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Natural Progesterone
Kuntz, Rachel 

What is progesterone?

* Progesterone (proe-JES-ter-one) is one of several sex hormones made by the human body. Other sex hormones produced by the body include estrogen, estradiol, estriol, and testosterone.

* In women, progesterone is produced by the ovaries. Progesterone helps to regulate the menstrual cycle and is necessary to sustain a pregnancy.

* An increase in progesterone level leads to a build-up in the lining of the endometrium, the inner part of the uterus, preparing the uterus for implantation of a fertilized egg. The progesterone level decreases when fertilization does not occur, leading to shedding of the uterine lining as menstruation.

* An increase in progesterone level also is responsible for signaling the mammary glands to produce milk.

* Progesterone is produced naturally in the body. There are several synthetic forms of progesterone, called progestins, which are manufactured and are not found naturally in the human body. Progestins are the type of progesterone found in most commercially available hormone replacement products and birth control pills.

Why do we need to supplement the body's natural production of progesterone?

* As women enter menopause, their levels of progesterone and other sex hormones decrease. This often leads to unwanted symptoms such as hot flashes, vaginal dryness, breast tenderness, low libido, depression, anxiety, food cravings, insomnia, cramps, emotional swings, weight gain, and bloating. Because of these effects, some women choose to supplement their levels of sex hormones by taking hormone replacement therapy.

* The decision to begin hormone replacement therapy should be made after careful discussion with your doctor and pharmacist. There are both benefits and risks to taking hormone replacement therapy that should be weighed before you begin a hormone replacement regimen. Each woman is different, and the right decision for one woman may not be the right decision for another.

What is progesterone's role in hormone replacement therapy?

* Aids in the function of thyroid hormone

* Helps maintain sex drive

* Improves mood

* May help relieve hot flashes

* Protects against and helps reverse osteoporosis

* Protects against breast cancer and endometrial cancer

Who should avoid taking progesterone?

* If you have any of these conditions, you should not take progesterone without discussing it with your doctor and pharmacist:

* Allergy to progesterone

* Arterial disease (or high risk for arterial disease)

* Liver disease

* Major depression

* Pregnancy (although some women with low natural levels of progesterone may be given progesterone during pregnancy)

* Vaginal bleeding of unknown cause

* Women who have any of the following diseases may experience fluid retention from progesterone:

* Asthma

* Cardiovascular disease

* Diabetes mellitus

* Epilepsy

* Kidney dysfunction

* Migraines

What are the available dosage forms of progesterone?

* Injection

* Oral capsules, tablets, or liquid

* Topical cream or gel

* If you are using topical progesterone, avoid skin-to-skin contact with others for at least 30 minutes.

* Troches (lozenges that melt under the tongue)

* Vaginal suppository'

How is progesterone different from the progestins?

* Unlike progesterone, which is made by the body, progestins are commercially prepared chemicals that are not identical to those made naturally by the body.

* Because of this, side effects of progesterone and progestins differ in type and severity.

* Progestins

* Synthetic progestins increase the level of low-density lipoprotein (LDL), or "bad," cholesterol, and decrease the level of high-density lipoprotein (HDL), or "good," cholesterol-and thus can increase a woman's risk of developing atherosclerosis (hardening of the arteries).

* Other side effects of synthetic progestins include abdominal bloating, breast discomfort, headache, depression, weight gain, and acne.

* Progesterone

* Progesterone is unlikely to increase blood cholesterol levels and is better than progestins at preventing menopause-related changes in cholesterol levels.

* Progesterone is less likely to cause breast tenderness, fluid retention, headache, and liver disease than progestins.

* The only significant side effect associated with progesterone is drowsiness.

* Recent clinical trials suggest that progestins may have a detrimental effect on your health, increasing your risk of cardiovascular disease and dementia. While most of these studies have not investigated progesterone, those that have involved progesterone indicate that progesterone may not have the same detrimental effects as progestins.

How do the large clinical trials on hormone replacement therapy apply to progesterone?

* Most clinical trials have studied progestins, not progesterone.

