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A double-blind, randomised, 
placebo-controlled trial of 
Ganoderma lucidum for the 
treatment of cardiovascular risk 
factors of metabolic syndrome
Nerida L. Klupp1, Hosen Kiat2,3,4, Alan Bensoussan1, Genevieve Z. Steiner1 & Dennis H. Chang1

This study aimed to evaluate the efficacy and safety of Ganoderma lucidum for the treatment of 
hyperglycaemia and other cardiovascular risk components of metabolic syndrome using a prospective, 
double-blind, randomised, placebo-controlled trial. Eighty-four participants with type 2 diabetes 
mellitus and metabolic syndrome were randomised to one of three intervention groups: Ganoderma 
lucidum, Ganoderma lucidum with Cordyceps sinensis, or placebo. The dosage was 3 g/day of Ganoderma 
lucidum, with or without Cordyceps sinensis, for 16 weeks. The primary outcome measure was blood 
glucose (glycosylated haemoglobin [HbA1c] and fasting plasma glucose [FPG]); a number of secondary 
outcome measures were also tested. Data from the two intervention groups were combined. The 
combined intervention had no effect on any of the primary (baseline-adjusted difference in means: 
HbA1c = 0.13%, 95% CI [−0.35, 0.60], p = 0.60; FPG = 0.03 mmol/L, 95% CI [−0.90, 0.96], p = 0.95) 
or secondary outcome measures over the course of the 16-week trial, and no overall increased risk 
of adverse events with either active treatment. Evidence from this randomised clinical trial does not 
support the use of Ganoderma lucidum for treatment of cardiovascular risk factors in people with 
diabetes mellitus or metabolic syndrome. This Clinical Trial was registered with the Australian New 
Zealand Clinical Trials Registry on November 23, 2006. Trial ID: ACTRN12606000485538 and can be 
accessed here: https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=81705.

One of the leading causes of death worldwide is cardiovascular disease1. This term most commonly refers to the 
chronic diseases caused by atherosclerosis, and most notably includes coronary heart disease and cerebrovascular 
disease. These conditions result in a significant burden on morbidity, quality of life, economic status and mortality 
for individuals and populations. Although the risk factors for cardiovascular disease are numerous and varied, 
the most important pharmacologically modifiable risk factors are high blood glucose, high blood pressure, an 
abnormal lipid profile, and obesity1–5.

The above risk factors are not independent of one another6. It has been established that hyperglycaemia, 
hypertension, high triglycerides, low levels of high-density lipoprotein (HDL) cholesterol, and obesity have a 
complex metabolic relationship with insulin resistance, cardiovascular disease, and with each other7; this com-
bination of risk factors has been described as metabolic syndrome. Recognising this multifactorial nature of 
risk has had significant implications for the effective management of cardiovascular disease in individuals and 
populations.

Modifiable risk factors, including those of metabolic syndrome, can be effectively treated with lifestyle mod-
ifications2–4,8,9. Unfortunately, it is rare for these effects to be successfully sustained in the long term and conse-
quently, pharmaceutical interventions are required for the majority of individuals. There is no single medication 
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for treatment of metabolic syndrome due to its multifactorial components. Furthermore, medications that treat 
cardiovascular risk factors might be associated with contraindications, adverse events, insufficient efficacy, poly-
pharmacy concerns and increased risk for co-existing factors.

Ganoderma lucidum, a traditional Chinese medicinal mushroom also called Ling Zhi or Reishi, has been 
used in China to promote health, prolong life and prevent and cure systemic diseases for more than 2,000 years. 
In recent times several small studies suggest Ganoderma lucidum is well tolerated and might improve multiple 
cardiovascular risk factors including blood pressure, blood glucose, triglycerides and cholesterol profiles10–12.

In vitro and diabetic rodent studies suggest that Ganoderma lucidum can improve blood glucose and serum 
insulin levels, whilst protecting pancreatic islets from free radical damage13–17. Other animal work has demon-
strated reduced plasma total and low-density lipoprotein (LDL) cholesterol, triglycerides, and phospholipid lev-
els, and increased HDL cholesterol18, with some studies reporting unchanged triglycerides19 and decreased HDL 
cholesterol10. Some human studies with intervention lengths of 4–12 weeks in patients with type 2 diabetes mel-
litus or hypertension have reported improvements in glycosylated haemoglobin (HbA1c), fasting plasma glucose 
(FPG), postprandial glucose, insulin, and C-peptide20, total cholesterol21, LDL cholesterol22, blood pressure21 for 
individuals with essential11 or nonresponsive23 hypertension, whilst other studies have reported no changes in 
glucose parameters24,25, and unchanged LDL cholesterol25. However, for all these clinical trials reporting positive 
results, the reporting of methods was poor and unclear, with a high potential for bias (for a systematic review, see 
Klupp et al.26).

Ganoderma lucidum is sometimes combined with a second mushroom extract, Cordyceps sinensis, which is 
thought to increase the potency of Ganoderma lucidum. In vitro, animal, and small human studies have shown 
Cordyceps sinensis to be antihyperglycemic, antisenescent, anti-atherosclerotic, antihypertensive, antioxidant, 
antitoxic, and renal and hepatic protective27–36, and that it can improve total, HDL, LDL, and very-LDL (vLDL) 
cholesterol37–39, and lower triglycerides30.

Both Ganoderma lucidum and Cordyceps sinensis are listed as the safest drug class (Class 1 Drug) in the 
American Herbal Products Association Botanical Safety Handbook40, with no known herb-drug interactions. There 
are no scientific data on a safe and effective dosage of Ganoderma lucidum. Recommended amounts derived from 
historic Chinese medicine tradition, expert opinion and marketing trends vary between 1.5 g and 9 g of dried 
extract per day41,42. Most human clinical trials investigating Ganoderma lucidum20–22,43–51 or Cordyceps sinensis38 
have included safety haematological and biochemical (including hepatic and renal) biomarkers, and reported no 
pathological abnormalities, and no moderate, serious or severe adverse events. Mild herbal sensitivity side effects 
were noted for some participants after Ganoderma lucidum including dry mouth, sore throat and nausea, with a 
smaller proportion of participants reporting vomiting, headache, diarrhoea, dizziness, insomnia and shortness 
of breath20–22,43–51. It should be noted that there has been one report of a severe adverse event (hepatotoxicity) 
after 1 month supplementation with Ganoderma lucidum52, however this was thought to be due to the excipient 
ingredients.

