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OV EVIEY
hhe gradualldecline in sexual function
withiage and the onset of sexual

= ymptoms are a consequence of specific
= physiological changes.

m—

~ Some of these changes are limited or
reversed by the judicious use of sex
hormones and careful attention to health
and lifestyle factors.
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Hivsielogical Changesyn) M~n

——— -

IVpopysial-pituitary axis -

Hypothalamus (Arcuate nucleus): .
1 Gonadotrophic Releasing Hormone(GnRH)

Ant. Pituitary:
1 LH, FSH, Prolactin

i Testes

i\

Leydig cells produce testosterone
Sertoli cells activate spermatogenesis




Priysioldeffes] Changes‘:
AMen

1 Jon “erection less firm; arousal may require direct
FlO ; refractory period increased; suspensory
ngthens (increasing ‘angle of dangle).

J prostatic fluid, increased stromal tissue may cause
obstructive urinary symptoms

Testes:

| size; impaired response to FSH and LH; ¢ sperm
production; | T
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{,'uncﬁon
JJ > Sperm count ~ normal,
Sr)—jrr; & otlllty, abnormal forms.
liferous tubules: degenerative
2l 's Uinhibin production.
Ieads to failure of feed-back loop
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— supp_ressmg FSH production by pituitary).
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- above suggests end organ failure
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Eysielegical Changes:

gevien

R ——
e

- Function:

Snum ber, abnormal forms
= Jtes @sterone production (despite < LH levels).

..:-'—-'

_ :.f'=hCG stimulation test show reduced Leydig cell

—

e —

~~ response.
- above suggests end organ failure
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Hiysielegical Chan esw
gVsieIegical. | d

mwMen

P]ﬂcu]t; *_r'y Function:

\m 'ci; itude of |_H secretory bursts, but
| JJ\ g (hypothalamic) GnRH restores LH
eretory response, suggesting

Jmpalrment at hypothalamic level while the
pituitary retains its function.
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Sliical . Symptoms: ‘J_’r

g@MEn . _

anl—

Symptom: of Late Onset Hypogonadism
58yl )/' ndropause:

SIS 191A0)

= ‘Ctl|e Impairment with loss of spontaneous
= ‘ﬁocturnal) erections

=_ N1ght sweats and hot flushes
- * Aching and stiff joints
* |rritability
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Hermonal Influences,on Ageing

Vpopysial-pituitaryaxis in\Women,

Hypothalamus (Arcuate nucleus):
1 Gonadotrophic Releasing Hormone (GRH)

Ant. Pituitary:
= 1 LH, FSH, Prolactin

= 5
—=
.-—_:——-ﬁ"
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| Ovary: E2, Estriole, Estrone, DHEA, T
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WoIEn:

ESUOGEN eﬂC|ency leads to
Vedines  tissue thins and length contracts
| |ubrication and slower lubrication
~ | contractions during orgasm
= FFus and cervix: smaller
- -' - I contractions during orgasm
= o d_abla and clitoris: | engorgement during arousal
K Orgasm: ! intensity and duration

e Sex drive: In part androgen>estrogen
dependent.

'I



Cliniezll S mptog Jj—
Wemen.

SAGEpendent, reversible after mMenopause:
Vesomotor: instability: night sweats, hot
iilIShes

Cielp Jtal atrophy: vaginal dryness,
“discomfort on SI

o B1adder irritability: frequency, stress
* incontinence

* Cognitive impairment, | short-term memory and

=
— e

=.=;.
=

reduced well-being



ViggodelliEle vﬂAEdrop‘ausy@H" -

HNIENaNE Women| sextiallchanges oceurwithiage that
cife agsocleigelwiis alosmonEilelsoleio)

WemEn atmenopause have | E2, + FSH/LH with loss of
meng;'r’ al'eycle (and cessation of ovulation) occurring
dSie aidiscrete event. | Libido (T dependent).

aes ffandropause have | T, + FSH/LH ! libido and |
emllty gradually over time.

= *"'—.J-
:_--_‘.

e -

=

How’significant in male hormone depletion are
confounding variables: stress, non-endocrine illness,
malnutrition, obesity and drugs/medication?
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Diagnostic Criteria of
Adiepause/LOH:

Slocrigliezll DlaQHOSIS

iBIzINEstosterone (TT) <12nmol/L (346ng/dL)
FEeTest sterone Index (TT/SHBG)(49-169%)
O_r =3

 —— -
'—'-'-"_".-.-

— Eree” _égi-osterone < 250pmol/L (72pg/mL)

i—

']

= =

“NBE Blood samples taken before 11.00am (to obtain
~ peak levels anc consistent results.
Reference ranges may vary between labs.

