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Androgen Therapy in Women
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Looking Back and Looking Ahead
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Abstract
In women, androgens not only serve as precursors for biosynthesis of estrogens but also exert a critical physi-
ological role in sexual function, bone health, mood, behavior, and cognition. Despite research in the 1940s estab-
lishing the physiological role of testosterone (T) in women’s health and the substantial benefits of T therapy (TTh)
in women, the use of TTh in women today is rare, with little awareness of its value and safety within the medical
community. We have identified several factors that have contributed to this situation, including: The rationale
and use of androgens in women is not taught in medical schools; residual fear from the Women’s Health Initia-
tive study that sex hormones are associated with increased breast cancer risk; and absence of regulatory-
approved T products for women in most parts of the world, except Australia. Although concerns regarding
the efficacy and safety of TTh in women with sexual dysfunction have been appropriately addressed in random-
ized, placebo-controlled, studies TTh in women is prescribed by only a small percentage of physicians, and
women who choose this treatment must use products intended for men as off-label treatment or find products
via compounding pharmacies. Looking forward, we envision the possibility within the near future of symptom-
atic women with T insufficiency finding sympathetic health care providers who will recognize and appropriately
treat their condition without negative judgment, allowing these women to experience the health and well-being
associated with robust T levels. For this vision to occur, it will require education in medical school and postgrad-
uate training, and broader acceptance of the science of TTh in women, noting its benefits and excellent safety
profile.
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Introduction
It is commonly believed that medical science moves
forward inexorably, with researchers and clinicians
constantly on the lookout for novel and useful treat-
ments for various conditions afflicting humankind.
Regrettably, our experience over many decades fails
to support this notion. We have been dismayed by
the failure of the medical community to recognize
and embrace the use of testosterone (T) therapy (TTh)
in women with T insufficiency and sexual dysfunction,
despite remarkably powerful evidence of its benefits
and safety dating back to the 1940s.

More than 80 years later, the use of TTh in women is
rare, and there are no Food and Drug Administration
(FDA)-approved T formulations indicated for use in
women in the United States. Recently, a topical T for-
mulation ‘‘Androphile’’ has been approved for use in
women with hypoactive sexual desire disorder (HSDD)
by the Australian Therapeutic Goods Administration
and has been available in pharmacies across Australia
since April 2021. We are not aware of any other testo-
sterone products for women approved by regulatory
agencies in any other countries.

Here, we provide a historical perspective and review
key studies from the past demonstrating the impor-
tance of TTh in women, discuss events that have neg-
atively impacted adoption of this valuable therapeutic
treatment, and consider how greater awareness of the
value of TTh in women will improve the health and
well-being of women across the world.

An Historical Perspective on TTh in Women
with Sexual Dysfunction
In 1947, Carter et al.1 wrote: ‘‘For approximately a
decade androgen have been utilized as therapeutic
agents in women. The too rigid early concept of an-
drogens as male hormones seemed at first to lend
merely an academic interest to their application for
women; but with the growing awareness that they
were capable of profoundly altering the sexual physi-
ology of women their potential value as therapeutic
agents began to be appreciated. In the intervening de-
cade they have been widely used in the management of
a variety of derangements of female sex physiology
and more recently for numerous metabolic disorders.
The literature which has accumulated is now suffi-
ciently extensive to permit a tentative evaluation of
the present status of androgens as therapeutic agents
in women.’’

This elegant and comprehensive review came on the
heels of groundbreaking work by Shorr et al.,2 Loeser,3

Greenblatt and Wilcox,4 Greenblatt et al.,5 Salmon,6

and Salmon and Geist,7 who utilized T as a treatment
for women with sexual dysfunction and various gyne-
cological disorders. Loeser3 published his early obser-
vations with TTh in women in 1940 and noted that
‘‘all patients acknowledge great feeling of wellbeing,
more balanced moods and clear thinking; and some
profess also a greater determination.’’

In the following years, a remarkable body of work
on TTh in women was published by several renowned
endocrinologists.2–10 In a 1941 study of women receiv-
ing subcutaneous T pellets, Greenblatt and Wilcox
reported, ‘‘increased sexual libido, and a sense of well-
being was notably present in each patient after pellet
implantation.’’4 In one study of 38 women with lifelong
histories of little or no sexual interest, androgen treat-
ment produced a distinct increase in sexual interest in
30 women (79%), with 8 women reporting no changes.