The use of complementary and alternative medicines is increasing worldwide. In Australia, the most recent 
national consumer survey found 67% of the population reported using a complementary medicine in the previ-
ous 12 months53. Some of the reasons provided for using complementary medicines are perceptions that they are 
safer, more ‘natural’ and more holistic than Western medicines54. There is also evidence that Australians have less 
concerns about safety, efficacy and medication interactions for complementary medicine than for other pharma-
ceuticals, and that up to 50% of consumers do not discuss their complementary medicine use with their regular 
doctor54–56. This, taken together with estimates that Australians are spending up to four times more money on 
complementary medicines than pharmaceuticals57, emphasises the importance of evaluating the efficacy and 
safety of such medicines, including Ganoderma lucidum. The purpose of this clinical trial was to address this 
important issue, especially given that previous clinical trial results on Ganoderma lucidum might have high 
potential for bias.

The aim of this prospective randomised controlled trial was to evaluate the efficacy and safety of Ganoderma 
lucidum, with or without Cordyceps sinensis, for treatment of hyperglycaemia and cardiovascular risk factors 
in persons with metabolic syndrome. As metabolic syndrome has five important components and no vali-
dated summary value, hyperglycaemia, the component with the most compelling evidence base for the benefit 
of Ganoderma lucidum, was selected for the primary research question. It was hypothesised that Ganoderma 
lucidum (with or without Cordyceps sinensis) would reduce hyperglycaemia (measured by HbA1c and FPG), and 
would be well tolerated by participants.

Methods
Trial Design. This study was conducted as a multiple-blinded, randomised, placebo-controlled, parallel 
design clinical trial. No changes were made to this trial design after recruitment had commenced. This clini-
cal trial received ethics approval from the Western Sydney University and was registered with the Australasian 
Clinical Trials Registry (ACTRN012606000485538). All experiments were carried out in accordance with the 
approved ethical guidelines. Organisations who contributed funds to this collaborative trial are Allife Australia 
Pty Ltd, Western Sydney University, Cardiac Health Institute, and Sydney Adventist Hospital. This was an inves-
tigator-led trial, and these organisations had no involvement or influence on study design, conduct, analysis or 
reporting.

Participants and Setting. Participants were recruited through media advertisements and general prac-
titioners. Inclusion criteria were for participants to be aged 18 years and older, have high fasting serum glu-
cose ≥ 6.1 mmol/L, and at least two other National Cholesterol Education Program-Adult Treatment Panel III 
(NCEP-ATP III) diagnostic criteria for metabolic syndrome (fasting serum triglycerides ≥ 1.7 mmol/L, blood 
pressure ≥ 130/85 mmHg, waist circumference > 102 or 88 cm and HDL cholesterol < 1 or 1.3 mmol/L for men 
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and women, respectively). All participants had a diagnosis of type 2 diabetes mellitus. Exclusion criteria were: 
known mushroom allergy, pregnancy or breastfeeding, administration of Ganoderma lucidum or Cordyceps sin-
ensis or insulin treatment in the past 12 months, serious psychiatric or medical conditions (e.g., malignancy, heart 
disease, renal impairment, and hepatitis), history of abnormal haemorrhaging, use of an anticoagulant or a hypo-
glycaemic event in the past 3 months. Participants were permitted to continue taking any current medications.

Initially, participants were screened via telephone or e-mail before being selected to attend a more thorough 
screening interview where written informed consent was provided, a complete medical history and pathology 
sample was taken, and a physical examination was conducted. Participants then attended monthly morning 
appointments to have their pathology samples collected, medications dispensed, and to return any unused medi-
cations. All testing sessions took place at the Cardiac Health Institute (CHI), Sydney, Australia. A copy of the trial 
protocol is available here: https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id= 81705.

Interventions. Participants took one of three interventions: Ganoderma lucidum, Ganoderma lucidum 
with Cordyceps sinensis, or placebo that were manufactured and packaged according to Australian Good 
Manufacturing Practice and Therapeutic Goods Administration (TGA) standards. The compositions of these 
interventions with respect to their daily dosage (mg) are detailed in Table 1. Based on recommended dosages 
from the literature41,42, all participants took eight capsules (3g of Ganoderma lucidum, with or without Cordyceps 
sinensis) per day (four in the morning and four at night), orally and with food, for a period of 16 weeks. An 
excipient of ascorbic acid, carob flour and caramel colour was used in all three capsules to ensure that they were 
indistinguishable in colour, smell, taste, size and weight.

Randomisation and Blinding. Eligible participants were given the next participant project number that 
had previously been randomly allocated to one of the three trial arms using a standard computerised randomi-
sation strategy (generated in Microsoft Excel by a research officer external to the research team), with blocking 
to create equal group numbers. The participants, therapists, assessors and data analysts had no knowledge of 
participant group allocations for the duration of the trial. All participants were involved with identical stages and 
activities of the clinical trial.

Intervention Primary Components Daily Dosage (mg)

Ganoderma lucidum

Ganoderma lucidum mushroom extract (10:1) 2,240

Ganoderma lucidum spores 740

Excipient 700

Total 3,680

Ganoderma lucidum with Cordyceps sinensis 

Ganoderma lucidum mushroom extract (10:1) 2,250

Ganoderma lucidum spores 750

Cordyceps sinensis mushroom extract 1,000

Excipient 130

Total 4,120

Placebo Excipient 3,630

Table 1. Daily dosage (mg) for each intervention with breakdown of components.