* The Postmenopausal Estrogen/Progestin Interventions (PEPI) trial, whose results were published in 1995, studied women taking estrogen alone, estrogen plus progesterone, or estrogen plus a progestin. The researchers determined that women taking estrogen alone had better cholesterol levels than when they began taking the estrogen. Those who took estrogen and progesterone had about the same positive effect on cholesterol. Estrogen and a progestin did not have as much of a cholesterol-lowering effect as estrogen and progesterone, suggesting that progestins may have an adverse effect on cardiovascular health.

* The Women's Health Initiative (WHI) trial is a large-scale study involving thousands of women on hormone replacement therapy. InJuIy of 2002, one part of this trial was ended early by the researchers because they found that women taking the study hormones had significantly higher risks of several undesirable conditions than women taking placebo (sugar pill). The hormone combination being investigated in this part of the study included conjugated estrogens and progestin. Neither conjugated estrogens nor progestins are found naturally in a woman's body, but they are the active ingredients in several commercial hormone products. The women taking hormones in this part of the study had higher risks of stroke, heart attack, dementia, and breast cancer that was difficult to detect by mammography.

* It is important to remember that progesterone was not involved in the WHI trial, so we cannot say that these increased risks would also apply to women taking progesterone.

What can compounding pharmacists provide for hormone replacement therapy?

* Compounding pharmacists use natural progesterone to formulate bioidentical hormone replacement therapy (BHRT). BHRT offers a safer, more natural alternative to synthetic progestins.

* Only one commercial preparation (Prometrium) contains natural progesterone, and it is available only as capsules in two doses. Women who require a different dosage form or strength can benefit from the expertise of a compounding pharmacist.

* BHRT is available in many dosage forms to suit your preferences. Compounding pharmacists work with your physician to individualize treatment to your needs.

* Women who cannot tolerate oral progesterone, for example, may benefit from a topical preparation or a vaginal suppository.

The International Journal of Pharmaceutical Compounding wishes to acknowledge Rachael Kinitz, PhannD, as the author of this handout.

Copyright International Journal of Pharmaceutical Compounding Jul/Aug 2005
Provided by ProQuest Information and Learning Company. All rights Reserved

American Family Physician > Jan 15, 2000 > Article 

Progesterone Cream for Vasomotor Symptoms of Menopause
Anne D. Walling 

There is increased interest in the use of a progesterone cream derived from plant sources as an alternative to conventional hormone replacement therapy in menopausal women. Leonetti and colleagues conducted a randomized, double-blind, placebo-controlled trial to assess the effectiveness of transdermal progesterone cream in relieving menopausal vasomotor symptoms and preventing bone loss.

The 102 postmenopausal women recruited for the one-year study were within five years of menopause, had not used hormonal products in the preceding year and had serum follicle-stimulating hormone (FSH) levels that indicated menopause. Assessment at the beginning of the study included history and physical examination, administration of a questionnaire for depression, measurement of bone mineral density of the lumbar spine and hip, and laboratory tests for cholesterol, low- and high-density lipoprotein, triglyceride and thyroid-stimulating hormone levels, as well as serum chemistry values. A lipid profile was obtained again at four months, and bone mineral density measurement, the complete battery of laboratory tests and depression screening were repeated at the end of the study. Each participant kept a symptom diary of the number of hot flashes.

Progesterone cream was given in a dosage of one quarter teaspoon daily (20 mg). The cream was massaged into the arms, breasts or thighs, and application sites were rotated on a regular basis. Compliance was checked by the amount of cream remaining at each clinic visit.

Forty-three women in the progesterone group and 47 in the placebo group completed the study. At the beginning of the study, vasomotor symptoms were reported by 30 of the women in the progesterone group and by 26 of the women in the placebo group. In the treatment group, 25 (83 percent) of the 30 women noted improvement or resolution of vasomotor symptoms. Conversely, only five (19 percent) of the 26 women in the placebo group reported improvement in vasomotor symptoms. Maximal improvement occurred during the first month of progesterone treatment. An increase in vasomotor symptoms was not reported by any of the women in the study.

Changes in the bone mineral density of the lumbar spine, femoral neck and total hip were similar in both groups. A small, insignificant decrease in the mean bone mineral density was noted in both groups. Lipid profiles were unaffected by progesterone therapy. Eight women in the progesterone group reported vaginal spotting, which resolved within two days.

