
ture in the waiting room or exam room. 
Initiate a standard dialogue to help ensure 
that ashamed, fearful or otherwise hesitant 
women will not be overlooked because of 
their reluctance to ask questions or report 
problems. 

Ask about sexual satisfaction when deter-
mining differentials for fatigue, depression 
or anxiety, since these might coexist or be 
causative stressors in patients with low 
libido. All postmenopausal women are at 
high risk for sexual dysfunction and can 
benefit from regular assessments of sexual 
satisfaction. 
Diagnosing Low Libido

All postmenopausal women should 
complete a sexual health assessment tool 
at annual screening appointments. These 
results establish a baseline and help deter-
mine the efficacy of any treatment regi-
men.2

 

Once low libido has been identified, an 
attempt to discover a biological basis for 
dysfunction might include diagnostic test-
ing. Remember, however, that a decreased 
androgen level is an expected finding in 
postmenopausal women. Discovering this 
may not enhance the plan of care and will 
certainly add to patient expense. Specific 
guidelines for the diagnosis of sexual dys-
function have not been developed, but 
research indicates that no single androgen 
level is predictive of low libido, making 
such tests inappropriate.1,10,22

Diagnostic tests can rule out comorbidi-
ties, such as thyroid dysfunction, cardiovas-
cular disease and diabetes. Thyroid-stim-
ulating hormone, complete blood count, 
liver function tests and lipid profile may 
prove helpful in ruling out an organic eti-
ology, and they are recommended before 
initiating any therapies.14 The most impor-
tant part of diagnosis is determining which 
factors — in addition to the expected hor-
mone deficiencies — are present. 

In summary, the diagnosis of low libido 
is best made based on subjective informa-
tion. Diagnostic testing is useful only for 
ruling out a comorbidity that may require 
attention. Sexual health assessment tools 
can be helpful in determining the presence 
of dysfunction and the efficacy of therapy.
Treatment of Low Libido 

Treatment choice (Table 3) varies 
depending on the age of the patient and 
whether menopause has occurred naturally 
or as a result of surgery. It is vital that both 
you and your patient understand that suc-
cess takes time — and that reevaluation 
will be necessary. 
Prescription Treatments

Some biological causes of low libido 
can be addressed with hormone replace-

ment.23 Estrogen and its derivatives have 
been used to treat menopausal symptoms 
for more than 40 years.23 Estrogen-only 
hormone therapy (HT) has been the sub-
ject of intense research in recent years, and 
women who have an intact uterus should 
not take unopposed estrogen therapy due 
to the risk of endometrial hypertrophy or 
malignancy.23,24 Instead, they should take 
only estrogen-progestin combinations. 

One aspect of oral estrogen therapy 
that significantly affects sexual health is its 
apparent effect on sex hormone-binding 
globulin (SHBG). Oral estrogens increase 
SHBG levels, which then decrease the 
bioavailability of sex steroids such as tes-
tosterone.23,25 Postmenopausal patients 
who report decreased libido and take oral 
estrogens might benefit from a change in 
delivery method. Switching to a topical 
or transdermal method may improve libi-
do symptoms.23 One choice is an estra-
diol gel (Estrogel), which is recommended 
for women without an intact uterus.26 To 
treat low libido, 1.25 g estradiol gel should 
be applied topically to the arm each day. 
Estrogen is available orally (Premarin, 
Estrace), transdermally (Vivelle, Estraderm), 
topically (Vagifem) or as a vaginally insert-
ed ring (Femring).24

A transdermal methyltestosterone patch, 
Intrinsa, came close to market approval 
in 2004 but was rejected by the FDA due 
to concerns about the long-term safety 
of topical methyltestosterone.27,28 Several 
significant studies showed that this 300 
mcg/day testosterone patch increased sex-
ual desire and frequency of sexual activity, 
was well tolerated and presented few side 
effects.27,28

The North American Menopause 
Society’s (NAMS) position statement about 
testosterone therapy in postmenopaus-
al women clearly states that transdermal 
patches and topical gels or creams are pre-
ferred over oral products because of first-
pass effects.10

 This recommendation is for 
all postmenopausal women. NAMS adds 
that oral testosterone is generally not well 
absorbed and does not result in measurable 
blood levels of the hormone.10 Androgen 

replacement therapies now in clinical tri-
als include two metered-gel products for 
transdermal delivery, a 0.5% testoster-
one gel created by Cellegy (Tostrelle) and 
another created by BioSante and Antares 
(LibiGel).29

 

Solvay Pharmaceuticals is pursuing 
approval of 1% testosterone gel (Androgel) 
for the treatment of low libido.29 No oral 
testosterone medications for women are 
being investigated in the United States 
at this time. In Canada, testosterone 
undecanoate (Andriol), a medication for 
male androgen deficiency, is often used.10

 

Available as off-label alternatives in the 
United States are oral methyltestosterone 
(Android, Oreton, Testred), transdermal 
testosterone (Testoderm, Androderm), 
and topical propionate cream and gel 
(Androgel). These have FDA indications 
for men only at this time.24

 Administration 
routes under investigation for women 
include subcutaneous, intramuscular, sub-
lingual, buccal and transdermal.10

Therapies that combine estrogens and 
androgens are available by prescription in 
oral and topical forms. Tablets of 1.25 mg 
esterified estrogen with 2.5 mg methyltes-
tosterone (Estratest) and 0.625 mg esteri-
fied estrogen with 1.25 mg methyltestoster-
one (Estratest HS) are available. This is the 
only FDA-approved testosterone product 
for women and is indicated for moder-
ate to severe vasomotor symptoms associ-
ated with menopause. It is often used off  
label to treat sexual desire disorders.10,23,30 
Research shows that adding testosterone 
to combined esterified estrogen decreases 
SHBG levels, yielding increased concentra-
tions of bioavailable free testosterone. This 
has been linked to an increase in female 
sexual desire.14,30 

It is important to inform patients that 
most androgen replacement therapy has 
not been approved for use in women. Most 
of the available data are based on short-
term, limited studies.14

 

Tibolone (Livial), a synthetic steroid 
developed by Organon that has estrogenic, 
androgenic and progestagenic properties, 
has been available in Europe for 20 years 
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Table 2 

Questions to Ask All Postmenopausal Women During Routine Exams
• Are you in a relationship?

• Are you sexually active?

• Are you satisfied with your sex life?

• Do you have any physical problems that you believe prevent you from enjoying sexual activity?

• Do you have any problems with vaginal dryness or pain during sexual activity?