Outcome Measure

Week 0

Week 4

Week 8

Week 12

Week 16 Week 24

Baseline Midpoint Endpoint Follow-up

Primary
HbA1c ✓ ✓ ✓ ✓

FPG ✓ ✓ ✓ ✓

Secondary

Blood pressure ✓ ✓ ✓ ✓

Triglycerides ✓ ✓ ✓ ✓

Waist circumference ✓ ✓ ✓ ✓

Hip circumference ✓ ✓ ✓ ✓

BMI ✓ ✓ ✓ ✓

SF-36 ✓ ✓ ✓ ✓

C-RP ✓ ✓ ✓ ✓

Total cholesterol ✓ ✓ ✓ ✓

HDL ✓ ✓ ✓ ✓

LDL ✓ ✓ ✓ ✓

Apolipoprotein A ✓ ✓

Apolipoprotein B ✓ ✓

Table 2.  Timing of outcome measures. BMI =  Body Mass Index, HDL-C =  High Density Lipoprotein 
Cholesterol, C-RP =  C-reactive protein, LDL =  Low Density Lipoprotein Cholesterol.

https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=81705
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Outcome Measures. A list of primary and secondary outcome measures, and the timing of their collection 
throughout the 16-week clinical trial, and subsequent follow up at 24 weeks, is outlined in Table 2.

Sample Size and Statistical Analyses. For a three-arm trial a prospective sample size calculation using 
Friedman’s formula estimated that 168 participants (56 per group) would detect a 1% change in HbA1c (α  =  0.05, 
SD =  1.4) at 90% power, representing a 12% improvement from a baseline measure of 8% HbA1c, and allowing 
for a total noncompliance/withdrawal rate of 20%. The smallest worthwhile clinical effect was also determined 
for the FPG co-primary outcome measure as 1.5 mmol/L, which would represent a 20% improvement from a 
baseline measure of 7.5 mmol/L. The sample size needed to detect this effect was much smaller (39 participants 
at 90% power, α  =  0.05, SD =  1.0, allowing for 20% noncompliance). However, the anticipated sample size was 
not reached during the 2-year recruitment period. To increase statistical power, and because the two intervention 
groups contained the same quantity of the active constituent, the Ganoderma lucidum group and the Ganoderma 
lucidum with Cordyceps sinensis group were pooled to create a combined intervention group for all analyses.

Figure 1. Participant flow. 
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Baseline differences on demographic and clinical characteristics were calculated using independent-samples 
t-tests and Chi-squared goodness of fit tests. To evaluate the efficacy of the combined intervention group against 
placebo, between-group differences in primary (HbA1c and FPG) and secondary outcome measures (the other 
four metabolic syndrome criteria, health-related quality of life, C-reactive protein, total and LDL cholesterol, 
and apolipoproteins A and B) at 16 weeks were evaluated using separate ANCOVAs, with baseline score as the 
covariate. A treatment effect size was calculated at the end point of the intervention, and if statistically significant 
(p <  0.05), the number needed to treat (NNT) was also calculated. The data of any participant who withdrew from 
the trial were handled according to the intention-to-treat last observation carried forward (LOCF) method in 
relation to their randomised group. As the study was underpowered for inferential testing of metabolic syndrome 
diagnostic criteria and safety variables, these were evaluated descriptively. There were no interim analyses.

Results
Over the 2-year recruitment period, there were more than 1,000 initial participant screenings by phone and 
e-mail. Recruitment commenced January 25, 2007 and follow up of the final participant ceased on October 31, 
2008. As shown in Fig. 1, from these initial enquiries, 106 persons were deemed suitable for in-person screen-
ing for inclusion in the clinical trial. Of these, 84 met the inclusion criteria. Nine persons withdrew from the 
clinical trial; reasons for withdrawal are presented in Supplementary Materials. Compliance was determined by 
number of missed doses of medication; each participant self-reported taking a minimum of 112 doses (896 cap-
sules). Other than withdrawals and missed doses, there were no other observed deviations from protocol. Success 
of blinding was also checked at mid- (8 weeks) and end-points (16 weeks); at these key time points, for every 
one participant who guessed their group correctly, three participants did not, indicating successful blinding. 
Participant demographics at baseline are detailed in Table 3. There were no significant differences in baseline age, 
sex, country of birth, language, level of education, employment or carer status between groups, oral hypoglycae-
mic medication use, or any of the primary or secondary outcome measures at baseline between the two groups.

Demographics Placebo (n = 30) Combined Intervention Group (n = 54) Test Statistic, p-value

Mean age, years (±  SD) 57.1 (±  8.3) 60.2 (±  10.0) t(82) =  1.44, p =  0.15

Sex, n (%)

 Male 17 (57) 27 (50) χ2(1) =  0.34, p =  0.56

 Female 13 (43) 27 (50)

Country of birth, n (%)

 Australia 15 (50) 14 (52) χ2(1) =  0.11, p =  0.75

 Other than Australia 15 (50) 13 (48)

Language, n (%)

 English 24 (80) 49 (91) χ2(1) =  2.00, p =  0.16

 Other than English 6 (20) 5 (9)

Education, n (%)

 Postgraduate 4 (13) 8 (15) χ2(3) =  0.07, p =  0.79

 Undergraduate 5 (17) 12 (22)

 School 5 (17) 10 (19)

 Skills Training 16 (53) 24 (44)
*Employment, n (%)

 Full-time 9 (30) 17 (31) χ2(1) =  0.07, p =  0.79

 Part-time 4 (13) 10 (19)

 Retired 9 (30) 20 (37)

 Unemployed 2 (7) 1 (2)

 Unable to work 2 (7) 4 (7)

 Home carer 4 (13) 2 (4)

Carer of children under 18 years, n (%)

 Yes 7 (23) 8 (15) χ2(1) =  0.95, p =  0.33

 No 23 (77) 46 (85)

Primary carer, n (%)

 Yes 2 (7) 5 (9) χ2(1) =  0.17, p =  0.68

 No 28 (93) 49 (91)

Diabetes medication use, n (%)

 Yes 9 (30) 14 (26) χ2(1) =  2.00, p =  0.16

 No 21 (70) 40 (74)

Table 3.  Participant demographic characteristics at baseline, for the combined intervention and placebo 
groups. The appropriate test statistic and p-value are detailed in the right column. * Due to small cell sizes, 
the working (full-time/part-time/caring) and not working (retired/unable to work/unemployed) groups were 
compared.
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Table 4 shows the mean and SD for each primary and secondary outcome measure for placebo and combined 
intervention groups at baseline and endpoint (Week 16). The baseline-adjusted difference in means and 95% 
confidence interval, the test statistic and p-value are shown in the three right columns, respectively. After con-
trolling for baseline differences, combined Ganoderma lucidum did not significantly affect any of the outcome 
measures (co-primary: HbA1c and FPG; and secondary: blood pressure, triglycerides, waist circumference, BMI, 
health-related quality of life, C-reactive protein, total, HDL and LDL cholesterol, and apolipoproteins A and B) 
compared to placebo at 16 weeks.