The authors conclude that transdermal progesterone cream provides relief of menopausal vasomotor symptoms. While the study did not demonstrate an increase in bone mineral density, the authors note that the duration of treatment in their study and the progesterone dosage might have been a factor in the failure to show that progesterone cream prevents bone loss in postmenopausal women.

Leonetti HB, et al. Transdermal progesterone cream for vasomotor symptoms and postmenopausal bone loss. Obstet Gynecol August 1999;94:225-8.

editor's note: Considering that a significant number of women now entering menopause have contraindications to estrogen replacement therapy or are unwilling to use it, progesterone may offer a means of symptom relief in women who cannot and will not take estrogen. The plant origin of the progesterone cream described in this study may have an appeal to some women, and use of a skin cream may be more acceptable to some women than tablets or depot injections. Women who use progesterone cream for menopausal symptoms must be made aware that the evidence of effects on bone mineral density and cardiovascular risk is contradictory. Not all hormone replacement therapies are equivalent, but many patients seem to believe that a regimen that relieves vasomotor symptoms also confers protection against cardiovascular disease and osteoporosis.-a.d.w.
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Topical progesterone cream has antiproliferative effect on estrogen-stimulated endometrium - Abstracts: recently published abstracts - 
Objective: Transdermal progesterone cream (PC) has become a popular alternative to hormone replacement therapy despite the lack of control trials. We designed a study to determine the effect of topical PC on the estrogen-stimulated endometrium of post-menopausal women. Method: Healthy postmenopausal women underwent an initial EMB after 14 days of oral estrogens only (0.625 mg conjugated equine estrogen [CEE]). Subjects then were randomized to 4 weeks of daily CEE with twice-daily application of vaginal or topical PC in various concentrations (placebo, 1.5%, 4%). A final EMB was performed after the 4 weeks of CEE and PC treatment. The EMBs were scored as to the degree of proliferation (EPS). The pretreatment and posttreatment EPS then were compared by ANOVA of ranks. Results: Fifty-eight women finished the study. The average age was 55.2 years, body mass index (BMI) was 26.7 kg/m(2), and years since menopause was 6.2. All routes and concentrations of PC resulted in significant decrease in EPS from pretreatment and posttreatment EMB (P <0.05). Both topical and vaginal placebo groups showed no difference in their EPS pretreatment and posttreatment EMB. Aversion to the application of PC was 35% in the vaginal group versus 0% in the topical group. Conclusion: Topical and vaginal application of progesterone cream appears to have an antiproliferative effect on the endometrium. Patients preferred the topical application of progesterone cream

Anasti JN, Leonetti HB, Wilson KJ. Obstet Gynecol 2001;97:S10.
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FDA Requires Warning Labels on Some Synthetic HRT Products; Women Turn to Natural Progesterone Cream As Warnings Increase About Use of Synthetic Hormone Replacement
Business Editors & Health/Medical Writers

PORTLAND, Ore.--(BUSINESS WIRE)--Jan. 15, 2003

An estimated one million women discarded their synthetic hormone replacement therapy (HRT) prescription drugs after "The Women's Health Initiative Study" that was released in July reported that the tiny pills could increase the risk of breast cancer, heart attacks and blood clots.

"Many of those who have been frightened by the WHI study are turning to natural products, like natural progesterone cream," said Lisa Dolezal, director of marketing, for Emerita(R) products, whose Pro-Gest(R) is the best selling natural progesterone cream in the nation.

Even though natural progesterone cream has been on the market for 25 years and has been tested and studied, it still is not widely known, Dolezal said. However, Pro-Gest and similar products have gained in stature since Dr. Christiane Northrup, a widely acknowledged menopause guru, recommended natural progesterone cream in her books and on The Oprah Winfrey Show, causing sales of Pro-Gest to skyrocket.

"Natural progesterone cream is widely known among health care providers who practice integrative medicine. Physicians are finding that more and more of their patients are asking about options to synthetic HRT," Dolezal reported.

