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Dear Healthcare Practitioner,

Have you had an increase in patients requesting information about hormone imbalances and Biologically 
Identical Hormone Replacement Therapy (BHRT)? The following guide to prescribing biologically identical 
hormone replacement therapy (BHRT) is designed to help your patients as well as your practice. If you have 
patients that complain of ailments which have not responded to other therapies, declining hormonal function 
may be responsible. 

College Pharmacy is proud to offer a variety of professional services and resources to help simplify the 
process of introducing a BHRT program into the clinical practice, increasing practice profits, and patient 
satisfaction. Throughout the process of implementing BHRT into your practice, you can count on College 
Pharmacy’s team of experienced compounding pharmacists to provide you with the resources you need to 
create BHRT services tailored to your patients and practice.

This reference guide discusses the differences between synthetic and biologically identical hormones, 
describes how to use lab and clinical evaluations to initiate hormone replacement therapy and BHRT dosing, 
explains the various modes of administration available to optimize and individualize therapy, and provides 
illustrative case studies. As you implement BHRT into your practice, you will soon be able to develop long-term 
monitoring programs for your patients to help ensure patient compliance and optimal treatment success.

If implementing BHRT into your practice right away is not an option, College Pharmacy has been assisting 
healthcare practitioners in providing BHRT services to their patients for over a decade through our “Triad” 
Hormone Consult program. Available to both men and women, College Pharmacy offers complimentary 
personal hormone consultation services to assist patients and practitioners in individualizing BHRT. This 
program has benefited healthcare practitioners who are new to BHRT or need additional staff to fully implement 
a BHRT program into their clinical practice. 

As one of the most comprehensive and experienced compounding pharmacies in the U.S., the range of 
services that we offer our customers is surpassed only by our years of compounding experience. Our 
dedicated team of compounding specialists will help you choose the right drug, route of administration, and 
dosage that will help maximize patient outcomes. 

Please do not hesitate to contact us if you have questions about this reference guide or any other aspect 
of prescribing BHRT.

Knowledge Changes Everything.
Quality | Innovation | Experience | Since 1974

Facebook.com/collegepharmacycompounding
Twitter.com/collegepharmacy

3505 Austin Bluffs Pkwy, Ste. 101
Colorado Springs, CO 80918
Tel: (800) 888-9358 / (719) 262-0022
Fax: (800) 556-5893 / (719) 262-0035
Email: info@collegepharmacy.com
Web: www.collegepharmacy.com
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Hormone Replacement Therapy: An Overview

Hormone deficiencies currently affect over 55 million women and men in the U.S. With the average American age on the rise, 
more research is being done on the effects of aging, hormone decline, and hormone replacement therapy (HRT). Commonly 
referred to as Menopause and Andropause, the decline in hormone production that results in a hormone deficiency often 
brings with it unpleasant effects. HRT can address these symptoms and restore hormone levels.

Conventional HRT consists of using standard doses of commercially available synthetic hormones without considering 
each person’s individual hormonal profile. In recent years, research such as the Women’s Health Initiative study has linked 
synthetic hormones to an increased risk of heart disease and breast cancer. In addition to this research, many doctors and 
patients have abandoned this “one-size-fits-all” approach for HRT based on individualized hormone profiles. 

An individualized approach to HRT, using biologically identical hormones (BHRT), pinpoints a person’s exact hormone 
levels, and what hormones are needed to balance their hormone deficiency. Studies show that BHRT in physiological doses 
(equivalent to what your body used to make) produce significantly fewer negative side-effects than synthetic hormones.*

The differences between synthetic and biologically identical hormones are in their chemical structures and functionality. 
Synthetic hormones are often produced from animals, are not identical to those made by the human body, and do not act 
in the body as human hormones do. Bio-identical hormones (derived from plants such as soy or yam), are both chemically 
and functionally identical to those produced by human reproductive organs and adrenal glands. 

Biologically Identical Hormone Replacement Therapy addresses hormonal deficiencies and imbalances by assessing each 
patient’s individual hormonal status (based on medical history, symptoms, lab work, etc.) and subsequently implementing a 
protocol individually tailored to that individual. Therapy is then modified or titrated in accordance with clinical and laboratory 
results. BHRT is generally initiated after a hormone consultation with the patient. 

Patient progress is typically reviewed and repeat testing submitted in 3-6 months. Yearly or semi-annual evaluation is 
expected following resolution of initial symptoms. Often therapy requires adjustments after periods of stress, significant 
weight loss or gain, or as endogenous hormone levels shift, etc.

If you have any questions about this guide or any aspect of introducing BHRT into your practice, please contact us. 

*Of special note is an article written by Dr. Kent Holtorf, MD: “The Bioidentical Hormone Debate: Are Bioidentical Hormones (Estradiol, Estriol, and Proges-

terone) Safer or More Efficacious than Commonly Used Synthetic Versions in Hormone Replacement Therapy?” Postgrad Med. 2009 Jan; 121(1):73-85.

Hormone Deficiency Symptoms (Women & Men): 
fatigue, low libido, slow cognitive function, insomnia, depression, weight gain, muscle loss, 
migraines, and osteoporosis. 

Women may also suffer from:
hot flashes, night sweats, feminine discomfort, and decreased interest in intimate relations.
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Hormone History

Hormone Replacement Therapy (HRT) was born, in a sense, in 1942, when the Food and Drug Administration (FDA) 
approved synthetic estrogen alone, and later estrogen with progestin to relieve short-term menopausal symptoms including 
hot flashes and night sweats.  Widespread use of HRT really took flight, however, in 1966, with the publication of Dr. 
Robert Wilson’s book, Feminine Forever, funded by Wyeth-Ayerst, the leading manufacturer of synthetic hormones.  Wilson 
characterized HRT as nothing short of a wonder drug and fountain of youth for women who feared becoming dried-up, 
wrinkled, sexless old hags in danger of losing their husbands.  Negative side effects were not mentioned. In fact, Wilson 
claimed that estrogen prevented cancer and called women “castrates” if they didn’t take hormones.  Also absent from books 
and magazine articles at the time were discussions of alternative therapies for menopausal symptoms.

Synthetic hormones are hormones which are not biologically identical to human hormones and thus are recognized by 
the body as “foreign.”  For example, Premarin®, a drug commonly used in estrogen replacement therapy, is derived from 
pregnant mares’ urine.  In fact, there are more than 50 horse estrogens in Premarin®.  Because horse estrogen is foreign to 
the human body, women lack the enzymes and cofactors to metabolize it safely.  Foreign estrogens, like those in Premarin®, 
are called xeno-estrogens.  With potentially dangerous side effects, they are also found in insecticides and plastic bottles.  
Synthetic progesterone (progestins, like ProveraTM, which is medroxyprogesterone acetate or MPA) can have negative 
side effects including possible blood clots, an increased risk of heart disease, headaches, fluid retention, weight gain, mood 
swings, and breakthrough bleeding.  In addition, other chemicals that may produce adverse side effects must be added 
to the synthetic hormones to facilitate absorption and utilization by the body.  Once considered the “cure” for menopausal 
symptoms, many experts believe that synthetic hormones may do more harm than good.  A portion of the widely publicized 
Women’s Health Initiative (WHI) Study on BHRT was stopped early when it concluded that risks including increased breast 
cancer, heart attacks, strokes, and blood clots exceed the benefits.  According to the California Healthspan Institute, 
synthetic HRT “is not really true hormone replacement therapy since to be categorized as a ‘hormone’ the substance must 
naturally exist in the human body.”  Plus, if every woman’s and man’s body is different, common sense would dictate that a 
standardized dose could not be the appropriate treatment for an individual woman or man.

Sometimes called natural hormones or human identical hormones, biologically identical hormones are derived from plants, 
such as the wild yam or soybean plant, and are chemically and functionally identical to human hormones.  The wild yam 
is rich in precursor molecules that can be converted in the laboratory into estrogens and other hormones whose molecular 
structure is the same as those produced in the human body.  Biologically identical hormones produce the same physiologic 
responses in the body as endogenous hormones (those made by the body).

Substances that are most similar to what our body produces naturally support human functioning without increased risk 
of allergic reactions and sensitivities.  For example, studies have shown human-identical insulin to be more effective for 
diabetic patients.  Moreover, an often over-looked aspect of biologically identical hormone replacement therapy (BHRT) 
is that it may vastly improve the quality of life for women suffering from a wide range of physical, mental, and emotional 
symptoms.  Although there have been a number of smaller studies on biologically identical hormones, there have been 
no large-scale efforts similar to the WHI research.  In the late 1800s, laws were passed in the United States that allowed 
medicines to be patented only if they were not natural substances.  

Synthetic Hormones

Biologically Identical Hormones
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Because biologically identical hormones occur naturally in the female body, they cannot be patented and therefore large 
pharmaceutical companies have no financial incentive to fund research on these types of hormones.  Even the WHI authors 
acknowledged that results might have been different if biologically identical hormones had been used: “The results do 
not necessarily apply... to estrogens and progestins administered through the transdermal route.  It remains possible that 
transdermal estradiol with progesterone, which more closely mimics the normal physiology and metabolism of endogenous 
sex hormones, may provide a different risk-benefit profile.” Biologically identical hormones can be prepared by a compounding 
pharmacy in dosages and various administration forms to suit each individual patient.  

The purpose of the Women’s Health Initiative (WHI) Study was to determine any relationship between HRT and other 
health risks such as breast cancer, cardiovascular disease, and osteoporosis.  In the study, more than 8,000 women aged 
50 to late 70s received 0.625mg of conjugated equine estrogens plus 2.5mg of medroxyprogesterone acetate, regardless 
of physiological differences.  For instance, no distinction was made between participants with intact uteruses and ovaries 
and those without.  Many were not surprised that part of the WHI study was stopped early when it concluded that the 
overall health risks of synthetic HRT, including increased breast cancer, heart attacks, strokes, and blood clots, exceed 
the benefits. It is unclear whether women who participated in the WHI study truly were eligible candidates for this type of 
hormone therapy.  HRT must be prescribed in the same way that a physician prescribes thyroid therapy for a woman with 
hypothyroidism or diabetic medications for a diabetic.  The therapy must be tailored to the patient, with hormone levels 
monitored and adjusted as needed.  Moreover, one must take into consideration the age of the individual and her risks for 
some of the adverse conditions associated with HRT.  For example, if a woman is 65 or older (an age at which women are 
at higher risk for heart disease), and certainly if she has had a heart attack or stroke, she must be evaluated more carefully 
to determine whether there really is an indication for estrogen therapy.  Synthetic HRT has been associated with greater 
breast density, which is a major risk factor for breast cancer (including breast inflammation).  Oral estrogens also increase 
body fat mass, reduce lean body mass, and increase inflammation, thus increasing risk factors for cardiovascular disease, 
diabetes, and certain cancers (including endometrial and ovarian).

(Note: Although the following discussion addresses HRT for women, the same principles apply to HRT for men.) Although 
all menopausal women experience the same physiological changes as they transition from pre- to postmenopausal, their 
physiological response - and therefore their requirements for hormone therapy - varies.  Further, standardized dosing may 
fit the needs of groups of women, but not necessarily an individual woman.  

The causes for a particular woman’s response to hormone therapy are varied.  They may be related to differences in the 
absorption of estrogen and progesterone, existing risk factors, smoking history, or a number of other factors.  The message 
is clear:  Every woman responds uniquely to a given dose and route of HRT.  There is a difference, for example, between 
healthy women who are experiencing a natural, reproductive transition and patients who have latent or overt disease.  An 
individualized, evidence-based approach allows health care providers to evaluate the need for HRT, the dose that should be 
prescribed, and the patient’s response to treatment over time.

The Women’s Health Initiative Study

Why Individualizing Hormone Therapy Is Crucial

Biologically Identical Hormones, cont.
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Hormone Overview

Biest:  Most commonly an 80:20 ratio of estriol and estradiol. This combination allows for all of the protection of estriol while 
providing the cardiovascular and osteoporosis benefits and vasomotor symptom relief of estradiol.

Cholesterol:  Cholesterol molecules are transformed into pregnenolone precursors.  Cholesterol is the starting point for the 
hormone process.

Cortisol:  The major natural glucocorticoid made by the adrenal cortex. High levels are often associated with puffiness, high 
blood pressure, diabetes, and heart disease. 

DHEA:  A steroid hormone produced by the adrenals, DHEA has been shown to protect against cancer and heart disease 
and to lower blood cholesterol. DHEA has also been shown to improve memory, strengthen the immune system, prevent 
bone loss, reduce body fat and enhance libido.

Estrone (E1):  Most commonly found in increased amounts in postmenopausal women, the body derives estrone from the 
hormones that are stored in body fat. It is considered the most cancer causing of the three estrogens.

Estradiol (E2):  Produced by the ovaries, estradiol is the principal estrogen found in a woman’s body during the reproductive 
years. Estradiol is very effective for the symptomatic relief of hot flashes, genitourinary symptoms, osteoporosis, psychological 
well-being and reduction of coronary artery disease. When estradiol is replaced using a sublingual tablet, pellet implant 
or percutaneous gel, it is not subject to first-pass metabolism by the liver, and therefore does not produce high levels of 
estrone. Using these routes of administration, a woman can mimic the physiologic release of estradiol from the ovaries.

Estriol (E3):  Although considered the weakest of the three estrogens, estriol has potential protective properties against the 
production of cancerous cells. No American drugs contain estriol and, because it cannot be patented, it does not hold much 
interest for the pharmaceutical industry. Its availability through compounding has caused its use to grow rapidly throughout 
the country.

Melatonin:  Probably best known for regulating sleep, melatonin is also an excellent anti-oxidant and, most importantly, a 
regulator of zinc.

Pregnenolone:  Often referred to as the “parent hormone,” pregnenolone is synthesized from cholesterol. It is a super-
hormone that is the key to keeping the brain functioning at peak capacity. Believed to be the most potent memory enhancer, 
it has also been shown to be beneficial in improving concentration, fighting mental fatigue and relieving severe joint pain 
and fatigue in arthritis.

Progesterone:  The ovaries and the adrenal glands in women and, in smaller amounts, in the testes and the adrenal glands 
in men, produce progesterone. Levels of progesterone are especially high after ovulation and remain high through mid-cycle. 
If pregnancy does not occur, it signals the uterus to shed this lining. Progesterone plays an important role in brain function 
and is often called the ”feel-good hormone” because of its mood-enhancing and anti-depressant effects.  Progesterone is 
especially beneficial because it keeps the other hormones in balance.

Testosterone:  Testosterone works differently in the bodies of men and women, but plays an important role in the overall 
health and well-being of both sexes. Often called the “hormone of desire” because of its powerful effect on libido, testosterone 
is also important in building strong muscles, bones, ligaments, as well as increasing energy and easing depression.

Thyroid:  Thyroid stimulates hormones. Increased scores on a TSH test usually are viewed as an indication that something 
is wrong. In reality, TSH is not a reliable test.

Triest: Most commonly an 80:10:10 ratio of estriol, estradiol, and estrone. Estrone replacement is not normally 
recommended.

Resources
Brownstein, David. The Miracle of Natural Hormones, 3rd Edition. Medical Alternative Press: 2003
Ford, Gillian. Listening to Your Hormones. Prima Publishing: 1997
Lichten, Edward. Textbook of Bio-Identical Hormones. Foundation For Anti-Aging Research, LLC.: 2007
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Hormone Flow Chart

 
 

Cholesterol 

 

Pregnenolone 
 

Progesterone 

 
DHEA 

Androstene
dione 

 

Cortisol 

 

Testosterone 
 

Estrone  

Estriol 

 

Estradiol 

Aromatase 

 

DHT 

Aromatase 

5 Alpha-Reductase 

 

Sex steroid hormones trace their origin back to molecules of 
cholesterol that are transformed into molecules of the precursor 
hormone pregnenolone. From pregnenolone, ultimately, come 
all of the sex steroid hormones. In addition, each of these 
hormones can be transformed into one or more of the others, 
as pictured in a simplified form below.

8



Fax: (800) 556-5893 / (719) 262-0035 Email: info@collegepharmacy.com

The pituitary gland at the base of the brain produces thyroid stimulating hormone (TSH).  TSH travels to the thyroid gland 
and stimulates it to produce T4 (levothyroxine) and a smaller amount of T3 (liothyronine).  Eighty percent of what the thyroid 
gland produces is T4, most of which is changed into T3 in the periphery (at tissues). The thyroid hormone system affects 
every bodily function by regulating energy and heat production, growth, tissue repair, and development; stimulating protein 
synthesis; modulating carbohydrates, protein, and fat metabolism as well as digestion; modulating muscle and nerve action; 
and helping to regulate hormone excretion and oxygen utilization. New TSH guidelines (0.3 - 3.0 vs. 0.5 - 5.0) double 
the number of people previously thought to have abnormal thyroid function.  An estimated 27 million people may require 
treatment. 

In addition, some people may suffer from Wilson’s Syndrome.  This cluster of seemingly unrelated symptoms results from a 
maladaptively slow metabolism rate caused by an impairment in the conversion of T4 to T3, especially caused by significant 
physical, mental, or emotional stress.  The chief characteristic is a body temperature pattern that runs below normal; routine 
thyroid blood tests are in the normal range. Thyroid therapy, including allergy-free supplements, can be very effective in 
treating Wilson’s Syndrome as well as other thyroid deficiencies.

Symptoms Commonly Associated with Thyroid Disorders
Hypothyroid:
• Allergies (developing or worsening) • Breathing Difficulties 
• Constipation • Dizziness
• Fatigue • Hair Loss
• Nail Problems (dry, brittle) • Skin Changes (dry, itchy, patchy)
• Sleep Apnea • Throat Problems (swallowing difficulty)
• Weight Gain • Low Body Temperature (feeling chilly at normal room temp.)
• Difficulty Losing Weight 

Hyperthyroid:
• Anxiety • Brain Fog • Depression
• Diarrhea • Dyslexia • Excessive Mood Swings
• Fatigue • Heat Intolerance • Increased Appetite
• Muscle Weakness • Thinning Hair • Weight Reduction
• Tachycardia, Palpitations • Sweating • Fine Tremor

Reverse T3 Dominance / Wilson’s Syndrome
When the body is under stress, instead of converting T4 into T3 (the active form of thyroid hormone) the body conserves 
energy by making what is known as Reverse T3 (RT3), an inactive form of the T3 hormone. RT3 is an antagonist of T3, 
meaning that the higher the RT3 level, the lower the T3 level will be. T3 and RT3 bind to the same receptor sites, however, 
they cannot both occupy the sites at the same time. This scenario occurs due to a malfunction of the metabolism of T4. 
The imbalance decreases enzyme activity in all systems. The various symptoms associated with an increased RT3 level 
are identified as “Reverse T3 Dominance Syndrome” or “Wilson’s Syndrome.” Contact College Pharmacy for the Wilson 
Syndrome Protocol.

Potential Causes
• Autoimmune Disease • Environmental Toxins   • Food Deprivation 
• High Stress Level • Hormone Imbalances   •  Poor Liver Function
• Infection / Illness • Nutritional Deficiencies   • Electromagnetic Radiation Exposure  

Thyroid Health
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Thyroid Conversion Chart

Armour Thyroid®    
Each grain contains 9mcg T3 and 38mcg T4.
T3/T4 Ratio = 1:4.2        Thyroid Tablets USP

Compounded Thyroid USP (Pork)   
T3/T4 Ratio = 1:4.2                             
Sustained Release Capsules

Armour Thyroid® 1/4 grain  = 15mg Thyroid USP T3 = 2.25mcg    /     T4 = 9.5mcg              mg dosing = 15mg        

Armour Thyroid® 1/2 grain = 30mg Thyroid USP T3 = 4.5mcg      /     T4 = 19mcg               mg dosing = 30mg

Armour Thyroid® 1 grain = 60mg Thyroid USP T3 = 9mcg         /    T4 = 38mcg                mg dosing = 60mg               

Armour Thyroid® 1 ½ grain = 90mg Thyroid USP T3 = 13.5mcg    /    T4 = 57mcg                mg dosing = 90mg

Armour Thyroid® 2 grain = 120mg Thyroid USP T3 = 18mcg       /    T4 = 76mcg                mg dosing = 120mg

Armour Thyroid® 3 grain = 180mg Thyroid USP T3 = 27mcg       /    T4 = 114mcg              mg dosing = 180mg

Armour Thyroid® 4 grain = 240mg Thyroid USP T3 = 36mcg       /     T4 = 152mcg             mg dosing = 240mg           

Armour Thyroid® 5 grain = 300mg Thyroid USP T3 = 45mcg       /     T4 = 190mcg             mg dosing = 300mg

 

• Due to the higher bioactivity of natural thyroid, healthcare practitioners may choose a slightly lower dosage to   
 achieve similar results for patients converting from synthetic thyroid.
• College Pharmacy can adjust T3 and T4 dosing for custom strength/individualized prescriptions using the synthetic   
 T3/T4 combo. Thyroid dosing is highly specific and may need to be individualized to optimize results.
• Compounded Thyroid (Synthetic USP Grade) formulations are also available. One of our expertly trained pharmacists  
 will be happy to provide individual conversions by request.

Armour Thyroid® to Compounded T3/T4 Conversions

Compounded Thyroid Formulations
Compounded Thyroid USP (Natural, Porcine, SR capsules), Compounded Thyroid Synthetic USP Grade T3/T4 
Combinations (Synthetic, SR capsules), L-Thyroxine (T4), Liothyronine (T3).

Commercially Available Thyroid Formulations 
Armour Thyroid® (Natural, Thyroid USP, Porcine, T3/T4), Nature-Throid®  (Natural, Thyroid USP, Porcine, T3/T4), 
WP Thyroid®  (Natural, Thyroid USP, Porcine, T3/T4), Cytomel® (Synthetic, T3), Levothroid® (Synthetic, T4), Levoxyl® 
(Synthetic, T4), Synthroid® (Synthetic, T4) 

 

Nature-Throid® 

Each grain contains 9mcg T3 and 38mcg T4.
T3/T4 Ratio = 1:4.2    Thyroid Tablets USP

Armour Thyroid®

Thyroid Tablets USP
Thyrolar®

Liotrix 
Tablets USP

Cytomel®

Liothronine 
Tablets USP

Synthroid®, Levoxyl®, 
Levothroid®

Levothyroxine Tablets USP

1/4 grain = 16.25mg Thyroid USP 1/4 grain (15mg) 1/4 grain --- 25mcg (0.025mg)

1/2 grain = 32.5mg Thyroid USP 1/2 grain (30mg) 1/2 grain 12.5mcg 50mcg (0.05mg)

3/4 grain = 48.75mg Thyroid USP -- -- -- 75mcg (0.075mg)

1 grain = 65mg Thyroid USP 1 grain (60mg) 1 grain 25mcg 100mcg (0.10mg)

1.25 grain = 82.25mg Thyroid USP --- --- --- 125mcg (0.125mg)

1.5 grain = 97.5mg Thyroid USP 1½ grains (90mg) 1½ grain 37.5mcg 150mcg (0.15mg)

1.75 grain = 113.75mg Thyroid USP --- --- --- 175mcg (0.175mcg)

2 grain = 130mg Thyroid USP 2 grains (120mg) 2 grain 50mcg 200mcg (0.2mg)

2.25 grain = 146.25mg Thyroid USP --- --- --- ---

2.5 grain = 162.5mg Thyroid USP --- --- --- ---

3 grain = 195mg Thyroid USP 3 grains (180mg) 3 grain 75mcg 300mcg (0.3mg)

4 grain = 260mg Thyroid USP 4 grain (240mg) --- --- ---

5 grain = 325mg Thyroid USP 5 grain (300mg) --- --- ---

Additional Thyroid Conversions (Approximate Dose Equivalent)
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Adrenal Function

The adrenal glands secrete hormones such as DHEA, Cortisol, Estrogen, and Testosterone that are essential to health 
& wellness and have a significant impact on total body function. As a person ages, the adrenal glands become the major 
source of sex hormones in both women and men. Whether addressing thyroid health or an age-related decline in the sex 
hormones, evaluating the level of adrenal function will allow for more accurate patient diagnosis and treatment. The sex 
hormone pathways are closely connected to Cortisol and DHEA and will directly affect one another. In addition, hypoadrenia 
and hypothyroidism share many of the same symptoms. 

The adrenal glands produce:
• Glucocorticoids: Cortisol / Hydrocortisol •   Mineralocorticoids: Aldosterone
•   Androgens: DHEA, Testosterone •   Estrogens: Estrone, Estradiol

The hormones secreted by the adrenal glands enable people to deal with stress caused by allergies, hormonal imbalances, 
low thyroid, and injury. The chronic stress that many people experience on an daily basis in today’s fast-paced society may 
cause adrenal fatigue. When adrenal glands become exhausted, natural cortisol levels drop significantly. Physiological 
levels of cortisol are essential for good health. Cortisol bolsters the immune system, increasing resistance to infections 
and inflammation. Cortisol also promotes the assimilation of thyroid hormones and sex hormones. Low levels of cortisol 
have been associated with lowered metabolism and a weakened immune system. The adrenal glands also produce 
dihydroepiandrosterone (DHEA). This hormone enhances brain function, muscle tone and libido. DHEA is a precursor or 
prohormone that serves as an adrenal source of both testosterone and estradiol. Additionally, the adrenal glands produce 
pregnenolone. Pregnenolone is the building block of all the adrenal hormones and exerts a powerful effect on the brain, and 
plays an important role in cognitive function. The decline of these hormones has been shown to correlate with the aging 
process and are often considered to be part of a well-balanced hormone replacement plan. It is important to test Cortisol 
and DHEA levels when evaluating a patient for BHRT. Supplementing with unneeded or non-physiological doses of Cortisol 
and/or DHEA can aggravate or increase existing symptoms.  

There has been much debate in recent years about the proper dosing of Vitamin D3 as researchers are beginning to have 
a better understanding about the role that this essential nutrient plays in almost every aspect of health, and the number 
of individuals that have a severe deficiency. Traditionally, the upper limit for Vitamin D3 consumption was set at 2,000 
IU per day. However, more recent studies and opinions differ on the upper dosage limit. Optimal blood levels should be 
between 50–100 ng/mL, and should be kept below 200 ng/ml. As a precursor hormone, the important benefits of Vitamin D3 
are extensive and growing daily. (Visit www.vitamindcouncil.org for additional information.) This fat soluble vitamin occurs 
naturally in only a few foods, thus is often fortified in milk and other products. Vitamin D can also be formed in the body 
upon adequate exposure of the skin to sunlight. Its major biological function is to maintain normal blood levels of calcium 
and phosphorus to form and maintain strong bones. Vitamin D also works with a number of other vitamins, minerals and 
hormones to promote bone mineralization, glucose metabolism, neuromuscular function, and overall health.

Vitamin D3 and Bones: Research estimates that over 25 million adults in the United States are at risk of developing 
osteoporosis, a condition characterized by fragile bones and bone fractures. Low levels of vitamin D may contribute to bones 
becoming thin and brittle.

Vitamin D3 and Sun Exposure: Individuals who live in northern regions, those who are homebound such as the elderly, 
individuals with darker skin, and those who use sunscreens often have limited sun exposure or reduced ability to make 
vitamin D and are likely in need of supplementation.

Vitamin D3
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Vitamin D Deficiency Symptoms: Vitamin D deficiency may be characterized by muscle pain, weak bones/fractures, low 
energy and fatigue, lowered immunity, symptoms of depression and mood swings, and sleep irregularities. Individuals with 
renal problems, intestinal concerns (such as IBS or Crohn’s disease), or autoimmune diseases may be vitamin D deficient 
because they can neither absorb nor adequately convert the nutrient. 

The Vitamin D Impact:  As mentioned previously, the significant importance of vitamin D is still being researched extensively. 
The following areas have been shown to be impacted by Vitamin D deficiency.
•  Osteoporosis / Osteopenia  •  Depression  •  Heart Disease  •  Stroke  
•  Cancer  •  Diabetes  •  Thyroid Health  •  Immune Function  
•  Weight Loss / Obesity  •  Insulin Resistance  •  Metabolic Syndrome •  PCOS
• PMS / Menopause Severity

There has been much debate in recent years about the proper dosing of Vitamin D3 as researchers are beginning to have 
a better understanding about the role that this essential nutrient plays in almost every aspect of health, and the number of 
individuals that have a severe deficiency. Traditionally, the upper limit for Vitamin D3 consumption was set at 2,000 IU per 
day. However, more recent studies and opinions differ on the upper dosage limit. Optimal blood levels should be between 
50–100 ng/mL, and should be kept below 200 ng/ml. As a precursor hormone, the important benefits of Vitamin D3 are 
extensive and growing daily. (Visit www.vitamindcouncil.org for additional information.)

Vitamin K2 is the single most important nutritional factor in preventing and even reversing arterial blockages. Vitamin K2 
activates the protein osteocalcin, which attracts calcium into bones and teeth, where calcium is needed. K2 activates 
another protein called matrix gla protein (MGP), which seeps calcium out of soft tissue like arteries and veins, where the 
mineral is unwanted and harmful. Dose: minimum 120mcg daily

A note on calcium: we no longer recommend supplements or excess calcium in the diet.

TDT Tropin Plus®: (Information provided by AMP Laboratories.)

AMP Laboratories is proud to offer a new and upgraded version of the popular Trans-D Tropin formula: Advanced Phospholipid 
Technology / Vitamins and Coenzymes.  With TDT Tropin Plus®, there are no pills to pop, no periodic painful procedures, 
and no expensive painful injections to receive. TDT Tropin Plus® is a non-sticky, topical cream that you simply rub in to 
smooth areas of skin. Many people love the experience, especially since a number of users see results almost instantly. A 
little TDT Tropin Plus® goes a long way. You don’t have to use very much – just apply a few drops for each location. All areas 
of your body could be improved through the daily application of TDT Tropin Plus®. Many of the changes you experience 
are subtle and obvious only if you are in tune with your body. However, most people can notice changes in well being and 
regained youthful appearance. It is suggested while using TDT Tropin Plus to get adequate rest, maintain nutritional levels, 
and proper hydration.

Secretropin™ Amino Acid Complex Growth Hormone Secretagogue Oral Spray:
Secretropin® is a natural, non-peptide GH secretagogue that has been clinically proven to increase GH levels (as measured 
by IGF-1 and IGFPB-3) by 50-200% in over 95% of users. Secretropin acts through a dual pathway, suppressing somatostatin 
and stimulating somatotropes to increase the production and release of GH. Secretropin’s nanoliposomal spray technology 
avoids the destructive effect of stomach acids, substantially reduces dosing requirements and provides for significant, 
reproducible increases in serum GH levels. Secretropin is classified as a natural food (dietary) supplement and not a drug. 
Secretropin does not contain any prescription drugs.

     

Non-Prescription Secretagogues
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Oxytocin: Sexual Function & Response
Oxytocin, a peptide of nine amino acids, is a hormone that has gained increasing recognition in the last two decades as 
researchers continue to discover the far-reaching impact that it has on our daily lives and most intimate moments. 

Oxytocin has been shown to influence social behaviors, promote sexual desire, increase orgasm and sexual function, 
reduce stress, improve sleep, regulate appetite, decrease susceptibility to infection, aid learning, and contribute to a greater 
sense of well-being. 

Oxytocin is most commonly available as an injectable or a nasal spray as traditional oral routes of administration have 
proved ineffective due to poor absorption and metabolization in the gastrointestinal tract. College Pharmacy compounds 
an Oxytocin Sublingual Tablet that utilizes lipid matrix technology. This enables patients to enjoy the ease of a tablet, while 
ensuring dosing efficacy.

     Common Strength  Size    

Oxytocin Sublingual Tablets  10iu    60 tablets   

Oxytocin Nasal Spray   10iu, 40iu, 100iu/ml  15ml    

Oxytocin Injectable (commercial) 10iu/ml    Varies    

Please Note: Oxytocin is sensitive to fluctuations in temperature, particularly heat. To ensure potency and stability we do 
require overnight on-ice shipping of all compounded Oxytocin preparations, this includes our sublingual tablets. In addition, 
compounded Oxytocin does require refrigeration upon receipt. Both requirements allow for optimal potency and stability in 
dosing.

Prog Neurobiol. 2009 Jun;88(2):127-51. Epub 2009 Apr 10.
Oxytocin: the great facilitator of life.
Lee HJ, Macbeth AH, Pagani JH, Young WS 3rd.
Section on Neural Gene Expression, NIMH, NIH, DHHS, Bethesda, MD 20892, USA.
Oxytocin (Oxt) is a nonapeptide hormone best known for its role in lactation and parturition. Since 1906 when its uterine-contracting 
properties were described until 50 years later when its sequence was elucidated, research has focused on its peripheral roles in 
reproduction. Only over the past several decades have researchers focused on what functions Oxt might have in the brain, the subject 
of this review. Immunohistochemical studies revealed that magnocellular neurons of the hypothalamic paraventricular and supraoptic 
nuclei are the neurons of origin for the Oxt released from the posterior pituitary. Smaller cells in various parts of the brain, as well 
as release from magnocellular dendrites, provide the Oxt responsible for modulating various behaviors at its only identified receptor. 
Although Oxt is implicated in a variety of “non-social” behaviors, such as learning, anxiety, feeding and pain perception, it is Oxt’s roles 
in various social behaviors that have come to the fore recently. Oxt is important for social memory and attachment, sexual and maternal 
behavior, and aggression. Recent work implicates Oxt in human bonding and trust as well. Human disorders characterized by aberrant 
social interactions, such as autism and schizophrenia, may also involve Oxt expression. Many, if not most, of Oxt’s functions, from social 
interactions (affiliation, aggression) and sexual behavior to eventual parturition, lactation and maternal behavior, may be viewed as 
specifically facilitating species propagation.  PMID: 19482229

Gynecol Obstet Invest. 1999;47(2):125-6.
The role of oxytocin in relation to female sexual arousal.
Blaicher W, Gruber D, Bieglmayer C, Blaicher AM, Knogler W, Huber JC.
Dept of Gynecology Obstetrics, Div of Gynecological Endocrinology Reproduction Medicine, Univ of Vienna, Austria. 
Oxytocin is clearly involved in human reproduction and serves an important role in sexual arousal. Oxytocin serum levels were measured 
before and after sexual stimulation in 12 healthy women. Values of oxytocin 1 min after orgasm were significantly higher (p < 0.05) than 
baseline levels. This finding supports the hypothesis that oxytocin plays a major part in human sexual response both in neuroendocrine 
function and postcoital behavior.  PMID: 9949283
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J Clin Endocrinol Metab. 1987 Jan;64(1):27-31.
Plasma oxytocin increases in the human sexual response.
Carmichael MS, Humbert R, Dixen J, Palmisano G, Greenleaf W, Davidson JM.
The purpose of this study was to determine whether plasma oxytocin (OT) levels change during human sexual responses and, if so, to 
demonstrate the temporal pattern of change. Plasma OT levels were measured by RIA before, during, and after private self-stimulation 
to orgasm in normal men (n = 9) and women (n = 13). Blood samples were collected continuously through indwelling venous catheters. 
The subjects pressed a signal to indicate the start and finish of orgasm/ejaculation. Objective assessment of sexual arousal and orgasm 
was obtained by measuring blood-pulse amplitude and electromyographic activity, recorded continuously throughout testing from an anal 
device containing a photoplethysmograph and electromyograph electrodes connected to a polygraph located in an adjacent room. These 
measures allowed collection of data from men and women of changes in blood flow and muscle activity in the lower pelvic/pubic area. 
Plasma OT levels increased during sexual arousal in both women and men and were significantly higher during orgasm/ejaculation than 
during prior baseline testing. We suggest that the temporal pattern of secretion could be related to smooth muscle contractions of the 
reproductive system during orgasm.  PMID: 3782434

Horm Behav. 2002 Mar;41(2):170-7.
Oxytocin maintains as well as initiates female sexual behavior: effects of a highly selective oxytocin antagonist.
Pedersen CA, Boccia ML. Department of Psychiatry CB#7160, The University of North Carolina at Chapel Hill, Chapel Hill, North 
Carolina 27599.
In previous studies, central administration of the oxytocin (OT) antagonist d(CH2)5[Tyr(Me)2, Thr4, Tyr-NH(9)2]OVT (OTA1) blocked 
receptive and proceptive components of female sexual behavior (FSB) and increased male-directed agonistic behavior when given before 
progesterone (P) treatment in estradiol-primed female rats but not when given shortly before behavioral testing 4-6 h after P. Because the 
considerable V(1a) antagonist potency of OTA1 may have contributed to these results, we tested the effects of the far more selective OT 
antagonist desGly-NH2, d(CH2)5[d-Tyr2, Thr4]OVT (OTA2). In ovariectomized, estradiol benzoate-primed (1 microg x 2 days sc) rats, icv 
infusion of OTA2 (1 microg) prior to P injection (250 microg sc) significantly suppressed lordosis and hops and darts and trended toward 
significantly increasing male-directed kicks during testing at 4 and 6 h. Infusion of OTA2 3 h and 40 min after P did not alter behavior at 
4 and 6 h after P but significantly decreased lordosis as well as hops and darts and increased male-directed kicks 8-12 h after P. These 
results provide further evidence that central OT receptor activation shortly after P treatment contributes to the subsequent onset and early 
expression of FSB and demonstrate, for the first time, that OT receptor activation at later time points also contributes to maintaining FSB. 
The FSB-stimulating effect of central OT appears to persist for several hours. PMID: 11855901

Horm Behav. 2005 Feb;47(2):164-9. Epub 2004 Dec 9.
Menstrual cycle-related changes in plasma oxytocin are relevant to normal sexual function in healthy women.
Salonia A, Nappi RE, Pontillo M, Daverio R, Smeraldi A, Briganti A, Fabbri F, Zanni G, Rigatti P, Montorsi F.
Department of Urology, University Vita-Salute San Raffaele, Milan, Italy. 
Circulating levels of the neuro-hypophysial nonapeptide oxytocin increase during sexual arousal and orgasm in both men and women. 
A few studies have evaluated the effect of the menstrual cycle on plasma oxytocin in normally cycling, sexually active, healthy fertile 
women using or not using contraceptive pills. In 20 ovulating women and 10 women taking an oral contraceptive (group 1 and group 2, 
respectively), sexual function, hormonal profile, and plasma oxytocin (OT) were evaluated throughout the menstrual cycle. In group 1, 
plasma OT was significantly lower during the luteal phase in comparison with both the follicular and ovulatory phases. Plasma oxytocin 
was significantly correlated with the lubrication domain of the Female Sexual Function Index (FSFI) during the luteal phase and showed a 
trend towards statistical significance during the follicular phase. In group 2, plasma OT did not show any significant fluctuation throughout 
the menstrual cycle, even though a significant correlation was evident with both the arousal and the lubrication domain of the FSFI 
during the assumption of the contraceptive pill. These findings suggest that plasma OT fluctuates throughout the menstrual cycle in 
normally cycling healthy fertile women with adequate sexual activity but not taking any oral contraceptive pill. Moreover, plasma OT levels 
significantly relates to the genital lubrication in both women taking and not taking oral contraceptive pill apparently confirming its role in 
peripheral activation of sexual function.   PMID: 15664019

Zhonghua Nan Ke Xue. 2011 Jun;17(6):558-61.
Oxytocin and male sexual function.
Teng RB, Zhang XH. Institute of Urology and Nephrology, Guangxi Medical University, Nanning, Guangxi 530021, China.
Oxytocin (OT) is a female hormone with the main function of facilitating uterine contraction and milk ejection. Recent studies show that 
OT is involved in multiple signaling pathways in the central and peripheral nerve system and mainly regulates the physiology and activity 
of reproduction, including male reproduction and sexual behavior. The roles of OT in penile erection are bio-phasic with proerectile effect 
in the central nerve system while peripherally inhibiting erection. OT also mediates ejaculation, post-ejaculatory detumescence and the 
post-orgasm refractory period. OT and OT-receptor in the central nerve system will be a new target in the drug development for the 
treatment of erectile dysfunction, while OT intracavernous injection promises to be an effective therapy for priapism. This review focuses 
on the effects of OT on male sexual activities.  PMID: 21735659
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BHRT Dosage Form Overview

Sublingual Tablets:  Half of the total daily dose should be taken twice daily using this mode for hormone administration. 
Like the percutaneous gel, sublinguals are not subject to first-pass metabolism by the liver. College Pharmacy’s sublingual 
tablets incorporate Lipid Matrix technology.

Percutaneous Gel:  A once-a-day application of this percutaneous gel is all that is required to achieve a near constant 
24-hour steady state of hormone levels. If using a bottle with a SealSafe® adapter and syringe, 2mls of  percutaneous gel 
are spread (not rubbed) onto the skin over a large surface area in the morning or evening just once daily. If using College 
Pharmacy’s waste-minimizing airless metered pump bottle, one to two pumps (1.2ml - 2.4ml) of percutaneous gel are 
spread (not rubbed) onto the skin over a large surface area in the morning or evening just once daily. The skin acts as a 
reservoir, slowly releasing hormones from its microcirculation into the main circulation continuously over a 24-hour period. 
This gel is extremely hypoallergenic and compliance is very good due to its once-a-day dosing.

PLO Gel:  Applied two times daily. Volume of each dose is 0.5ml or less typically. May require refrigeration to keep the gel 
stable depending on the formulation requested. Good blood levels can be achieved, but it is rather messy to use.

Topical Creams:  Popular with people with dry skin. Requires application two to three times per day. Good hormone levels 
are achievable. Main drawbacks are difficulties in measuring the dose and erratic blood levels. 

Suppositories:  Are made using fatty acid bases and are hypoallergenic. Not commonly used for BHRT – but still used by 
some for extreme cases of premenstrual syndrome.

Injectables:  Use the most hypoallergenic oils available. Typically require administration every 2-3 weeks, and hormone 
levels do not remain constant from shot to shot.

Vaginal Creams & Ointments:  Good for localized therapy. You can specify either water or petrolatum bases.

Fused Pellet Implants:  Typically utilizes estradiol and testosterone and are inserted subcutaneously every 3 to 5 months 
(varies between women and men, and with individual metabolism). This route provides very constant hormone levels similar 
or better to those achieved using percutaneous gel. College Pharmacy’s Fused Pellet Implant formulations include: estradiol, 
testosterone, biest, pregnenolone, progesterone, DHEA, anastrazole, and testosterone / anastrozole. 

Powder & Oil-Filled Capsules:  Oral dosing recommended for Progesterone only. Powder-filled capsules can be prepared 
for immediate or slow release. Oil-filled capsules can be used to improve absorption of some hormones.

Combination Dosing of Hormones: Hormones compounded into a gel, cream, sublingual tablet, or capsule form can be 
combined into a single prescription dosage form for added convenience.
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Topical Gel & Cream Dispenser Options

Topi-Click™ Metered Dispenser: Topical Creams

 

Topical Gel Dispensers: Topical gels are available in an airless metered pump or a traditional adapt-a-cap bottle with a 
syringe. Our pharmacists recommend the airless metered pump for more accurate dispensing of topical gels.

Convenient and Easy Application.• 
More Consistent Application of Gel.• 
Accurate Dosing: No Measuring.• 
Minimizes Waste and Mess.• 
No Difference in Pricing.• 
1 pump = 1.2ml  / 2 pumps = 2.4ml• 

Make sure to specify “Airless Pump” when writing a prescription. Dosing should also be adjusted 
to 1.2ml/pump or 2.4ml/2 pumps.

SealSafe® Bottle Adapter and Syringe: A “traditional” approach to dispensing 
gels. Unless specified, and if prescription is written as “per 2ml”, College Pharmacy will 
use a bottle with a SealSafe® adapter and syringe. Dosing of gels using this option is 
per 2mls, but can be easily modified if switching to the Airless Metered Pump.

Topical Cream Dispensers: Topical creams are available in the Topi-Click™ Dispenser, tubes, pre-filled syringes, 
and jars with measuring scoops. Our pharmacists recommend the Topi-Click® Dispenser due to more accurate dosage 
application.

Easy to use for all types of patients.• 
Helps improve compliance and reduce patient complaints.• 
Refill reminder line so patients know when to reorder prescription.• 
Dispenses volumes of 5ml to 30ml of topical cream. • 
One complete click dispenses a consistent metered amount within +/- 10%.• 
Domed applicator pad for applications without dispensing onto hands first.• 
Minimizes Waste and Mess.• 
No Difference in Pricing.• 
1 click = 0.25ml  / 2 clicks = 0.5ml / 4 clicks = 1ml• 

Unless requested, all topical creams are now dispensed in the Topi-Click™ applicator. You may 
also specify “Topi-Click” or “TCX” when writing a prescription. 
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Percutaneous Gels

Mimicking the physiologic release of hormones into the body should be the goal of all Hormone Replacement Therapy 
(HRT). No delivery system or method will ever replicate Mother Nature; however, percutaneous gels are one of a select few 
dosage forms that stand out in their ability achieve physiologic dosing.    