'I

International Society for the Study of the Aging Male (ISSAM)
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ASS0CH ted.C_@al CDW

ACLVILYISTa TUNCLION 0 gooC ealth
“)é Whlle assessing HT consider

CV L EDM and Cancer (testosterone directly or
= .g,latﬁ"- tly: may affect the progression of these
— =~;aatrﬁv?alttlons)

~ Psychological factors:

- * Previous mental health eg depression, and
present relationship



ACHIONSTOITANdrogens inr

glinical Dlsease =

HroJrara cance =

r\nrlroj- (D) receptors are widespread in the
r)roJrar'

Ale ..reductase converts T to the more stable
J'r r.

:tproduces sllght prostate enlargement and

“?:- mcreased PSA Iin hypogonadal patients.
— Douglas 1995

* [lhere was no evidence that T caused prostate
cancer during 3 year FU. Nomura 1998

* | replacement decreased PSA levels.
* E2 opposes I effects on prostate. Coffey 1987




Androgens and Sextal Euncti ‘I |
nyr)o- nada“l‘mﬂl, w

e effects:
Canigzllls
I c o (Interest and motivation) Alexander 1999
_:E ohierally:
Actlvates nitric oxide synthase which regulates

act|V|ty In cavernosal smooth muscle to promote
erection Lugg 1996

1 : Wﬂ'
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AREReEENs and Sexﬁawb
yeung yﬁﬁgrm,d’al ‘

T replace ENtINCrezses:
lIlactivities
-daydreams thoughts and desire
taneous and nocturnal erections

= 'f* = Alexander 1999
= Penlle rigidity Lugg 1996
-~ * Penile sensitivity

Orgasm and ejaculation are androgen dependent

- _— —-_
—_— J:_ i =
p——

'I I:Illlf_ﬁl.

Bhasin 1988
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r\mrl 0)0[s nsf%r-AG{liew

ystemic actions other than on sexual

Vil 'in muscle strength and mass Melton 2000
RECU -'- adipose tissue Tenover 1998
l\/ ntaln Bone Density Tenover 1998

= ey 'ct on neurones and neuro-transmitters with
= effects on verbal fluency, memory and energy

——

= Alexander
THe@®ove benefits to health and QOL, which are
unrelated to sexual function directly, none the less
benefit it indirectly.



HOFTIONE ™

INGGCRGC
AGEESS

Slood 'testéz
gOImones: fotal testosterone
SEX rlr =mone Binding Globulin (SHBG)
Fr | estosterone Index (FTI)
=l ‘Det ydrotestosterone (DHT)
f;_f_jlhydroeplandrosterone (DHEA)
_ * Oestradiol (E2)
e |[uteinising Hormone (LH)
* Follicle stimulating Hormone (FSH)

* Prolactin.



od Tests: Full Blood Count (FBC)
r Function Tests (LFTs)

5ONE e D enS|ty Dexascan

-_._*_-:*ﬁ"' sess Prostate Function: ? Family History,
~ current urinary symptoms, DRE, prostate specific
— -antlgen (PSA)

~* |fin doubt do rectal u/s.



IOJf]J *‘sugar and cardiovascular function
p e assessed

iy i‘:I



HT‘" assment™

SUIIES mgs may HMere with, T metabolism

———
—

= —— ==

. D)

r\lgon OMGLES IFCORVEISION G
BEyaig cells (I sperm production)
Amineglutethamide, Ketoconazole: inhibit
Sieroldogenesis and reduce T levels.

= C metldlne ,Spironolactone, cyproterone acetate:
aran‘drogen receptor antagonists

'-"'""-.-- -
;’-—_..

-~ & Saw Palmetto, finasteride: 5-alpha-reductase
~ inhibitors inhibit DHT production (decrease libido
and produce ED).

nages

= —
.—.—-'__._'._



FiNASSESSment J"

—_—

Prgs tnatnererewitnroriBG:

Sanglrates, anticonvulsants: Hepatic enzyme
Relctioniinereases SHBG reducing urinary
slegiancerofi I and F T, and producing symptoms
Jf =l dropause

- -—l"‘-
—'—-_,_-— '_.— -

... -'
F_— —

'-"'""-.--
;’-—_..

