
Valerian for the Treatment 
of Insomnia 

By Felise Milan, MD, and Ronit Fallek, BA 

INSOMNIA IS DEFINED AS A CONDITION OF UNSATISFACTORY QUALITY

or quantity of sleep. It is characterized by difficulty with initiat-
ing or maintaining sleep or non-refreshing sleep associated with
some form of daytime sequelae (i.e., fatigue, poor concentration,
memory problems).1 Cognitive-behavioral treatment for insomnia
is effective in many patients but can be time-consuming and costly.2

Effective pharmacotherapy is associated with daytime sedation and
dependence with continued use.3 Valerian is a popular herbal thera-
py for insomnia. In 2002, retail sales of valerian in the United States
were just over $8 million.4

Insomnia 
One-third of Americans report some type of sleep problem.5

Approximately 25% of the general population reports occasional
insomnia.5 The prevalence of chronic insomnia is 10%,1,5 with
insomniacs rarely visiting a physician to discuss their sleep prob-
lem.5 The prevalence of chronic insomnia among primary care
patients is between 15-20%.6

Insomnia can be secondary to another condition (most common-
ly psychiatric disorders) or an independent disorder. The definition
and categorization of primary insomnia varies with the outcomes
used to measure it. Some studies define insomnia purely based on
patients’ reported symptoms (i.e., sleep diary). Others measure
symptoms associated with objective daytime consequences or with
polysomnography. 

Although many consider EEG changes on polysomnography to
be the gold standard to measure sleep, others point out that sleep is
not the same in the laboratory as it usually is at home.7,8 In addition,
there are varying degrees of discrepancy between subjective com-
plaints of insomnia and objective measures of EEG sleep.7

Insomnia is more common in women than men. This may be due
to hormonal changes unique to women. This theory is supported by
an association of sleep disturbance in the late-luteal (premenstrual)
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phase, pregnancy, and perimenopause.9 It has been
hypothesized that the gender differences in the preva-
lence of insomnia can be accounted for by the gender dif-
ferences in the prevalence of anxiety and depression.10

Valerian 
Valerian root (Valeriana officinalis L.), native to east-

ern, southeastern, and east-central Europe, is utilized
widely in Europe and the United States as a mild sedative
and sleep-enhancing agent. Ancient authors praised
valerian for its diuretic and epilepsy-abetting proper-
ties.11 Valerian acquired its usage as a hypotensive, anti-
convulsive sedative, and hypnotic12 by the late 19th cen-
tury. Valerian was listed as an official remedy in the U.S.
Pharmacopoeia from 1820-1936, and in the National
Formulary from 1888-1946,11 but was dropped with the
introduction of barbiturates.12 In 1985, Commission E,
responsible for herbal medicine regulation in Germany,
approved valerian as an over-the-counter remedy for
“states of unrest and nervous sleep disturbances,”12

securing the plant’s already widespread use in Europe. 

Mechanism of Action
The mechanisms of valerian’s biological effects are

not known precisely. Valerian contains sesquiterpenes of
the volatile oil (including valerenic acid), iridoids (vale-
potriates), alkaloids, furanofuran lignans, and free amino
acids such as gamma-amino butyric acid (GABA), tyro-
sine, arginine, and glutamine.13 Valepotriates and
valerenic acid both have sedative effects,13 while
valerenic acid and unknown elements appear to enhance
GABA secretion and to inhibit its uptake.12 Recent
research has identified the flavanoids hesperidin (HN),
which has sedative and sleep-enhancing properties, and
6-methylapigenin, which has anxiolytic effects and
seems to potentiate HN.14 However, scientists maintain
that valerian’s actions most likely result from the syner-
gistic effects of all of its chemical components working
in tandem. 

Effectiveness of Valerian for Insomnia 
Valerian has been evaluated for the treatment of

chronic and episodic insomnia, as well as for its effect
on sleep in normal sleepers. A systematic review of the
evidence on valerian focused upon nine randomized
clinical trials investigating different valerian extracts.
Three of these trials investigated the effects of repeated
administration of valerian. All three showed some effect
of valerian on different sleep parameters including
improved sleep latency15 and an increase in slow-wave
sleep.16 The six other trials investigated responses to a
single dose of valerian. The largest study compared the
responses of 128 volunteers to three doses of valerian,
three doses of a commercial combination of valerian and
hop flower extract (Hova), and three placebo doses
administered on nine non-consecutive nights. Sleep
latency and quality were rated as significantly improved
with valerian compared to placebo. Results were partic-
ularly strong for participants who described themselves
as poor sleepers.17

