
Dietary Supplements for Migraine:
Magnesium and Riboflavin

By Adriane Fugh-Berman, MD

MIGRAINES ARE TWICE AS COMMON IN WOMEN THAN MEN. SEVER-
al trials indicate that two dietary supplements—magnesium

and riboflavin—have excellent safety profiles and may be promis-
ing in the prophylaxis of migraines. 

Magnesium
Magnesium is an essential mineral necessary for the function of

many enzymes; it is essential for all reactions using ATP and is
vital to each step involved in DNA replication and transcription and
mRNA translation.1 It’s the fourth most common cation in the body. 

Few women obtain adequate magnesium from the diet. Esti-
mates from NHANES III (1988-91) indicate that magnesium intake
was lower than the RDI in males and females ages 12-60 in all
racial and ethnic groups of adults (with the single exception of non-
Hispanic white males).2 Magnesium deficiency is quite common, at
least among inpatients: 65% of those in intensive care, up to 12%
on general wards, and 30% of hospitalized alcoholics have hypo-
magnesemia.1

Role in Headaches of Vascular Origin
Prevention of migraine with oral magnesium supplementation

has been shown effective in two of three double-blind trials of
migraine. One open-pilot study showed significant relief of acute
migraine pain with intravenous magnesium. 

Prevention of Menstrual Migraine
In one trial of 24 women with menstrual migraine,3 women

received magnesium (360 mg magnesium pyrrolidine carboxylic
acid tid—equivalent to 360 mg magnesium ion daily) or placebo
from the 15th day of their cycle until menses. During this phase of
the trial, both groups reported reduction in pain total index (a mea-
sure of both frequency and intensity of attacks). Women receiving
magnesium had significantly less pain than the placebo group, and
the number of days with headache decreased only in the magnesium
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group. After two months the trial became an open-label
trial in which magnesium was given to all patients for an
additional two months. Significant decreases in pain total
index were seen in both groups between the second and
fourth months.

It does not appear that subjects in this trial were rou-
tinely asked about side effects, but it is noted that two of
the four dropouts were due to side effects; one patient in
the magnesium group reported diarrhea and one in the
placebo group reported continuous headache.

Prevention of Migraine
In the second positive study, 81 migraine patients aged

18-65, with a mean migraine frequency rate of 3.6/month,
received either magnesium (24 mmol or 600 mg trimag-
nesium dicitrate qd) or placebo for 12 weeks.4 In weeks 9-
12 frequency of migraine attacks was reduced by 41.6%
in the magnesium group, compared with 15.8% in the
placebo group. The number of days with migraine was
also significantly decreased in the magnesium group;
there was no significant change in the duration or intensity
of migraine attacks, nor in drug consumption during an
attack. Diarrhea was reported in 18.6% and gastric irrita-
tion in 4.7% of patients receiving magnesium. 

A third placebo-controlled, double-blind trial of 69 sub-
jects with migraine showed no benefit of magnesium over
placebo on migraine.5 Patients were treated with magne-
sium 10 mmol bid (equivalent to a daily dose of 500 mg)

or placebo for 12 weeks, and the endpoints were reduction
of migraine intensity or duration by at least 50%. 

This trial, originally designed to enroll 150 patients,
was stopped after interim analysis of 69 patients showed
no benefit of magnesium. An equivalent number of
patients experienced reduction of migraine intensity or
duration (28.6% of those receiving magnesium and
29.4% of those receiving placebo). Mild adverse effects
were experienced by 45.7% of those receiving magnesium
and 23.5% of those on placebo; diarrhea or soft stool was
the most common complaint in the magnesium group.

It would have been preferable for the investigators to
allow this trial to progress to completion. It is quite possi-
ble that this trial had an unusually high number of placebo
responders, and that the situation would have straightened
itself out with increased enrollment. Trials are usually
stopped at interim analysis only when there is such a large
difference in either benefit or risk between the groups that
it is deemed unethical to continue in the face of what is
known at that point. It’s peculiar to stop a trial at interim
analysis simply because the treatment isn’t winning, and
results are not statistically significant.