» Danazol lowers hepatic synthesis of SHBG and
~ displaces T from binding sites on SHBG.
Produces increased FT levels and counters
andropause symptoms.

Curruthers 2000
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Iieauing wit TestosW

T T e

S—

INgEneEral:

Stiprt-acting natural testosterone to be
r)r@'f" iied

‘f ‘herapeutic Goal of treatment is the mid-
[_ nge level of young adult male

—1

_' : YTT about 20nmol/L or SHBG/TT ratio >60)
*ISSAM

*International Society for the Study of the Aging Male



'_ .stosterone as propionate 30mg,
-_F)i' 'yIproplonate 60mg, |socaproate 60mg,

= tWo/three weeks

“« |/m testosterone undecanoate (Nebido)1000mg

every 3 months

* Cream/gel: Testosterone (Androgel); DHT
(Andractim)

* Implant: Testosterone <600mg every 3 months.
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VEtEEanalySistofmalENS RIFSHiowedtEstosterone
Zaministration is associated with greater improvement
IsExtalifiunction compared to placebo treatment in
gienwitnrsexual dysfunction and low testosterone

evels.

— —

= Jain 2000
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—— Testosterone may also favorably affect partner
- Interactions and intimacy due to an overall increase In
- sexual desire and sense of well-being, independent of

the change in erectile function.

Bhasin 2001
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DEFSE E'ctwe_iﬂ‘*hoeemgm'

iEREeal.

S— Pr—

I'he der.':" to Institute testosterone replacement
frolder men with low testosterone levels must

- be ndmduahsed and accompanied by a detailed
=-':d43cu33|on of the potential risks and benefits.’

_—-.r_..--—

-..
o
—

: _"' = Bhasin 2001
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NeEMeNE, Iherapy. -
HEEH(Human, C J‘%ﬁ.l IC Go,nc_)_t_rophin)

Zauenale for use:

Fj ’ung the bodies’ production of
== esfesterone with HCG Is physiological whereas

—
-l-l-""

-——_J‘ﬂa-feplacement of testosterone exogenously
suppresses endogenous production.



rlo mone Therapy__gj—

(Human, Chorionic Gonadotrophln)

jadication: In ‘the young old” with partial
androgen deficiency and a low FSH.

erlved human placenta has FSH-like action.
ij;StlmuIates Sertoli cells and sperm production
= ,_' Increases Testosterone and FTl

* |ncreases morning erections

* |mproves skin texture

¢ DPose: 1250iu s/c twice weekly




onmone Replacemenyﬂieram.

HEE (LiUman Chorlonlc Gonadotrophm)

20 | u enwith ADAM, aged 40-87, in a 2.5
yearstudy showed mcreased T W|th hCG
__,L, ninistration.

e

- s
, _-r_,.

#anTatlents showed increase in T by <250%, with
~ improvement to physical and mental health,
Improved memory, libido and potency. Lipid
profiles improved and bone turnover showed
Increased osteoblastic activity and decreased
urinary Ca excretion

Gomula, Kalintchenko 2002

..--
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Sectile Dysiunction

Jenmr’re

AL Fgee sistent inability to attain anad
rnu 2l an adequate erection to permit
- Sé hsfactory sexual performance’.

=l—-'-'
_ -
i— —_ —

= '. NIHCS, 1992
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Pe IBEENESIS . z

dysical factors prlmary cause In 75% 0
SEISES (heart disease, hypertension, DM, and
JerlL ation)

Psychological factors predominate in 25%
= | nger depression and relationship issues)

== == A psychological reaction of anxiety and
’:f_“_' ~ avoidant behaviour is a common reaction to
~ established ED

* | ife-style factors (stress, cigarette smoking
and obesity) also correlate with ED

Feldman, 1994
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Erece e-Dysfg nctlon.(@”'

Rrevalence | ——
IaNEREomI sample o 90 ' men:

T ral D mcreased from 5-15% between the
1140 and 70.

ne degree of ED occurred in 52%
= ,BJ\/I prevalence 15% at 30, < 55% aged 60

x -
_— —
——

———— Feldman, 1994

- | Massachusetts Male Aging Study (MMAS)

" p——
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rloples ousal
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e
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ro e restores erectile response in 40-
; ogonadal patients

Mulhall;, 2004



Coggle ned.J:I manalw

HroJ,ge ,, din;

lg) ERRYY h LOH the best treatment is currently a
HJ?S nhibitor (eg Sildenafil, Vardenafil, Tadalafil)
or_ 2F *taglandln E1 (eg Caverject)

JICE '_Testosterone



Follo p@f _@'ents-r@geiﬁﬁ—'

rF

PSA Elple _DRE at 3, 6, 9,12 months and then annually.
Jiiensrecial U/S with biopsy only if above abnormal
Sbrand hematocrit at 3, 6, 9,12 months and then

2 "Ily

_'|"-_'l

=== one density (dexascan) may be advisable 2 yearly

5{ ?"-F’Jrostate cancer Is not a total bar to later treatment with
-Téstosterone following its successful treatment.

