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I N considering the effect of the hormones 
on the uterus and ovaries, it seems 
advisabIe to summarize a few facts 

regarding the synchronous ovarian and 
uterine cycIes and menstrua1 bIood before 
considering the detaiIs of cIinica1 resuIts. 

The graafian foIIicIe begins to mature 
foIlowing menstruation and at maturity 
the foIIicIe ruptures, extruding the ovum 
into the peritonea1 cavity. This is apt to 
occur at about the fourteenth day foIIowing 
the onset of menstruation. The deveIoping 
foIIicIe and its successor, the corpus Iuteum, 
produce the femaIe sex homone which is 
responsibIe for the rebuiIding of the dis- 
mantIed endometrium. The corpus Iuteum 
aIso produces simuItaneousIy the nidatory 
hormone, progestin. The uterus is thus 
prepared for the reception of a fertiIized 
ovum. The span of Iife of the unfertiIized 
ovum is not definiteIy known. AIIen and 
Pratt have shown that it is probabIy no 
Ionger than six days. If the ovum is not 
fertiIized it probabIy dies on the twenty- 
eighth day and the corpus Iuteum de- 
generates and gradua1 invoIution takes 
pIace over the foIIowing four weeks. 

If the ovum is fertiIized, then the corpus 
Iuteum grows Iarger instead of degenerat- 
ing, and the effect of progestin on the 
endometrium persists; the endometrium 
becomes the decidua and retains in a more 
definite way its premenstrua1 secretory 
function and appearance. 

During the foIIicIe growth characteristic 
changes occur in the endometrium and the 
typica secretory phase appears as a resuIt 
of the corpus Iuteum hormone, progestin, 
during the Iast two weeks of the cycIe. 

It is authoritativeIy cIaimed that during 
the thirty to thirty-five years of sexua1 
Iife of the average woman, onIy 360 to 420 
foIIicIes mature compIeteIy and rupture. 

ATRESIA OF THE FOLLICLE AND RETENTION 

CYSTS 

Some foIIicIes deveIop to a degree and 
perish by the process of atresia; others 
deveIop and persist. ConsequentIy the Iaw 
of averages wouId show that 2gg out of 300 
primordial ceIIs terminate in atretic bodies. 

NORMAL ENDOMETRIAL CYCLE 

The uterine mucosa has normaIIy such 
definite stages of growth, deveIopment and 
disintegration during the twenty-eight day 
cycIe that the cIinician and pathoIogist 
must be thoroughIy famiIiar with the 
microscopica findings. Six days after 
menstruation the glandular ceIIs are high 
coIumnar with the stroma ceIIs very cIose 
together. Thirteen days after menses the 
epitheIia1 ceIIs are stiI1 high coIumnar and 
show pseudo-stratification with an edema- 
tous stroma and ceIIs far apart. About 
twenty-two days after menses the epitheIia1 
ceIIs become Iow coIumnar cuboida1 in type 
and the stroma ceIIs are larger and cIoser 
together. Twenty-nine days after men- 
struation the epitheIia1 ceIIs show degenera- 
tion, and marked edema of stroma is 
evident. 

MORPHOLOGY OF MENSTRUAL BLOOD 

The morphoIogy of the menstrua1 bIood 
has a diagnostic vaIue cIinicaIIy, and in 
about go per cent of the cases true men- 
strua1 discharge can be identified. There- 
fore it becomes of vaIue in determining 
the difference between norma uterine 
bIeeding, abnorma1 uterine bIeeding and 
bIeeding from other vagina1 sources. 

Uterine desquamation seems to occur 
before the first day of menstrua1 bIeeding, 
is greatest on the second day, and ahnost 
disappears on the fourth. Uterine stroma 
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cells appear in greater percentages on the 
second and third days and aIso are onIy 
rareIy found on the fourth. Vagina1 spindIes 
seem to be present in aImost a11 cases 
throughout, though the vagina1 pIaques 
become Iess each day. When uterine eIe- 
ments are found in the bIood it is evidentIy 
of menstrua1 origin. 