Treatment of Acute Migraine
An uncontrolled trial that found that intravenous infu-

sion of magnesium sulfate caused prompt and sustained
relief in 21/40 patients with acute migraine. A significant
correlation was found between response and serum ionized
magnesium levels. Of the 21 patients with serum IMG++
levels above 0.54 mmol/L, 86% had sustained (more than
24-hour) relief of pain and associated symptoms.6

Mechanism
The conventional view of migraine is that vascular

spasm causes neurological symptoms and subsequent
vasodilation causes headache and tenderness. There is
debate about the etiology and pathogenesis of migraine.
One theory concerns the fact that platelets aggregate dur-
ing a migraine attack, and subsequently release serotonin
(5-hydroxytryptamine or 5HT), a potent vasoconstrictor
of cerebral arteries (this is why sumatriptan and other
serotonin receptor antagonists are thought to be effective).
Although the exact mechanism of magnesium’s effects is
unclear, it may interrupt the process at the vasoconstriction
stage; magnesium has strong vasodilating effects and also
inhibits platelet aggregation in a dose-dependent manner.6

Adverse Effects
Too much magnesium causes diarrhea, an effect seen

in any trial that collected this data. The risk of hyper-
magnesemia is pronounced in renal patients.

Laboratory Testing
Serum magnesium levels, however, will not be helpful
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in determining which migraine patients will respond to
supplementation; studies are mixed as to whether serum
magnesium levels are decreased in migraine patients. 

Intracellular levels of magnesium are probably more
important than serum levels; it is not uncommon for intra-
cellular levels of magnesium to be decreased while serum
levels are normal. In one study of 40 patients with acute
migraine attacks,7 50% had ionized magnesium levels
below 0.54 mmol/L (normal adult IMg++ levels are 0.54-
0.65 mmol/L). The authors suggest that total magnesium
levels are less important than ionized magnesium.

Differences Among Magnesium Preparations
Various magnesium formulations are available.

Although it has been claimed that chelated magnesium
diglycinate is better absorbed then other preparations,
there is no convincing evidence that this type is superior
to magnesium oxide, magnesium chloride, or magne-
sium gluconate. Inorganic forms (magnesium oxide,
magnesium chloride) may be more likely to cause diar-
rhea than organic forms (magnesium citrate, magnesium
aspartate), but diarrhea can occur with any preparation.

Riboflavin (B2)
Riboflavin, a water-soluble B vitamin, is an enzyme

cofactor necessary to the production of ATP. Although
gross riboflavin deficiency is very rare in Western coun-
tries, marginal deficiency is relatively frequent, especial-
ly among the elderly and adolescents. 

A randomized, placebo-controlled, three-month trial
in 55 patients with migraine found that high-dose
riboflavin (400 mg/d) was superior to placebo in reducing
attack frequency and headache days.8 The proportion of
patients who improved by at least 50% was 59% in the
riboflavin group and 15% in the placebo group. Two of
three patients who reported mild adverse effects
(polyuria and diarrhea) were in the treatment group.

A previous open-label pilot study by the same investi-
gators compared 26 patients who received 400 mg
riboflavin daily for three months with 23 patients who
received both riboflavin and low-dose (75 mg) aspirin.9

Mean global improvement was 68.2% and there were no
significant differences between the groups. One patient in
the riboflavin with aspirin group withdrew due to gastric
intolerance; otherwise no adverse effects were reported. 

The dose of riboflavin used in these trials is quite
high, especially given that the RDI for females 11-50 is
1.3 mg. However, riboflavin is extraordinarily benign. In
dogs, 2 g/kg po causes no ill effects. Researchers have
established a lethal dose for rats only by giving doses
inconsistent with reason; the LD50 (a lethal dose for
50% of rats tested) is 560 g/kg, intraperitoneally.10 It
seems safe to assume that pouring half of a rat’s body

weight of anything into its peritoneum would kill it. 

Conclusions
Magnesium may be effective for preventing both

menstrual and non-menstrual migraine. High doses of
riboflavin also may be helpful in migraine prophylaxis.
Although clinical trial evidence is limited, both nutrients
have low toxicity profiles and may be worth trying in
patients with migraine.   ❖
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Alternative Cancer Therapies:
Prevalence and Clinical T rials
P a r t  1  o f  a  S e r i e s

By Adriane Fugh-Berman, MD

SURVEYS ON UNCONVENTIONAL THERAPIES CONSISTENT-
ly find that these therapies are used most often at two

ends of the disease spectrum. The most common use is
for chronic, bothersome, non-life-threatening conditions
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(low back pain, anxiety, headaches). At the other end of
the spectrum is its use for life-threatening conditions
(including cancer and AIDS) for which conventional
medicine may be perceived as insufficient. 