In an additional 50 women who reported normal
sexual interest, androgen treatment resulted in a dis-
tinct increase in sexual interest in 40 women (80%),
with10 women reporting no change. Finally, in a
group of 31 women who once had normal sexual inter-
est and then lost it, 30 women (97%) reported an in-
crease in sexual interest and only 1 woman reported
no changes. It should be noted that the aforementioned
findings were derived from various small studies4–8

in which increased sexual interest in patients treated
with T pellets were contrasted with those who did not
receive treatment.

Sexual interest was based on patient ‘‘self-reporting’’
and not based on a validated questionnaire. The
authors noted a distinct increase in sexual inter-
est based on the number of women reporting an
increased sexual desire.

Greenblatt et al.,5 noted that the female libido was a
result not just of hormonal imbalances but also, of
‘‘sentimental, psychologic, and anatomical factors..’’
Interestingly, pellet implantation of 100 mg, compared
with parenteral or oral administration, yielded a more
consistent response in increasing libido.5 Further,
treatment of fibromyomas of the uterus with T also in-
creased libido and improved the feeling of well-being in
many patients.4 This observation was further con-
firmed by Abel.11

Salmon et al.6,7 reported similar results to those ob-
served by Loeser3 and noted clitoral enlargement in six
of his patients and an increase in libido in response to
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androgen treatment. Salmon observed that several young,
married women who formerly considered themselves
sexually ‘‘frigid’’ were able to experience ‘‘a marked in-
crease in coital gratification, culminating in an orgasm’’
after T propionate injections and that ‘‘in the majority
of these cases, the effects wore off within several weeks
after the discontinuation of the injections.’’

Kennedy and Nathanson12 found that the treatment
of patients with breast cancer with androgens resulted
in 37% of patients experiencing increased libido. Studd
et al.13 found that combining 100 mg of T and 50 mg of
estradiol produced greater improvement in libido than
estradiol treatment alone and that libido did not corre-
late with plasma levels of follicle stimulating hormone
or luteinizing hormone, supporting earlier studies by
Davis et al.,14 on the role of T in women’s sexual function.

The Era of Clinical Trials of TTh in Women
with Sexual Dysfunction
Sherwin and Gelfand15 reported that menopausal
women who received androgens alone after hysterec-
tomy and bilateral salpingo-oophorectomy reported
fewer somatic and psychological symptoms than those
who received estrogen alone or placebo and demon-
strated that patients treated with combined androgen-
estrogen or androgen alone had increased energy
levels, well-being, and appetite compared with those
who received estrogen alone or placebo.

The authors indicated that the androgen-treated
group had superior functioning with increased plasma
T levels during treatment, suggesting differential re-
sponses of physical and psychological symptoms to es-
trogens and androgens in surgically post-menopausal
women. In another study, Sherwin et al.16 compared
the effects of androgen treatment on sexual function in
patients treated with androgen alone, androgen plus es-
trogen, estrogen alone, or with placebo.

This study encompassed five groups. One group
(n = 12) was treated with estrogen combined with andro-
gen, a second group (n = 11) was treated with estrogen
only, a third group (n = 10) was treated with androgen
only, a fourth group (n = 10) comprised the placebo, and
the fifth group (n = 10) served as a control. The study eval-
uated the effects of such treatments on sexual desire,
number of sexual fantasies, level of arousal attained dur-
ing intercourse, and frequency of coitus and of orgasm.

It was reported that women treated with androgen-
containing preparations had significantly higher scores
on each parameter measured during each of the treat-
ment than patients in the estrogen-only group or the

placebo group. Interestingly, when the treatment was
discontinued, during the intervening placebo month,
sexual desire scores fell to levels below those of the con-
trol group.

In 1987, Sherwin and Gelfand17 reported that in
women who had undergone surgical menopause (n = 65),
TTh combined with estrogens improved sexual desire
and sexual arousal compared with treatment with
placebo or estrogens alone. Similarly, Davis et al.14

reported that TTh together with estrogen supplemen-
tation in 34 women for up to 24 months improved
sexual function in women. These improvements encom-
passed increased libido, sexual activity, satisfaction,
pleasure, fantasy, and orgasm, which were not seen
in women treated with estrogen alone.

Sarrel et al.18 reported that TTh together with estro-
gen improved sexual function in women by improving
sensation and desire. This effect was not observed in
women treated with estrogen alone. In a randomized
double-blind parallel group study of 218 women treated
with T together with estradiol versus estradiol alone,
Lobo et al.19 reported significant changes in sexual inter-
est score after 16 weeks of estradiol plus T treatment, as
compared with those treated with estradiol alone.