'I

*ISSAM, 2004
*International Society for the Study of the Aging Male



pepmoneherapy (HT):
DENYUFOEPIdNEROSLEND

RaueRalerior Use

T

——
——

J__.
--'\-

rmallRange 0.95 -11.6 micromol/L (women)
2.20 -15.2micromol/L (men)

——— L vels are reduced 50% between age 25 and 55



mﬁnﬁTheery (=)
D) r-@eplagd rostemngdﬂﬁﬂsv'

El-lOf]fl SIS,

S'ELlclyfb cross-over study
AYEF40~70 years (men and women)
T 'éd: DHEA 50mg

| esults
~ *  mprove energy and well-being
* sleep and ability to handle stress

Morales, 1994



iormone Therapy (HT) e =
BEH roemmgt' ronﬂﬂEA)* |

——

Rat]onalz '-for Use

Study: 2 80 men and women

= 0k & 70+ years

"5“' Teated DHEA 50mg for 1 year
~ Results

- Women only showed:

1 libido, sexual fantasies, activity and
satisfaction

Baulieu 1999



dormone Therapy (HT)
DENY roeﬁa‘ﬁﬁmsfron

—

EA)

——

INEzaument
RECOMIME nded dose:
M—» Oral 90-100mg

| 5/l 25mg (women)
omen oral 10-25mg
: :'- s/l 5-15mg

Side-effects: Changes to pattern of hair growth.
NB: monitor levels of testosterone and IGF-1



1era py'ﬁwwr
“fie,"“ |

HOrrr ONE

——

SecIo-economic status: Higher status
— dSs( Clated greater use.

o AC ge Early menopause

—-.r_..-w—

. Type Surgery associated HT 3 times more
often




E2
LH, FSH,

== TT, SHBG, FTI
= DHEA(S)
= TSH

Lipids, LFT’s



rlorreienls

PESHOEUENS

, « R .
ierapy (HT) for WWomenk
———
VJ]n]mi' N dose to maintain bone density:

Cogijt gated equine oestrogens 0.625 mg
-marln)
: == estrogen sulphate 1.5mg (Harmogen)
"'i; = Oestradlol 1713 as:
= - Oral (Progynova, Climaval) 1-2mg
- Transdermal (Progynova TS) 0.05mg

- Implant 6 monthly 50mg
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PESIGUENS

= Premenstrual Tension’
: b Depressmn



gnoreENNderapy  (Hir) for Women:
rlornnle I py( ) F\Veme

gESfegens .

— -

ERdemetriall Cancer:

nioppesed oestrogens increase the risk;
r)ror SSierone protects against it:

SSequential combined (Cyclical) therapy:
=— F ﬂgesterone IS given for 12 days per month and is

"'-..-.-—_..—-

= f—fﬁﬂbwed by withdrawal bleeding

_' . Qontlnuous combined therapy: Progesterone is given
- continuously; there may be spotting/unpredictable
bleeds (resolves in < 9 months); usually only given
1yr after menopause



rlofsalenis _rapy (j—IT) for _ en:
PESII og—- 5

a | : /)

=
ala —

N aYala
aYaY-

BYaastiCancer Risk (Prevalence per 10,000 women):

NBROEsStrogens/oestrogens or HT for less than 2 years
5 49 IC 000 women

2 foig “5lyears is 47
e FﬁDl’ 10 years is 52
'JEZ for 15 years is 57

- The risk of breast cancer continues into the 7th decade
and later. Continue doing mammograms late.

Increased risk if FH of breast cancer. Check genetic
status.



HOIeNE IErapy. (-HTW
Proges ens —E..