Dr. Jane L. Murray, director and practicing physician at the Sastun Center of Integrative Health in Overland Park, Kans., agreed. She said her patients are coming in clutching two print media articles--one about the dangers of synthetic hormones and the other about natural options.

Murray said women patients, the media and even some physicians are confused about hormones in general. The most widely distributed mistake is when references are made to "progesterone" in combination with synthetic estrogen. The combination of hormones studied by the WHI was estrogen and progestin, not progesterone. "Progesterone and progestin are often used interchangeably and inaccurately in the media," Dr. Murray noted.

The key to understanding what therapy will help a woman with perimenopausal or menopausal symptoms is to know the difference between the key hormones.

Progesterone: This is the female hormone that is produced naturally in the body and is identical to what a woman produces. Progesterone, which is manufactured in the United States by Emerita and others, is bio-identical or human-identical, which means it replaces what's naturally in a woman's body.

Progestin: This is a synthetic hormone produced to mimic progesterone, but it is not identical to the hormone produced in a woman's body. Progestin and estrogen (often made from pregnant mare's urine) in combination, are what the Women's Health Initiative found to be potentially harmful to a woman's health.

Dr. Murray said even though there is a great body of research showing the efficacy, safety and benefits of natural progesterone, synthetic estrogen-progestin has been widely prescribed because of the success of its combination in birth control pills. Once birth control pills were widely used, doctors began writing more estrogen-progestin HRT prescriptions.

"Women should be advised on a case-by-case basis," Dr. Murray said. "There is no `one size fits all' when it comes to hormone replacement therapy."

Dolezal said Emerita has been providing natural options for women for 25 years and was the leader in developing natural progesterone cream, as well as an entire suite of products for women in midlife. Emerita's Natural Lubricant would fall in line with recommendations by The Food and Drug Administration which advised women to consider topical vaginal products for vaginal dryness and irritation.
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Bioidentical hormone replacement: our expert answers your questions
Baylor Rice 

1. What is BHRT?

BHRT stands for bioidentical hormone replacement therapy (also known as natural hormone replacement). The hormones are derived from yams and/or soy. Once they are extracted from their natural source, the hormones are refined so that they're identical to the human hormone molecule. BHRT fits the body's receptor like a key in a lock. Additionally, our bodies contain the right enzymes to break down and metabolize the hormones properly and efficiently. The idea of BHRT is to maintain proper hormone balance. Although 75 percent of our customers use BHRT for menopausal symptoms, we also compound hormones to help teens with acne, women with PMS and couples struggling with infertility.

2. What is the difference between BHRT and synthetic HRT?

HRT stands for hormone replacement therapy. It differs from BHRT in the type of hormone(s) used. Any type of hormone may be prescribed in HRT. Most commonly, doctors use hormones extracted from the urine of pregnant horses or hormones assembled in a laboratory. Neither is identical to the human hormone molecule. Improper ratios and different chemical structures account for treatment failures and a multitude of side effects.

3. What is the difference between over-the-counter (OTC) herbal products and BHRT?

OTC products are plant estrogens. They're not identical to the human hormone molecule. These products (soy, black cohosh, dong quai, red clover, etc.) are aimed at symptom control for the perimenopausal patient.

4. Will I gain weight once I start taking bioidentical hormones?

Women going through menopause gain an average of 10 pounds. Women on synthetic hormones typically gain 20 or more pounds. Women on BHRT typically gain less than 10 pounds.

5. Will I get my period again once I begin BHRT?

Once a woman has gone for 12 or more months without a period, generally her period will not return.

With perimenopausal patients, we cycle their medication, which helps periods fluctuating anywhere from every 2 weeks to 4 months become more regular. The periods will get lighter and eventually taper off as the patient gets older. Our pharmacy's Cycle Pak therapy, for example, allows a woman's period to stop on its own, without forcing or suppressing the cycle. This allows patients to age naturally while optimizing their health potential.

6. Will BHRT help my sex drive?

Many factors affect the sex drive during the aging process. Keeping the hormones (estrogen, progesterone and testosterone) in balance and at optimal levels plays an important role in maintaining a healthy sex drive.