Figure 2 is a tree plot illustrating the clinical effect of combined Ganoderma lucidum against the smallest 
worthwhile clinical effect for HbA1c (panel A, upper) and FPG (panel B, lower). The observed clinical effect sizes 
(0.13% increase in HbA1c and 0.03 mmol/L increase in FPG) did not overlap or approach the respective a priori 
worthwhile clinical effects of 1% and 1.5%. As a result, the NNTs were not calculated.

Common side effects did not cause a significant concern or discomfort to the participants. The most com-
mon adverse event for all groups was an infection or immune system condition, and these were reported most 
frequently by participants in the placebo group. The only two serious adverse events, which were reported to the 
TGA, were not attributed to the trial intervention, as determined by the clinical trial medical team and external 
medical personnel. The frequency of anticipated mild adverse events (side effects) and non-anticipated adverse 
events is summarised in Supplementary Materials.

Discussion
This prospective, double-blind, randomised placebo-controlled trial did not demonstrate any significant bene-
ficial effect of 16 weeks treatment with Ganoderma lucidum for hyperglycaemia and cardiovascular risk factors 
among individuals with type 2 diabetes mellitus and metabolic syndrome. As the anticipated sample size was not 
reached, and the two interventions groups contained the same quantity of the active constituent, the Ganoderma 
lucidum groups, with and without Cordyceps sinensis, were combined for all analyses.

Placebo (n =  30) 
Mean (±  SD)

Combined Intervention 
(n =  54) Mean (±  SD)

Baseline-Adjusted Difference 
in Means, [95% CI] F-value p-value

Primary Outcome Measures

 HbA1c (%)
Baseline 7.40 (1.4) 7.69 (1.6)

0.13, [− 0.35, 0.60] F(1, 81) =  0.28 0.60
16 weeks 7.29 (1.3) 7.66 (1.9)

 FPG (mmol/L)
Baseline 8.36 (2.7) 8.72 (2.9)

0.03, [− 0.90, 0.96] F(1, 81) =  0.00 0.95
16 weeks 8.49 (2.6) 8.79 (3.2)

Secondary Outcome Measures

 Arterial pressure (mmHg)
Baseline 99.6 (11.4) 100.9 (10.3)

− 0.3, [− 4.6, 3.9] F(1, 81) =  0.02 0.88
16 weeks 98.4 (10.7) 98.7 (11.4)

 Triglycerides (mmol/L)
Baseline 2.2 (0.9) 2.5 (2.8)

− 0.1, [− 0.3, 0.2] F(1, 81) =  0.19 0.66
16 weeks 2.2 (1.0) 2.6 (2.4)

 HDL (mmol/L)
Baseline 1.2 (0.2) 1.2 (0.5)

0.0 [− 0.1, 0.1] F(1, 81) =  0.02 0.90
16 weeks 1.2 (0.2) 1.2 (0.4)

 Waist circumference (cm)
Baseline 113.3 (14.6) 109.6 (14.6)

0.7, [− 1.5, 2.8] F(1, 81) =  0.64 0.56
16 weeks 113.3 (14.6) 110.5 (14.4)

 BMI (kg/m2)
Baseline 34.4 (7.4) 34.1 (6.8)

0.0, [− 0.5, 0.5] F(1, 81) =  0.00 0.99
16 weeks 34.0 (7.3) 33.9 (6.6)

 SF-36 physical
Baseline 45.4 (8.2) 43.8 (8.8)

0.9, [− 2.2, 4.0] F(1, 81) =  0.31 0.58
16 weeks 46.2 (8.5) 46.1 (8.9)

 SF-36 mental
Baseline 45.4 (8.2) 46.7 (13.5)

1.5, [− 2.1, 5.0] F(1, 81) =  0.65 0.42
16 weeks 48.5 (12.7) 48.5 (11.1)

 C-reactive protein (mg/L)
Baseline 3.1 (2.9) 4.8 (6.3)

− 0.7, [− 2.8, 1.4] F(1, 74) =  0.41 0.53
16 weeks 4.1 (6.3) 3.9 (3.5)

 Total cholesterol (mmol/L)
Baseline 5.2 (1.2) 4.9 (1.3)

0.2, [− 0.2, 0.5] F(1, 81) =  0.73 0.39
16 weeks 5.1 (1.2) 5.0 (1.5)

 LDL (mmol/L)
Baseline 2.9 (1.1) 2.7 (1.0)

0.2, [− 0.1, 0.5] F(1, 80) =  1.48 0.23
16 weeks 2.8 (1.0) 2.8 (1.2)

 Apolipoprotein A (g/L)
Baseline 1.4 (0.3) 1.4 (0.3)

0.0, [− 0.1, 0.1] F(1, 72) =  0.01 0.90
16 weeks 1.4 (0.3) 1.4 (0.3)

 Apolipoprotein B (g/L)
Baseline 0.9 (0.3) 0.9 (0.2)

0.0, [− 0.1, 0.1] F(1, 72) =  0.00 0.98
16 weeks 0.9 (0.3) 0.9 (0.3)

Table 4.  Mean and SDs for each primary (reported to 2 dp) and secondary (reported to 1 dp) outcome 
measure at baseline and endpoint (16 weeks) for the combined Ganoderma lucidum and placebo groups. 
Baseline-adjusted difference in means, 95% CI, and F- and p-values are also reported. For C-reactive protein, 
LDL cholesterol, and apolipoproteins A and B, there were missing data at baseline and LOCF could not be 
carried out, hence the degrees of freedom differ for these outcomes.
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Counter to previous human trials with less robust designs11,20–23, Ganoderma lucidum in our study did not 
reduce either of the co-primary outcome measures, HbA1c or FPG, during the 16-week treatment period. The 
treatment effect of Ganoderma lucidum on HbA1c and FPG was close to zero, with the direction of both effects 
favouring the control group; the magnitude of change was too negligible to suggest harm from the intervention. 
The magnitude of effects was also too small to measure the NNT or number needed to harm (NNH).