Another small study found a significant decrease in
sleep latency (as measured with wrist-worn activity
meters) in eight volunteers with mild insomnia on the
nights they took either 450 mg or 900 mg of an aqueous
valerian extract when compared to placebo.18 The other
four trials used eight to 10 healthy volunteers each, and
while two found a significant benefit from valerian19,20

the other two largely were negative.20,21 However, the
authors of the review considered the positive studies to
have the greatest methodological quality.3

A double-blind crossover study compared two valer-
ian extracts in 20 insomnia patients. Subjects were given
450 mg of Valeriana edulis (commonly known as Vale-
riana mexicana) or 450 mg of Valeriana officialis on
four consecutive nights. Both valerian extracts increased
the amount of REM sleep. Only V. edulis reduced the 
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number of awaking episodes. Other polysomnographic
variables showed a tendency toward improved sleep effi-
ciency but did not achieve statistical significance.22

Two double-blind, randomized, placebo-controlled
trials have evaluated the valerian extract Sedonium. The
first trial demonstrated no effect on sleep parameters in
the lab after a single dose (600 mg), but showed a signif-
icantly greater improvement in slow-wave sleep latency
for valerian over placebo when administered nightly for
14 days. Overall sleep efficiency improved significantly
over baseline, but equally for the two groups.23 The sec-
ond is a more recent multicenter trial comparing Sedo-
nium with 10 mg of oxazepam over a six-week period in
202 patients with insomnia. Valerian produced equiva-
lent efficacy to oxazepam in increasing patients’ percep-
tion of sleep quality as measured by a variety of instru-
ments used to assess sleep.24

Safety of Valerian 
The literature shows that short-term valerian use (less

than six weeks) is quite safe. There are no long-term
studies on valerian. Reports of adverse effects are rare
but could include headache, gastrointestinal irritation, or
dizziness.13 Overdose is unlikely, even in high doses, but
could cause ataxia, hypothermia, decreased sensibility,
hallucinations, and increased muscle relaxation.12 Com-
mission E reports no drug interactions, but valerian’s
sedative qualities hypothetically could potentiate barbi-
turates, benzodiazepines, opiates, anesthetics, and other
central nervous system depressants such as alco-
hol.12,13,25 Valerian extends sleep induced by thiopental
and pentobarbital.12

A few studies have evaluated alertness and perform-
ance the morning after a valerian dose. Only one study
found minor deteriorations after one dose. This effect,
however, was not detected after repeated administration.
There does not seem to be a serious hangover effect with
valerian as often is seen with benzodiazepines.3,13 There
has been one case report of delirium and cardiac compli-
cations upon cessation of valerian after prolonged use.26

Limited data exist that valerian may attenuate some of
the negative effects of benzodiazepine withdrawal on
sleep.27 Valepotriates have shown in vitro cytotoxic and
mutagenic effects in high doses.11,12 Pregnant women
should not ingest valerian. 

Formulations and Dosage 
Valerian root generally is ingested as an alcohol

extract or in capsule or pill form, owing to the root’s
pungent flavor. Recommended doses are one teaspoon
of liquid extract in water; 300-600 mg in capsules,
depending on the brand; or 2-3 g of the dried root,

simmered in two cups of boiling water until the water is
reduced by one-half (decoction), or steeped in a cup of
hot water for at least 15-20 minutes (infusion). Prepara-
tions should be ingested 30 minutes to two hours before
bedtime, and should be followed by restful activity. 

Conclusion
In summary, valerian appears to have some efficacy

in improving quality of sleep when administered con-
tinuously over a minimum of one to two weeks,
although it might be effective in some patients when
used intermittently as needed. It seems to be more
effective in those with insomnia than normal sleepers.
However, it is very difficult to make firm determina-
tions as the literature varies widely with regard to
methodology and kind of valerian extract used. The
optimal study setting (home vs. sleep lab) is unclear.
Although objective outcome measures are obtained
more easily in the laboratory, obviously it is not the nat-
ural sleep environment. Some argue that the lab may
hamper sleep for normal sleepers but improve it for
insomniacs by eliminating the usual environmental cues
that reinforce their insomnia.3

The active components responsible for valerian’s
therapeutic effects remain unclear. Valerian extracts vary
widely with regard to the amount of valepotriates pres-
ent. For example, many aqueous extracts used in the
studies discussed contained no valepotriates. It is diffi-
cult, therefore, to compare results of studies using differ-
ent doses and extracts. 