Geist of New York presents the foIIow- 
ing tabIe: 

PF.-KCENTAGE “ARIATlON OF UTERINE VAGINAL ELEMENTS 

ON SUCCESSIVE MENSTRUAL DAYS 

1st 

Day 

Per 
Cent 

- 

Uterine epithehum.. 50 
Uterine stroma. . . . 75 
Vagina1 spindles. . . 95 
Vagina1 plaques. . . go 

L 

I 

2nd 3rd 4th 
Day Day Day 
Per Per Per 

Cent Cent Cent 

74 25 3 
9o 
95 

;:. 4 
100 

72 55 25 

Most investigators, according to Graves, 
have come to the conclusion that “men- 
struation is not the homoIogue of pro- 
estrum, preparatory to ovuIation, but on 
the contrary is a Iate result of ovuIation 
and represents a disintegration of a struc- 
ture that has been buiIt up, but not re- 
quired, for the reception of the fertiIized 

egg,” aIthough Aschner believes that the 
flow represents an excretion foIIowing 
metabolic changes. Whether the uterine 
bIeeding is a positive or negative factor, it 
is due to an active substance originating 
outside of the ovaries now proved to be 
in the anterior pituitary. 

Corner’s experiments with macacus 
rhesus monkeys have proved that men- 
struation can take place without ovuIation, 
and it is considered by Graves and others 
including AIIen that atresia can at times 
suppIy sufficient foIIicuIar hormone to 
bring on a premenstrua1 condition which is 
foIlowed by menstrua1 flow. 

Novak beIieves the foIIicIe to be respon- 
sible for the earIy SIOW hypertrophic 
changes in the endometrium up to the begin- 
ning of the secretory phase; and the pre- 
menstrua1 phase is associated with the 
deveIopment and maturation of the corpus 

Iuteum. Corner has definiteIy estabIished 
the existence of a specia1 corpus Iuteum 
hormone. Zondek and Ascheim designate 
the pituitary as the “ reguIator of men- 
strua1 rhythm.” There are some who now 
consider the anterior pituitarv to have five 
different hormones. Production of men- 
struation requires then the hormones of 
the foIIicIe, corpus Iuteum and anterior 
pituitary. 

OVULATION 

Meyer, Ruge, Schroeder and Corner 
have a11 come to the concIusion that 
rupture of the graafian foIIicIe occurs 
about fourteen to sixteen days after the 
onset of menstruation. And because the 
deveIopment of the corpus Iuteum is 
foIIowed by changes in the endometrium 
there is doubtIess a hormona1 factor caus- 
ing these premenstrua1 changes. The time 
reIationship between ovulation and men- 
struation is rapidly becoming better under- 
stood but the true reIationship between 
these two and conception is stiI1 a very 
di&uIt probIem. 

ENDOMETRIAL HYPERPLASIA 

In the endometria1 hyperpIasias the 
activeIy growing gIand ceIIs are heaped 
together in a pseudo-stratified manner 
showing numerous mitotic figures and the 
stroma ceIIs are smaI1 but cIoser together 
than those thirteen or fourteen days after 
menses in a norma patient. 

In a case of endometria1 hyperpIasia 
there is such a predominance of these 
retention cysts that the follicular hormone 
effect causes a persistent growth of the 
endometrium with the irregmar hyper- 
trophy so often seen by the pathoIogist, or 
macroscopicaIIy by the surgeon and in the 
hysterogram by the roentgenoIogist. In 
the absence of the Iutein hormone, pro- 
gestin, the secretory phase of the endo- 
metrium does not occur. There is some 
discussion and difference of opinion re- 
garding the etioIogy of the persistent bIeed- 
ing, and the histopathoIogica1 condition 
of the endometrium. The dyspIasia of the 
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endometrium resuIts in IocaIized throm- 
bosis and necrosis with consequent hemor- 
rhage. The persistent ovarian foIIicIe at 
times, instead of becoming atretic, deveIops 
into a cystic condition, and whether the 
endometria1 hyperpIasia is the effect of 
this cystic fluid hormone or the anterior 
pituitary, or both, on the endometrium is 
being rapidIy determined by a number of 
investigators. 

Cystic fIuid removed from an ovary with 
no corpus Iuteum and injected into a 
femaIe Iaboratory anima1 is foIIowed by the 
same uterine changes of endometria1 hyper- 
pIasia in the anima1 as were exhibited in 
the patient. These patients are evidentIy 
suffering from a Iack of corpus Iuteum 
hormone. This one fact is sureIy the key- 
note in the cIinica1 treatment of such cases. 

