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INTRODUCTION

Menstrual cycle (MC) disorders is one of the
most common pathological conditions and
unites pathogenetically various diseases that
manifest a violation of the duration, frequency
of menstruation, the amount of menstrual flow
[4,9,10].

The variety of manifestations of the menstrual
disorders combine similar stages of pathogen-
esis and often similar treatment regimens. How-
ever, today given the abundance and variety of
medicines, homeopathic and herbal remedies
of various types of producing and application
forms it becomes difficult to determine the op-
timal preparation, as well as to avoid polyphar-
macy, which is so typical of modern medicine.

The search for optimal means and medicines
for the treatment of various types of MC disor-
ders, comparison of efficiency, compliance, the
absence of significant side effects is the task of
conducting clinical researching [11, 13].

ANALYSIS OF LITERATURE DATA AND

STATEMENT OF RESEARCH PROBLEM

The concept of menstrual disorders combines
a large range of pathological conditions and
diseases, clearly defined by the International
Classification of Diseases ICD-10 [1]. Various no-
sological forms of the menstrual disorders are
represented by sections N91.0-91.5 (the abbrevi-
ation NOS is no other (additional) specifications):
% N91 Absent, scanty and rare menstruation

Excludes ovarian dysfunction (E28)

o N91.0 Primary amenorrhea

Failed menstruation at puberty.

o N91.1 Secondary amenorrhea

The absence of menstruation in women who
previously had them (loss of menstrual period).

o N91.2 Amenorrhea, unspecified

Absence of menstruation, NOS.

o N91.3 Primary oligomenorrhea

Scanty or rare menstruation since their onset

o N91.4 Secondary oligomenorrhea

Scanty or rare menstruation in women with
previously normal menstruation.

o N91.5 Oligomenorrhea, unspecified

Hypomenorrhea, NOS.
% N92 Excessive, frequent and irregular
menstruation

Excludes: postmenopausal bleeding (N95.0);

precocious puberty (menstruation) (E30.0)

o N92.0 Abundant and frequent menstrua-
tion with a regular cycle
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Periodically heavy menstruation NOS. Menor-
rhagia NOS. Polymenorrhea. Spots, spotting in-
termenstrual (regular).

o N92.1 Abundant and frequent menstrua-
tion with an irregular cycle

Irregular bleeding in the intermenstrual pe-
riod. Irregular, shortened menstrual interval
bleeding. Menometrorrhagia. Metrorrhagia.

o N92.2 Heavy menstruations during puberty

Heavy bleeding at the beginning of the men-
strual period.

Puberty menorrhagia. Puberty bleeding.

o N92.3 Ovulatory bleeding

Regular menstrual bleeding.

0 N92.4 Heavy bleeding in the premenopaus-
al period

Menorrhagia or metrorrhagia: climacteric. In

menopause.

Premenopausal. In premenopause.

o N92.5 Other specified forms of irregular
menstruation

o N92.6 Irregular menstruation, unspecified

The impressive is the abundance of various for-
mulations and types of menstrual cycle disorders
presented in the ICD-10. First of all, it is necessary
to recollect the definition of the normal duration
of the menstrual period. Normal menstruation is
considered to be monthly bleeding lasting from
3 to 7 days, with an intermenstrual period of at
least 21 days, and a maximum of 35 days [16].

To narrow the spectrum of the search for opti-
mal treatment for menstrual cycle disorders, we
selected violations, which are characteristic for
the reproductive age, given the fact that many of
the drugs used to treat patients of this age peri-
od are also applicable in puberty (in the absence
of age-related contraindications) [11, 16], and in
the premenopausal period [8, 9]. This is first of all
herbal products.

Currently, we are observing a rather high per-
centage of somatic and endocrinological pathol-
ogies, which in some cases is a contraindication
to hormonal treatment. Fear of hormonal drugs
and existing myths about side effects, addiction
significantly reduce the possibility of using this
pathogenetically substantiated method, and
again return to the search for effective herbal
remedies.

In addition, one of the theories of the devel-
opment of menstrual irregularities is an inflam-
matory process, which results in the formation
of ovarian dysfunction, endometrial hyperplasia,
and the direct and inverse association between
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the central and peripheral links of hormonal homeostasis is
violated [2, 7, 9, 10].

Stress is both emotional and physical, is now recognized as
one of the reasons, and in some cases the only cause of men-
strual disorders. Even excessive exercise, with the goal of gen-
eral health and endurance, has the opposite “side of the coin” -
hypomenstrual syndrome, violation of the menstruation
regularity [11, 13].

No denying the positive therapeutic effect of hormonal ther-
apy, and also taking into account the above points of the sub-
jective attitude of patients to this type of treatment specialists
from various countries continue to search and perform clinical
studies of non-hormonal drugs, mainly herbal composition
(which is recognized by many patients as a more “natural” treat-
ment). Aromatherapy studies have been conducted to reduce
the symptoms of premenstrual headache, dysmenorrhea [17].
The positive effects of complex herbal remedies recommended
as an independent means of treating menstrual irregularities
are described [6, 9, 19, 21]. Such drugs, however, should have a
hormone-normalizing effect, and also given the above theory of
inflammatory genesis an anti-inflammatory effect [2, 21].

