Problems with Desire and
Arousal in Surgically Menopausal
Women: Advances in Assessment,
Diagnosis and "Treatment

Wulf H. Utian, MD, PhD

}

Vi De'\fre Dfsﬂrder




Introduction

With life expectancy extending well
into the eighth decade, women are now
living longer in the postmenopausal
phase of their lives.'” This demograph-
ic trend is particularly meaningful for
surgically menopausal women, who
may abruptly enter their postmeno-
pausal years long before their expected
natural menopause and decades before
the end of their lifespan. Epidemiologic
data suggest that a substantial number
of women still undergo hysterectomies,
including bilateral oophorectomy,
before they reach natural menopause.’
Oophorectomy may also be performed
in premenopausal women with condi-
tions such as ovarian tumors (including
cancer), estrogen-sensitive breast can-
cer, large ovarian cysts, chronic pelvic
inflammatory disease with or without
abscess, or endometriosis. Prophylactic
ovariectomy may also be a preferred
therapeutic approach in some women at
high risk for breast or ovarian cancers.
However, since the 1970s, the trend has
been to preserve the ovaries whenever
reasonable in young women. Clinical
decisions favoring ovarian preservation
are supported by the low risk of ovarian
cancer in conserved ovaries,* the onset
of menopausal symptoms and side
effects of hormone therapy, the long-
term risks of bilateral oophorectomy,””
and the availability of effective nonsur-
gical therapies for conditions such as
estrogen-dependent cancers and endo-
metriosis.

When medically necessary, removal
of the uterus and ovaries may bring wel-
come relief from symptoms of or con-
cerns about the disorders prompting
surgery. Nonetheless, the sudden, dra-
matic declines in estrogen and androgen
levels after bilateral oophorectomy are
often accompanied by serious symp-
toms, including hot flashes and night
sweats, sleep disruption, vaginal dryness,
and loss of sexual desire; all of which can
have detrimental long-term effects on
health and quality of life. Most physi-
cians routinely prepare women pre-
operatively for the intense physiologic

menopausal symptoms that may occur
following  bilateral
Unfortunately, less attention is typically
paid to the sexual consequences of the

oophorectomy.

surgery. Physicians and patients are
often uncomfortable discussing sexual
function, some physicians have minimal
training in the management of the
potential sexual effects of surgical
menopause, and few treatments have
been available (and no treatments have
been FDA-approved to date) to address
these effects. As a result, the sexual con-
cerns of surgically menopausal women
currently remain under-recognized and
under-treated.

The objective of this article is to pro-
vide a brief overview of sexual problems
in surgically menopausal women, with a
particular focus on low sexual desire,
the most prevalent type of female sexu-
al dysfunction.® It will further provide
practical recommendations on how to
discuss sexual function with patients
before and after surgery, and appropri-
ately address loss of desire that is dis-
tressing to patients.

Sexual Dysfunction in Surgically
Menopausal Women

Women’s sexual response cycle. Advances
have been made in the understanding of
female sexual response, improving the
management of sexual disorders in
women in all stages of life. The tradi-
tional model of female sexual response,
first developed by Masters and John-
son,” described a linear sequence of dis-
creet stages—ie, excitement, followed
by a plateau phase, orgasm, and resolu-
tion. A nonlinear model proposed by

Basson'

more closely reflects the com-
plexity of women’s sexual response. In
the latter model, emotional intimacy is
a motivating factor for sexual activity,
biological and nonbiological factors are
determinants of response, and orgasm is
not a prerequisite for satisfaction.
Desire is frequently absent for women
beginning a sexual experience, whether
initiated by the woman or her partner.
They have many reasons for this,
including wanting to enhance their

emotional intimacy. Once aroused by
deliberate attention to stimuli, desire is
triggered. Readers are strongly advised
to refer to the complete article on this
concept by Basson, who was also the
invited editor of that special issue of
Menopause in November 2004."
Definition and prevalence of hypoactive
sexual desire disorder. Regardless of
progress, female sexual disorders such
as hypoactive sexual desire disorder
(HSDD) remain difficult to define
because of their largely subjective
nature. Although minor differences
exist in recently proposed definitions

53 and refinements

and classifications,
are ongoing,”” HSDD is uniformly
characterized by a persistent or recur-
ring lack of sexual fantasies, thoughts,
and/or desire for or openness to sexual
activity, resulting in personal distress.