This article discusses the prevalence of complemen-
tary and alternative medicine use among cancer patients
and clinical trials on three alternative cancer therapies:
hydrazine sulfate, Livingston-Wheeler therapy, and
high-dose vitamin C. Additional therapies and the use of
complementary therapies as adjuncts to conventional
care will be discussed in a future article. 

Prevalence of Use
A telephone survey conducted in 19901 found that

24% of patients with “cancer or tumors” used alternative
therapies, making cancer one of the top five reasons for
using alternative medicine. However, the recent update
of this study did not include information on the use of
alternative therapies among cancer patients.2 Most can-
cer patients using alternative therapies are also receiving
conventional treatment. (See Table 1 for use of uncon-
ventional therapies by cancer patients in different coun-
tries.)

An American Cancer Society telephone survey,
which queried 5,000 individuals, found that “question-
able” cancer methods were used 9% of the time, with a
positive correlation between higher income and higher
education and questionable therapy use.3 Interestingly,
an article published in 1984 found that 60% of those
providing alternative therapies were MDs, PhDs, or
both.4 The other 40% were health care professionals. In
35% of cases, the patients’ primary physicians had rec-
ommended the treatment method; in 15% of cases the
physicians had approved the therapy; in 35% of cases
the patients did not tell their primary physicians about
the use; and in 2% of cases the therapy was used despite
the physicians’ opposition. 

What do clinical studies of alternative cancer thera-
pies show? There are not many clinical studies; very few

of these studies have used survival as an endpoint, and
most are problematic. 

Livingston-Wheeler Therapy
One study compared 78 cancer patients who received

Livingston-Wheeler therapy (immune-enhancing vac-
cines, a vegetarian diet, coffee enemas, and injections of
the antituberculosis vaccine bCG) with a control group
that only received conventional care5 (some Livingston-
Wheeler patients also received concurrent conventional
therapy). There was no difference in survival between
the two groups, and quality-of-life measures were better
among the conventionally treated patients. 

Vitamin C
A controlled, double-blind study compared 60 patients

who took 10 g of vitamin C daily with 63 patients who
took a placebo.6 There was no difference between the
two groups in symptoms, weight, or survival. These
were terminal patients with an average survival time of
seven weeks. A common criticism of this study is that
vitamin C treatment was undertaken too late to do these
patients any good. 

Hydrazine Sulfate 
Hydrazine sulfate, an industrial chemical, is used as

an unconventional anti-neoplastic agent and an anti-
wasting agent; it is not generally perceived as effective
therapy in the United States.

Hydrazine sulfate has Investigational New Drug sta-
tus in the United States. It may be obtained legally in
Canada with a medical prescription from distributors
approved by the Health Protection Branch (roughly
equivalent to the U.S. FDA) of Health Canada. Neither
private nor public insurance in the United States or
Canada covers the cost of this treatment.

One positive and two negative controlled trials of
lung cancer patients have been conducted. In the posi-
tive trial, 65 patients with stage IIIB or IV non-small-
cell lung cancer received either hydrazine sulfate or
placebo in conjunction with conventional chemothera-
py.7 Median survival for patients with an initial perfor-
mance status of 0 (asymptomatic) or 1 (symptomatic but
ambulatory) was significantly higher in the hydrazine
sulfate treated group but not in those with an initial per-
formance status > 2 (significant time in bed). Subjects
on hydrazine sulfate ate more and their levels of albumin
improved.

In 243 patients with unresectable, non-small cell lung
cancer randomized to hydrazine sulfate or placebo in
combination with cisplatin and etoposide, disease pro-
gression was worse in the hydrazine sulfate group.8

Table 1

Use of unconventional therapies by cancer
patients in different countries

United States 54%

Germany 65%

Austria 59%

Switzerland 52-65%

France 52%

Source: Hauser SP. Unproven methods in cancer treatment. Curr Opin

Oncol 1993;5:646-654.
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There was no significant difference in the groups in
terms of median survival time, quality-of-life assess-
ment, weight change, albumin levels, or toxicity. 

Two hundred ninety-one patients with IIIB or IV non-
small cell lung cancer were randomized to either hy-
drazine sulfate or placebo for one month in conjunction
with conventional chemotherapy.9 There were no differ-
ences in survival, tumor regression, weight gain, or
nutritional status between evaluable members of the two
groups (dropout rates were >80% in each group).

