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ABSTRACT

Background: Hirsutism is the excessive growth of terminal hair in a typical male pattern in a
female. It is a distressing and relatively common problem, affecting 5 to 10% of premenopausal
women in the general population. Moreover, hirsutism is often associated with decreased
quality of life and significant psychological stress. This study aims to assess prevalent current
practice of our clinicians related to the management of hirsutism in Kurdistan region of Irag.
Subjects and Methods: An electronic questionnaire on current practice concerning the
management of hirsutism was sent through e-mail to 190 clinicians. 166 of doctors completed
the survey and were of from different specialties (endocrinologists, general internists,
obstetricians, family medicine, general practitioners), from different cities of Kurdistan region
of IRAQ (Duhok, Sulaymaniyah, Erbil, and Halabja).
Results: Whilst 81 (48.8%) of all the responders assessed the severity of hirsutism clinically
by applying Ferriman—Gallwey hirsutism scoring system or equivalent score, the remaining 85
(51.2%), consisting majority of responders, did not carry out any assessment for severity of
hirsutism. Regarding exclusion of malignancies, 92.8% of responders, said that they are asking
routinely for alarming signs and symptoms of malignancies. Concerning exclusion of
hyperandrogenism  workup, 92.2% of responders were routinely asked about
hyperandrogenism workup. The last question was about the preferred androgen suppressive
therapy only 41.0% of responders treat hirsutism by a combination of OCP plus androgen
blocks.
Conclusion: We found that the current clinical practice for the management of hirsutism is not
standardized with many gaps in the practice. Therefore, it is necessary to develop national
guidelines for management and treatment of hirsutism.
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H irsutism is the excessive growth of
terminal hair in a typical male pattern
in a female. It is a distressing and relatively
common problem, affecting 5 to 10% of
premenopausal women in the general
population'?. Moreover, hirsutism is often
associated with decreased quality of life
and significant psychological stress®.
Hirsutism is a clinical diagnosis based on
the modified Ferriman-Gallwey (mFG)
scoring system describes the amount of
excessive hair growth in women with

hirsutism. The hirsutism score is produced
by adding the individual scores for the nine
body parts most responsive to androgen,
which range from 0 (no hair) to 4 (frankly
virile). Hirsutism can be classified into
mild (score 8-16), moderate (score 17-24)
and severe (score >25). The Mediterranean,
Hispanic, and Middle Eastern women's
Ferriman-Gallwey total scores, which
categorize  hirsutism in women of
reproductive age, is ranging from 9 to 101.
Figure 1.
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Figure 1: Ferriman-Gallwey Scoring system, adapted from J Clin Endocrinol Metab, April 2008,

93(4):1105-1120.

Hirsutism may be the result of either
androgen excess or increased sensitivity of
the hair follicle to androgens. The
sensitivity of the hair follicle is determined
in part by the local metabolism of
androgens, particularly by conversion of
testosterone to dihydrotestosterone by the
enzyme 5a-reductase and subsequent
binding of these molecules to the androgen
receptor®. Most often, hirsutism is an
expression of elevated levels of
testosterone®.

Hyperandrogenism may be caused by
excessive production of androgens by the
ovaries (polycystic ovary syndrome,
accounts for 75% to 80% of hirsutism and
tumors) or adrenal glands (non-classical
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adrenal hyperplasia [NCAH] and tumors),

insulin resistance, idiopathic
hyperandrogenism, acanthosis nigricans
(HAIRAN syndrome), Cushing’s

syndrome, the menopause and certain
medications and approximately 10 to 15%
of women with hirsutism suffer from
idiopathic hirsutism®891_In order to give
a baseline for future assessments of the
patient, it is important to try to identify the
exact cause of hirsutism, so to determine
the etiology of androgen excess, we may
need to evaluate the response to
cosyntropin of 17-hydroxyprogesterone,
DHEA, 17-hydroxypregnenolone, and 11-
deoxycortisol, and/or genotyping to rule out
rare  forms of congenital adrenal
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hyperplasia, measuring serum
androstenedione, dexamethasone
suppression test to exclude Cushing’s
syndrome and  adrenal = computed
tomography, or other specialist imaging
examinations such as ovarian ultrasound, if
there is reason to suspect an androgen-
secreting tumort?,

To compare the approach of our clinicians
with that of the Endocrine Society clinical
practice  guidelines  regarding  the
management of hirsutism, we perform an
electronic survey among our clinicians in
Kurdistan region, Irag, to study the
prevalent current practice of our clinicians
related to the management of hirsutism in
Kurdistan region, Irag.