Shifren et al.20 conducted a placebo-controlled ran-
domized clinical study in which the control group re-
ceived placebo plus conjugated esterified estrogens, a
second group received 150 lg of T plus conjugated es-
terified estrogens, and a third group received 300 lg T
plus conjugated esterified estrogens. The composite
score of the Brief Index of Sexual Functioning for
Women was significantly increased in women only in
women treated with the higher dose of T.20 These ob-
servations suggest that there is considerable benefit
of T treatment in ameliorating sexual dysfunction in
women and this is independent of estradiol action.

The diagnosis of T insufficiency in women is contro-
versial, but has generally been made based on having
a characteristic constellation of symptoms, combined
with low serum free T, and after excluding other med-
ical conditions, most notably depression.21 Reduced or
absent libido is common among women, and the prev-
alence of loss of libido appears to increase with age or
surgical oophorectomy.22–24 Circulating androgen lev-
els are believed to be a significant independent determi-
nant of sexual behavior in women.25–27

As summarized in Table 1, a host of clinical stud-
ies have demonstrated significant benefits of TTh on
improving sexual function and metabolism without se-
rious safety concerns.16,19,20,28–51
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Effects of TTh on Other Metabolic
Function in Women
Although the benefits of TTh in women with sex-
ual dysfunction have been well recognized for many
decades,16,19,20,28–51 T treatment also improved bone
mineral density, fat-free mass, and fat mass and im-
proved metabolic function.29,31–34,47,50–64 TTh was also
shown to improve mood in women with anxiety and de-
pression, and in women with anorexia nervosa.56,57,59,63

Safety of TTh in Women
Several adverse side effects of TTh in women have been
anecdotally reported, which include body hair growth,
acne, and voice changes. However, no medically seri-
ous adverse side effects have been reported in clinical
studies63–74 and findings in clinical trials reported in
Table 1. Nevertheless, persistent concerns of serious ad-
verse effects remain an obstacle for the use of TTh in
women. Foremost among these has been the fear that
androgen therapy could lead to an increased risk of
breast cancer due to aromatization of T to estradiol.75–79

This alarming possibility has not been supported by
the available data. Indeed, in the years since the first re-
ports on T in women1,2–7 to modern-day clinical tri-
als,16,19,20,28–51 no major safety concerns have arisen
(Table 1). Regarding heart disease, Islam et al. con-
cluded, ‘‘From a contemporary therapeutic perspective,
there is no evidence that TTh, when used for the treat-
ment of HSDD, is associated with adverse CV effects.’’65

As discussed by Traish and Gooren71 and Traish
et al.,80,81 several lines of evidence argue against in-
creased breast cancer risk with TTh. These include:
(1) Data from breast tumor cell lines treated with an-
drogens do not support the notion that T increases
breast cancer risk.

On the contrary, androgens inhibit tumor cell growth,
and thus they appear to be protective; (2) several epide-
miological studies reporting an association between T
and breast cancer failed to adjust for estrogen lev-
els.82–84 Studies that did adjust for estrogen levels
have shown no association between T and breast can-
cer. (3) Clinical studies with TTh have not shown
any increased incidence of breast cancer. (4) Women
with polycystic ovary disease do not appear to be at
an increased risk of breast cancer compared with the
general population, despite higher serum androgen
concentrations. (5) Female to male transsexuals, who
receive supra-physiological doses of T for long time pe-
riods before surgical procedures, have not been shown
to have an increased risk of breast cancer.74

(6) Finally, women with hormone responsive pri-
mary breast cancer were treated with aromatase
inhibitors, which block conversion of androgens to es-
trogens, thus elevating androgen levels. These women
do not experience increased incidence of contralateral
breast cancer, nor do they experience increased tumor
growth.

A recent report85 suggested that a 10-year analysis
of the Dayton study demonstrated reduced incidence
of invasive breast cancer in T users by 39% compared
with the ‘‘age-matched’’ population. Thus, the data in
the contemporary literature suggest that TTh in women
is unlikely associated with an increased risk of breast
carcinoma.10,12,43,71,74,78,81,84,86

Events Negatively Impacting Adoption
of TTh in Women
In our view, several key events have contributed to the
failure of the medical community to recognize the im-
portance of androgen insufficiency in women, and to
adopt the treatment of affected women. These include
(1) response to publication of findings from the Wom-
en’s Health Initiative (WHI), (2) lack of approval for
T formulations for women by the U.S. FDA, (3) the
Endocrine Society Guidelines on TTh in women with
T deficiency, and (4) lack of education and training
of health care professionals (HCPs) in this field.