One of the often mentioned in foreign and domestic liter-
ature is a drug-derivative Vitex agnus-castus [4, 6, 7, 18]. The
preparation is used to normalize the MC, including accompa-
nied by mastalgia of various origins. Used in various age pe-
riods, efficacy and low toxicity are recognized as a result of
various clinical studies [3, 5, 6]. The principle of the prepara-
tion is the regulation of the neuroendocrine component of the
ovarian-menstrual cycle, a decrease in prolactin levels due to
dopaminergic action.

The medicine is recognized as clinically effective; however,
the mechanism of action does not cover all possible links in
the pathogenesis of menstrual cycle disorders. Therefore, it is
logical to search and use a complex-acting preparation, includ-
ing anti-inflammatory, decongestant, normalizing the level of
other steroid hormones: cortisol, estrogen ratio of fractions
and estrogen/progesterone ratio.

The pride of modern pharmacy without a doubt is a complex
herbal product that meets all the above properties, demon-
strating high efficiency in a wide variety of clinical situations -
Tazalok™. This is a drug that has no analogues in composition,
with proven efficacy during the experiment and clinical studies
[3]. The clinical effect of the drug in cases of polycystic ovary
syndrome, treatment of functional ovarian cysts, endometrial
hyperplasia, hypomenstrual syndrome against thyroid diseases
has been convincingly proven [4, 6, 7]. The preparation con-
tains tincture of a mixture of medicinal plant material (1:10):
six-petalled meadowsweet roots (Filipendula vulgaris Moench) -
0.28 g, fresh parsley roots (Petroselini radix) — 0.225 g, fresh
celery roots (Apiumi radix) — 0.17 g, herbs of the lady’s bed-
straw (Galium verum L.) - 0.135 g, plain flax herbs (Linariae
herba) - 0.11 g, marigold flowers (Flores Calendulae) — 0.08 g
(extractant 40% ethanol). Tis drug has practically no contrain-
dications, except for individual sensitivity to the components.
The properties are determined by the qualities of the con-
stituents — normalize the estrogen-progesterone ratio, anti-
inflammatory, regulating apoptosis and angiogenesis, with
anti-inflammatory effect.
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Therefore we chose Tazalok™ to conduct a study of clinical
efficacy in various types of menstrual disorders, in comparison
with a drug derived from Vitex agnus-castus (as a monocompo-
nent medicine with a neuroendocrine mechanism of action).

Objective of the study was to optimize the treatment of men-
strual irregularities using herbal monotherapy, by comparing
the clinical efficacy of Tazalok™ and Vitex agnus-castus drug.

MATERIALS AND METHODS

Under observation were 60 patients 23-37 years aged with
various forms of menstrual disorders, randomized in two equal
groups 30 women according to the group therapy. Patients |
(main) groups received for the treatment of menstrual cycle
disorders preparation Tazalok™, group Il patients (comparison
group) - Vitex agnus-castus drug.

Considering the variety of menstrual disorders forms we se-
lected patients with two variants of cycle disorders: abundant
menstruation and hypomenstrual syndrome.

The main group and the comparison group were divided
into two subgroups of 15 patients in accordance with pecu-
liarities of the menstrual disorders. Subgroup IA of the main
group — patients with heavy bloody flooding in the menstrual
period, IB - patients with scanty menstruation. The compari-
son group: lIA - heavy menstrual bleeding, IIB - meager men-
strual bleeding.

We selected patients with pathological states that match the
following ciphers according to ICD-10: N92.0 Abundant and
frequent menstruation during regular MC: Periodically heavy
menstruation NOS. Menorrhagia NOS. Polymenorrhea; N92.1
Abundant and frequent menstruation with irregular MC: irreg-
ular intermenstrual bleeding period. Irregular, shortened men-
strual intervals bleeding. Menometrorrhagia. Metrorrhagia; as
well as patients with meager menstruation with different MC
characteristics; N91.4 Secondary oligomenorrhea: lean or rare
menstruation in women with previously normal menstruation;
N91.5 Oligomenorrhea, unspecified. Hypomenorrhea NOS.

Insofar as the preparation Tazalok™ is available in the form
of oral drops, then in the comparison group we used the Vitex
agnus-castus drug in solution form (oral drops). In accordance
with the instructions for use Tazalok™ was taken in 30 drops
3 times a day or daily dose is divided into two doses. Patients
considered more convenient (taking into account active social-
ization - studying at a university, working with a full schedule)
taking drug 2 times a day, 45 drops each. The medicine was
taken before meals, dissolving in 100 ml of water. Vitex agnus-
castus drug was taken in accordance with the instructions for
use — 40 drops 1 time a day before meals, also with 100-150 ml
of pure water. Both remedies were taken daily without inter-
ruption for 3 months.