For all secondary outcomes, there were no statistically significant differences between the adjusted means 
of the combined Ganoderma lucidum group and the placebo group. There were also no clinically significant 
improvements as a result of Ganoderma lucidum treatment over 16 weeks. Any changes in secondary outcome 
measures were negligible. For example, mean arterial blood pressure decreased by 0.3 mmHg, triglycerides by 
0.1 mmol/L, C-reactive protein by 0.7 mg/L, and HDL and BMI did not change. There was also no reduction in 
the number of participants who met the diagnostic criteria of metabolic syndrome in those taking Ganoderma 
lucidum compared with the placebo group. These findings are in line with some work25, but are the opposite of 
what smaller studies at high risk of bias have reported11,21,22.

The majority of adverse events were mild. Participants in the Ganoderma lucidum, Ganoderma lucidum with 
Cordyceps sinensis, and placebo groups each reported 52, 35, and 43 adverse events, respectively. The only two 
serious events (stroke and diagnosis of breast cancer) were not considered attributable to the trial intervention. 
Pathology biochemistry panels were also evaluated for safety of Ganoderma lucidum and were found to be similar 
between intervention and control groups.

This study aimed for contemporary best practice in clinical trial design, implementation, interpretation and 
reporting. Each stage was performed in accordance with international, national and institutional ethical and 
research guidelines. Assessment with the Jadad Scale58, PEDro Scale59, and Cochrane Risk of Bias Tool60 all indi-
cated that this study was at low risk of bias due to randomisation, allocation concealment, blinding of partici-
pants, therapists and assessors; level of attrition, intention-to-treat analyses, reporting of between-group effect 
estimates for pre-specified outcomes, and conflict of interest.

Standards for best clinical practice are also client-centred. Clinical research can support this by ensuring effi-
cacy studies include evaluations of safety and tolerability, reporting of clinical significance (rather than just statis-
tical significance), and a participant perspective of the experience. In this trial, safety of Ganoderma lucidum was 
evaluated by frequency and severity of adverse events and atypical pathology results. The SF-36 Health-related 
Quality of Life Survey was used as a health outcome that represented a client-centred perspective. It has been 
reported that the SF-36 is not particularly responsive to modest improvements in hyperglycaemia61. However this 
broader health-related quality of life survey was chosen over diabetes-specific tools to capture the broader health 
implications of metabolic syndrome.

The primary limitation of this clinical trial was the sample size. Before commencement of the trial, power 
analysis estimated that 168 participants were required to detect a difference of 1% in HbA1c (α  =  0.05, 90% 
power, SD =  1.4), allowing for a 20% noncompliance/withdrawal rate. The mean difference used for the power 
analysis was taken from the HbA1c smallest worthwhile clinical effect (also calculated as 1.5 mmol/L, SD =  1.0 for 
the FPG co-primary outcome measure). These were determined a priori, by clinical reasoning that considered the 
expense, harm, number of capsules, and the efficacy of alternative anti-hyperglycaemic medications.

The number of participants was restricted by slow recruitment. Metabolic syndrome is estimated to affect 
about one in four Australian adults. Therefore, we anticipated reasonable enrolment rates following initial 

Figure 2. Clinical effect of combined Ganoderma lucidum against the smallest worthwhile clinical effect 
for HbA1c (panel A, upper) and FPG (panel B, lower). 
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screening. However many potential participants were found to have only two of the three necessary components 
of metabolic syndrome. The trial period was extended by 18 months, and the inclusion criteria were amended to 
allow enrolment of persons with non-alcoholic fatty liver syndrome. Upon trial completion, the sample size was 
50% of that specified in the protocol. Although this trial provides valuable information regarding a metabolic syn-
drome population, the multiple-component definition of the disorder appears to present recruitment challenges 
for researchers.

There are additional considerations regarding whether the study is underpowered to determine efficacy of 
Ganoderma lucidum for reducing HbA1c. A post hoc power analysis suggested a smaller sample size might have 
been acceptable. Taking into account the 12% noncompliance and withdrawal rate observed here, and reducing 
the power to 80%, only 36 participants per group were required to detect a 1% difference in HbA1c at α  =  0.05. 
Taken together with the pooling of the two Ganoderma lucidum intervention groups to improve statistical power, 
this suggests that the sample size might have been adequate for testing hypotheses for both primary outcomes. 
However, conventional power analyses are clearly arbitrary and conclusions on statistical significance remain 
extremely influenced by sample size62. Furthermore, statistical significance does not provide a magnitude of the 
effect size. For these reasons, clinical significance and interpretation of treatment effect sizes are increasingly 
regarded as the more important results from clinical trials.

The primary analysis provides the more important, statistically rigorous and clinically meaningful results 
of this trial. Secondary outcome measures might be underpowered to detect a significant difference between 
groups. Additionally, multiple analyses at multiple time points may introduce type 1 error. Here, the potential for 
this error was reduced by combining intervention groups and focussing on 16-week analyses only. However, no 
analyses in this trial produced a statistically significant result. The direction and magnitude of effects were exam-
ined for meaningful trends, but none were found. Similarly, the study was underpowered for inferential testing of 
safety variables and therefore these were evaluated with descriptive methods. Without a demonstration of even 
slight trends towards benefit, further research on Ganoderma lucidum for the treatment of cardiovascular risk 
factors of metabolic syndrome is difficult to justify.

There was no statistically significant or clinically significant effect of Ganoderma lucidum on hyperglycaemia, 
hypertension, or lipid profile in adults with metabolic syndrome or type 2 diabetes mellitus.

References
1. World Health Organization, Cardiovascular diseases. (2011a) Available at: http://www.who.int/mediacentre/factsheets/fs317/en/

index.html. (Accessed: 31st May 2016).
2. Australian Institute of Health and Welfare, Prevention of cardiovascular disease, diabetes and chronic kidney disease: Targeting risk 

factors. (2009b) Available at: http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id= 6442459914. (Accessed: 31st May 2016).
3. Graham, I. et al. European guidelines on cardiovascular disease prevention in clinical practice: Executive summary. European 

Journal of Cardiovascular Prevention and Rehabilitation. 28(19), 2375–2414 (2007).
4. Heart Foundation, & National Stroke Foundation. Time for action: a national plan to reduce the burden of cardiovascular disease – 

Australia’s biggest killer (2008). Melbourne, Australia: National Heart Foundation of Australia, National Stroke Foundation of 
Australia.

