prostaglandins.153 Zingiber offici-
nale (ginger) has also been shown to reduce the production of series 2 
prostaglandins.154
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Case study

Thirty-six-year-old female

Presenting complaint
• Previous unsuccessful cycle of IVF 6 months ago. Intends to try again 

using frozen embryos
• Regular periods, occasional mastalgia
• Blood tests showed raised TPO, leukocytosis, lymphocytosis, granulo-

cytopenia, thrombopenia, low NK cells, low CD56+, elevated CD57 
(results suggest diagnosis of SLE)

Medical history
• Sluggish digestion, irregular bowel movements, bloating
• Currently overweight
• Non-smoker, social alcohol, no current medication
• Exercises for one hour per day (running/walking)

BP: 115/75

Pulse: 68 bpm (regular)

Tongue: Pale, deep centre crack, yellowish coating 

Rx
• Vitex agnus castus  (1:3)  15 
• Rosmarinus officinalis   (1:3)  25
• Ginkgo biloba   (2:1)  20 
• Glycyrrhiza glabra  (1:1)  15 
• Viburnum prunifolium  (1:3)  30 
     105 ml per week (Sig. 7.5 ml bid)

Rx Ganoderma lucidum (extract powder)    (Sig. 4 g per day)

Rx Rubus idaeus (dried herb)  25 g
   Melissa offcinalis (dried herb)  15 g 
     40 g     (Sig. 6 g per day 

as infusion)
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