The prevalence of sexual dysfunction
such as HSDD has not been well stud-
ied in women after surgical meno-
pause.® Based on findings of studies
from the United Kingdom, Zussman et
al estimated that 30% to 50% of women
experience reduced sexual desire after
bilateral oophorectomy.* In a study
evaluating changes in psychosexual
variables after hysterectomy, approxi-
mately 40% to 50% of women who
were oophorectomized experienced
reduction in libido, regardless of estro-
gen therapy.” The prevalence of re-
duced sexual desire was significantly
greater among women undergoing hys-
terectomy with oophorectomy than in
women undergoing hysterectomy with-
out oophorectomy (P<0.05).

HSDD etiology in surgical menopause.
Hysterectomy with bilateral oophorec-
tomy can have a significant impact on
women’s sexual function. Some women
experience a renewal of sexual interest
and activity postoperatively,'*"” which
may be related to resolution of the con-
dition requiring surgery, or cessation of
menstruation and elimination of the
need for birth control and concerns
about unwanted pregnancy. Rhodes et
al reported postoperative improvement
in low libido, orgasm problems and
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dyspareunia, and increased engagement
in sexual activity."

However, sexual problems may
develop in some women as a result of
the physiologic
changes induced by surgery. Surgical

menopause is associated with dramatic

and psychosocial

decreases in both estrogen and andro-
gen, which may play a role in reducing
sexual desire. Testosterone levels are
reduced by up to half after bilateral
oophorectomy prior to natural meno-
pause.”™® Some cross-sectional studies
have demonstrated a positive correlation
between endogenous testosterone levels
and sexual function parameters in
women, including sexual desire and fre-

2124 whereas

quency of sexual activity,
other studies have not found such a rela-
tionship,”* and the inconsistency in
these results has not yet been explained.
Recent clinical trials of the testosterone
patch provide strong indirect evidence
that testosterone is associated with both
sexual desire and increased response
(arousability) in surgically menopausal
women.”* With the loss of ovarian
function, postoperative estrogen defi-
ciency can cause vaginal atrophy and
decreased vaginal mucus production, as
well as decreased clitoral blood flow and
sensory perception, often resulting in
dyspareunia, and reduced responsivi-
ty.*** The role of low estrogen levels in
sexual desire or arousal is not clear.’
Anatomic changes such as vaginal short-
ening and denervation may also affect
sexual desire and other functional
parameters after hysterectomy.”

In addition to these physiologic fac-
tors, psychogenic and relationship fac-
tors frequently contribute to sexual
dysfunction after hysterectomy with bi-
lateral oophorectomy. Changes in a
woman’s self-perception, self-confidence
and self-worth following the loss of her
reproductive organs can have a dramat-
ic impact on sexual interest and respon-
siveness. These developments can cause
tension in relationships, which may be
compounded by partners’ lack of sup-
port, empathy or sensitivity.

Consequences of HSDD. Research is
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Table 1.

Recommendations for Discussing Sex with Patients*+*®

* Request the patient's permission to discuss sexual issues

* Reassure patients about confidentiality

+ Convey concern about sexual wellness

Be relaxed, confident and comfortable

Be understanding and a sympathetic listener

+ Offer encouragement and positive feedback

medical jargon

Avoid bias and refrain from being judgmental

orientation

Speak to both partners whenever possible

needed to further assess the impact of
sexual dysfunction on surgically meno-
pausal women’s lives, although studies
conducted to date suggest that sexual
problems such as HSDD may be detri-
mental to well-being and quality of life.
Among women surveyed in the National
Health and Social Life Survey, low sexu-
al desire was strongly correlated with low
feelings of physical and emotional satis-
faction and low general happiness.® In a
cross-sectional population study con-
ducted in the United Kingdom, associa-
tions were found between female sexual
problems and psychosocial outcomes,
including anxiety and depression, and
marital difficulties.