The study took into account complaints of patients before
treatment, during treatment, and also after 3 months of the
course, including a subjective assessment of drug tolerance,
the presence of side effects with prolonged application.

In order to objectively evaluate the effectiveness of treat-
ment, a standard hormonal study by enzyme-linked immu-
nosorbent assay (ELISA) was performed before therapy and
after 3 months of treatment. Investigated of estradiol (E) level,
follicle-stimulating hormone (FSH), luteinizing hormone (LH),
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progesterone (PG), prolactin (PrL), corti-
sol (C); thyroid hormones: thyroid-stim-
ulating hormone, free triiodothyronine,
thyroxine free, thyroid peroxidase anti-
bodies. All patients underwent general
clinical blood tests, analysis of vaginal
discharge, PAP-test.

Before and after the end of therapy (3
months later) and according to the indi-
cations (if there are complaints) all pa-
tients underwent pelvic ultrasound and
blood flow in color Doppler using a 3.5
MHz transvaginal sensor. Ultrasound of
the mammary glands, thyroid gland was
performed with a linear 5 MHz probe
(Toshiba Aplio 300).

Intensity of the pain syndrome (mastal-
gia, dysmenorrhea) was evaluated using
the traditional visual-analogue pain scale
(VAS) in points: no pain - 0 points, weak
pain — 1-2 points, moderate - 3-6 points,
severe — 7-9, unbearable - 10 points.

Data obtained during the study were
processed by the method of variation
statistics using the standard program
Statistica 6.0. Confidence level differenc-
es were taken as p <0.05.

RESEARCH RESULTS

AND DISCUSSION

Patients of both observation groups at
the beginning of the study complained
of MC disorders (according to sub-
groups). In addition, complaints of dys-
pareunia, decreased libido, and depres-
sive mood disorders were characteristic.
The frequency of complaints according
to the groups and nature of the MC dis-
orders is presented in table 1.

Noteworthy is the higher incidence of
dysmenorrhea (painful periods) among
patients with heavy menstruation com-
pared with patients with hypomen-
strual syndrome. Mastalgia on the eve
of menstruation was observed mainly
in patients with metrorrhagia, during
MC moderate pain in the breast, tin-
gling sensation was noted in 8 patients
(53.3%) of IA subgroup and 9 (60.0%) IIA
subgroup (p> 0.05).

Dysmenorrhea pain was rated as mod-
erate at 5-6 points on the VAS scale for
5 patients from subgroup IA (33.3%),
4 patients from subgroup lIA (26.6%);
moderate in 3-4 points - 1 patient of
subgroup 1A (6.7%), 1 patient of sub-
group lIA (6.7%). As mild and moderate
pain, the degree of pain of the patient
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of subgroups IB and IIB was evaluated at
2-3 points - 1 patient (6.7%) in each of
these subgroups.

Mastalgia was rated moderate in 4-5
points in 4 (26.6%) patients of subgroup
IA, 5 (33.3%) of patients in subgroup IIA.
Moderate at 3 points on the VAS scale
was pain in 4 (26.6%) patients of sub-
group IA and 4 (26.6%) of subgroup lIA. A
mild pain syndrome of 2 points was ob-
served in 3 (20.0%) patients of subgroup
IB and 2 (13.3%) of subgroup IIB.

Social maladaptation, limitation of
physical activity was noted by patients
with polymenorrhea. Dyspareunia, de-
creased libido was characteristic for pa-
tients of both examined groups, without
statistically significant differences be-
tween the groups, which, apparently is
the result of hormonal imbalance.

An increased number of transparent
mucous vaginal discharge was noted
mainly by patients of IBand IIB subgroups,
which can @lso be a sign of hormonal dis-
orders or transferred (chronic) infections.

Gynecological history was burdened in
patients of both groups: 5 (33.3%) patients
of subgroup IA and 3 (20.0%) of patients
of subgroup IB and 4 (26.6%) of patients
of subgroups IIA and IIB had salpingoo-
phoritis in remission. 2 (13.3%) patients of
subgroup IA and 1 (6.7%) of subgroup IB,
3 (20.0%) women of subgroup IIA and 2
(13.3%) lIB underwent treatment for cervi-
cal dysplasia (diathermoconization).

Noteworthy low parity in both obser-
vation groups: 1 birth was in 6 patients
of the subgroup IA, 4 (26.6%) patients of
subgroup B, 4 (26.6%) patients of sub-
group lIA and 3 (20.0%) patients of sub-
group lIB (p>0.05). Artificial abortions in
early gestations had 2 (13.3%) patients of
subgroup A, 1 (6.7%) of patients of sub-
group IB and 2 (13.3%) in subgroup IIB.