ISOLATION OF OVARIAN HORMONES 

The effort to isolate the ovarian hor- 
mones has been persistently going on for 
a number of years, mainIy because ovarian 
gIand extract therapy has been unsatis- 
factory. The isoIation of the foIIicuIar 
hormone in a crystaIIine form, a coIorIess 
white crysta1, was accomplished by AIIen 
and Doisy in 1928, and a few months Iater 
it was aIso isoIated by Butenandt of Ger- 
many. This is a tripIe unsaturated oxyke- 
tone with the formuIa C,,H,,O,. Thee101 
has the formuIa C18HZ403 and is about 
one-fifth as potent as that of C,,H2202. 

This has stimuIated an active interest 
again in cIinica1 therapy reIative to the 
disorders of menstruation. But, because 
many were stiI1 unsatisfied, a continued 
research has deveIoped many other factors 
incIuding the role of the anterior pituitary. 

FoIIicuIar hormone is found in very 
Iarge quantities in the pIacenta, the bIood 
and urine of pregnant woman. It is from 
this Iatter source that most of the products 
now availabIe are obtained. It takes in 
the neighborhood of IOOO ga1. of urine to 
obtain I gm. of foIIicuIar hormone, which 
is about 8,000,000 mouse units. 

The fact that the corpus Iuteum deveIops 
a hormone has been we11 estabIished, the 

fina scientific proofs being presented by 
Corner in 1929. The dual secretion of the 
ovary aIso has now been we11 estabIished. 
The hormone of the foIIicIe and that of the 
corpus Iuteum are positiveIy antagonis- 
tic, as has been demonstrated in many 
ways experimentaIIy and is easiIy proved 
cIrmcaIIy. 

CLINICAL EXPERIENCE 

The Iaboratory research must be foI- 
lowed by an effort cIinicaIIy to evaIuate the 
practica1 use of the various hormone 
preparations in an effort to reIieve the 
distress and discomfort of those whose 
endocrine systems do not seem to be 
properly geared, or whose gears are not 
properly meshing, or, as most investigators 
prefer to consider it, whose body chemis- 
try is disturbed by an unbalanced per- 
centage of the various hormones. During 
the past two years our work has been with 
the use of the foIIicuIar hormone and the 
Iuteinizing anterior pituitary; we have 
treated our cases with these products 
excIusiveIy, not in a spirit of over-en- 
thusiasm but in order to determine the 
effect statisticaIIy of each preparation. 

Because so many of the symptoms of 
menstrua1 disorders are of the subjective 
character we have found much more satis- 
faction in drawing concIusions in the treat- 
ment of private patients than of the clinic 
types who are financiaIIy and sociaIIy 
handicapped. 

We have worked with cases of amenor- 
rhea, menorrhagia, metrorrhagia, dysmen- 
orrhea, OIigomenorrhea, and the conditions 
attendant to the menopause. 

Amenorrhea. Primary amenorrhea cases 
have exhibited an improvement in gen- 
era1 but the estabhshment of reguIar 
menstruation has not been obtained. At 
times one becomes enthusiastic onIy to 
find that in another month or two black 
disappointment is encountered. The defi- 
nite tonic effect on the individua1 with the 
administration of foIIicuIar hormone is 
nevertheIess obvious in every case. In 
secondary amenorrhea our resuIts were 
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quite gratifying, and in the primary irregu- 
larities administration of the foIIicuIar 
hormone has been universaI1y satisfactory. 

There are, in my opinion, patients with 
relative deficiency of foIIicuIar hormone 
due to a Ioss of so much of the norma 
amount formed in the ovaries due to 
“kidney permeability” that they are apt 
to develop a secondary amenorrhea. Mas- 
sive doses of foIIicuIar hormone are re- 
quired to bring about the desired resuIts 
in such cases, but the response is much 
more rapid than in those whose ovarian 
function is impaired. Patients who have 
had varying degrees of partial castration 
are very gratefu1 when given the proper 
individual doses of foIIicuIar hormone with 
the required regurarity. 

Functional menorrbagia and metrorrhagia 
of early years of menstrual Iife show 
cIinicaIIy an endometria1 hyperplasia and, 
in some cases, excess of femaIe sex hormone 
in bIood and urine. These cases, in which 
there is a relative or rea1 excess of foIIicuIar 
hormone and very IittIe if any corpus 
Iuteum hormone, progestin, obviousIy are 
not proper cases in which to administer 
foIIicuIar sex hormone. But the Iuteinizing 
pre-pituitary hormone does give exceIIent 
resuIts in these young girIs just as we11 as 
in the hyperpIasias of oIder women nearing 
the menopause. ApparentIy in these hyper- 
plasias in which bleeding is more or Iess 
slow this “prepituitary B" wiII prevent the 
necessity of roentgen ray or radium therapy 
or surgery. But in the severe hemorrhages 
it does not seem to have suffIcientIy rapid 
effect. 