In the Women’s International Study of
Health and Sexuality (WISHeS), which
included 2,050 women in the United
States, distress related to this symptom
was reported by 66% of 20- to 49-year-
old surgically menopausal women with
low sexual desire, and 44% of such
women aged 50 to 70 years. Women
with low sexual desire also reported less
frequent engagement in sexual activity
and less sexual pleasure or enjoyment.*

Establishing a Dialogue about

Sexual Function

Identification of sexual problems should
be routine in the care of women who
plan to or have undergone hysterecto-
my with bilateral oophorectomy. Estab-

Consider optimal timing of discussion during office visit (eg, before patient has disrobed)

Start discussion with “easy;’ less sensitive questions to build confidence and trust

Use sexual and non-sexual terminology familiar to the patient; avoid technical language and

Consider the patient's individual ethnic, cultural, religious and personal background, and sexual

lishing open communication is essential
to the prompt recognition and effective
treatment of HSDD, but discussing sex
is often challenging for both patients
and physicians. According to a survey of
500 Americans aged 25 years and older,
68% of men and women were afraid
that raising concerns about sexual prob-
lems would embarrass their physicians,
and 71% suspected that their physicians
might dismiss the concerns.” Common
barriers to effective dialogue for physi-
cians include minimal training in
female sexual health, fear of embarrass-
ing or offending patients, time limita-
tions due to office schedules, and lack of
FDA-approved

Physicians’ training has generally been

treatment options.
focused on biological influences and
less on psychosocial-cultural factors.
Patients may be more likely to
report sexual problems and feel com-
fortable talking about them if their
physicians initiate and lead the discus-
sions in a relaxed, non-threatening
manner. The suggestions provided in
Table 1 may help create an atmosphere
that is more conducive to communica-
tion.** However, the most critical step
is initiating the dialogue about sexual
activity and related concerns, which
sends the message to patients that it is
appropriate to talk about these topics
with their physicians.
(continued on page 15)



Problems with Desire and Arousal in
Surgically Menopausal Women
(continued from page 12)

Preoperative Consultation
Oophorectomy is increasingly recog-
nized as an unnecessary procedure in
women undergoing hysterectomy for
reasons other than cancer, particularly
in younger women, who are years
removed from natural menopause and
have a very low risk of ovarian cancer.*
Women with healthy ovaries scheduled
for hysterectomy need to be well
informed of the advantages and disad-
vantages of ovarian excision. Adequate
information should be provided regard-
ing the vital contributions of the ovaries
to their future health, the short- and
long-term risks associated with bilateral
oophorectomy, and alternative treat-
ment options.

If ovariectomy is medically necessary
or preferred, patients will require a
detailed description of the physiologic
changes that occur postoperatively and
their potential consequences, including
reduced sexual desire. Preoperative
education is needed on female anatomy
and sexual function as well as surgical
menopause and its potential impact on
emotional, psychosocial and sexual
well-being. In-office consultation prior
to surgery provides an excellent oppor-
tunity to initiate discussion of sexual
issues, and allows patients to gain a real-
istic perspective on the benefits and
risks of the surgery, and the ability to
make educated decisions about manage-
ment of potential complications.

Physicians may suggest that a
woman invite her partner to attend pre-
operative counseling sessions. Partner
participation may provide additional
insight into the patient’s relationship
experience, identify and address poten-
tial problems in partner attitudes, val-
ues or behaviors, and encourage a sup-
portive environment for patients post-
surgery. Physicians may also rely on
other healthcare providers (eg, nurse
practitioners, pharmacists, social work-
ers, psychosocial counselors) to offer

support and assistance to patients
before surgery.

In addition to talking about sexual
health, physicians may recommend
educational resources—such as bro-
chures, books, or Web sites—that
address surgical menopause and sexual
disorders in women. This process may
call for physicians to enhance their own
knowledge of the fundamentals of sexu-
al functioning through research or par-
ticipation in professional educational
seminars.

Postoperative Assessment

Initial questioning. To allow early
recognition of sexual disorders, physi-
cians should ask patients about their
sexual function during all postopera-
tive follow-up visits. Physicians may
preface their initial questions with a
statement about the sexual problems
associated with surgical menopause,
such as “Some women experience loss
of sexual desire or the ability to
become subjectively excited, or a loss
of pleasure, and may become less sexu-
ally active after hysterectomy.” A sim-

Table 2.

ple checklist of questions may include:

* Before your surgery, did you enjoy a
good, satisfying sex life?

* Are you currently sexually active?

* Since your surgery, have you experi-
enced any reduction in your level of
sexual desire?

* If you have experienced a loss of
desire, is it distressing to you?

* Would you like to discuss this or any
other sexual difficulties?