Among the data of somatic history, the
presence of pathology characteristic of
connective tissue dysplasia is notewor-
thy: varicose veins, mild and moderate
myopia, and the presence of striae on
the body. Moreover, this pathology was
observed significantly more frequently in
women with heavy menstruation - in sub-
groups IA and lIA (table 2).

Endocrinological  pathology  was
represented by thyroid dysfunction,
mainly with signs of hypothyroidism -
in 7 (46.6%) patients of subgroup IA, 9
(60.0%) of subgroup IB, 8 (53.3%) of IIA
and 7 (46.6%) of IIB. Hyperthyroidism was
observed in 1 (6.6%) patient of subgroup
IB and 2 (13.3%) of subgroup IIB. Auto-
immune thyroiditis was detected in 2
(13.3%) patients of subgroup IA, 4 (26.6%)
of subgroup IB, 3 (20.0%) subgroups IIA
and 3 (20.0%) subgroups IIB (p> 0.05).
From the data obtained, it can be judged
that the presence of hypothyroidism
in our study was more characteristic of
the clinical course of menstrual disor-
ders with heavy menstrual bleeding -
both regular and irregular (p <0.05).

The most indicative are the data from
a study of female sex hormones: before
the start of therapy, the levels of FSH, LH,
and PG were significantly reduced in most
patients of both observation groups, an
increase in cortisol was noted (table 3).
The data obtained are presented in accor-
dance with the follicular and luteal phases
of the MC before (table 3, table 5) and af-
ter therapy (table 4, table 6).

There was a statistically significant dif-
ference in the levels of PrL in the sub-
groups IA and lIA, IB and 1IB, i.e. patients
with menstrual cycle disorders, character-
ized by meager, including irregular men-
struation, there is a higher level of PrL. The
data presented also show that the level of

Table 1. Nature of complaints of patients of the examined groups before starting therapy, abs. number (%)

Nature of complaints

IA (n=15)
Dysmenorrhea 6 (40.0)'
Dyspareunia 7 (46.6)°
Decreased libido 5(33.3)°
Mastalgia 8(53.3)!
Discharge 1(6.7)
Social maladaptation 6 (40.0)!

Subgroups
1B (n=15) lIA (n=15) 1IB (n=15)
1(6.7)" 5(33.3)? 1(6.7)
9(60.0)° 7 (46.6)} 5(33.3)
6 (40.0° 4(26.6)° 7 (46.6)°
3(20.0)" 9(60.0)? 2(13.3)
5(33.3) 2(13.3) 4(26.6)
1(6.7)" 7 (46.6) 1(6.7)

Istatistically significant differences between patients IA and IlA subgroups, p < 0.05
Zstatistically significant differences between patients IB and 1B subgroups, p < 0.05

3no statistically significant differences between groups, p > 0.05
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Table 2. Frequency of signs of undifferentiated connective tissue dysplasia among patients of the examined
groups, abs. number (%)

Signs of connective tissue Subgroups
A IA(n=15) 1B (n=15) IA(n=15) 1B (n=15)
Myopia 7 (46.6) 3(20.0) 8(53.3) 3(20.0)
Varicose veins 9(60.0) 4(26.6) 10 (66.6) 3(20.0)
Striae 6 (40.0) - 5(33.3) 1(6.6)
Joint hypermobility 6 (40.0) - 4(26.6) 1(6.6)
Asthenic syndrome 5(333) 1(6.6) 6 (40.0) 1(6.6)
Table 3. Levels of sex steroid hormones before therapy in patients of the observation groups, follicular phase of MC
Lo Subgroups
Hormoneindicators 1) h—15)  B(=15)  IAM=15)  IB(n=15) Norm
E, nmol/L 0.67 +£0.02° 0.3 +0.05° 0.10 +0.40° 0.2+0.10 0.05-0.70
FSH, mIU/mL 0.6+22 0.7+25 04+18 1.0+0.25 0.5-6.0
LH, mlU/mL 1.2£0.5° 1.7+09 1.8+£03 09+0.3 1.1-8.7
PG, nmol/L 05+0.7 0.01+0.1° 0.7+0.5° 0.02 +£0.05° 0.50-6.0
PrL, mlU/L 223 +54.53 687 + 34.5%3 238 +65.3"3 669 + 35.7%3 67.0-726
C, nmol/L 564 +25.0° 674+127.3° 655+ 10.0° 670+ 15.0° 150-660

'statistically significant differences between patients IA and IIA subgroups, p < 0,05
Zstatistically significant differences between patients IB and IIB subgroups, p < 0,05
3 statistically significant differences between patients of the examined subgroups (comparison with table 4) before and after treatment, p < 0,05

Table 4. Levels of sex steroid hormones as a result of therapy in patients of the ohservation groups, follicular phase of MC