In a placebo-controlled trial of 128 patients with meta-
static colorectal cancer resistant to 5FU, no statistically
significant difference was seen in survival, tumor regres-
sion, or quality of life.10 (Admission to this trial was pre-
maturely halted when interim analysis showed decreased
survival in the hydrazine sulfate treated group.) 

Side effects of hydrazine sulfate include anorexia, dizzi-
ness, drowsiness, excitation, impaired motor function, nau-
sea, vomiting, numbness of the extremities, peripheral neu-
ritis, pruritus, seizures, and, at high doses, liver damage.

Positive effects on tumor regression or survival have
occurred only in small or poorly controlled trials. Con-
trolled trials done in Russia, and a number of uncon-
trolled trials, show positive results.11 Three of four ran-
domized, controlled trials done in the United States have
demonstrated no benefit of hydrazine sulfate as a cancer
therapy; only one reported increased survival in end-
stage lung cancer patients. 

Conclusion
Little clinical trial data are available on alternative

cancer therapies. Given the popularity of such treat-
ments, it is vital to do more research in this area.   ❖
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CME Questions
1. A study of Livingston-Wheeler therapy found that, compared

to a group receiving conventional treatment for cancer,
patients in the Livingston-Wheeler group had: 
a. improved survival.
b. decreased survival.
c. improvement in quality-of-life measures.
d. decline in quality-of-life measures.

2. A cup of green tea contains:
a. 10-20 mg polyphenols.
b. 20-50 mg polyphenols.
c. 50-100 mg polyphenols.
d. 100-200 mg polyphenols.

3. A recent trial of a low-energy diet combined with hydroxyci-
trate or placebo found that:
a. both groups lost weight.
b. the hydroxycitrate group lost significantly more weight. 
c. the placebo group lost significantly more weight. 
d. neither group lost weight.

4. According to the NHANES survey, magnesium intake among
women in the United States is: 
a. low.
b. adequate.
c. high.
d. variable by race and ethnicity.

5. Magnesium has the following effects:
a. vasodilation.
b. decreases platelet aggregation.
c. can cause diarrhea.
d. all of the above.



22 February 1999

NuStar t™ Women’ s Breast
Health Form ula
Label Information

“Stimulates the major cleansing pathways in the body and helps elimi-
nate pollutants and other foreign elements”

“Patented calcium D-glucarate with soy”

“A portion of the NuStart™ proceeds goes to support cancer
research” [a picture of a pink ribbon is next to this statement]

“Breast health is the number one concern of women. To date, quality
nutritional supplements that address these concerns have been limit-
ed. NuStart’s Breast Health Formula contains the patented compound
Glucarate, which has been shown to enhance the major cleansing
pathways in the body. Glucarate nutritionally supports glucuronida-
tion, the process by which the body rids itself of pollutants and foreign
elements not conducive to breast health.”

“Consult a physician before using if pregnant or nursing.”

Suggested Use

As a dietary supplement, take two (2) capsules per day, preferably
with a meal.

Supplement Facts

Amount % 
per serving daily value 

Calcium (as Calcium D-Glucarate) 24 mg 2%

Selenium (as selenomethionine) 100 mcg 140%
From SelenoMax™)

Calcium D-Glucarate 200 mg *

Green Tea Extract 200 mg *
(Camellia sinensis)
(standardized to 48% polyphenols) (leaf)

Rosemary extract 200 mg *
(Rosmarinus officialis)
(standardized to 6% Rosemaric acid) (folia)

Soy extract 400 mg *
(standardized to 3% isoflavones)

Citrus bioflavonoids 100 mg *
(Citrus aurantium)
(standardized to 25% bioflavonoids) (peel)

Boron Aspartate 3 mg *

*Daily value not established

Other ingredients: White rice powder

(NuStart™ Breast Health Formula is a trademark of Great American
Nutrition®.) Great American Nutrition®, Salt Lake City, Utah 84104
(another fine brand of Weider Nutrition International )

Price: $13.49/60 capsules

Analysis of Ingredients

Calcium, 24 mg: This may be the amount of elemen-
tal calcium in the “Calcium D-Glucarate 200 mg” that
appears further down on the label. This is not very clear;
24 mg is an infinitesimal dose, given that the RDI for
women ranges from 800-1200 mg daily.