Natural testosterone replacement therapy works well for both women and men. The most common form is a topical cream. At our pharmacy, we also make certain that our patients' adrenal and thyroid glands are functioning properly. Many symptoms of low adrenal and/or low thyroid function are similar to those of low testosterone, so it's important to ascertain the true cause of the problem.

7. How soon should I be able to tell a difference after I begin BHRT?

Although we have many patients who call after only 1-2 weeks and say, "I haven't felt this good in 10 years," we stress that it takes time to adjust hormone levels. During the first 30 days, the levels start to build, and we see mild alleviation of symptoms.

During the next 30 days, the hormones really start to kick in, and we see quite a difference. By 90 days, we have a good idea of where a patient's hormone levels and symptoms are. Then, we typically have a follow-up consultation, and we reevaluate lab results and patient symptoms.

8. Can I get BHRT anywhere?

No. Bioidentical hormone replacement therapy has to be compounded. Although all pharmacies may compound, not all of them do.

9. Do I need a prescription?

Yes, a prescription is needed for us to compound BHRT for a patient.

10. Will my insurance cover the prescription?

Most insurance companies do pay for BHRT.

11. What is compounding?

The definition of compounding is "the mixing of two or more ingredients to form a final product." When we compound prescriptions, we mix ingredients specific to each patient's needs. With regard to BHRT, the final product might be capsules, troches, creams, gels, sublingual drops, injections, tablet triturates, lollipops, suppositories or oral suspensions.

12. Do I need to have lab tests? Which ones?

Yes, we recommend having either a blood test or a saliva test. Women need to get results for total estrogen, progesterone, testosterone, sex hormone binding globulin and DHEA-S. Men need total testosterone, estradiol, PSA, DHEAS and prolactin. We recommend follow-up lab tests during the third month of therapy and then a follow-up consultation. At this point, if necessary, we may recommend a thyroid panel (Free T3, Free T4, Total T4, TSH and reverse T3) to evaluate thyroid function. You may need a saliva cortisol test to evaluate the adrenal glands. Lab tests help monitor therapy progress and response. It's not just individual hormone levels, but the balance of all the hormones and glands that helps us achieve optimal health and aging for patients.

13. Which doctors prescribe bioidentical hormones?

Most physicians may prescribe bioidentical hormone replacement therapy. For example, we work with primary care physicians, family practitioners, nurse practitioners, general practitioners, internists, OB/GYNs and endocrinologists.

14. How much does it cost?

A 30-day supply of a typical estrogen and progesterone combination costs about $50.

15. How long do I need to take it?

Indefinitely. By maintaining proper hormone levels and balance, your quality of life should improve. In addition, you increase your protection against cardiovascular disease, osteoporosis, Alzheimer's disease, dementia and colon cancer.

16. What other supplements should I take with the BHRT?

We recommend a high-quality, high-potency multivitamin/multi-mineral, omega-3 fatty acids, proper antioxidant support, and a correct balance of calcium, magnesium and vitamin D, along with other bone-supporting nutrients.

17. Will BHRT help with my hair loss?

Proper endocrine balance will help with hair, skin and nails. This includes not only estrogen/progesterone/testosterone balance, but also proper thyroid and adrenal balance. We compound various strengths and combinations of thyroid hormone.

18. What about the thyroid?

Every day we have patients tell us that, after reading books and doing research, they went to their doctor because they thought they had a thyroid problem. Then they learn that their lab tests were normal. This happens to at least 10 percent of our patients. The problem is that their thyroid is not functioning at optimal health. They still experience hair loss, fatigue, weight gain and other symptoms. BHRT can produce optimal levels that still fall within the wide range of normal values.
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Using natural hormones to treat estrogen, progesterone, and testosterone deficiency
Jacob Teitelbaum 

Many people going through midlife develop fatigue, low libido, or depression. This includes men and women alike. Experience has shown that if the estrogen level in females or testosterone level in males or females is low, a trial replacement of these hormones can bring about dramatic improvement and is therefore worth considering. An underactive adrenal gland can aggravate testosterone deficiency. Although the ovaries make most of a woman's estrogen and the testicles make most of a man's testosterone, the adrenals make significant amounts of both.