Hormone Indicators

E, nmol/L
FSH, mIU/mL
LH, mIU/mL

PG, nmol/L

PrL, mIU/L

C, nmol/L

IA(n=15)
0.42 +0.06
42+12
72+15
53+0.7

211+42.5"3
205 +45.0"3

IB(n=15)
0.5+0.15
2725
37+£39
25+15

572 +24.0*3
234+27.3%

Subgroups
lIA(n=15)
01204
24+18
2215
2705
218 +34313
405 +20.0"3

'statistically significant differences between patients IA and IlA subgroups, p < 0,05
Zstatistically significant differences between patients IB and IIB subgroups, p < 0,05
3 statistically significant differences between patients of the examined subgroups (comparison with table 3) before and after treatment, p < 0,05

1B (n=15)
0.25+0.01
26+0.15°
1.9+0.6
14£15
530 +35.7%3
550 +12.0%3

Norm
0.05-0.70
0.5-6.0
1.1-8.7
0.50-6.0
67.0-726
150-660

Table 5. Levels of sex steroid hormones before therapy in patients of observation groups, luteal phase of MC

Hormone indicators

E, nmol/L
FSH, miU/mL
LH, mlU/mL
PG, nmol/L

PrL, mlU/L

C, nmol/L

IA(n=15)
0.5%0.05
75£23

0.75+0.33°
120£5.2

223 +545

545 £ 45.0°

IB(n=15)
0.46 +0.02
4727
0.07 +£0.03°
105£2.2
637 + 34.5%3
674+271.3

Subgroups
lIA (n=15)
0.8 £0.60
32+22
0.80+0.25°
124425
238 +65.3'
655+10.0°

' statistically significant differences between patients IA and IlA subgroups, p < 0,05
2 statistically significant differences between patients IB and IIB subgroups, p < 0,05
3 statistically significant differences between patients of the examined subgroups (comparison with table 6) before and after treatment, p < 0,05

1B (n=15)
0.6 +0.55
64+1.8
06+0.3°
82+24

650 + 35.7%3
670 £ 15.0°

Norm
0.10-1.10
1.10-9.50
0.9-14.4
10.0-89.0
67.0-726
150-660

Table 6. Levels of sex steroid hormones as a result of therapy in patients of observation groups, luteal phase of MC

Hormone indicators

E, nmol/L
FSH, miU/mL
LH, mIU/mL
PG, nmol/L

PrL, mlU/L

C, nmol/L

IA(n=15)
0.08 +0.02
55+24
11.2£2.2"
65.2+2.8'
215+448'
305 £ 35.0°

IB(n=15)
0.10£0.02
6.7 £2.2%3
874263
58.7£10.2
379 £ 34.0%3
287 +27.3°

Subgroups
1IA (n=15)
0.12+0.2
52+£22
6.7+23"
425+£123
219+343'
440 £15.0°

'statistically significant differences between patients IA and IlA subgroups, p < 0,05
2 statistically significant differences between patients IB and IIB subgroups, p < 0,05
3 statistically significant differences between patients of the examined subgroups (comparison with table 5) before and after treatment, p < 0,05
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1B (n=15)
0.09 £ 0.05
44+183
4241223
34.2+10.22
330 +35.7%3
470 +10.0°

Norm
0.10-1.10
1.10-9.50
0.9-14.4
10.0-89.0
67.0-726
150-660
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steroid hormones, FSH, LH in the studied
groups did not differ significantly; there
was no significant statistical difference
(p> 0.05). The similarity of data in groups
with a similar clinical course of menstrual
disorders is noteworthy: groups IA and IIA
(heavy uterine menstrual bleeding) and
groups IB and IIB (scanty spotting, regular
and irregular).

As a result of the 3-month therapy in
patients of the main group, significantly
different laboratory indicators were ob-
served in relation to patients of the com-
parison group — normalized level of ste-
roid hormones. Normalization of cortisol
levels is extremely revealing in patients
of subgroups treated with Tazalok™,
relative to patients of comparison sub-
groups treated with Vitex agnus-castus
(table 5, table 6).

Results of hormonal studies convinc-
ingly confirm complex effective action of
Tazalok™ for all links of the pathogenesis of
MCdisorders, including ensuring a decrease
in the level of PrL (which is usually was an
advantage of Vitex agnus-castus drugs).

In addition, normalization of thyroid
hormones was observed: a decrease
in the level of thyroid-stimulating hor-
mone, antibodies to thyroid peroxidase
in groups of patients, taking Tazalok™.
Among women taking Vitex agnus-
castus, no such changes were found.

Extremely revealing, also, the results
of ultrasound of pelvic organs, thy-
roid gland, breast. In patients, the main
groups, the sizes of M-echo normalized
(subgroup IA): before the course of treat-
ment, the result was 14 + 2.5 mm, at
the end of 3 months of treatment with
Tazalok™ it was 11 + 1.5 mm, there was
a decrease in myometrial vascularization
on the eve of menstruation (increased
vascularization was usually clinically as-
sociated with dysmenorrhea) (Fig. 1).

In the comparison group (subgroup
[IA), the patients of which received Vitex
agnus-castus, the sizes of the M-echo
were 13 + 3.5 mm before treatment and
12 £ 1.5 mm after; pathological vascular-
ization of the myometrium was recorded
in most cases, in 9 patients (60.0%) (Fig. 2).