G. V. S. Smith and 0. W. Smith have 
delved into the functions of progestin, the 
hormone of the corpus Iuteum, in the 
menstrua1 cycIe and in pregnancy. Among 
other findings they observed that it aIso 
has an inhibitory action on the function of 
foIlicIe hormone, the continued and unan- 
tagonized action of which is responsible 
for functiona uterine bIeeding. As potent 
products of progestin are not avaiIabIe for 
therapeutic use, the prepituitary B hormone 
obtained from pregnancy urine is empIoyed 

to evoke Iuteinization and consequent pro- 
duction of progestin to control the harmful 
effect of the follicular hormone on the 
endometrium. 

AIvarez classifies a certain group of 
peopIe as “constitutiona inadequates.” 
These naturaIIy have a poor background, a 
poor foundation. There are those who do 
not deveIop genitalIy to maturity and 
others who are just on the threshold and 
manifest their “inadequacy ” by only two 
or three menstrua1 pads monthIp. Some 
have a few of the angioneurotic symptoms 
frequentIy found in menopausa1 women. 
Most cliiicians report a comparative fail- 
ure in these patients by the use of follicular 
hormone. In our experience both of these 
groups have shown most pleasing improve- 
ment under treatment with this product. 
In fact these cases seem to offer the most 
gratifying resuIts and it seems to me to be 
reaIIy constructive therapy. Just how Iong 
they may be “carried over” is probIem- 
atica1. But one naturally hopes for a satis- 
factory “proIan A" preparation that wilI 
stimuIate the ovaries of these patients to 
renewed function. 

The series of tests recentIy described by 
R. T. Frank and now easiIy performed in 
smaI1 laboratories incIude : 

I. FemaIe sex hormone test of the blood. 
2. FemaIe sex hormone test of the urine. 
3. Prepituitarg maturity factor test of 

the blood. 
4. Prepituitary maturity factor test of 

the urine. 
Th e prepituitary tests are primariIy 

simpIified methods of the work done 
originaIIy by Aschheim and Zondek. Just 
as soon as these become Iaboratory meth- 
ods the cIinician wiI1 have Iess of the “tria1 
and error” methods to foIIow in his ad- 
ministration of the ovarian and pre- 
pituitary hormones. At such a time there 
wiI1 be fewer “negative” results cIinic&y 
and a greater percentage of satisfactory 
reports in each series. 

Dysmenorrhea. It has been reported 
that in many cases of dysmenorrhea the 
administration of the foIIicuIar hormone 
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seemed heIpfu1, and in a smaI1 percentage 
of cases apparentIy curative. Rather sur- 
prising resuIts are obtained in the severe 
cramps of young girIs, or at Ieast in the 
majority of them. The beIief that many of 
these are due to a lack of sufficient vas- 
cuIarization of the uterus naturaIIy has 
prompted us to use various methods of 
causing peIvic congestion. We were satis- 
fied many months ago that the foIlicIe 
hormone not onIy does that but increases 
the congestion of a11 of the femaIe genita1 
organs, so we feIt thoroughIy justified in 
the use of that hormone in such patients, 
and now believe sincereIy in its efficiency 
in such types of dysmenorrhea. In some 
of my cases, what has seemed an overdose 
apparentIy increased the cramps. It wouId 
require a fuI1 discussion of dysmenorrhea 
to determine IogicaIIy the pIace of the 
hormones in this distressing phase of the 
earIy years of menstruation in some women. 
Most of these patients are permanentIy 
cured of dysmenorrhea by pregnancy and 
norma deIivery. The hormona1 changes 
during pregnancy cannot be determined by 
a cIinician. Such work must be continued 
by FIuhman, Novak, Corner, Zondek and 
hundreds of others who are doing the rea1 
research work now. 