Initial questioning about sexual func-
tion is best accomplished during face-
to-face interviews with the patient.
Although patient-completed question-
naires, such as the Female Sexual Func-
tion Index,” should not replace direct
interaction between physician and
patient, they may be of value in provid-
ing further information. Additional
diagnostic tools for HSDD are in devel-
opment for use in clinical practice.

History taking. Thorough assessment
of suspected HSDD requires a detailed
sexual, medical, psychological and psy-
chosocial history. Although hormonal
depletion due to ovarian loss is a common

Medications that May Affect Sexual Desire*

Cardiovascular medications

* Antilipid agents

* Beta-blockers
* Clonidine

* Digoxin

* Spironolactone

Hormonal medications * Danazol
* Estrogen therapy

* GnRH agonists

Psychoactive medications * Antipsychotics
* Barbiturates
* Benzodiazepines

* Lithium

* Selective serotonin reuptake inhibitors

» Tricyclic antidepressants

Other * Corticosteroids

* Histamine Hy-receptor blockers and promotility

medications
* Indomethacin
* Ketoconazole
* Phenytoin sodium
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cause of HSDD after oophorectomy,
other contributing factors should also
be carefully investigated. The etiology
of low sexual desire is frequently multi-
factorial, such that the presence of
organic factors does not preclude a role
for psychogenic or relationship factors.

"To establish the patient’s sexual his-
tory, further questioning is needed on a
wide range of sexual topics, including
childhood/adolescent
past experiences, nature and duration
of problems, and current functioning
and practices. It is important in women

development,

with symptoms of low sexual desire to
determine if the problem is lifelong or
acquired, and situational or general-
ized, to help distinguish between
organic and psychological factors.
Clarification of these sexual issues will
help physicians confirm a diagnosis,
select appropriate treatment, and
determine the need for referral.

Comorbid illnesses and concurrent
medications that can affect sexual desire
and function should also be identified
and addressed during the follow-up
office visit. Common medical condi-
tions, such as cardiovascular disease,
hyperlipidemia, diabetes, thyroid disor-
ders and anemia, may contribute to sex-
ual problems. Hormonal causes for
HSDD may be more likely in women
who have chronic illnesses or receive
treatments that suppress adrenal func-
tion. Medications that may influence
sexual desire include cardiovascular and
antihypertensive medications, hormon-
al agents and psychoactive medications
(Table 2, page 15).%

Psychological disorders such as
depression and anxiety should be inves-
tigated as they can play a role in post-
operative loss of sexual desire. In
women with depression who are receiv-
ing antidepressants, the physician may
have difficulty differentiating the ad-
verse sexual effects related to the mood
disorder from those related to anti-
depressant medication. Coping with
severe menopausal symptoms after hys-
terectomy with bilateral oophorectomy
may increase the risk of depressed
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mood in untreated women.” Selective
serotonin receptor inhibitors (SSRIs)
and other antidepressants are increas-
ingly used to treat mood disorders and
menopausal symptoms in women not
receiving hormone therapy. Studies
have reported a reduction in hot flashes
of 50% or more with paroxetine or flu-
oxetine treatment.’>”! However, antide-
pressant medications, including SSRIs,
may be associated with a number of sex-
ual side effects, including low sexual
desire,”>" which may compromise their
benefits in menopausal patients.

A comprehensive psychosocial his-
tory is a critical aspect of the assess-
ment of HSDD in surgically meno-
pausal women. Questions may focus
on current stresses, such as financial or
family concerns; historical events, such
as abuse or trauma; and intrapersonal
conflicts, such as religious/moral
beliefs and social limitations. The
physician should also inquire about
partner relationships (for example,
“does the couple create a sexual scene
that is private, erotic and unhurried?”)
and evaluate the role of relationship
distress or conflict, differences be-
tween patient and partner in needs,
function or practices, and problems
with communication or technique.
Finally, it is important to assess the
impact of the patient’s sexual dys-
function on her psychological and
emotional well-being, interpersonal
relationships and occupational per-
formance. Information about personal
distress related to symptoms of sexual
dysfunction will help establish a diag-
nosis.'""

Physical examination. In most surgical-
ly menopausal women, findings from a
physical examination are not likely to
determine the specific cause of HSDD
but may corroborate those of the
sexual and medical history. However, a
focused examination should be per-
formed in all patients with suspected dys-
function, including screening for comor-
bid conditions that may contribute to
HSDD. The physician should investigate
any signs of abuse that are evident on

physical examination. A gynecologic
examination is usually warranted, focus-
ing on potential signs of vaginal atrophy
or infection, vulvodynia, deep tender-
ness, or complications of surgery.