Valerian appears to be safe and there is nothing in the
literature that should make us overly concerned about
dependence or withdrawal. However, there are no long-
term safety data and little is known about its safety pro-
file for more than six weeks of use. Unfortunately,
many of the patients who complain of insomnia have a
chronic condition that lasts from months to years. 

Recommendation
Valerian can be recommended as a treatment for

insomnia once secondary causes have been ruled out. It
may be a desirable alternative to stronger hypnotics,
which often produce hangover symptoms, physical
dependence, and withdrawal syndrome upon cessation.
It can be considered safe for time periods of up to six
weeks. Valerian cannot be recommended in pregnant
women and should be used with caution in combination
with other hypnotic medication. Before starting valerian,
all patients should seek advice from their physician.   ❖

Ms. Fallek is Research Assistant, Montefiore Medical
Center, Bronx, NY.
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Soy Effects on Osteoporosis

Source: Ho SC, et al. Soy protein consumption and bone mass 
in early postmenopausal Chinese women. Osteoporos Int 2003;14:
835-842. 

Abstract: Recent interest has been shown in the potential ben-
eficial effects of phytoestrogens on bone health. As the early
years of menopause are a period of rapid bone loss and the risk
for osteoporosis increases substantially, the habitual intake of
soy protein and isoflavones may play a role in the retardation
of bone loss. This paper reports the results of the baseline
cross-sectional analysis of the association between dietary soy
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protein intake and bone mineral density/content in a popula-
tion-based study of Chinese women. The sample comprised
454 healthy Chinese women (mean age 55.1 ± 3.57 years)
within the first 12 years of postmenopause. The authors esti-
mated the dietary intake of soy protein and isoflavones and
other key nutrients, including dietary protein and calcium,
using the quantitative food-frequency method. Bone mineral
density (BMD) and content (BMC) at the spine, hip, and total
body were measured with a dual energy X-ray densitometer
(Hologic 4500A). Stratified analyses were carried out among
women within or at least four years postmenopausal. The
authors observed few differences in BMD/BMC values among
the intake quartiles in women within the first four years of
menopause. However, among the later postmenopausal
women, they noted a dose-response relationship with increas-
ingly higher BMD values at the trochanter, intertrochanter as
well as the total hip and total body with increasing soy protein
intake quartiles (P < 0.05 from tests for trend). The BMD val-
ues differed by about 4-8% between the first and fourth soy
protein intake quartiles. Though women from the fourth intake
quartile had a 2.9% higher BMD value compared with those
from the first intake quartile, the difference was not statistical-
ly significant. Stepwise multiple linear regression analyses
showed the association between soy intake quartiles and hip
BMD as well as total body BMC values remained after adjust-
ing for body weight, which was retained in the final model.
Analyses based on soy isoflavones content yielded similar
results. This study demonstrated that among women after the
initial few years postmenopausal, soy protein/isoflavones
intake had a modest but significant association with hip BMD
as well as total body BMC. The effects of soy protein and soy
isoflavones on bone health should be further explored in popu-
lations with habitual dietary soy intake.

Source: Chen YM, et al. Soy isoflavones have a favorable effect on
bone loss in Chinese postmenopausal women with lower bone mass:
A double-blind, randomized, controlled trial. J Clin Endocrinol
Metab 2003;88:4740-4747.

Abstract: Animal studies have shown that soy isoflavones
have an effect in preventing estrogen-related bone loss, but
few data are available in humans, especially in Asian popula-
tions. This double-blind, placebo-controlled, randomized trial
examines the effects of soy isoflavones on bone loss in post-
menopausal Chinese women, aged 48-62 years. Two hundred
and three eligible subjects were randomly assigned to three
treatment groups with daily doses of placebo (1 g starch; 
n = 67), mid-dose (0.5 g starch, 0.5 g soy extracts, and
approximately 40 mg isoflavones; n = 68), and high dose 
(1.0 g soy extracts and approximately 80 mg isoflavones; 
n = 68). All were given 12.5 mmol (500 mg) calcium and 
125 IU vitamin D. BMD and BMC of the whole body, spine,

and hip were measured using dual energy X-ray absorptiome-
try at baseline and one year post-treatment. Both univariate
and multivariate analyses showed that women in the high-
dose group had mild, but statistically significantly, higher
favorable change rate in BMC at the total hip and trochanter
(P < 0.05) compared with the placebo and mid-dose groups,
even after further adjustments for potential confounding fac-
tors. Further stratified analyses revealed the positive effects of
soy isoflavone supplementation were observed only among
women with lower initial baseline BMC (median or less). In
conclusion, soy isoflavones have a mild, but significant, inde-
pendent effect on the maintenance of hip BMC in post-
menopausal women with low initial bone mass.