5. World Heart Federation, Cardiovascular disease risk factors. (2016) Available at: http://www.world-heart-federation.org/
cardiovascular-health/cardiovascular-disease-risk-factors/. (Accessed: 31st May 2016).

6. Reaven, G. Banting Lecture 1988: Role of insulin resistance in human disease. Diabetes. 37, 1595–1607 (1988).
7. Alberti, K. G., Zimment, P. & Shaw, J. The metabolic syndrome: A new worldwide definition. Lancet. 366, 1059–1061 (2005).
8. World Health Organization, Prevention of cardiovascular disease: Guidelines for assessment and management of cardiovascular 

disease. (2007) Available at: http://www.who.int/cardiovascular_diseases/guidelines/Full%20text.pdf. (Accessed: 31st May 2016).
9. US Centres for Disease Control and Prevention, National Diabetes Fact Sheet 2011. (2011) Available at: http://www.familydocs.org/f/

CDC%20Diabetes%20fact%20sheet-2011.pdf. (Accessed: 31st May 2016).
10. Berger, A. et al. Cholesterol-lowering properties of Ganoderma lucidum in vitro, ex vivo, and in hamsters and minipigs. Lipids in 

Health and Disease. 3(2) (2004). doi: 10.1186/1476-511X-3-2.
11. Kanmatsuse. et al. Studies on Ganoderma lucidum efficacy against hypertension and side effects. Journal of the Pharmaceutical 

Society of Japan. 105(10), 942–947 (1985).
12. Zhang, H. N. & Lin, Z. B. Effect and mechanism of Ganoderma lucidum polysaccharide on autoimmune diabetic mice. National 

Medical Journal of China. 83(22), 1999–2000 (2003).
13. Hikino, H., Konno, C., Mirin, Y. & Hayashi, T. Isolation and hypoglycemic activity of ganoderans A and B, glycans of Ganoderma 

lucidum fruit bodies. Planta Medica. 4, 339–340 (1985).
14. Kimura, Y., Okuda, H. & Arichi, S. Effects of the extracts of Ganoderma lucidum on blood glucose level in rats. Planta Medica. 54(4), 

290–294 (1988).
15. Liang, R. & Peng, K. Experimental studies on hypoglycaemic effects and mechanisms of ganoderma spore extract in diabetic rats. 

Pharmacology and Clinics of Chinese Materia Medica. 14(5), 17–19 (1998).
16. Zhang, H. N., He, J. H., Yuan, L. & Lin, Z. B. In vitro and in vivo protective effect of Ganoderma lucidum polysaccharides on alloxan-

induced pacreatic islets damage. Life Sciences. 73(18), 2307–2319 (2003).
17. Zhang, H. N. & Lin, Z. B. Hypoglycemic effect of Ganoderma lucidum polysaccharides. Acta Pharmacologica Sinica. 25(2), 191–195 

(2004).
18. Yang, B., Jeong, S. & Song, C. Hypolipidemic effect of exo- and endo-biopolymers produced from submerged mycelial culture of 

Ganoderma lucidum in rats. Journal of Microbiology and Biotechnology. 12(6), 872–877 (2002).
19. Kabir, Y., Kimura, S. & Tamura, T. Dietary effect of Ganoderma lucidum mushroom on blood pressure and lipid levels in 

spontaneously hypertensive rats (SHR). Journal of Nutritional Science and Vitaminology. 34, 433–438 (1988).
20. Gao, Y. et al. A phase I/II study of ling zhi mushroom Ganoderma lucidum (W. Curt.:Fr.) Lloyd (Aphyllophoromycetideae) extract 

in patients with type 2 diabetes mellitus. International Journal of Medicinal Mushrooms. 6(1), 33–39 (2004b).
21. Gao, Y. et al. A phase I/II study of ling zhi mushroom Ganoderma lucidum (W. Curt.:Fr.) Lloyd (Aphyllophoromycetideae) extract 

in patients with coronary heart disease. International Journal of Medicinal Mushrooms. 6(4), 327–334 (2004a).
22. Wachtel-Galor, S., Szeto, Y. T., Tomlinson, B. & Benzie, I. F. Ganoderma lucidum (‘ling zhi’): acute and short term biomarker 

response to supplementation. International Journal of Food Sciences and Nutrition. 55(1), 75–83 (2004b).
23. Jin, H. et al. Treatment of hypertension by ling zhi combined with hypotensor and its effects on arterial, arteriolar and capillary 

pressure and microcirculation. In Microcirculatory approach to Asian traditional medicine: Strategy for the scientific evaluation—
Selected proceedings from the 2nd Asian Congress for Microcirculation (1996). (131–138). Amsterdam, New York: Elsevier.

http://www.who.int/mediacentre/factsheets/fs317/en/index.html
http://www.who.int/mediacentre/factsheets/fs317/en/index.html
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442459914
http://www.world-heart-federation.org/cardiovascular-health/cardiovascular-disease-risk-factors/
http://www.world-heart-federation.org/cardiovascular-health/cardiovascular-disease-risk-factors/
http://www.who.int/cardiovascular_diseases/guidelines/Full%20text.pdf
http://www.familydocs.org/f/CDC%20Diabetes%20fact%20sheet-2011.pdf
http://www.familydocs.org/f/CDC%20Diabetes%20fact%20sheet-2011.pdf


www.nature.com/scientificreports/

9Scientific RepoRts | 6:29540 | DOI: 10.1038/srep29540

24. Wang, C.-W., Tschen, J. S.-M. & Sheu, W. H.-H. Ganoderma lucidum on metabolic control in type 2 diabetes subjects: A double-
blinded placebo control study. Journal of Internal Medicine Taiwan. 19, 15–60 (2008).