Laboratory testing. 'The basic bio-
chemical tests conducted in surgically
menopausal women presenting with a
loss of sexual desire depend on the indi-
vidual patient’s history and the physi-
cian’s clinical judgment. A work-up
including cholesterol and lipids, fasting
glucose and thyroid function is general-
ly recommended.

In oophorectomized women, physi-
cians can anticipate that testosterone
levels are low relative to premeno-
pausal levels, with reductions of 40%
to 50% demonstrated postoperative-
ly,
testosterone for diagnostic purposes

20 suggesting that measurement of

may not be necessary. Moreover, labo-
ratory analysis of testosterone levels is
controversial. Circulating testosterone
levels have not been consistently cor-
related with sexual activity in women
and may be of limited value as an indi-
cator of tissue testosterone concentra-
tion or action.”* Even highly sensitive
assays for free testosterone do not pro-
vide a good measure of the amount or
activity of this hormone at the tissue or
cellular level. In the absence of more
accurate assays for women, clinical
signs and symptoms of testosterone
deficiency should remain the basis of
diagnosis.

When to Refer

Most sexual problems, including HSDD,
in surgically menopausal women can be
effectively managed in the primary care
or Ob/Gyn setting. However, the pri-
mary care physician may consider refer-
ral for management, consultation, or
follow-up care depending on a number
of patient- and partner-related criteria
(Table 3, page 17). Physician limitations,
including a lack of comfort with sexual
problems, personal bias, or insufficient
expertise, are also indications for refer-
ral to a specialist or colleague. Finally,
specialist availability and insurance cov-



Table 3.
Indications for Referral

Patient request

» Complex sexual disorder or multiple
sexual dysfunctions

» Complex comorbid or etiologic conditions
(eg, endocrinopathies, vascular and
neurological disorders)

Indeterminate etiology

Treatment failure

Psychiatric disorder

Partner sexual dysfunction

Relationship problems

erage are factors that may impact the
decision to refer.

A number of medical professionals
may provide support for patients with
HSDD or other sexual problems,
including gynecologists, psychiatrists or
psychologists, marriage/relationship coun-
selors, and sex therapists. When physi-
cians choose to refer, they need to reas-
sure patients that their care will be a
collaborative effort among professionals.
It may be helpful to discuss the potential-
ly multifactorial nature of HSDD, which
provides a strong rationale for taking an
integrated approach to care.

Management of HSDD in
Surgical Menopause
A diagnosis of HSDD may be consid-
ered in surgically menopausal women
who experience “absent or diminished
feelings of sexual interest or desire,
absent sexual thoughts or fantasies, and
a lack of responsive desire” and are
bothered by these symptoms."” After
diagnostic work-up, all suspected etio-
logic conditions and possible treatment
options should be discussed in detail
with patients (Figure). The decision to
initiate treatment should be individual-
ized, with patients being completely
informed of associated risks and bene-
fits. A treatment plan that fails to
address all causes can compromise
treatment success. Professional coun-
seling may provide critical support for
patients and their partners during and
after this decision-making process.
Estrogen therapy is usually recom-
mended, absent any contraindication,
for women who have undergone hys-
terectomy plus oophorectomy while of
reproductive age for symptom manage-
ment or preventive indications. Estro-
gen therapy can help preserve sexual
function by improving vaginal health.

Preoperative
counseling/education

|:| | Postoperative evaluation |

)

| Recommend/initiate/adjust estrogen therapy |

| Initial questioning about sexual health |

—

| Patient complains of low sexual desire |

+ Sexual history

* Medical history

| HSDD assessment

* Psychosocial history
* Physical exam

| OO0

* Laboratory testing

Diagnosis of HSDD
(ie, low sexual desire, personal distress)

(as needed)

| Assess need for professional counseling |

SR

| Nonhormonal cause(s)

oo |

Insufficient testosterone

Treat and/or refer for treatment
of other causes

*Not all currently available testosterone
ies have been evaluated in
clinical trials or approved for use in
surgically menopausal women with HSDD. O

Recommend/initiate
testosterone therapy* in women
receiving estrogen therapy

Monitor response and
adverse effects at 3 mo

Assess general and sexual health status and need for
professional counseling

Figure. Assessment and management algorithm for HSDD in surgically menopausal women

Table 4.
Goals of Patient Follow-up*

* Maintain communication between
physician and patient

Continue education and support for
patients and partners

Monitor changes in sexual function and
overall health

Assess psychosocial function

Address problems or concerns about
treatment (eg, dosing/administration, lack
of efficacy, and adverse effects)

* Reassess need for referral

Depending upon the initial indication,
alternative therapies may be suggested
for women who do not wish to take
estrogens, including dietary supple-
ments, exercise regimens, and stress
management strategies.