[ILLUSTRATION OMITTED]

Unfortunately, the large amount of media coverage given to problems caused by Premarin has resulted in many people stopping all hormonal support.

As most of you are aware, Premarin contains a form of the hormone that comes from pregnant horse urine. Most complementary physicians have not used Premarin for over a decade. Fortunately, natural options other than Premarin are available.

Low Estrogen and Progesterone

Although not likely to be a problem with men, deficiencies of estrogen and/or progesterone can be major problems in women with CFIDS/FMS. In a wonderful book by Dr. Elizabeth Lee Vliet, Screaming To Be Heard: Hormonal Connections Women Suspect ... and Doctors Ignore (M. Evans and Company, 2000), the role of estrogen deficiency in causing fatigue, brain fog, disordered sleep, fibromyalgia, poor libido, PMS, low levels of serotonin and other neurotransmitters, interstitial cystitis, as well as other problems is reviewed in detail. She notes, appropriately, that the perimenopausal period has a gradual onset, and symptoms of estrogen deficiency can occur 5-12 years before the patients' blood tests and periods become abnormal. As noted previously, hypothalamic dysfunction can cause estrogen deficiency as well.

By checking blood levels and noting if symptoms are cyclic through the month (that is, worse during ovulation, and especially worse the week before the patient's period), one can tell if a trial of natural estrogen supplementation is warranted. For example, panic attacks, migraines, and palpitations that occur for one to two days around ovulation or around the period often are triggered by dropping estrogen levels. The key questions to ask the patient however are:

* Are your CFS/fibromyalgia symptoms worse the week before your period?

* Do you have decreased vaginal lubrication?

It can be helpful to have the patient keep a symptom log relative to their periods.

Part of the difficulty in checking estradiol (the most active form of estrogen) and progesterone levels is that the normal range fluctuates widely during the patients' cycle. Dr. Vliet feels that at menopause, estradiol levels should be kept over 100 picograms per milliliter (pg/mL) of blood, and that symptoms are likely if levels are under 50 pg/ml (normal peak levels are over 200 pg/ml at ovulation). If levels of follicle-stimulating hormone (FSH) or luteinizing hormone (LH), two other hormones involved in regulating the menstrual cycle, are high or low normal and/or the patients' symptoms cycle with their periods, a trial of estrogen is helpful.

Treating Low Estrogen and Progesterone

In my experience, and that of Dr. Vliet, many of the symptoms noted above can improve dramatically with estrogen replacement. Dr. Vliet notes that 17-beta-estradiol is the major active form of estrogen naturally found in the human female. For menopausal women, this can be found in Estrace tablets or Climara or Estraderm patches. Many physicians prefer natural biestrogen from a compounding pharmacy. This contains estradiol plus estriol, a weaker form of estrogen that is much higher when the patient is pregnant. I prefer using this form as excellent work by Dr. Jonathan Wright, as well as a number of other studies, suggests that higher levels of estriol are actually protective against breast cancer. For example, the younger a woman is when she first gets pregnant and the more time she spends being pregnant, the lower her risk of breast cancer.

Unless a woman has had a hysterectomy, if they take supplemental estrogen, they must also take progesterone to prevent uterine cancer. I prefer natural progesterone--for example, 200 milligrams of Prometrium a day for the first ten days of each month, or 100 milligrams every day. Taking both estrogen and progesterone every day will often result in the patients' periods ceasing after six to nine months, and most women over 48 or so prefer this approach. Many compounding pharmacists are happy to help you and the patient adjust treatment based on the patient's symptoms to determine the optimum dosing and timing--at no charge. Below are the treatment recommendations from the treatment checklist that I give patients.

For those of you who are adequately trained in using these hormones, but are not yet allowed to prescribe in some states, I have also noted how one can get similar hormones for patients without a prescription.

Natural Estrogen (Rx)- _____ take Estrace (estradiol) 1 mg, 1 to 2 times

a day, OR _____ put a Climara .05 to .1 mg patch on each Sunday, OR take

a Biestrogen 2-1/2mg 1 to 2 times a day. If you have not had a

hysterectomy, you must be on progesterone with the estrogen to prevent

uterine cancer. If you are on the patch and it seems to stop working the

last 1 to 2 days of the week, you can change the patch every 5 days.