Administration of hormones through the skin using percutaneous gels is currently widely used in Europe. Since they are not 
a common commercially available dosage form in the U.S., they are the least understood of the various delivery systems 
available for HRT. Mimicking ovarian hormonal secretion should be the goal of HRT. With the possible exception of pellet 
implants or sublingual tablets, percutaneous gels offer HRT closest to the natural model. Percutaneous gels for HRT are 
applied to the skin once a day.  

Studies show plasma values remain constant throughout the day. Adequacy of the dose can be checked with standard 
laboratory testing (blood serum or saliva). Whereas the matrix of transdermal patches acts as a reservoir for hormonal 
delivery, percutaneous gels use the natural reservoir effect of the skin to deliver a continuous flow of hormones into the body 
between applications. All HRT needs to be individualized for optimal effect. Variances in individual levels due to differences 
in skin absorption can easily be corrected by simply adjusting the volume or strength of the gel used by the patient for the 
most optimal effect. The gel dries completely within 1-2 minutes of application leaving no visible trace or smell. Combinations 
of 2 or more hormones can be combined into a single dose.

There are seldom problems with skin irritation as is sometimes the case with transdermal patches, even in warm or humid 
climates. Like ovarian secretion, percutaneous gels do not deliver HRT via the portal system; thereby, avoiding the first pass 
effect of liver metabolism. Unlike oral routes, a more physiologic E1, E2 balance is preserved. Percutaneous gels offer many 
benefits over traditional oral routes of administration.

NOTE:  There are major differences in gel formulations. Some gels are not designed for delivering a 24-hour effect (example: 
PLO gels). Other gel forms include types of alcohol and other ingredients that are not appropriate for daily use. Our gels are 
consistent with those commercially available in Europe and are extremely hypoallergenic.

Any combination, dosage form and strength can be individualized for each patient. While combination dosing can be utilized 
in any dosage form you specify, we recommend using topical percutaneous gels, lipid matrix sublingual tablets, or fused pellet 
implants for their more physiologic effect. Certain restrictions do apply to combination dosing of fused pellet implants.

*Scott RT, Ross B, Anderson C et al. “Pharmacokinetics of percutaneous estradiol: a crossover study using a gel and a 
transdermal system in Comparison with oral micronized estradiol.” Obstet Gynecol, 1991, 77:758-764.

 Percutaneous Gel Overview: 
 • Available in a bottle with a SealSafe® adapter and syringe or waste-minimizing airless metered pump bottle.  
 • Once-a-day application.
 • Studies show 24-hours of near-constant hormone levels.*
 • Multiple hormones can be combined into one gel.
 • Avoids first pass effect.*
 • Hypo-allergenic formula.
 • Dose is easily adjustable.
 • Non-sticky, non-greasy application.
 • Dries within minutes.
 • No residual smell.
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BHRT Fused Pellet Implants

Standard Stainless Steel Trocars  3-piece Trocar: Regular / Large 

Premium Surgical Stainless Steel Trocars 3-piece Trocar: Regular / Large 

3-Piece / Single-Use / Disposable Trocar Kits
 Stainless Steel Tipped Trocar:  Regular / Large        
 Plastic Trocar:     Regular / Large    
  
Kit includes: 3-piece single-use trocar, sterile gloves (non-latex), Chlorascrub™ 
Swabstick (non-staining), 10” x 13” towel stand cover, 10cc syringe,   21G x 1.5” 
needle, 30G x .5” needle, fenestrated drape with adhesive strips, scalpel (#11 
Blade), forceps, four 4” x 4” non-woven sponges, steri-strips (1/4” x 1 1/2”, 6 on        
a card), tegaderm transparent dressing. 3-
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Estradiol Testosterone
6mg 12.5mg
10mg 25mg
12.5mg 37.5mg

15mg 50mg

18mg 65mg

20mg 87.5mg
25mg 100mg
37.5mg 200mg*
50mg 300mg*

75mg

100mg

Additional Pellet Implants                Strength
DHEA 25mg
DHEA 50mg
Pregnenolone 25mg
Pregnenolone 50mg
Progesterone 50mg
Progesterone 100mg
Biest 25mg (Estriol / Estradiol) 12.5mg / 12.5mg
Biest 50mg (Estriol / Estradiol) 25mg / 25mg
Testosterone / Anastrozole 60mg / 4mg, 6mg, 8mg
Testosterone / Anastrozole 90mg / 10mg
Testosterone / Anastrozole 190mg / 10mg*

Improved Color-Coded Sterile Packaging: We pride ourselves on our 
sterile compounding capabilities and want to ensure that our packaging 
reflects the most modern packaging standards. Our color-coded 
packaging adheres to College Pharmacy’s strict company wide sterility 
standards. All vials containing BHRT Fused Pellet Implants are color-
coded by hormone for additional safety and convenience. Select pellet 
formulations and strengths may also have a pellet protection “sleeve” in 
the vial to help prevent breakage during shipping.

Improved Order Processing Times & Product Sterility with E-Beam 
Technology! College Pharmacy has adopted e-beam technology to 
ensure our pellets meet our strict sterility standards, while also allowing 
us to process orders more efficiently without delays in the traditional 
sterility testing process.

College Pharmacy’s convenient flip-top 
fused pellet vials are easy-to-use, color-
coded by ingredient, and meet our strict 
sterility and quality standards. 

Improving on 25+ years of experience compounding BHRT Pellet Implants! College Pharmacy has been compounding 
BHRT Fused Pellet Implants since 1988! We were one of the first compounding pharmacies to work with healthcare 
practitioners in the mid-1980s that wanted their patients to have access to this dosage form that had been popular into the 
1970s. Unlike earlier versions, our fused pellet implants were created using more advanced compounding technology and 
BHRT formulations. Unstable pellets that crack or crumble can have a negative impact on the quality of treatment. The 
entire compounding process is an important “ingredient” in creating a BHRT pellet implant.  

*Wide diameter pellet. 



Fax: (800) 556-5893 / (719) 262-0035 Email: info@collegepharmacy.com

BHRT Fused Pellet Implants

Are you interested in learning more about BHRT Fused Pellet Implants? 
You may be interested in purchasing our Pellet Implant Therapy Training Video. This three part series covers 
testimonials from pellet patients, and an in-depth interview with experienced pellet practitioner Dr. Jack Ford, along 
with live footage of the pellet implant procedure.

*Please see “Research Abstract” section at the end of this document. 
19

How and where are pellets inserted? The insertion of pellets is a simple, relatively painless procedure done under local 
anesthesia. The pellets are usually inserted in the lower abdominal wall or upper buttocks through a small incision, which 
is then taped closed. In men, testosterone pellets may be inserted into the side “love handles.” The experience of the 
healthcare professional matters a great deal, not only in placing the pellets, but also in determining the correct dosage of 
hormones to be used. 

Are there any side effects or complications from the pellet insertion? Complications from the insertion of pellets 
include; minor bleeding or bruising, discoloration of the skin, infection, and the possible extrusion of the pellet. Other than 
slight bruising, or discoloration of the skin, these complications are very rare.  Testosterone may cause a slight increase 
in facial hair in some women.  Testosterone stimulates the bone marrow and increases the production of red blood cells.  
A low testosterone level in older men is a cause of anemia.  Testosterone, delivered by implants or other methods, can 
cause an elevation in the red blood cells.  If the hemoglobin and hematocrit (blood count) get too high, a unit of blood may 
be donated. After the insertion of the implants, vigorous physical activity is avoided for 48 hours in women and up to 5 to 
7 days in men. Early physical activity is a cause of ‘extrusion’, which is a pellet working it’s way out.  Antibiotics may be 
prescribed if a patient is diabetic or has had a joint replaced.  However, this is a ‘clean procedure’ and antibiotics may not 
be needed.  

Why haven’t I heard about Pellets? You may wonder why you haven’t heard of pellets. Pellets are not patented and have 
not been marketed in the United States. They are frequently used in Europe and Australia where pharmaceutical companies 
produce pellets. Most of the research on pellets is out of Europe and Australia. Pellets were frequently used in the United 
States from about 1940 through the late 70’s when oral patented estrogens were marketed to the public. In fact, some of the 
most exciting data on hormone implants in breast cancer patients is out of the United States. Even in United States, there 
are clinics that specialize in the use of pellets for hormone therapy.

How long do pellets last and how long until a patient feels better after pellets are inserted? The pellets usually last 
between 3 to 5 months (varies between women and men, and with individual metabolism). The pellets do not need to be 
removed. They completely dissolve on their own. Some patients begin to ‘feel better’ within 24-48 hours while others may 
take a week or two to notice a difference.  Diet and lifestyle, along with hormone balance are critical for optimal health.  
Stress is a major contributor to hormone imbalance and illness.  

Over 70 years of research has illustrated the benefits of pellet implants in administering hormones in both women 
and men. Pellet implants deliver consistent, physiologic levels of hormones. The consistent and physiologic dosing has 
been shown to maintain and improve bone density. Pellet implants bypass the liver and don’t negatively impact clotting 
factors, blood pressure, lipid levels, glucose, or liver function*.
    
Pellet implants have consistently been shown to improve*:
        Cardiovascular Health        Sex Drive and Libido        Headaches and Migraines        Insomnia
        Hot Flashes  Mood and Depression     Joint Aches and Pains
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Lipid Matrix Sublingual Tablets

College Pharmacy’s Lipid Matrix Sublingual Tablet is formulated to create a dosage form that offers a faster and more 
complete absorption than traditional oral routes of administration, while keeping the same quality you expect from College 
Pharmacy.

A growing amount of well respected research shows that a true sublingual tablet offers drug delivery benefits over more 
traditional oral and non-oral routes of administration. Dissolving the sublingual tablet under the tongue introduces hormones 
and other therapies directly into the bloodstream while bypassing the metabolism that may occur in the liver. By delivering 
drugs directly into the bloodstream, problems with bioavailability due to the digestive track and intestinal lining may also 
be avoided, and often a lower drug dose can be used effectively. Generally, there may be 5% - 7% increase in  absorption 
when using a sublingual tablet.* 

We can compound all of our hormones either in a single or combination dosage for convenience and patient compliance. 

*Zhang, Hao; Zhang, Jie et al. “ Oral Mucosal Drug Delivery: Clinical Pharmacokinetics and Therapeutic Applications.” Clinical Pharmacokinetics. 41(9):661-680, 2002.

Common Sublingual Tablet Formulations

Hormone Replacement Therapy For Men & Women: 
Hormones can be compounded individually or in combination dosages. Tablets dissolve under the tongue, typically in less 
than a minute. 

 Estradiol Progesterone  Pregnenolone  Testosterone  Melatonin

 Estriol  Biest   Triest   DHEA   Hydrocortisone

 Oxytocin 

Consistent Dosing of Specialty Nutraceuticals: 
The Lipid Matrix Sublingual Tablet is a bioavailable, quick, convenient, and consistent dosage form for many specialty 
nutraceuticals that are often taken orally. Examples include: Glutathione, Methylcobalamin (MB12), Pain Management 
formulations. 

 Sublingual Tablet Overview: 
 •  A True Sublingual Tablet + Lipid Matrix Drug Delivery
 • No Mess. No Hassle. No Topical Transfer
 • Not a Lozenge, Troche, or Tablet Triturate
  • Bioavailable & Avoids First Pass Effect 
 • Convenient & Consistent Dosing Application
 • Smooth “Mouth-Feel” & Rapid Disintegration
 • Single or Combination Drug Delivery 
 • Scored For Convenience
 • Potency Tested 
 • Mild Citrus Flavor
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Getting BHRT Started

9 Steps to Hormonal Wellness

1.   Obtain a complete lab panel to include the following hormones.  Note the time of day when samples are 
 collected and what day in the cycle (day 21 of cycle is best), if that applies, for future monitoring.

 Women (For overall health check a,b, and c yearly.) 
 a. Pap Smear
 b. Thyroid: TSH, T3, and T4
 c. Cortisol
 d. Testosterone (Free & Total)
 e. Progesterone
 f. Estradiol, and Estrone
 g. DHEA (Sulfate)
 h. Vitamin D3 (25 Hydroxy)    
 Optional: Reverse T3 (practitioner discretion)

2. Have patient fill out patient history questionnaire (available from College Pharmacy).

3. If you would like assistance, fax results of 1 and 2 to College Pharmacy when complete.

4. After a full review, we will fax you a suggested treatment protocol for your review and approval.

5. Multiple hormones can be combined into a single dose, for convenience, if desired.

6. After your review, you fax back a prescription authorization and instruct the patient to contact us before   
 picking up prescription(s).  We will obtain all necessary information including insurance information at    
 that time and give them a time to pick up their prescription or have it shipped.

7. When the patient arrives at our pharmacy, or receives their prescription via Federal Express, UPS, mail,    
 etc. they will be instructed on how to use their hormone therapy and will be encouraged to contact us    
 if they have any questions or problems.  We will suggest changes in dosing when required, making    
 sure the patient remains inside the physiologic ranges for pre-menopausal women.  

8. We recommend retesting at 3 - 6 months initially, then yearly thereafter, ensuring therapy is optimal and    
 levels are physiologic.

9. Maintain ongoing monitoring, annual or bi-annual to make sure therapy stays on track and is optimal.

Please Note: A proper diet is necessary for optimization of hormone replacement therapy and specific nutritionals are 
usually recommended. There is additional information about diet and supplements in following sections.

Men
a. PSA
b. Estradiol (E2)
c. Testosterone (Free & Total)
d. DHT
e. DHEA (Sulfate)
f. Vitamin D3 (25 Hydroxy)
g. Thyroid: TSH, T3, and T4
Optional: Reverse T3 (practitioner discretion)
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Laboratory Testing

Among the first steps in determining the proper course of therapy for your patient is to check their hormone levels using 
urine, blood, or saliva tests. Knowing whether hormone levels are within the optimal range, in combination with a patient’s 
symptoms, will help you optimize treatment. If the patient is still cycling, testing is best done on day 21.

Hormones typically measured include:
 •  Estradiol   •  Estrone  •  Testosterone (Free and Total)   •  Vit D3 (25 Hydroxy)
 •  Progesterone  •  DHEA-S  •  TSH
 •  T3 (Free)   •  T4 (Free)  •  Reverse T3 (practitioner discretion)  

The oldest method of assessing hormone levels is through urine tests, which can detect larger amounts of hormones than 
blood or saliva tests. Traditionally, urine collection was done over a 24-hour period. First morning urine voids can now be 
used for hormone assessment as an alternative to 24-hour urine collections. The test measures hormones excreted from 
an eight-hour period. Since many hormones’ peak output occurs in the early morning, the first morning void provides an 
opportunity to assess hormones at their best (although daily fluctuations cannot be measured). Female and male urinary 
hormone evaluations are available, in addition to estrogen metabolism evaluation.

Hormones are identified in urine through a process called mass spectroscopy. Some urine tests can measure specific 
hormones to determine the effects of hormone supplementation on more than one hormone.

Blood levels provide a way of monitoring hormone levels in particular phases of the menstrual cycle.  As an alternative to 
serum tests, blood spot testing is a minimally invasive method that allows for routine monitoring and adjustment of hormone 
supplementation as needed.  Blood spot is collected in the morning, before eating or drinking, and involves only a finger 
prick with a lancet and a few drops of blood dried in filter paper.  Blood spot tests available include:

Andropause (male menopause) symptoms:  Testosterone (T) sex hormone-binding globulin (SHBG) and 
Prostate Specific Antigen (PSA) for prostate screening, a prerequisite to hormone supplementation.  IGF-1 
may be added for symptoms of Adult Growth Hormone (GH) deficiency.

Thyroid: Levels of free T4 and free T3, along with TSH and thyroid peroxidase (TPO) antibodies, may 
be measured with blood spot testing.  High TSH indicates low thyroid activity.  Patients with Hashimoto’s 
Autoimmune Thyroiditis, in which the body’s immune system destroys the thyroid gland, will have high 
levels of antibodies against TPO, the enzyme that manufactures thyroid hormone. Some practitioner’s also 
choose to test Reverse T3 as well.

Follicle Stimulating Hormone (FSH) / Luteinizing Hormone (LH):  These gonadotropins influence the 
sex glands.  High levels of FSH and LH are markers of mid-life decline in hormone production.

Insulin: Fasting insulin levels may detect insulin resistance, an impaired metabolic response that inhibits 
the utilization of glucose for energy.  The condition increases the risk for diabetes, stroke, heart disease, 
and cancer.

Urine Testing

Blood Testing
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Saliva Testing

Saliva yields a direct measure of free, bioavailable steroid hormones that have moved out of the bloodstream and into the 
tissue. Timing of this non-invasive test, which may be covered by medical insurance, can be precisely controlled and levels 
can be determined at optimum times. Costs varies with the number of hormones tested. Recommended tests if choosing 
saliva testing:

Overall hormone levels in men and women:  Estrogen (E2), progesterone (P4), testosterone (T), DHEA-S 
and diurnal cortisol (C) morning, noon, evening, bedtime.

Menopause / PMS symptoms:  E2, P4, T, DHEA-S, cortisol (a.m.), hormone profile above with addition of 
cortisol (p.m.).

Glucocorticoids:  Produced by the adrenal glands in response to stress, glucocorticoids (primarily cortisol) 
suppress the immune system when chronically elevated.  High levels are associated with insulin resistance, 
diabetes, osteoporosis, breast cancer, and cardiovascular disease.

Genova Diagnostic Laboratory
Blood Serum, Saliva, & Urine Testing
63 Zillicoa Street
Asheville, NC 28801
Phone: (828) 253-0621
Fax: (828) 252-9303
www.gsdl.com

ZRT Laboratories
Blood Spot & Saliva Testing (combo test is available)
1815 NW 169th Place, Suite 5050
Beaverton, OR 97006
Phone: (503) 466-2445
Fax: (503) 466-1636
info@zrtlab.com
www.salivatest.com

Any Lab Test Now!    
Blood Serum Testing
Services throughout the U.S.
www.anylabtestnow.com

Meridian Valley Laboratory
Blood Serum & Urine Testing
801 S.W. 16th Street, Suite #126
Renton, Washington 98057
Tel: 425.271.8689
Fax: 425.271.8674
info@meridianvalleylab.com
www.meridianvalleylab.com

Labrix Clinical Services Inc.
Saliva Testing
619 Madison St.
Oregon City, OR 97045
Phone: (503) 656-9596
Fax: (503) 656-9756
www.labrix.com

Life Extension
Blood Serum Testing
Services throughout the U.S.
Phone: (800) 226-2370
www.lef.org/BloodTest

Finding a Laboratory
There are many laboratories across the U.S. that offer hormone testing; however, finding one that has extensive experience, 
excellent customer service and professional resources can be a challenge. The following laboratories are often suggested 
by healthcare practitioners for hormone testing services. 
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Saliva Test Reference Ranges

Cortisol:
 A.M. Cortisol:    5.1 - 40.2 Optimal:   19 -32
 Noon Cortisol:  2.1 - 15.7 Optimal:   6 - 12
 P.M. Cortisol:  1.8 - 12.1 Optimal:   4 - 8
 Night Cortisol  0.9 - 9.2 Optimal:   2 - 6

DHEA:
 Women:    137 - 336  Men:    106 - 300
 If DHEA levels are less than these ranges, recommend supplementation unless 
 Estradiol and Testosterone are elevated.

Estradiol:
 Women Post:    1.0 - 3.2   
   Pre:   1.0 - 10.8
   Supplementing: 1.5 - 10.8 
 Men  Less than 2.5

Progesterone:
 Women Post:   18 - 126   
   Pre:   127 - 446
   Supplementing: 500 - 3000
 Men  Less than 57

Testosterone:
 Women: Range:    6.0 - 49  
   Supplementing:  30 - 60
   Supplementing Optimal: 20 - 35
   Women not supplementing:  Less than 20, look at symptoms. 
       Over 35, developing insulin resistance.
 Men:   Range:    30.1 - 142.5
   Supplementing:  250 - 350

Common Lab Value References: Saliva
Lab value reference ranges can vary based on the laboratory used. Please refer to the materials provided by 
the lab. When selecting a lab, make sure to use a facility that has extensive hormone testing experience.
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Blood Test Reference Ranges: The Life Extension Blood Testing Protocol
For additional information, please contact College Pharmacy to request a complete Blood Testing Protocol 
article written by Life Extension National Diagnostics, Inc. 

Cortisol    Reference Range    
 A.M. Cortisol     4.3 - 22.4 µg/dL
 P.M. Cortisol   3.1 - 16.7 µg/dL
DHEA     Reference Range    Optimal Range
 Women       19–29 years: 65–380 μg/dL   250 - 380 µg/dL  ALL AGES
     30–39 years: 45–270 μg/dL   
     40–49 years 32–240 μg/dL
     50–59 years 26–200 μg/dL
     60–69 years 13–130 μg/dL
     >69 years 17–90 μg/dL
 Men        19–29 years 280–640 μg/dL   500 - 640 µg/dL  ALL AGES
     30–39 years: 120–520 μg/dL
     40–49 years: 95–530 μg/dL
     50–59 years: 70–310 μg/dL
     60–69 years 42–290 μg/dL
     >69 years 28–175 μg/dL  
Dihydrotestosterone   Reference Range    Optimal Range 
 Women   4 - 22 ng/dL     ---
 Men    30 - 85 ng/dL     30 - 50 ng/dL
Estradiol    Reference Range    Optimal Range  

 Adult Women   Follicular phase (-12): 19–83 pg/mL
     Follicular phase (-4): 64–183 pg/mL
     Midcycle peak: (-1) 150–528 pg/mL
     Luteal phase: (+2) 58–157 pg/mL
     Luteal phase: (+6) 60–211 pg/mL
     Luteal phase: (+12) 55–150 pg/mL
     Postmenopausal (untreated): 0–31 pg/mL
 Adult Men    <54 pg/mL     10–30 pg/mL 
Estriol     Reference Range   
 Nonpregnant Women  <2.0 mg/dL
 Men    <2.0 mg/dL

Common Lab Value References: Blood
Lab value reference ranges can vary based on the laboratory used. Please refer to the materials provided by 
the lab. When selecting a lab, make sure to use a facility that has extensive hormone testing experience.
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Estrogens Total   Reference Range    Optimal Range
 Women   Day 1–10: 61–394 pg/mL
     Day 11–20: 122–437 pg/mL
     Day 21–30: 156–350 pg/mL
 Men     40–115 pg/mL     40–77 pg/mL
Estrone    Reference Range    
 Women   Follicular phase: 37–138 pg/mL
     Midcycle peak: 60–229 pg/mL
     Luteal phase: 50–114 pg/mL
 Men     12–72 pg/mL
Follicle-Stimulating Hormone (FSH) & Luteinizing Hormone (LH)
FSH     Reference Range    Optimal Range 
 Women   Follicular phase: 2.5–10.2 mIU/mL
     Ovulatory peak: 3.4–33.4 mIU/mL
     Luteal phase: 1.5–9.1 mIU/mL
     Postmenopausal phase: 23.0–116.3 mIU/mL
 Adult Men   > 15 years: 1.4–18.1 mIU/mL   1.4–14 mIU/mL 
LH     Reference Range    Optimal Range 
 Adult Men   20–70 years: 1.5–9.3 mIU/mL  0.5–9.3 mIU/mL  ALL AGES
      > 70 years: 3.1–34.6 mIU/mL
 Women   Follicular phase: 1.9–12.5 mIU/mL
     Ovulatory peak: 8.7–76.3 mIU/mL
     Luteal phase: 0.5–16.9 mIU/mL
     Postmenopausal phase: 5.0–52.3 mIU/mL
     Contraceptives 0.7–5.6 mIU/mL
Insulin-Like Growth Factor 1 Reference Range
 20 years    127–424 ng/mL 51–55 years 87–238 ng/mL
 21–25 years    116–358 ng/mL 56–60 years 81–225 ng/mL
 26–30 years    117–329 ng/mL 61–65 years 75–212 ng/mL
 31–35 years    115–307 ng/mL 66–70 years 69–200 ng/mL
 36–40 years    109–284 ng/mL 71–75 years 64–188 ng/mL
 41–45 years    101–267 ng/mL 76–80 years 59–177 ng/mL
 46–50 years    94–252 ng/mL 81–85 years 55–166 ng/mL
Pregnenolone   Reference Range    Optimal Range
 Women   10–230 ng/dL     100–170 ng/dL
 Men    10–200 ng/dL     100–170 ng/dL

Common Lab Value References: Blood
Lab value reference ranges can vary based on the laboratory used. Please refer to the materials provided by 
the lab. When selecting a lab, make sure to use a facility that has extensive hormone testing experience.
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Common Lab Value References: Blood
Lab value reference ranges can vary based on the laboratory used. Please refer to the materials provided by 
the lab. When selecting a lab, make sure to use a facility that has extensive hormone testing experience.

 

Progesterone    Reference Range 
 Women    <0.5 ng/mL
     Follicular: 0.2–1.4 ng/mL
     Luteal: 3.3–25.6 ng/mL
     Midluteal: 4.4–28.0 ng/mL
     Postmenopausal: 0.0–0.7 ng/mL 
 Men     <0.3–1.2 ng/mL 
Prolactin    Reference Range    Optimal Range
 Women    2.8–29.2 ng/mL    2.8–7 ng/mL
     Nonpregnant: 2.8–29.2 ng/mL
     Pregnant: 9.7–208.5 ng/mL
     Postmenopausal: 1.8–20.3 ng/mL
 Men    2.1–17.7 ng/mL    2.1–5 ng/mL
Prostate-Specigic Antigen (PSA) Reference Range    Optimal Range
 Men    0–4.0 ng/mL     0–2.5 ng/mL 
Reverse T3    Reference Range
 All Patients   90–350 pg/mL
Selenium     Reference Range 
 All Patients    Environmental Exposure: 79–326 μg/L
      Normal Range: 46–143 μg/L
Sex Hormone Binding Globulin  Reference Range  Optimal Range
 Women    1–114 nmol/L   Lower part of reference range.
 Adult Men    13–71 nmol/L   Lower part of reference range.
Testosterone Free (Direct)   Reference Range  Optimal Range
 Women    20–59 years 0.0–2.2 pg/mL
      60+ years 0.0–1.8 pg/mL
 Men     20–29 years 9.3–26.5 pg/mL
      30–39 years 8.7–25.1 pg/mL
      40–49 years 6.8–21.5 pg/mL      18–26.5 pg/mL for aging
      50–59 years 7.2–24.0 pg/mL     men without prostate cancer.
      60+ years 6.6–18.1 pg/mL
Testosterone, Total    Reference Range  Optimal Range
 Women    14–76 ng/dL
 Men     241–827 ng/dL  500–827 ng/dL

27



College Pharmacy Tel: (800) 888-9358 / (719) 262-0022

College Pharmacy

Common Lab Value References: Blood
Lab value reference ranges can vary based on the laboratory used. Please refer to the materials provided by 
the lab. When selecting a lab, make sure to use a facility that has extensive hormone testing experience.

Thyroid Stimulating Hormone (TSH) Reference Range  Optimal Range
 All Patients    0.30–3.0 mcIU/mL  0.30–2.1 mcIU/mL
Thyroxine (T4)    Reference Range  
 All Patients    4.5–12.0 μg/dL
Thyroxine (T4) Free, Direct   Reference Range  
 All Patients    0.70–1.53 ng/dL
Tri-Iodothyronine (T3)   Reference Range  
 All Patients    85–205 ng/dL
Tri-Iodothyronine (T3) Free   Reference Range  
 All Patients    2.3–4.2 pg/mL
Vitamin D     Reference Range  Optimal Range  
 All Patients    32–100 ng/mL   50–100 ng/mL  
          *Keep below 200 ng/ml
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Dosing BHRT: For Women

Fertility:  
1. FOR LOW PROGESTERONE LEVELS IN LUTEAL PHASE:
 Progesterone sublingual tablets 200mg – 1 BID. Or, Progesterone 400mg vaginal capsule, PV once a day. 
 From ovulation until the end of the month. Days for use of Progesterone should be consistant through out 
 treatment (14 - 20, 21 - 27, etc.) 

2.  ONCE PREGNANT:
 Do Progesterone levels.
 Stay on Progesterone SL 200mg – 1 BID. Or, Progesterone 400mg vaginal capsule, PV once a day.
 May increase to TID or QID if necessary.

3. If a fertility procedure is done, then you could use Progesterone SL tabs 200mg BID - TID to keep the
 levels high (above 25ng/ml).  Or, use Vaginal capsules.

Premenstrual Syndrome (PMS):
1.  Use Progesterone SL tabs 100mg – 1BID days 14-19 and TID days 20-28 of cycle. May increase to   
 200mg for  more difficult cases.

2. For A SEVERE CASE:
 Use Progesterone 600mg suppositories – 1 rectally BID to QID on days 14-28 of cycle.

3. May use Spironolactone 25mg, 2-6 tabs per day prn for bloating.
4. Exercise.
5. Eat smaller portions, but more often.  Cut down on sweets, caffeine, and chocolates.

Post Partem Depression:
Progesterone sublingual tabs 100mg – 1 BID. Or, Progesterone percutaneous gel 200mg/2ml 2ml QD. May 
increase if needed.  

P.C.O.S. “Poly Cystic Ovaries”:
Progesterone sublingual tabs 50mg – 1 BID on days 1-25 of month. Or, Progesterone percutaneous gel 
100mg/2ml 2ml QD.

Peri-Menopause:
1. MINOR PROBLEMS IN THE BEGINNING:
 a. Estradiol 0.35mg - 0.5mg sublingual tablets or percutaneous gel – 1/2 sublingual tablet BID or 1 q day   
     qpm (for minor hot flashes, anxiety, insomnia, night sweats, and lack of concentration).
 b. Progesterone sublingual tabs 50mg - 100mg – 1 BID on days 13-19 then TID on days 20-26 of cycle.
 c. May substitute Biest 1.75mg - 2.5mg for Estradiol 0.35mg - 0.5mg.

2. MORE SEVERE CASES:
 a. Estradiol 0.5mg or 1mg sublingual tablets or percutaneous gel, 1/2 sublingual tablet BID or 1 daily qpm. 
 b. Progesterone sublingual tabs 100mg - 200mg – 1 BID on days 13-19 and TID on days 20-26 of    
         cycle. 
 c. May substitute Biest 2.5mg or 5mg for Estradiol.
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Dosing BHRT: For Women

Peri-Menopause, continued:
3. PATIENTS STILL CYCLING:
 a. Estradiol 0.5mg - 1mg, or Biest 2.5mg - 5mg sublingual tablet (1/2 SL tablet BID) or percutaneous gel   
     (2ml QPM).
 b. Progesterone 100mg sublingual tablet. 1/2 tablet 1 BID days 14-25 (may start on day 12 if necessary   
      and use TID the last 5 days if necessary to keep from bleeding early).

Menopause:
1. CONTINUOUS THERAPY:
 Start with Progesterone 100mg and Estradiol 0.5mg, or Progesterone 100mg and Biest 2.5mg 
 sublingual tablet 1/2 tablet BID or percutaneous gel 2ml QPM.
 •  Biest 2.5mg or Estradiol 0.5mg and Progesterone 100mg - 200mg or
 •  Biest 5.0mg or Estradiol 1mg and Progesterone 100mg - 200mg 
    in sublingual tablet 1/2 tablet BID or percutaneous gel 2ml QPM.

2. SURGICAL MENOPAUSE:
 Start with Progesterone 100mg, Estradiol 1mg or Biest 5.0mg and Testosterone 0.625mg all in one   
 sublingual tablet. 1/2 SL tab BID. Fine tune from there.

When using percutaneous gel, the once a day topically applied gel, the hormone dose may need to be 
increased due to the patient’s personal absorption variables.

Breast Fibroids:
Progesterone cream 10% -- Apply 1/8 tsp. (50mg) once or twice daily directly to breast tissue.

Creams Can Be Dosed as:
1.   Progesterone 10% cream, ¼ tsp. BID on days 12-19 and ¼ tsp. TID on days 20-26 of cycling.

2.   Progesterone 200mg/gm cream, ¼ tsp. BID all month long for continuous therapy and add in 
 appropriate dose of Estrogen and/or Testosterone per ¼ tsp. for continuous therapy.

Vaginal Dryness: 
Estriol (E3) 0.5mg - 1.0mg/gm vaginal cream. Insert 1gm vaginally at bedtime for 7- 14 nights, 2 - 3 weekly 
thereafter as need for vaginal dryness. 

DHEA:
Usual dose is 10mg - 25mg po QAM after breakfast (decrease if necessary).
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Testosterone For Women

Testosterone USP For Women: (All prescriptions for Testosterone require a purpose.)
Testosterone USP is bio-identical testosterone that has been approved by the United States Pharmacopoeia. Testosterone 
USP is used as hormone replacement therapy in men or women with low testosterone.

Sublingual Tablets: Common SL Tablet Testosterone (For Women) strengths: 0.3mg - 5mg. Suggested sig is ½ tab BID 
or 1 sublingual daily. Simply placed under the tongue, these tablets quickly dissolve, releasing testosterone directly into 
the blood stream. A multitude of strengths makes it very easy to individualize therapy. 

 Dosing: Start with sublingual 1.25mg tabs 1 sl daily.  May go to 2.5mg daily or 0.625mg daily 
   depending on results and/or side effects.

Combination Sublingual Tablets: For patients on BHRT that includes estrogen and progesterone, these hormones may 
be included with testosterone for added convenience. A common starting combination would include Biest/Progesterone/
Testosterone SL.

Percutaneous Gel: Common Testosterone percutaneous gel (For Women) strengths: 0.5mg, 1mg, 1.25mg, 2.5mg, 5mg. 
Available in a bottle with a SealSafe® adapter and syringe or waste-minimizing airless metered pump bottle. Bottle and 
syringe dosing is per 2ml. Airless metered pump dosing is per 2.4ml. The airless metered pump bottle dosing is 2 pumps, 
which is equivalent to 2.4ml (1 pump = 1.2ml). Depending on the dispensing bottle used, suggested sig is to apply 2ml or 
2.4ml daily each a.m. to inner arm or inner thighs.   

 SealSafe® Bottle Adapter and Syringe Dosing: 
 Testosterone 2.5mg/2ml of percutaneous gel, QAM as a starting point.

 Airless Metered Pump Dosing: 
 Testosterone 2.5mg/2.4ml of percutaneous gel, QAM as a starting point.

Testosterone Thick Gel: Common Testosterone Thick Gel (For Women) strengths: 2% – 5%, 30gm. Is not runny, stays 
on vulva area, non-irritating, water based. Suggested directions: apply a small amount (lentil pea size) to clitoris daily.

 Dosing: Testosterone 2% thick gel. Apply a small amount (lentil pea size) to clitoris daily to increase libido.

Creams: Common Testosterone Cream (For Women) strengths: 0.5mg, 1mg, 2mg, 5mg/gm. 1mg/gm - 2mg/gm is a 
common dosage. Suggested directions: apply 1gm topically daily.
 

Pellet Implants: Common Testosterone Pellet Implant (For Women) strengths:  12.5mg, 18.5mg, 25mg, 37.5mg, 50mg, 
100mg. Inserted subcutaneously every 3 to 5 months (varies between women and men, and with individual metabolism). 
This route provides very constant hormone levels.
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Hormone Phases & Symptoms

Table 1.  The Phases of the Menstrual Cycle

Days Phase Hormonal Levels
1-4 Menstruation Rising estrogen levels
5-8 Postmenstruum Peaking estrogen levels
9-12 Late Postmenstruum Falling estrogen levels
13-16 Ovulation Low estrogen levels

Peak follicle stimulating hormones (FSH)
Peak luteinizing hormones (LH)

17-20 Post ovulation Rising estrogen and progesterone levels
21-24 Early premenstruum Peak estrogen and progesterone levels

25-28 Premenstruum Falling levels of estrogen and progesterone

Table 2.  Symptoms Associated with a Decrease in Estrogen

  Anxiety Depression
  Dry skin Headache
  Heart palpitations Hot flashes
  Inability to reach orgasm Lack of menstruation
  Memory loss Mood swings
  Night sweats Painful intercourse
  Shortness of breath Sleep disorders
  Vaginal dryness Vaginal shrinkage
  Yeast infections

Table 3.  Symptoms Associated with a Decrease in Progesterone

  Acne Asthma
  Anxiety Bloating
  Cramps Depression
  Early menstruation Emotional swings
  Food cravings Fuzzy thinking
  Headache Inability to concentrate
  Insomnia Irritability
  Low libido Moodiness
  Painful breasts Painful joints
  Swollen breasts Weight gain
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Contradictions to Estrogen Therapy

Relative Contradictions to Estrogen Therapy
1.  Family history of breast cancer in more remote family members
2.  Benign breast disease
3.  Past history of recurrent thromboembolism
4.  Moderate or severe endometriosis
5.  Enlarging fibroids or fibroids which produce heavy bleeding

Absolute Contradictions to Estrogen Therapy
1.  Presence of non-eradicated endometrial cancer
2.  History of breast cancer
3.  Cancer history in first-degree relatives
4.  Active thrombosis
5.  Acute liver diseases or chronic liver failure
6.  Unexplained vaginal bleeding
7.  Pregnancy

Progestins vs. Natural Progesterone

Synthetic Progestins
Increase risk of birth defects if taken during the first four months of pregnancy.• 
May lead to sudden or partial vision loss, thrombophlebitis, pulmonary embolism, and cerebral thrombosis.• 
Causes fluid retention.• 
May lead to epilepsy, migraine, asthma, cardiac or renal dysfunction, weight gain, rise in blood pressure, head-• 
aches, etc.
May cause or contribute to depression.• 
May decrease glucose tolerance and lead to diabetes in predisposed individuals.• 
May cause acne, alopecia and hirsutism.• 
Decrease in T3 uptake and thyroid regulation.• 

Natural Progesterone
Is a precursor of other hormones (estrogen, testosterone, cortisone).• 
Is a natural diuretic.• 
Helps use fat for energy.• 
Is a natural antidepressant.• 
Helps thyroid hormone action.• 
Normalizes blood clotting. • 
Normalizes blood sugar levels.• 
Protects against cancer.• 
Restores libido.• 
Restores proper cell oxygen levels.• 
Stimulates osteoblast-mediated bone building.• 
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Suggested Conversion Guide©

Synthetic Hormone Substitution to Biologically Identical Hormone Replacement
Clinical Correlation Advised

Conventional Rx Biest Gel
Apply 2ml or 2.4ml QD

Biest SL
1 tab BID

Estradiol Gel
Apply 2ml or 2.4ml QD

Estradiol SL
1 tab BID

Premarin® 0.625 2.5 - 5.0mg QD 1.25 - 2.5mg BID 0.5 - 1mg QD 0.25 - 0.5mg BID
Premarin® 1.25 5.0 - 7.5mg QD 2.5 - 5.0mg BID 1.0 - 1.5mg QD 0.5 - 1.0mg BID
Vivelle-Dot® / 
Climara®Patch 0.05

2.5 - 5.0mg QD 1.25 - 2.5mg BID 0.5 - 1mg QD 0.25 - 0.5mg BID

Vivelle-Dot® / 
Climara®Patch 0.1

5.0 - 7.5mg QD 2.5 - 5.0mg BID 1.0 - 1.5mg QD 0.5 - 1.0mg BID

Conventional Rx Estriol (E3) Vaginal Cream
Premarin® Vaginal 
Cream

0.5mg - 1.0mg/1gm vaginal cream. Insert 1gm vaginally at bedtime for 7- 14 nights, 2 - 3 weekly thereafter as need 
for vaginal dryness.

Conventional Rx Biest / P4 Gel
Apply 2ml or 2.4ml QD

Biest / P4 SL
1 tab BID

Estradiol / P4 Gel
Apply 2ml or 2.4ml QD

Estradiol / P4 SL
1 tab BID

PremPro® 0.625/2.5 2.5 - 5.0/100mg QD 1.25 - 2.5/50mg BID 0.5 - 1.0/100mg QD 0.25 - 0.5/50mg BID
PremPro® 0.625/5.0 2.5 - 5.0/200mg QD 1.25 - 2.5/100mg BID 0.5 - 1.0/200mg QD 0.25 - 0.5/100mg BID

Conventional Rx Progesterone Gel
Apply 2ml or 2.4ml QD

Progesterone SL

Provera® 2.5 100mg QD 50mg BID
Provera® 5.0 200mg QD

300mg QD
100mg BID
150mg BID

Conventional Rx Biest / P4 / T Gel
Apply 2ml or 2.4ml QD

Biest / P4 / T SL
1 tab BID

E2 / P4 / T Gel
Apply 2ml or 2.4ml QD

E2 / P4 T SL
1 tab BID

Estratest HS® 
0.625/1.25

2.5/100/0.625 - 2.5mg QD 2.5/50/0.3 - 1.25mg BID 0.5/100/0.625 - 2.5mg QD 0.25/50/0.3 - 1.25mg BID

Estratest® 

1.25/2.5
2.5/200/2.5 - 5.0mg QD 2.5/100/1.25 - 2.5mg BID 1/200/2.5 - 5.0mg QD 0.5/100/1.25 - 2.5mg BID

Women Gel
Apply 2ml or 2.4ml QD

SL (Take BID)

Testosterone 0.625 - 5.0mg QD 0.3 - 5.0mg BID
DHEA 5.0 - 25mg QD 2.5 - 12.5mg BID

Men Gel 
Apply 2ml or 2.4ml QD

SL (Take BID)

Testosterone 25 - 100mg QD
125 - 200mg QD

25 - 100mg BID

DHEA 25 - 50mg QD 12.5 - 25mg BID

SL = Sublingual Tablet 
Biest = E3/Estriol 80% and E2/Estradiol/20%...then...Biest 2.5mg = Estriol 2mg / Estradiol 0.5mg

Important Gel Dosing Information: Gels are available in a bottle with a SealSafe® adapter and syringe or 
waste-minimizing airless metered pump bottle. The airless metered pump bottle dosing is 2 pumps, which is 
equivalent to 2.4ml (1 pump = 1.2ml). Dosing is dependant upon the dispensing bottle used. 
 Bottle ans Syringe dosing is per 2ml.    Airless metered pump dosing is per 2.4ml.

© 2012 Juetersonke / College Pharmacy
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As men grow older, levels of free testosterone decrease and estrogen levels increase. The average 60-year-old male has 
more circulating estrogen in his blood stream than the average 60-year-old female. Hypogonadism is a clinical condition in 
which low levels of serum testosterone are tied to specific symptoms. When hypogonadism occurs in older men it is often 
referred to as “Andropause.” 

New research has shown that decreases in testosterone and even small increases in estrogen may have detrimental effects 
on men’s cardiovascular health. Advances in understanding the function of hormones and the role of hormone replacement 
in men has made it possible to manage many of the negative side-effects associated with age-related hormone decline. 

Testosterone Replacement Therapy (TRT) in men has been shown to enhance libido, decrease heart disease risk, increase 
lean body mass, and prevent osteoporosis. Maintaining testosterone levels may also lower total cholesterol and LDL, and 
decrease insulin resistance. Additional research has shown a beneficial impact on cellular energy production, brain function, 
and oxygenation. Testosterone therapy for men is based on personal hormone test results to determine the physiologic 
testosterone dosage that fits the needs of the person. 

DHT & Estrogen Considerations:
Levels of testosterone in young men are quite high, while levels of dihydrotestosterone (DHT), a metabolite of testosterone, 
are low. The enzyme responsible for the conversion of testosterone to DHT, 5-alpha reductase, becomes more active with 
age. Thus the levels of testosterone decrease while the levels of DHT increase. 

When this correlation was discovered, researchers focused on trying to block the conversion of testosterone into DHT. 
An effective 5-alpha reductase inhibitor was developed and it received FDA approval for the treatment of benign prostatic 
hypertrophy (BPH), one of the main causes of the urinary difficulties experienced by older men. This treatment worked very 
well; unfortunately, five percent of the men who use this 5-alpha reductase inhibitor experience sexual side effects including 
decreased libido, impotence and ejaculatory disorders. In addition, a study at the University of Southern California found that 
among men at high risk for prostate cancer, those who used this 5-alpha reductase inhibitor had an 800% higher chance of 
developing prostate tumors than those men who took nothing at all. 

It appears that neither testosterone nor dihydrotestosterone may be the problems, but estrogen. It is surprising to learn 
that the average 60-year-old male has more circulating estrogen in his bloodstream than the average 60-year-old female. 
Although estrogen might have numerous beneficial effects for menopausal women, excess amounts in “andropausal” men 
may appear to be catastrophic. 