■■ COMMENTS BY MARY L. HARDY, MD

OSTEOPOROSIS—LOW BONE MASS OR DENSITY—IS A

common sequela of aging that can have devastating
effects on morbidity and mortality, especially in older
women. Ten million women and men have osteoporosis
currently. By 2010, that number is expected to grow to
12 million. An additional 55% of the population 50
years or older is at risk of developing osteoporosis and
subsequently will be at higher risk for developing hip,
wrist, and vertebral fractures.1 Effective medical therapy
exists for this condition, but issues of cost, difficulty of
use, and side effects limit use and patient acceptance.
Therefore, there is interest in determining what dietary
and lifestyle factors can promote bone health.

Soybeans contain a number of active constituents,
specifically protein, isoflavones, and lignans. Also
referred to as phytoestrogens, isoflavones are a class of
phenolic compounds that are believed to exert weak
estrogen-like effects, either through direct action on
estrogen receptors or through modulating the effect of
the much stronger endogenous estrogens.2 Although
results for use of soy foods and isolated isoflavones for
the reduction of vasomotor symptoms of menopause
have been disappointing, the literature for the mainte-
nance of bone health has been more hopeful.3 Two
recent trials examining the effects of phytoestrogens on
bone health have been performed on postmenopausal
Chinese women.

A group of healthy Chinese women in Hong Kong
who had been in menopause for 12 years or less were
questioned regarding their soy food intake in the previ-
ous 12 months using a validated food-frequency ques-
tionnaire.4 A number of strategies were used to improve
recall, such as including lists of specific soy foods and
food types available in local markets (tofu pudding, curd
sheets, tofu-rope) and including photos in the food por-
tion control instrument. All women were given adequate
calcium and vitamin D supplementation. Soy isoflavone
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and protein amounts were measured using standard food
composition tables. Bone mineral density (BMD) and
bone mineral content (BMC) were measured using dual
energy X-ray densitometry at the left lumbar area and
left hip. No laboratory measure of soy isoflavone intake,
such as urinary isoflavones, was performed. Women in
the lowest quartile approximated soy consumption of
American women with a rate of 1.4 g/d, with average
soy intake by the whole group recorded as 8 g/d. Women
in the highest quartile of soy consumption had a mean
soy intake of 19 g/d, but the range of consumption was
huge (from 10-77 g/d). Isoflavone content of these foods
followed the amounts of protein (approximately 0.2% of
protein weight), but was not reported separately in the
analysis. 

The lack of urinary isoflavone levels to validate
reports of oral soy intake is a limitation of this trial, but
despite this there are interesting data to consider. Results
showed little difference in early menopause (first four
years) between the bone density and soy intake of the
women in this cohort. However, for women who had
been menopausal for longer periods (n = 185), there was
a dose-response relationship between soy protein intake
and higher BMD at the hip, but not at the spine 
(P < 0.05). Women in the highest quartile of use had a
BMD almost 3% greater than women in the lowest quar-
tile. The trend approached but did not exceed the level of
statistical significance. Finally, a statistical method was
applied to identify and remove the contribution to the
effect of all confounding and interdependent variables
(stepwise multiple linear regression analysis). Even after
this analysis was performed, the positive association for
BMD at the hip remained. 