25. Winther, K., Mehlsen, J., Rein, E., Hansen, A. & Goino, T. A combination of Japanese ginseng, Ganoderma lucidum and trametes 
versicolor, referred to as the GOINO PROCEDURE, can lower blood glucose and LDL-cholesterol in patients with NIDDM. 
Atherosclerosis Suppl. 4, 339 (2003). doi: 10.1016/S1567-5688(03)91457-7.

26. Klupp. et al. Ganoderma lucidum mushroom for the treatment of cardiovascular risk factors. Cochrane Database Syst Rev. 17(2), 
CD007259. (2015).

27. Balon, T., Jasman, A. & Zhu, J.-S. A fermentation product of Cordyceps sinensis increases whole body insulin sensitivity in rats. 
Journal of Alternative and Complementary Medicine. 8(3), 315–323 (2002).

28. Bao, Z. D., Wu, Z. G. & Zheng, F. Amelioration of aminoglycoside nephrotoxicity by Cordyceps sinsensis in old patients. Journal of 
Integrated Traditional and Western Medicine. 14(5), 259, 271–274 (1994).

29. Chiou, W., Chang, P., Chou, C. & Chen, C. Protein constituent contributes to the hypotensive and vasorelaxant activities of 
Cordyceps sinensis. Life Sciences. 66(14), 1369–1376 (2000).

30. Kiho, T. et al. Polysaccharides in fungi 36: Hypoglycemic activity of a polysaccharide (CS-F30) from the cultural mycelium of 
Cordyceps sinensis and its effect on glucose metabolism in mouse liver. Biological and Pharmaceutical Bulletin. 19(2), 294–296 
(1996).

31. Kiho, T. et al. Structural features and hypoglycemic activity of a polysaccharide (CS-F10) from the cultured mycelium of Cordyceps 
sinensis. Biological and Pharmaceutical Bulletin. 22(9), 960–970 (1999).

32. Lo, H.-C., Tu, S.-T., Lin, K.-C. & Lin, S.-C. The antihyperglycemic activity of the fruiting body of Cordyceps in diabetic rats induced 
by nicotinamide and streptozotocin. Life Sciences. 74(23), 2897–2908 (2004).

33. Wojcikowski, K., Johnson, D. W. & Gobe, G. Medicinal herbal extracts: Renal friend or foe? Part two: Herbal extracts with potential 
renal benefits. Nephrology. 9(6), 400–405 (2004).

34. Yamaguchi, Y. et al. Inhibitory effects of water extracts from fruiting dodies of cultured Cordyceps sinensis on raised serum lipid 
peroxide levels and aortic cholesterol deposition in atherosclerotic mice. Phytotherapy Research. 14(8), 650–652 (2000).

35. Zhao, C.-S. et al. CordyMaxTM Cs-4 improves glucose metabolism and increases insulin sensitivity in normal rats. Journal of 
Alternative and Complementary Medicine. 8(3), 309–314 (2002).

36. Zhu, J. S., Halpern, G. M. & Jones, K. The scientific rediscovery of an ancient Chinese herbal medicine: Codyceps sinensis: Part 1. 
Journal of Alternative and Complementary Medicine. 4(3), 289–303 (1998).

37. Koh, J. H., Kim, J. M., Chang, U. J. & Suh, H. J. Hypocholesterolemic effect of hot-water extract from mycelia of Cordyceps sinensis. 
Biological and Pharmaceutical Bulletin. 26(1), 84–87 (2003).

38. Shao, G. et al. Clinic report of cultured Cordyceps treating hyperlipidaemia. Chinese Journal of Integrated Traditional and Western 
Medicine. 5(11), 652–654 (1985).

39. Xu, N. S. & Zhang, B. Q. Effect of Cordyceps on plasma lipids in normal, stress and hyperlipidaemia rates. Chinese Journal of 
Pathophysiology. 3(4), 215–219 (1987).

40. McGuffin, M., Hobbs, C., Upton, R. & Goldberg, A. American Herbal Products Association’s botanical safety handbook. Boca Raton, 
US: CRC Press (1997).

41. Chang, S. T. & Miles, P. G. Mushrooms: Cultivation, nutritional value, medicinal effect and environmental impact (2nd edn.). Boca 
Raton, US: CRC Press (2000).

42. Teow, S. Effective dosage of the extract of Ganoderma lucidum in the treatment of various ailments. In Royse (Ed.), Mushroom 
biology and mushroom products (1996). Pennsylvania: Pennsylvania State University.

43. Chen, X. et al. Monitoring of immune responses to a herbal immuno-modulator in patients with advanced colorectal cancer. 
International Immunopharmacology. 6(3), 499–508 (2005).

44. Wachtel-Galor, S., Tomlinson, B. & Benzie, I. F. Ganoderma lucidum (‘ling zhi’), a Chinese medicinal mushroom: biomarker 
responses in a controlled human supplementation study. British Journal of Nutrition. 91(2), 263–269 (2004a).

45. Gao, Y. et al. A randomised, placebo-controlled, multicenter study of Ganoderma lucidum (W.Curt.:Fr) Lloyd 
(Aphyllophoromycetideae) polysaccharides (Ganapoly) in patients with advanced lung cancer. International Journal of Medicinal 
Mushrooms. 5(4), 369–381 (2003).

46. Gao, Y. et al. Effects of water-soluble Ganoderma lucidum polysaccharides on the immune funtions of patients with advanced lung 
cancer. Journal of Medicinal Food. 8(2), 159–168 (2005).

47. Gao, Y. et al. A phase I/II study of a Ganoderma lucidum (Curt.:Fr.) P. Karst. Extract (Ganapoly) in patients with advanced cancer. 
International Journal of Medicinal Mushrooms. 4(3), 207–214 (2002).

48. Gau, J., Lin, C., Lee, S. & Wang, S. The lack of antiplatelet effect of crude extracts form Ganoderma lucidum on HIV-positive 
hemophiliacs. American Journal of Chinese Medicine. 18(3–4), 175–179 (1990).

49. Kwok, Y. et al. A prospective, randomized, double-blind, placebo-controlled study of the platelet and global hemostatic effects of 
Ganoderma lucidum (ling zhi) in healthy volunteers. Anesthesia and Analgesia. 101(2), 423–426 (2005).