The conversion of testosterone to estradiol takes place under the influence of the enzyme aromatase. Testosterone and 
androstenedione are both “aromatizable” to estradiol, while DHT is not. Some endocrinologists and other physicians believe 
that many of the prostate difficulties experienced by men as they age are the result of imbalances between levels of estradiol 
and DHT. When a complete hormone panel is done, including free and total testosterone, DHT, sex hormone binding globulin 
(SHBG), estradiol, progesterone and a PSA test for prostate, a rational treatment plan can be devised. 

In many cases, levels of estrogen are found to be elevated. If this happens, it is possible to block aromatase activity, so the 
chances that the testosterone given will be converted to even more estrogen may be reduced. 

Aromatase inhibitors may block the conversion of testosterone to estrogen in men. In addition to prescption aromatase 
inhibitors (i.e. Anastrazole), there are also “natural” aromatase inhibitors  (i.e Saw Palmetto). Many natural aromatase 
inhibitors can be found alone or in combination with other supplements used to improve prostate health. 

Andropause: Overview & Therapeutic Options
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Andropause: Overview & Therapeutic Options

Signs & Symptoms of Andropause (Male Hypogonadism)
•  Decreased Energy  •  Reduced Libido  •  Decreased Motivation  
•  Increased Fatigue  •  Erectile Dysfunction  •  Reduced Bone Density
•  Moodiness   •  Irritability   •  Depression
•  Sarcopenia   •  Exercise Intolerance  •  Anemia
•  Brain Fog   •  Increased Abdominal fat •  Decreased Cognitive Function

Medical Conditions Related to Low Testosterone
•  Osteoporosis   •  Cardiovascular Disease •  Metabolic Syndrome
•  Diabetes   •  Alzheimer’s Disease

The Goal of TRT should include: (Symptom improvement in 3 - 6 months.)  
•  Dosing to Healthy Physiologic Levels  •  Decrease in Health Risks Associated with Low Testosterone   
•  Improved Psychological Well-Being  •  Increased Muscle Mass / Decreased Abdominal Fat
•  Improved Libido & Erectile Function

TRT Considerations & Contraindications: 
•  Prior to TRT, assess prostate cancer risk. Measure PSA level and perform a thorough exam. If PSA is >3ng/ml, or   
 rectal exam is abnormal, refer to a urologist. (See section on lab Testing.)
•   The only absolute contraindications to TRT is the presence of prostate or breast cancer.
•   Relative contraindications include: high risk of prostate or breast cancer, severe Benign Prostatic Hyperplasia (BPH),   
 Erthrocytes, untreated Obstructive Sleep Apnea (OSA), and severe cardiovascular disease (heart failure).

Testosterone USP Dosage Forms & Ranges: For Men (All prescriptions for Testosterone require a purpose.)
Testosterone USP is bio-identical testosterone that has been approved by the United States Pharmacopoeia. Testosterone 
USP is used as hormone replacement therapy in men or women with low testosterone.

Sublingual Tablets: Common SL Tablet Testosterone (For Men) strengths: 10mg, 25mg, 50mg, 75mg, 100mg. 
Suggested sig is ½ tab BID or 1 sublingual daily. Simply placed under the tongue, these tablets quickly dissolve, 
releasing testosterone directly into the blood stream. A multitude of strengths makes it very easy to individualize therapy.
 
Percutaneous Gel: Common Testosterone percutaneous gel (For Men) strengths: 50mg, 75mg, 100mg, 200mg. 
Available in a bottle with a SealSafe® adapter and syringe or waste-minimizing airless metered pump bottle. Bottle and 
syringe dosing is per 2ml. Airless metered pump dosing is per 2.4ml. The airless metered pump bottle dosing is 2 pumps, 
which is equivalent to 2.4ml (1 pump = 1.2ml). Depending on the dispensing bottle used, suggested sig is to apply 2ml or 
2.4ml daily each a.m. to inner arm or inner thighs.   

There is a collection of research abstracts included in this guide that illustrate the importance of testosterone 
in the health and wellness of aging men. If you have any questions about TRT dosing, please contact us 
directly. There are many considerations in initiating TRT. We can also suggest various resources (books, 
training symposiums) to help you introduce TRT into your practice.   
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Testosterone USP Dosage Forms & Ranges: For Men, continued.

Creams: Common Testosterone Cream (For Men) strengths: 10mg, 25mg, 50mg, 100mg.  

Pellet Implants: Common Testosterone Pellet Implant (For Men) strengths:  50mg, 100mg, 200mg, 300mg. Inserted 
subcutaneously every 3 to 5 months (varies between women and men, and with individual metabolism). This route provides 
very constant hormone levels. Depending on testosterone levels, the most common dosing for Fused Pellet TRT for men 
suggests 4 - 6 200mg pellets inserted subcutaneously.

 Please see the “BHRT Fused Pellet Implants” section for additional testosterone, anastrozole, and finasteride pellet   
 strengths.
 

Commercially Available Injectable Testosterone
Testosterone Cypionate  100mg/ml - 200mg/ml   10ml
Depo-Testosterone   100mg/ml - 200mg/ml  1ml

Common Andropause Therapeutic Options
Please Note: Some of these products are compounded prescription items, and some of them are available as pharmaceutical-
grade supplements...some are both! Please contact us for suggested pharmaceutical-grade supplement suggestions, as 
well as available compounded options.

Anastrozole (Capsule / Fused Pellet ) 0.05mg - 1mg: Aromatase inhibitor.

Beta-Sitosterol (Capsule) 300mg: Used for prostate support and to address BPH. 

Chrysin (Capsule / Gel) 250mg - 500mg: Bioflavonoid, aromatase inhibitor. 

DHEA (Sublingual Tablet) 10mg - 50mg: DHEA provides for a secondary pathway in the hormonal cascade that plays a 
very significant role in the overall physiology of the body. An added benefit: by supplementing with BOTH Pregnenolone 
and DHEA, deficiency in Cortisol can be addressed. Suggested dosing: 25mg - 100mg daily (in the morning), or 25mg - 
20mg TID. 

Essential Fatty Acids (Plant Derived or Marine): A healthy balance of omega-6 and omega-3 fatty acids is instrumental 
in normal immune function and have powerful anti-inflammatory properties. Often included in Men’s Health regimens to 
address overall health and wellness as well to address BPH. Dosages vary based on product used.

HCG (Human Chorionic Gonadotropin): Various protocols exist that are dependant upon the patients age and hormone 
replacement regimen. HCG is often used in combination with TRT and administered in an alternating cycle. The standard 
dosage is 250iu administered subcutaneously, however, the frequency of dosing varies between daily and 2 - 3 times per 
week.

Indole-3 Carbinol (Capsule) 200mg - 400mg: Neutralizes estrogen metabolites.

Iodoral (Commercial Supplement): High potency iodine and potassium supplement. Testosterone pellet implant patients 
are suggested to take a 12.5mg tablet a day for two weeks, followed by a 12.5mg tablet three times per week following 
treatment. This protocol is suggested for testosterone support.

Andropause: Overview & Therapeutic Options
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Myomin (Commercial Supplement): Aromatase inhibitor containing curcuma, smilax, aralia, cyperus. Dosage: 2-3 
capsules, 2-3 times per day after meals or with meals.

Nettle Root: Used in Europe for the treatment of BPH, nettle root serves as a 5 a-reductase inhibitor and is a 
competitor of testosterone for SHBG binding sites. Used to increase physiologic level of free testosterone. 
Suggested dosage: 240mg a day. 

Pap / Phen / PGE1 (Papaverine / Phentolamine Mesylate / Prostaglandin Penile Injection) 30mg/1mg/ml 5ml vial: Penile 
injection to address erectile dysfunction.

Pregnenolone (Sublingual Tablet) 25mg - 50mg: As a precursor hormone, pregnenolone, is the master hormone from 
which all the steroid hormones are derived. It has hormone-balancing effects throughout the body as well as other 
powerful anti-inflammatory effects. Suggested dosing: 30mg - 100mg daily. 

Progesterone (Sublingual Tablet / Gel) 5mg - 15mg: In men, progesterone inhibits aromatase (which reduces 
testosterone to estradiol) and 5 a-reductase (which reduces testosterone to DHT). 

Tri-Mix Forte w/PGE (Papaverine / Phentolamine Mesylate / Prostaglandin Penile Injection) 30mg/2mg/ml 5ml vial: Penile 
injection to address erectile dysfunction.

Saw Palmetto Extract: Inhibits 5 alpha-reductase and interferes with prostate estrogen receptors. Suggested dosage: 
160mg BID. 

Vitamin C: Ascorbic acid helps to decrease aromatase activity. Dosages vary, dependant on dosage form, but generally 
1gm per day. 

Zinc Citrate : An aromatase inhibitor. Mineral Zinc helps increase testosterone and decrease estrogen levels. Dosages 
vary, but generally range between 60mg - 500mg daily.

There is an overwhelming amount of literature available with just as many protocols to address Andropause and its symptoms. 
As a healthcare practitioner, you may want to consider attending a CME-accredited symposium that includes lectures on this 
topic. As a compounding pharmacy, we attend dozens of conferences a year, and work with practitioners all over the world 
that successfully treat Andropause...all of which have adopted their own approach and dosing protocols over time.

If after reading this section you still have questions about any of the information we have provided, please contact us directly 
and ask to speak to one of our consulting BHRT pharmacists. They will be happy to suggest some books, websites, and 
training opportunities.

Andropause: Overview & Therapeutic Options
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Hormone Balancing Diet

Eat at least 3 meals per day focusing on portion size, not calories, and including protein with each meal & snack.
 • Skipping meals and severe caloric restriction only lower metabolic rate which can lead to weight gain 
  (Eating breakfast actually jumpstarts your metabolism for the day.)
 • Metabolic rate naturally peaks at noon and slows after that, so the food you eat at night is more likely to be 
  stored as fat.
 • If you cup your hands in front of you that is how big your stomach capacity is. Limit your intake to no more than 
  that at each meal and snack.
 • Smaller more frequent meals containing protein will normalize insulin secretion and limit fat  being stored as 
  fat instead of burned energy.
 • When the liver, fat, and ovaries metabolize estrogen they use the cytochrome P450 enzyme system, which a 
  diet rich in protein can rev up metabolizing estrogen more effectively.
 • A snack around 4:00 p.m. (protein or unprocessed fat), when blood sugar, mood, and serotonin tend to drop, 
  can keep you from overeating at night.

Cut down on refined and high glycemic index carbohydrates.
 • This includes alcohol which is nothing but sugar in a form that is so absorbable its effects are felt in the brain
  in minutes.
 • Alcohol also interferes with estrogen metabolism and causes almost an immediate hormone imbalance, 
  increasing estrogen in the blood relative to progesterone.
 • Carbohydrate sensitive individuals may find that eating whole grain products (whole wheat, whole rye, 
  whole oat, millet flour) triggers binge eating, so consume grains with caution.  
 • Eat at least 5 servings of fruits and vegetables per day (1 serving = 4 ounces or 1/2 cup) remember the 
  healthiest are the most colorful and highest in antioxidants, especially blueberries.
 • L-glutamine 1 gram per day with lunch can help with sugar cravings as can artificial sweeteners like Stevia 
  and Acesulfame.
 • Water helps the body eliminate the breakdown products of fat (other options iced tea, decaf green tea, 
  diluted fruit juices).

Eat healthy fats.
 • Essential fatty acids (EFAs), namely omega-3 and omega-6 fats, are needed to assist the body in many important   
  functions, including those of the brain and nervous system. Good sources of EFAs include eggs, high-quality flax 
   seeds, soybeans, walnuts, and cold water fish harvested from the wild.  Again, the best way to obtain nutrients is 
  in your food, but if your diet is lacking, high quality EFA supplements are widely available.
 • Avoid trans-fats and partially hydrogenated fats and oils that are not found in nature and are pro-inflammatory.
 • Recommend ratio of Omega 6/Omega 3 (2:1-4:1)

Rev up your metabolic fat and carb burners.
 • Fat eaten with low glycemic index carbs or no carbs will not cause insulin to be secreted so it will not be stored as   
  fat unless your body is overproducing insulin as a result of stress or an excess of food.
 • Fatty acids cannot get into the mitochondrial furnace without L-carnitine (500-2000 mg/day) which also prevents   
  toxic fatty acid metabolites from building up in the heart. Some individuals do not make enough L-carnitine to burn   
  their fat effectively.
 • Chromium helps make insulin receptors more sensitive, helping burn carbs more effectively 200-400mcg/day.
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Hormone Balancing Diet, cont.
Low Glycemic Foods
black beans, broccoli, cherries, chickpeas, leafy vegetables, milk, peanuts, peanut butter, pears, plums, soybeans, 
tomatoes, tomato soup, wild rice, yogurt

Low to Moderate Glycemic Foods
All-bran, apples, garbanzo beans, ice cream, navy beans, oranges, peas, pinto beans, potato chips

Moderate to High Glycemic Foods
bananas, candy bars (most), potatoes, pita bread, oat bran, oat bread, raisins, carrots, brown rice, kidney beans

High Glycemic Foods
bagels, basmati rice, cakes, Cheerios, corn, corn flakes, pies, pretzels, durum wheat pasta, white bread

The Rocky Mountain Green Carbohydrate Diet™ / (a.k.a. The Green Sheet™)
Provided By: George Juetersonke DO, 3525 American Drive, Colorado Springs, CO 80917, Tel: 719-597-6075

Phase I Insulin Reducing Diet, Lower Carbohydrate Foods
Meats: Beef, buffalo, lamb, veal, rabbit, venison, elk, pork, turkey, chicken, duck, ostrich, emu, or goose. (Trim visible 
excess fat from meats and skin off poultry.) Bake, broil, boil or sauté in vegetable oil or butter. Minimally processed deli 
turkey, ham, beef and organ meats are allowed. Avoid all highly processed meats (i.e. sausage, bacon, and corned beef.) 
Read labels!

Fish, Seafood: All fresh fish (i.e. cod, flounder, haddock, halibut, herring, mackerel, perch, pike, salmon, sardines, trout, 
tuna, catfish, etc.) Mollusks and crustaceans (clams, oysters, scallops, shrimp, crab and lobster) may be broiled, baked, 
boiled or sautéed. Avoid skin. If you must fry use butter or vegetable oils (corn, safflower, soy, olive or sesame) No lard, 
trans or hydrogenated fats. (i.e. Criscoâ etc.) Do not use bread crumbs or flour.

Vegetables: Artichokes, asparagus, brussel sprouts, string beans, green beans, lentils, kidney beans, soy beans, navy 
beans, pinto beans, black beans, alfalfa and bean sprouts, bamboo shoots, beet greens, broccoli, cabbage, cauliflower, 
bok choy, celery, Swiss chard, chicory, chives, collard greens, cucumbers, dandelion leaves, eggplant, endive, escarole, 
fennel, garden cress, romaine, garlic, herbs, jicama, kale, kohlrabi, leeks, lettuce, mushrooms, mustard greens, onions, 
parsley, pea pods, red peppers, green peppers, pumpkin, radishes, rhubarb, sauerkraut, scallions, spinach, spaghetti 
and summer squash, tomatoes, turnips, water chestnuts, watercress, water chestnuts, zucchini. Fresh are preferred, but 
frozen or canned may be used. NO POTATO.

Fruits: Avocado, very limited small amounts of fresh cranberries, cantaloupe, cherries, grapefruit, plum, raspberries, 
strawberries, lemon and lime. No canned or dried fruits. Fresh are preferred, but frozen may be used if unsweetened.

Salad Dressings: Mayonnaise, Cardini’s or Paul Newman’s Oil and Vinegar Dressing. Salad dressings made with cider 
or wine vinegar, lemon or lime juice (fresh or concentrate,) corn oil, canola oil, flax seed oil, hemp oil, sunflower oil, olive 
oil, sesame oil, soybean oil or safflower oil, cold pressed oils preferred.

Soups and Broths: Homemade soups with meat or beans and vegetables only. (No rice, barley, milk, pasta, flour, corn 
starch or potato.) Unsweetened bouillon cubes or granules.

The Rocky Mountain Green Carbohydrate Diet
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The Rocky Mountain Green Carbohydrate Diet, cont.

Breads Cereals and Pasta: None of any kind. Positively no rice, wheat, corn, oat, rye, buckwheat, barley, millet, 
amaranth, kamut, quinoa, spelt, etc.

Dairy Products: Butter only. No margarine, No milk, buttermilk, sour cream, ice cream. Limited amounts of plain yogurt, 
cheese (only Brick, Cheddar, Colby, Havarti or Swiss) and cottage cheese if your doctor allows.

Eggs: Especially the new eggs with omega 3 oils, poached, boiled, over easy, or basted in butter, suggested maximum of 
seven per week.

Beverages: Filtered, purified or spring water is preferred. Club soda, Herb teas, unsweetened and caffeine free. Half of a 
lemon or lime in a glass of water. Tomato juice or V-8 Juiceâ. No caffeine, No coffee, limited decaffeinated coffee. No soft 
drinks of any kind, no alcohol in any form, no milk or buttermilk, limited Nutrasweetâ only if tolerated.

Miscellaneous: Limited sugar free gelatin, ripe or green olives, and dill or sour pickles only. Fresh or dry mustard. Hard-
boiled or deviled eggs. Limited fresh or dry roasted nuts (twelve per day): walnuts, pistachios, pecans, filberts (hazelnuts), 
almonds, pine nuts and macadamia nuts. No cashews, no peanuts. Seeds: sunflower, pumpkin and sesame. Salt, pepper 
and spices in moderation. Avoid all chewing gums. 

Supplements: Your food intake may be supplemented with vitamins, minerals, amino acids and enzymes but only as 
recommended by your doctor. Note: for the first week of this program, continue with whatever supplements you have been 
taking. If directed by your doctor, take a tablespoon or two of flax oil, Udo’s Choice® oil, hemp oil, canola oil, safflower 
oil, sesame oil, sunflower oil or olive oil in 12 ounces of tomato or V-8 Juice® before meals or as a snack between meals. 
Polyunsaturated and monounsaturated fats act as an appetite suppressant, speed burning of stored body fat, provide 
carbohydrate free calories for energy, stabilize blood sugar, lower insulin levels, lower triglycerides, and raise HDL levels. 

Phase II Moderately Low Carbohydrate Foods (use sparingly with caution)
Vegetables: Jerusalem artichoke, rutabaga, winter squash (acorn, butternut), tomato puree.

Fruits: Fresh raw apricots, blueberries, gooseberries, nectarines, peaches, pineapple, raspberries, all unsweetened, use 
with caution.

Beverages: Grapefruit juice, cranberry juice, unsweetened, use with caution.

Phase III Maintenance Carbohydrate Foods (use very sparingly with extreme caution)
Vegetables: Beets, carrots, chickpeas, corn, lima beans, parsnips, peas, black-eyed peas, potatoes, sweet potato, tomato 
paste, and yams.

Fruits: fresh raw apple, banana, blackberries, boysenberries, grapes, melon (watermelon, casaba, crenshaw, 
honeydew, canary, muskmelon), mulberries, kiwi, mango, orange, papaya, pear, tangerine. Fresh in season, or frozen if 
unsweetened. 

Breads and Cereals: Fresh, stone-ground whole grain breads limited to one slice per day. Whole grain cereals, steel cut 
oats, barley, millet, spelt, buckwheat, kamut, quinoa, amaranth, brown and wild rice, Rye Crisp®. Limited pasta. 

Beverages: Orange juice, apple juice / cider, grape juice, pineapple juice, and other unsweetened natural fruit juices.

Miscellaneous: Cashews, popcorn, peanuts, yeast, and raw honey. 
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What are the areas of nutrition covered by the BioG MicroTabs active agents building blocks?
Basic supply of essential vitamins, minerals, and trace elements to promote overall health and wellness. 
Additional ingredient blocks can be added to customize formulas for: 

Adrenal & Thyroid Support• 
Antioxidant & Detoxification• 
Blood Sugar Control• 
Cardiovascular Support• 
Cognitive & Neurological Support• 
Immune System & Allergy Support• 
Joint, Bone, & Connective Tissue Support• 
Men’s Health: Hormone Balance, Prostate Support, etc.• 
Women’s Health: Hormone Balance, Osteoporosis Support, etc.• 

BioG MicroTabs

An Advanced Nutritional Supplement Delivery System
College Pharmacy is proud to offer BioG MicroTabs, a new way to take 
nutritional supplements. Developed by a German company, Biogenerics™ 
and distributed through ROEHR Pharmaceuticals, these nutritional 
blends are made using small cylinders of pharmaceutical-grade nutritional 
ingredients. BioG MicroTabs allow for easy mixing and exact dosing of 
multiple nutritional ingredient blocks (vitamins, minerals, essential fatty 
acids, anti-oxidants, amino acids, etc.) based on the individual needs of 
each patient.

BioG MicroTabs Overview:
No need to purchase multiple nutritional supplements (much more cost effective). • 
Easy to swallow, easy to take with a small measuring spoon. Neutral taste.• 
Improved transport and absorption through the gastrointestinal tract. • 
Every MicroTab is exactly 2mm in diameter and height.• 
Every MicroTab contains an exact amount of active nutritional ingredients.• 
Mono- and multi-compounds combined in one MicroTab. • 
Preservative, Lactose, and Gluten-Free.• 
Made in Germany according to strict European pharmaceutical quality standards (cGMP).• 
Only available in the U.S. through select compounding pharmacies.• 

3 Levels of BioG-MicroTabs
Standard blends recommended by ROEHR Pharmaceuticals• 
Customized standard blends recommended and formulated by the healthcare practitioner (private labeled)• 
Personalized patient-specific blends to manage specific conditions (private labeled)• 

Healthcare practitioners are able to properly evaluate the specific health and wellness needs / lab tests of each patient 
and can then recommend a BioG MicroTabs ingredient blend according to the specific requirements of that individual. 
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Ability to combine the following:
BioG Fruits & Greens MicroTabs 
BioG MultiVit/ Mineral Forte MicroTabs 
BioG Curcumax/Ginger MicroTabs 
BioG Boswellia MicroTabs 
BioG Vitamin C MicroTabs 
BioG Andrographis MicroTabs 
BioG Q10/Emblica MicroTabs 
BioG Omega 3 DHA MicroTabs 
BioG Omega 3 EPA MicroTabs 
BioG Prime Alpha Plus

Which BioG MicroTabs ingredient blocks are currently available? 
ROEHR has developed over 100 BioG ingredient blocks: there are 5 main ingredient 
blocks and 20 ingredient blocks for specific indications. In the future, a complete line 
of 22 amino acids will be offered in the U.S.

SpectraCell Laboratories
MicroNutrient Testing
Locations throughout the U.S.
Phone: (800) 227-5227
www.spectracell.com

Any Lab Test Now! 
SpectraCell Laboratories Partner
Services throughout the U.S.
www.anylabtestnow.com

MicroNutrient Testing to 
help determine patient 
supplement needs...

BioG B-Complex/Broccoli MicroTabs 
BioG Calcium/Magnesium Plus MicroTabs 
BioG Glucosamine/HA MicroTabs 
BioG MSM MicroTabs 
BioG Chondroitin MicroTabs 
BioG Red Yeast Rice 3% MicroTabs 
BioG Vitamin D3 MicroTabs 
BioG Methylcobalamin MicroTabs 
BioG N-Acetyl Cysteine MicroTabs

Additional Patient Benefits
Truly Customized Non-Prescription Formulation• 
Only 1 formulation needed for multiple conditions• 
No supplement interactions• 
Changes in dosage possible at any time• 
No substance duplication• 
Can be reformulated at any time• 
Monitoring, measurement of therapeutic success• 
A quantum leap in orthomolecular remedies• 

Are you interested in learning more 
about BioG MicroTabs? 

Contact College Pharmacy directly to learn 
more about introducing BioG MicroTabs 
into your practice. Complete ingredient 
monographs and custom nutritional blend 
resources are available.
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Case Studies

Case study #1:  JG; 40-year-old male, 6’1”, 220 lbs

Symptoms / reason for visit: Fatigue, low libido, osteopenia, loss of lean muscle mass.

Laboratory tests: Hormone levels (estradiol, testosterone - free and total, TSH, FSH LH, prolactin), chem-screen 22/CBC/
ferritin/PSA.

Notable results: Total testosterone level 275 (reference range: 241-827ng/dL).

Prescription: 100mg/2mL transdermal testosterone; calcium-magnesium-vitamin D supplements.

Comments:  Although patient’s total testosterone level was within the reference range, in combination with his symptoms, 
it was clear that he would benefit from testosterone supplementation.

Outcome:  More than a year later, patient reported improved sex drive, motivation, and energy.

Case study #2: RA; 52-year-old female, 5’2”, 170 lbs

Symptoms / reason for visit: Migraines, excess weight, perimenopausal symptoms ( breast tenderness, bloating, irritability), 
thyroid dysfunction, high cholesterol.

Lab tests: Hormone levels (progesterone, DHEA, testosterone - free and total, estradiol, TSH), lipid panel, cholesterol, 
comprehensive metabolic panel.

Notable results: TSH 0.33; estradiol 30pg/mL.

Prescription: Testosterone 2.5mg, progesterone 50mg/2mL topical gel.  Armour® Thyroid.  Low Carbohydrate Program to 
lower cholesterol and weight.

Comments:  Although patient’s estradiol levels were somewhat low, she found relief from her symptoms (especially the 
migraines) with supplemental testosterone and progesterone only.

Outcome:  Migraines were diminished in frequency and severity; other perimenopausal symptoms improved, lost approximately 
20 lbs.

Case study #3: SS; 47-year-old female, 5’6”, 120 lbs

Symptoms / reason for visit: Low energy, low libido, hair loss, dry skin, fibromyalgia; hormone replacement therapy.

History:  Hysterectomy 1998.  Previous side effects from Estratest® (headache).  Estradiol 1mg daily since 1998.  Estrace® 
vaginally 1mg 2x weekly.  Over-the-counter progesterone cream.

Lab tests: Hormone levels (TSH, progesterone, DHEA, testosterone - free and total, estradiol).

Notable results: DHEA low at 89 (reference range: 39-183mcg/dL).

Prescription: Biest 7mg / progesterone 125mg / testosterone 4mg / 2mL topical gel.  DHEA 12mg.

Comments:  Methyltestosterone is not the preferred treatment.

Outcome:  Patient reported feeling more energy, heightened sex drive, overall quality of life improved.
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Compounding Pharmacies & BHRT

Compounding pharmacies work closely with physicians and other healthcare practitioners in the United States and 
around the world to prepare custom medications for each patient’s unique health concerns.  Based on laboratory tests 
and a thorough physical exam, the healthcare practitioner and an experienced compounding pharmacist can evaluate the 
best way to restore hormonal imbalances to their optimum levels.  The pharmacist also can help guide the patient and 
practitioner through a customized follow-up program.

When choosing a compounding pharmacy, consider how long the company has been in business (experience), as well 
as reputation (integrity), available dosage forms, and the length of time a patient must wait for medication.  A reputable 
compounding pharmacy can do much to facilitate consistent BHRT therapy for your patients through flexibility in dosage 
levels and forms, consultation on optimal treatment plans, and ease of ordering (including fax, email, and auto-ship).

Incorporating BHRT into your services can generate a thriving new aspect to your clinical practice.  Learning to treat 
hormone deficiencies will benefit many of your patients - both male and female - who may have resigned themselves to 
living with the symptoms of a hormone imbalance. There is an overwhelming demand for healthcare practitioners that are 
trained in BHRT. At College Pharmacy, we receive emails and phone calls every day from potential patients throughout the 
U.S that are familair with our BHRT services and experience...and want a BHRT practitioner referral in their community.

Spreading The Word: Marketing Your Services
Depending on your promotional budget, you can market this new dimension of your practice in a variety of ways, many of 
them simple and inexpensive.  
 • Place small ads in your local newspaper, direct mail coupon directories, or on local televesion and radio   
  websites.
 • Offer a free in-house lecture series on BHRT, aging, menopause, osteoporosis, nutrition, and  related  topics.
 • Send press releases to the local media announcing your lectures.
 • Let local health editors know you are available as a resource for articles on aging, BHRT, etc.
 • If the results of a new hormone study are in the news, call your local newspaper’s health editor to    
  offer a local angle by explaining the topic further.
 • Exhibit at local health fairs and events.

College Pharmacy’s BHRT Resource Center
College Pharmacy has a variety of materials available to healthcare practitioners and patients. Make sure to join College 
Pharmacy’s mailing list to receive up-to-date information on compounded medications and new patient/practitioner 
resources.  Call (800) 888-9358 or email info@collegepharmacy.com.
 • VIP Healthcare Professional Discount Program
 • “Triad” Hormone Consult Program
 • BHRT Patient Referral Program
 • A - Z BHRT Consultation & Prescribing Guide
 • Beyond Basic BHRT Training CD Package (Included with A - Z BHRT Consultation & Prescribing Guide)
 • BHRT Fused Pellet Implant Training DVD
 • Easy-to-Use “Fast Fax” Prescription Forms
 • Patient Marketing Materials: BHRT Simplified! Newsletter, Women’s Health BHRT Brochure, 
  Men’s Health BHRT Brochure, etc. (New materials available throughout the year.)

   

BHRT & Practice Autonomy
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Helpful Hormone Charts
(Pages 47 - 50)
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Women’s Hormone Self-Assessment Questionnaire
(Page 52 - 56)
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Women’s Health 
Hormone Self-Assessment

Personal Information

Consulting Pharmacist: _________________Consultation Date: ___________________

Patient Name: ____________________________________________________ Date: ______________

Address:  ________________________________________________________DOB_______________

City: ___________________________________________ State: ___________ Zip: _______________

Phone:  _____________________ Fax:  __________________ Email:  __________________________

Do you understand what Biologically Identical Hormone Replacement is?  ________________________

Do you understand the risks involved due to your use of Biologically Identical Hormone Replacement 
such as myocardial infarction, heart disease, stroke, breast cancer?  ____________________________     
*It is recommended that you consult with your physician regarding these risks.

What are your goals for Biologically Identical Hormone Replacement? ___________________________
___________________________________________________________________________________
___________________________________________________________________________________

How did you hear about College Pharmacy’s Hormone Self-Assessment & Consultation Services?

Advertisement _________________________  Books/Articles____________________________
Another Patient ________________________  Website  ________________________________
Healthcare Provider _____________________  Other (please specify)______________________

Medical History

Family History      (relationship)
Cancer (type)  _________________  ___________________
Heart Disease     ___________________
Diabetes     ___________________
High Blood Pressure    ___________________
Osteoporosis     ___________________
Other      ___________________

08/2012
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Women’s Health 
Hormone Self-Assessment

Medical History

Personal History
 Blood Clots     Fibrocystic Breasts    Ovarian Cysts 
 Uterine Fibroids    Abnormal Vaginal Bleeding   PCOS
 Smoking History    Stroke      Other ________________
 Impaired Liver Function   Thrombophlebitis     Other ________________
 Endometriosis    Cancer (type)  ______________   Heart Disease  
 Diabetes     High Blood Pressure    Osteoporosis 

Cholesterol Serum:_______Date:________    Triglycerides:____    HDL:____    LDL:____   Chol/HDL Ratio:_____

Bone density scan results: __________Date: ________      

Current Health Care Provider/s:_________________________________________________________________

To what degree do you experience the following?
None Slightly Moderate Severe Extreme

Difficulty Concentrating
Can’t Sleep (Insomnia)
Depressed or Unhappy
Anxious
Headaches
Moodiness/Emotional Swings
Painful or Swollen Breasts
Weight gain/ Bloating
PMS

None Slightly Moderate Severe Extreme
Night Sweats
Difficulty Remembering Things
Brain Fog
Hot Flashes
Vaginal Dryness
Dry Hair/Skin
Incontinence
Frequent Urinary Tract Infections
Inability to Reach Orgasm
Painful Intercourse
Lack of Sexual Desire
Fatigue/Loss of Energy
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General Health:   Good   Fair   Poor 

Height: ___________ Weight:_________   Do you exercise, describe:____________________________

Menstrual Cycle:  None   Regular_____________    Date of last period: _____________

  Irregular / Explain (heavy, how long,etc): _______________________

Surgery:                 Date of Surgery: 
  Oophorectomy    ________________   (ovaries) 
  Hysterectomy      ________________   (uterus) 
  Tubal Ligation      ________________  
  Other   ________________
  None                                    

Current Medications & Reason: _________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Current Vitamins / Minerals / Herbal Formulas: _____________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Prior Hormone Replacement Therapy History: (include dates of use) ____________________________________
__________________________________________________________________________________________

Known Allergies (drug, food, pollen):______________________________________________________________

Are you crrently following a special diet (Gluten Free, Casien Free, Arkins, Paleo, etc):______________________
__________________________________________________________________________________________

Do you eat/drink soy: __________Caffeine/amount per day:____________ Alcohol/amount per day:___________

Notes and/or Questions:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Women’s Health 
Hormone Self-Assessment

General Health & Lifestyle
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BHRT Dosage Form
Would you like your prescription filled using a:   Topical gel applied once daily to inner arms or thighs. 
         Sublingual tablets dissolved under the tongue twice daily. 

It is recommended that baseline hormone levels be checked. This can be achieved by testing blood, urine, or 
saliva.  If recommended, we suggest that you test for the following hormones:  

Women (For overall health check a,b, and c yearly.) 
 a. Pap Smear
 b. Thyroid: TSH, T3, and T4
 c. Cortisol
 d. Testosterone (Free & Total)
 e. Progesterone

If you have recently (2 to 3 months) had a blood, urine, or saliva hormone test, please attach the results to your 
questionnaire.

Where to go from here:
  I would like a recommendation from a pharmacist.
  I will take this completed questionnaire to my practitioner.
  I would like to order the appropriate Hormone Saliva Testing from College Pharmacy.
  I will contact my practitioner about further lab testing.

Notes and/or Questions:
__________________________________________________________________________________________
__________________________________________________________________________________________

Women’s Health 
Hormone Self-Assessment

BHRT Considerations

 f. Estradiol, and Estrone
 g. DHEA (Sulfate)
 h. Vitamin D3 (25 Hydroxy)   
 
 Optional: Reverse T3 (practitioner discretion)

Where to send your completed Hormone Self-Assessment:
1.) You will need to call College Pharmacy to set-up a consultation.
 
 Email: The pharmacist that you schedule a consultation with can provide you with their email address. 
 Do not email this form to info@collegepharmacy, inforequest@collegepharmacy, or hipaamail@collegepharmacy.

 Fax: Confirm with the consulting pharmacist that you will be sending this form via fax. 
  Toll-Free:(800) 556-5893  Colorado Springs Area: (719) 262-0035

 Local? You can bring it with you!
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Waiver                  Last Revised May 2012
I hereby release College Pharmacy, all its employees and pharmacists from any and all liability whatsoever associated with or connected 
to my Biologically Identical Hormone Replacement Therapy (BHRT) consultation and/or use of BHRT. I acknowledge that I am legally 
responsible for and aware of the potential side-effects associated with BHRT. I understand that no doctor, nurse, pharmacist, or administrative 
personnel can guarantee that BHRT will provide the results I seek. I am participating in this program by my own choice, and assume all 
responsibility for my use of BHRT. 

I fully understand that it is my responsibility to have an annual physical examination along with appropriate laboratory testing. I am currently 
under the medical supervision of a primary care physician. I have been advised in this hormone self-assessment about the increased risks 
of heart disease, myocardial infarction, stroke, and breast cancer possibly associated with the use of BHRT. I have answered truthfully all of 
the questions on this questionnaire.

Signed___________________________________________________ Date ______________

Privacy Agreement
Starting April 14, 2003, healthcare providers must comply with a new set of federal regulations. The regulations are part of the Health 
Insurance Portability and Accountability Act of 1996 (“HIPAA”), which addresses your rights to privacy and handling of Protected Health 
Information (“PHI”).

Respect for your privacy is a top priority at College Pharmacy. Concern for your privacy rights goes hand in hand with our focus on 
maintaining and improving your health. One of the regulations requires that all of our patients receive our Notice of Privacy Practices at 
the time of, or prior to, our providing healthcare services. We are also required to ask each patient to sign an acknowledgment indicating 
receipt of this notice.

In an effort to ensure that there will not be a delay on your first prescription from College Pharmacy, and that you are provided with prompt 
service, we ask that you read our Notice of Privacy Practices, sign the Acknowledgment form at the bottom of the page and return to us.
      
For Privacy Agreement Questions, pelase contact: 
Privacy Officer
College Pharmacy
3505 Austin Bluffs Parkway, Suite 101
Colorado Springs, CO 80918
Fax: 719/262-0035 or 800/556-5893
e-mail: hipaamail@collegepharmacy.com

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
College Pharmacy  3505 Austin Bluffs Pkwy #101 Colorado Springs, CO 80918

____________________________________________   ______________________________            ________
Patient Last Name                  Patient First Name                 M.I.

____________________________________________          _______________________________ _____

Street Address                    City                               State  

_____________   (______)_________________
 Zip    Telephone Number

My signature below certifies that I have been provided with a copy of the above named pharmacy’s Notice of Privacy Practices.

________________________________________________  ________________ 
Patient Signature (or authorized representative)   Date

Women’s Health 
Hormone Self-Assessment

Waiver & Privacy Information
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Men’s Health 
Hormone Self-Assessment

Personal Information

Consulting Pharmacist: _________________Consultation Date: ___________________

Patient Name: ____________________________________________________ Date: ______________

Address:  ________________________________________________________DOB_______________

City: ___________________________________________ State: ___________ Zip: _______________

Phone:  _____________________ Fax:  __________________ Email:  __________________________

Do you understand what Biologically Identical Hormone Replacement is?  ________________________

Do you understand the risks associated with the use of Biologically Identical Hormone Replacement?  
____________________________ *It is recommended that you consult with your physician regarding these risks.

What are your goals for Biologically Identical Hormone Replacement? ___________________________
___________________________________________________________________________________
___________________________________________________________________________________

How did you hear about College Pharmacy’s Hormone Self-Assessment & Consultation Services?

Advertisement _________________________  Books/Articles____________________________
Another Patient ________________________  Website  ________________________________
Healthcare Provider _____________________  Other (please specify)______________________

Medical History

Family History     (relationship)
Cancer (type)  _________________  ___________________
Heart Disease     ___________________
Diabetes     ___________________
High Blood Pressure    ___________________
Other      ___________________
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Men’s Health 
Hormone Self-Assessment

Medical History

Personal History
 Heart Disease   Stroke    Cancer (type)  ______________ 
 Diabetes    Adult Mumps    Persistent Urinary Tract Infections
 High Blood Pressure  Prostate Operation   Other Testicular Problems
 Smoking History   Vasectomy    Other ________________
 Impaired Liver Function  Orchitis (testicular inflammation)  Other ________________

Cholesterol Serum:_______Date:________    Triglycerides:____    HDL:____    LDL:____   Chol/HDL Ratio:_____

Date of Last Prostate Exam: ________ PSA Results: ________

Current Health Care Provider/s:_________________________________________________________________

To what degree do you experience the following?

None Slightly Moderate Severe Extreme
Fatigue or loss of energy
Depression, low or negative mood
Irritability, anger or bad temper
Anxiety or nervousness
Lack of motivation
Loss of memory or concentration
Impotence / Decreased erections
Inability to ejaculate
Dry skin on face or hands
Weight gain / Increased Abdominal Fat
Backache, joint pains or stiffness
Loss of muscle mass/tone
Decreased Urine Flow
Increased Urinary Urge
Sleep Disturbances
Decreased Libido
Thinning Hair
Bone Loss
Night Sweats
Brain Fog/ Burned out Feeling
Decreased Stamina
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General Health:   Good   Fair   Poor 

Height: ___________ Weight:_________   Do you exercise, describe:____________________________

Surgery:                  Date of Surgery: 
  _______________    ________________    
  _______________    ________________   
  _______________    ________________   
  _______________    ________________   

                                 

Current Medications & Reason: _________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Current Vitamins / Minerals / Herbal Formulas: _____________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Prior Hormone Replacement Therapy History: (include dates of use) ____________________________________
__________________________________________________________________________________________

Known Allergies (drug, food, pollen):______________________________________________________________

Are you crrently following a special diet (Gluten Free, Casien Free, Arkins, Paleo, etc):______________________
__________________________________________________________________________________________

Do you eat/drink soy: __________Caffeine/amount per day:____________ Alcohol/amount per day:___________

Notes and/or Questions:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Men’s Health 
Hormone Self-Assessment

General Health & Lifestyle
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BHRT Dosage Form
Would you like your prescription filled using a:   Topical gel applied once daily to inner arms or thighs. 
         Sublingual tablets dissolved under the tongue twice daily. 

It is recommended that baseline hormone levels be checked. This can be achieved by testing blood, urine, or 
saliva.  If recommended, we suggest that you test for the following hormones:  
Men
a. PSA
b. Estradiol (E2)
c. Testosterone (Free & Total)
d. DHT
e. DHEA (Sulfate)
f. Vitamin D3 (25 Hydroxy)
g. Thyroid: TSH, T3, and T4
Optional: Reverse T3 (practitioner discretion)

If you have recently (2 to 3 months) had a blood, urine, or saliva hormone test, please attach the results to your 
questionnaire.

Where to go from here:
  I would like a recommendation from a pharmacist.
  I will take this completed questionnaire to my practitioner.
  I would like to order the appropriate Hormone Saliva Testing from College Pharmacy.
  I will contact my practitioner about further lab testing.

Notes and/or Questions:
__________________________________________________________________________________________
__________________________________________________________________________________________

Men’s Health 
Hormone Self-Assessment

BHRT Considerations

Where to send your completed Hormone Self-Assessment:
1.) You will need to call College Pharmacy to set-up a consultation.
 
 Email: The pharmacist that you schedule a consultation with can provide you with their email address. 
 Do not email this form to info@collegepharmacy, inforequest@collegepharmacy, or hipaamail@collegepharmacy.

 Fax: Confirm with the consulting pharmacist that you will be sending this form via fax. 
  Toll-Free:(800) 556-5893  Colorado Springs Area: (719) 262-0035

 Local? You can bring it with you!

Page 4 of 5



College Pharmacy • 3505 Austin Bluffs Parkway #101 • Colorado Springs, CO 80918
Tel: (800) 888-9358 / (719) 262-0022 • Fax: (800) 556-5893 / (719) 262-0035 • www.collegepharmacy.com • inforequest@collegepharmacy.com

Knowledge Changes Everything: Quality | Innovation | Experience | Since 1974

Waiver                  Last Revised May 2012
I hereby release College Pharmacy, all its employees and pharmacists from any and all liability whatsoever associated with or connected 
to my Biologically Identical Hormone Replacement Therapy (BHRT) consultation and/or use of BHRT. I acknowledge that I am legally 
responsible for and aware of the potential side-effects associated with BHRT. I understand that no doctor, nurse, pharmacist, or administrative 
personnel can guarantee that BHRT will provide the results I seek. I am participating in this program by my own choice, and assume all 
responsibility for my use of BHRT. 

I fully understand that it is my responsibility to have an annual physical examination along with appropriate laboratory testing. I am currently 
under the medical supervision of a primary care physician. I have been advised in this hormone self-assessment about the increased risks 
of heart disease, myocardial infarction, stroke, and breast cancer possibly associated with the use of BHRT. I have answered truthfully all of 
the questions on this questionnaire.

Signed___________________________________________________ Date ______________

Privacy Agreement
Starting April 14, 2003, healthcare providers must comply with a new set of federal regulations. The regulations are part of the Health 
Insurance Portability and Accountability Act of 1996 (“HIPAA”), which addresses your rights to privacy and handling of Protected Health 
Information (“PHI”).

Respect for your privacy is a top priority at College Pharmacy. Concern for your privacy rights goes hand in hand with our focus on 
maintaining and improving your health. One of the regulations requires that all of our patients receive our Notice of Privacy Practices at 
the time of, or prior to, our providing healthcare services. We are also required to ask each patient to sign an acknowledgment indicating 
receipt of this notice.

In an effort to ensure that there will not be a delay on your first prescription from College Pharmacy, and that you are provided with prompt 
service, we ask that you read our Notice of Privacy Practices, sign the Acknowledgment form at the bottom of the page and return to us.
      
For Privacy Agreement Questions, pelase contact: 
Privacy Officer
College Pharmacy
3505 Austin Bluffs Parkway, Suite 101
Colorado Springs, CO 80918
Fax: 719/262-0035 or 800/556-5893
e-mail: hipaamail@collegepharmacy.com

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
College Pharmacy  3505 Austin Bluffs Pkwy #101 Colorado Springs, CO 80918

____________________________________________   ______________________________            ________
Patient Last Name                  Patient First Name                 M.I.