In patients with follicular persistence
in group IB, at the end of 3 months of
Tazalok™ therapy, an echographic norm
of the ovarian structure and normalization
of the blood flow in the pelvis were

established (Fig. 3).
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Figure 1. Patient M., group IA (Tazalok™)

A. Sonogram of the uterus on the 22nd day of MC, before the treatment - M-echo 15 mm (borderline value with hyperplasia)
B. Sonogram of the uterus on the 22nd day of the MC after therapy - M-echo 10 mm (normal)
C. Sonogram of the uterus on day 22 of the MC - normalization of blood flow in the uterus after therapy

Figure 2. Patient C., group lIA (Vitex agnus-castus)
A. Sonogram of the uterus on day 22 of the MC, before the treatment - M-echo 14 mm

B. Sonogram of the uterus on day 22 of the MC after therapy - M-echo 11 mm

C. Sonogram of the uterus on the 22nd day of the MC after the therapy - increased vascularization of the myometrium is preserved

With thyroid ultrasound, at the end of
the Tazalok™ course, normalization of
the echographic density of thyroid lobes
was observed (Fig. 4).

Itis known that one of the earliest signs
of hyperplastic changes is the rarefac-
tion of sonographic density, the occur-
rence of hypoechoic sites. Sonographic
control of breast tissue showed a similar
pattern of normalization of echograph-
ic density, a decrease in the diameter of
cystic elements, expanded milk ducts in
both observation groups (Fig. 5).

Vitex agnus-castus is traditionally used
in clinical cases of mastalgia. The results
of this study led to the conclusion that
Tazalok™ also has a regulatory effect on
the condition of the breast.

Side effects were not observed in the
treatment of Tazalok™, patients subjec-
tively noted improvement in well-being
already by 2-3 weeks of taking the med-
icine.

There was a significant reduction in
pain in women who had symptoms of
dysmenorrhea and mastalgia. All pa-
tients showed a significant reduction in
pain, with a pain scale to low values of
1-2 points in 2 (13.3%) patients of sub-
group IA and 3 (20.0%) of patients of
subgroup IB, or the disappearance of
symptoms.
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Thus, as a result of a comparative
study, we can state the advantage of the
medicine Tazalok™ in the treatment of
clinical manifestations of various forms
of menstrual disorders compared with
the Vitex agnus-castus drug.

CONCLUSIONS

1. Complex phytoselective prepara-
tion Tazalok™ is a highly effective med-
icine in the treatment of MC disorders of
various clinical courses of women of re-
productive age. As a result of the use of
the drug, the level of steroid hormones,
PrL, thyroid hormones is normalized.

2. As aresult of using Tazalok™, unlike
treatment with Vitex agnus-castus, a sig-
nificant decrease in cortisol levels occurs,
which expands the range of Tazalok™
use and allows reducing the number of
medicines used.

3. Tazalok™ can be used as monother-
apy of MC disorders with various clinical
courses, and the study of the long-term
effects of the medicine may be the sub-
ject of further research.
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NEW PATTERNS OF MENSTRUAL DISORDERS’ TREATMENT — UNIFICATION OF THE METHOD

0.V. Grishchenko, MD, professor, head of the Perinatology, Obstetrics and Gynecology Department, Kharkiv Medical Academy of Postgraduate Education
V.V. Bobrytska, PhD, associate professor at the Perinatology, Obstetrics and Gynecology Department, Kharkiv Medical Academy of Postgraduate Education

Effective treatment of menstrual cycle disorders, elimination of polypragmasia, and unification of the method in various types of menstrual disorders is an important task of modern science and
practice.

The aim of the study was to optimize the treatment of menstrual disorders with drugs of plant origin, by comparing the clinical efficacy of Tazalok™ and Vitex agnus-castus.

Design: a comparative study.

Materials and methods. Under the supervision there were 60 patients aged 23—37 years with various forms of menstrual disorders, divided into two groups of 30 people, in accordance with therapy.
Patients of the main group | received Tazalok™ for treatment of menstrual disorders, 45 drops 2 times a day, patients Il (comparison group) received 40 drops of Vitex agnus-castus 1time per day. The
course of therapy was 3 months. The main group and the comparison group were divided into two subgroups of 15 patients, in accordance with the peculiarities of the menstrual disorders. Subgroup IA
of main group — patients with heavy bleeding during the menstrual period, IB — patients with scanty menstruation. In the comparison group: IIA — heavy menstrual bleeding, 1B — meager menstrual
bleeding. All patients underwent a hormonal study before and after 3 months of treatment, sonographic monitoring, evaluation of subjective complaints.

Results. There was normalization of the level of steroid hormones, the thyroid gland hormones. A significant decrease in cortisol levels was in patients taking Tazalok™. Sonographic characteristics of
the pelvic organs, mammary glands, and the thyroid gland in patients treated with Tazalok™ showed a positive trend, the disappearance of the pathological vascularization of target organs. Decrease in
complaints by 2—3 weeks of taking.