50. Tang, W. et al. A randomised, double-blind and placebo-controlled study of a Ganoderma lucidum polysaccharide extract in 
neurasthenia. Journal of Medicinal Food. 8(1), 53–58 (2005).

51. Wicks, S. M. et al. Safety and tolerability of Ganoderma lucidum in healthy subjects: A double-blind randomized placebo-controlled 
trial. American Journal of Chinese Medicine. 35(3), 407–414 (2007).

52. Yuen, M.-F., Ip, P., Ng, W.-K. & Lai, C.-L. Hepatotoxicity due to a formulation of Ganoderma lucidum (ling zhi). Journal of 
Hepatology. 41, 686–687 (2004).

53. National Prescribing Service, National consumer survey 2008: Final report. (2008) Available at: http://www.nps.org.au/about-us/
what-we-do/our-research/complementary-medicines/nps-consumer-survey-cms-use-findings. (Accessed: 31st May 2016).

54. Williamson, M. et al. Information use and needs of complimentary medicine users (2008). (1–78). Sydney: National Precribing 
Service.

55. Grant, S. J., Bin, Y. S., Kiat, H. & Chang, D. H. The use of complementary an alternative medicine by people with cardiovascular 
disease: a systematic review. BMC Public Health. 12, 299 (2012).

56. Kiat, H., Bin, Y. S., Grant, S. & Chang, D. H. Complmentary medicine use in cardiovascular disease: a clinician’s viewpoint. Med J 
Aust. 19, 654–656 (2011).

57. National Institute of Complementary Medicine, Health Economics of Complementary Medicine. (2016) Available at: http://nicm.edu.
au/health_information/health_economics. (Accessed: 31st May 2016).

58. Jadad, A. R. et al. Assessing the quality of reports of randomized clinical trials: Is blinding necessary? Controlled Clinical Trials. 17, 
1–12 (1996).

59. Maher, C. G. et al. Reliability of the PEDro scale for rating quality of randomized controlled trials. Physical Therapy. 83(8), 713–721 
(2003).

60. Higgins, J. P. et al. The Cochrane Collaboration’s tool for assessing risk of bias in randomised trials. British Medical Journal. 343, 
d5928 (2011). doi: 10.1136/bmj.d5928.

61. Hill-Briggs, F., Gary, T. L., Baptiste-Roberts, K. & Brancati, F. L. Thirty-six-item short form outcomes following a randomized 
controlled trial in type 2 diabetes. Diabetes Care. 28(2), 443–444 (2005).

62. Bacchetti, P. Current sample size conventions: flaws, harms, and alternatives. BMC Medicine. 8, 17–17, doi: 10.1186/1741-7015-8-17 
(2010).

http://www.nps.org.au/about-us/what-we-do/our-research/complementary-medicines/nps-consumer-survey-cms-use-findings
http://www.nps.org.au/about-us/what-we-do/our-research/complementary-medicines/nps-consumer-survey-cms-use-findings
http://nicm.edu.au/health_information/health_economics
http://nicm.edu.au/health_information/health_economics


www.nature.com/scientificreports/

1 0Scientific RepoRts | 6:29540 | DOI: 10.1038/srep29540

Acknowledgements
We thank Allife Australia Pty Ltd for providing in-kind trial medications and financial funding. The research 
was sponsored by Allife International Pty Ltd under a contract that denied them involvement in conducting 
the study, and analysing and reporting results. The Cardiac Health Institute, Sydney supported the trial with 
facilities, resources and staff support. The National Institute of Complementary Medicine (NICM) and Western 
Sydney University also provided administrative and in-kind resources to this project. Without these supporting 
organisations this research would not have been possible. Thanks also to the Pathology Department of Sydney 
Adventist Hospital for donation of pathology services.

Author Contributions
N.K. study conceptualisation, planning, data collection, data analysis, and manuscript preparation. H.K. study 
conceptualisation, planning, data collection, and manuscript preparation. A.B. and D.C. study conceptualisation, 
planning, data analysis and manuscript preparation. G.S. manuscript preparation.

Additional Information
Supplementary information accompanies this paper at http://www.nature.com/srep
Competing financial interests: The authors declare no competing financial interests.
How to cite this article: Klupp, N. L. et al. A double-blind, randomised, placebo-controlled trial of Ganoderma 
lucidum for the treatment of cardiovascular risk factors of metabolic syndrome. Sci. Rep. 6, 29540; doi: 10.1038/
srep29540 (2016).

This work is licensed under a Creative Commons Attribution 4.0 International License. The images 
or other third party material in this article are included in the article’s Creative Commons license, 

unless indicated otherwise in the credit line; if the material is not included under the Creative Commons license, 
users will need to obtain permission from the license holder to reproduce the material. To view a copy of this 
license, visit http://creativecommons.org/licenses/by/4.0/

http://www.nature.com/srep
http://creativecommons.org/licenses/by/4.0/

	A double-blind, randomised, placebo-controlled trial of Ganoderma lucidum for the treatment of cardiovascular risk factors of metabolic syndrome
	Introduction
	Methods
	Trial Design
	Participants and Setting
	Interventions
	Randomisation and Blinding
	Outcome Measures
	Sample Size and Statistical Analyses

	Results
	Discussion
	Additional Information
	Acknowledgements
	References



 
    
       
          application/pdf
          
             
                A double-blind, randomised, placebo-controlled trial of Ganoderma lucidum for the treatment of cardiovascular risk factors of metabolic syndrome
            
         
          
             
                srep ,  (2016). doi:10.1038/srep29540
            
         
          
             
                Nerida L. Klupp
                Hosen Kiat
                Alan Bensoussan
                Genevieve Z. Steiner
                Dennis H. Chang
            
         
          doi:10.1038/srep29540
          
             
                Nature Publishing Group
            
         
          
             
                © 2016 Nature Publishing Group
            
         
      
       
          
      
       
          © 2016 Macmillan Publishers Limited
          10.1038/srep29540
          2045-2322
          
          Nature Publishing Group
          
             
                permissions@nature.com
            
         
          
             
                http://dx.doi.org/10.1038/srep29540
            
         
      
       
          
          
          
             
                doi:10.1038/srep29540
            
         
          
             
                srep ,  (2016). doi:10.1038/srep29540
            
         
          
          
      
       
       
          True
      
   




