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Abstract—Dysmenorrhea is one of the most common 

gynaecological disorders affecting women of 

reproductive age, characterised by painful uterine 

cramps during menstruation. Conventional 

pharmacological therapies such as non-steroidal anti-

inflammatory drugs (NSAIDs) and hormonal agents 

provide symptomatic relief but are often associated with 

adverse effects and long-term safety concerns. In recent 

years, herbal antispasmodics and mineral 

supplementation have gained attention as safer and 

holistic alternatives. Herbal drugs such as Vitex agnus-

castus, Zingiber officinale, Foeniculum vulgare, 

Matricaria chamomilla, and Curcuma longa possess 

proven antispasmodic, anti-inflammatory, and analgesic 

activities. Magnesium, an essential mineral, plays a 

crucial role in smooth muscle relaxation, prostaglandin 

regulation, and neuromuscular function. This review 

explores the synergistic potential of herbal 

antispasmodics combined with magnesium 

supplementation as a novel, effective, and safer approach 

for the management of dysmenorrhea. 

 

Index Terms—Dysmenorrhea, Herbal antispasmodics, 

Magnesium, Menstrual pain, Smooth muscle relaxation, 

Alternative therapy 

 

I. INTRODUCTION 

 

Dysmenorrhea is one of the most prevalent 

gynaecological conditions affecting women of 

reproductive age and is characterised by painful 

menstruation associated with cramping pain in the 

lower abdomen. It is estimated that more than 50–90% 

of adolescent girls and young women experience 

dysmenorrhea at some point in their reproductive life, 

with a significant proportion reporting moderate to 

severe pain that interferes with daily activities, 

academic performance, and quality of life. Despite 

being a common condition, dysmenorrhea remains 

underdiagnosed and inadequately managed in many 

populations. Clinically, dysmenorrhea is classified 

into primary dysmenorrhea, which occurs in the 

absence of any identifiable pelvic pathology, and 

secondary dysmenorrhea, which is associated with 

underlying gynaecological disorders such as 

endometriosis, uterine fibroids, pelvic inflammatory 

disease, or adenomyosis. Primary dysmenorrhea is 

more common and typically begins within a few years 

after menarche, coinciding with the establishment of 

ovulatory menstrual cycles. The pathophysiology of 

primary dysmenorrhea is closely linked to excessive 

production of uterine prostaglandins, particularly 

prostaglandin F₂α and prostaglandin E₂, during the 

luteal phase of the menstrual cycle. These mediators 

cause intense uterine smooth muscle contractions, 

vasoconstriction, reduced uterine blood flow, and 

localized ischemia, ultimately resulting in pain. 

Increased calcium influx into uterine smooth muscle 

cells further enhances contractility, aggravating 

menstrual cramps. In addition to abdominal pain, 

dysmenorrhea is often accompanied by systemic 

symptoms such as nausea, vomiting, diarrhea, 

headache, fatigue, dizziness, and lower back pain, 

indicating the widespread physiological impact of 

prostaglandin-mediated responses.Conventional 

management of dysmenorrhea primarily involves the 

use of non-steroidal anti-inflammatory drugs 

(NSAIDs) and hormonal therapies such as oral 

contraceptives. Although these therapies are effective 

in reducing pain by inhibiting prostaglandin synthesis 

or suppressing ovulation, long-term use is frequently 

associated with adverse effects including 
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gastrointestinal irritation, renal dysfunction, hormonal 

imbalance, and increased cardiovascular risk. 