Use the Estrogen _____ every day; _____ day 1 through 25 of your cycle

(day 1 of your period is day 1 of your cycle). It is normal for your

periods to be irregular for 3 to 4 months. If your symptoms (including

migraines and anxiety) worsen for the week you are off the Estrogen, we

can add a Climara .025 mg patch for that week. If they worsen a few

hours before you take the Estrogen by mouth, divide the dose up through

the day (e.g., 1/2 tablet--4 times a day vs. 2 tablets each morning).

or

Natural Non-Prescription Estrogen/Progesterone (from 800-743-2256);

____ Phyto B--8 pellets a day (=21/2 mg Triest + 50 mg progesterone);

____ Osta B3--8 pellets a day (= 2mg Estradiol + 50mg Progesterone) OR;

____ Osta Derm Cream 1/2 teaspoon a day (= 2mg Triest + 66mg

Progesterone).

Natural Progesterone (Rx)--(Prometrium--available in most pharmacies)--

100 mg daily if over 48 years old OR 200 mg a day for the 16th to 25th

day of your cycle if under 48 years old. Take it at night. Available

without prescription from (800) 743-2256 as _____ Progerol Cream

(66mg/1/2 teaspoon) or _____ Progon B 12-1/2mg per pellet.

Low Testosterone--Not Only a Male Problem!

Low testosterone is a major problem in 70% of my male patients with CFIDS/FMS. After six to eight weeks, the effect of treatment is sometimes marked. It is important (again, in both men and women) to check the free, or unbound, blood testosterone level. This measures the active form of the hormone. A serum (or total) testosterone level measures only the inactive storage form of the hormone. Inactive (total) testosterone levels are often normal while the active (free) testosterone levels are low or barely normal in most male CFIDS/FMS patients. Low testosterone is associated with many problems, including fatigue, poor stamina, muscle wasting, and poor libido. Although testosterone levels are normally much lower in females, deficiencies in women cause these same problems. Testosterone is critical in females, as well as males, and I find low free testosterone levels in many female CFIDS/FMS patients as well.

Again, it is important to check the free (not just total) testosterone. Most laboratories can test free testosterone only if they also do the total testosterone--this is a normal procedure. Be sure that the normal ranges for the lab results are broken down by ten-year age groups (31 to 40 years old, 41 to 50 years old, and so on). It is meaningless to have a normal range that includes 80 year-olds if the patient is 28. If the result is below normal, or even in the lowest 25% of the normal range, I would consider a trial of testosterone therapy.

Treating Low Testosterone

For men, the standard dose is about 100 to 125 milligrams intramuscularly (by injection) every seven to ten days. It can also be given as 200 milligrams every two weeks, but this can result in peak levels right after the shot that are too high, and levels that go too low for a few days before the next shot. Adding testosterone patches on day nine to fourteen (when getting injections every fourteen days) can avoid the levels going too low. I feel that getting shots weekly is preferable, though. Unfortunately, the skin patches are not adequate for the job. I may begin with the cream or switch to testosterone cream (100 milligrams per gram in pluronic-lecithin-organogel (PLO gel) from a compounding pharmacy after a male patient has been on the shots for eight weeks so he can tell what the optimum effect is. Most men need 25 to 50 milligrams rubbed onto thin-skinned areas (for example, the inner upper arms from the elbow to two inches below the armpit) one to two times a day. The problem (for men) with taking tablets, instead of the shots or cream, is that oral testosterone goes to the liver first. The higher dose required by men (as opposed to women) can raise cholesterol levels. I'm beginning to suspect that avoiding other possible side effects by using the hormone cream twice daily (instead of getting high and low levels by taking the shot every week or two) is better. The cost can be markedly decreased by ordering the cream as 100 milligrams of testosterone per gram of cream. A new testosterone gel (Androgel, available in 25- and 50-milligram packets) may also work. Although much more expensive--approximately five dollars a packet--it may be cheaper if the patient's insurance covers prescriptions. A single daily dose of 50 mg of Androgel rubbed onto the arms or abdomen maintains blood levels for over 24 hours.