The WHI study
The publication in 2002 of initial results from the WHI
concluded that hormone replacement therapy (HRT)
in women was associated with several serious adverse
health effects, including breast cancer.87 A media frenzy
ensued, reducing the use of HRT in the United States to
a small fraction of previous levels. However, subsequent
studies, including follow-up studies from the original
WHI cohort, have failed to support those initial dire
conclusions. Nonetheless, the belief that sex steroid
use is risky for health, based on the 2002 WHI publi-
cation, has contributed mightily to the reluctance by
clinicians to treat women with TTh.

Absence of FDA-approved T formulations
for women
Regulatory-approved T products for women are not
available throughout the world, except for Australia.
In the United States, two topical formulations under-
went review by the FDA and failed to gain approval.

One of these, a T patch, showed greater efficacy
compared with placebo for the treatment of HSDD,
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yet the FDA declined approval due to safety concerns.
As noted by Parish et al., ‘‘Despite the lack of evidence
for cardiovascular events or breast cancer in random-
ized, placebo-controlled clinical trials of T in postmen-
opausal women with HSDD, the regulators had concerns
about these risks, given the results of the Women’s Health
Initiative.’’88

The absence of an FDA-approved T product for
women means that clinicians have no choice but to
prescribe T off-label, using T products approved for
men but at a much lower dose appropriate for women,
or use T topical agents or pellets produced by com-
pounding pharmacies. This creates a prescribing hur-
dle to be overcome and contributes to the perception
of TTh in women as ‘‘alternative medicine.’’ It should
be noted that there have been more than two dozen
T formulations for men approved by the FDA.

There is an urgent need for an approved, safe T for-
mulation for the treatment of women with HSDD. As
lamented by Dr. Guay in 2005 after the FDA declined
approval of a T product, ‘‘We have lost the opportunity
of having a country and a regulatory agency validate
the concept and diagnosis of androgen insufficiency
in women. This could have facilitated requests for re-
search funding in this area, and made androgen insuf-
ficiency a valid topic for evaluation, even though many
doctors have been treating it off-label for decades.’’89

The Endocrine Society Guidelines
on TTh in women
In 2006, the Endocrine Society published a Clinical
Practice Guideline in which they concluded, ‘‘We rec-
ommend against making a diagnosis of androgen in-
sufficiency in women at present because of the lack of
a well-defined clinical syndrome and normative data
on total or free T levels across the lifespan that can
be used to define the disorder.’’ This recommendation
from a highly respected group was a major event that
impeded the adoption of TTh in women.90,91 Other ex-
perts strongly disagreed. Traish et al. commented,
‘‘We disagree with the therapeutic nihilism promoted
by these Guidelines.’’81 Braunstein commented, ‘‘The
data from well-controlled trials support this approach
(TTh) as being efficacious and safe.’’92

Lack of education regarding women’s
sexual health
The field of female sexual health is not taught in many
medical schools or in residency programs in the United

States.93,94 This lack of education and training contrib-
utes to the reluctance of physicians to even consider the
use of TTh in women.95

When Viagra was approved by the U.S. FDA in 1998
to treat male erectile dysfunction (ED), many middle-
aged men sought out treatment for ED, and it also
stimulated considerable research into the field. How-
ever, there has been no comparable set of circum-
stances for women and sexual dysfunction. In many
Western cultures, women often avoid and/or are embar-
rassed to discuss their sexual health with their HCPs.

In addition, the lack of appropriate training, tools,
time on the part of HCP, and the limited available treat-
ment options all conspire to prevent affected women
with T insufficiency from receiving beneficial treat-
ment. The HCPs may avoid initiating conversation
on sexual health because of a lack of confidence, per-
sonal discomfort, or a sense of discomfort on the part
of the patient,96,97 and the lack of education in this
area compounds the problem. In addition, HCPs may
assume that women’s sexual function is less relevant
after the reproductive years.98,99 The absence of educa-
tion regarding T insufficiency in women during medi-
cal school or residency creates an enormous hurdle for
HCPs to consider taking on the evaluation and man-
agement of this problem in clinical practice.

Looking Ahead
The limited awareness of the importance of T insuffi-
ciency in women is an excellent example of how med-
ical science fails to progress in a straight line from
compelling research to clinical practice. Indeed, as
reviewed earlier, much of the fundamental information
regarding both the impact of T insufficiency and the
benefits of treatment with TTh have been known for
80 years. And yet, the plight of affected women is
that they are unlikely to be diagnosed, and even less
likely to be treated. If they do receive treatment, it
will be off-label via compounded medications since
there are no regulatory-approved T products available
through most of the world.