Moreover, a considerable number of women either do 

not achieve adequate pain relief or prefer to avoid 

synthetic medications due to concerns regarding 

safety, dependency, or fertility-related issues.In recent 

years, there has been growing interest in alternative 

and complementary therapeutic approaches for the 

management of dysmenorrhea, particularly herbal 

medicines and nutritional supplementation. Herbal 

antispasmodics have been traditionally used across 

various systems of medicine, including Ayurveda, 

Traditional Chinese Medicine, and Unani medicine, 

for the relief of menstrual pain. These medicinal plants 

exert antispasmodic, anti-inflammatory, analgesic, and 

sedative effects, helping to relax uterine smooth 

muscles and reduce pain intensity without causing 

significant adverse effects.Magnesium, an essential 

dietary mineral, has emerged as a crucial modulator of 

neuromuscular function and smooth muscle 

relaxation. It acts as a natural calcium antagonist, 

regulating calcium influx into muscle cells and thereby 

reducing excessive uterine contractions. Magnesium 

also plays an important role in prostaglandin 

regulation, nerve conduction, and vascular tone. 

Studies have demonstrated that magnesium deficiency 

is common among women with dysmenorrhea and that 

supplementation can significantly reduce the severity 

and duration of menstrual pain. 

 

The combined use of herbal antispasmodics with 

magnesium supplementation represents a novel, multi-

targeted, and holistic approach to dysmenorrhea 

management. This strategy not only addresses the 

underlying uterine hypercontractility and 

inflammation but also corrects mineral imbalance, 

offering a safer and more patient-friendly alternative 

to conventional pharmacotherapy. The integration of 

herbal medicine and micronutrient therapy aligns well 

with the current demand for evidence-based, natural, 

and sustainable healthcare solutions. Therefore, this 

review aims to explore the scientific rationale, 

therapeutic potential, and clinical relevance of 

combining herbal antispasmodics with magnesium for 

the effective management of dysmenorrhea, 

highlighting its role as a promising approach in 

modern women’s healthcare. 

 

 

II. PATHOPHYSIOLOGY OF DYSMENORRHEA 

 

The pathophysiology of dysmenorrhea is complex and 

multifactorial, involving hormonal, biochemical, and 

neuromuscular mechanisms that lead to painful uterine 

contractions during menstruation. The condition is 

predominantly associated with primary dysmenorrhea, 

which occurs in ovulatory menstrual cycles without 

any identifiable pelvic pathology. 

 

Role of Prostaglandins 

The most widely accepted mechanism underlying 

dysmenorrhea is the excessive synthesis and release of 

prostaglandins from the endometrium during 

menstruation. Following the regression of the corpus 

luteum, progesterone levels decline sharply, triggering 

the breakdown of endometrial cells. This cellular 

disruption leads to the liberation of arachidonic acid, 

which is subsequently converted into prostaglandins, 

particularly prostaglandin F₂α (PGF₂α) and 

prostaglandin E₂ (PGE₂). 

 

Elevated levels of PGF₂α are responsible for: 

• Strong and frequent uterine smooth muscle 

contractions 

• Increased basal uterine tone 

• Vasoconstriction of uterine blood vessels 

These effects result in reduced uterine blood flow, 

causing localized ischemia and hypoxia of uterine 

tissues, which directly contribute to menstrual pain. 

Uterine Hypercontractility and Ischemia 

In dysmenorrhea, uterine contractions are not only 

stronger but also more frequent and uncoordinated 

compared to normal menstruation. Intrauterine 

pressure may exceed arterial pressure, leading to 

transient ischemia. The ischemic uterine muscles 

generate pain signals similar to those observed in 

angina pectoris, explaining the cramping nature of 

menstrual pain. 

 

Calcium Ion Influx and Muscle Contraction 

Calcium ions play a central role in smooth muscle 

contraction. In women with dysmenorrhea, increased 

prostaglandin activity enhances calcium influx into 

uterine smooth muscle cells, resulting in sustained and 

painful contractions. Reduced intracellular 

magnesium levels further worsen this condition, as 

magnesium normally acts as a physiological calcium 
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antagonist. The imbalance between calcium and 

magnesium amplifies uterine spasm and pain intensity. 