Conclusion. Tazalok™ is an effective medicine for the treatment of various clinical forms of menstrual cycle disorders, has a wider range of effects compared with Vitex agnus-castus.

Keywords: menstrual cycle disorders, monotherapy, Tazalok.

HOBI MATEPHW NNIKYBAHHA NOPYLUEHb MEHCTPYAJIbHOTO LIUKJY - YHIOIKALIIA METOAY

0.B. [pueHKo, 4. Mes. H., npodecop, 3aB. Kadeapolo nepuHaTonorii, akylepctsa Ta rinekonorii XMAMNO
B.B. Bo6puubKa, K. Mef. H., I0LEHT Kaheapy nepuHaTonorii, akywepcTsa Ta riekonorii XMAMO

E(ekTiBHe NikyBaHHA NOpYLLEHb MeHCTPyanbHOro LKy, NiKBiAaLiA noninparmasii, yHiikavia MeTopy npy piHX TNax NOpYLUEHb MEHCTPYaNlbHOrO LK € aKTyanbHUM 3aBAAHHAM CyyacHoi
HayKI i NPaKTUKM.

Metoio gocnipxenHs byna onTumi3aLlia NikyBaHHA NOPYLUEHb MEHCTPYaNbHOTO LUKAY 3 BUKOPUCTAHHAM MOHONPENapary POCIMHHOTO NOXOZMXEHHS WAAXOM NOPIBHAHHA KNiHIYHOT eeKTUBHOCTI
3acTocyBaHHs npenapary Taanok™ i npenapary Vitex agnus-castus.

[lu3aitH: nopiBHANbHE JOCTIAKEHHA.

Marepianu Ta metopu. [lig cnocTepexeHHAM 3Haxoaunnca 60 nauieHTok Bikom 23—37 poKiB 3 pisHuMUM Gopmamil NOPYLLEHb MEHCTPYaNlbHOrO LMKy, po3AineHi Ha ABi rpyni no 30 XiHok
BIANOBIAHO A0 NPOBeAEH0 Tepanii. MaLieHTKn ocHoBHOi rpynu | oTpumyBany npenapar Tasanok™ no 45 kpanenb 2 pasi Ha fieHb, nauieHTKi |l rpyn nopiBHAHHA oTpumyBany npenapar Vitex agnus-
castus no 40 kpanenb 1 pa3 Ha Aetb. Kypc Tepanii Tpua 3 micaui. OcHoBHa rpyna i rpyna nopiBHAHHA 6y po3gineri Ha ABi nigrpynu no 15 navjieHToK BiANoBIAHO 40 0C06AMBOCTEN NOPYLLEHD
MeHcTpyanbHoro wikny. Migrpyna |A ocHOBHOI rpynu — NaLieHTKI 3 PACHUMI KPOBOTeYaMV B MeHCTpyanbHUii nepiog, 1b — nawieHTku 3 MisepHMu MeHcTpyauiamu. Y rpyni nopiBHAHHA: 1A — pAcHi
MeHCTpyanbHi kpoBoTeui, I1b — Mi3epHi MeHcTpyanbHi kpoBoTeyi. Bim navlieHTkam NpoBOAWAY FropMOHabHe AOCTIZXEHHA 0 NOYATKY i NicnA 3 MicALB NiKyBaHHS, COHOrpadiuHuil KOHTPOND,
OLIiHKY Cy6'€KTUBHMX CKapr.

Pe3ynbTaTu gocnimkeHHA. KoHcraToBaHo HopMani3aLito piBHA CTEPOISHIX TOPMOHIB, LUMTOBUAHOT 33710311, 3HaUHe 3HUXKEHHA PIBHA KOPTU30AY CNOCTEPiranoch B rpynax AOCiAKeHHs

B naLlieHTok, AKi npuitmany Ta3anok™. CoHorpadiuHa xapakTepucTika opraHis Manoro Tasa, MOJIOYHMX 33103, LUTOBIAHOI 3310311 B OCHOBHIli rpyni nawieHToK, Aki npuitmani Tazanok™,
JeMOHCTPYBanM NO3UTUBHY ANUHAMIKY, 3HUKHEHHA NaTONOriyHOi BacKyNApU3aLii 0praHiB-MiLLeHeil, 3SMeHLLEHHA Ckapr Ha 2—3-My TIXKHI npuitoMy npenapary.

BucHoBoK. Ta3anok™ € ehekTUBHIM Npenapatom And NikyBaHHS Pi3HUX KITiHIYHUX GOPM MOPYLUEHb MEHCTPYaNbHOO LNKNTY, MA€ WIPLUMil cneKTp edeKTiB Aii B NopiBHANH 3 Vitex agnus-castus.

KniouoBi cnoBa: nopyweHHs MeHCTPyanbHOro LKy, MoHoTepanis, Tasanok.