____________________________________________          _______________________________ _____

Street Address                    City                               State  

_____________   (______)_________________
 Zip    Telephone Number

My signature below certifies that I have been provided with a copy of the above named pharmacy’s Notice of Privacy Practices.

________________________________________________  ________________ 
Patient Signature (or authorized representative)   Date

Men’s Health 
Hormone Self-Assessment

Waiver & Privacy Information
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Nutritional Support Plan 

 

College Pharmacy

Cardiovascular Support
  IntraCellular Vitamin C: 1 to 4 packets per day, 1000mg per packet
  Magnesium w/Sustained Release Technology: 500mg to 100mg, 2 to 4 tablets twice daily (2 to 4 in the morning, 2 to 4 in the evening)
  Chondroitin Sulfate: 500mg, 4 capsules daily, 2 in the morning and 2 mid-day
  Ubiquinol: 100mg to 600mg, daily, with meals
  D-Ribose: 5gms powder, 1 to 3 scoops daily
  L-Carnitine: 500mg, 4 capsules daily, 2 in the morning and 2 mid-day
  Vitamin B Complex: 1 tablet, with food, twice daily
  Neo40 Daily or Neo 40 Professional: 1 to 2 oral lozenges daily (12 hours apart)
  Mixed Carotenoids: 2 capsules daily
  Cardiotrophin PMG: 1 tablet, 3 times per day
  Cardio-Plus GF: 2 tablets, 3 times per day
  Cataplex B-GF: 2 tablets, 3 times per day
  Endothelial Defense: 2 softgels daily, before breakfast
  Vitamin K2 (MK7): 150mcg, 1 to 2 capsules daily
  NanobacTX: 8 capsules daily, at bedtime
  Mesoglycan: 50mg, 1 to 2 capsules daily

Essential Fatty Acids
  Plant Based, Yes EFA: 4 capsules daily
  Marine Fish Oil w/ Mixed Tocopherols: 1000mg to 6000mg, 1 to 6 capsules, daily with food (for high triglycerides)
  Vitamin E w/ Mixed Tocopherols: 400iu - 800iu, 1 to 2 softgels daily with food
  Lipichol 540: Omega-3 Phospholipid Medical Food, 1 to 2 capsules daily

Blood Sugar Control
  Glycotrol: 1 capsule, 5 minutes before each meal
  Chromium: 400mcg, 2 to 4 capsules daily
  Alpha Lipoic Acid:  200mg to 600mg, daily
  Benfotiamine (fat-soluble Thiamine/B1): 300mg to 600mg, twice daily
  CM Core: 3 capsules daily, contains 1000mg Berberine / 300mg Grape Seed Extract
  Diaxinol: 1 capsule, twice daily

Adrenal Support
  Adrenal Support: 2 capsules daily, 1 capsule in morning and 1 mid-day
  Pregnenolone: 25mg to 30mg, daily
  DHEA: 5mg to 10mg, daily (women)  or 25mg to 50mg, daily (men)  
  7-Keto DHEA: SEE ABOVE DHEA DOSING (doesn’t convert to testosterone or estrogen)
  Isocort Tablets: up to 4 to 6 tablets daily, for low cortisol
  Phosphatidylserine: 300mg at bedtime, for high cortisol
  L-Carnitine: 1000mg to 3000mg, daily
  Magnesium: 400mg to 800mg, daily
  Vitamin C: 1000mg to 5000mg, daily
  Vitamin B Complex: 1 tablet, with food, twice daily

Mitochondrial Support (Brain & Metablic Function)
  Acetyl-L Carnitine: 1000mg, daily
  Alpha Lipoic Acid: 400mg, daily
  Biotin: 300mcg, daily
  Magnesium: 400mg to 800mg, daily
  Ubiquinol: 100mg to 600mg, daily, with meals
  D-Ribose: 5gms powder, 1 to 3 scoops daily
  Mito-PQQ: 2 capsules daily

Sleep Support / Antioxidant
  Melatonin Sublingual Tablet: 3mg, 1 to 2 tablets at bedtime

Vitamin D Support
  Vitamin D3: 5,000iu, 1 to 2 capsules daily (ideal blood levels 50-100ng/ml)
  Vitamin D3: 50,000iu, 1 capsule every 7-10 days (ideal blood levels 50-100ng/ml)

Digestive Support
  Probiotic Plus: 1 packet, 3 times per day with meals
  Betten-Aid: 1 chewable tablet, 3 times per day with meals
  TriActive Biotics: 1 capsule daily, on an empty stomach 
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Additional Considerations / Supplements

Nutritional Support Plan 
Estrogen Metabolism Support / Detoxification
  Indole Plus: 1 capsule, twice daily
  Indole 3 Carbinol: 400mg, 1 to 2 capsules daily
  Liver Support: 1 capsule, twice daily
  Vitamin B Complex: 1 tablet, twice daily
  Calcium D Glucarate: 1 to 3 capsules, daily
  Sam-e: 1 to 3 tablets, daily 
  Myomin: 2-3 capsules, 2-3 times per day, after meals or with meals

Prostate / Estrogen Support – Men
  Prostate Support or Prosta-Sixx: 1 capsule, twice daily
  Zinc Citrate: 25mg, 2 to 4 capsules daily, to decrease estrogen
  Myomin: 2-3 capsules, 2-3 times per day after meals or with meals

Nitric Oxide Support
  Neo40 Daily or Neo 40 Professional: 1 to 2 oral lozenges daily (12 hours apart)
  L-MethylFolate (L-5-methyltetrahydrofolate): 1mg, 1 to 5 times per day with food
  Vitamin C with Beets ‘n’ Berries: 6 tablets daily

Inflammation Support 
  Marine Fish Oil w/ Mixed Tocopherols: 1000mg to 6000mg, 1 to 6 capsules, daily with food
  Curcumin (Longvida®): 500mg to 2000mg, 1 to 4 capsules, daily, on an empty stomach or between meals
  Borage Seed Oil: 1000mg to 4000mg, 1 to 4 softgels daily
  Boron: 3mg, 1 to 2 times daily
  Lipichol 540: Omega-3 Phospholipid Medical Food, 1 to 2 capsules daily
  IntraCellular Curcumin: 150mg to 300mg, 1 to 2 packets per day, 150mg per packet
  Boswellia Complex: 2 to 4 tablets daily

Libido / Erectile Support
  Pandan: Male Herbal Libido Supplement, 1 capsule in the morning, and 1 capsule one hour prior to activity. 
  Serenoa: Female Herbal Libido Supplement, 1 to 2 capsules in the morning, and 2 capsules 1-2 hours prior to activity

Hypercoagulability / CRP Reduction
  Nattokinase / Serratopeptase: Take one capsule/tablet (dosage forms vary), 3 times per day, before meals

Skin & Hair Support
  Serum 20, Phyto-C: L-Ascorbic Acid Antioxidant Serum (Suitable for mature skin) w/ L-Ascorbic Acid, Zinc Sulfate, Sodium Hyaluronate, Citrus   
 Bioflavonoids and Phenoxyethanol
  Intense Line Defense, Phyto-C: Anti-Wrinkle Serum (Suitable for mature skin or dry skin) w/Glycolic Acid, Lactic Acid, Arbutin, Vitamin B5,             
 Hyaluronic Acid, Cucumber Extract, Lysine, Zinc Gluconate, Glycine and Caffeine
  Immuderm Skin Repair Emollient: Norwegian Beta Glucan, Vitamin E, Green Tea Extract, Aloe Leaf Juice, Vitamin A
  RegeneMax Oral Liquid: 5 drops, taken orally, 2 times per day
  Bonita V Hair Skin Nails: one capsule, daily

Miscellaneous
  TDT Tropin Plus® Transdermal GHRH Analog: Protocol varies
  Secretropin™ Amino Acid Complex Oral Spray: Protocol varies
  Iodoral or Iodine Support: 12.5mg tablet/capsule, Protocol varies
  RechargeTM: 1 to 4 capsules daily, Protocol varies
  Stem Cell Worx Intraoral Spray: Protocol varies
  Nervia: 3 capsules, 3 times per day, 2 hours after meal

BioG MicroTabs (Contact College Pharmacy for additional information)
   Standard Blend     Practitioner Custom Blend    Personalized Patient Blend
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Prescription Order Forms
• Sterile Prescription Order Form (Page 67)

• Non-Sterile Prescription Order Form (Page 68)
• General BHRT Pellet Implant Order Form (Page 69)
• Testosterone Pellet Implant Order Form (Page 70)

Important Prescription Order Form Information

Due to Colorado Board of Pharmacy Regulations, we are no longer able to provide you with 
a prescription fax order form that includes our contact information.

For your convenience, we have included an area on our forms where you can write in our 
fax number. Please feel free to make copies of this form for ease and convenience in your 
office.

If you have questions or would like to speak directly to a pharmacist, please do not hesitate 
to contact us at (800) 888-9358 or via email at info@collegepharmacy.com.

Sincerely,
Jerry Gillick, RPh
President & Pharmacy Manager
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Disclaimer: Due to regulatory changes, the following order forms may become dated 
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versions of our prescription order forms.



Sterile Prescription Order Form
Fax Order To: _______________________

Drug      Strength   Vial Size   Quantity

Directions (please include dose and frequency)   Preserved or Pres-Free*   Refills

Circle Appropriate Route of Administration(s):  IV  IM  SQ  ID (Intradermal- Antigens/Mesotherapy)  Prolotherapy

PRESCRIPTION: 

Patient Name                           Male / Female             Date of Birth       

Patient Street Address (No PO Boxes)

City      State     Zip

Phone (Home)    (W / Cell)   Email  

uPURPOSE (REQUIRED For Anabolic Steroids)

Patient ID* (Required For Controlled Substances In The Following States: AL, HI, IN, KS, KY, LA, MA, MS, OK, SD)

Allergies

*State Issued Driver’s License # / State ID # / Social Security # / Passport #                                                                                                                                                    (Indicate # type.)

BILLING INFORMATION:

                    
CC# (M/C, Visa, AMX)                                                                   Exp. Date     Security Code

Name on the Credit Card   

q Bill Credit Card On File. Last 4 #’s of CC:   Security Code: 

Special Order Instructions / Notes:

PRACTITIONER INFORMATION: Circle Designation:    MD   DO   PA   NP   ND   DDS   DVM   DPM    
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.)Practitioner Name (Please Print)         uSIGNATURE (REQUIRED)t

DEA #            License #                         

Office Address (if first time ordering)    City/State/Zip

Phone                            Fax 

Contact / Faxed By

Delivery Address (if different from patient or practitioner address)    City/State/Zip

Updated: 9/2014

(GA and OH Require Prior Authorization to Ship Patient Specific Prescriptions to Practitioners. OK Prohibits It Completely. )

PATIENT INFORMATION (REQUIRED): Date Ordered: ____________            Date Needed:____________

IMPORTANT: Compounded formulations are not available “For Office Use”.
- Compounded prescription orders must be patient-specific. 
- To avoid delays in processing, you must complete the patient information section for each compounded prescription.

  q For Veterinary Use    



Patient Name                           Male / Female             Date of Birth       

Patient Street Address (No PO Boxes)

City      State     Zip

Phone (Home)    (W / Cell)   Email  

uPURPOSE (REQUIRED For Anabolic Steroids)

Patient ID* (Required For Controlled Substances In The Following States: AL, HI, IN, KS, KY, LA, MA, MS, OK, SD)

Allergies

PRESCRIPTION: 
Drug #1: ___________________________________________________ Qty:____________ Refills:____________

Directions: ____________________________________________________Purpose:________________________

Drug #2: ___________________________________________________ Qty:____________ Refills:____________

Directions: ____________________________________________________Purpose:________________________

Drug #3: ___________________________________________________ Qty:____________ Refills:____________

Directions: ____________________________________________________Purpose:________________________

BILLING & SHIPPING INFORMATION:

CC# (M/C, Visa, AMX)                                                                   Exp. Date     Security Code

Name on the Credit Card   

q Bill Credit Card On File. Last 4 #’s of CC:   Security Code: 

NOTE: For liability purposes, FedEx will require an adult signature upon delivery. This can be waived if a signature release form is signed and 
sent back to us.

q Ship to Patient         q Ship to Prescriber

q FedEx 3 Day Express (standard Rx)   q FedEx 2nd Day         q FedEx Overnight

Non-Sterile Prescription Order Form
Please contact us for a Sterile Prescription Order Form.

Fax Order To: _________________________

*State Issued Driver’s License # / State ID # / Social Security # / Passport #                                                                                                                                                    (Indicate # type.)

PRACTITIONER INFORMATION: Circle Designation:    MD   DO   PA   NP   ND   DDS   DVM   DPM    
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.)Practitioner Name (Please Print)         uSIGNATURE (REQUIRED)t

DEA #            License #                         

Office Address (if first time ordering)    City/State/Zip

Phone                            Fax 

Contact / Faxed By

Delivery Address (if different from patient or practitioner address)    City/State/Zip

PATIENT INFORMATION (REQUIRED): Date Ordered: ____________            Date Needed:____________

(GA and OH Require Prior Authorization to Ship Patient Specific Prescriptions to Practitioners. OK Prohibits It Completely. )

Updated: 9/2014

IMPORTANT: Compounded formulations are not available “For Office Use”.
- Compounded prescription orders must be patient-specific. 
- To avoid delays in processing, you must complete the patient information section for each compounded prescription.

  q For Veterinary Use    



q FedEx 3 Day Express (standard Rx)   q FedEx 2nd Day         q FedEx Overnight

Patient Name                           Male / Female             Date of Birth       

Patient Street Address (No PO Boxes)

City      State     Zip

Phone (Home)    (W / Cell)   Email  

Allergies

PATIENT INFORMATION (REQUIRED):

BHRT Pellet Implant Order Form

Date Ordered: ______________  Date Needed: _______________  Refills: _____________ 

Fax Order To: _______________________

Drug Route Strength Total Qty. Directions: For Office Administration.
Pellet Implant
Subcutaneous

Insert ______ pellets, every _______ months. 

Pellet Implant
Subcutaneous

Insert ______ pellets, every _______ months. 

Pellet Implant
Subcutaneous

Insert ______ pellets, every _______ months. 

PRACTITIONER INFORMATION:  Circle Designation:    MD   DO   PA   NP   ND     

P
la

ce
 O

ffi
ce

 A
dd

re
ss

 S
ta

m
p 

H
er

e.
(S

ig
na

tu
re

 S
til

l R
EQ

U
IR

ED
.)Practitioner Name (Please Print)         uSIGNATURE (REQUIRED)t

DEA #            License #                         

Office Address (if first time ordering)    City/State/Zip

Phone                            Fax 

Contact / Faxed By

Delivery Address (if different from patient or practitioner address)    City/State/Zip

Estradiol Pellets: 6mg, 10mg, 12.5mg, 15mg, 18mg, 20mg, 25mg, 37.5mg, 50mg, 75mg, 100mg        DHEA Pellets: 25mg, 50mg
Biest (Estriol / Estradiol) Pellets: 12.5mg/12.5mg, 25mg/25mg        Pregnenolone Pellets: 25mg, 50mg Progesterone Pellets: 50mg, 100mg                                                

Testosterone Pellets must be
ordered using a separate form.

Trocar Options Circle Size Quantity

Standard Stainless Steel Trocar: 3-Piece Regular ($199)    Large ($199)

Premium Surgical Stainless Steel Trocar: 3-Piece Regular ($349)  or  Large ($399)

3-Piece Disposable Plastic Trocar Kit Regular ($31.84)  or  Large ($36.24)

3-Piece Stainless Steel Disposable Trocar Kit Regular ($38.45)  or  Large ($43.94)

Billing / Shipping (Please Circle Options):       Bill Practitioner  /  Bill Patient      Ship to Practitioner  /  Ship to Patient 

Updated: 1/2015

BILLING & SHIPPING INFORMATION:     

CC# (M/C, Visa, AMX)                                                                   Exp. Date     Security Code

Name on the Credit Card   

q Bill Credit Card On File. Last 4 #’s of CC:   Security Code: 

q FedEx 3 Day Express (standard Rx)   q FedEx 2nd Day         q FedEx Overnight

(GA and OH Require Prior Authorization to Ship Patient Specific Prescriptions to Practitioners. OK Prohibits It Completely. )

IMPORTANT: Compounded formulations are not available “For Office Use”.
- Compounded prescription orders must be patient-specific. 
- To avoid delays in processing, you must complete the patient information section for each compounded prescription. 
    



Patient Name                           Male / Female             Date of Birth       

Patient Street Address (No PO Boxes)

City      State     Zip

Phone (Home)    (W / Cell)   Email  

uPURPOSE (REQUIRED)

Patient ID* (Required For Controlled Substances In The Following States: AL, HI, IN, KS, KY, LA, MA, MS, OK, SD)

Allergies

*State Issued Driver’s License # / State ID # / Social Security # / Passport #                                                                                                                                                    (Indicate # type.)

PATIENT INFORMATION (REQUIRED):
Testosterone Pellet Implant Order Form

Date Ordered: ______________  Date Needed: _______________  Refills: _____________ 

Fax Order To: _______________________
Testosterone Pellet Implants may no longer be ordered “For Office Use” / “Casual Sale”.

Drug Route Strength Total Qty. Directions: For Office Administration.
Pellet Implant
Subcutaneous

Insert ______ pellets, every _______ months. 

Pellet Implant
Subcutaneous

Insert ______ pellets, every _______ months. 

uREQUIRED Indicate specific medical necessity for indicated dosage strength(s): ____________________________________________

______________________________________________________________________________________________________________

Billing / Shipping (Please Circle Options):       Bill Practitioner  /  Bill Patient      Ship to Practitioner  /  Ship to Patient 

Updated: 8/2014

PRACTITIONER INFORMATION: Circle Designation:    MD   DO   PA   NP   ND     
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Practitioner Name (Please Print)         uSIGNATURE (REQUIRED)t

DEA #            License #                         

Office Address (if first time ordering)    City/State/Zip

Phone                            Fax 

Delivery Address (if different from patient or practitioner address)    City/State/Zip

BILLING & SHIPPING INFORMATION:    

CC# (M/C, Visa, AMX)                                                                   Exp. Date     Security Code

Name on the Credit Card   
q Bill Credit Card On File. Last 4 #’s of CC:   Security Code: 

q 3 Day Express (standard Rx)  q 2nd Day   q Overnight
Due to DEA regulations, all Testosterone Pellet Prescriptions will be sent directly to the patient unless the Prescription Authorization Section is filled out. 
GA and OH Require Prior Authorization to Ship Patient Specific Prescriptions to Practitioners. OK Prohibits It Completely. 

Patient Prescription Shipping Authorization
I, _____________________________, authorize College Pharmacy to send my ______________________ prescription to my practitioner,         
      Patient Name                                Prescription Drug / Dosage Form

_________________________________________________located at ____________________________________________________.                           
                  Practitioner Name                                     Print Office Address

This authorization applies to both this and all future Testosterone Pellet Prescriptions in my name.

       __________________________________________________________ 
                                       Patient Signature / Date

Related Abstracts & Reviews



Fax: (800) 556-5893 / (719) 262-0035 Email: info@collegepharmacy.com

q 3 Day Express (standard Rx)  q 2nd Day   q Overnight

Related Abstracts & Reviews

• General Hormone Replacement (Page 72)
• BHRT Pellet Implants (Page 77)
• The Estrogens (Page 79)
• Estriol (Page 84)
• Estradiol (Page 86)
• Progesterone (Page 91)
• Testosterone & Androgens: For Women (Page 98)
• Testosterone & Androgens: For Men (Page 104)
• Hormones & Skin Aging (Page 115)
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Postgrad Med. 2009 Jan;121(1):73-85.
The bioidentical hormone debate: are bioidentical hormones (estradiol, estriol, and progesterone) safer or more 
efficacious than commonly used synthetic versions in hormone replacement therapy?
Holtorf K. Holtorf Medical Group, Inc., Torrance, CA 90505.
BACKGROUND: The use of bioidentical hormones, including progesterone, estradiol, and estriol, in hormone replacement 
therapy (HRT) has sparked intense debate. Of special concern is their relative safety compared with traditional synthetic 
and animal-derived versions, such as conjugated equine estrogens (CEE), medroxyprogesterone acetate (MPA), and 
other synthetic progestins. Proponents for bioidentical hormones claim that they are safer than comparable synthetic and 
nonhuman versions of HRT. Yet according to the US Food and Drug Administration and The Endocrine Society, there is little 
or no evidence to support claims that bioidentical hormones are safer or more effective. OBJECTIVE: This paper aimed to 
evaluate the evidence comparing bioidentical hormones, including progesterone, estradiol, and estriol, with the commonly 
used nonbioidentical versions of HRT for clinical efficacy, physiologic actions on breast tissue, and risks for breast cancer 
and cardiovascular disease. METHODS: Published papers were identified from PubMed/MEDLINE, Google Scholar, and 
Cochrane databases, which included keywords associated with bioidentical hormones, synthetic hormones, and HRT. 
Papers that compared the effects of bioidentical and synthetic hormones, including clinical outcomes and in vitro results, 
were selected. RESULTS: Patients report greater satisfaction with HRTs that contain progesterone compared with those 
that contain a synthetic progestin. Bioidentical hormones have some distinctly different, potentially opposite, physiological 
effects compared with their synthetic counterparts, which have different chemical structures. Both physiological and clinical 
data have indicated that progesterone is associated with a diminished risk for breast cancer, compared with the increased 
risk associated with synthetic progestins. Estriol has some unique physiological effects, which differentiate it from estradiol, 
estrone, and CEE. Estriol would be expected to carry less risk for breast cancer, although no randomized controlled trials 
have been documented. Synthetic progestins have a variety of negative cardiovascular effects, which may be avoided 
with progesterone. CONCLUSION: Physiological data and clinical outcomes demonstrate that bioidentical hormones are 
associated with lower risks, including the risk of breast cancer and cardiovascular disease, and are more efficacious than 
their synthetic and animal-derived counterparts. Until evidence is found to the contrary, bioidentical hormones remain the 
preferred method of HRT. Further randomized controlled trials are needed to delineate these differences more clearly.  
PMID: 19179815

Curr Cardiol Rev. 2008 Nov;4(4):309-22.
Experimental benefits of sex hormones on vascular function and the outcome of hormone therapy in cardiovascular 
disease.
Ross RL, Serock MR, Khalil RA. Division of Vascular Surgery, Brigham and Women’s Hospital, and Harvard Medical 
School, Boston, Massachusetts 02115.
Abstract: Cardiovascular disease (CVD) is more common in men and postmenopausal women than premenopausal women, 
suggesting vascular benefits of female sex hormones. Experimental data have shown beneficial vascular effects of estrogen 
including stimulation of endothelium-dependent nitric oxide, prostacyclin and hyperpolarizing factor-mediated vascular 
relaxation. However, the experimental evidence did not translate into vascular benefits of hormone replacement therapy 
(HRT) in postmenopausal women, and HERS, HERS-II and WHI clinical trials demonstrated adverse cardiovascular events 
with HRT. The lack of vascular benefits of HRT could be related to the hormone used, the vascular estrogen receptor (ER), 
and the subject’s age and preexisting cardiovascular condition. Natural and phytoestrogens in small doses may be more 
beneficial than synthetic estrogen. Specific estrogen receptor modulators (SERMs) could maximize the vascular benefits, 
with little side effects on breast cancer. Transdermal estrogens avoid the first-pass liver metabolism associated with the 
oral route. Postmenopausal decrease and genetic polymorphism in vascular ER and post-receptor signaling mechanisms 
could also modify the effects of HRT. Variants of cytosolic/nuclear ER mediate transcriptional genomic effects that stimulate 
endothelial cell growth, but inhibit vascular smooth muscle (VSM) proliferation. Also, plasma membrane ERs trigger not 
only non-genomic stimulation of endothelium-dependent vascular relaxation, but also inhibition of [Ca(2+)]i, protein kinase 
C and Rho kinase-dependent VSM contraction. HRT could also be more effective in the perimenopausal period than in 
older postmenopausal women, and may prevent the development, while worsening preexisting CVD. Lastly, progesterone 
may modify the vascular effects of estrogen, and modulators of estrogen/testosterone ratio could provide alternative HRT 
combinations. Thus, the type, dose, route of administration and the timing/duration of HRT should be customized depending 
on the subject’s age and preexisting cardiovascular condition, and thereby make it possible to translate the beneficial 
vascular effects of sex hormones to the outcome of HRT in postmenopausal CVD.      PMID: 20066139
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Maturitas. 2008 May 20;60(1):10-8. Epub 2008 Apr 14.
Metabolic syndrome after menopause and the role of hormones.
Lobo RA. Dept of Obstetrics & Gynecology, Columbia University College of Physicians & Surgeons, New York, NY 
10032.
OBJECTIVES: The purpose of this review is to focus on the importance of metabolic syndrome (MBS) and its increased 
prevalence in postmenopausal (PM) women. Also the role of hormonal therapy in PM women with MBS will be discussed. 
METHODS: Review of the relevant literature and results from recent clinical trials. RESULTS: MBS may occur in 40% of 
PM women and is largely determined by overweight status and obesity. Weight gain, particularly an increase in central fat 
mass increases in PM women, beginning a few years prior to menopause. Hormonal Therapy (HT) in normal PM women, 
generally decreases abdominal fat, but the effect of transdermal estrogen is preferable to oral therapy in this regard. In 
women with MBS, oral therapy was found to increase leptin and the leptin/adiponectin ratio, while transdermal therapy 
showed no changes. HT has been found to improve insulin resistance in PM women, although the data are mixed. In women 
with MBS, oral therapy was found to worsen parameters of insulin resistance, while transdermal therapy had minimal effects 
overall. Women with MBS have elevations in several inflammation and coagulation factors. Both oral and transdermal HT 
reduce inflammation markers except for levels of CRP and MMP-9, which increase with oral therapy, but are unaffected by 
the transdermal route. Oral estrogen has a small pro-coagulant effect, not observed with transdermal therapy, in both normal 
PM women and those with MBS. The beneficial effects of HT on lipids occur in PM women with and without MBS, although 
the changes in the latter are minimal. Blood pressure was not affected by HT in women with MBS. CONCLUSIONS: Weight 
gain and obesity largely drives the increased prevalence of MBS in PM women. Use of HT is beneficial overall for reducing 
many of the parameters of MBS. Our own data would suggest that in MBS, transdermal therapy may be preferable to oral 
therapy, at least in standard doses.  PMID: 18407440

Clin Interv Aging. 2008;3(1):51-4.
Transdermal hormone therapy and bone health.
Shulman LP. Division of Reproductive Genetics, Department of Obstetrics and Gynecology, Feinberg School of 
Medicine of Northwestern University, Chicago, Illinois.
Abstract: The clinical aftermath of the reporting of the initial findings of the Women’s Health Initiative (WHI) in 2002 was 
a profound reduction in the use of hormone therapies by menopausal women. This reduction led to a well documented 
increase in vasomotor symptoms and vaginal atrophy among those women who discontinued their hormone regimens. 
However, another adverse impact among these women, as well as many other menopausal women, is the well recognized 
increased likelihood of osteoporosis resulting from the decline in circulating estradiol levels associated with natural and 
surgical menopause. Although the use ofnon-hormonal drugs such as bisphosphonates has been shown to reduce the 
risk of fracture in women with osteoporosis, bisphosphonates have not been shown to reduce the risk of fracture in non-
osteoporotic women. Indeed, only oral estrogen (as demonstrated in the WHI studies) has been shown to reduce the risk of 
fracture in osteoporotic and non-osteoporotic women. As non-oral hormone therapies have been shown to be as effective in 
treating vasomotor symptoms and vulvovaginal atrophy and to have a different (and perhaps more beneficial) physiological 
effect than oral regimens, it behooves us to assess the impact of non-oral hormone regimens on bone mineral density 
and fracture risk. Although there are no clinical trials that primarily assess the impact of non-oral regimens on fracture 
risk in menopausal women, numerous studies are consistent in demonstrating the positive impact of non-oral regimens 
in maintaining and increasing bone mineral density among users, even for those women using estrogen doses that are 
considered to be “too low” to have a beneficial impact on other menopausal symptoms.  PMID: 18488878 

Climacteric. 2006 Apr;9(2):108-18.
The long-term impact of 2-3 years of hormone replacement therapy on cardiovascular mortality and atherosclerosis 
in healthy women.
Alexandersen P, Tankó LB, Bagger YZ, Qin G, Christiansen C. Center for Clinical and Basic Research, Ballerup, 
Denmark.
OBJECTIVE: The effect of hormone replacement therapy (HRT) on cardiovascular risk is intensely debated. The aim of this 
study was to investigate the long-term effects of HRT given for a few years on all-cause and cardiovascular mortality and the 
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severity of atherosclerosis. METHODS: This analysis was based on a cohort of 1,458 postmenopausal women (55.8 +/- 6.1 
years old) who previously participated in a number of randomized, placebo-controlled, clinical trials assessing the efficacy 
of 2-3 years of therapy with various estrogen plus progestin combinations for preventing bone loss. Women were followed 
on average for 9.8 years and came for a follow-up visit. Outcome variables were all-cause and cardiovascular mortality and 
the severity of atherosclerosis, as estimated by semi-quantitative scoring of vascular calcification in the lumbar aorta on 
lateral radiographs. RESULTS: A total of 174 women died during the observation period. All-cause mortality was decreased 
by 30% in the HRT+ group compared with the HRT- group (hazard ratio (HR) 0.70; 95% confidence interval (CI) 0.50-0.97) 
after adjusting for age, body mass index and smoking. Under the same conditions, similar results characterized mortality 
from cardiovascular disease (n = 61 deaths; 35.1% of all deaths) and coronary heart disease (n = 39 deaths; 22.4% of all 
deaths), which were decreased by 46% (HR 0.54, 95% CI 0.29-0.98, p = 0.045) and 53% (HR 0.47, 95% CI 0.21-1.03, p 
= 0.062), respectively. Furthermore, the mean severity score of aortic calcification at follow-up was significantly lower in 
hormone-treated compared to non-treated women (p < 0.0001). CONCLUSION: Women who receive 2-3 years of HRT 
after menopause do not have increased all-cause mortality, and results of the present study suggest relative cardiovascular 
benefits compared to those who had not used hormones.   PMID: 16698657

Altern Med Rev. 2006 Sep;11(3):208-23.
A comprehensive review of the safety and efficacy of bioidentical hormones for the management of menopause 
and related health risks.
Moskowitz D. Moskowitz, Deborah. Wellness Designed, LLC.
Abstract: Numerous forms of estrogens and progestins are utilized for the treatment of menopausal complaints and 
associated conditions that occur temporally. Although known to be different with respect to molecular structure, receptor 
affinity, metabolism, and other physiological traits, most have been treated as if they were clinically identical. The majority 
of these hormone preparations, commonly referred to as hormone replacement therapy (HRT), should perhaps be more 
aptly referred to as hormone substitution therapy, as most of the therapies utilized do not exactly match those produced 
in the body. Research indicates these synthetic hormones vary clinically in safety and efficacy. As such, women and their 
physicians have, in increasing numbers, been opting for the use of bioidentical hormones; i.e., those that match the structure 
and function of hormones produced in the body. With greater utilization and research surrounding bioidentical hormones, 
the differences can now begin to be fully assessed and appreciated. This article reviews the disparities between synthetic 
and bioidentical estrogens and progestins/progesterone with respect to safety and efficacy; special attention is devoted 
to clinical outcomes in the breast, endometrium, bone, cardiovascular system, and brain. The studies reviewed suggest 
bioidentical progesterone does not have a negative effect on blood lipids or vasculature as do many synthetic progestins, 
and may carry less risk with respect to breast cancer incidence. Studies of both bioidentical estrogens and progesterone 
suggest a reduced risk of blood clots compared to non-bioidentical preparations. Bioidentical hormone preparations 
have demonstrated effectiveness in addressing menopausal symptoms. The author advocates for continued research on 
bioidentical hormones and concludes there is currently sufficient evidence to support their preferred use over that of their 
synthetic cousins.  PMID: 17217322

Int J Fertil Womens Med. 2004 Nov-Dec;49(6):252-67.
A clinician’s review of the WHI-related literature.
Speroff L. Department of Obstetrics and Gynecology, Oregon Health Sciences University Portland, Oregon 97239.
Abstract: When the monitoring board of the Women’s Health Initiative (WHI) canceled the estrogen-progestin arm of 
the study in July 2002, the effect was immediate and dramatic, as several million postmenopausal women with the full 
agreement of their physicians ceased taking combined hormone therapy. Soon thereafter the manufacturers of conjugated 
equine estrogens felt compelled to publicize a drastic restriction of the indications for their product. Little notice, except 
in the medical literature, was given to the continuation of the other treatment arms of the WHI, nor did the rather small 
(however significant) increases in risk of cardiovascular disease and breast cancer resulting from combined therapy receive 
widespread serious analysis. In this article, special attention is given to the population sampling involved in setting up the 
WHI, arm by arm, with full discussion of how these samplings compare with those in other studies--HERS, ERA, WEST, etc. 
All studies are scrutinized in terms of treatment regimens, follow-up, confounding factors, particularly statins and aspirin, 
and high drop-out rates in order to discover possible reasons for the results in the WHI for primary and secondary prevention 
of cardiovascular disease in the combined-therapy arm and slightly disappointing results for breast cancer. Each of the two 
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main sections of the article, Cardiovascular Disease and Breast Cancer, concludes with a detailed summation of points 
derived from the often contrasting results of the various studies, which can be used in counseling patients.  
PMID: 15751264 

Climacteric. 2004 Dec;7(4):347-56.
Transdermal hormone therapy: gels and patches.
Samsioe G. Department of Obstetrics and Gynecology, Lund University Hospital, 221 85 Lund, Sweden.
Abstract: Hormone therapy (HT) in the climacteric has a number of beneficial effects including mitigation of climacteric 
symptoms and prevention of osteoporosis. Administration of HT via the transdermal route avoids hepatic first-pass 
metabolism and therefore the high plasma levels of estrogen metabolites that are associated with oral administration. Patch 
formulations have traditionally been the most common form of transdermal HT. However, as patches may be associated 
with local skin reactions, gel formulations have been developed in an attempt to improve acceptability and compliance with 
transdermal HT. Patch and gel formulations are equally as effective in treating climacteric symptoms and improving bone 
mineral density, and the effects are comparable to those achieved by oral HT.
PMID: 15799606

Clin Pharmacokinet. 2002;41(9):661-80.
Oral mucosal drug delivery: clinical pharmacokinetics and therapeutic applications.
Zhang H, Zhang J, Streisand JB. Cephalon, Inc., Salt Lake City, Utah 84116, USA. hzhang@anesta.com
Abstract: Oral mucosal drug delivery is an alternative method of systemic drug delivery that offers several advantages over 
both injectable and enteral methods. Because the oral mucosa is highly vascularised, drugs that are absorbed through the 
oral mucosa directly enter the systemic circulation, bypassing the gastrointestinal tract and first-pass metabolism in the 
liver. For some drugs, this results in rapid onset of action via a more comfortable and convenient delivery route than the 
intravenous route. Not all drugs, however, can be administered through the oral mucosa because of the characteristics of 
the oral mucosa and the physicochemical properties of the drug. Several cardiovascular drugs administered transmucosally 
have been studied extensively. Nitroglycerin is one of the most common drugs delivered through the oral mucosa. Research 
on other cardiovascular drugs, such as captopril, verapamil and propafenone, has proven promising. Oral transmucosal 
delivery of analgesics has received considerable attention. Oral transmucosal fentanyl is designed to deliver rapid analgesia 
for breakthrough pain, providing patients with a noninvasive, easy to use and nonintimidating option. For analgesics 
that are used to treat mild to moderate pain, rapid onset has relatively little benefit and oral mucosal delivery is a poor 
option. Oral mucosal delivery of sedatives such as midazolam, triazolam and etomidate has shown favourable results 
with clinical advantages over other routes of administration. Oral mucosal delivery of the antinausea drugs scopolamine 
and prochlorperazine has received some attention, as has oral mucosal delivery of drugs for erectile dysfunction. Oral 
transmucosal formulations of testosterone and estrogen have been developed. In clinical studies, sublingual testosterone 
has been shown to result in increases in lean muscle mass and muscle strength, improvement in positive mood parameters, 
and increases in genital responsiveness in women. Short-term administration of estrogen to menopausal women with 
cardiovascular disease has been shown to produce coronary and peripheral vasodilation, reduction of vascular resistance 
and improvement in endothelial function. Studies of sublingual administration of estrogen are needed to clarify the most 
beneficial regimen. Although many drugs have been evaluated for oral transmucosal delivery, few are commercially available. 
The clinical need for oral transmucosal delivery of a drug must be high enough to offset the high costs associated with 
developing this type of product. Drugs considered for oral transmucosal delivery are limited to existing products, and until 
there is a change in the in the selection and development process for new drugs, candidates for oral transmucosal delivery 
will be limited.  PMID: 12126458
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Maturitas. 2001 Dec 14;40(3):195-201.
Hormone replacement therapy: the benefits in tailoring the regimen and dose.
Gambacciani M, Genazzani AR. Department of Reproductive Medicine and Child Development, Division of Obstetrics 
and Gynecology Piero Fioretti, University of Pisa, Via Roma 67, 56100 Pisa, Italy. 
Abstract: Despite the clear benefits of long-term hormone replacement therapy (HRT), the majority of patients tend to 
undergo short-term treatment. The cyclical bleedings induced by the sequential progestogen administration are often 
unacceptable namely in the elderly postmenopausal women. At the standard doses HRT preparations can also induce 
annoying hormone-related side effects, both in sequential and continuous combined regimens. Lower HRT schedules are 
reported to be highly effective in the relief of climacteric symptoms, inducing minimal endometrial stimulation with high rates 
of amenorrhea. Continuous administration of low doses of progestins is safe for endometrium protection and minimizes 
progestin-related side effects. Indeed, it has been demonstrated that low dose HRT can prevent the increase in bone 
turnover and the consequent bone loss in postmenopausal women. The choice of lower HRT dosages can also be useful 
for the number of potential disadvantages of standard HRT doses, mainly for long-term treatments. Low dose regimens 
should be considered as a starting dose to minimize the occurrence of side effects, improving compliance and, therefore, 
HRT effects on the prevention of long-term consequences of estrogen deprivation.   PMID: 11731180

Maturitas. 2001 Oct 31;40(1):75-83.
Effects of hormonal replacement therapy in postmenopausal hypertensive patients.
Affinito P, Palomba S, Bonifacio M, Fontana D, Izzo R, Trimarco B, Nappi C. Clinical Department of Gynecology, 
Obstetrics, and Human Reproduction, Facoltà di Medicina e Chirurgia, University of Naples Federico II, Via Pansini 
5, 80131 Naples, Italy.
OBJECTIVE: To evaluate the effect of hormonal replacement therapy (HRT) on blood pressure (BP) in postmenopausal 
hypertensive women. METHODS: Sixty women affected by hypertension were enrolled and randomized in two groups of 
treatment: transdermal continuous HRT in a sequential regimen (group A) and placebo (group P). At baseline, after 3 and 6 
months of treatment, the BP with standard sphygmomanometer and with 24-h ambulatory recording method was evaluated 
in two periods (from day 10 through day 16 of the cycle and from day 20 through day 27 of the cycle). At the same time, 
we also evaluated total cholesterol, LDL-c, HDL-c, triglycerides, and fibrinogen levels. RESULTS: After 3 and 6 months of 
treatment, no significant variations of systolic and diastolic BP measured with standard sphygmomanometer were detected 
in both groups. On the contrary, in group A in comparison with basal values and group P, and without difference between the 
two phases of treatment, the 24-h recording showed a significant (P<0.05) decrease in BP. No significant variations were 
detected in group P versus baseline. In particular, we observed in group A at 3 months of treatment a significant (P<0.05) 
decrease only in daytime BP in comparison with basal values and group P, without difference between the two phases of 
treatment. Indeed, the decrease in daytime BP was significant (P<0.05) for both systolic and diastolic BP. At 3 and 6 months 
a significant (P<0.05) decrease in total cholesterol, LDL-c and fibrinogen levels was detected in group A versus baseline and 
group P. HDL-c and triglyceride concentrations showed no significant variations. CONCLUSIONS: The transdermal HRT 
induces a significant reduction of BP values and a favorable metabolic action in postmenopausal hypertensive patients.  
PMID: 11684376

Diabetes Care. 2001 Jul;24(7):1144-50.
Hormone replacement therapy is associated with better glycemic control in women with type 2 diabetes: The 
Northern California Kaiser Permanente Diabetes Registry.
Ferrara A, Karter AJ, Ackerson LM, Liu JY, Selby JV; Northern California Kaiser Permanente Diabetes Registry. 
Division of Research, Kaiser Permanente, Oakland, California 94611.
OBJECTIVE: In women with diabetes, the changes that accompany menopause may further diminish glycemic control. 
Little is known about how hormone replacement therapy (HRT) affects glucose metabolism in diabetes. The aim of this 
study was to examine whether HbA(1c) levels varied by current HRT among women with type 2 diabetes. RESEARCH 
DESIGN AND METHODS: In a cohort of 15,435 women with type 2 diabetes who were members of a health maintenance 
organization, HbA(1c) and HRT were assessed by reviewing records in the health plan’s computerized laboratory and 
pharmacy systems. Sociodemographic and clinical information were collected by survey. RESULTS: The mean age was 
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64.7 years (SD +/- 8.7). The study cohort comprised 55% non-Hispanic whites, 14% non-Hispanic blacks, 12% Hispanics, 
11% Asians, 4% “other” ethnic groups, and 4% with missing ethnicity data. Current HRT was observed in 25% of women. 
HbA(1c) levels were significantly lower in women currently using HRT than in women not using HRT (age-adjusted mean +/- 
SE: 7.9 +/- 0.03 vs. 8.5 +/- 0.02, respectively, P = 0.0001). No differences in HbA(1c) level were observed between women 
using unopposed estrogens and women using opposed estrogens. In a Generalized Estimating Equation model, which took 
into account patient clustering within physician and adjusted for age, ethnicity, education, obesity, hypoglycemic therapy, 
diabetes duration, self-monitoring of blood glucose, and exercise, HRT remained significantly and independently associated 
with decreased HbA(1c) levels (P = 0.0001). CONCLUSIONS: HRT was independently associated with decreased HbA(1c) 
level. Clinical trials will be necessary to understand whether HRT may improve glycemic control in women with diabetes.  
PMID: 11423493 

Pellet Implants

Clin Endocrinol (Oxf). 1997 Sep;47(3):311-6.
An analysis of testosterone implants for androgen replacement therapy.
Handelsman DJ, Mackey MA, Howe C, Turner L, Conway AJ. Andrology Unit, Royal Price Alfred Hospital, Sydney 
NSW, Australia. 
OBJECTIVE: To review 13 years of experience using fused crystalline testosterone implants for androgen replacement 
therapy in order to identify pattern of usage (including continuation rates) and adverse events emerging during therapy 
and factors associated with adverse events including implant extrusions. DESIGN: Retrospective review of prospectively 
collected data on characteristics of patients and implant procedures performed as well as adverse events reported during 
routine follow-up. PATIENTS: Over 13 years 973 implant procedures using fused crystalline testosterone implants were 
performed in 221 men. MEASUREMENTS: Continuation rates and adverse events such as extrusions, bleeding, infection 
or others were recorded and analysed in relationship to characteristics of the patient and the implant procedure performed. 
RESULTS: Overall rate of adverse events (108/73, 11.1%) was significantly related to increased numbers of implants (4.2 
+/- 0.1 vs 4.0 +/- 0.03, P = 0.031) and higher levels of physical activity at work (P = 0.030). The most common adverse 
effect was extrusion (83/973, 8.5%) which was related to occupational classification (P = 0.033) and increasing work activity 
(P = 0.044) and occurred more frequently than by chance in multiple (16 vs 3.3 expected) rather than single (65 vs 76.1 
expected) episodes. Bleeding (22/973, 2.3%) was significantly associated with an increased number of implants (4.5 +/- 
0.2 vs 4.0 +/- 0.03, P = 0.020) but even in the worst cases (3/22) it was of minor clinical importance. Infection was rare 
(6/973, 0.6%) but occurred more among thinner men. The overall continuation rate was 92.7% increasing from 86% after 
the first implantation to > 99% after the tenth implant. CONCLUSIONS: This study demonstrates the very satisfactory 
clinical acceptability of testosterone pellet implants for androgen replacement therapy within a single unit with experienced 
operators. The only regular adverse effect is extrusion, which may be related to mechanical factors such as habitual work 
activity but also possibly procedural factors. Other adverse effects such as bleeding, infection and fibrosis were rare. An 
improved method of implant delivery would enhance this old but durable technology.  PMID: 9373452