 

Neurogenic and Inflammatory Factors 

Prostaglandins also sensitize peripheral nerve endings, 

lowering the pain threshold and increasing pain 

perception. Additionally, inflammatory mediators 

such as leukotrienes and vasopressin contribute to 

uterine hyperactivity and pain. Vasopressin, in 

particular, has been found at higher levels in women 

with dysmenorrhea and is known to enhance uterine 

contractility and vasoconstriction. 

 

Systemic Symptoms 

The systemic circulation of prostaglandins explains 

the presence of extra-uterine symptoms commonly 

associated with dysmenorrhea, including: 

• Nausea and vomiting 

• Diarrhea 

• Headache 

• Fatigue and dizziness 

These symptoms highlight that dysmenorrhea is not 

merely a localized uterine disorder but a systemic 

physiological response. 

Magnesium Deficiency and Dysmenorrhea 

Magnesium deficiency has been increasingly 

recognized as a contributing factor in dysmenorrhea. 

Low magnesium levels enhance neuromuscular 

excitability, increase prostaglandin synthesis, and 

reduce uterine muscle relaxation. This deficiency 

predisposes women to more severe menstrual cramps 

and prolonged pain duration. 

 

Rationale for Targeted Therapy 

Given that dysmenorrhea involves prostaglandin 

overproduction, calcium-mediated muscle 

contraction, ischemia, and inflammation, an ideal 

therapeutic approach should: 

• Inhibit prostaglandin synthesis 

• Reduce calcium influx into smooth muscle cells 

• Promote uterine muscle relaxation 

• Improve uterine blood flow 

Herbal antispasmodics and magnesium 

supplementation effectively target these mechanisms, 

providing a strong scientific rationale for their 

combined use in dysmenorrhea management. 

 

 

III. ROLE OF HERBAL ANTISPASMODICS IN 

DYSMENORRHEA 

 

Herbal antispasmodics have been used for centuries in 

traditional systems of medicine to relieve menstrual 

pain and uterine discomfort. These medicinal plants 

exert their therapeutic effects primarily by relaxing 

uterine smooth muscles, reducing inflammation, 

modulating prostaglandin synthesis, and alleviating 

pain perception. Unlike conventional synthetic drugs, 

herbal antispasmodics act through multiple pathways 

and are generally associated with fewer adverse 

effects, making them suitable for long-term and 

recurrent use in dysmenorrhea management. 

 

Mechanism of Antispasmodic Action 

Herbal antispasmodics relieve dysmenorrhea through 

several pharmacological mechanisms: 

• Inhibition of prostaglandin synthesis, thereby 

reducing uterine hypercontractility 

• Blockade of calcium channels, leading to smooth 

muscle relaxation 

• Reduction of inflammatory mediators and 

oxidative stress 

• Mild sedative and anxiolytic effects that lower 

pain perception 

These combined actions directly counteract the key 

pathological events involved in dysmenorrhea. 

 

Vitex agnus-castus (Chaste Tree Berry) 

Vitex agnus-castus is widely used for menstrual 

disorders due to its hormone-modulating properties. It 

acts on the hypothalamic–pituitary–ovarian axis by 

reducing prolactin secretion and improving luteal 

phase function. By restoring hormonal balance, Vitex 

indirectly decreases excessive prostaglandin 

production and uterine spasm, resulting in reduced 

menstrual pain and improved cycle regularity. 

 

Zingiber officinale (Ginger) 

Ginger is one of the most extensively studied herbal 

remedies for dysmenorrhea. It exhibits potent anti-

inflammatory and analgesic effects by inhibiting 

cyclooxygenase (COX) and lipoxygenase pathways 

involved in prostaglandin and leukotriene synthesis. 

Clinical studies have shown that ginger significantly 

reduces the intensity and duration of menstrual pain, 
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with efficacy comparable to NSAIDs but with a 

superior safety profile. 

 

Foeniculum vulgare (Fennel) 

Fennel seeds contain anethole, a bioactive compound 

known for its antispasmodic and estrogen-like effects. 