Selenium (as selenomethionine), 100 mcg: This is a
safe supplemental dose of selenium.

Green tea extract (Camellia sinensis), 200 mg: This
amounts to 96 mg polyphenols from tea. A cup of green
tea contains 50-100 mg polyphenols1 so this is equiva-
lent to a cup or two of tea. 

Rosemary extract (Rosmarinus officinalis), 200
mg: A reasonable dose of rosemary would be difficult to
calculate.

Soy extract (standardized to 3% isoflavones), 400
mg: This is equivalent to 12 mg isoflavones, a very low
dose. In Asia, consumption of isoflavones ranges from
25-200 mg/d.2

Citrus bioflavonoids (Citrus aurantium), 100 mg:
This is the bitter orange, also called Seville orange.
Although bioflavonoids are important nutrients, doses
have not been established.

Boron aspartate, 3 mg: This is a safe supplemental
dose of boron; recommended doses have not been estab-
lished.

Comments
This labeling—and the prominently displayed picture

of the pink ribbon, symbol of the breast cancer move-
ment—is clearly intended to imply that this formulation
prevents breast cancer. There is scant evidence to sup-
port this claim with any of the ingredients in the listed
doses. 

The trumpeting of “patented calcium D-glucarate” to
“nutritionally support glucuronidation” is apparently a
reference to glucuronide conjugation, a biotransforma-
tion process that inactivates many drugs. It is not clear
what the manufacturers are trying to claim here.

Although there is evidence supporting a link between
intake of the antioxidant selenium and reduced risk of

Label Review
With Comments from Adriane Fugh-Berman, MD
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gastrointestinal, lung, and prostate cancers, data to date
have not supported a role for selenium in reducing
breast cancer risk.3

Epidemiologic studies on green tea are equivocal but
there is some evidence to support a reduction in gas-
trointestinal (not breast) cancers among tea drinkers.4

Polyphenolic flavonoids in tea decrease the risk of lung,
gastrointestinal, and skin cancers in animals; evidence
of chemoprevention of mammary tumors is not conclu-
sive. A recent study found that tea partially blocked the
promotion of DMBA-induced mammary tumors in rats
fed a high-fat diet.5 No consistent effect was seen in rats
fed a normal diet. There are no clinical trials of green tea
extract and breast (or any other) cancer risk.

Rosemary contains some interesting compounds,
some of which have reduced chemically-induced mam-
mary carcinogenesis in rats.6 There are no clinical trials
of rosemary extract and breast (or any other) cancer risk.
Both the botanical name, Rosmarinus officinalis L., and
rosmarinic acid are misspelled on the label. 

While a high intake of soy isoflavones reduces
endogenous estrogen levels in premenopausal women
(see Alternative Therapies in Women’s Health, January
1999, pp.12-14), this dose is too low to have any effect.

Some flavonoids in citrus may have cancer protective
effects. However, it is the terpene D-limonene (found in
citrus oils), not a bioflavonoid, for which there are ani-
mal data showing a beneficial effect on mammary can-
cers at a very high dietary intake.7 In any case there are
no human data on D-limonene or citrus bioflavonoids
and breast cancer risk. There is no evidence for an anti-
cancer effect of boron.

Conclusion
Although this supplement does not claim specifically

to prevent breast cancer, that is clearly implied on the
label. Not one of its ingredients has been tested for treat-
ment or prevention of breast cancer in a clinical trial.
The manufacturers have apparently overinterpreted data
about health benefits based on preliminary clues from
animal research and epidemiological research.   ❖
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Acupuncture Point
Stimulation Turns
Breech Babies

Source: Cardini F, Weixin H. Moxi-
bustion for correction of breech presen-
tation: A randomized controlled trial.
JAMA 1998;280:1580-1584.

Design and Setting: Randomized, con-
trolled, open clinical trial in outpatient

obstetrics departments of three hospitals
in the People’s Republic of China.

Subjects: 260 primigravidas in the 33rd
week of gestation with ultrasound diag-
noses of breech presentation.

Treatment: Heat stimulation of acu-
puncture point BL 67 (Zhiyin, beside the
outer corner of the fifth toenail) by mox-
ibustion (smoldering mugwort, an herb).
The control group received routine care.
All subjects were offered external

cephalic version after two weeks.

Dose/Route/Duration: One treatment
daily for seven days, followed by an addi-
tional seven days of treatment if breech
presentation persisted.