Maturitas. 1995 Apr;21(3):227-36. Republished: Maturitas. 2008 Sep-Oct;61(1-2):17-26. 
Testosterone enhances estradiol’s effects on postmenopausal bone density and sexuality.
Davis SR, McCloud P, Strauss BJ, Burger H. Prince Henry’s Institute of Medical Research, Clayton, Victoria, 
Australia.
Abstract: To investigate the role of androgens in increasing bone density and improving low libido in postmenopausal 
women, we have studied the long-term effects of estradiol and testosterone implants on bone mineral density and sexuality 
in a prospective, 2 year, single-blind randomised trial. Thirty-four postmenopausal volunteers were randomised to treatment 
with either estradiol implants 50 mg alone (E) or estradiol 50 mg plus testosterone 50 mg (E&T), administered 3-monthly for 
2 years. Cyclical oral progestins were taken by those women with an intact uterus. Thirty-two women completed the study. 
BMD (DEXA) of total body, lumbar vertebrae (L1-L4) and hip area increased significantly in both treatment groups. BMD 
increased more rapidly in the testosterone treated group at all sites. A substantially greater increase in BMD occurred in the 
E&T group for total body (P < 0.008), vertebral L1-L4 (P < 0.001) and trochanteric (P < 0.005) measurements. All sexual 
parameters (Sabbatsberg sexual self-rating scale) improved significantly in both groups. Addition of testosterone resulted 

77



College Pharmacy Tel: (800) 888-9358 / (719) 262-0022

College Pharmacy

in a significantly greater improvement compared to E for sexual activity (P < 0.03), satisfaction (P < 0.03), pleasure (P < 
0.01), orgasm (P < 0.035) and relevancy (P < 0.05). Total cholesterol and LDL-cholesterol fell in both groups as did total 
body fat. Total body fat-free mass (DEXA, anthropometry, impedance) increased in the E&T group only. We concluded that 
in postmenopausal women, treatment with combined estradiol and testosterone implants was more effective in increasing 
bone mineral density in the hip and lumbar spine than estradiol implants alone. Significantly greater improvement in 
sexuality was observed with combined therapy, verifying the therapeutic value of testosterone implants for diminished 
libido in postmenopausal women. The favourable estrogenic effects on lipids were preserved in women treated with T, in 
association with beneficial changes in body composition.   PMID: 7616872

J Clin Endocrinol Metab. 1990 Jul;71(1):216-22.
Pharmacokinetics and pharmacodynamics of testosterone pellets in man.
Handelsman DJ, Conway AJ, Boylan LM. Andrology Unit, Royal Prince Alfred Hospital, Sydney, Australia.
Abstract: We studied the pharmacokinetics and pharmacodynamics of sc implanted pellets of fused crystalline testosterone. 
Three different regimens (6 x 100 mg, 6 x 200 mg; and 3 x 200 mg) were compared in a prospective, cross-over clinical trial 
in which androgen deficient men were administered the three-dose combinations in a randomized starting order at intervals 
of at least 6 months. Plasma free and total testosterone, sex hormone-binding globulin, LH, and FSH were measured before 
and at monthly intervals for at least 6 months after 111 pellet implantation in 43 men with hypergonadotropic (n = 22) or 
hypogonadotropic (n = 21) hypogonadism. Total and free testosterone levels peaked at the first month and were maintained 
at physiological levels for 4 to 5 (600 mg doses) or 6 (1200 mg dose) months after a single implantation. Absorption of 
testosterone from 100 mg and 200 mg pellets closely approximated zero-order throughout the effective life of the pellets and 
exhibited a half-duration of 2.5 months. The estimated rate of release of testosterone was 1.5 (95% confidence limits 1.3-1.6) 
mg/day.200 mg pellet as determined from direct measurement of residue in pellets recovered after extrusion and confirmed 
independently from percent absorbed-time plots. The bioavailability of testosterone was virtually complete and the time 
course was predictable from the total implant dose and, to a lesser extent, total initial surface areas of pellets. Despite wide 
fluctuations in testosterone, SHBG levels were not changed during 6 months. In men with hypergonadotropic hypogonadism, 
both LH and FSH levels were uniformly and markedly suppressed by increased testosterone after pellet implants. LH and 
FSH were highly correlated with each other (r = 0.87) and inversely with total (r = 0.47 and 0.45, respectively) and free (r = 
0.46 and 0.47) testosterone levels. Nadir LH levels occurred at 1-3 months (600 mg) and 1-4 months (1200 mg) reaching 
levels comparable with eugonadal controls. In contrast nadir FSH levels occurred at similar times but remained elevated 
compared with eugonadal controls. We conclude that fused pellets of crystalline testosterone provides very satisfactory 
depot androgen replacement exhibiting many desirable features for androgen replacement.  PMID: 2115044

Lancet. 1987 Feb 7;1(8528):297-9.
Effect of oestrogen and testosterone implants on psychological disorders in the climacteric.
Montgomery JC, Appleby L, Brincat M, Versi E, Tapp A, Fenwick PB, Studd JW.
Abstract: In a double-blind trial oestradiol, oestradiol/testosterone, or placebo implants were assessed for their effects on 
psychological symptoms in women attending a menopause clinic. After two months, women receiving active treatment 
scored better than the placebo group on a self-rating scale of distress, on anxiety, and on depression (p less than 0.05). 
Postmenopausal but not perimenopausal women improved after placebo, and at 4 months the scores in the three groups 
no longer differed significantly. PMID: 2880114

Lancet. 1984 Jan 7;1(8367):16-8.
Subcutaneous hormone implants for the control of climacteric symptoms. A prospective study.
Brincat M, Magos A, Studd JW, Cardozo LD, O’Dowd T, Wardle PJ, Cooper D.
Abstract: 55 postmenopausal women on established hormone replacement therapy were treated with either oestradiol and 
testosterone implants or placebo at the time of return of climacteric symptoms. Their response to therapy was assessed 
prospectively. The statistically highly significant levels of symptom relief that followed an oestradiol and testosterone implant 
were contrasted sharply with the lack of any significant relief with placebo. Despite the success of oestradiol and testosterone 
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implants in relieving symptoms of the climacteric, symptoms returned once the treatment was stopped. Evidence is presented 
that it is the fall in hormone levels rather than the level itself that provokes the return of climacteric symptoms.  
PMID: 6140343

Maturitas. 1984 Mar;5(3):177-84.
The effects of subcutaneous hormone implants during climacteric.
Cardozo L, Gibb DM, Tuck SM, Thom MH, Studd JW, Cooper DJ.
Abstract: Climacteric symptoms in 120 women were treated with a total of 469 hormone implants (oestradiol 50 mg and 
testosterone 100 mg) over a period of four years. All patients with a uterus were given an oral progestogen to prevent 
endometrial hyperplasia. There was a marked response to treatment, hot flushes being improved in all patients, depression 
in 99% and loss of libido in 92%. Patient acceptability of this type of treatment was good and there were few side effects or 
complications. After therapy, the serum oestradiol exceeded the serum oestrone but remained within normal limits. When 
climacteric symptoms returned and re-implantation occurred the serum levels of oestrone, oestradiol, luteinising hormone 
(LH), follicle stimulating hormone (FSH) and testosterone were within the normal range for the reproductive age. This 
indicates that the return of symptoms is due to a change in the hormone levels rather than absolute hypo- oestrogenism.   
PMID: 6727691

The Estrogens

Arterioscler Thromb Vasc Biol. 2010 Feb;30(2):340-5. Epub 2009 Oct 15.
Postmenopausal hormone therapy and risk of idiopathic venous thromboembolism: results from the E3N cohort 
study.
Canonico M, Fournier A, Carcaillon L, Olié V, Plu-Bureau G, Oger E, Mesrine S, Boutron-Ruault MC, Clavel-Chapelon 
F, Scarabin PY. Inserm Unit 780, Cardiovascular Epidemiology Section, Cedex, France. 
OBJECTIVE: Oral estrogen therapy increases venous thromboembolism risk among postmenopausal women. Although 
recent data showed transdermal estrogens may be safe with respect to thrombotic risk, the impact of the route of estrogen 
administration and concomitant progestogens is not fully established. METHODS AND RESULTS: We used data from 
the E3N French prospective cohort of women born between 1925 and 1950 and biennially followed by questionnaires 
from 1990. Study population consisted of 80 308 postmenopausal women (average follow-up: 10.1 years) including 549 
documented idiopathic first venous thromboembolism. Hazard ratios (HR) and 95% confidence intervals (CI) were estimated 
using Cox proportional models. Compared to never-users, past-users of hormone therapy had no increased thrombotic risk 
(HR=1.1; 95% CI: 0.8 to 1.5). Oral not transdermal estrogens were associated with increased thrombotic risk (HR=1.7; 
95% CI: 1.1 to 2.8 and HR=1.1; 95% CI: 0.8 to 1.8; homogeneity: P=0.01). The thrombotic risk significantly differed by 
concomitant progestogens type (homogeneity: P<0.01): there was no significant association with progesterone, pregnanes, 
and nortestosterones (HR=0.9; 95% CI: 0.6 to 1.5, HR=1.3; 95% CI: 0.9 to 2.0 and HR=1.4; 95% CI: 0.7 to 2.4). However, 
norpregnanes were associated with increased thrombotic risk (HR=1.8; 95% CI: 1.2 to 2.7). CONCLUSIONS: In this large 
study, we found that route of estrogen administration and concomitant progestogens type are 2 important determinants of 
thrombotic risk among postmenopausal women using hormone therapy. Transdermal estrogens alone or combined with 
progesterone might be safe with respect to thrombotic risk.  PMID: 19834106

Climacteric. 2009;12 Suppl 1:86-90.
Type and route of estrogen administration.
Stevenson JC. National Heart & Lung Institute, Imperial College London, Royal Brompton Hospital, London, UK.
Abstract: Hormone replacement therapy (HRT) can be administered orally and non-orally. Providing equivalent doses are 
given, all forms of HRT can equally relieve menopausal symptoms and prevent bone loss and osteoporosis. Different routes 
of administration will have differing metabolic effects, with oral HRT producing a hepatic first-pass effect not seen with 
non-oral HRT. The first-pass effect can produce benefits including larger reductions in low density lipoprotein cholesterol, 
lipoprotein(a) and insulin resistance, and larger increases in high density lipoprotein cholesterol. Unwanted effects are seen 
in increases in triglycerides and in coagulation activation. Cardiovascular effects of oral and transdermal HRT appear to 
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be fairly similar, with improvements in vascular endothelial function, angiotensin-converting-enzyme activity, and in most 
markers of inflammation. There is a paucity of studies on the effects of transdermal HRT on cardiovascular outcomes, but 
the few data available suggest similar effects to oral HRT, and dose rather than route of administration is probably more 
important in this respect. Oral HRT may be preferred in women with evidence of insulin resistance, such as in metabolic 
syndrome or maturity-onset diabetes mellitus. Transdermal HRT may be preferred in women with coagulation disturbances. 
But, for the majority of women, personal preference should determine their choice of HRT route.           PMID: 19811249

Hum Reprod Update. 2007 Mar-Apr;13(2):175-87. Epub 2006 Nov 29.
Estrogen, cognition and female ageing.
Genazzani AR, Pluchino N, Luisi S, Luisi M. Department of Reproductive Medicine and Child Development, Division 
of Obstetrics and Gynecology, University of Pisa, Pisa, Italy. 
Abstract: Starting from fetal life, estrogens are crucial in determining central gender dimorphism, and an estrogen-induced 
synaptic plasticity is well evident during puberty and seasonal changes as well as during the ovarian cycle. Estrogens act 
on the central nervous system (CNS) both through genomic mechanisms, modulating synthesis, release and metabolism 
of neurotransmitters, neuropeptides and neurosteroids, and through non-genomic mechanisms, influencing electrical 
excitability, synaptic function and morphological features. Therefore, estrogen’s neuroactive effects are multifaceted and 
encompass a system that ranges from the chemical to the biochemical to the genomic mechanisms, protecting against 
a wide range of neurotoxic insults. Clinical evidences show that, during the climacteric period, estrogen withdrawal in 
the limbic system gives rise to modifications in mood, behaviour and cognition and that estrogen administration is able 
to improve mood and cognitive efficiency in post-menopause. Many biological mechanisms support the hypothesis that 
estrogens might protect against Alzheimer’s disease (AD) by influencing neurotransmission, increasing cerebral blood flow, 
modulating growth proteins associated with axonal elongation and blunting the neurotoxic effects of beta-amyloid. On the 
contrary, clinical studies of estrogen replacement therapy (ERT) and cognitive function have reported controversial results, 
indicating a lack of efficacy of estrogens on cognition in post-menopausal women aged >or=65 years. These findings 
suggest the presence of a critical period for HRT-related neuroprotection and underlie the potential importance of early 
initiation of therapy for cognitive benefit. In this review, we shall first describe the multiple effects of steroids in the nervous 
system, which may be significant in the ageing process. A critical update of HRT use in women and a discussion of possible 
prospectives for steroid use are subsequently proposed.   PMID: 17135285 

Psychoneuroendocrinology. 2006 Sep;31(8):965-75. Epub 2006 Jul 10.
A 3-day estrogen treatment improves prefrontal cortex-dependent cognitive function in postmenopausal women.
Krug R, Born J, Rasch B. Department of Neuroendocrinologie, University of Lübeck, Ratzeburger Allee 160, Hs 23a, 
D-23538 Lübeck, Germany. 
Abstract: Estrogen secretion in young women follows a cyclic pattern characterized by a pronounced surge in estrogen 
around ovulation. The way in which this estrogen peak affects cognitive functioning is unclear. Short-term estrogen 
treatment for a few days mimicking normal pre-menopausal estrogen dynamics substantially enhanced cognitive functions 
in ovariectomized animals. Here, we provide evidence that inducing a single estrogen peak in postmenopausal women 
improves their cognitive abilities. Healthy women (51-64 yrs, n=14) received either 100 microg estrogen transdermally 
for 3 days or placebo in a double-blind within-subject design. The treatment caused a temporary rise in serum estrogen 
levels roughly comparable to the mid-cyclic changes in estrogen in young women. At the end of the treatment, the women 
completed two types of tests involving primarily hippocampus-dependent functions of memory retention or prefrontal 
cortex-dependent functions. Results revealed a clear beneficial effect of estrogen on tasks mainly involving the prefrontal 
cortex: performance on a digit-ordering task (p<0.05) and on a task requiring short-term memory of event sequences in an 
unfamiliar story (p<0.01) were improved, and susceptibility to interference in the Stroop test (p<0.05) was diminished after 
estrogen. On the other hand, estrogen did not affect hippocampus-dependent retention of a story, with delayed recall tested 
after 30 min or 1 week, although immediate recall was improved by estrogen. We conclude that in postmenopausal women, 
a transient increase in plasma estrogen concentration acutely improves prefrontal cortex-dependent cognitive functions, 
whereas hippocampus-dependent memory retention is less affected. Our results encourage future studies to investigate 
whether repeated induction of short-lasting estrogen peaks could enhance cognitive efficacy of hormonal replacement 
therapy.   PMID: 16831520
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Menopause. 2006 May-Jun;13(3):411-22.
Estrogen therapy selectively enhances prefrontal cognitive processes: a randomized, double-blind, placebo-
controlled study with functional magnetic resonance imaging in perimenopausal and recently postmenopausal 
women.
Joffe H, Hall JE, Gruber S, Sarmiento IA, Cohen LS, Yurgelun-Todd D, Martin KA. Women’s Center for Behavioral 
Endocrinology, McLean Hospital, Harvard Medical School, Boston, MA.
OBJECTIVE: Estrogen therapy (ET) seems to differentially effect cognitive processes in younger versus older postmenopausal 
women, suggesting a window of opportunity when ET is most beneficial. Cognitive improvement in younger postmenopausal 
women has been attributed to ET’s influence on hot flushes and sleep, but empiric examination of the mediating role of 
menopause symptoms versus direct effects of ET on the brain is limited. DESIGN: In a double-blind trial, 52 women were 
randomly assigned to estradiol 0.05 mg/day (n = 26) or placebo transdermal patches (n = 26) for 12 weeks. Women 
completed tests of memory, learning, and executive functioning, and hot flush and sleep assessments at baseline and study 
end. A subset of women (five ET treated, six placebo treated) also underwent blood oxygenation level-dependent (BOLD) 
functional magnetic resonance imaging (fMRI) studies. RESULTS: Nondepressed perimenopausal and postmenopausal 
women were studied. The majority had hot flushes and sleep impairment. Compared with placebo, ET selectively reduced 
errors of perseveration during verbal recall (P = 0.03), a frontal system-mediated function, but did not influence other 
cognitive processes. Women with baseline hot flushes had greater cognitive benefit with ET (P < 0.05). Cognitive benefit 
was not associated with sleep problems or its improvement. Measures of fMRI BOLD activation during tests of verbal 
and spatial working memory showed significant increases in frontal system activity with ET (P < 0.001). CONCLUSIONS: 
Estrogen therapy selectively improves executive functioning as demonstrated by reduced perseverative errors and prefrontal 
cortex activation during verbal recall tasks. Cognitive improvement with ET is associated with hot flushes, but not with sleep, 
suggesting that ET has a direct central nervous system effect, rather than an indirect effect mediated through improvement 
of sleep.  PMID: 16735938

Ann Intern Med. 2003 Jan 7;138(1):1-9.
Glycemic effects of postmenopausal hormone therapy: the Heart and Estrogen/progestin Replacement Study. A 
randomized, double-blind, placebo-controlled trial.
Kanaya AM, Herrington D, Vittinghoff E, Lin F, Grady D, Bittner V, Cauley JA, Barrett-Connor E; Heart and Estrogen/
progestin Replacement Study. Division of General Internal Medicine, University of California, San Francisco, 1701 
Divisadero Street, Suite 536, San Francisco, CA 94143-1732.
BACKGROUND: Randomized trials of postmenopausal hormone therapy have found differing effects on fasting glucose 
levels. No trial has evaluated the effect of hormone therapy on diabetes incidence. OBJECTIVE: To evaluate the effect of 
hormone therapy on fasting glucose level and incident diabetes. DESIGN: Randomized, double-blind, placebo-controlled 
trial. SETTING: 20 U.S. clinical centers. PARTICIPANTS: 2763 postmenopausal women with coronary heart disease who 
were followed for 4.1 years. At baseline, 734 women had diabetes, 218 women had impaired fasting glucose, and 1811 
women were normoglycemic; the 2029 women without diabetes were followed for incident diabetes. INTERVENTION: 
0.625 mg of conjugated estrogen plus 2.5 mg of medroxyprogesterone acetate daily, or placebo. MEASUREMENTS: 
Fasting glucose level was measured at baseline, at year 1, and at the end of the trial. Incident diabetes was defined by 
self-report of diabetes or disease complication, fasting glucose level of 6.9 mmol/L or greater (> or =126 mg/dL), or initiation 
of therapy with diabetes medication. RESULTS: Fasting glucose levels increased significantly among women assigned to 
placebo but did not change among women receiving hormone therapy. The incidence of diabetes was 6.2% in the hormone 
therapy group and 9.5% in the placebo group (relative hazard, 0.65 [95% CI, 0.48 to 0.89]; P = 0.006). The number needed 
to treat for benefit to prevent one case of diabetes was 30 (CI, 18 to 103). Changes in weight and waist circumference 
did not mediate this effect. CONCLUSIONS: In women with coronary disease, hormone therapy reduced the incidence of 
diabetes by 35%. This observation provides important insights into the metabolic effects of postmenopausal hormones but 
is insufficient to recommend the use of hormones for secondary prevention of heart disease.             PMID: 12513038
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J Clin Endocrinol Metab. 2002 Mar;87(3):1062-7.
Estrogen status correlates with the calcium content of coronary atherosclerotic plaques in women.
Christian RC, Harrington S, Edwards WD, Oberg AL, Fitzpatrick LA. Division of Endocrinology, Metabolism, and 
Nutrition, Department of Internal Medicine, Mayo Clinic and Mayo Foundation, Rochester, Minnesota 55905.
BACKGROUND: Coronary artery calcium, a radiographic marker for atherosclerosis and a predictor of coronary heart 
disease (CHD), is less extensive in women than in men of the same age. The role of estrogen in the pathogenesis of 
coronary artery calcification is unknown. We examined the association of estrogen status with extent of calcification and 
atherosclerotic plaque in coronary arteries of deceased women. METHODS: Coronary arteries were obtained at autopsy 
from 56 white women age 18--98 yr, 46 postmenopausal and 10 premenopausal. Exclusion criteria included patients with 
coronary stents, coronary artery bypass surgery, and medical-legal cases. Medical records were reviewed for demographics, 
CHD risk factors, menstrual status, and use of estrogen replacement therapy. Contact microradiography of coronary arteries 
assessed true calcium content and atherosclerotic plaque area was analyzed histologically. RESULTS: The coronary arteries 
from estrogen-treated postmenopausal women had lower mean coronary calcium content (P = 0.002), mean plaque area 
(P < 0.0001), and calcium-to-plaque area ratio (P = 0.004) than those from untreated menopausal women. Estrogen status, 
age, diabetes, and hypertension predicted calcium and plaque area by univariate analysis. After controlling for these CHD 
risk factors, estrogen status remained an independent predictor of both calcium (P = 0.014) and plaque area (P = 0.001) 
in all women. Mean calcium area (P < 0.05) but not plaque area (P = 0.44) was significantly greater in women treated with 
estrogen replacement therapy than in premenopausal women. Coronary calcium (P < 0.007) and plaque area (P < 0.03) 
varied significantly with age in untreated postmenopausal women, but not in the estrogen-treated or premenopausal women 
(P = 0.33). CONCLUSIONS: Estrogen status is associated with coronary calcium and plaque area independent of age and 
CHD risk factors. Estrogen may modulate the calcium content of atherosclerotic plaques, as well as plaque area and may 
slow the progression of atherosclerosis in women.  PMID: 11889163

Menopause. 2001 Sep-Oct;8(5):347-52.
Comparison of transdermal and oral estrogen-progestin replacement therapy: effects on cardiovascular risk 
factors.
Chen FP, Lee N, Soong YK, Huang KE. Department of Obstetrics and Gynecology, Keelung Chang Gung Memorial 
Hospital, Keelung, Taiwan, Republic of China.
OBJECTIVE: To determine the effects of oral and transdermal hormone replacement therapy on lipid profile and hemostatic 
factors in postmenopausal women. DESIGN: Twenty subjects were treated with oral E2 valerate (2 mg) combined with 
cyproterone acetate (1 mg) (group I) and 21 with transdermal E2 (1.5 mg) plus oral medroxyprogesterone acetate (5 
mg) (group II). The effects on lipid profile and hemostatic parameters were evaluated at baseline and after 3, 6, and 12 
months of treatment. RESULTS: Group I showed a stronger increase of high-density lipoprotein (HDL) cholesterol levels 
(2-8%) and stronger reduction of atherogenic indices (total cholesterol/HDL cholesterol and low-density lipoprotein/HDL 
cholesterol) than group II. Group II showed a more pronounced reduction of triglyceride (21-31%) and factor VII (6-10%) 
levels than group I. Both groups showed reduced concentrations of total cholesterol, low-density lipoprotein cholesterol, 
tissue plasminogen activator, plasminogen activator inhibitor-1, antithrombin III, and protein S, whereas protein C was 
increased after 12 months of treatment. CONCLUSIONS: The cardioprotective effects of hormone replacement therapy are 
demonstrated by favorable effects on lipid profile and fibrinolytic activity. Oral hormone replacement therapy showed a more 
prominent effect on lipoprotein metabolism than did transdermal administration, but transdermal medication had a stronger 
effect on triglyceride and coagulation factors. However, it needs to be considered that there is an increased risk of venous 
thrombotic events in the first year of treatment.   PMID: 11528361

Lancet. 1996 Aug 17;348(9025):429-32.
Effect of oestrogen during menopause on risk and age at onset of Alzheimer’s disease.
Tang MX, Jacobs D, Stern Y, Marder K, Schofield P, Gurland B, Andrews H, Mayeux R. Gertrude H Serglevsky 
Center, Columbia University, New York, NY 10032.
BACKGROUND: Oestrogen use by postmenopausal women has many health benefits, but findings on the effect of 
oestrogen in Alzheimer’s disease are conflicting. Oestrogen promotes the growth and survival of cholinergic neurons 
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and could decrease cerebral amyloid deposition, both of which may delay the onset or prevent Alzheimer’s disease. To 
investigate whether use of oestrogen during the postmenopausal period affects the risk of Alzheimer’s disease, we studied 
1124 elderly women who were initially free of Alzheimer’s disease, Parkinson’s disease, and stroke, and who were taking 
part in a longitudinal study of ageing and health in a New York City community. METHODS: Relative risks and age-at-
onset distributions were calculated from simple and adjusted Cox proportional hazards models. Standard annual clinical 
assessments and criterion-based diagnoses were used in follow-up (range 1-5 years). FINDINGS: Overall, 156 (12.5%) 
women reported taking oestrogen after onset of menopause. The age at onset of Alzheimer’s disease was significantly later 
in women who had taken oestrogen than in those who did not and the relative risk of the disease was significantly reduced 
(9/156 [5.8%] oestrogen users vs 158/968 [16.3%] nonusers; 0.40 [95% Cl 0.22-0.85], p < 0.01), even after adjustment for 
differences in education, ethnic origin, and apolipoprotein-E genotype. Women who had used oestrogen for longer than 
1 year had a greater reduction in risk; none of 23 women who were taking oestrogen at study enrolment has developed 
Alzheimer’s disease. INTERPRETATION: Oestrogen use in postmenopausal women may delay the onset and decrease 
the risk of Alzheimer’s disease. Prospective studies are needed to establish the dose and duration of oestrogen required to 
provide this benefit and to assess its safety in elderly postmenopausal women.  PMID: 8709781

Drugs. 1990 Feb;39(2):203-17.
Estrogen therapy during menopause. Practical treatment recommendations.
Sitruk-Ware R. Medical Department, Ciba-Geigy Ltd, Basle, Switzerland.
Abstract: The potential benefits of estrogen replacement therapy (ERT) for postmenopausal women are now generally 
recognised, and no scientist involved in this field of research will deny the gratifying results of hormone therapy. However, 
in the risk-benefit equation the adverse effects of ERT must be carefully considered. Most of the harmful adverse effects of 
ERT have been related firstly to the absence of progestational balance, and secondly to the fact that most of the estrogens 
previously available for clinical use were artificial and administered orally, resulting in intensive hepatic metabolism, 
leading to metabolic disturbances. The need for the addition of progestogen leads also to consideration of the adverse 
effects of these substances. During the past decade therapeutic improvements have been achieved. Knowledge about the 
different types of steroids now available, the right choice of dosage and duration of therapy according to the needs of the 
patient, and the new alternative delivery systems improves day by day. Various steroids are now available for clinical use. 
Among the estrogens, orally administered drugs, natural derivatives of estradiol, and nonoral drugs delivered by injection, 
implant, vaginal ring or cream, ointment or transdermal system are at the prescriber’s disposal. Among the progestogens 
available to the prescriber and recommended to be added to ERT, the molecules derived from testosterone [norethisterone 
(norethindrone), norgestrel] are less prescribed than the molecules derived from progesterone (didrogesterone) or from 
17-hydroxyprogesterone (medroxyprogesterone acetate). In menopausal therapy the latter derivatives from progesterone 
or 17-hydroxyprogesterone are preferable, but low doses of any type of progestogen could be both protective of the target 
organs and devoid of harmful effects. Careful consideration of contraindications of treatment and regular follow-up are 
prerequisites for safe therapy. Recent epidemiological data now demonstrate clearly that the use of ERT under these 
conditions affords protection against osteoporosis and cardiovascular disease. Clear benefits to women’s health may 
therefore be obtained from the adequate choice and surveillance of therapy.  PMID: 2183999

Praxis (Bern 1994). 1997 Aug 13;86(33):1245-8.
Topical hormonal treatment and urogenital atrophy.
Sitruk-Ware R, Thomas JL. Service d’Endocrinologie, Hôpital Saint Antoine, Paris.
Abstract: Hypoestrogenemia-derived urogenital symptoms after menopause manifest after some years of hormonal deficit 
and appear commonly in elderly, untreated women. In the urogenital tract low postmenopausal estrogen levels lead to vaginal 
irritation and dryness and to dyspareunia, often accompanied by other symptoms like uriesthesis, incontinence or recurrent 
infections. Every systemic estrogen treatment is accepted as efficient for the correction of urogenital symptoms, often 
even at doses lower than those necessary for the correction of vasomotor symptoms. Diverse local treatments have been 
proposed: estriol, promestriene and low-dose estrone or estradiol. Promestriene applied locally stimulates differentiation 
and maturation of vaginal mucosa and compensates local hypoestrogenic effects without marked hormonal effects outside 
the vagina. Vaginal application of estrone, on the other hand, has rather been proposed for systemic hormone substitution 
and elevated levels of estrone and estradiol observed in the plasma render this method in-appropriate in cases where 
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strictly local effects are desired. Recently, very low doses of estradiol in a range of 7.5 micrograms/day have been proposed 
for the treatment of urogenital atrophy by means of a prolonged release regimen. Among the described preparations, those 
with strictly local (devoid of systemic) effects should be restricted to patients with contraindications for systemic substitution 
therapy. Local estrogen therapies are recommended for the treatment of complaints due to vulvar and vaginal atrophy. They 
have also been proposed by certain authors for the acceleration of the cervico-vaginal and vulvar cicatrisation after surgical 
interventions or postpartum. The presence of miction disorders in elderly postmenopausal women is also a point in favour 
of local treatment.   PMID: 9381009

Estriol

Menopause. 2009 Sep-Oct;16(5):978-83.
Efficacy and safety of vaginal estriol and progesterone in postmenopausal women with atrophic vaginitis.
Chollet JA, Carter G, Meyn LA, Mermelstein F, Balk JL. Beth Israel Deaconess Medical Center, Boston, MA, USA. 
OBJECTIVE: The aim of this study was to assess the efficacy and safety of intravaginal estriol and progesterone on atrophic 
vaginitis in postmenopausal women. METHODS: Under a physician-sponsored Investigational New Drug application, 
19 healthy postmenopausal women with atrophic vaginitis received vaginal suppositories containing estriol (1 mg) and 
progesterone (30 mg). The participants were instructed to insert one suppository intravaginally once daily for 2 weeks 
and thrice weekly for a total of 6 months. Vaginal pH, Vaginal Maturation Index, urinalysis, self-reported vaginal dryness, 
menopausal quality of life, and serum estriol and progesterone levels were measured at enrollment and after 3 and 6 
months of suppository use. Endometrial biopsies were obtained at enrollment and at 6 months. After 2 weeks of therapy, 
six participants had serum estriol and progesterone measured. RESULTS: The Vaginal Maturation Index, vaginal pH, and 
vaginal dryness rating improved significantly at 3 and 6 months compared with baseline. Menopausal quality of life scores 
improved significantly in all domains, with the sexual subscale showing the most improvement. There were no cases of 
endometrial hyperplasia after 6 months of suppository use. Serum preinsertion estriol at week 2 and months 3 and 6 
were similar to baseline levels. Serum preinsertion progesterone increased but returned to baseline preinsertion levels at 
month 6, and preinsertion levels were significantly less at month 6 compared with month 3. CONCLUSIONS: Intravaginal 
administration of a combination estriol and progesterone agent to women with atrophic vaginitis may represent a safe and 
effective alternative to systemic hormone replacement, although this study was not adequate to provide proof of efficacy 
given that it was uncontrolled.   PMID: 19390463

Menopause. 2004 Jan-Feb;11(1):49-56.
Efficacy of low-dose intravaginal estriol on urogenital aging in postmenopausal women.
Dessole S, Rubattu G, Ambrosini G, Gallo O, Capobianco G, Cherchi PL, Marci R, Cosmi E. Department of 
Pharmacology, Gynecology and Obstetrics, University of Sassari, Sassari, Italy. 
OBJECTIVE: To assess the efficacy and safety of intravaginal estriol administration on urinary incontinence, urogenital 
atrophy, and recurrent urinary tract infections in postmenopausal women. DESIGN: Eighty-eight postmenopausal women 
with urogenital aging symptoms were enrolled in this prospective, randomized, placebo-controlled study. Participants 
were randomly divided into two groups, with each group consisting of 44 women. Women in the treatment group received 
intravaginal estriol ovules: 1 ovule (1 mg) once daily for 2 weeks and then 2 ovules once weekly for a total of 6 months as 
maintenance therapy. Women in the control group received inert placebo vaginal suppositories in a similar regimen. We 
evaluated urogenital symptomatology, urine cultures, colposcopic findings, urethral cytologic findings, urethral pressure 
profiles, and urethrocystometry before as well as after 6 months of treatment. RESULTS: After therapy, the symptoms 
and signs of urogenital atrophy significantly improved in the treatment group in comparison with the control group. Thirty 
(68%) of the treated participants, and only seven (16%) of the control participants registered a subjective improvement 
of their incontinence. In the treated participants, we observed significant improvements of colposcopic findings, and 
there were statistically significant increases in mean maximum urethral pressure, in mean urethral closure pressure as 
well as in the abdominal pressure transmission ratio to the proximal urethra. Urethrocystometry showed positive but not 
statistically significant modifications. CONCLUSIONS: Our results show that intravaginal administration of estriol may 
represent a satisfactory therapeutic choice for those postmenopausal women with urogenital tract disturbances who have 
contraindications or refuse to undergo standard hormone therapy.  PMID: 14716182
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Maturitas. 2001 Sep 28;39(3):253-7.
Short term oral estriol treatment restores normal premenopausal vaginal flora to elderly women.
Yoshimura T, Okamura H. Department of Obstetrics and Gynecology, Kumamoto University School of Medicine, 
Honjo 1-1-1, 860-8556, Kumamoto, Japan. 
OBJECTIVE: Estriol is an estrogen with considerably weaker stimulatory effects on endometrial proliferation than estradiol. 
A study was conducted to determine the effects of oral estriol on vaginal flora and endometrial thickness. METHODS: Fifty-
nine postmenopausal women (50-75 years of age), complaining of pruritus or vaginal discharge, participated in the study. 
Vaginal flora and endometrial thickness were evaluated before treatment and after receiving oral estriol (2 mg/day) for 14 
days. RESULTS: Prior to treatment, lactobacilli were found in vaginal cultures from only six of the 59 study participants, 
whereas after treatment, the vaginal flora of 27 women showed a presence of lactobacilli (P<0.0001). Endometrial thickness 
exceeded 5 mm in only five cases. No side effects were reported. CONCLUSION: Estriol, which has little effect on the 
endometrium, has the potential to be highly useful for the treatment of atrophic vaginitis.  PMID: 11574185

Maturitas. 2000 Feb 15;34(2):169-77.
Efficacy and safety of oral estriol for managing postmenopausal symptoms.
Takahashi K, Manabe A, Okada M, Kurioka H, Kanasaki H, Miyazaki K. Department of Obstetrics and Gynecology, 
Shimane Medical University, Izumo, Japan. 
OBJECTIVE: to assess the therapeutic efficacy and safety of oral estriol for the treatment of climacteric symptoms in 
postmenopausal women. METHODS: 68 postmenopausal women with climacteric symptoms received oral estriol, 2 mg/day, 
daily for 12 months. We evaluated the degree of climacteric complaints with estriol therapy; serum levels of gonadotropins, 
estradiol (E2) and lipids; biochemical markers of bone metabolism; blood pressure; and side effects both at baseline and 
during treatment. Climacteric symptoms were assessed according to the menopausal index (MI), a version of the Kupperman 
index that had been modified for Japanese women. RESULTS: oral estriol therapy significantly reduced total MI scores. The 
greatest relief was noted for hot flushes, night sweats, and insomnia. Estriol treatment significantly lowered serum follicle 
stimulating hormone (FSH) and luteinizing hormone (LH) concentrations but did not affect any of the other parameters 
(lipids, bone, liver and blood pressure) during the study period. Slightly vaginal bleeding occurred in 14.3% of those who 
underwent natural menopausal women. Histologic evaluation of the endometrium and ultrasound assessment of the breasts 
following 12 months of estriol treatment found normal results in all women. CONCLUSION: Estriol is a safe and effective 
alternative for relieving climacteric symptoms in postmenopausal Japanese women.  PMID: 10714912

Altern Med Rev. 1998 Apr;3(2):101-13.
Estriol: safety and efficacy.
Head KA. Thorne Research, Inc., Dover, ID 83825, USA. 
Abstract: While conventional hormone replacement therapy provides certain benefits, it is not without significant risks. Estriol 
has been found to provide some of the protection without the risks associated with stronger estrogens. Depending upon the 
situation, estriol may exert either agonistic or antagonistic effects on estrogen. Estriol appears to be effective at controlling 
symptoms of menopause, including hot flashes, insomnia, vaginal dryness, and frequent urinary tract infections. Results 
of research on its bone-density-maintaining effects have been contradictory, with the most promising results coming from 
Japanese studies. Estriol’s effect on cardiac risk factors has also been somewhat equivocal; however, unlike conventional 
estrogen prescriptions, it does not seem to contribute to hypertension. Although estriol appears to be much safer than 
estrone or estradiol, its continuous use in high doses may have a stimulatory effect on both breast and endometrial tissue.
PMID: 9577246
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Maturitas. 2008 Jul-Aug;60(3-4):185-201. Epub 2008 Sep 5.
Could transdermal estradiol + progesterone be a safer postmenopausal HRT? A review.
L’hermite M, Simoncini T, Fuller S, Genazzani AR. Department of Gynecology and Obstetrics, Université Libre de 
Bruxelles, Bruxelles, Belgium. 
Abstract: Hormone replacement therapy (HRT) in young postmenopausal women is a safe and effective tool to counteract 
climacteric symptoms and to prevent long-term degenerative diseases, such as osteoporotic fractures, cardiovascular 
disease, diabetes mellitus and possibly cognitive impairment. The different types of HRT offer to many extent comparable 
efficacies on symptoms control; however, the expert selection of specific compounds, doses or routes of administration can 
provide significant clinical advantages. This paper reviews the role of the non-oral route of administration of sex steroids in 
the clinical management of postmenopausal women. Non-orally administered estrogens, minimizing the hepatic induction 
of clotting factors and others proteins associated with the first-pass effect, are associated with potential advantages on 
the cardiovascular system. In particular, the risk of developing deep vein thrombosis or pulmonary thromboembolism is 
negligible in comparison to that associated with oral estrogens. In addition, recent indications suggest potential advantages 
for blood pressure control with non-oral estrogens. To the same extent, a growing literature suggests that the progestins 
used in association with estrogens may not be equivalent. Recent evidence indeed shows that natural progesterone displays 
a favorable action on the vessels and on the brain, while this might not be true for some synthetic progestins. Compelling 
indications also exist that differences might also be present for the risk of developing breast cancer, with recent trials 
indicating that the association of natural progesterone with estrogens confers less or even no risk of breast cancer as 
opposed to the use of other synthetic progestins. In conclusion, while all types of hormone replacement therapies are safe 
and effective and confer significant benefits in the long-term when initiated in young postmenopausal women, in specific 
clinical settings the choice of the transdermal route of administration of estrogens and the use of natural progesterone might 
offer significant benefits and added safety.  PMID: 18775609

Endocrinology. 2001 Mar;142(3):969-73.
Minireview: neuroprotective effects of estrogen-new insights into mechanisms of action.
Wise PM, Dubal DB, Wilson ME, Rau SW, Böttner M. Department of Physiology, College of Medicine, University of 
Kentucky, Lexington, Kentucky 40536, USA. 
Abstract: An accumulating body of evidence clearly establishes that estradiol is a potent neuroprotective and neurotrophic 
factor in the adult: it influences memory and cognition, decreases the risk and delays the onset of neurological diseases 
such as Alzheimer’s disease, and attenuates the extent of cell death that results from brain injuries such as cerebrovascular 
stroke and neurotrauma. Thus, estradiol appears to act at two levels: 1) it decreases the risk of disease or injury; and/or 
2) it decreases the extent of injury incurred by suppressing the neurotoxic stimulus itself or increasing the resilience of the 
brain to a given injury. During the past century, the average life span of women has increased dramatically, whereas the 
time of the menopause has remained essentially constant. Thus, more women will live a larger fraction of their lives in a 
postmenopausal, hypoestrogenic state than ever before. Clearly, it is critical for us understand the circumstances under which 
estradiol exerts protective actions and the cellular and molecular mechanisms that underlie these novel, nonreproductive 
actions.   PMID: 11181507

Obstet Gynecol. 2001 Sep;98(3):391-7.
Sleep quality, estradiol levels, and behavioral factors in late reproductive age women.
Hollander LE, Freeman EW, Sammel MD, Berlin JA, Grisso JA, Battistini M. Department of Obstetrics and Gynecology, 
University of Pennsylvania Medical Center, Philadelphia, Pennsylvania 19104-4283.
OBJECTIVE: To estimate the prevalence of perceived poor sleep in women aged 35-49 years and to correlate sleep quality 
with levels of gonadal steroids and predictors of poor sleep. METHODS: A cohort of 218 black and 218 white women aged 
35-47 years at enrollment (aged 37-49 at final follow-up) with regular menstrual cycles was identified through random digit 
dialing for a longitudinal study of ovarian aging correlates. Data obtained at four assessment periods, including enrollment, 
over a 2-year interval were collected between days 1 and 6 (mean = 3.9) of the menstrual cycle. The primary outcome 
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measure was subjects’ rating of sleep quality at each assessment period. Associations of sleep quality with hormone 
levels (estradiol, follicle-stimulating hormone, luteinizing hormone, testosterone, and dehydroepiandrosterone sulfate) and 
other clinical, behavioral, and demographic variables were examined in bivariable and multivariable analyses. RESULTS: 
Approximately 17% of subjects reported poor sleep at each assessment period. Significant independent associations with 
poor sleep included greater incidence of hot flashes (odds ratio [OR] 1.52; 95% confidence interval [CI] 1.08, 2.12, P =.02), 
higher anxiety levels (OR 1.03; 95% CI 1.00, 1.06, P =.04), higher depression levels (OR 1.05; 95% CI 1.02, 1.07, P <.001), 
greater caffeine consumption (OR 1.25; 95% CI 1.04, 1.49, P =.02), and lower estradiol levels in women aged 45-49 (OR 
0.53; 95% CI 0.34, 0.84, P =.006), after adjustment for current use of sleep medications. CONCLUSION: Both hormonal 
and behavioral factors were associated with sleep quality. Estradiol levels are an important factor in poor sleep reported 
by women in the 45-49 age group. Further evaluation of estrogen treatment for poor sleep of women 45 years and older is 
warranted.  PMID: 11530118

