ISPOG Educational Modules: Sexology and Sexual Dysfunction
Topic: Supplemental use of androgens in women
Overview:

This case discusses the use of supplemental testosterone for the purpose of treating low libido/ sexual dysfunction.  The objective of the case is to demonstrate when such treatment may be indicated, and what are the considerations and risks associated with its use.

Case:

A 48 year-old woman complains of being unhappy with her sexual relationship.  She has been married for 20 years to a male partner, and had a satisfying sexual relationship in the past.  She has experienced some decrease in sexual desire for the past ten years, with a gradual decrease in spontaneous sexual thought or fantasy.  Four years ago, she underwent a laparoscopic hysterectomy with the removal of both ovaries due to endometriosis and pain.  Since then she has had absent sexual thought, as well as decreased sexual arousal and difficulty achieving orgasm.  She has used a systemic estrogen supplement since then, which has relieved her vasomotor symptoms and improved vaginal dryness, but has not helped her sexual complaints.
Who is a candidate for androgen supplementation?

There is no good evidence for an absolute level of testosterone deficiency in women, and there is no role for measuring testosterone levels to determine if androgen supplementation is appropriate.  However, there is strong evidence to support the use of supplemental testosterone in women who complain of low sexual desire following surgical menopause, particularly if they are already given supplemental estrogen.  

Women for whom the onset of sexual dysfunction is proximate to the loss of hormonal function (eg surgery, radiation, etc) are most likely to benefit from hormonal supplementation.  In this woman with some decrease in sexual function even before her surgery, there are likely other issues at play (see below).

How should androgens be supplemented?

Most of the data that supports the use of supplemental androgen recommends a transdermal approach.  300 mcg of testosterone delivered daily as a transdermal patch has been recommended, though this is not globally available, and an equivalent dose in cream form may be compounded.  Favorable results have also been reported for a subcutaneous pellet of 50 or 75 mg testosterone given at 4 to 6 month intervals, though this may elevate serum levels above the physiological norm.  


Oral DHEA has not been shown to be effective in treatment of sexual dysfunction, but newer studies suggest that vaginal treatment with DHEA may improve desire as well as vaginal atrophy.  
What are the risks to androgen supplementation?


The most common side effect of testosterone supplementation is unwanted hair growth, reported in 3-20% of those treated.  Acne is also common.  Changes in lipoproteins that may increase the risk of cardiovascular disease have been seen in women given oral preparations.  The long term effects of supplemental testosterone on rates of heart disease and breast cancer are not known.  

It would be advisable to restrict use for the shortest time to achieve treatment goals, and consider monitoring lipid measurements and liver function tests in women who take androgen supplements.

Patient-centered approach:

It is very important to take a thorough medical, social and sexual history to identify causes of sexual dysfunction and rule out other reasons for her complaint.  There are many factors that may contribute to sexual dysfunction, and sexual health may be disturbed by medical conditions and medications, relationship issues, other life stressors, depression, and substance abuse, to name a few.   Before any consideration is given to prescribing androgens for this patient, she should be asked about:
· Her relationship with her spouse

· Potential stressors such as work, children, family

· Symptoms of mental health disorders

· Alcohol and illicit substance use

· Other gynecological symptoms, and presence of sexual pain
· Other medical conditions and medication use
Sociocultural considerations:

Sexuality is a topic that is more freely discussed in some cultures than others.  Many women are reluctant to bring up sexual dysfunction, even when they would like to discuss a problem.  Conversely, some women with low sexual desire do not consider it a problem at all, and it might be important to clarify whether the woman is personally seeking out treatment or only doing so on behalf of her partner who perceives a problem due to a discrepancy in their levels of sexual desire.
Another point for the international community is that supplemental androgens are not always available to prescribe for women.  In many European countries, testosterone is available to prescribe in transdermal or intramuscular forms.  In other countries, there is no pharmaceutical preparation approved for women, and supplements must be compounded or specially prepared.  Caution must be exercised to ensure that dosing is appropriate and not excessive.

Key points:

· Decrease in sexual desire is multifactorial and not always amenable to pharmaceutical intervention
· In well-selected women, androgen supplements have been shown to be effective in improving low sexual desire

· At physiological doses, such medications are safe in short term studies, but little data exist for long term safety
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