For women, testosterone treatment is easier. Oral natural micronized testosterone (and natural estrogen and progesterone) are available through most compounding pharmacies. If the patient also needs estrogen or progesterone, they can be combined in the same capsule, at a lower cost. I usually begin by prescribing 2 milligrams orally or as a topical cream one to two times a day for six weeks to see the effect, then raise or lower the dosage if needed. With this dosing, most women feel more energy and have thicker hair, younger skin, and improved libido.

I check free testosterone blood levels six to eight weeks after starting therapy (in men, just before their eight-week shot) and adjust the dosing accordingly. Blood levels are not reliable, however, if the patient is taking synthetic methyl testosterone instead of natural testosterone. Check the test one and a half to three hours after taking the tablets or applying the cream, or one day before an injection.

Potential Side Effects

In women, if acne, intense dreams, or darkening of facial hair occurs, the dose is too high and should be decreased. These effects, which can also occur with DHEA supplementation, are usually reversible. These side effects can also be caused by an estrogen level that is too low relative to the patient's testosterone, and may be avoided by supplementing both together. For women, it may be best to use estrogen for four to eight weeks before starting testosterone. This often decreases side effects.

In men, acne suggests the dose is too high. It is important to monitor levels because (as in body builders who abuse testosterone by taking many times the recommended dose) elevated levels can cause elevated blood counts, liver inflammation, a decreased sperm count with resulting infertility (also usually reversible), and elevated cholesterols with increased risk of heart disease. Because of this, in men, a complete blood count (CBC), cholesterol test, and liver enzymes test should be considered from time to time. Testosterone supplementation can also cause elevated thyroid hormone levels in those taking thyroid supplements. If the patient is on thyroid supplements, I would recheck thyroid hormone levels after six to twelve weeks or sooner if they get a racing heart or anxious/hyper feelings. In addition, some men may get prostate enlargement or hair loss. Adding saw palmetto 160 mg twice a day--to decrease conversion of testosterone to DHT, can decrease this problem. If a man gets breast enlargement because of increased conversion of testosterone to estrogen, adding an aromatase inhibitor to prevent this conversion can also be helpful. These include DIM 100 mg a day, Chrysin 300 mg a day, and/or the prescription Arimidex 1 mg/day.

Interestingly, in men, most studies show that bringing a low testosterone up to mid normal levels decreases angina and leg artery blockages, improves cholesterol, and may decrease diabetic tendencies! It is not clear if taking testosterone increases the risk of prostate enlargement or cancer beyond that of any other healthy male. While I don't think being testosterone-deficient is a good way to prevent these illnesses, it is reasonable to consider a prostate exam and prostate-specific antigen (PSA) test yearly. For many men, improvements in stamina, energy, and overall sense of wellness have been dramatic, and treating the low testosterone has been critical.

Below are the treatment recommendations from the checklist that I give patients.

Testosterone (Rx)--Males 100mg (1/2cc) shot every 7 days or 25 to 50mg (order 100mg/gm of cream) 2 to 3 times a day (less if acne occurs). Rub the cream into an area of thin skin on the abdomen, inner thigh or inner arms.

Testosterone (Rx)--Females 2mg tablets or cream, 1 to 2 times a day--make 4mg/gm of cream (less if acne or darkening of facial hair occurs). Rub the cream into an area of thin skin on the abdomen, inner thigh or inner arms.

For those of you who would prefer not to use estrogen or progesterone to treat the symptoms of menopause and perimenopause, excellent natural remedies are available. These will be discussed next month.

Jacob Teitelbaum, MD is director of the Annapolis Research Center for Effective CFS/Fibromyalgia Therapies, which sees patients with CFS/FMS from all over the world (410-573-5389; www.EndFatigue.com) and author of the best selling book From Fatigued to Fantastic! His newest book Three Steps To Happiness! Healing Through Joy has just been released. He gives 2-day workshops on effective CFS/Fibromyalgia therapies for both prescribing and non-prescribing practitioners(see www.EndFatigue.com). He accepts no money from any company whose products he recommends and 100% of his royalty for products he makes is donated to charity.
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