"Testosterone therapy is sometimes
considered in surgically menopausal
women with HSDD. None of the cur-
rently available testosterone formula-
tions has been investigated in controlled
clinical studies for the treatment for
HSDD in surgically menopausal women
or has received approval from the FDA
for this problem. Nonetheless, there is
off-label use of methyl testosterone with
estrogen (Estratest), although we are
unable to measure the activity of methyl
testosterone on the androgen receptor.
Some male approved products are used
in women in about one-eighth of the
approved dose. A testosterone patch has
been developed for use in women with
HSDD as a result of surgical meno-
pause, providing bioidentical testos-
terone at a gender-appropriate andro-
gen dose level. This formulation is still
undergoing clinical trials in surgically
menopausal women with HSDD as well
as in women with an intact uterus. Phase
IT and phase III trial data reported to
date demonstrate significant improve-
ments in sexual function outcomes,
including sexual desire and activity, and
decreases in personal distress with the
testosterone patch in surgically meno-
pausal women with HSDD who were

(continued on page 21)
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Problems with Desire and Arousal in
Surgically Menopausal Women
(continued from page 17)
receiving estrogen therapy.”*
Regardless of the treatment plan,
good follow-up care will help ensure
the best possible outcome (Table 4, page
17). The need for professional counsel-
ing, including psychosocial and/or sex
therapy, should be routinely assessed
throughout follow-up. Careful attention
should be directed to
response and adverse effects that may

treatment

require selection of substitute or adjunct
therapies or modification of existing
treatment. Emerging testosterone prod-
ucts are being developed and evaluated
in women and may become the pre-
ferred treatment of low sexual desire in
surgically menopausal women. Male
testosterone products are not recom-
mended because of the risk of supra-
physiologic concentrations and viriliza-
tion effects. Measuring testosterone
levels to avoid adverse events may be
problematic because of the limitations
of currently available testosterone
assays. If prescribing testosterone, physi-
cians should monitor changes in skin
and hair and other potential androgenic
effects, which may occur gradually.
Lipid and/or glucose testing in women
treated with testosterone is discre-
tionary. It is important to note that no
long-term safety and efficacy data are
currently available on the use of testos-
terone therapy in female sexual dysfunc-
tion. In women receiving estrogen ther-
apy, ongoing discussions of the benefits
and risks of ongoing hormone treatment
are also needed.

Conclusions

Over the past two to three decades,
clinical decision-making regarding
ovarian conservation with hysterectomy
has undergone a marked shift. Removal
of the ovaries from premenopausal
women is currently avoided unless
medically indicated. When the ovaries
are excised, education and counseling

regarding postoperative sequelae and

their appropriate management are criti-
cal. In addition to the well-character-
ized somatic symptoms of menopause,
sexual dysfunction such as low sexual
desire may occur in oophorectomized
women."" Loss of sexual desire in sur-
gically menopausal women can cause
considerable concern and a diminished
quality of life."# Physicians are encour-
aged to take a proactive approach to the
identification and management of sexu-
al problems such as HSDD through
discussion with their patients. A thor-
ough sexual, medical, psychological,
and psychosocial history is warranted
when sexual dysfunction is suspected
based on initial questioning.

The etiology of HSDD is often mul-
tifactorial, but depletion of testosterone
levels may be a common contributor to
loss of desire postoperatively. Testos-
terone patch therapy has been shown to
significantly increase sexual desire and
activity scores in controlled clinical tri-
als in surgically menopausal women
with HSDD receiving concomitant
estrogen. Additional studies are needed
to define the long-term safety and effi-
cacy profiles of individual testosterone
formulations in this population. With
the impending availability of new thera-
pies for HSDD in surgically menopausal
women, physicians are encouraged to
carefully review existing and emerging
clinical trial data to help ensure the
appropriate use of these therapies in the
office practice setting. m
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