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Hirsutism Virilization

significant Rapid progression

Reassurance Rule out ovarian or
Nonpharmacologic adrenal neoplasm

approaches

L Laboratory Evaluation

N | « Total, free testosterone Marked elevation
ormal
* DHEAS Total testosterone >7 nmol/L
| d (>2 ng/mL)
JRBase DHEAS >18.5 pmol/L (>7000 ug/L)

Treat empirically
or
Consider further testing
* Dexamethasone suppression — adrenal vs ovarian causes; R/O Cushing’s
* ACTH stimulation — assess nonclassic CAH

Final diagnosis

Idiopathic * Nonclassic CAH * PCOS

« Functional adrenal « Functional ovarian
hyperandrogenism hyperandrogenism

FIGURE68-2 Algorithm for the evaluation and differential diagnosis of hirsutism. ACTH, adrenocorticotropic hormone; CAH, congenital
adrenal hyperplasia; DHEAS, sulfated form of dehydroepiandrosterone; PCOS, polycystic ovarian syndrome.
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.U CAUSES OF HIRSUTISM

Gonada! hyperandrogenism
Ovarian hyperandregenism
Polycystic ovary syndrome/functionzl ovarian hyperandrcgenism
Ovarian szcroidogenic olocks

Syndromes of extreme insulin resistance (e.g., lipodystrophy)

Ovarian neoplasms

Adrenal hyperandrogenism
Prermature adrenarche
Functional adrenal hyperandrcgerism
Congcenital adrenal nyperplasia (norclassic and classic)
Aonormal cortisol action/metzbolism
Adrenal necplasms

Other endocrine disorcers
Cushing’s syndroms
Hyperprolactinemia
Acromegaly

Peripheral androgen overproduction
Obesily
Idiopathic

Precnancy-related hyperandrogenism
Hyperreactio luteinalis
Theccma of pregrancy

Drugs
Androgens
Oral coniraceplives conlaining androgenic progesling
Minoxidil
Phenytoin
Diazoxide
Cyclosporine

True hermaphredilism