The physician does not enjoy the em- 
pirica1 use of any form of therapy. It 
therefore becomes necessary for the cIini- 
cian to Iearn the whys and wherefores. As 
far as I know there are many questions of 
prime importance stiI1 unanswered. The 
foIIicuIar hormone is commerciaIIy obtained 
from the urine of pregnant women. It is 
obvious then that there is not onIy a 
larger amount of foIIicuIar hormone deveI- 
oped in the body during pregnancy, but 
there is a very Iarge amount excreted, not 
needed, possibIy wasted as far as that 
individua1 is concerned. Is it possibIe that 
this is a11 formed in the ovaries, or is the 
pIacenta not onIy a pIace where the foIIicu- 
Iar hormone is stored in Iarge quantities 
but aIso the source of the hormone? Doubt- 
less CoIIip can answer this question after 
his experience with emmenin. 

Menopause. During the menopause, 
when there is a gradual reduction of 
ovarian function, theoreticaIIy one might 
expect reIief of many of the subjective 
symptoms compIained of by the judicious 
administration of both ovarian hormones. 
ActuaIIy in practice aImost a11 of the 
commercia1 preparations seem to have 
some beneficia1 action. ObviousIy there 
wouId be no justification for the adminis- 
tration of the prepituitary hormone in the 
frank menopause. NaturaIIy the effort of 
the physician is to relieve the angioneurotic 
symptoms during these distressing months. 
RepIacement therapy with the foIIicuIar 
hormone administered in various ways to 
a Iarge number of patients justifies our 
beIief in the efficacy of the product. They 
seem better generaIIy and claim to be 
greatIy improved. The foIIicuIar sex hor- 
mone preparation has apparentIy made 
them fee1 better than others. 

Uterine Bleeding. The anterior pitui- 
tary Iobe undergoes marked hypertrophy 
during gestation, and Novak pIaces this 
as the cause of the acromegaIoid changes 
seen at times in Iate pregnancies. 

According to Schroeder the cause of 
bIeeding in the hyperpIasias is due to smaI1 
areas of necrosis, thrombosis or necrobiosis. 
But it is generaIIy considered to be some 
change in the permeabiIity of the bIood 
vesseIs. The endometria1 Iesion itseIf can- 
not account for it because the same 
histoIogica1 picture may be found with 
amenorrhea. 

HORMONAL THERAPY: DOSAGE AND MODE OF 

ADMINISTRATION 

In the administration of the foIIicuIar 
hormone one shouId know the amounts 
needed, the minimum and maximum doses 
and how to offset the effects of incorrect 
amounts in the individua1. How much is 
absorbed when it is given intramuscuIarIy 
and oraIIy? What percentage, if any, is 
changed chemicaIIy? Is there a saturation 
point varying in different individuaIs 
dependent upon their physioIogica1 needs? 
Is there a deIeterious effect on the indi- 
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vidua1 bv what might be termed an over- 
dose? Why is one patient given compIete 
relief with 150 R.U. intramuscuIarIy while 
another whose subjective symptoms seem 
parahel is not reheved by a dose short of 
900 to IOOO R.U. intramuscularIy, if there 
is no need of individuaIizing treatment? 
What happens to the hormone, not ex- 
creted, after it Ieaves the blood stream? 
Is it stored up for a certain period of time, 
and if so, where? How soon is the effect of 
an individual dose noted by the patient 
and how long after the last of a series does 
the effect seem to be noted? It may be 
stated here that some of the most fre- 
quentIy subjective changes due to the 
administration of foIIicuIar sex hormone 
are relaxation from nervousness, disap- 
pearance of phobias, return of menta1 
calm, relief of various headaches and 
cerebeIIar pressures, increase in ambition 
and enthusiasm and capacity for physica 
work or exercise. Fatigue is relieved and 
the face and eyes become brighter. A gen- 
eral increase rn Iibido is noted by the 
majority of patients. We are arriving at the 
concIusion that foIIicuIar hormone has not 
only a replacement value but that it is a 
definite stimulant as weI1. And this may 
account for the fact that some report a 
sensation of weII-being for about ten days 
after the Iast dose of a series foIIowed by a 
gradual return of their predominating 
symptoms. The most frequent statement of 
results made by those who have been 
languid (or nervous) semi-invaIids for 
months, is that they feIt so good that they 
“got up and cleaned house.” 