VMimmomjdose fory endometrial protection:
-or 1 ,a_ys per month:

Norgestrel (Neogest)  0.15mg

J\Jg. ethisterone (Micronor)  1mg

e eﬂroxyprogesterone (Provera)# 10mg
="’ - Dydrogesterone (Duphaston 10mg

- » Micronised progesterone 200mg

il - —
—
—'—' = —

= ".
i
—

# For continuous therapy dose of Medroxyprogesterone
IS 2.5mg



rlorerionEl %@T)
RiEksie-evaluated:; HERS study,

VIEARrEge 67 yearns
Fligjs) clesisi g il

=3

Siiowediwomen with established IHD on high dose HT
Willioerat - high risk of thrombotic event in the first year .

= Ji_;\ :menopausal women should not be put on HT to
~  —reduce CV risk.

5—“’ =’=F5reV|ous thrombo-embolic disease contraindicates HT




rlogldgls gé’ (HT)W@\-
RISKEN -evaluat

r\figr 2ars of combined HT (Oestrogen and
PIOUES en) for every 10,000 women there will be:

’f

I Dé- -Veln Thrombosis: 4 extra cases in women
Q\/\—\rw:a 10)

e — varlan cancer: 4 extra cases

_,_-_'_._

—n *,Strokes 1 extra case aged 50-59 years

T
F" -

— === 4 extra cases for women 60+ years
— Eﬁ Breast cancer: 2-6 extra cases

Wisdom; Women's Health Initiative; The Million WWomen
Study, Oxford Univesity



HORNeRE I he rar _(J:IDW

RIsksSire-evaluated ™

WEL plegk rL'—_ randomised arm:

"'r-|

Traziipea] ; Jth Calcium, Vitamin D and a low fat diet
clich s {5: educe the incidence of:

e
—
i e
r ——
i
T——

T

i
— -
— —

.'l-—‘-'" =

steoporOS|s
-s:‘ Ca breast, colon/rectum,

—— CVD

=
ey,
_o—

_—



r] C C (,H T,)
SIIfIBNE ug{:ﬁz W

SISKS | —eval ated

Non—r*r‘ 'ventional HT

\/\/w bio- |dent|cal hormones (in doses that
ppr atain physiological hormone levels) the risk
gls for breast and uterine cancer and DVT
‘found with conventional forms of HT are not

= appllcable

_o—-.
—



Hypré |

: ~. : i
___e_l)fual D§S|r9‘|3$r_f‘ig;. I
- _

Defirlitiens
lr) pa]rf__‘g of' sexual interest, thoughts and
IEIIESIES, and a lack of responsive desire;
El\/}QE ation to becoming sexually aroused is

_'_.-'—'_ -r—'_-

-~ f€ Uced

,_r:..___.

-LaCk of Interest (in sex) is greater than that
- accounted for by ageing alone or the
lengthening of a relationship.

Basson 2004



rder

Miveeactive . Sexual D
r]/r)J. | ! IiDe

— =
— RS

IEsymptom of low sexual desire is
siliyiardisorder when an individual feels
I zo e distressful.

E e Ccnsequent effects on a relationship
may also motivate requests for
treatment.

Dennerstein, 2006



Syppactive Sexual Desire Disor '
. - - -

Preval—\r Ccras
AYE ZOJ 16% 7% "]; 29% [16% ] with
JllrJch ‘menopause.

SAGeE 56 -70 42% [9%1; 46% [12% ] with

*&rglcal menopause.
"fe Surgery increases prevalence of distressed HSD

* Indicates distress

Dennerstein, 2006



Hypoactive Sexual Desire Disorder

—_—

Blologjiezllziglel=sYe

Bipjogicall
genitral (limbic system and rhinencephalon);
==Vlediated by neurochemicals: dopamine (arousal)

e ——

= and endoerphins (satisfaction);

-
= -_1--II"=_..__.

~ E2 and androgen dependent.

e Peripheral (cavernosal bodies, introitus)

Androgen and E2 dependent. Androgens
guantitatively predominate
Dennerstein 2005



pypoeactversexual Desire Disorder .

ACHEIeEY, -

-_—

Pyycnioladiesihicigio:
J\/lo'r]vil'

rgz 1on reproductlon Intimacy,
mental sex Ie other benefits.

o —

REC
I], 5

g —
- =
+ ———

: "‘T —
f —

_Corgnltlve

“Relational factors (the nature of the
relationship), beliefs, contextual factors.

—
=
_r.'

I"'"

'||||J'=|'

Dennerstein 2005



= ypr detversexual besine Disorder

Estesterone. therapy.. .
; pY_

T

o —

ENEOEENOUSHESIOSIENO) eanadlsexiz
ilgetienimay not correlate due complex
clgijoleelA

eliegen therapy (<24 weeks) plus E2 and
— Rfe gesterone improve sexual function in

postmenopausal women (particularly
,surglcally menopausal women).

