TREATMENT

Female Sexual Dysfunction

ORAL AGENTS
The efficacy of PDE-5i in FDS has been a marked disappointment in
light of the proposed role of nitric oxide–dependent physiology in
the normal female sexual response. The use of PDE-5i for FSD should
be discouraged pending proof that it is effective.
CLITORAL VACUUM DEVICE
In patients with arousal and orgasmic difficulties, the option of using
a clitoral vacuum device may be explored. This handheld batteryoperated device has a small soft plastic cup that applies a vacuum
over the stimulated clitoris. This causes increased cavernosal blood
flow, engorgement, and vaginal lubrication.
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Hirsutism
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Hirsutism, which is defined as androgen-dependent excessive malepattern hair growth, affects approximately 10% of women. Hirsutism
is most often idiopathic or the consequence of androgen excess associated with the polycystic ovarian syndrome (PCOS). Less frequently, it
may result from adrenal androgen overproduction as occurs in nonclassic congenital adrenal hyperplasia (CAH) (Table 68-1). Rarely, it
is a sign of a serious underlying condition. Cutaneous manifestations
commonly associated with hirsutism include acne and male-pattern
balding (androgenic alopecia). Virilization refers to a condition
in which androgen levels are sufficiently high to cause additional
signs and symptoms, such as deepening of the voice, breast atrophy,
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HORMONAL THERAPY
In postmenopausal women, estrogen replacement therapy may
be helpful in treating vaginal atrophy, decreasing coital pain, and
improving clitoral sensitivity (Chap. 413). Estrogen replacement
in the form of local cream is the preferred method, as it avoids systemic side effects. Androgen levels in women decline substantially
before menopause. However, low levels of testosterone or DHEA
are not effective predictors of a positive therapeutic outcome with
androgen therapy. The widespread use of exogenous androgens
is not supported by the literature except in select circumstances
(premature ovarian failure or menopausal states) and in secondary
arousal disorders.

Gonadal hyperandrogenism
Ovarian hyperandrogenism
Polycystic ovary syndrome/functional ovarian hyperandrogenism
Ovarian steroidogenic blocks
Syndromes of extreme insulin resistance (e.g., lipodystrophy)
Ovarian neoplasms
Adrenal hyperandrogenism
Premature adrenarche
Functional adrenal hyperandrogenism
Congenital adrenal hyperplasia (nonclassic and classic)
Abnormal cortisol action/metabolism
Adrenal neoplasms
Other endocrine disorders
Cushing’s syndrome
Hyperprolactinemia
Acromegaly
Peripheral androgen overproduction
Obesity
Idiopathic
Pregnancy-related hyperandrogenism
Hyperreactio luteinalis
Thecoma of pregnancy
Drugs
Androgens
Oral contraceptives containing androgenic progestins
Minoxidil
Phenytoin
Diazoxide
Cyclosporine
True hermaphroditism
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CHAPTER 68

GENERAL
An open discussion with the patient is important as couples may
need to be educated about normal anatomy and physiologic
responses, including the role of orgasm, in sexual encounters.
Physiologic changes associated with aging and/or disease should be
explained. Couples may need to be reminded that clitoral stimulation rather than coital intromission may be more beneficial.
Behavioral modification and nonpharmacologic therapies should
be a first step. Patient and partner counseling may improve communication and relationship strains. Lifestyle changes involving known
risk factors can be an important part of the treatment process.
Emphasis on maximizing physical health and avoiding lifestyles
(e.g., smoking, alcohol abuse) and medications likely to produce FSD
is important (Table 67-4). The use of topical lubricants may address
complaints of dyspareunia and dryness. Contributing medications
such as antidepressants may need to be altered, including the use
of medications with less impact on sexual function, dose reduction,
medication switching, or drug holidays.

TABLE 68-1 Causes of Hirsutism

increased muscle bulk, clitoromegaly, and increased libido; virilization is an ominous sign that suggests the possibility of an ovarian or
adrenal neoplasm.
HAIR FOLLICLE GROWTH AND DIFFERENTIATION
Hair can be categorized as either vellus (fine, soft, and not pigmented)
or terminal (long, coarse, and pigmented). The number of hair follicles
does not change over an individual’s lifetime, but the follicle size and
type of hair can change in response to numerous factors, particularly
androgens. Androgens are necessary for terminal hair and sebaceous
gland development and mediate differentiation of pilosebaceous units
(PSUs) into either a terminal hair follicle or a sebaceous gland. In the
former case, androgens transform the vellus hair into a terminal hair;
in the latter case, the sebaceous component proliferates and the hair
remains vellus.
There are three phases in the cycle of hair growth: (1) anagen
(growth phase), (2) catagen (involution phase), and (3) telogen (rest
phase). Depending on the body site, hormonal regulation may play an
important role in the hair growth cycle. For example, the eyebrows,
eyelashes, and vellus hairs are androgen-insensitive, whereas the axillary and pubic areas are sensitive to low levels of androgens. Hair
growth on the face, chest, upper abdomen, and back requires higher
levels of androgens and is therefore more characteristic of the pattern
typically seen in men. Androgen excess in women leads to increased
hair growth in most androgen-sensitive sites except in the scalp region,
where hair loss occurs because androgens cause scalp hairs to spend
less time in the anagen phase.
Although androgen excess underlies most cases of hirsutism, there is
only a modest correlation between androgen levels and the quantity of
hair growth. This is due to the fact that hair growth from the follicle also
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