The impact of this is enormous, affecting millions of
women in the United States alone, depriving them (and
their partners) of satisfying sexual relations, strength,
and vigor. How can this be rectified? Looking ahead,
we see a number of steps that will be necessary to
alter this course. First, the research must and will con-
tinue. We are confident this will occur, as an increasing
number of investigators around the world have demon-
strated interest in T and its effects on women.
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Funding is likely to improve as the false fears gener-
ated by the WHI regarding sex hormones continue to
fade. Of course, there is always the risk of another
study being published that grabs headlines and sets
back the field, but this becomes less likely as the founda-
tional science becomes more established. Research alone
will not be enough, however, as we have already seen.

Second, the lack of education regarding women’s
sexual dysfunction, and T insufficiency, needs to be
addressed during medical education and training.
Inclusion of this topic in formal curricula will go a
long way to creating a sense among trainees that T in-
sufficiency is a condition that merits serious attention,
no less than the hundreds of other medical conditions
taught in medical school.

Third, it will be helpful if professional organizations
lend their support to the importance of diagnosing
and treating women with T deficiency. Investigators
and clinicians should consider promoting this concept
within their own societies.

Fourth, it is to be hoped that one or more T products
for women obtain regulatory approval in the United
States and other countries. It is, of course, a business
decision for pharmaceutical companies to decide whether
to pursue the development of such a product, entailing
considerable costs and efforts, which must be balanced
against the likelihood of successful adoption of the
treatment once approval is obtained.

We believe enough time has passed since the last
FDA submission for a T product for women for there
to be a more receptive attitude by regulatory agencies,
which appear to have been spooked the last time by the
firestorm caused by the WHI and rampant fears of se-
rious adverse events with HRT, none of which have
proven correct over the ensuing two decades. Although
compounded T products are effective for women, the
availability of an approved product by a regulatory
agency such as the FDA would provide considerable
comfort to prescribing HCPs and to patients alike
and would go a long way toward making it easier for
affected women to receive treatment.

Looking ahead, we are very encouraged by the
recommendations and conclusions of the ‘‘The Global
Consensus Position Statement’’ on the use of TTh for
women.100–103 This position statement is a valuable
resource for all clinicians who are treating women
complaining of HSDD. The recommendations of this
Position Statement are evidence-based on data derived
from randomized controlled clinical trials and meta-
analyses. The panel recommended that the diagnosis

of HSDD must involve a careful and complete clinical
assessment and contributing factors to sexual dysfunc-
tion in women be determined and managed before
commencing TTh.

The international panel was clear in its recommen-
dations and conclusions that only evidence-based indi-
cation for TTh for women is for HSDD treatment,
given that the contemporary available data provide a
modest therapeutic benefit. The Position Statement
provided clear and firm indication for TTh in women
as well as the potential adverse effects of this ther-
apy and highlighted knowledge gaps remaining to be
bridged. Although meta-analyses of the available data
showed no severe adverse events during physiological
T use in women, caution needs be exercised.

Looking back, we are struck by the failure of science
to effect meaningful change in clinical practice for
women with T insufficiency over such a long period
of time. Looking forward, we are encouraged by nu-
merous developments in the field, perhaps especially
by the growing calls to make women’s health a priority.
We can easily envision a time in the not-too-distant fu-
ture when women with symptoms of T insufficiency
are evaluated respectfully and without dismissing the
importance of their symptoms, undergo prompt and
thorough evaluation, and are offered effective treat-
ment when appropriate. The consequences of this vi-
sion are not only improved health and well-being for
those women, but also a happier existence for their
families, friends, and society as a whole.
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CEE ¼ conjugated equine estrogens
ED ¼ erectile dysfunction
EE ¼ esterified estrogen

ERT ¼ estrogen replacement therapy
FDA ¼ Food and Drug Administration
FFM ¼ fat-free mass

FM ¼ fat mass
FSFI ¼ female sexual function index

HCPs ¼ health care professionals
HDL ¼ high-density lipoprotein
HRT ¼ hormone replacement therapy

HSDD ¼ hypoactive sexual desire disorder
LDL ¼ low-density lipoprotein

MPA ¼ medroxyprogesterone acetate
MT ¼ methyltestosterone

T ¼ testosterone
TE ¼ testosterone enanthate

TTh ¼ T therapy
WHI ¼ Women’s Health Initiative
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