Anethole relaxes uterine smooth muscles by reducing 

calcium influx and suppressing uterine contractions. 

Fennel has been shown to decrease menstrual pain, 

cramps, and associated symptoms such as bloating, 

making it a popular herbal choice in dysmenorrhea 

treatment. 
 

IV. MATRICARIA CHAMOMILLA 

(CHAMOMILE) 

 

Chamomile possesses flavonoids, sesquiterpenes, and 

volatile oils that contribute to its antispasmodic, anti-

inflammatory, and mild sedative properties. It helps 

reduce uterine muscle tension, relieve cramps, and 

promote relaxation. Chamomile also improves sleep 

quality and reduces anxiety, which can further 

alleviate pain perception during menstruation. 

 

Curcuma longa (Turmeric) 

Curcumin, the principal active component of turmeric, 

exhibits strong anti-inflammatory and antioxidant 

activity. It reduces prostaglandin synthesis, inhibits 

inflammatory cytokines, and protects uterine tissues 

from oxidative stress. Turmeric has been shown to 

significantly reduce the severity of dysmenorrhea 

when used regularly, particularly in combination with 

other antispasmodic agents. 

 

Other Beneficial Herbal Antispasmodics 

Several other medicinal plants have demonstrated 

effectiveness in relieving menstrual cramps, including: 

• Cinnamon (Cinnamomum zeylanicum): Reduces 

uterine contractions and pain 

• Peppermint (Mentha piperita): Provides smooth 

muscle relaxation and analgesia 

• Asafoetida (Ferula asafoetida): Traditionally used 

for its strong antispasmodic action 

 

Clinical Relevance 

The effectiveness of herbal antispasmodics in 

dysmenorrhea is supported by increasing clinical and 

experimental evidence. Their multi-targeted action 

makes them particularly suitable for women who are 

intolerant to NSAIDs or prefer natural therapies. 

Additionally, herbal remedies can be safely combined 

with micronutrients such as magnesium to enhance 

therapeutic outcomes. 

 

Role of Magnesium in Dysmenorrhea 

Magnesium is an essential macromineral that plays a 

pivotal role in neuromuscular transmission, smooth 

muscle relaxation, and regulation of inflammatory 

mediators. Its therapeutic relevance in dysmenorrhea 

has gained increasing attention due to its ability to 

directly counteract the key pathological mechanisms 

responsible for menstrual pain. Magnesium deficiency 

is commonly observed in women suffering from 

dysmenorrhea, making supplementation a rational and 

evidence-based approach for symptom management. 

 

Physiological Functions of Magnesium 

Magnesium acts as a cofactor in more than 300 

enzymatic reactions in the human body. In the context 

of menstrual health, it is involved in: 

• Regulation of smooth muscle tone 

• Control of nerve impulse transmission 

• Modulation of calcium homeostasis 

• Inhibition of prostaglandin synthesis 

• Maintenance of vascular tone and blood flow 

These functions collectively contribute to pain 

modulation and muscle relaxation during 

menstruation. 

 

Magnesium as a Natural Calcium Antagonist 

One of the most important mechanisms by which 

magnesium alleviates dysmenorrhea is its antagonistic 

action against calcium. Calcium ions are essential for 

smooth muscle contraction; increased intracellular 

calcium levels lead to sustained uterine contractions 

and cramping pain. Magnesium competes with 

calcium for binding sites on smooth muscle cells and 

voltage-gated calcium channels, thereby: 

• Reducing calcium influx into uterine smooth 

muscle cells 

• Decreasing uterine hypercontractility 

• Promoting smooth muscle relaxation 

This calcium–magnesium balance is crucial in 

preventing excessive uterine spasms. 
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Effect on Prostaglandin Synthesis 

Magnesium has been shown to reduce the synthesis 

and release of prostaglandins by inhibiting enzymes 

involved in arachidonic acid metabolism. Since 

prostaglandins are primary mediators of uterine 

contractions and pain in dysmenorrhea, their 

suppression leads to: 