Outcome Measures: Fetal movement
counted by the mother during one hour
each day for a week; number of cephalic
presentations at 35 weeks and at delivery.

Results: The intervention group experi-
enced a mean of 48.45 fetal movements
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vs. 35.35 in the control group. By the 35th
week, 98/130 fetuses (75.4%) in the inter-
vention group were cephalic vs. 62/130
fetuses (47.7%) in the control group.
Although 24 subjects in the control group
(19 successfully) and one in the moxibus-
tion group (unsuccessfully) received exter-
nal cephalic version, at birth 98/130 fetus-
es (75.4%) in the moxibustion group were
cephalic, compared to 81/130 fetuses
(62.3%) in the control group.

Funding: Centro di Orientamento Edu-
cativo, Milan, Italy (a non-governmental,
non-profit organization for cooperation)
and the Commission des Communauts
Europtennes, Brussels, Belgium.

Comments: Several trials have claimed
some success with moxibustion version,
but this is the first large, randomized,
decently designed prospective study to
test this intervention. The results support
the use of the technique. 

There are very few conditions that can
be treated by acupuncture point stimula-
tion at a single point; nausea and vomit-
ing (see Alternative Therapies in Wom-
en’s Health, January 1999, pp. 9-11) and
the turning of breech babies are excep-
tions. 

A particularly nice thing about this
intervention is its low cost and simplici-
ty. The first application of moxa was
done in the clinic, but after an instruc-
tion session the woman or her partner
performed the rest of the treatments at
home. 

It is very unlikely that a trial per-
formed in another country would affect
clinical practice in the United States, but
this trial should definitely be repeated. If
the results are replicated, it would have
the potential to prevent many cesareans

and could be an easy intervention to
incorporate into clinical practice. ❖

Herb Garcinia 
Ineffective for 
Weight Loss

Source: Heymsfield SB, et al. Garcinia
cambogia (hydroxycitric acid) as a
potential antiobesity agent: A random-
ized controlled trial. JAMA 1998;280:
1596-1600.

Design and setting: Twelve-week ran-
domized, double-blind, placebo-control-
led trial in an outpatient weight control
research unit in New York.

Subjects: 135 overweight men and
women ages 18-65; mean BMI 32
kg/m2.

Treatment: Hydroxycitric acid (purport-
ed active ingredient in Garcinia cambo-
gia) vs. placebo. Both groups were pre-
scribed a high-fiber, low-energy diet
(5040 kJ/d with 20% fat, 50% carbohy-
drate, and 30% protein).

Dose/Route/Duration: Two 500 mg
caplets po tid taken 30 minutes before
meals for 12 weeks. Total daily dose was
3000 mg herb containing 1500 mg
hydroxycitric acid.

Outcome Measures: Body weight
change and fat mass change.

Results: Patients in both groups lost
weight, but there were no significant dif-
ferences between the two groups.
Reported adverse events were minor and
not significantly different between the
two groups.

Funding: NIH grants RR00645 and
P30DK26687 and contract with Thomp-
son Medical Company, manufacturer of
products that include Garcinia.

Comments: Hydroxycitrate inhibits
fatty acid synthesis, so there is a theoret-
ical basis for possible efficacy, but this
study demonstrates that Garcinia adds
no benefit to a conventional weight loss
plan. The authors note that their trial is
longer than seven previous trials (all of
which were four to eight weeks long,
and five of which claimed a positive
result for Garcinia). Additional com-
ments on previous trials included the
fact that five trials were not published in
peer-reviewed journals and that five tri-
als administered Garcinia with other
potentially active ingredients, including
chromium, caffeine, and L-carnitine.

This trial may be better than previ-
ously published trials, but limitations
still exist, including lack of monitoring
of diet compliance. Of most concern is
the fact that only 62% of the subjects
completed the trial. Although the dropouts
appeared evenly divided between the two
groups, inadequate information is provid-
ed about drop-outs—for 36 patients
(27%) it is noted only that they were
“lost to follow-up.” In a long-term trial
this may be more acceptable but that’s a
lot of patients to disappear in a three-
month trial. 

All trials performed to date appear to
have included a low-calorie diet; this is
perhaps not an ideal circumstance in
which to test a product that decreases
lipid synthesis. It would be interesting to
study if Garcinia has any effect when
given to people who have not changed
their diets. ❖
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