A follow-up clinical trial was performed by the same
research group on a similar population of Chinese
women in Hong Kong.5 In this randomized, double-
blind, controlled trial, the effects of one year’s supple-
mentation with a high or a low dose of soy isoflavones
was tested in 203 postmenopausal women. The low dose
of soy delivered 0.5 g/d of protein and 40 mg/d of
isoflavones; the high dose contained 1 g/d of protein and
80 mg/d of isoflavones. The specific product tested was
a little unusual in that it was a soy germ extract, not a
soybean extract. The ratio of isoflavones in the current
product (46% daidzein, 39% glycetein, 15% genistein)
is different than usual soybean extracts. Bone density
was measured as it was in the previous trial. No urinary
measure of isoflavones was performed. Without the col-
lection of urinary isoflavones, no independent assess-
ment of compliance, with either diet or supplement, was
made (a weakness of this trial). A dietary assessment of
soy protein and total protein intake was performed by

questionnaire. Women were not asked to modify their
dietary soy intake, so this supplementation occurred on a
background of relatively high soy dietary intake.

After one year of treatment, women in the high-dose
group were shown to have a mild, but statistically sig-
nificant, increase in BMC at the hip, but not the spine.
This result remained even after statistical analysis
designed to adjust for the effect of potential confound-
ing factors (protein intake, weight, calcium use, base-
line BMC) was removed. The strength of these data is
called into question by the fact that BMD decreased in
the hip rather than increased. Both BMD and BMC of
the spine decreased; the rate of decline was not signifi-
cantly slower than for the placebo or low-dose groups.
It also should be noted that the supplement group
reported minor side effects including abdominal disten-
tion (n = 14), constipation (n = 6), and breast disorder
(n = 6). These complaints were not separated from
placebo. Although the exact complaints from the place-
bo group were not reported, the researchers were told
that there was no statistically significant difference in
complaints between the two groups.

Although these results are modest and are not seen
for all anatomical sites, they are encouraging. Both food
sources and supplements appear to help maintain BMC/
BMD at the hip at least. It may be difficult to generalize
these results to less ethnically similar populations who
do not have a lifetime habit of soy consumption. In addi-
tion, it is possible that the type of soy products eaten in
China are different from those eaten in the United
States. For example, the most common U.S. soy product
is soy milk, which is less common in China. The soy
isoflavone product tested in the second trial contains dif-
ferent isoflavones than those previously tested, and this
variation may have affected the results either positively
or negatively.

To put these data and reservations in context, it is nec-
essary to look at a broader survey of the literature on the
effect of soy on bone health.3 A recent review by
Setchell and Lydeking-Olsen collected data from in
vitro and animal trials as well as observational and
experimental human studies. The preclinical data sug-
gest a biologically plausible mechanism for soy and its
constituents to positively affect bone health. Isoflavones
affect bone cells in culture; ovariectomized rats con-
serve bone with added soy in diet; and soy constituents
genistein and daidzen have weak estrogenic activity in
binding studies. Regarding the human studies, the
results were mixed, but on balance this author concludes
that the data are good enough to proceed to large, well-
controlled trials. 

For clinicians in practice: While we wait for these
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large trials, it seems reasonable to encourage the use of
soy food, at a level to deliver 20-25 g/d of soy protein
and 40 mg/d of isoflavones. The safety of this interven-
tion is good. The food source is high-quality and healthy
for the heart and could very well be a significant addi-
tion to a good osteoporosis prevention program, along
with calcium supplementation and exercise. This inter-
vention should be started even before the onset of
menopause in order to maximize benefit. Use of isolated
isoflavones has less supportive data and lacks the value
of the soy protein component.   ❖
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CE/CME Questions

5. Valerian’s effects in treating insomnia most likely
result from:

a. sesquiterpenes of the volatile oil.

b. valepotriates and valerenic acid.

c. hesperidin and 6-methylapigenin.

d. the synergistic effects of all its chemical components
working in tandem.

6. A systematic review of valerian extracts found three
trials that investigated the effects of repeated valerian
administration. All three trials found valerian use:

a. improved sleep latency.

b. decreased slow-wave sleep.

c. decreased sleep latency.

d. increased the number of awaking episodes.

7. Valerian appears to cause a hangover effect similar to
that which is often seen with use of benzodiazepines.

a. True

b. False

8. Recent research has found that consuming soy foods
appears to help maintain bone mineral density and
bone mineral content at the:

a. hip.

b. whole body.

c. spine.

d. All of the above

Alternative Therapies in Women’s Health 15

CE Objectives
After reading Alternative Therapies in Women’s

Health, the health care professional will be able to:

1. evaluate alternative medicine and complemen-
tary therapies for women’s health concerns; 

2. identify risks and interactions associated with
alternative therapies; 

3. discuss alternative medicine options with
patients; and 

4. offer guidance to patients based on the latest
science and clinical studies regarding alternative and
complementary therapies.