• Reduced intensity of uterine contractions 

• Decreased ischemia of uterine tissues 

• Alleviation of menstrual pain and systemic 

symptoms 
 

Neuromuscular and Analgesic Effects 

Magnesium stabilizes nerve membranes and reduces 

neuronal excitability. By inhibiting excessive 

neurotransmitter release, particularly acetylcholine, 

magnesium lowers pain signal transmission from 

uterine tissues to the central nervous system. This 

neuromodulatory effect contributes to: 

• Reduced pain perception 

• Decreased muscle tension 

• Improved overall comfort during menstruation 

 

Improvement of Uterine Blood Flow 

Through its vasodilatory properties, magnesium 

enhances uterine blood flow and prevents 

vasoconstriction-induced ischemia. Improved blood 

supply to uterine muscles reduces hypoxia and 

accumulation of pain-inducing metabolites, further 

contributing to analgesic effects. 
 

Clinical Evidence Supporting Magnesium Use 

Several clinical studies have demonstrated that 

magnesium supplementation significantly reduces the 

severity, duration, and frequency of menstrual pain. 

Regular intake of magnesium before and during 

menstruation has been associated with: 

• Decreased requirement for NSAIDs 

• Reduced associated symptoms such as headache, 

fatigue, and nausea 

• Improved daily functioning and quality of life 

Magnesium is generally well tolerated, with minimal 

adverse effects when used within recommended doses. 

 

Forms of Magnesium Used in Therapy 

Commonly used magnesium salts in dysmenorrhea 

management include: 

• Magnesium citrate 

• Magnesium oxide 

• Magnesium glycinate 

• Magnesium lactate 

Among these, magnesium citrate and glycinate show 

better bioavailability and gastrointestinal tolerability. 

 

V. SYNERGISTIC EFFECT OF HERBAL 

ANTISPASMODICS WITH MAGNESIUM 

 

The combined use of herbal antispasmodics and 

magnesium represents a synergistic, multi-

mechanistic approach to dysmenorrhea management. 

Rather than targeting a single pathway, this 

combination addresses the complex pathophysiology 

of menstrual pain at hormonal, muscular, 

inflammatory, and neuromuscular levels. Such 

synergy enhances therapeutic efficacy while 

minimizing adverse effects commonly associated with 

conventional pharmacotherapy. 
 

Rationale for Combination Therapy 

Dysmenorrhea arises from multiple interacting factors, 

including prostaglandin overproduction, uterine 

hypercontractility, calcium-mediated muscle spasm, 

inflammation, and heightened pain perception. Herbal 

antispasmodics and magnesium complement each 

other by acting on distinct yet interconnected 

pathways: 

• Herbal antispasmodics primarily reduce 

inflammation, inhibit prostaglandin synthesis, 

and relax uterine smooth muscles 

• Magnesium corrects mineral imbalance, blocks 

excessive calcium influx, stabilizes nerve 

transmission, and enhances muscle relaxation 

When used together, these agents provide broader and 

more sustained relief than either therapy alone. 

 

VI. MECHANISTIC SYNERGY 

 

The synergistic action can be explained through the 

following mechanisms: 

1. Enhanced Smooth Muscle Relaxation Herbal 

antispasmodics reduce uterine muscle tone 

through phytochemicals that inhibit calcium 

channels and prostaglandin activity. Magnesium 

reinforces this effect by acting as a physiological 

calcium antagonist, resulting in deeper and more 

prolonged uterine relaxation. 

2. Dual Inhibition of Prostaglandin PathwaysMany 

herbal agents suppress cyclooxygenase and 
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lipoxygenase pathways, reducing prostaglandin 

synthesis. Magnesium further attenuates 

prostaglandin release by modulating arachidonic 

acid metabolism, leading to significant reduction 

in uterine contractions and ischemic pain. 