~* | therapy may protect against Ca Breast

* Adverse effects on lipids (>HDL) are
associated with oral methyltestosterone

—

'Il||




NOERNONE Therapy: (M
Afitliogens for'Wﬁmen

'meJ for Treatment

55_‘_";, 50% from:the adrenal gland

~* Post-menopausal women produce about 150 pg/day from
the adrenal gland.

Despite treatment with E2 many postmenopausal women
continue to have | libido, frequency of S| and sexual
satisfaction.



Shmone herapy (I-I‘?’

AEHOOENS fOI"W@

'rJ]sior]Qr- Perspective

I‘J" 5 hore noted the clinical benefit that ‘libido and
SEXUE ~response were definitely greater than that

== _;9 perienced with estradiol alone’” and postulated that

- al éﬁigens acted on the CNS and ‘at the peripheral genital

_ level”.

_ * 1941 Salmon and Geist described combined E2 and T
therapy resulted ‘in heightened sexual desire, easier
attainmnet of orgasm, and heightened satisfaction during

intercourse’.

5_-;__



OIINONE herapy’ (Iﬂ")‘}:;—

ATGHGIENS forW@men

hWistorical Perspective

| fie North American Menopause Society

ff
e sted ‘we may treat (androgen insufficiency) if other
se S oft Hypoactive Sexual Desire Disorders are ruled out

= #2006 Endocrine Society Clinical Guidelines recommended
‘against making a diagnosis of androgen insufficiency and
treatment of women at present’ in the absence of sufficient
normative, clinical and long term safety data.
Traish, Commentary, Journal of Sexual Medicine, 2007;4:1223-1235
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*testosterone

fl orrnr} =
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I| @) RS
lQ

‘f-atlgue
- | Libido
I Interest and blunted motivation

Princetown Consensus Statement on Female Androgen Insufficiency 2002



Ferr - e‘fA-Hd_@'eh Inmﬁiﬁﬁw

way
SOAVOIMEN (0ophorectomised) with
mpaired sexual function, age 31-56

I/l testosterone: 150-300 ug/day for
- 4 Weeks

*ﬁésults

- Low dose: increase in sexual thoughts,
desires and activities.

* High dose: also improvement in mood
and well-being

Shifren 2006, Davis 2006



AVersion Disorders D

= —

disgustattne thougnt or sexua

IC (neurovegetative), involuntary phobic symptoms
[of

\\/J a_nt voluntary with predominantly psychological factors]

C
Cog olex causality: incest, rape, may lead to panic attacks,
-;n_-:fé TiSD;, assd anxiety disorders

—= 46rer wemen may have SAD consequent to cultural
-~ expectations, body image, and physical health concerns
“about self or partner

~ *Stress causes secondary | androgens, estrogen
*Co-morbid HSSD

Whipple, A Graziottin 2006



=emale Sexual Arousal DIS

~ “(FSAD
Dafirition)

WECUCEC O absent experience of sexual arousal
siljEctVErand/or genital sensation) from any type of sexual
siimolauoen. Hence Subjective, Genital and Combined
|sorder

[
[N

OUSEll

e

,'11\5

-

= ---;;f%)j;:m

e i
___...—_. o .=

e arousal correlates poorly with genital congestion
= Basson 2004
"':—f?:" °Prévalence Increases with age over 50. Dunn 1998

= °Ae’f|ology Arousal requires intact vascular and nerve supply and
- hormonal milieu: associated conditions include | E2, DXR, urinary tract
infection, pain, psychosocial factors

Whipple, A Graziottin 2006

NB Persistent sexual arousal disorder (PSAD) is a separate diagnostic
category
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BRENGICERPOPUIaLeH a reView! ol general nealtih' s
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r]Oﬁ ones and chemical aids to arousal are only

_=_:_, _aﬁ—of a complex social/biological system
— =We should consider:

- * Life style factors: nutrition, exercise, ‘stress’

* [he relationship: communication skills,
iIntimacy and autonomy.

e Cultural and socio-economic factors
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INeImEn the predictors ofi sexual well-being
Elate;more to relationship factors and
mental health than hormonal influences

Iismen hormonal decline has effects on arousal
= centrally (brain stem) and peripherall
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= (vascular and smooth muscle) as WeI?/as
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— relationship factors
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Sex and Aging. J Bancroft; New Eng J of Med 2007;35:820-822
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