CE/CME Instructions
Physicians and nurses participate in this continu-

ing medical education/continuing education pro-
gram by reading the article, using the provided refer-
ences for further research, and studying the ques-
tions at the end of the article. Participants should
select what they believe to be the correct answers,
then refer to the list of correct answers to test their
knowledge. To clarify confusion surrounding any
questions answered incorrectly, please consult the
source material. After completing this activity, you
must complete the evaluation form provided and
return it in the reply envelope provided at the end of
the semester to receive a certificate of completion.
When your evaluation is received, a certificate will
be mailed to you.

Answers:5. d, 6. a, 7. b, 8. a.



FDA to Ban Sale of Ephedra Supplements 
The U.S. Food and Drug Administration (FDA) is

issuing a final rule on dietary supplements containing
ephedrine alkaloids (ephedra) that will ban the sale of
the supplements after 60 days.

The rule will state that dietary supplements contain-
ing ephedrine alkaloids present an unreasonable risk of
illness or injury. Consumers were advised to stop using
ephedra products immediately. After the announcement,
however, retail stores that sell the product reported that
the demand was so high they could not keep it stocked. 

Ephedra, also called ma huang, is a naturally occur-
ring substance derived from botanicals. Its principal
active ingredient is ephedrine, which when chemically
synthesized is regulated as a drug. Ephedra products
have been promoted extensively to aid weight loss,
enhance sports performance, and increase energy.

FDA’s concerns about dietary supplements contain-
ing ephedra arise somewhat from ephedra’s mechanism
of action in the body. Ephedra is an adrenaline-like stim-
ulant that can have potentially dangerous effects on the
heart. The RAND Corp. evaluated many studies of the
supplement and found little evidence for effectiveness
other than for short-term weight loss, as well as evi-
dence suggesting safety risks. Other recent studies also
have confirmed that ephedra use raises blood pressure
and otherwise stresses the circulatory system—effects
that have been linked conclusively to significant and
substantial adverse health effects such as heart problems
and strokes.

FDA has sent 62 letters to firms marketing dietary
supplements containing ephedra and ephedrine alkaloids
alerting them of this future rule. 

Massage Therapy Popular Among Hospital
CAM Services

Massage therapy (78%) and pastoral counseling
(62%) are the most popular complementary and alterna-
tive medicine (CAM) services offered at America’s hos-
pitals, according to a survey conducted by the American

Hospital Association’s (AHA’s) Health Forum. Pro-
grams involving stress management and yoga follow
closely behind. Sita Ananth, the project manager for the
CAM survey, told AHA News that 61% of the hospitals
surveyed that offered CAM said they provided stress
management services, while 58% had yoga. About
16.6% of U.S. hospitals offered CAM services in 2002,
according to the AHA’s Annual Survey of Hospitals.
That’s up from 7.9% in 1998. Just more than 1,000 hos-
pitals responded to the separate CAM survey, conducted
last year, and 269 said they had CAM programs.

St. John’s Wort Might Block Certain Medications 
St. John’s wort, the popular herbal product used

widely to self-treat depression, may significantly reduce
the effectiveness of 50% of all marketed medications. 

A study, published in the Sept. 17 issue of the Journal
of the American Medical Association, looked at the
effect of St. John’s wort on cytochrome P450 (CYP)
enzymes. Twelve healthy volunteers (six men and six
women) were given St. John’s wort for 14 days. Partici-
pants were given dextromethorphan and alprazolam
before and after administration of St. John’s wort to
assess plasma pharmacokinetics. After 14 days use of St.
John’s wort, a two-fold decreased area under the curve
for alprazolam plasma concentration and a two-fold
increase in alprazolam clearance was found as well as an
elimination half-life that decreased from 12.4 hours to
6.0 hours, suggesting significantly induced activity of
CYP 3A4. (All findings were considered significant.)
Dextromethorphan metabolism, a measure of CYP 2D6,
was unchanged. 

The effect of St. John’s wort on CYP 3A4 is quite sig-
nificant, however, since at least 50% of all medications
currently on the market are metabolized at least partially
by this enzyme. This, coupled with two recent multicen-
ter, double-blind, placebo-controlled studies questioning
the effectiveness of St. John’s wort for the treatment of
depression, should alert consumers to potential prob-
lems in using the herbal product.   ❖
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