3. Improved Neuromuscular StabilityHerbal 

components with mild sedative and anxiolytic 

effects reduce central pain perception, while 

magnesium stabilizes nerve membranes and 

decreases neuronal excitability. This dual action 

lowers pain signal transmission and improves 

pain tolerance. 

4. Improved Uterine Blood Flow and Reduced 

IschemiaMagnesium-induced vasodilation 

enhance uterine perfusion, while herbal anti-

inflammatory agents reduce tissue edema and 

oxidative stress. Together, they minimize 

ischemia-related pain and cramping. 
 

Clinical Advantages of the Combination 

The herbal–magnesium combination offers several 

clinical benefits: 

• Faster onset and longer duration of pain relief 

• Reduced need for NSAIDs and hormonal 

medications 

• Lower risk of gastrointestinal, renal, and 

hormonal side effects 

• Better patient compliance due to natural origin 

and safety 

• Suitable for adolescents and women seeking non-

hormonal therapy 
 

Formulation Perspective 

From a pharmaceutical and formulation standpoint, 

this combination is highly suitable for development 

into: 

• Polyherbal tablets or capsules enriched with 

magnesium 

• Herbal teas or granules fortified with magnesium 

salts 

• Sustained-release oral formulations for prolonged 

pain control 

Such formulations can be standardized for 

phytochemical content and magnesium bioavailability, 

ensuring reproducible therapeutic outcomes. 
 

Relevance in Integrative and Preventive Healthcare 

The synergistic use of herbal antispasmodics with 

magnesium aligns well with integrative medicine 

principles, focusing on safety, efficacy, and holistic 

well-being. It supports preventive menstrual 

healthcare by addressing nutritional deficiencies and 

physiological imbalances rather than merely 

suppressing symptoms. 

 

VII. FUTURE PERSPECTIVES/ DISCUSSION: 

 

Dysmenorrhea is a multifactorial condition involving 

excessive prostaglandin production, uterine smooth 

muscle hypercontractility, calcium-mediated spasms, 

inflammation, and heightened pain perception. 

Conventional therapies such as NSAIDs and hormonal 

agents primarily target prostaglandin synthesis or 

ovulation suppression. Although effective, these 

therapies often provide symptomatic relief rather than 

addressing underlying physiological imbalances and 

are associated with gastrointestinal, hormonal, and 

systemic adverse effects during long-term use.The 

findings discussed in this review highlight that herbal 

antispasmodics and magnesium target key 

mechanisms involved in dysmenorrhea through 

complementary pathways. Herbal antispasmodics 

reduce uterine contractions by inhibiting prostaglandin 

synthesis, modulating inflammatory mediators, and 

exerting direct smooth muscle–relaxant effects. In 

parallel, magnesium acts as a physiological calcium 

antagonist, reduces neuromuscular excitability, 

improves uterine blood flow, and further suppresses 

prostaglandin activity. This dual mechanism provides 

a strong pharmacological rationale for their combined 

use.Clinical and experimental evidence suggests that 

the herbal–magnesium combination offers broader 

therapeutic coverage than monotherapy. The reduction 

in uterine hypercontractility, along with improved 

neuromuscular stability, results in effective pain relief 

and reduced associated symptoms such as nausea, 

headache, and fatigue. Importantly, this approach also 

lowers the dependency on NSAIDs, thereby 

minimizing the risk of adverse drug reactions. From a 

patient perspective, the natural origin, better 

tolerability, and suitability for long-term use improve 

adherence and acceptability, especially among 

adolescents and women seeking non-hormonal 

options.However, despite promising outcomes, 

limitations remain. Variability in herbal composition, 

lack of standardized formulations, and differences in 

magnesium salt bioavailability may influence clinical 

efficacy. Additionally, most existing studies evaluate 
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herbs or magnesium individually, with limited large-

scale trials assessing their combined effects. These 

gaps underscore the need for further scientific 

validation. 
 