Menopause. 2000 Sep-Oct;7(5):318-26.
Sublingual administration of micronized estradiol and progesterone, with and without micronized testosterone: 
effect on biochemical markers of bone metabolism and bone mineral density.
Miller BE, De Souza MJ, Slade K, Luciano AA. Center for Fertility and Reproductive Endocrinology, New Britain 
General Hospital, Connecticut 06050.
Abstract: OBJECTIVES: The purpose of this investigation was to evaluate the relative efficacy of the sublingual administration 
of micronized estradiol (E2), progesterone (P4), and testosterone (T) on bone mineral density and biochemical markers of 
bone metabolism. DESIGN: In this double-blind, prospective study, postmenopausal women were randomly assigned to 
one of four treatment groups: hysterectomized women were assigned to either 1) micronized E2 (0.5 mg) or 2) micronized 
E2 (0.5 mg) + micronized T (1.25 mg). Women with intact uteri were assigned to either 3) micronized E2 (0.5 mg) + 
micronized P4 (100 mg) or 4) micronized E2 (0.5 mg) + micronized P4 (100 mcg) + micronized T (1.25 mg). For the purpose 
of this study, the four treatment groups were combined into two groups for all comparisons. The E2 and E2+P4 groups were 
combined into the HRT alone group (n=30), and the E2+T and E2+P4+T groups were combined into the HRT + T group 
(n=27). Hormones were administered sublingually as a single tablet twice a day for 12 months. Bone mineral density was 
measured in the anterior-posterior lumbar spine and total left hip via dual energy x-ray absorptiometry. Bone metabolism 
was assessed via serum bone-specific alkaline phosphatase and urinary deoxypyridinoline and cross-linked N-telopeptide 
of type I collagen, both normalized to creatinine. Data were analyzed via a repeated measures analysis of variance and 
a Student’s t test (alpha=0.05). RESULTS: The subjects were of similar age (54.0 +/- 0.8 years), height (64.0 +/- 0.3 in), 
weight (157.6 +/- 4.2 lb), and had similar baseline follicle-stimulating hormone (66.4 +/- 3.2 mIU/L), E2 (26.4 +/- 1.5 pg/
ml), P4 (0.3 +/- 0.1 ng/ml), total T (19.0 +/- 1.5 ng/dL), and bioavailable T (3.7 +/- 0.3 ng/dL) levels. During therapy, serum 
levels increased (p < 0.05) for each hormone. Bone mineral density and bone markers at baseline were similar for each 
treatment group. Bone-specific alkaline phosphatase decreased (p < 0.05) by -14.3 +/- 4.1% in the HRT alone group and by 
-8.2 +/- 4.6% in the HRT + T group. Deoxypyridinoline levels decreased significantly in the HRT alone and HRT + T groups, 
- 14.4 +/- 6.8% and -26.9 +/- 7.6%, respectively. Significant reductions (p < 0.05) in cross-linked N-telopeptide of type I 
collagen were also observed in both groups, -24.4 +/- 6.5% and -39.5 +/- 8.6%, respectively. Bone mineral density in the 
lumbar spine increased (p < 0.05) by +2.2 +/- 0.5% the HRT alone group and by + 1.8 +/- 0.6% in the HRT + T group. Total 
hip bone mineral density was maintained in the HRT alone group (+0.4 +/- 0.4%) and increased (p < 0.05) in the HRT + T 
group (+ 1.8 +/- 0.5%). CONCLUSIONS: Sublingual micronized HRT favorably decreases serum and urine markers of bone 
metabolism, prevents bone loss, and results in a slight increase in spine and hip bone mineral density. Although the addition 
of testosterone to HRT for 1 year did not result in added benefit to the spine bone mineral density, it did result in a significant 
increase in hip bone mineral density. Longer duration of therapy may have further improved these outcomes.
PMID: 10993031
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Am J Hypertens. 1999 Oct;12(10 Pt 1):1000-8.
Double-blind randomized placebo-controlled study of transdermal estrogen replacement therapy on hypertensive 
postmenopausal women.
Modena MG, Molinari R, Muia N Jr, Castelli A, Pala F, Rossi R. Institute of Cardiology II, Department of Internal 
Medicine, Policlinico Hospital, University of Modena, Italy. 
Abstract: We investigated the effects of transdermal 17beta-estradiol, combined with standard antihypertensive therapy, 
on the modification of the cardiovascular risk profile in hypertensive postmenopausal women. In a randomized, double-
blind, placebo-controlled study, we enrolled 200 postmenopausal women with mild to moderate hypertension. Patients 
received 17beta-estradiol (50 microg/day, transdermal) and norethisterone acetate (2.5 mg/ day, orally) or placebo. At 
baseline serum total cholesterol, LDL cholesterol, HDL cholesterol, triglycerides, glucose, and fibrinogen plasma levels 
were measured and all subjects underwent complete M-mode and 2-D echocardiograms, which were repeated after 6, 12, 
and 18 months of hormonal replacement therapy. Compared with placebo, all values decreased significantly except for HDL 
cholesterol. In both groups, no modifications were observed in echocardiographic parameters, except for left ventricular 
mean diastolic and systolic wall thickness and left ventricular mass index, which showed a significant decrease in both 
groups. The reduction was greater in the treated group; the percentage of patients with left ventricular hypertrophy was 46% 
before randomization and 17.2% after 18 months of treatment (P < .0001), whereas in group II the percentage was 48% at 
baseline and 31.5% after 18 months (P < .05). In conclusion, transdermal 17beta-estradiol, associated with antihypertensive 
therapy, may contribute to the reduction of cardiovascular risk profile in hypertensive postmenopausal women.  
PMID: 10560786

Hypertension. 1999 May;33(5):1190-4.
Estradiol with or without progesterone and ambulatory blood pressure in postmenopausal women.
Seely EW, Walsh BW, Gerhard MD, Williams GH. Department of Medicine, Cardiovascular Division, Brigham and 
Women’s Hospital, Boston, Massachusetts.
Abstract: The purpose of this study was to determine whether transdermal estradiol and intravaginal progesterone given 
in doses to mimic the premenopausal state would lower blood pressure (BP) in postmenopausal women. Fifteen healthy 
postmenopausal women were studied in each of 3 conditions: on placebo, after 8 weeks of transdermal estradiol 0.2 mg 
twice per week, and again 2 weeks after addition of intravaginal progesterone 300 mg/d. Women were studied at each 
point after 2 days of 100 mmol/d sodium intake. Twenty-four-hour ambulatory BP monitoring was performed, and blood 
was assayed for estradiol, progesterone, and hormones of the renin-angiotensin-aldosterone system (RAAS). ANOVA with 
pairwise comparisons was used for analysis. Urinary sodium excretion was similar at each time point. Levels of estrogen 
and progesterone similar to those in premenopausal women were achieved. On estradiol, nocturnal systolic BP (110+/-3 mm 
Hg), diastolic BP (63+/-2 mm Hg), and mean BP (77+/-2 mm Hg) fell significantly (P<0.02) compared with placebo systolic 
BP (116+/-2 mm Hg), diastolic BP (68+/-2 mm Hg), and mean BP (82+/-2 mm Hg). Daytime BP followed the same trend but 
was significantly lower only for mean BP. There was no activation of the RAAS. The addition of progesterone resulted in no 
further fall in BP but a significant activation of the RAAS. Thus, contrary to what is often assumed, administration of estradiol 
with or without progesterone not only did not raise BP but rather substantially lowered BP. This BP-lowering effect may be 
responsible for the lower incidence of hypertension in premenopausal than in postmenopausal women.
PMID: 10334810

Atherosclerosis. 1998 Jun;138(2):255-62.
Antioxidant protection of LDL by physiologic concentrations of estrogens is specific for 17-beta-estradiol.
Shwaery GT, Vita JA, Keaney JF Jr. Evans Memorial Department of Medicine, and Whitaker Cardiovascular Institute, 
Boston University Medical Center, MA 02118.
Abstract: Risk for coronary artery disease is reduced by exposure to estrogens, although the mechanisms of protection 
are not fully defined. Recent observations have shown that physiologic concentrations of 17-beta-estradiol (E2) exhibit 
antioxidant activity in vitro, slowing the formation of atherogenic, oxidized low-density lipoprotein (LDL). Using concentrations 
physiologically relevant for premenopausal women, we compared the antioxidant potency of estrone (E1), E2, and estriol 
(E3) as measured by their ability to inhibit LDL oxidation. Plasma was incubated with 10 nmol/l estrogens for 4 h at 37 degrees 
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C, followed by LDL isolation and Cu2+-mediated oxidation in conjugated diene assays. Only E2 demonstrated antioxidant 
activity at these physiologic concentrations. Resistance to oxidation was not associated with sparing of endogenous alpha-
tocopherol during plasma incubations. Incubation of plasma with radiolabeled estrogens yielded similar association of E1 
and E2 with LDL which was 5-8-fold greater than the association of E3. Chromatographic analysis revealed the association 
of authentic E1 with LDL, while plasma-derived E2 esters were the major form of E2 associated with LDL which was resistant 
to oxidation. Thus, conjugation in plasma and association of E2 esters with LDL appear to be specific for E2 among these 
estrogens and render this LDL resistant to oxidation by Cu2+. This antioxidant activity may be another means whereby E2 
protects against coronary artery disease in women.  PMID: 9690908

Maturitas. 1997 Apr;26(3):211-7.
Percutaneous estradiol gel with an intrauterine levonorgestrel releasing device or natural progesterone in hormone 
replacement therapy.
Suvanto-Luukkonen E, Sundström H, Penttinen J, Läärä E, Pramila S, Kauppila A. Kainuu Central Hospital, 
Department of Obstetrics and Gynecology, Oulu, Finland.
OBJECTIVE: To evaluate the bleeding patterns and clinical compliance associated with postmenopausal amenorrhea-
inducing forms of hormone replacement therapy using either percutaneous estradiol-gel and a levonorgestrel-releasing 
intrauterine device or an oral/vaginal natural progesterone. METHODS: Sixty postmenopausal women with an intact uterus 
were followed over 12 months in this open, non-randomised, parallel group study. All patients continuously received a gel 
containing 1.5 mg of estradiol daily. The women were divided into three groups on the basis of progestin administration. 
Twenty women (group I) had a levonorgestrel-releasing device (LNG-IUD) inserted at the beginning of the study. Twenty-one 
women (group II) received oral natural micronised progesterone (oral P) 100 mg daily during 25 calendar days each month, 
and 19 women (group III) used vaginal natural micronised progesterone (vaginal P) 100-200 mg daily during 25 calendar 
days each month (higher dose if spotting occurred). Clinic visits were at 0, 3, 6 and 12 months. Bleeding patterns were 
recorded by the patient in a diary and clinical compliance was evaluated at control visits during the treatment. Symptoms 
were recorded using a modified Kuppermann index. The serum estradiol concentration was determined at the 0, 6 and 12 
month control visits. RESULTS: 80% (n = 16) of the patients in the LNG-IUD group, 67% (n = 14) in the oral P group II and 
53% (n = 10) in the vaginal P group were without bleeding at 12 months. Spotting was common during the first 3 months. 
Symptom relief was good in each group. The LNG-IUD did not cause any serious side-effects. Compliance was good for 
LNG-IUD and oral progesterone but not for vaginal progesterone. CONCLUSIONS: Percutaneous estradiol-gel associated 
with LNG-IUD is an appropriate method of hormone replacement therapy. The combination of oral natural progesterone with 
estradiol-gel is also useful, although bleeding episodes complicated the treatment in one third of the patients. The vaginal 
administration of natural progesterone was impractical due to bleeding disorders.   PMID: 9147353

Am J Med. 1997 Sep 22;103(3A):19S-25S.
Role of estrogen replacement therapy in memory enhancement and the prevention of neuronal loss associated 
with Alzheimer’s disease.
Simpkins JW, Green PS, Gridley KE, Singh M, de Fiebre NC, Rajakumar G. Department of Pharmacodynamics and 
Center for the Neurobiology of Aging, University of Florida, Gainesville 32610.
Abstract: Recent evidence supports a role for estrogens in both normal neural development and neuronal maintenance 
throughout life. Women spend 25-33% of their life in an estrogen-deprived state and retrospective studies have shown 
an inverse correlation between dose and duration of estrogen replacement therapy (ERT) and incidence of Alzheimer’s 
disease (AD), suggesting a role for estrogen in the prevention and/or treatment of neurodegenerative diseases. To explore 
these observations further, an animal model was developed using ovariectomy (OVX) and ovariectomy with estradiol 
replacement (E2) in female Sprague-Dawley rats to mimic postmenopausal changes. Using an active-avoidance paradigm 
and a spatial memory task, the effects of estrogen deprivation were tested on memory-related behaviors. OVX caused 
a decline in avoidance behavior, and estrogen replacement normalized the response. In the Morris water task of spatial 
memory, OVX animals showed normal spatial learning but were deficient in spatial memory, an effect that was prevented by 
estrogen treatment. Together these data indicate that OVX in rats results in an estrogen-reversible impairment of learning/
memory behavior. Because a plethora of information has been generated that links decline in memory-related behavior 
to dysfunction of cholinergic neurons, the effects of estrogens on cholinergic neurons were tested. We demonstrated that 
OVX causes a decrease in high affinity choline uptake and choline acetyltransferase activity in the hippocampus and 
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frontal cortex; ERT reverses this effect. Further, we showed that estrogens promote the expression of mRNA for brain-
derived neurotrophic factor (BDNF) and nerve growth factor (NGF), 2 neurotrophic substances that have been shown 
to ameliorate the effects of age and injury on cholinergic neurons. Tissue culture models were used to evaluate whether 
estrogen treatment increases the survival of neurons when exposed to a variety of insults. 17-beta-Estradiol (beta-E2) 
protects cells from the neurotoxic effects of serum deprivation and hypoglycemia in human neuroblastoma cell lines. We 
have also observed that 17-alpha-estradiol (alpha-E2), a weak estrogen, shows neuroprotective efficacy in the SK-N-SH 
cell line at concentrations equivalent to beta-E2. Finally, we have observed that tamoxifen, a classic estrogen antagonist, 
blocks only one-third of the neuroprotective effects of either alpha-E2 or beta-E2. Collectively, these results indicate that 
estrogen is behaviorally active in tests of learning/ memory; activates basal forebrain cholinergic neurons and neurotrophin 
expression; and is neuroprotective for human neuronal cultures. We conclude that estrogen may be a useful therapy for AD 
and other neurodegenerative diseases.   PMID: 9344403

Maturitas. 1996 May;24(1-2):43-50.
Transdermal estrogen replacement therapy: beneficial effects on hemostatic risk factors for cardiovascular 
disease.
Lindoff C, Peterson F, Lecander I, Martinsson G, Astedt B. Department of Obstetrics and Gynecology, University 
Hospital, Lund, Sweden.
OBJECTIVES: To assess the effect of estrogen replacement therapy on hemostatic risk factors for cardiovascular disease 
(CVD) in postmenopausal women during 2 years of treatment. METHODS: In an open prospective study, patients (n = 42) 
were investigated before and during 2 years of treatment, and compared to an untreated postmenopausal control group 
(n = 18) followed during the same period, healthy premenopausal women (n = 20) being included as a reference group for 
premenopausal values. The patients underwent treatment with transdermal 17 beta-estradiol (E2) (50 micrograms/24 h), 
oral medroxyprogesterone acetate (5 mg/day) being added for 12 days every second month. RESULTS: After 2 years of 
treatment there was a significant increase in t-PA antigen (P = 0.01) and a significant decrease in F VII antigen (P = 0.01). 
PAI-1 antigen concentrations decreased slightly. Fibrinogen concentrations were already significantly decreased at 3-month 
follow-up (P = 0.01), and were still low after 2 years. By contrast, at 2-year follow-up the postmenopausal control group 
manifested significant increases in F VII and PAI-1 antigen and slight increases in fibrinogen, which resulted in significant 
differences between patients and controls. Regression analysis showed the increase in the serum estradiol concentrations 
to be inversely correlated to the decreases in the plasma concentrations of F VII antigen (r = -0.34, P = 0.001) and fibrinogen 
(r = -0.35, P = 0.001). There were no changes in AT III or protein C in any group. CONCLUSIONS: The increase in serum 
estradiol concentrations due to replacement therapy did not adversely affect the studied components of the fibrinolytic and 
protein C defense system against thrombosis, and resulted in beneficial decreases in F VII antigen and fibrinogen. These 
findings may help to explain the beneficial effects of estrogen replacement therapy in terms of protection from cardiovascular 
disease.  PMID: 8794433

N Engl J Med. 1986 Jun 19;314(25):1615-20.
Biologic effects of transdermal estradiol.
Chetkowski RJ, Meldrum DR, Steingold KA, Randle D, Lu JK, Eggena P, Hershman JM, Alkjaersig NK, Fletcher AP, 
Judd HL.
Abstract: We conducted a dose-response study in 23 postmenopausal women to compare the physiologic effects of 
transdermal estradiol and oral conjugated equine estrogens. The doses studied were 25, 50, 100, and 200 micrograms of 
transdermal estradiol per 24 hours, and 0.625 and 1.25 mg of oral conjugated estrogens. Transdermal estradiol increased 
circulating concentrations of estradiol and estrone. Oral conjugated estrogens also raised the levels of estrogen, particularly 
estrone. Both preparations lowered gonadotropin levels, decreased the percentages of vaginal parabasal cells, increased 
the percentage of superficial cells, and lowered urinary calcium excretion. The effects of 0.625 and 1.25 mg of oral estrogens 
were similar to those of 50 and 100 micrograms of transdermal estradiol per 24 hours, respectively. Oral estrogens 
significantly increased circulating levels of renin substrate, sex-hormone-binding globulin, thyroxine-binding globulin, and 
cortisol-binding globulin; transdermal estradiol had no effect. The higher dose of oral estrogens had favorable effects on 
concentrations of low-density and high-density lipoproteins, but transdermal estradiol did not. Neither preparation affected 
any of the four clotting factors studied. These data indicate that transdermal estradiol can elicit many of the desirable actions 
of estrogen while avoiding the pharmacologic effects of oral estrogens on hepatic proteins.   PMID: 3012339
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Obstet Gynecol. 1991 May;77(5):758-64.
Pharmacokinetics of percutaneous estradiol: a crossover study using a gel and a transdermal system in comparison 
with oral micronized estradiol.
Scott RT Jr, Ross B, Anderson C, Archer DF. Department of Obstetrics and Gynecology, Jones Institute for 
Reproductive Medicine, Eastern Virginia Medical School, Norfolk.
Abstract: The pharmacokinetics of three transdermal estradiol (E2) replacement regimens were studied following 
establishment of steady-state dynamics. Oestrogel 3.0 mg, Oestrogel 1.5 mg, and Estraderm transdermal delivery system 
4 mg (0.05 mg/day) were administered for 14 days each to 15 postmenopausal volunteers, with a 14-day washout period 
between each regimen. The percutaneous E2 pharmacokinetics were compared with an oral micronized E2 preparation. 
Venous samples were obtained at 0, 1, 2, 4, 8, 12, and 24 hours on 3 sequential days 11 days after initial application of 
the Oestrogel and the transdermal delivery system, and at the same times after oral E2 ingestion. All three percutaneous 
regimens provided nearly constant serum E2 and estrone (E1) levels throughout their use. The mean serum E2 levels were 
102.9 +/- 39.9, 68.1 +/- 27.4, and 41.1 +/- 13.5 pg/mL for Oestrogel 3.0 mg, Oestrogel 1.5 mg, and Estraderm, respectively. 
Oral E2 resulted in a mean serum E2 level of 114.0 +/- 65.2 pg/mL with marked peak and nadir values. The E1/E2 ratio was 
comparable with all three percutaneous regimens (1.08-1.33) and was significantly lower than that found with oral Estrace 
(5.05).   PMID: 2014092

Progesterone

Exp Clin Psychopharmacol. 2007 Oct;15(5):427-44.
Progesterone: review of safety for clinical studies.
Goletiani NV, Keith DR, Gorsky SJ. Alcohol and Drug Abuse Research Center, Harvard Medical School, McLean 
Hospital, Massachusetts.
Abstract: Progesterone is a steroid hormone that is important for reproductive function. Progesterone is used in a number of 
clinical applications and has been investigated as a possible novel approach for treatment of stimulant drug abuse. Extensive 
clinical studies have been conducted to examine the subjective and physiological effects of exogenous progesterone 
administration and to evaluate its side effects. This review summarizes the safety and side effects of acute and chronic 
administration of 3 progesterone formulations (synthetic, natural, and micronized natural), several routes of administration 
(oral, intramuscular, intravenous, intravaginal, intranasal, transdermal, and rectal), and dosing regimens. Synthetic progestins 
marketed as Provera, PremPro, and Cycrin are widely used but may produce a number of significant side effects, such 
as fatigue, fluid retention, lipid level alterations, dysphoria, hypercoagulant states, and increased androgenicity. Natural 
progesterones are reported to have milder adverse effects, depending on the route of administration. Micronized natural 
progesterone is available for oral administration, has better bioavailability and fewer side effects than natural progesterone, 
and is convenient to administer. Therefore, micronized natural progesterone appears to be a safe and effective alternative to 
synthetic and natural progesterone formulations for variety of clinical and research applications.        PMID: 17924777

Menopause. 2005 Mar;12(2):232-7.
Percutaneous administration of progesterone: blood levels and endometrial protection.
Stanczyk FZ, Paulson RJ, Roy S. Department of Obstetrics and Gynecology, University of Southern California Keck 
School of Medicine, Los Angeles, CA.
Abstract: There is controversy about the beneficial effects of topical progesterone creams used by postmenopausal women. 
A major concern is that serum progesterone levels achieved with progesterone creams are too low to have a secretory effect 
on the endometrium. However, antiproliferative effects on the endometrium have been demonstrated with progesterone 
creams when circulating levels of progesterone are low. Thus, effects of topical progesterone creams on the endometrium 
should not be based on serum progesterone levels, but on histologic examination of the endometrium. Despite the low serum 
progesterone levels achieved with the creams, salivary progesterone levels are very high, indicating that progesterone 
levels in serum do not necessarily reflect those in tissues. The mechanism by which the serum progesterone levels remain 
low is not known. However, one explanation is that after absorption through the skin, the lipophilic ingredients of creams, 
including progesterone, may have a preference for saturating the fatty layer below the dermis. Because there appears to be 
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rapid uptake and release of steroids by red blood cells passing through capillaries, these cells may play an important role in 
transporting progesterone to salivary glands and other tissues. In contrast to progesterone creams, progesterone gels are 
water-soluble and appear to enter the microcirculation rapidly, thus giving rise to elevated serum progesterone levels with 
progesterone doses comparable to those used in creams.   PMID: 15772572

Gynecol Obstet Invest. 2002;53(1):32-7.
The clinical usefulness of salivary progesterone measurement for the evaluation of the corpus luteum function.
Ishikawa M, Sengoku K, Tamate K, Takaoka Y, Kane M, Fottrell PF. Department of Obstetrics and Gynecology, 
Asahikawa Medical College, Asahikawa, Japan.
Abstract: The present study was designed to construct reliable daily salivary progesterone profiles throughout the luteal 
phase to accurately evaluate the corpus luteum function. Furthermore, we investigated the clinical relevance of a simple 
midluteal salivary progesterone estimation for the diagnosis of luteal phase insufficiency by determining the diagnostic 
efficiency and cutoff values. A total of 121 women were divided into 3 groups; normal luteal function, luteal phase insufficiency 
and unclassified group, based on basal body temperature recordings and serum progesterone levels at 3 sampling points 
during the midluteal phase. Salivary progesterone values across the luteal phase of the normal luteal function group were 
significantly increased from day 1 to day 4, remained constant from day 5 to day 9 (mean +/- SD, 318 +/- 170 pmol/l on day 
5, 287 +/- 169 pmol/l on day 9; urinary LH surge = day 0) and decreased thereafter. Salivary progesterone concentrations 
in the luteal phase insufficiency group showed significantly lower values compared with those in the normal group between 
days 3 and 10. The cutoff values of 189 pmol/l in the midluteal phase yielded a sensitivity of 78.0% and a specificity of 76.5%. 
Our results suggest that daily salivary progesterone profiles during the luteal phase and a simple estimation of midluteal 
salivary progesterone appeared to be useful for the diagnosis of luteal phase defects.   PMID: 11803226

J Vasc Surg. 2002 Oct;36(4):833-8.
Progesterone inhibits human infragenicular arterial smooth muscle cell proliferation induced by high glucose and 
insulin concentrations.
Carmody BJ, Arora S, Wakefield MC, Weber M, Fox CJ, Sidawy AN. Department of Surgery, Veterans Affairs Medical 
Center, Walter Reed Army Medical Center, USA.
INTRODUCTION: Diabetes mellitus is a significant risk factor for atherosclerotic peripheral vascular disease. Hyperglycemia 
and hyperinsulinemia, as encountered in patients with type II diabetes, have been shown to stimulate vascular smooth 
muscle cell (VSMC) proliferation, a paramount feature in atherosclerosis. Female sex hormones, such as estrogen, have 
been suggested to inhibit VSMC proliferation. However, the role of progesterone, particularly in patients with diabetes 
mellitus, has not been examined. Therefore, we studied the effect of progesterone on VSMCs exposed to various 
concentrations of glucose and insulin. METHODS: Human infragenicular VSMCs isolated from the tibial arteries of five 
male patients with diabetes undergoing lower extremity amputation were used. Immunocytochemical studies with confocal 
microscopy were performed for progesterone receptor identification in these VSMCs. Cells were grown to subconfluence, 
followed by exposure to deprived media with various glucose (100 and 200 mg/dL) and insulin (no insulin and 100 ng/
mL) concentrations. Cells were then additionally exposed to physiologic progesterone (10 ng/mL, progesterone group) 
and compared with a no-progesterone group. Cell count and methyl-(3)H-thymidine incorporation were used to determine 
cellular proliferation. Cell count with hemocytometry was performed on day 6. DNA synthesis as reflected through methyl-(3)
H-thymidine incorporation was measured at 24 hours. RESULTS: Immunocytochemical studies with confocal microscopy 
showed cytosolic progesterone receptors. The no-progesterone group showed a significant rise in cell count (P <.05) at 
all concentrations of glucose or insulin compared with the control group containing 100 mg/dL glucose concentration. The 
no-progesterone group also showed a significant rise in thymidine incorporation (P <.05) in the 100 mg/dL glucose-100 
ng/mL insulin group and the 200 mg/dL glucose-100 ng/mL insulin group compared with the 100 mg/dL glucose group. In 
the cell count studies, progesterone significantly inhibited cellular proliferation in several settings. All cell groups cultured 
with insulin or an elevated glucose concentration showed a significant (P <.05) antiproliferative effect when exposed to 
progesterone. With thymidine incorporation, progesterone showed a similar antiproliferative effect in cells stimulated with 
glucose or insulin. CONCLUSION: Significant reductions in cell proliferation as determined with both cell count and thymidine 
incorporation suggest that progesterone is an inhibitor of VSMC proliferation induced by our in vitro models of hyperglycemia 
and hyperinsulinemia. Therefore, progesterone may have a protective role against the atherosclerotic changes associated 
with type II diabetes.  PMID: 12368746
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J Am Coll Cardiol. 2000 Dec;36(7):2154-9.
Natural progesterone, but not medroxyprogesterone acetate, enhances the beneficial effect of estrogen on exercise-
induced myocardial ischemia in postmenopausal women.
Rosano GM, Webb CM, Chierchia S, Morgani GL, Gabraele M, Sarrel PM, de Ziegler D, Collins P. Department of 
Cardiology, Ospedale San Raffaele, Rome, Italy.
OBJECTIVES: We sought to compare the effects of estrogen/transvaginal progesterone gel with estrogen/
medroxyprogesterone acetate (MPA) on exercise-induced myocardial ischemia in postmenopausal women with coronary 
artery disease or previous myocardial infarction, or both. BACKGROUND: Estrogen therapy beneficially affects exercise-
induced myocardial ischemia in postmenopausal women; however, women with an intact uterus also take progestin to 
protect against uterine malignancies. The effects of combination estrogen/progestin therapy on myocardial ischemia are 
unknown. METHODS: Eighteen postmenopausal women (mean +/- SD age 59+/-7 years) were given 17-beta-estradiol in 
single-blinded manner for four weeks (1 mg/day for three weeks then 2 mg/day for one week). Estradiol (2 mg/day) was 
then continued, and the patients were randomized (double-blind) for 12 days to either transvaginal progesterone gel (90 
mg on alternate days) and oral MPA placebo (10 mg/day), or vice versa. After another two weeks on estradiol alone, the 
patients crossed over to progestin treatment and repeated the protocol on the opposite treatment. Patients underwent 
treadmill exercise testing after each estradiol phase and at day 10 of each progestin phase. RESULTS: Exercise time 
to myocardial ischemia increased after the first estrogen phase as compared with baseline (mean difference with 95% 
confidence interval [CI]: 72 s [34 to 110], p = 0.001), and was increased by combination estradiol/progesterone therapy 
as compared with estradiol/MPA therapy (92 s [35 to 149], p = 0.001)). Two patients (11%) were withdrawn while taking 
estradiol/MPA owing to unstable angina. CONCLUSIONS: Combination estrogen/transvaginal progesterone gel increases 
exercise time to myocardial ischemia, as compared with estrogen/MPA. These results imply that the choice of progestin in 
women at higher cardiovascular risk requires careful consideration.  PMID: 11127455 

J Womens Health Gend Based Med. 2000 May;9(4):381-7.
Comparison of regimens containing oral micronized progesterone or medroxyprogesterone acetate on quality of 
life in postmenopausal women: a cross-sectional survey.
Fitzpatrick LA, Pace C, Wiita B. Mayo Clinic and Mayo Foundation, Rochester, Minnesota 55905.
Abstract: A cross-sectional survey was conducted to examine quality of life (QOL) related to physiological, somatic, and 
vasomotor effects of changing progestogen treatment from medroxyprogesterone acetate (MPA) to micronized progesterone 
in postmenopausal women. Eligible women (n = 176) were currently using hormone replacement therapy (HRT) containing 
micronized progesterone for 1-6 months and had previously received HRT containing MPA. QOL was assessed via 
telephone interview using the Greene Climacteric Scale and the Women’s Health Questionnaire. When compared with the 
MPA-containing regimen, women using micronized progesterone-containing HRT experienced significant improvement in 
vasomotor symptoms, somatic complaints, and anxiety and depressive symptoms. Women reported improved perceptions 
of their patterns of vaginal bleeding and control of menopausal symptoms while on the micronized progesterone-containing 
regimen. Approximately 80% of women reported overall satisfaction with the micronized progesterone-containing regimen. 
A micronized progesterone-containing HRT regimen offers the potential for improved QOL as measured by improvement of 
menopause-associated symptoms.  PMID: 10868610 

Clin Ther. 1999 Jan;21(1):41-60; discussion 1-2.
Oral micronized progesterone.
de Lignières B. Department of Endocrinology and Reproductive Medicine, Hôpital Necker, Paris, France.
Abstract: This review sought to examine the rationale for selecting an oral micronized progesterone formulation rather than 
a synthetic progestin for some of the main indications for progestogens. Unopposed estrogen use is associated with a high 
risk (relative risk, 2.1 to 5.7) of endometrial hyperplasia and adenocarcinoma, and it has been understood for some time that 
a progestogen must be added for at least 10 to 14 days per month to prevent these effects. However, the most commonly 
used synthetic progestins, norethisterone and medroxyprogesterone acetate, have been associated with metabolic and 
vascular side effects (eg, suppression of the vasodilating effect of estrogens) in both experimental and human controlled 
studies. All comparative studies to date conclude that the side effects of synthetic progestins can be minimized or eliminated 
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through the use of natural progesterone, which is identical to the steroid produced by the corpus luteum. The inconvenience 
associated with the use of injectable, rectal, or vaginal formulations of natural progesterone can be circumvented by using 
orally administered micronized progesterone. The bioavailability of micronized progesterone is similar to that of other natural 
steroids, and interindividual and intraindividual variability of area under the curve is similar to that seen with synthetic 
progestins. A clear dose-ranging effect has been demonstrated, and long-term protection of the endometrium has been 
established. Micronized progesterone has been used widely in Europe since 1980 at dosages ranging from 300 mg/d (taken 
at bedtime) 10 days a month for women wishing regular monthly bleeding to 200 mg 14 days a month or 100 mg 25 days a 
month for women willing to remain amenorrheic. This therapy is well tolerated, with the only specific side effect being mild 
and transient drowsiness, an effect minimized by taking the drug at bedtime. The prospective, comparative Postmenopausal 
Estrogens/Progestin Intervention trial has recommended oral micronized progesterone as the first choice for opposing 
estrogen therapy in nonhysterectomized postmenopausal women.  PMID: 10090424

Am J Obstet Gynecol. 1999 Jun;180(6 Pt 1):1504-11.
Percutaneous absorption of progesterone in postmenopausal women treated with transdermal estrogen.
Burry KA, Patton PE, Hermsmeyer K. Department of Obstetrics, Oregon Health Sciences University, Portland.
OBJECTIVE: The objective of this study was to evaluate the serum levels of progesterone resulting from the application of a 
progesterone cream to the skin. STUDY DESIGN: Six postmenopausal women were evaluated at a university clinic over a 
4-week period. RESULTS: Transdermal estradiol 0.05 mg was applied 2 days before the first application of progesterone (30 
mg/d) and was continued throughout the study. Patches were changed twice a week. Progesterone cream was applied once 
a day for 2 weeks. On day 15 and for the next 2 weeks, the progesterone cream was applied twice daily (60 mg/d). Serum 
17beta-estradiol and progesterone were measured at 9 different times over a 24-hour period on day 1 and at weekly intervals 
for the 4-week duration of the study. Serum 17beta-estradiol concentrations varied among women, with mean concentrations 
of 40 to 64 pg/mL observed. Consistency in 17beta-estradiol concentrations was found within individual persons throughout 
the study. Serum progesterone concentrations also varied among women, with mean concentrations ranging from 1.6 to 3.3 
ng/mL. After 2 weeks of percutaneous dosing, progesterone concentrations were sustained for at least 8 hours and were 
consistent within a given person. An appropriate increase in progesterone concentration occurred after 4 weeks compared 
with 2 weeks of application. Individually, a 0.53 correlation, significant at P <.0001, was seen between the absorption of 
17beta-estradiol and progesterone. CONCLUSION: Significant increases in serum concentrations of progesterone were 
observed in all of the women studied. The percutaneous absorption of progesterone correlates strongly with the absorption 
of transdermal 17beta-estradiol. There is variance in absorption of progesterone just as with 17beta-estradiol, and the 2 
measures are closely correlated. The percutaneous application of progesterone cream appears to be a safe and effective 
route of administration.  PMID: 10368498

Fertil Steril. 1999 Sep;72(3):389-97.
Micronized progesterone: clinical indications and comparison with current treatments.
Fitzpatrick LA, Good A. Dept Internal Medicine, Mayo Clinic and Mayo Foundation, Rochester, Minnesota 55905.
OBJECTIVE: To integrate and evaluate the pharmacokinetic, endocrine, and clinical effects of micronized progesterone 
formulations. DESIGN: Published articles concerning the pharmacokinetics of orally administered progesterone and the 
potential clinical uses of oral micronized progesterone were reviewed. Results concerning their use for secondary amenorrhea, 
premenopausal bleeding disorders, luteal phase dysfunction, termination of premature labor, hormone replacement therapy, 
and premenopausal syndrome are summarized. Critical issues to be resolved through ongoing preclinical and clinical research 
are highlighted. RESULT(S): Because of the enhanced bioavailability of oral micronized progesterone, the compound may 
be useful for a variety of therapeutic indications. Oral micronized progesterone is available in France, and a formulation 
recently has been approved in the United States for the treatment of secondary amenorrhea and postmenopausal hormone 
replacement therapy. A large body of evidence, including the Postmenopausal Estrogen/Progestin Interventions study, 
suggests that the use of a combination of estrogen and oral micronized progesterone is optimal for long-term hormone 
replacement therapy. There also are data indicating that oral micronized progesterone could be of potential use for the 
treatment of premenopausal bleeding disorders, luteal phase disorders, and premature labor. CONCLUSION(S): Oral 
micronized progesterone has widespread clinical potential, particularly for the treatment of secondary amenorrhea and 
dysfunctional premenopausal bleeding, and as a component of postmenopausal hormone replacement therapy.
PMID: 10519605
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Obstet Gynecol. 1999 Aug;94(2):225-8.
Transdermal progesterone cream for vasomotor symptoms and postmenopausal bone loss.
Leonetti HB, Longo S, Anasti JN. Department of Obstetric and Gynecology, St. Luke’s Hospital, Bethlehem, 
Pennsylvania 18015.
OBJECTIVE: To determine effectiveness of transdermal progesterone cream for controlling vasomotor symptoms and 
preventing postmenopausal bone loss. METHODS: We randomly assigned 102 healthy women within 5 years of menopause 
to transdermal progesterone cream or placebo. Study subjects and investigators were masked until data analysis was 
completed. An initial evaluation included complete history, physical examination, bone mineral density determination, and 
serum studies (TSH, FSH, lipid profile, and chemistry profile). Subjects were instructed to apply a quarter teaspoon of cream 
(containing 20 mg progesterone or placebo) to the skin daily. Each woman received daily multivitamins and 1200 mg of 
calcium and were seen every 4 months for review of symptoms. Bone scans and serum chemistries were repeated after 
1 year. RESULTS: Thirty of the 43 (69%) in the treatment group and 26 of the 47 (55%) in the placebo group complained 
initially of vasomotor symptoms. Improvement or resolution of vasomotor symptoms, as determined by review of weekly 
symptom diaries, was noted in 25 of 30 (83%) treatment subjects and five of 26 (19%) placebo subjects (P < .001). However, 
the number of women who showed gain in bone mineral density exceeding 1.2% did not differ (alpha = .05, power of 80%). 
CONCLUSION: Although we found no protective effect on bone density after 1 year, we did see a significant improvement 
in vasomotor symptoms in the treated group.  PMID: 10432132

Compr Ther. 1998 Jun-Jul;24(6-7):336-9.
Differentiating between natural progesterone and synthetic progestins: clinical implications for premenstrual 
syndrome and perimenopause management.
Martorano JT, Ahlgrimm M, Colbert T. PMS Medical Center, New York, NY 10022, USA.
Abstract: Critical differences between natural progesterone and synthetic progestins are often misunderstood. Synthetic 
progestins should not be used interchangeably with natural progesterone. This article describes their differences and the 
clinical implications for their use in managing premenstrual syndrome and perimenopause.  PMID: 9669099 

Nat Med. 1997 Mar;3(3):324-7.
Medroxyprogesterone interferes with ovarian steroid protection against coronary vasospasm.
Miyagawa K, Rösch J, Stanczyk F, Hermsmeyer K. Oregon Regional Primate Research Center, Oregon 97006.
Abstract: Cardiovascular disease, the major cause of death in post-menopausal women, can be reduced by replacement of 
ovarian steroid hormones. To compare medroxyprogesterone with progesterone as the progestin in hormone replacement 
therapy from the standpoint of coronary artery vasospasm, we treated ovariectomized rhesus monkeys with physiological 
levels of estradiol-17 beta in combination with medroxyprogesterone or progesterone for four weeks. Coronary vasospasm 
in response to pathophysiological stimulation without injury showed that progesterone plus estradiol protected but 
medroxyprogesterone plus estradiol failed to protect, allowing vasospasm. We conclude that medroxyprogesterone in 
contrast to progesterone increases the risk of coronary vasospasm. PMID: 9055861

Obstet Gynecol. 1997 Sep;90(3):396-401.
Transvaginal administration of progesterone.
Fanchin R, De Ziegler D, Bergeron C, Righini C, Torrisi C, Frydman R. Department of Obstetrics and Gynecology 
and Reproductive Endocrinology, Hôpital Antoine Béclère, Clamart, France.
OBJECTIVE: To examine the endometrial effects of three different doses of progesterone administered vaginally. METHODS: 
Forty women 25-41 years old deprived of ovarian function received estradiol (E2) for 28 days. From days 15 to 27, a 
new mucus-like vaginal gel of progesterone was administered every other day, randomly, dosed at 45 mg (group A, n = 
14), 90 mg (group B, n = 13), or 180 mg (group C, n = 13). Plasma gonadotropins, estrone, E2, and progesterone were 
measured. An endometrial biopsy was performed on day 20 (n = 20) or 24 (n = 20) for endometrial dating and for estrogen 
and progesterone receptor determinations. RESULTS: Plasma estrogen levels were in the menstrual cycle range. Mean 

95



College Pharmacy Tel: (800) 888-9358 / (719) 262-0022

College Pharmacy

progesterone levels were lower in group A (2.4 +/- 0.2 ng/mL) than in group B (3.6 +/- 0.2 ng/mL) or C (3.4 +/- 0.4 ng/mL) (P 
< .005). Plasma FSH and LH decreased significantly during progesterone treatment. In all groups, we observed secretory 
transformation in the glands (day 20) and stroma (day 24) and the distribution of estrogen and progesterone receptors 
seen in normal menstrual cycles. CONCLUSION: Transvaginal administration of progesterone induced normal secretory 
transformation of the endometrium despite low plasma levels, suggesting a direct transit into the uterus or “first uterine pass 
effect.”  PMID: 9277651

J Steroid Biochem Mol Biol. 1996 Jan;56(1-6 Spec No):209-19.
Diverse modes of action of progesterone and its metabolites.
Mahesh VB, Brann DW, Hendry LB. Department of Physiology and Endocrinology, Medical College of Georgia, 
Augusta, 30912-3000.
Abstract: Progesterone and its metabolites have a variety of diverse effects in the brain, uterus, smooth muscle, sperm and 
the oocyte. The effects include changes in electrophysiological excitability, induction of anesthesia, regulation of gonadotropin 
secretion, regulation of estrogen receptors, modulation of uterine contractility and induction of acrosome reaction and oocyte 
maturation. The latency of the effects vary from several seconds to several hours. Thus, it is not surprising that multiple 
mechanisms of action are involved. The classical mechanism of steroid hormone action of intracellular receptor binding has 
been supplemented by the possibility of the steroid acting as a transcription factor after the binding of the receptor protein 
to DNA. Other mechanisms include influence of the steroids on membrane fluidity and acting through other cell signalling 
systems, membrane receptors and GABA(A) receptors. Of particular interest are multiple mechanisms for the same types 
of action. For example the effect of progesterone on gonadotropin release is largely exerted via the classical intracellular 
receptor as well as membrane receptors, whereas 3(alpha),5(alpha)-tetrahydroprogesterone-induced LH release occurs via 
the GABA(A) receptor system. The inhibition of uterine contractility by progesterone is regulated by progesterone receptors 
while the action of 3(alpha),5(alpha)-tetrahydroprogesterone on uterine contractility is regulated by GABA(A) receptors. The 
regulation of the differences in the pattern of progesterone effects on estrogen receptor dynamics in the anterior pituitary 
and the uterus in the same animal are also of considerable interest.  PMID: 8603042

Med Hypotheses. 1991 Aug;35(4):316-8.
Is natural progesterone the missing link in osteoporosis prevention and treatment?
Lee JR. Erratum in: Med Hypotheses 1991 Oct;36(2):178. 
Abstract: Conventional treatment with vitamin D, calcium, and estrogen will delay but not reverse osteoporosis. The 
addition of fluoride may increase bone mass but fails to increase bone strength; fracture incidence is actually increased 
in non-vertebral bone by fluoride. Clearly, successful treatment of osteoporosis remains an unsolved problem. In women, 
osteoporosis coincides with menopause. The hypothesis that progesterone and not estrogen is the missing factor was 
tested in a clinical setting and was found to be extraordinarily effective in reversing osteoporosis.  PMID: 1943883

Endocr Rev. 1990 May;11(2):386-98.
Progesterone as a bone-trophic hormone.
Prior JC. Division of Endocrinology and Metabolism, University of British Columbia, Vancouver, Canada.
Abstract: Experimental, epidemiological, and clinical data indicate that progesterone is active in bone metabolism. 
Progesterone appears to act directly on bone by engaging an osteoblast receptor or indirectly through competition for a 
glucocorticoid osteoblast receptor. Progesterone seems to promote bone formation and/or increase bone turnover. It is 
possible, through estrogen-stimulated increased progesterone binding to the osteoblast receptor, that progesterone plays 
a role in the coupling of bone resorption with bone formation. A model of the interdependent actions of progesterone and 
estrogen on appropriately-”ready” cells in each bone multicellular unit can be tied into the integrated secretions of these 
hormones within the ovulatory cycle. Figure 5 is an illustration of this concept. It shows the phases of the bone remodeling 
cycle in parallel with temporal changes in gonadal steroids across a stylized ovulatory cycle. Increasing estrogen production 
before ovulation may reverse the resorption occurring in a “sensitive” bone multicellular unit while gonadal steroid levels 
are low at the time of menstrual flow. The bone remodeling unit would then be ready to begin a phase of formation as 
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progesterone levels peaked in the midluteal phase. From this perspective, the normal ovulatory cycle looks like a natural 
bone-activating, coherence cycle. Critical analysis of the reviewed data indicate that progesterone meets the necessary 
criteria to play a causal role in mineral metabolism. This review provides the preliminary basis for further molecular, genetic, 
experimental, and clinical investigation of the role(s) of progesterone in bone remodeling. Much further data are needed 
about the interrelationships between gonadal steroids and the “life cycle” of bone. Feldman et al., however, may have been 
prophetic when he commented; “If this anti-glucocorticoid effect of progesterone also holds true in bone, then postmenopausal 
osteoporosis may be, in part, a progesterone deficiency disease.”  PMID: 2194787

Hum Reprod. 1990 Jul;5(5):537-43.
Effects of natural progesterone on the morphology of the endometrium in patients with primary ovarian failure.
Bourgain C, Devroey P, Van Waesberghe L, Smitz J, Van Steirteghem AC. Department of Pathology, Akademisch 
Ziekenhuis, Vrije Universiteit Brussel, Belgium.
Abstract: In 43 patients without ovaries, endometrial biopsies at day 21 of 75 substituted cycles were studied by light and 
electron microscopy. The morphology of the endometrium was compared after oral, vaginal or intramuscular administration 
of progesterone, and correlated with the serum levels of 17-beta oestradiol and progesterone and the pregnancies obtained 
after oocyte donation. After vaginal application of micronized progesterone, endometrial morphology closely matched that of 
a natural cycle. This therapy was able to support two ongoing pregnancies. No adequate endometrial response was noted 
after oral ingestion of progesterone. The maturation of the endometrium after intramuscular injections of progesterone in oil 
was heterogeneous. It was concluded that the vaginal route for administering micronized progesterone can be advised as 
the treatment of choice in patients without ovarian function. PMID: 2394784