Dosage of (foIIicuIar sex hormone progy- 
non) ranges from 25 to 300 R.U. by hypo- 
dermic each month up to 600 R.U. by mouth 
daily for three weeks. I now have severa 
patients taking 600 R.U. oraIIy each day 
for three weeks out of every four. This 
gives them in the neighborhood of 12,000 

R.U. monthIy. Many have stated and some 
still beIieve that 50 or IOO R.U. per dose is 
insufficient to give cIinica1 results, but it is 
the clinicians who will determine that. 
The majority of our cases are doing we11 

on a tota of 150 to 300 Ku. intramuscu- 
IarIy or from 300 to 3000 R.U. orally- each 
month. 

During the Iast six months we have used 
onIy two products in our clinical experi- 
ments, nameIy the foIIicuIar hormone iin 
the form of ampouIes, or tabIets of 30, 200 
and 600 R.U. each) and the Iuteinizing 
hormone of the anterior pituitary as used 
by Novak. The dose of the earIy product of 
Iuteinizing prepituitary hormone seemed 
to be 50 to IOO R.U. daily. In our experience 
50 R.U. were all that could be given in 
daily doses intramuscuIarIy without caus- 
ing a genera1 reaction, but the Iater product 
permits the safe use of 200 R.U. daily. 

For many years I have employed com- 
mercial preparations of ovarian tissue with 
uncertain results, but during the past two 
years the fohicular hormone, which I have 
mentioned, has given me the best. resuIts 
cIinicaIIy. Of course, the action of the 
Iuteinizing prepituitary hormone is re- 
markabIe in the type of cases reported by 
Novak. NaturaIIy, I am extremeIS gratefu1 
to Drs. StragneII and Sharpe for the gener- 
ous quantities of materia1 they ha\-e 
furnished me for clinical use. 

During the last two years we have 
treated over 200 patients, mostIy falling 
into the menopausa1 and secondary amen- 
orrhea groups. Some of the most interesting 
cases are the so-caIIed “neurotics.” In al- 
most every instance one can obtain a 
history of a greatIy reduced menstrua1 
flow. The results of the hormone therapy 
in these cases are only short of miraculous. 
You may perhaps suspect that the effect is 
pureIy psychological, but I am sincere in 
my claim that a Iarge number of women of 
twenty-five to thirty-five become neurotic 
or hysterica because their ovaries are not 
properly functioning. So that a monthIy 
replacement of ovarian hormones wiI1 
correct their troubIes unti1 such time as the 
prolan A and prolan B are both available 
commerciaIly. Th ese younger women, I 
believe, can have their ovarian system 
stimuIated to function properly. But those 
of forty-five to fifty-eight J-ears old are 
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in need onIy of the required monthIy 
repIacement doses to permit them to enter 
gracefuIIy the period past the so-caIIed 
“change of Iife.” ObviousIy the pre- 
pituitary hormones are not indicated in 
the Iatter. 

Scanty menses in young women and at 
the chmacteric are accompanied by an- 
gioneurotic dyscrasias, obesity, suscepti- 
biIity to infections, etc., and one-third of 
hypomenorrheic patients show arthritic, 
rheumatic or neuraIgic conditions. Pains in 
this Iatter group are worse before and 
better after menstruation. ReIief is ob- 
tained by treatment with ovarian hormone. 

Under the care of MoIIe, 255 to 3 pound 
premature infants improved in deveIop- 
ment by the daiIy use of foIIicuIar hormone. 

So-caIIed “menstrua1 migraine” in some 
cases is reduced in severity by the adminis- 
tration of corpus Iuteum injections daiIy 
for ten days pre-menstrua1. These patients 
incIude those who have an actua1 reduction 

of corpus Iuteum hormone or a reIative 
increase of foIIicuIar hormone. 

BasaI headaches occurring during the 
menopause are promptIy reIieved by cor- 
rect doses of foIIicuIar sex hormone. 

TheoreticaIIy, the Iuteinizing pre-pitu- 
itary hormone shouId be of vaIue in 
threatened abortion, and heIpfu1 in pre- 
venting premature deIivery as Iarge doses 
of foIIicuIar hormone are considered 
abortifacient. 

In the use of these newer chemicaIs the 
over-enthusiastic cIinician is apt to make 
cIaims that the test of time and a Iarger 
series of cases prove to have been unwar- 
ranted. But over a period of two years we 
have watched a suffIcientIy Iarge group to 
be abIe to justify our cIaims that the 

foIIicuIar hormone in the form of progynon, 
and Novak’s Iuteinizing pre-pituitary are 
very heIpfu1 agents in the treatment of 
many menstrual disturbances. 
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