HOBBIE MATTEPHbI JIEYEHUA HAPYLUEHUIA MEHCTPYANIbHOTO LIIKNA - YHUOUKALIUA METOA

0.B. IpueHKo, 4. Mes. H., npodeccop, 3aB. Kadeapoii nepuHatonorui, akywepcrsa u ruxekonorui XMAMNO
B.B. Bo6puuKas, K. Mep. H., JOLEHT Kadeapbl NepuHaTonoruy, akywiepctsa u rusexonoruin XMAMO

3 heKTUBHOE NeyeHve HapyLLEHNIi MEeHCTPYanbHOrO LKA, IMKBUAALMA NOAUNPArMa3uy, YHUGUKALMA MeToZa NPU Pa3NnYHbIX TUMX HapYLUEHNi MEHCTPYanbHOro LKA ABNAETCA aKTyaNbHOI
3afiayeil COBPEMEHHOI HayKIt 1 NPaKTUKY.

Llenbio nccnepoBaHmA crana ONTUMU3aLINA IEYEHNA HapyLLEHNit MEHCTPYanbHOTO LMK C UCMoNb30BaHMEM MOHONpeNapaTa pacTUTeNbHOT0 NPOUCX0M/AEHNA MyTem CPaBHEHMA KIMHUYECKOI
30$eKTUBHOCTI NpUMeHeHNs npenapara Tasanok™ v npenapara Vitex agnus-castus.

[In3aiin: CpaBHUTENbHOE NCCNef0BaHIe.

Matepuanbi u meToppl. Moz HabniofeHneM Haxopuamch 60 naLneRTok B Bo3pacte 23—37 1T ¢ pa3nuuHbIMU GOPMaMK HapyLLEHNI MEHCTPYanbHOTO LMKNa, Pa3AeNeHHble Ha ABe rpynmbi no 30
YKEHLLVH B COOTBETCTBIM C NPOBOAMMOI Tepanuteii. lawmeHTKIn ocHoBHoi rpynnbl | nonyuanw npenapar Tazanok™ no 45 kanenb 2 pa3a B AeHb, NauyeHTKI Il rpynnbl cpaBHeHNA nonyyanu npenapar
Vitex agnus-castus no 40 kanenb 1 pa3 B aeHb. Kypc Tepaniv coctaun 3 mecaua. OcHoBHaA rpynna 1 rpynna cpaBHeHuA 6bin pasaeneHbl Ha e MOATPYNMbI Mo 15 naLyueHToK B COOTBETCTBUN €
0C06eHHOCTAMY HapyLLeHMit MeHCTpyanbHoro Lvkna. Moarpynna |A ocHOBHOI rpynMbl — NaLMeHTKY ¢ 06UAbHbIMM KPOBOTEUEHUAMY B MEHCTPYaAbHbIN nepuog, b — naweHTKI co CKyAHbIMM
MeHcTpyauvamu. B rpynne cpasHenus: 1A — 06unbHble MeHCTpyanbHble kpoBoTeueus, I1b — cKyAHble MeHCTpyanbHble KpoBoTeueHus. Bcem nalyeHTKam NpoBOANIY FopPMOHaNbHOe nccniefioBaHme
[0 Hayana 1 nocne 3 MecALeB SIeYeHIs, COHOrpadvyeckiil KOHTPONb, OLIEHKY CyOBEKTUBHBIX Xanob.

Pe3ynbTaTbl nccnegoBanms. KoHcratvipoaHa HopMan3aLma ypoBHA CTePOUAHbIX FOPMOHOB, LLMTOBUAHOI Xene3bl. 3HaUUTENbHOE CHIKeHVe YPOBHA KOPTU30/1a Habniofanoch B rpynnax
MCCTIeA0BaHMA Y NaLeHToK, NpuHMMaBLLVX Tasanok™. CoHorpaduueckas XapakTepucTinka opraHoB Masoro Tasa, MONOYHbIX Xee3, LMTOBIAHO Xerne3bl B OCHOBHOI rpynne y naLyeHTok,
NpvHMMaBLLUX Ta3anok™, AeMOHCTPUPOBANY MONIOKHTENbHYH0 AUHAMMKY, MCYE3HOBEHME NaTONOTNYeCKoii BACKYNAPU3ALIYY OPTaHOB-MULLEHE, yMeHbLIEHME Xanob k 2—3 Henene npuema
npanapara.

BoiBog. Tasanok™ ABnAeTCA 3eKTUBHLIM Npenapatom Ana ieueHis pasanyHbIX KNHUYECKUX GOPM HapyLLEHU MEHCTPYanbHOro LMKAa, UMeeT Gonee LINPOKMiA CEKTP AeiCTBINA MO CPaBHEHMIO
¢ Viitex agnus-castus.

KnioueBble cnoBa: HapyLIeHWe MeHCTPYanbHOro L1kna, MoHoTepanus, Tazanok.
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