VIII. FUTURE PERSPECTIVES: 

 

The integration of herbal antispasmodics with 

magnesium represents a promising and evolving 

strategy in dysmenorrhea management, but several 

future directions must be explored to fully realize its 

clinical potential. 

1. Clinical ValidationLarge-scale, randomized, 

controlled clinical trials are required to establish 

the safety, efficacy, optimal dose, and duration of 

combined herbal–magnesium therapy. 

Comparative studies with standard NSAIDs and 

hormonal treatments will help define its 

therapeutic position. 

2. Standardization and Quality ControlFuture 

research should emphasize phytochemical 

standardization, identification of bioactive 

markers, and uniform extraction methods to 

ensure consistent efficacy and safety of herbal 

preparations. Selection of highly bioavailable 

magnesium salts should also be optimized. 

3. Formulation DevelopmentDevelopment of 

advanced dosage forms such as sustained-release 

tablets, polyherbal capsules fortified with 

magnesium, functional foods, and nutraceuticals 

can improve bioavailability, patient compliance, 

and therapeutic outcomes. 

4. Mechanistic and Molecular StudiesFurther 

exploration of molecular pathways, 

pharmacokinetic interactions, and synergistic 

mechanisms between herbal constituents and 

magnesium will strengthen scientific 

understanding and formulation design. 

5. Preventive and Personalized CareEarly screening 

for magnesium deficiency and menstrual health 

education may help prevent severe dysmenorrhea. 

Personalized integrative approaches combining 

diet, lifestyle modification, herbal therapy, and 

supplementation could redefine menstrual pain 

management. 

6. Integration into Mainstream Healthcare 

With adequate evidence, herbal–magnesium 

therapy could be incorporated into standard 

treatment guidelines as an alternative or adjunct 

therapy, particularly for women intolerant to 

conventional drugs. 

 

IX. CONCLUSION 

 

Dysmenorrhea is a highly prevalent gynecological 

condition that significantly affects the physical, 

emotional, and social well-being of women of 

reproductive age. The disorder is primarily driven by 

excessive prostaglandin production, uterine smooth 

muscle hypercontractility, calcium-mediated spasms, 

inflammation, and heightened pain perception. 

Although conventional therapies such as non-steroidal 

anti-inflammatory drugs and hormonal agents are 

effective, their long-term use is often limited by 

adverse effects, contraindications, and patient 

preference for non-synthetic alternatives.The evidence 

discussed in this review supports the therapeutic 

relevance of herbal antispasmodics and magnesium as 

effective, safer, and well-tolerated options for 

dysmenorrhea management. Herbal antispasmodics 

exert their beneficial effects through multiple 

mechanisms, including inhibition of prostaglandin 

synthesis, relaxation of uterine smooth muscles, 

reduction of inflammation, and modulation of pain 

pathways. Magnesium complements these actions by 

acting as a physiological calcium antagonist, 

stabilizing neuromuscular activity, improving uterine 

blood flow, and further suppressing prostaglandin-

mediated uterine contractions.The combined use of 

herbal antispasmodics with magnesium offers a 

synergistic, multi-targeted approach that addresses 

both the symptoms and underlying pathophysiological 

mechanisms of dysmenorrhea. This integrative 

strategy not only enhances pain relief but also reduces 

reliance on conventional analgesics, thereby 

minimizing the risk of adverse effects and improving 

patient compliance. Moreover, the natural origin, 

affordability, and suitability for long-term use make 

this combination particularly attractive for adolescents 

and women seeking non-hormonal and holistic 

treatment options.In conclusion, herbal 

antispasmodics enriched with magnesium represent a 

promising and innovative approach to dysmenorrhea 

management. With further clinical validation, 

formulation standardization, and integration into 

evidence-based practice, this combination has the 

potential to emerge as an effective alternative or 

adjunct to conventional therapies, contributing to 
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improved menstrual health and overall quality of life 

for women. 
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