Br Med J (Clin Res Ed). 1985 Jun 1;290(6482):1617-21.
Progesterone and the premenstrual syndrome: a double blind crossover trial.
Dennerstein L, Spencer-Gardner C, Gotts G, Brown JB, Smith MA, Burrows GD.
Abstract: A double blind, randomised, crossover trial of oral micronised progesterone (two months) and placebo (two 
months) was conducted to determine whether progesterone alleviated premenstrual complaints. Twenty three women were 
interviewed premenstrually before treatment and in each month of treatment. They completed Moos’s menstrual distress 
questionnaire, Beck et al’s depression inventory, Spielberger et al’s state anxiety inventory, the mood adjective checklist, 
and a daily symptom record. Analyses of data found an overall beneficial effect of being treated for all variables except 
restlessness, positive moods, and interest in sex. Maximum improvement occurred in the first month of treatment with 
progesterone. Nevertheless, an appreciably beneficial effect of progesterone over placebo for mood and some physical 
symptoms was identifiable after both one and two months of treatment. Further studies are needed to determine the optimum 
duration of treatment.  PMID: 3924191 

Fertil Steril. 1985 Nov;44(5):622-6.
Bioavailability of oral micronized progesterone.
Maxson WS, Hargrove JT.
Abstract: Progesterone (P) has not been administered orally because of reportedly poor bioavailability and a rapid clearance 
rate. Unfortunately, the synthetic derivatives, although orally active, have a number of disadvantages and fail to mimic natural 
P completely. To investigate the bioavailability and short-term toxicity of oral micronized P, a standardized dose of 200 mg 
of micronized P was administered to nine healthy postmenopausal women and one male subject. Serial determinations of 
serum P concentrations demonstrated rapid absorption of P. Peak concentrations of P rose from a negligible baseline level 
to 17.0 +/- 4.9 ng/ml at an average of 2.8 +/- 0.35 hours after administration. The peak concentrations of P were equivalent 
to those observed in the midluteal phase in normal control cycles (14.1 +/- 2.7 ng/ml). All subjects exhibited significant 
elevation of P over baseline levels that persisted for at least 6 hours after the single oral dose and returned to initial 
levels by 24 hours. There was no significant change in estradiol, follicle-stimulating hormone, luteinizing hormone, cortisol, 
aldosterone, lipids, or hepatic enzymes during the 24-hour study interval.  PMID: 4054341
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Testosterone & Androgens: For Women

Gynecol Endocrinol. 2009 Jan;25(1):12-20.
Testosterone replacement therapy in the climacteric: benefits beyond sexuality.
Maia H Jr, Casoy J, Valente J. CEPARH, Rua Caetano Moura 35, Salvador, Brazil. 
Abstract: Testosterone therapy during menopause has a wide range of benefits that reach beyond the realm of human 
sexuality. This is a consequence not only of the widespread distribution of androgen receptors in various extragonadal 
tissues but also of the conversion of androgens to estrogens in the tissues in which aromatase expression is present. For 
this reason, testosterone therapy during the climacteric years will not only supply androgens but will also stimulate estrogen 
production in tissues that express aromatase. Furthermore, the bioavailability of androgens to the tissues depends not 
only on the rate of their production by the postmenopausal ovaries and adrenals but also on the circulating levels of sex 
hormone-binding globulin (SHBG). Tibolone inhibits SHBG production in the liver, thus increasing free testosterone levels. 
The association of tibolone with testosterone as a form of androgen replacement therapy during the climacteric is discussed, 
as is the use of low-dose testosterone, tibolone or the association of both in perimenopausal patients with signs of androgen 
deficiency. Testosterone treatment has a boosting effect not only on human sexuality but also on the sensation of well-being, 
a stimulatory effect conferred by the increase in beta-endorphins.  PMID: 19165658

J Sex Med. 2009 Jan;6(1):8-18; quiz 19-20.
Testosterone replacement therapy in naturally and surgically menopausal women.
Panzer C, Guay A. Rose Medical Center-Department of Endocrinology, Denver, Colorado.
INTRODUCTION: Testosterone replacement therapy in naturally and surgically menopausal women is a complex and 
currently highly debated topic. Opposing guidelines for the use of testosterone exist, which create a therapeutic dilemma 
for clinicians confronted by severely distressed women who experience a decrease in sexual desire after surgical or natural 
menopause. AIM: In this review, we will address the current knowledge on androgen physiology, conditions associated with 
a low androgen state, and risks and benefits of androgen therapy. METHODS: An English-language Medline review was 
performed. MAIN OUTCOME MEASURE: Review of available literature. RESULTS: A review of normal androgen physiology 
in women is summarized and a brief review of prior use of androgens over the last six decades is included. The data on 
the use of androgen replacement in pre- and postmenopausal women is evaluated, especially its relationship to sexual 
functioning. Special concerns about the effect of androgens on cardiovascular disease, breast, and endometrial tissue are 
discussed. The balance of evidence seems to show that androgens have more of a positive effect than a negative effect 
in women if used properly. CONCLUSIONS: Testosterone replacement therapy for surgically and naturally menopausal 
women with low sexual desire can be accomplished physiologically and effectively after ruling out other medical conditions 
leading to low sexual desire and after proper information of the patient that testosterone therapy is not an FDA-approved 
medication in the United States. The majority of available data suggests that testosterone replacement in women can be 
used safely without increased risk of endometrial or breast cancer.   PMID: 19170830

J Sex Med. 2009 Jul;6(7):1850-6. Epub 2009 Apr 24.
The incidence of invasive breast cancer among women prescribed testosterone for low libido.
Davis SR, Wolfe R, Farrugia H, Ferdinand A, Bell RJ. Women’s Health Program, Department of Medicine, Central & 
Eastern Clinical School, Monash University, Alfred Hospital, Prahran, Victoria 3181, Australia.
INTRODUCTION: Although the efficacy of testosterone for the treatment of hypoactive sexual desire disorder is well 
established, the effect of testosterone therapy on breast cancer risk remains uncertain. AIM: The incidence of invasive 
breast cancer among past and current testosterone users. METHODS: Retrospective cohort study of 631 women ever 
treated with testosterone between January 1989 and December 2007 in a clinical endocrinology practice. MAIN OUTCOME 
MEASURE: The incidence of invasive breast cancer since first exposure, and the standardized incidence rate ratio (IRR) 
calculated using Australian age-specific incidence rates for 2005. RESULTS: The mean age of the women at first exposure 
to testosterone therapy was 49.1 +/- 8.2 years, median treatment duration, 1.3 years, and mean follow-up of 6.7 +/- 4.6 
years, providing 4,015 woman-years of follow-up. Twelve cases of invasive breast cancer occurred among 599 women 
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breast cancer-free before treatment, giving an age adjusted IRR of 1.35 (95% confidence interval 0.76-2.38). There was no 
evidence of an independent effect of duration of exposure on breast cancer risk. CONCLUSION: In this study, testosterone 
use was not associated with a significant increase in breast cancer risk.  PMID: 19453875

Menopause Int. 2008 Sep;14(3):117-22.
Testosterone and the breast.
Shufelt CL, Braunstein GD. Department of Medicine, Cedars-Sinai Medical Center, Los Angeles, CA 90048.
Abstract: Although women have been treated with testosterone (T) for female sexual dysfunction since the 1950s, the role 
of T in normal female physiology is not yet fully defined. One of the major safety concerns of androgen therapy is whether 
androgens have a stimulatory effect on the breast that could lead to breast carcinomas. The proposed mechanisms for 
such stimulation include local estrogen production from the aromatase enzyme complex present in the breast tissue or by 
the direct stimulation of the androgen receptor. Predominant data from in vitro studies have shown that androgens actually 
have apoptotic and antiproliferative effects and not stimulatory effects. Animal models have shown similar results to in vitro 
studies, finding that androgens inhibit breast cancer growth. Prospective and retrospective epidemiological analyses have 
shown mixed outcomes, with no clear consensus regarding androgen use and breast cancer risk. Hyperandrogenism in 
patients with polycystic ovarian syndrome with elevated levels of endogenous T is not associated with an increased risk of 
breast cancer and may, in fact, be protective. Another human model with excess of T is female-to-male transgenderism, in 
which genotypic women are treated with large doses of exogenous T with no increased risk. High-dose androgen therapy 
also has been effective in treating patients with advanced breast cancer. Thus, the preponderance of data suggests that T 
use in females is not associated with an increased risk of breast carcinoma.  PMID: 18714077

Maturitas. 2008 Sep-Oct;61(1-2):17-26.
Testosterone enhances estradiol’s effects on postmenopausal bone density and sexuality.
Davis SR, McCloud P, Strauss BJ, Burger H. Prince Henry’s Institute of Medical Research, 246 Clayton Road, 
Clayton, Victoria 3168, Australia.
Abstract: To investigate the role of androgens in increasing bone density and improving low libido in postmenopausal 
women, we have studied the long-term effects of estradiol and testosterone implants on bone mineral density and sexuality 
in a prospective, 2 year, single-blind randomised trial. Thirty-four postmenopausal volunteers were randomised to treatment 
with either estradiol implants 50 mg alone (E) or estradiol 50 mg plus testosterone 50 mg (E&T), administered 3-monthly for 
2 years. Cyclical oral progestins were taken by those women with an intact uterus. Thirty-two women completed the study. 
BMD (DEXA) of total body, lumbar vertebrae (L1-L4) and hip area increased significantly in both treatment groups. BMD 
increased more rapidly in the testosterone treated group at all sites. A substantially greater increase in BMD occurred in the 
E&T group for total body (P < 0.008), vertebral L1-L4 (P < 0.001) and trochanteric (P < 0.005) measurements. All sexual 
parameters (Sabbatsberg sexual self-rating scale) improved significantly in both groups. Addition of testosterone resulted 
in a significantly greater improvement compared to E for sexual activity (P < 0.03), satisfaction (P < 0.03), pleasure (P < 
0.01), orgasm (P < 0.035) and relevancy (P < 0.05). Total cholesterol and LDL-cholesterol fell in both groups as did total 
body fat. Total body fat-free mass (DEXA, anthropometry, impedance) increased in the E&T group only. We concluded that 
in postmenopausal women, treatment with combined estradiol and testosterone implants was more effective in increasing 
bone mineral density in the hip and lumbar spine than estradiol implants alone. Significantly greater improvement in 
sexuality was observed with combined therapy, verifying the therapeutic value of testosterone implants for diminished 
libido in postmenopausal women. The favourable estrogenic effects on lipids were preserved in women treated with T, in 
association with beneficial changes in body composition.    PMID: 19434876

Mayo Clin Proc. 2004 Apr;79(4 Suppl):S8-13.
Hot flashes and androgens: a biological rationale for clinical practice.
Notelovitz M. Adult Women’s Health & Medicine, Boca Raton, Fl.
Abstract: Hot flashes are the most prevalent symptom of menopause. Although the etiology of hot flashes has yet to be 
determined, it is increasingly apparent that the physiology of the underlying vasomotor instability is multifactorial. Estrogen 
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and androgen receptors are present in the areas of the central nervous system relevant to hot flashes. Androgens are central 
to the synthesis of estrogen and to the bioavailability of free estrogen in peripheral tissues. In addition, androgens have direct 
central nervous system effects that modulate other endocrine factors associated with hot flashes. The pharmacodynamic 
differences of testosterone and methyltestosterone are briefly reviewed in the context of choice for individualized clinical 
use.  PMID: 15065632 

Mayo Clin Proc. 2004 Apr;79(4 Suppl):S19-24.
The role of androgens in female sexual dysfunction.
Shifren JL. Menopause Program, Vincent Memorial Obstetrics and Gynecology Service, Massachusetts General 
Hospital and Harvard Medical School, Boston, Mass 02114, USA.
Abstract: There are many treatment options for female sexual dysfunction (FSD), with the optimal therapy depending on the 
etiology of the problem. The cause of sexual dysfunction is multifactorial and may include psychological problems such as 
depression or anxiety disorders, conflict within the relationship, partner performance and technique, issues relating to prior 
abuse, medical illness, medications, fatigue, stress, or gynecological problems that make sexual activity uncomfortable. The 
role of low androgen concentrations in FSD is gaining increasing attention. Available therapeutic options include adjusting 
medications, counseling, treating depression or anxiety, reducing stress and fatigue, sex therapy, devices, estrogen therapy 
for genitourinary atrophy, and possibly vasoactive substances. Although no androgen therapies are currently approved by 
the Food and Drug Administration for FSD, they are being used in clinical practice, and early clinical trial results suggest that 
they may be both effective and safe in the treatment of FSD, specifically low libido. Androgen therapy should be considered 
primarily in women who have a physiological reason for reduced androgen concentrations, including aging, hypopituitarism, 
oophorectomy, or adrenal insufficiency. Products in use include oral methyltestosterone and dehydroepiandrosterone, topical 
testosterone ointment, and testosterone implants and injections. Products available for men, including skin patches and 
gels, are currently being studied at doses appropriate for women. Possible risks include hirsutism, acne, liver dysfunction, 
lowering of the voice, adverse lipid changes, virilization of a female fetus, and, as androgens are aromatized to estrogens, 
potentially the risks of estrogen therapy.  PMID: 15065634 

Mayo Clin Proc. 2004 Apr;79(4 Suppl):S3-7.
Formulations and use of androgens in women.
Chu MC, Lobo RA. Department of Obstetrics and Gynecology, Columbia University College of Physicians and 
Surgeons, 622 W 168th St, PH 16-77, New York, NY 10032.
Abstract: The physiology of normal androgen production in women has been poorly understood. Defining an androgen 
insufficiency state in women, in the absence of adrenal suppression and/or bilateral oophorectomy, has been difficult. 
Nevertheless, beneficial effects of androgen on many organ systems, including bone and the brain, are well documented. 
This review discusses the definition of androgen insufficiency, anticipated effects of androgen treatment on several factors 
of health, and treatment options for women with androgen insufficiency.  PMID: 15065631

Menopause. 2003 Sep-Oct;10(5):390-8.
Transdermal testosterone therapy improves well-being, mood, and sexual function in premenopausal women.
Goldstat R, Briganti E, Tran J, Wolfe R, Davis SR. Jean Hailes Foundation Research Unit, Clayton, Victoria, 
Australia.
OBJECTIVE: Circulating testosterone in women declines during the late reproductive years such that otherwise healthy 
women in their 40s have approximately half the testosterone level as women in their 20s. Despite this, research showing 
the benefits of androgen replacement has been limited to the postmenopausal years. In view of the known premenopausal 
physiological decline in testosterone, we have evaluated the efficacy of transdermal testosterone therapy on mood, well-
being, and sexual function in eugonadal, premenopausal women presenting with low libido. DESIGN: Premenopausal women 
with low libido participated in a randomized, placebo-controlled, crossover, efficacy study of testosterone cream (10 mg/day) 
with two double-blind, 12-week, treatment periods separated by a single-blind, 4-week, washout period. RESULTS: Thirty-
four women completed the study per protocol, with 31 women (mean age 39.7 +/- 4.2 years; serum testosterone 1.07 + 0.50 
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nmol/L) providing complete data. Testosterone therapy resulted in statistically significant improvements in the composite 
scores of the Psychological General Well-Being Index [+12.9 (95% CI, +4.6 to +21.2), P = 0.003] and the Sabbatsberg 
Sexual Self-Rating Scale [+15.7 (95% CI, +6.5 to +25.0), P = 0.001] compared with placebo. A mean decrease in the Beck 
Depression Inventory score approached significance [-2.8 (95% CI, -5.7 to +0.1), P = 0.06]. Mean total testosterone levels 
during treatment were at the high end of the normal range, and estradiol was unchanged. No adverse effects were reported. 
CONCLUSIONS: Testosterone therapy improves well-being, mood, and sexual function in premenopausal women with low 
libido and low testosterone. As a substantial number of women experience diminished sexual interest and well-being during 
their late reproductive years, further research is warranted to evaluate the benefits and safety of longer-term intervention.
PMID: 14501599

N Engl J Med. 2000 Sep 7;343(10):682-8.
Transdermal testosterone treatment in women with impaired sexual function after oophorectomy.
Shifren JL, Braunstein GD, Simon JA, Casson PR, Buster JE, Redmond GP, Burki RE, Ginsburg ES, Rosen RC, 
Leiblum SR, Caramelli KE, Mazer NA. Department of Obstetrics and Gynecology, Massachusetts General Hospital, 
Boston 02114.
BACKGROUND: The ovaries provide approximately half the circulating testosterone in premenopausal women. After bilateral 
oophorectomy, many women report impaired sexual functioning despite estrogen replacement. We evaluated the effects 
of transdermal testosterone in women who had impaired sexual function after surgically induced menopause. METHODS: 
Seventy-five women, 31 to 56 years old, who had undergone oophorectomy and hysterectomy received conjugated equine 
estrogens (at least 0.625 mg per day orally) and, in random order, placebo, 150 microg of testosterone, and 300 microg of 
testosterone per day transdermally for 12 weeks each. Outcome measures included scores on the Brief Index of Sexual 
Functioning for Women, the Psychological General Well-Being Index, and a sexual-function diary completed over the 
telephone. RESULTS: The mean (+/-SD) serum free testosterone concentration increased from 1.2+/-0.8 pg per milliliter 
(4.2+/-2.8 pmol per liter) during placebo treatment to 3.9+/-2.4 pg per milliliter (13.5+/-8.3 pmol per liter) and 5.9+/-4.8 pg 
per milliliter (20.5+/-16.6 pmol per liter) during treatment with 150 and 300 microg of testosterone per day, respectively 
(normal range, 1.3 to 6.8 pg per milliliter [4.5 to 23.6 pmol per liter]). Despite an appreciable placebo response, the higher 
testosterone dose resulted in further increases in scores for frequency of sexual activity and pleasure-orgasm in the Brief 
index of Sexual Functioning for Women (P=0.03 for both comparisons with placebo). At the higher dose the percentages 
of women who had sexual fantasies, masturbated, or engaged in sexual intercourse at least once a week increased two to 
three times from base line. The positive-well-being, depressed-mood, and composite scores of the Psychological General 
Well-Being Index also improved at the higher dose (P=0.04, P=0.03, and P=0.04, respectively, for the comparison with 
placebo), but the scores on the telephone-based diary did not increase significantly. CONCLUSIONS: In women who have 
undergone oophorectomy and hysterectomy, transdermal testosterone improves sexual function and psychological well-
being.  PMID: 10974131

Menopause. 2000 Nov-Dec;7(6):395-401.
Effects of estradiol with and without testosterone on body composition and relationships with lipids in 
postmenopausal women.
Davis SR, Walker KZ, Strauss BJ. Dept of Epidemiology and Preventive Medicine, Monash University, Australia.
OBJECTIVE: The cardioprotective effects of postmenopausal estrogen replacement therapy are mediated by several 
mechanisms, including favorable effects on lipids and lipoproteins. The extent to which the latter reflects modification of 
body fat distribution by sex steroids is not known. Hence, we investigated the relationships between changes in lipids 
and measures of body composition in postmenopausal women who were administered estrogen therapy with and without 
testosterone. DESIGN: We randomized 33 postmenopausal women to treatment with either estradiol 50 mg (E) alone or 
estradiol 50 mg plus testosterone 50 mg implants (E&T) administered every 3 months for 2 years in conjunction with cyclic 
oral progestins for women with an intact uterus. RESULTS: Both therapies were associated with sustained reductions in 
total cholesterol and low-density lipoprotein (LDL) cholesterol. In women who received E but not E&T, hip (p < 0.001) and 
abdominal circumferences (p < 0.05) and fat mass:fat-free mass (FM:FFM) ratio over the abdomen (p < 0.05) declined. E&T 
but not E resulted in increased FFM (p < 0.001) and a reduced FM:FFM ratio (p < 0.05). For E but not E&T, the decrease 
in LDL cholesterol was significantly related to changes in total and compartmental body fat and to change in the FM:FFM 
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ratio (p < 0.05). CONCLUSION: Estrogen replacement has effects on body fat distribution in postmenopausal women that 
are associated with improved lipid parameters. Addition ofparenteral testosterone does not negate the favorable effects of 
estrogen on LDL cholesterol levels but may attenuate the reduction in centralized body fat achieved with E implants.
PMID: 11127762

Endocr Res. 2000 Nov;26(4):505-11.
DHEA replacement in women with adrenal insufficiency--pharmacokinetics, bioconversion and clinical effects on 
well-being, sexuality and cognition.
Arlt W, Callies F, Allolio B. Department of Internal Medicine, University of Würzburg, Germany.
Abstract: Standard replacement for adrenal insufficiency (AI) consists of glucocorticoids and mineralocorticoids while DHEA 
deficiency is routinely ignored. Thus, AI represents the ideal pathophysiological model of isolated DHEA deficiency. We 
investigated the effects of DHEA replacement in 24 women with primary and secondary AI employing a double blind, 
placebo-controlled, randomized crossover design. A DHEA dose of 50 mg/d was chosen based on preceding single-dose 
pharmacokinetics and bioconversion studies. Each patient received four months of treatment with DHEA and four months 
placebo, with a one-month washout period. Measurements included serum steroid hormones, somatotropic parameters 
and psychometric assessment of well-being, mood, cognition and sexuality. Treatment with DHEA raised the initially low 
serum concentrations of DHEA, DHEAS, androstenedione, and testosterone into the normal range. DHEA induced a slight 
increase in serum IGF-I, but only in patients with primary AI, suggesting a growth hormone-mediated effect. DHEA treatment 
significantly improved overall wellbeing as well as scores for depression, anxiety, and their physical correlates. Furthermore, 
DHEA significantly increased both sexual interest and the level of satisfaction with sex. DHEA replacement had no influence 
on the cognitive performance, which was already on a high level at baseline. In conclusion, DHEA replacement improves 
well-being and sexuality in women with adrenal insufficiency. If this is due to a direct effect of DHEA on the brain, an indirect 
effect via increased androgen synthesis, or both, remains to be elucidated. Long-term studies in patients of both sexes are 
needed to further define the role of DHEA in standard replacement for adrenal insufficiency. PMID: 11196420 

Ann Intern Med. 1999 Feb 16;130(4 Pt 1):270-7.
Elevated serum estradiol and testosterone concentrations are associated with a high risk for breast cancer. Study 
of Osteoporotic Fractures Research Group.
Cauley JA, Lucas FL, Kuller LH, Stone K, Browner W, Cummings SR. Department of Epidemiology, Graduate School 
of Public Health, University of Pittsburgh, Pennsylvania 15261.
BACKGROUND: The relation between endogenous steroid hormones and risk for breast cancer is uncertain. Measurement 
of sex hormone levels may identify women at high risk for breast cancer who should consider preventive therapies. 
OBJECTIVE: To test the hypothesis that serum concentrations of estradiol and testosterone predict risk for breast cancer. 
DESIGN: Prospective case-cohort study. SETTING: Four clinical centers in the United States. PARTICIPANTS: 97 women 
with confirmed incident breast cancer and 244 randomly selected controls; all women were white, 65 years of age or 
older, and were not receiving estrogen. MEASUREMENTS: Sex-steroid hormone concentrations were assayed by using 
serum that was collected at baseline and stored at -190 degrees C. Risk factors for breast cancer were ascertained by 
questionnaire. Incident cases of breast cancer were confirmed by review of medical records during an average period of 
3.2 years. RESULTS: The relative risk for breast cancer in women with the highest concentration of bioavailable estradiol 
(> or = 6.83 pmol/L or 1.9 pg/mL) was 3.6 (95% CI, 1.3 to 10.0) compared with women with the lowest concentration. The 
risk for breast cancer in women with the highest concentration of free testosterone compared with those with the lowest 
concentration was 3.3 (CI, 1.1 to 10.3). The estimated incidence of breast cancer per 1000 person-years was 0.4 (CI, 0.0 
to 1.3) in women with the lowest levels of bioavailable estradiol and free testosterone compared with 6.5 (CI, 2.7 to 10.3) 
in women with the highest concentrations of these hormones. Traditional risk factors for breast cancer were similar in 
case-patients and controls. Adjustments for these risk factors had little effect on the results. CONCLUSIONS: Estradiol and 
testosterone levels may play important roles in the development of breast cancer in older women. A single measurement 
of bioavailable estradiol and free testosterone may be used to estimate a woman’s risk for breast cancer. Women identified 
as being at high risk for breast cancer as determined by these hormone levels may benefit from antiestrogen treatment for 
primary prevention.  PMID: 10068384
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Am J Epidemiol. 1997 Jun 1;145(11):1030-8.
Relation of serum levels of testosterone and dehydroepiandrosterone sulfate to risk of breast cancer in 
postmenopausal women.
Zeleniuch-Jacquotte A, Bruning PF, Bonfrer JM, Koenig KL, Shore RE, Kim MY, Pasternack BS, Toniolo P. Nelson 
Institute of Environmental Medicine and Kaplan Comprehensive Cancer Center, New York University School of 
Medicine, NY 10010.
Abstract: The authors examined the relation between postmenopausal serum levels of testosterone and dehydroepiandrosterone 
sulfate (DHEAS) and subsequent risk of breast cancer in a case-control study nested within the New York University Women’s 
Health Study cohort. A specific objective of their analysis was to examine whether androgens had an effect on breast cancer 
risk independent of their effect on the biologic availability of estrogen. A total of 130 cases of breast cancer were diagnosed 
prior to 1991 in a cohort of 7,054 postmenopausal women who had donated blood and completed questionnaires at a breast 
cancer screening clinic in New York City between 1985 and 1991. For each case, two controls were selected, matching the 
case on age at blood donation and length of storage of serum specimens. Biochemical analyses were performed on sera 
that had been stored at -80 degrees C since sampling. The present report includes a subset of 85 matched sets, for whom 
at least 6 months had elapsed between blood donation and diagnosis of the case. In univariate analysis, testosterone was 
positively associated with breast cancer risk (odds ratio (OR) for the highest quartile = 2.7, 95% confidence interval (CI) 1.1-
6.8, p < 0.05, test for trend). However, after including % estradiol bound to sex hormone-binding globulin (SHBG) and total 
estradiol in the statistical model, the odds ratios associated with higher levels of testosterone were considerably reduced, 
and there was no longer a significant trend (OR for the highest quartile = 1.2, 95% CI 0.4-3.5). Conversely, breast cancer risk 
remained positively associated with total estradiol levels (OR for the highest quartile = 2.9, 95% CI 1.0-8.3) and negatively 
associated with % estradiol bound to SHBG (OR for the highest quartile = 0.05, 95% CI 0.01-0.19) after adjustment for 
serum testosterone levels. These results are consistent with the hypothesis that testosterone has an indirect effect on breast 
cancer risk, via its influence on the amount of bioavailable estrogen. No evidence was found of an association between 
DHEAS and risk of breast cancer in postmenopausal women.  PMID: 9169912 

J Clin Endocrinol Metab. 1996 Jan;81(1):59-64.
Dehydroepiandrosterone, dehydroepiandrosterone sulfate, obesity, waist-hip ratio, and noninsulin-dependent 
diabetes in postmenopausal women: the Rancho Bernardo Study.
Barrett-Connor E, Ferrara A. Department of Family and Preventive Medicine, University of California, San Diego, 
La Jolla 92093.
Abstract: Dehydroepiandrosterone (DHEA) and dehydroepiandrosterone sulfate (DHEAS) levels were determined in morning 
specimens from 659 fasting postmenopausal women who were not using estrogen therapy or antidiabetic medication. All 
women had concurrent oral glucose tolerance tests and measurements of body mass index (BMI) and waist-hip ratio 
(WHR). DHEA levels were weakly and inversely associated with BMI but not with WHR or glucose tolerance status. DHEAS 
levels were not associated with BMI but were positively associated with WHR, diabetes, and impaired glucose tolerance. 
In analyses adjusted for or stratified by WHR, the DHEAS association with abnormal carbohydrate tolerance was reduced 
but still independent of fat distribution. Because this was a cross-sectional study, it was not possible to determine whether 
DHEAS levels were raised by central obesity or vice versa. At a minimum, these data strongly suggest that the positive 
association of DHEAS with both central obesity and abnormal glucose tolerance does not support the thesis that DHEAS 
protect against diabetes or obesity in older women as had been suggested by animal studies.  PMID: 8550794

Maturitas. 1995 Apr;21(3):227-36.
Testosterone enhances estradiol’s effects on postmenopausal bone density and sexuality.
Davis SR, McCloud P, Strauss BJ, Burger H. Prince Henry’s Institute of Medical Research, Clayton, Victoria, 
Australia.
Abstract: To investigate the role of androgens in increasing bone density and improving low libido in postmenopausal 
women, we have studied the long-term effects of estradiol and testosterone implants on bone mineral density and sexuality 
in a prospective, 2 year, single-blind randomised trial. Thirty-four postmenopausal volunteers were randomised to treatment 
with either estradiol implants 50 mg alone (E) or estradiol 50 mg plus testosterone 50 mg (E&T), administered 3-monthly for 
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2 years. Cyclical oral progestins were taken by those women with an intact uterus. Thirty-two women completed the study. 
BMD (DEXA) of total body, lumbar vertebrae (L1-L4) and hip area increased significantly in both treatment groups. BMD 
increased more rapidly in the testosterone treated group at all sites. A substantially greater increase in BMD occurred in the 
E&T group for total body (P < 0.008), vertebral L1-L4 (P < 0.001) and trochanteric (P < 0.005) measurements. All sexual 
parameters (Sabbatsberg sexual self-rating scale) improved significantly in both groups. Addition of testosterone resulted 
in a significantly greater improvement compared to E for sexual activity (P < 0.03), satisfaction (P < 0.03), pleasure (P < 
0.01), orgasm (P < 0.035) and relevancy (P < 0.05). Total cholesterol and LDL-cholesterol fell in both groups as did total 
body fat. Total body fat-free mass (DEXA, anthropometry, impedance) increased in the E&T group only. We concluded that 
in postmenopausal women, treatment with combined estradiol and testosterone implants was more effective in increasing 
bone mineral density in the hip and lumbar spine than estradiol implants alone. Significantly greater improvement in 
sexuality was observed with combined therapy, verifying the therapeutic value of testosterone implants for diminished 
libido in postmenopausal women. The favourable estrogenic effects on lipids were preserved in women treated with T, in 
association with beneficial changes in body composition.   PMID: 7616872

Testosterone & Androgens: For Men

Eur J Endocrinol. 2009 Sep;161(3):443-9. Epub 2009 Jun 19.
Long-term benefits of testosterone replacement therapy on angina threshold and atheroma in men.
Mathur A, Malkin C, Saeed B, Muthusamy R, Jones TH, Channer K. Department of Cardiology, Royal Hallamshire 
Hospital, Sheffield S10 2JF, UK.
INTRODUCTION: In short-term studies, testosterone replacement therapy has been shown to protect male subjects from 
exercise-induced ischaemia and modify cardiovascular risk factors such as insulin resistance, fat mass and lipid profiles. 
METHODS: This randomised parallel group controlled trial was designed to assess the treatment effect of testosterone 
therapy (Nebido) compared with placebo in terms of exercise-induced ischaemia, lipid profiles, carotid intima-media thickness 
(CIMT) and body composition during 12 months treatment in men with low testosterone levels and angina. RESULTS: A total 
of 15 men were recruited but 13 (n=13) reached adequate duration of follow-up; seven were treated with testosterone and 
six with placebo. Testosterone increased time to ischaemia (129+/-48 s versus 12+/-18, P=0.02) and haemoglobin (0.4+/-
0.6 g/dl versus -0.03+/-0.5, P=0.04), and reduced body mass index (-0.3 kg/m(2) versus 1.3+/-1, P=0.04) and triglycerides 
(-0.36+/-0.4 mmol/l versus 0.3+/-1.2, P=0.05). The CIMT decreased in the testosterone group more than placebo, but 
full between group analyses suggested this was only a statistical trend (-0.5+/-0.1 vs -0.09+/-0.06, P=0.16). There were 
no significant effects on serum prostate specific antigen, total or high-density lipoprotein cholesterol; or on mood and 
symptom scores as assessed by Seattle Angina Score and EuroQol. CONCLUSION: The protective effect of testosterone 
on myocardial ischaemia is maintained throughout treatment without decrement. Previously noted potentially beneficial 
effects of testosterone on body composition were confirmed and there were no adverse effects.               PMID: 19542238

J Androl. 2009 Nov-Dec;30(6):726-33. Epub 2009 Jul 3.
Fifty-two-week treatment with diet and exercise plus transdermal testosterone reverses the metabolic syndrome and 
improves glycemic control in men with newly diagnosed type 2 diabetes and subnormal plasma testosterone.
Heufelder AE, Saad F, Bunck MC, Gooren L. Business Unit Primary Care, Men’s Healthcare, Scientific Affairs, Bayer 
Schering Pharma AG, Berlin, Germany.
Abstract: Men with the metabolic syndrome (MetS) and type 2 diabetes (T2D) often have low testosterone levels. Elevating 
low testosterone levels may improve features of the MetS and glycemic control. In a single blind, 52-week randomized 
clinical trial, the effects of supervised diet and exercise (D&E) with or without transdermal testosterone administration 
on components of the MetS in hypogonadal men with the MetS and newly diagnosed T2D were assessed. A total of 32 
hypogonadal men (total testosterone <12.0 nmol/L) with newly diagnosed T2D and with the MetS as defined by the Adult 
Treatment Panel III and the International Diabetes Federation received supervised D&E, but 16 received it in combination 
with testosterone gel (50 mg) once daily (n = 16). No glucose-lowering agents were administered prior to or during the study 
period. Outcome measures were components of the MetS as defined by the Adult Treatment Panel III and the International 
Diabetes Federation. Serum testosterone, glycosylated hemoglobin (HbA(1c)), fasting plasma glucose, high-density 
lipoprotein cholesterol, triglyceride concentrations, and the waist circumference improved in both treatment groups after 52 
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weeks of treatment. Addition of testosterone significantly further improved these measures compared with D&E alone. All 
D&E plus testosterone patients reached the HbA(1c) goal of less than 7.0%; 87.5% of them reached an HbA(1c) of less than 
6.5%. Based on Adult Treatment Panel III guidelines, 81.3% of the patients randomized to D&E plus testosterone no longer 
matched the criteria of the MetS, whereas 31.3% of the D&E alone participants did. Additionally, testosterone treatment 
improved insulin sensitivity, adiponectin, and high-sensitivity C-reactive protein. Addition of testosterone to supervised D&E 
results in greater therapeutic improvements of glycemic control and reverses the MetS after 52 weeks of treatment in 
hypogonadal patients with the MetS and newly diagnosed T2D.    PMID: 19578132

Int J Cardiol. 2009 Nov 16. [Epub ahead of print]
Cardiovascular disease and androgens: A review.
Kaushik M, Sontineni SP, Hunter C. Department of Medicine, Creighton University Medical Center, Omaha, NE.
Abstract: Globally, cardiovascular disease is the single largest cause of mortality. The differences in pattern of cardiovascular 
disease between the two genders have not been explained properly. The spotlight has largely been focused on estrogens but 
no conclusive evidence has proven its role in reducing the incidence of cardiovascular disease. Consequently, androgens 
have attracted significant interest in explaining the gender difference in cardiovascular disease. More studies in last two 
decades have increased our knowledge about the effects of androgens on cardiovascular disease progression. Evidence 
for age related fall in testosterone levels in males and increasing cardiovascular events with age had lead to the postulation 
of idea of ‘andropause or male menopause’. Unfortunately, for the last few decades the androgens have been highlighted 
as agents of abuse among athletes all over the world. There have been multiple reports of their association with sudden 
cardiac death and adverse cardiovascular outcomes when abused. Contrastingly, there has been an increasing prescription 
use of testosterone supplementation in various conditions related to androgen deficiency state and for many other off-
label indications. Human observational studies have mostly concluded that men with lower testosterone levels tend to 
have higher incidence of coronary artery disease. Emerging evidence supports that lower androgen levels predict poor 
cardiovascular risk profile. Role with supplementation of testosterone for cardiovascular disease is being studied in both 
primary and secondary prevention stages and its safety being evaluated. This is an appropriate time to review the role of 
androgens specifically from a cardiovascular standpoint.   PMID: 19923015

J Steroid Biochem Mol Biol. 2009 Mar;114(1-2):40-3.
The role of testosterone in the metabolic syndrome: a review.
Saad F, Gooren L. Men’s Healthcare, Scientific Affairs Bayer Schering Pharma AG, Berlin, Germany. 
Abstract: Over the last three decades it has become apparent that testosterone plays a significant role in the maintenance 
of bone and muscle mass, in erythropoiesis, and in mental functions. But testosterone is also a key player in glucose 
homeostasis and lipid metabolism. The metabolic syndrome is a clustering of risk factors predisposing to late onset 
diabetes mellitus, atherosclerosis and cardiovascular morbidity and mortality. The main components of the syndrome are 
visceral obesity, glucose intolerance, raised blood pressure and dyslipidaemia (elevated triglycerides, low levels of high-
density lipoprotein cholesterol),and a pro-inflammatory and thrombogenic state. Cross-sectional epidemiological studies 
have reported a direct correlation between plasma testosterone and insulin sensitivity, and low testosterone levels are 
associated with an increased risk of type 2 diabetes mellitus, dramatically illustrated by androgen deprivation in men with 
prostate carcinoma. Lower total testosterone and sex hormone-binding globulin(SHBG) predict a higher incidence of the 
metabolic syndrome. There is now evidence to argue that hypotestosteronaemia should be an element in the definition of 
the metabolic syndrome. Administration of testosterone to hypogonadal men reverses the unfavorable risk profile for the 
development of diabetes and atherosclerosis. Testosterone should be regarded as a pivotal hormone for men’s health. 
PMID: 19444934 
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Front Neuroendocrinol. 2009 Jul;30(2):239-58. Epub 2009 May 7.
Protective actions of sex steroid hormones in Alzheimer’s disease.
Pike CJ, Carroll JC, Rosario ER, Barron AM. Davis School of Gerontology, University of Southern California, Los 
Angeles, CA 90089.
Abstract: Risk for Alzheimer’s disease (AD) is associated with age-related loss of sex steroid hormones in both women and 
men. In post-menopausal women, the precipitous depletion of estrogens and progestogens is hypothesized to increase 
susceptibility to AD pathogenesis, a concept largely supported by epidemiological evidence but refuted by some clinical 
findings. Experimental evidence suggests that estrogens have numerous neuroprotective actions relevant to prevention of 
AD, in particular promotion of neuron viability and reduction of beta-amyloid accumulation, a critical factor in the initiation 
and progression of AD. Recent findings suggest neural responsiveness to estrogen can diminish with age, reducing 
neuroprotective actions of estrogen and, consequently, potentially limiting the utility of hormone therapies in aged women. 
In addition, estrogen neuroprotective actions are also modulated by progestogens. Specifically, continuous progestogen 
exposure is associated with inhibition of estrogen actions whereas cyclic delivery of progestogens may enhance neural 
benefits of estrogen. In recent years, emerging literature has begun to elucidate a parallel relationship of sex steroid 
hormones and AD risk in men. Normal age-related testosterone loss in men is associated with increased risk to several 
diseases including AD. Like estrogen, testosterone has been established as an endogenous neuroprotective factor that 
not only increases neuronal resilience against AD-related insults, but also reduces beta-amyloid accumulation. Androgen 
neuroprotective effects are mediated both directly by activation of androgen pathways and indirectly by aromatization to 
estradiol and initiation of protective estrogen signaling mechanisms. The successful use of hormone therapies in aging 
men and women to delay, prevent, and or treat AD will require additional research to optimize key parameters of hormone 
therapy and may benefit from the continuing development of selective estrogen and androgen receptor modulators.
PMID: 19427328

Front Horm Res. 2009;37:32-51.
Advances in testosterone replacement therapy.
Gooren LJ. Department of Endocrinology, VU University Medical Centre, Amsterdam, The Netherlands. 
Abstract: The major goal of androgen substitution is to replace testosterone at levels as close to physiological concentrations 
as is possible. The mainstay of testosterone susbstitution are parenteral testosterone esters (enanthate and cypionate) to 
be administered every 2-3 weeks. A major disadvantage is the strongly fluctuating levels of plasma testosterone which are 
at least 50% of the time not in the physiological range. A significant improvement is parenteral testosterone undecanoate 
producing normal plasma testosterone for 12 weeks. Subcutaneous testosterone implants provide the patient, depending 
on the dose of implants, with normal plasma testosterone for 3-6 months. Its use is, however, not widespread. Oral 
testosterone undecanoate dissolved in oil bypasses the liver via its lymphatic absorption, but resulting plasma levels are 
erratic. Transdermal testosterone preparations have already been available for two decades. Transdermal testosterone gel 
produces attractive pharmocokinetic serum testosterone profiles and offers greater flexibility in dosing. Transdermal gel 
has been recommended in elderly males. In case of complications its use can be discontinued immediately. Oromucosal 
testosterone preparations are being developed. Testosterone replacement is usually of long duration, and patient compliance 
is of utmost importance. Therefore, the patient must be involved in the selection of the type of testosterone preparation.
PMID: 19011287

J Sex Med. 2009 Mar;6 Suppl 3:234-8. Epub 2009 Jan 21.
Androgens and erectile function: a case for early androgen use in postprostatectomy hypogonadal men.
Khera M. Baylor College of Medicine, Department of Urology, Houston, TX, USA.
INTRODUCTION: Erectile dysfunction affects up to 80% of men following a radical prostatectomy (RP) and is a common 
concern for these patients. Currently, hypogonadal men are not treated with testosterone after a RP for fear of stimulating 
dormant prostate cancer cells even though there is little evidence to support this hesitancy. There is data, however, to 
support the use of testosterone to aid in faster and better recovery of erections following RP. AIMS: The aim of this article is 
to explore the relationship between testosterone replacement therapy (TRT) and erectile preservation following RP. MAIN 

106



Fax: (800) 556-5893 / (719) 262-0035 Email: info@collegepharmacy.com

OUTCOME MEASURES: The results of findings in the literature on the association between testosterone and its role in 
preserving erectile function, particularly in men following RP. METHODS: This article reviews and evaluates the literature 
that demonstrates the role of testosterone in obtaining erections and preserving erectile function. Additional articles were 
reviewed to assess the role of testosterone in erectile preservation following RP. RESULTS: This review demonstrates 
that testosterone does play a role in erectile function, particularly for men who have undergone a RP. Testosterone has 
been shown to have an effect on nitric oxide synthase release, phosphodiesterase type 5 expression and activity, and in 
cavernosal nerve function, and to contribute to venoocclusive disease in the penis. All of these effects are of particular 
importance to men attempting to preserve erectile function following RP. CONCLUSION: While the relationship between 
TRT and improvement in erectile function has been well established, the role of testosterone in men following RP may be of 
even greater significance. However, further studies are needed to assess the true safety of TRT following RP.
PMID: 19207279

J Sex Med. 2009 Feb;6(2):456-63.
The effects of treating male hypogonadism on couples’ sexual desire and function.
Conaglen JV, Conaglen HM. Waikato Clinical School, Faculty of Medical & Health Sciences, University of Auckland, 
New Zealand.
INTRODUCTION: Hypogonadism is a common endocrine condition characterized by low levels of testosterone (T) and 
marked by numerous symptoms, one of which is low sexual desire. Studies comparing T delivery systems have suggested 
that hypogonadal men’s partners may be at risk from exposure to T gels. Little other mention is found of the impact of 
hypogonadism and its treatment on a man’s partner and the couple’s sexual function. AIM: To assess sexual desire and 
sexual function in hypogonadal men and their woman partners before and after treatment with T replacement therapy. 
METHODS: Twenty-one hypogonadal men and 18 partners were recruited from a tertiary endocrine clinic, and were 
compared with a control group of 20 eugonadal age-matched men and their partners. All men had baseline blood tests to 
confirm their status as hypogonadal or eugonadal, and hypogonadal men repeated tests at 3-month intervals. All participants 
completed the Sexual Desire Inventory (SDI) and sexual function questionnaires at baseline and at 3-month intervals until 
the hypogonadal men attained normal T levels. MAIN OUTCOME MEASURES: Pre- and post-treatment SDI and sexual 
function questionnaires were compared once T normalization was achieved. Between- and within-group comparisons were 
carried out. RESULTS: Pretreatment hypogonadal men recorded lower levels of sexual desire and function than controls, 
but significantly improved once hypogonadism was corrected. Eugonadal controls recorded no significant changes in either 
sexual desire or function during the study. Partners of the hypogonadal men reported no changes on the SDI, but significant 
improvements in sexual function as their partners recovered. CONCLUSION: SDI and sexual function measures reflect 
sexual changes that accompany rising serum T levels during correction of male hypogonadism. Women partners reported 
more satisfaction, less pain, and improved sexual function following the men’s treatment. Treatments affecting one partner 
potentially have important effects on the other.  PMID: 19215616

Clin Endocrinol (Oxf). 2009 Nov;71(5):715-21. Epub 2009 Jan 19.
Testosterone stimulates extra-hepatic but not hepatic fat oxidation (Fox): comparison of oral and transdermal 
testosterone administration in hypopituitary men.
Birzniece V, Meinhardt UJ, Handelsman DJ, Ho KK. Pituitary Research Unit, Garvan Institute of Medical Research 
and Department of Endocrinology, St. Vincent’s Hospital, 384 Victoria Street, Darlinghurst, NSW 2010, Australia.
BACKGROUND: Fat mass is increased in hypogonadal men and the changes are reversed by testosterone replacement. 
Testosterone administration enhances whole body fat oxidation (Fox). Fat is oxidized in the liver and in extra-hepatic tissues. 
OBJECTIVE: To determine whether the stimulation of Fox by testosterone arises primarily from the liver or from extra-hepatic 
tissues. DESIGN/PATIENTS: This was an open-label cross-over study. Thirteen men with hypopituitarism (age 53.1 +/- 4.1 
years) with both growth hormone (GH) and testosterone deficiency were studied sequentially after 2 weeks of treatment 
with transdermal testosterone (5 mg), no treatment, and stepwise incremental doses of oral crystalline testosterone (10, 
20, 40 and 80 mg) in the absence of GH replacement. MEASUREMENTS: Serum testosterone, IGF-I, metabolic effects 
[resting energy expenditure (REE) and Fox], SHBG, and thyroid binding globulin (TBG) as markers of excessive hepatic 
androgen exposure, were measured at the end of each treatment period. RESULTS: When compared to the no-treatment 
phase, mean blood testosterone levels rose into the physiological range after transdermal testosterone delivery but did 
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not significantly change after 10, 20, 40 or 80 mg oral testosterone treatment. Blood SHBG and TBG fell significantly with 
80 mg oral testosterone dose but were unaffected by any other testosterone treatment. Fox increased significantly with 
transdermal but not with any dose of oral testosterone. Mean plasma IGF-I and REE were unaffected by testosterone, 
regardless of the route or dose. CONCLUSIONS: Short-term testosterone administration does not stimulate hepatic fat 
oxidation but enhances whole body fat oxidation by acting on extra-hepatic tissues.  PMID: 19170715

Urologe A. 2009 May;48(5):516-22.
[Testosterone replacement therapy and prostate cancer. The current position 67 years after the Huggins myth]
Rinnab L, Gust K, Hautmann RE, Küfer R. Abteilung Urologie und Kinderurologie, Universitätsklinikum, Ulm. 
Abstract: Hypogonadism is highly prevalent in the elderly and in men with prostate cancer. Symptoms of hypogonadism, 
such as depression, lack of libido, and decreased bone mineral density, can significantly impair quality of life. In addition, 
testosterone plays an important role in erectile preservation and in growth and function of the cavernosal and penile nerves. 
There are compelling data showing that testosterone replacement therapy (TRT) does not increase the risk of prostate 
cancer. The literature (four published studies) concerning men treated with TRT after definitive therapy for prostate cancer 
reports only one biochemical recurrence. Based on these data, physicians cannot really justify withholding TRT from 
symptomatic patients after they have been successful treated for prostate cancer. This review gives the practising urologist 
an overview of the latest literature and useful advice on this controversial topic.        PMID: 19296069

Postgrad Med. 2008 Sep;120(3):130-53.
Testosterone replacement therapy in hypogonadal men: assessing benefits, risks, and best practices.
Miner M, Canty DJ, Shabsigh R. Warren Alpert School of Medicine, Brown University, Providence, RI 02912.
Abstract: Hypogonadism is a common condition, especially among older men, but often goes undiagnosed and untreated. It 
can be associated with a number of signs and symptoms that affect health and quality of life, including feelings of low energy 
and fatigue; decreased sex drive and performance; decreased muscle mass and strength; decreased bone mineral density; 
and increased body fat, particularly abdominal fat, a putative risk factor for metabolic syndrome and type 2 diabetes mellitus. 
The evidence supporting testosterone replacement therapy (TRT) in improving these and related conditions is strong and 
consistent for body composition and sexual function; moderately consistent for bone mineral density; inconsistent for insulin 
sensitivity, glycemic control, and lipid profiles; and weak and inconsistent for mood and cognitive function. The concern of 
some physicians about the potential for TRT to stimulate prostate cancer is not supported by decades of data accumulated 
to date, though studies of longer duration (eg, 10 years or more) would be even more convincing. Other research needs are 
discussed. As the front line of health care delivery, primary care physicians need to be vigilant in diagnosing and treating 
symptomatic hypogonadism. Based on current guidelines, we recommend assessing testosterone levels when an adult 
man exhibits signs of hypogonadism, and as part of normal medical screening in men starting at age 40 to 50 years, to 
establish a baseline. A physician should discuss the possibility of TRT with symptomatic patients who have a serum total 
testosterone level < 300 ng/dL. If TRT is initiated, a patient’s response and adverse events should be assessed every 3 to 
6 months, and therapy adjusted accordingly.  PMID: 18824832 

BJU Int. 2008 Nov;102(9):1142-6. Epub 2008 Jun 6.
Clinical practice experience with testosterone treatment in men with testosterone deficiency syndrome.
McLaren D, Siemens DR, Izard J, Black A, Morales A. Department of Urology and Centre for Applied Urological 
Research, Kingston General Hospital, Queen’s University, Kingston, ON, Canada.
OBJECTIVE: To report on a clinical practice series of testosterone-replacement therapy (TRT) in men with testosterone 
deficiency syndrome (TDS), examining clinical efficacy, biochemical parameters and effects on prostate health over a 2-year 
period. PATIENTS AND METHODS: A retrospective review of 85 patients with symptoms of TDS and at least a 3-month 
trial of TRT was performed in this single-centre, clinical practice setting. Three domains of symptomatology were evaluated: 
libido, erectile function and energy levels. Symptoms were assessed by a combination of patient reporting, physician’s 
assessment and validated symptom assessment scores. Total testosterone (TT), calculated bio-available testosterone (BT) 
and prostate-specific antigen (PSA) levels were continuously measured and effects on prostate health were examined. 
RESULTS: Only 38 (45%) patients in this cohort remained on TRT for >2 years. The most common reason for discontinuing 
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treatment was lack of clinical response but those remaining on TRT had continued improvement in libido, erectile function and 
energy levels. During treatment, the average TT and calculated BT values significantly increased compared with the baseline 
values at most of the evaluated time points, with no significant change in average PSA values. In all, 15% of this cohort had 
some degree of progression of lower urinary tract symptoms. Seven patients had eight ‘for-cause’ prostate biopsies either 
during supplementation or at any date after completion, with an only three positive for cancer. CONCLUSIONS: Only 45% 
of men on TRT remained on treatment for >2 years in this clinical practice experience of men with TDS. Those remaining 
showed persistent improvement in their symptoms. The average TT and BT values increased significantly with no significant 
change in PSA levels.  PMID: 18540933

Cancer. 2007 Feb 1;109(3):536-41.
Testosterone replacement for hypogonadism after treatment of early prostate cancer with brachytherapy.
Sarosdy MF. South Texas Urology and Urologic Oncology, San Antonio, Texas 78229.
BACKGROUND: Controversy and a notable paucity of published clinical data best characterize the current knowledge of 
testosterone-replacement therapy (TRT) for hypogonadism after treatment for early, localized prostate cancer. The objective 
of this study was to assess the risk of biochemical failure with TRT after treatment of early prostate cancer with permanent 
transperineal brachytherapy with or without external beam therapy in patients with low serum levels of testosterone and 
clinical symptoms of hypogonadism. METHODS: Patients who underwent prostate brachytherapy from 1996 to 2004 and 
received subsequent TRT for symptomatic hypogonadism were reviewed to detail cancer characteristics and treatment 
as well as pre- and post-TRT serum testosterone and prostate-specific antigen (PSA) values. RESULTS: Thirty-one men 
received TRT after prostate brachytherapy for 0.5 to 8.5 years (median, 4.5 years), with a follow-up that ranged from 1.5 
years to 9.0 years (median, 5.0 years) postbrachytherapy. TRT was started from 0.5 years to 4.5 years (median, 2.0 years) 
after brachytherapy. Serum total testosterone levels ranged from 30 ng/dL to 255 ng/dL (median, 188 ng/dL) before TRT and 
rose to 365 ng/dL to 1373 ng/dL (median, 498 ng/dL) on TRT. Transient rises in PSA were observed in 1 patient. The most 
recent PSA level was <0.1 ng/mL in 23 patients (74.2%), <0.5 ng/mL in 30 patients (96.7%), and <1 ng/mL in 31 patients 
(100%). No patients stopped TRT because of cancer recurrence or documented cancer progression. CONCLUSIONS: For 
patients with low serum testosterone levels and symptoms of hypogonadism, TRT may be used with caution and close 
follow-up after prostate brachytherapy. (c) 2007 American Cancer Society.   PMID: 17183557

Aging Male. 2006 Dec;9(4):201-6.
Testosterone and erectile physiology.
Guay AT. Center for Sexual Function/Endocrinology, Lahey Clinic Northshore, Peabody, MA.
Abstract: The role of testosterone deficiency in sexual dysfunction is an important aspect of aging, because it affects such 
a large proportion of men over 50 years old. A number of age-related factors can cause sexual dysfunction (in particular 
erectile dysfunction) and testosterone deficiency, such as chronic illness and multiple medications, and the causative link 
between hypogonadism and erectile dysfunction is still debated. However, studies in castrated animals have proven that 
addition of testosterone, and its conversion to dihydrotestosterone, can restore erectile function. It appears that testosterone 
achieves this by peripheral mechanisms (endothelial dependent and independent) and central mechanisms. Testosterone 
replacement therapy is therefore effective for erectile dysfunction in men with hypogonadism, with success rates of 35-
40%. Testosterone supplementation is also important in men who fail on phosphodiesterase type-5 inhibitors, because 
a minimum plasma concentration of testosterone is required for the successful restoration of erectile function with these 
agents. Testosterone gels are now the preferred formulation for testosterone supplementation and they can be highly 
beneficial in a proportion of men with erectile dysfunction. PMID: 17178555 

Int J Clin Pract. 2006 Sep;60(9):1087-92.
The evolving role of testosterone in the treatment of erectile dysfunction.
Shabsigh R, Rajfer J, Aversa A, Traish AM, Yassin A, Kalinchenko SY, Buvat J. Department of Urology, Columbia 
University, New York, NY 10032.
Abstract: Hypogonadism may play a significant role in the pathophysiology of erectile dysfunction (ED). A threshold level of 
testosterone may be necessary for normal erectile function. Testosterone replacement therapy is indicated in hypogonadal 
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patients and is beneficial in patients with ED and hypogonadism. Monotherapy with testosterone for ED is of limited 
effectiveness and may be most promising in young patients with hypogonadism and without vascular risk factors for ED. 
A number of laboratory and human studies have shown the combination of testosterone and other ED treatments, such 
as phosphodiesterase type 5 (PDE5) inhibitors, to be beneficial in patients with ED and hypogonadism, who fail PDE5 
inhibitor therapy alone. There is increasing evidence that combination therapy is effective in treating the symptoms of ED 
in patients for whom treatment failed with testosterone or PDE5 inhibitors alone. Testosterone replacement therapy has 
potentially evolved from a monotherapy for ED in cases of low testosterone, to a combination therapy with PDE5 inhibitors. 
Screening for hypogonadism may be useful in men with ED who fail prior PDE5 inhibitors, especially in populations at risk 
for hypogonadism such as type 2 diabetes and the metabolic syndrome.   PMID: 16939550

J Clin Endocrinol Metab. 2006 Oct;91(10):3908-15. Epub 2006 Jul 18.
Association of testosterone and estradiol deficiency with osteoporosis and rapid bone loss in older men.
Fink HA, Ewing SK, Ensrud KE, Barrett-Connor E, Taylor BC, Cauley JA, Orwoll ES. Geriatric Research Eduction 
and Clinical Center, Veterans Affairs Medical Center, One Veterans Drive, Box 11G, Minneapolis, MN 55417.
CONTEXT: The clinical value of measuring testosterone and estradiol in older men with osteoporosis and of measuring 
bone mineral density (BMD) in older men with testosterone or estradiol deficiency is uncertain. OBJECTIVE: The objective 
of the study was to examine the association of testosterone and estradiol deficiency with osteoporosis and rapid bone 
loss in older men. DESIGN: This study was a cross-sectional and longitudinal analysis. Setting: The study was conducted 
at six U.S. centers of the Osteoporotic Fractures in Men study. PARTICIPANTS: The study population consisted of 2447 
community-dwelling men aged 65 yr or older. MAIN OUTCOME MEASURES: Total testosterone deficiency was defined 
as less than 200 ng/dl. Total estradiol deficiency was defined as less than 10 pg/ml. Osteoporosis was defined as femoral 
neck or total hip BMD T-score of -2.5 or less. Rapid bone loss was defined as 3%/yr or more. RESULTS: Prevalence of 
osteoporosis in men with deficient and normal total testosterone was 12.3 and 6.0% (P = 0.003) and 15.4 and 2.8% (P < 
0.0001) in those with deficient and normal total estradiol. Among osteoporotic men and those with normal BMD, prevalence 
of total testosterone deficiency was 6.9 and 3.2% (P = 0.01), and prevalence of total estradiol deficiency was 9.2 and 2.4% 
(P = 0.0001). Incidence of rapid hip bone loss in men with deficient and normal total testosterone was 22.5 and 8.6% (p = 
0.007) and in those with deficient and normal total estradiol was 14.3 and 6.3% (p = 0.08). CONCLUSIONS: Older men with 
total testosterone or estradiol deficiency were more likely to be osteoporotic. Those with osteoporosis were more likely to be 
total testosterone or estradiol deficient. Rapid hip bone loss was more likely in men with total testosterone deficiency. BMD 
testing of older men with sex steroid deficiency may be clinically warranted.  PMID: 16849417

Aging Male. 2006 Dec;9(4):195-9.
Testosterone and the brain.
Zitzmann M. Institute of Reproductive Medicine, University of Münster, Münster, Germany. 
Abstract: Gender differences in spatial recognition, and age-related declines in cognition and mood, point towards 
testosterone as an important modulator of cerebral functions. Testosterone appears to activate a distributed cortical network, 
the ventral processing stream, during spatial cognition tasks, and addition of testosterone improves spatial cognition in 
younger and older hypogonadal men. In addition, reduced testosterone is associated with depressive disorders. The 
relationship between depression and testosterone appears to partly depend upon the androgen receptor genotype of the 
patient, and in appropriate patients with low testosterone levels, testosterone substitution can increase positive mood and 
decrease negative mood. The much publicized link between testosterone and aggression is probably only of importance in 
athletes who supplement their testosterone levels to excessively high levels, whereas in hypogonadal men, testosterone 
supplementation only enhances the positive aspects of aggression such as vigour and energy. Current data suggest that 
testosterone supplementation in hypogonadal men of all ages will enhance many aspects of mood and cognition.
PMID: 17178554
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Arch Intern Med. 2006 Aug 14-28;166(15):1660-5.
Low serum testosterone and mortality in male veterans.
Shores MM, Matsumoto AM, Sloan KL, Kivlahan DR. Geriatric Research, Education, and Clinical Center, VA Puget 
Sound Health Care System, 1660 S. Columbian Way, Seattle, WA 98108.
BACKGROUND: Low serum testosterone is a common condition in aging associated with decreased muscle mass and 
insulin resistance. This study evaluated whether low testosterone levels are a risk factor for mortality in male veterans. 
METHODS: We used a clinical database to identify men older than 40 years with repeated testosterone levels obtained 
from October 1, 1994, to December 31, 1999, and without diagnosed prostate cancer. A low testosterone level was a total 
testosterone level of less than 250 ng/dL (<8.7 nmol/L) or a free testosterone level of less than 0.75 ng/dL (<0.03 nmol/L). 
Men were classified as having a low testosterone level (166 [19.3%]), an equivocal testosterone level (equal number of 
low and normal levels) (240 [28.0%]), or a normal testosterone level (452 [52.7%]). The risk for all-cause mortality was 
estimated using Cox proportional hazards regression models, adjusting for demographic and clinical covariates over a 
follow-up of up to 8 years. RESULTS: Mortality in men with normal testosterone levels was 20.1% (95% confidence interval 
[CI], 16.2%-24.1%) vs 24.6% (95% CI, 19.2%-30.0%) in men with equivocal testosterone levels and 34.9% (95% CI, 28.5%-
41.4%) in men with low testosterone levels. After adjusting for age, medical morbidity, and other clinical covariates, low 
testosterone levels continued to be associated with increased mortality (hazard ratio, 1.88; 95% CI, 1.34-2.63; P<.001) 
while equivocal testosterone levels were not significantly different from normal testosterone levels (hazard ratio, 1.38; 95% 
CI, 0.99%-1.92%; P=.06). In a sensitivity analysis, men who died within the first year (50 [5.8%]) were excluded to minimize 
the effect of acute illness, and low testosterone levels continued to be associated with elevated mortality. CONCLUSIONS: 
Low testosterone levels were associated with increased mortality in male veterans. Further prospective studies are needed 
to examine the association between low testosterone levels and mortality.   PMID: 16908801

Treat Endocrinol. 2005;4(5):293-309.
Male hypogonadism : an update on diagnosis and treatment.
Darby E, Anawalt BD. Veterans Affairs Puget Sound Health Care System and University of Washington, Seattle, 
Washington 98108.
Abstract: Male hypogonadism is one of the most common endocrinologic syndromes. The diagnosis is based on clinical 
signs and symptoms plus laboratory confirmation via the measurement of low morning testosterone levels on two different 
occasions. Serum luteinizing hormone and follicle-stimulating hormone levels distinguish between primary (hypergonadotropic) 
and secondary (hypogonadotropic) hypogonadism. Hypogonadism associated with aging (andropause) may present a 
mixed picture, with low testosterone levels and low to low-normal gonadotropin levels. Androgen replacement therapy in 
hypogonadal men has many potential benefits: improved sexual function, an enhanced sense of well-being, increased lean 
body mass, decreased body fat, and increased bone density. However, it also carries potential risks, including the possibility 
of stimulating the growth of an occult prostate cancer. The benefits of androgen therapy outweigh the risks in men with 
classic hypogonadism. However, for men with mild hypogonadism or andropause, the balance between benefits and risks 
is not always clear. Unfortunately, studies to date have included too small a number of patients and have been too short in 
duration to provide meaningful data on the long-term risks versus the benefits of androgen replacement therapy in these 
populations. Several products are currently marketed for the treatment of male hypogonadism. Weekly-to-biweekly injections 
of testosterone cypionate (cipionate) or testosterone enanthate (enantate) are widely used, as they are economical and 
generally well tolerated. However, once-daily transdermal therapies have become increasingly popular and now include 
both patch and gel systems. Intramuscular injection of testosterone undecanoate is an attractive new therapy that can be 
administered quarterly. To confirm an adequate replacement dosage, assessment of clinical responses and measurement of 
serum testosterone levels generally suffice. For selected men, serial measurement of bone mineral density during androgen 
therapy might be helpful to confirm end-organ effects. For men aged >50 years, we advocate measurement of hematocrit 
for detection of polycythemia and a digital rectal examination with a serum prostate-specific antigen level measurement for 
prostate cancer screening during the first few months of androgen therapy. Subsequently, a hematocrit should be obtained 
yearly or after changes in therapy, and annual prostate cancer screening can be offered to the patient after a discussion of 
its risks and benefits.   PMID: 16185098
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Med Hypotheses. 2001 Jun;56(6):702-8.
Aromatase, adiposity, aging and disease. The hypogonadal-metabolic-atherogenic-disease and aging connection.
Cohen PG. 2480 Windy Hill Road SE Suite 200, Marietta, GA 30067.
Abstract: In males, aging, health and disease are processes that occur over physiologic time and involve a cascade of 
hormonal, biochemical and physiological changes that accompany the down-regulation of the hypothalamic-anterior 
pituitary-testicular axis. As aging progresses there are relative increases of body fat and decreases in muscle mass. The 
increased adipose tissue mass is associated with the production of a number of newly generated factors. These include 
aromatase, leptin, PAI-1, insulin resistance, and the dyslipidemias, all of which can lead to tissue damage. Fatty tissue 
becomes the focal point for study as it represents the intersection between energy storage and mobilization. The increase 
in adipose tissue is associated with an increase in the enzyme aromatase that converts testosterone to estradiol and leads 
to diminished testosterone levels that favor the preferential deposition of visceral fat. As the total body fat mass increases, 
hormone resistance develops for leptin and insulin. Increasing leptin fails to prevent weight gain and the hypogonadal-
obesity cycle ensues causing further visceral obesity and insulin resistance. The progressive insulin resistance leads to a 
high triglyceride-low HDL pattern of dyslipidemia and increased cardiovascular risk. All of these factors eventually contribute 
to the CHAOS Complex: coronary disease, hypertension, adult-onset diabetes mellitus, obesity and/or stroke as permanent 
changes unfold. Other consequences of the chronic hypogonadal state include osteopenia, extreme fatigue, depression, 
insomnia, loss of aggressiveness and erectile dysfunction all of which develop over variable periods of time. Copyright 2001 
Harcourt Publishers Ltd.   PMID: 11399122

Arthritis Res. 2001;3(3):183-8. Epub 2001 Feb 21.
Hyposecretion of the adrenal androgen dehydroepiandrosterone sulfate and its relation to clinical variables in 
inflammatory arthritis.
Dessein PH, Joffe BI, Stanwix AE, Moomal Z. Department of Rheumatology, Johannesburg Hospital, University of 
the Witwatersrand, Johannesburg, South Africa. 
Abstract: Hypothalamic-pituitary-adrenal underactivity has been reported in rheumatoid arthritis (RA). This phenomenon 
has implications with regard to the pathogenesis and treatment of the disease. The present study was designed to evaluate 
the secretion of the adrenal androgen dehydroepiandrosterone sulfate (DHEAS) and its relation to clinical variables in RA, 
spondyloarthropathy (Spa), and undifferentiated inflammatory arthritis (UIA). Eighty-seven patients (38 with RA, 29 with Spa, 
and 20 with UIA) were studied, of whom 54 were women. Only 12 patients (14%) had taken glucocorticoids previously. Age-
matched, healthy women (134) and men (149) served as controls. Fasting blood samples were taken for determination of 
the erythrocyte sedimentation rate (ESR), serum DHEAS and insulin, and plasma glucose. Insulin resistance was estimated 
by the homeostasis-model assessment (HOMAIR). DHEAS concentrations were significantly decreased in both women and 
men with inflammatory arthritis (IA) (P < 0.001). In 24 patients (28%), DHEAS levels were below the lower extreme ranges 
found for controls. Multiple intergroup comparisons revealed similarly decreased concentrations in each disease subset in 
both women and men. After the ESR, previous glucocorticoid usage, current treatment with nonsteroidal anti-inflammatory 
drugs, duration of disease and HOMAIR were controlled for, the differences in DHEAS levels between patients and controls 
were markedly attenuated in women (P = 0.050) and were no longer present in men (P = 0.133). We concluded that low 
DHEAS concentrations are commonly encountered in IA and, in women, this may not be fully explainable by disease-related 
parameters. The role of hypoadrenalism in the pathophysiology of IA deserves further elucidation. DHEA replacement may 
be indicated in many patients with IA, even in those not taking glucocorticoids.  PMID: 11299059

J Clin Endocrinol Metab. 2000 Dec;85(12):4500-10.
Long-term pharmacokinetics of transdermal testosterone gel in hypogonadal men.
Swerdloff RS, Wang C, Cunningham G, Dobs A, Iranmanesh A, Matsumoto AM, Snyder PJ, Weber T, Longstreth J, 
Berman N. Divisions of Endocrinology, Departments of Medicine/Pediatrics, Harbor-University of California-Los 
Angeles Medical Center, Torrance, California 90509.
Abstract: Transdermal delivery of testosterone (T) represents an effective alternative to injectable androgens. Transdermal 
T patches normalize serum T levels and reverse the symptoms of androgen deficiency in hypogonadal men. However, the 
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acceptance of the closed system T patches has been limited by skin irritation and/or lack of adherence. T gels have been 
proposed as delivery modes that minimize these problems. In this study we examined the pharmacokinetic profiles after 1, 
30, 90, and 180 days of daily application of 2 doses of T gel (50 and 100 mg T in 5 and 10 g gel, delivering 5 and 10 mg T/
day, respectively) and a permeation-enhanced T patch (2 patches delivering 5 mg T/day) in 227 hypogonadal men. This new 
1% hydroalcoholic T gel formulation when applied to the upper arms, shoulders, and abdomen dried within a few minutes, 
and about 9-14% of the T applied was bioavailable. After 90 days of T gel treatment, the dose was titrated up (50 mg to 75 
mg) or down (100 mg to 75 mg) if the preapplication serum T levels were outside the normal adult male range. Serum T 
rose rapidly into the normal adult male range on day 1 with the first T gel or patch application. Our previous study showed 
that steady state T levels were achieved 48-72 h after first application of the gel. The pharmacokinetic parameters for serum 
total and free T were very similar on days 30, 90, and 180 in all treatment groups. After repeated daily application of the T 
formulations for 180 days, the average serum T level over the 24-h sampling period (C(avg)) was highest in the 100 mg T 
gel group (1.4- and 1.9-fold higher than the C(avg) in the 50 mg T gel and T patch groups, respectively). Mean serum steady 
state T levels remained stable over the 180 days of T gel application. Upward dose adjustment from T gel 50 to 75 mg/
day did not significantly increase the C(avg), whereas downward dose adjustment from 100 to 75 mg/day reduced serum 
T levels to the normal range for most patients. Serum free T levels paralleled those of serum total T, and the percent free T 
was not changed with transdermal T preparations. The serum dihydrotestosterone C(avg) rose 1.3-fold above baseline after 
T patch application, but was more significantly increased by 3.6- and 4.6-fold with T gel 50 and 100 mg/day, respectively, 
resulting in a small, but significant, increase in the serum dihydrotestosterone/T ratios in the two T gel groups. Serum 
estradiol rose, and serum LH and FSH levels were suppressed proportionately with serum T in all study groups; serum sex 
hormone-binding globulin showed small decreases that were significant only in the 100 mg T gel group. We conclude that 
transdermal T gel application can efficiently and rapidly increase serum T and free T levels in hypogonadal men to within the 
normal range. Transdermal T gel provided flexibility in dosing with little skin irritation and a low discontinuation rate.
PMID: 11134099

Urology. 2000 May;55(5):755-8.
Serum dehydroepiandrosterone sulfate concentrations in men with erectile dysfunction.
Reiter WJ, Pycha A, Schatzl G, Klingler HC, Märk I, Auterith A, Marberger M. Department ofUrology, University of 
Vienna, Vienna, Austria.
OBJECTIVES: In 1994, the Massachusetts Male Aging Study presented the finding of an inverse correlation of the serum 
levels of dehydroepiandrosterone sulfate (DHEAS) and the incidence of erectile dysfunction (ED). Prompted by the positive 
results of a pilot study on the treatment of ED with dehydroepiandrosterone (DHEA), we performed a detailed investigation 
on the serum DHEAS levels in men with ED according to age category. METHODS: Inclusion criteria included a history 
of ED for more than 6 months, a body mass index less than 30, and a state of good general health. Serum DHEAS 
concentrations were determined in 309 patients with ED and 133 healthy volunteers. All participants were carefully screened 
to assess medical factors known or suspected to alter endocrine function. Questions 3 and 4 of the International Index of 
Erectile Function were used to evaluate erectile function. RESULTS: The mean serum levels of DHEAS in patients with 
ED were lower than in healthy volunteers until 60 years of age. The shape of the curve of the patients with ED indicated 
a quadratic decrease of DHEAS with age in contrast to a more linear decrease of DHEAS with age in the control group. 
CONCLUSIONS: Our results suggest that until the age of 60 years, the mean serum level of DHEAS is lower in patients with 
ED than in healthy volunteers.  PMID: 10792095

Med Hypotheses. 1999 Jan;52(1):49-51.
The hypogonadal-obesity cycle: role of aromatase in modulating the testosterone-estradiol shunt--a major factor 
in the genesis of morbid obesity.
Cohen PG. 2480 Windy Hill Road SE Suite 200, Marietta, GA 30067.
Abstract: Massive obesity in males is associated with decreased total and free testosterone levels as well as elevated 
estradiol levels. The decrease in testosterone occurs without the compensatory increases in gonadotropin and a progressive 
hypogonadotropic hypogonadal cycle develops. During the hypogonadal state, there is a preferential deposition of 
abdominal adipose tissue. With the increasing fatty-tissue accumulation, there is an increase of aromatase activity that 
is associated with a greater conversion of testosterone to estradiol (testosterone-estradiol shunt). This results in further 
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depression of testosterone concentrations and leads to the increased preferential deposition of abdominal fat that, in 
turn, leads to a progressive hypogonadal state. Testalactone, an aromatase inhibitor, interrupts this cycle and repairs the 
depressed testosterone concentrations and decreases estradiol levels. This increases the testosterone levels and reverses 
the preferential deposition of abdominal fat, while increasing muscle protein and fat-free mass.      PMID: 10342671

Int J Androl. 1999 Oct;22(5):300-6.
Testosterone replacement therapy in older adult men.
Tenover JL. Wesley Woods Center of Emory University, Atlanta, GA 30329.
Abstract: Serum testosterone levels decline slowly with normal ageing in men and, although all men are not destined to 
become hypogonadal as they age, the prevalence of androgen deficiency in the older male is not insignificant. Over the 
past several decades, there has been an increasing interest in evaluating whether testosterone therapy (male HRT) might 
be beneficial for certain older men in preventing or reversing some aspects of ageing. The major androgen target organs of 
interest with regard to beneficial effects of male HRT include bone, muscle, adipose tissue, the cardiovascular system and 
the central nervous system (libido and aspects of mood). At the same time, potential adverse effects of male HRT on target 
organs such as the prostate continue to be evaluated. It is the purpose of this review to summarize the information to date 
with regard to testosterone replacement therapy in the older man and to discuss areas where more research and clinical 
information need to be forthcoming. Hormonal replacement therapy (HRT) for post-menopausal women has been studied 
and discussed for many years. The idea of male HRT, however, is a relatively recent development, with increasing interest 
in this area occurring only over the past two decades. Reasons for this nascent enthusiasm include burgeoning evidence 
that testosterone levels decline with normal male ageing (and with age-associated diseases) and an interest in preventing 
age-related dysfunction and prolonging quality life among an ever increasing population of older adults. The decline in 
testosterone with age often parallels unfavourable changes in organs upon which androgens act and the goal of male HRT 
would be to prevent, stabilize or even reverse some of these detrimental target-organ changes. PMID: 10509230

J Clin Endocrinol Metab. 1999 Feb;84(2):573-7.
Bioavailable testosterone and depressed mood in older men: the Rancho Bernardo Study.
Barrett-Connor E, Von Mühlen DG, Kritz-Silverstein D. Department of Family and Preventive Medicine, School of 
Medicine, University of California, San Diego, La Jolla 92093.
Abstract: A cross-sectional population-based study examined the association between endogenous sex hormones and 
depressed mood in community-dwelling older men. Participants included 856 men, ages 50-89 yr, who attended a clinic visit 
between 1984-87. Total and bioavailable testosterone, total and bioavailable estradiol, and dihydrotestosterone levels were 
measured by radioimmunoassay in an endocrinology research laboratory. Depressed mood was assessed with the Beck 
Depression Inventory (BDI). Levels of bioavailable testosterone and bioavailable estradiol decreased with age, but total 
testosterone, dihydrotestosterone, and total estradiol did not. BDI scores increased with age. Low bioavailable testosterone 
levels and high BDI scores were associated with weight loss and lack of physical activity, but not with cigarette smoking 
or alcohol intake. By linear regression or quartile analysis the BDI score was significantly and inversely associated with 
bioavailable testosterone (both Ps = 0.007), independent of age, weight change, and physical activity; similar associations 
were seen for dihydrotestosterone (P = 0.048 and P = 0.09, respectively). Bioavailable testosterone levels were 17% 
lower for the 25 men with categorically defined depression than levels observed in all other men (P = 0.01). Neither total 
nor bioavailable estradiol was associated with depressed mood. These results suggest that testosterone treatment might 
improve depressed mood in older men who have low levels of bioavailable testosterone. A clinical trial is necessary to test 
this hypothesis.  PMID: 10022418

Drugs Aging. 1999 Aug;15(2):131-42.
Risks versus benefits of testosterone therapy in elderly men.
Basaria S, Dobs AS. Division of Endocrinology and Metabolism, Johns Hopkins University, Baltimore, MD 21287.
Abstract: ‘Andropause’, like menopause, has received significant attention in recent years. It results in a variety of symptoms 
experienced by the elderly. Many of these symptoms are nonspecific and vague. For this reason, many authors have 
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questioned the value of androgen replacement in this population. Also in dispute is the normal cutoff level for testosterone 
beyond which therapy should be initiated, and whether to measure free or total testosterone. Testosterone levels decline 
with age, with the lowest level seen in men older than 70 years. This age-related decline in testosterone levels is both 
central (pituitary) and peripheral (testes) in origin. With aging, there is also a loss of circadian rhythm of testosterone 
secretion and a rise in sex hormone binding globulin (SHBG) levels. Total testosterone level is the best screening test for 
patients with suspected hypogonadism. If the total testosterone concentration is low, free testosterone levels should be 
obtained. Prostate cancer remains an absolute contraindication to androgen therapy. Testosterone replacement results in 
an improvement in muscle strength and bone mineral density. Similar effects are observed on the haematopoietic system. 
Data on cognition and lipoprotein profiles are conflicting. Androgen therapy can result in polycythemia and sleep apnoea. 
These adverse effects can be deleterious in men with compromised cardiac reserve. We recommend that elderly men with 
symptoms of hypogonadism and a total testosterone level <300 ng/dl should be started on testosterone replacement. This 
review discusses the pros and cons of testosterone replacement in hypogonadal elderly men and attempts to answer some 
of the unanswered questions. Furthermore, emphasis is made on the regular follow-up of these patients to prevent the 
development of therapy-related complications.  PMID: 10495072 

Am J Psychiatry. 1998 Oct;155(10):1310-8.
Age-associated testosterone decline in men: clinical issues for psychiatry.
Sternbach H. Department of Psychiatry, UCLA-Neuropsychiatric Institute, Los Angeles.
OBJECTIVE: The author summarizes current knowledge about the diagnosis and treatment of testosterone decline in 
healthy aging men and the associated clinical issues for psychiatry. METHOD: A MEDLINE search was conducted in which 
the search terms “male climacteric,” “male menopause,” “andropause,” “viropause,” “low-testosterone syndrome,” and 
“testosterone replacement therapy” were used. Literature published before 1966 was identified by reviewing the reference 
lists of later publications. RESULTS: Manifestations of testosterone deficiency have included depression, anxiety, irritability, 
insomnia, weakness, diminished libido, impotence, poor memory, reduced muscle and bone mass, and diminished sexual 
body hair. Although testosterone levels decline with age, there is great interindividual variability, and the connection between 
serum testosterone levels and clinical psychiatric signs and symptoms is not clear-cut, since other hormonal changes are 
implicated as well. Testosterone replacement therapy may offer hypogonadal men benefit, but long-term studies on its efficacy 
and safety are lacking. Comprehensive biopsychosocial assessment should be a routine part of the evaluation of complaints 
of low-testosterone syndrome in men. CONCLUSIONS: Testosterone decline/deficiency is not a state strictly analogous to 
female menopause and may exhibit considerable overlap with primary and other secondary psychiatric disorders.
PMID: 9766760 

Hormones & Skin Aging

Menopause. 2008 Nov-Dec;15(6):1193-4.
Changes in skin topography during hormone therapy.
Kaatz M, Elsner P, Koehler MJ. Dept of Dermatology and Allergology, Friedrich Schiller University, Jena, Germany.
Abstract: The influence of female sex hormones on skin aging has repeatedly been investigated with contradictory results. 
In our study, the skin roughness of eight women receiving hormone therapy decreased significantly by approximately 15% 
in 12 months. Our results provide new evidence of the antiaging effect of female sex hormones.          PMID: 18725866

Climacteric. 2007 Aug;10(4):320-34.
A prospective, randomized, double-blind, placebo-controlled study on the influence of a hormone replacement 
therapy on skin aging in postmenopausal women.
Sator PG, Sator MO, Schmidt JB, Nahavandi H, Radakovic S, Huber JC, Hönigsmann H. Division of Special and 
Environmental Dermatology, Dept of Dermatology, Medical University of Vienna, General Hospital, Austria.
BACKGROUND: There is mounting evidence that menopause affects some functions of the skin. Hormone replacement 
therapy (HRT) appears to limit some of the climacteric aspects of cutaneous aging. OBJECTIVE: In the light of a growing 
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interest in the endocrinological influence of skin, we performed a study evaluating the effects of HRT on skin aging in 
postmenopausal women. METHODS: Forty non-hysterectomized, postmenopausal women were included in this prospective, 
randomized, double-blind, placebo-controlled study on the influence of oral sequential treatment with a combination of 2 mg 
17beta-estradiol/10 mg dydrogesterone (Femoston) for seven 28-day cycles. Skin elasticity, skin surface lipids, skin hydration 
and skin thickness were measured by non-invasive methods, and both adverse-event profile and clinical-dermatological 
status were evaluated. RESULTS: After 7 months of HRT, skin elasticity increased significantly at the right ramus of the 
mandible, while skin hydration tended to improve significantly at the right upper arm (inner side); skin thickness improved 
significantly but skin surface lipids did not. Absolute effects did not differ significantly between HRT and placebo patients. 
A dermatological evaluation was largely consistent with measurement results. Safety and tolerability of HRT were positive. 
CONCLUSION: The results showed improvements in the parameters involved in skin aging in the HRT group as compared 
to baseline. While skin aging is no indication for systemic hormone supplementation, a positive effect on aging skin can be 
observed.  PMID: 17653959

J Cosmet Dermatol. 2006 Mar;5(1):3-8.
Skin climacteric aging and hormone replacement therapy.
Quatresooz P, Piérard-Franchimont C, Gaspard U, Piérard GE. Department of Dermatopathology, University Hospital 
of Liège, Liège, Belgium.
Abstract: A gender perspective is indispensable for a full understanding of aging. Menopause is a turning point in women’s 
lives. In addition to the effects of chronological aging, sunlight exposure, and other environmental and endogenous stimuli, 
the climacteric appears to exert some dramatic consequences on skin biology and aspect. The epidermis may become xerotic 
and exhibit altered functions. The dermis thins out and its elasticity decreases in concert with the decline in bone mass. 
The skin microcirculation is impaired. These aspects are some of the better worked-out changes of the climacteric, which 
in turn seem to be stabilized or in part reversible with hormone replacement therapy (HRT). The HRT effect on menopause 
consequences on hair growth and sebum production is less impressive. This review summarizes some important impacts of 
the climacteric on skin, and highlights the benefits of HRT that may influence cosmetic dermatology.
PMID: 17173565

Maturitas. 2001 Jul 25;39(1):43-55.
The influence of hormone replacement therapy on skin ageing: a pilot study.
Sator PG, Schmidt JB, Sator MO, Huber JC, Hönigsmann H. Department of Special and Environmental Dermatology, 
University of Vienna, General Hospital, Währinger Gürtel 18-20, 1090 Vienna, Austria.
OBJECTIVES: We studied the effect of hormonal treatment on skin ageing in menopausal women. METHODS: Twenty-four 
patients (45-68 years; mean age, 54.9 years) without hormone treatment for at least 6 months were included. Patients were 
assigned to three therapy groups: 1, oestrogen only (Estraderm TTS 50) (n=6); 2, transdermal oestrogen and progesterone 
(Estraderm TTS 50 and 0.4 mg progesterone vaginal suppository) (n=7); and 3, oral oestrogen and progesterone (2 mg 
Progynova and 0.4 mg progesterone vaginal suppository) (n=8). One group without therapy was included as a control group 
(n=3). Treatment was continued for 6 months. Three patients, one from group 2 and two from group 3, discontinued therapy 
before the study endpoint. The following skin parameters were measured at monthly intervals during treatment: skin surface 
lipids, epidermal skin hydration, skin elasticity and skin thickness. Concomitant clinical evaluation included a subjective 
clinical evaluation form, a patient questionnaire and laboratory tests for oestradiol, progesterone and follicle stimulating 
hormone. RESULTS: Mean levels of epidermal skin moisture, elasticity and skin thickness were improved at the end of 
treatment based on both subjective and objective evaluation in patients with hormone replacement therapy (HRT). Skin 
surface lipids were increased during combined HRT, which may reflect stimulatory effects of the progestagen component on 
sebaceous gland activity, while oestrogen alone has a sebum-suppressive action. In the HRT groups, the questionnaire for 
climacteric complaints demonstrated significant improvements, while laboratory tests showed increases in oestradiol and 
progesterone and decreases in FSH. CONCLUSIONS: HRT with the mentioned regimes significantly improved parameters 
of skin ageing.  PMID: 11451620
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Int J Dermatol. 1996 Sep;35(9):669-74.
Treatment of skin aging with topical estrogens.
Schmidt JB, Binder M, Demschik G, Bieglmayer C, Reiner A. Department of Dermatology, University of Vienna 
Medical School, Austria.
BACKGROUND: The coincidence of climacteric symptoms and the beginning of skin aging suggests that estrogen deficiency 
may be a common and important factor in the perimenopausal woman. Often hormones have been considered important 
in endogenous aging of the skin, but their role has not been clearly defined. Therefore, we investigated, whether topical 
treatment of the skin with estrogen could reverse some of the changes in the aging skin. MATERIAL AND METHODS: 
The effects of 0.01% estradiol and 0.3% estriol compounds were compared in 59 preclimacteric women with skim aging 
symptoms. Monthly determinations of estrodiol (E2), follicle-stimulating hormone (FSH), and prolactin (PRL) were done and 
the monthly clinical monitoring was supplemented by measurements of skin hydration by corneometry and profilometry. In 
10 patients, skin biopsies were taken for immunohistochemical determination of collagen types I and III. RESULTS: After 
treatment for 6 months, elasticity and firmness of the skin had markedly improved and the wrinkle depth and pore sizes 
had decreased by 61 to 100% in both groups. Furthermore, skin moisture had increased and the measurement of wrinkles 
using skin profilometry, revealed significant, or even highly significant, decreases of wrinkle depth in the estradiol and the 
estriol groups, respectively. On immunohistochemistry, significant increases of Type III collagen labeling were combined 
with increased numbers of collagen fibers at the end of the treatment period. As to hormone levels, only those of PRL had 
increased significantly and no systemic hormonal side effects were noted.  PMID: 8876303

Maturitas. 1994 Nov;20(1):25-30.
Treatment of skin ageing symptoms in perimenopausal females with estrogen compounds. A pilot study.
Schmidt JB, Binder M, Macheiner W, Kainz C, Gitsch G, Bieglmayer C. Department of Special and Environmental 
Dermatology, University of Vienna Medical School, Wien, Austria.
Abstract: A wide range of somatic symptoms of the perimenopausal female is due to the decrease of estrogen at that age. 
Minor attention has been paid hitherto to the involvement of estrogens in female skin ageing symptoms. In our study, the 
ageing skin of the face of perimenopausal females was treated with a 0.3% estriol cream (8 patients) or with a 0.01% 
estradiol cream (10 patients) for 6 months. Dermatologic follow-up was performed monthly. At each follow-up venous 
blood for radioimmuno assay determination of prolactin (PRL), follicle stimulating hormone (FSH) and estradiol (E2) was 
sampled. In addition, prior to and after 3 and 6 months of treatment, gynecological examinations for climacteric symptoms, 
mammary and colposcopic investigations and vaginal smears for cytology were performed. Both treatment groups showed 
improvement of the various skin ageing symptoms at the end of treatment. The effects of the group treated with topical 
estriol were slightly superior with regard to their extent and onset. No hormonal side effects were noted either clinically or 
by hormone monitoring. According to these preliminary results, local estrogen treatment appears to be a promising new 
approach for the treatment of skin ageing in perimenopausal females. However, for minimizing the risk of systemic hormonal 
side effects, concentrations and size of application field should be limited.  PMID: 7877517
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