PATIENTS AND METHODS

In 2021, an electronic questionnaire survey
on current practice concerning the
management of hirsutism was sent through
e-mail randomly to 190 clinicians, who
work in Kurdistan region of Irag, when
doctors didn’t respond to the first a second
email was sent to them . 166 of doctors have
completed the survey and were of from
different  specialties  (endocrinologist,
general internist, obstetricians, Family
medicine, general practitioners), however
we didn’t get response from dermatologists.
The participants were from different

cities of Kurdistan region of IRAQ (Duhok,
Sulmani, Erbil and Halabja) and they
worked in different hospitals. The survey
was based on 5 questions concerning the
management of hirsutism and these were
based on the Endocrine Society Guideline
for management of hirsutism in
premenopausal women'®. Table 1. From
each city we have a doctor who guided the
selection of doctors, which was randomly
but we included only specialties which are
most likely to see patients with hirsutism.

Table 1: Showing the clinical questions that were
asked

Q1 Do you assess the severity of hirsutism
clinically by applying Ferriman-Gallwey
hirsutism scoring system or equivalent
score?

Q2 Do you ask routinely about alarming
symptoms or signs of malignancy
(ovarian vs. adrenal) in hirsute ladies like
male  baldness,  breast  atrophy,
clitoromegaly, deepening of the voice
and rapid progression?

Q3 Do you ask routinely for
hyperandrogenism workup (endocrine
hormonal assessment) before starting to
treat hirsutism?

Q4 Do you refer hirsute ladies to an
endocrinologist  for  workup  and
treatment?

Q5 If you treat hirsutism what is most
effective androgen suppressive therapy?

Then answers of the physicians were
matched with the guidelines of the
Endocrine Society for management of
hirsutism in premenopausal women 10.
Table 2.

Table 2: Showing the ideal answers according to
the guidelines of the Endocrine Society

Guidelines.
Al Yes
A2 Yes
A3 Yes
Ad yes

A5 Combination of oral contraceptive pills (
OCP) plus androgen blocks

STATISTICAL ANALYSES

The descriptive data are shown in
frequencies and percentages for categorical
data. Correlations between the variables are
done using the linear regression test, P-
values of less than 0.05 was considered
significant. Data was analyzed using the
Statistical Package for Social Sciences
(SPSS 25 IBM: USA). The Chi square and
Odd ratio tests used for data analysis.
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RESULTS

Characteristics of responders

One hundred sixty six submissions have
been received from clinicians. Responses
were received from doctors of four
governorates of Kurdistan region, Iraq
including Duhok 58 (34.9%), Sulmani 28
(16.9%) and Erbil 79 (47.6%) and 0.6% for
Halabja, females 119 (59.5%) and males 81
(40.5%), with the age of participants
ranging from 25-66 years. The responders
were of different specialties especially
those who are most likely to see patients
with hirsutism: endocrinologist 10 (5%),
general internist 75 (37.5%), obstetricians
86 (43.0%), Family medicine 24 (12%), and
general practitioners 5 (2.5 %). Figure 2-3.
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Figure 2: the involved clinicians according to
their specialties.

50.0%

47.6%

45.0%

40.0%

35.0% -
30.0%

25.0% -

20.0%

15.0% -

10.0% -

5.0%

0.0% -
duhok erbil sulaymania  halabja

Figure 3: the involved clinicians according to
their cities of practice.
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The below is the result of questions they

were asked during this survey:

1. Do you assess the severity of hirsutism
clinically by applying Ferriman-
Gallwey hirsutism scoring system or
equivalent score?

Whilst 81 (48.8%) of all the responders

assessed the severity of hirsutism clinically

by applying Ferriman—Gallwey hirsutism
scoring system or equivalent score, and the
remaining 85 (51.2%), consisting majority
of responders, did not carry out any
assessment for severity of hirsutism (Table

3).

2. Do you ask routinely about alarming
symptoms or signs of malignancy
(ovarian vs. adrenal) in hirsute ladies
like male baldness, breast atrophy,
clitoromegaly, deepening of the voice
and rapid progression?

It has been appropriately answered by 154

(92.8%) of responders, that is they ask

routinely alarming signs and symptoms of

malignancies. While 12 (7.2%) of the
responders were answered the question

inappropriately (table 3).

3. Do you ask routinely for
hyperandrogenism workup (endocrine
hormonal assessment) before starting to
treat hirsutism?
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It has been appropriately answered by 153
(92.2%) of responders which is the
routinely ask about hyperandrogenism
workup, while the question has been
answered inappropriately by 13 (7.8%) of
responders (table 3).

4. Do you refer hirsute ladies to an
endocrinologist  for  workup  and
treatment?

It has been appropriately answered by 102

(61.4%) of responders which they refer all

hirsute ladies to an endocrinologist. While

been  answered
(38.6%) of

the question has
inappropriately by 64
responders (table 3).
5. If you treat hirsutism what is most
effective androgen suppressive therapy?
It has been appropriately answered by 68
(41.0%) of responders which is they treat
hirsutism by combination of OCP plus
androgen blocks. While the question has
been answered inappropriately by 98
(59.0%) of responders (table 3).

Table 3: showing the response of the physicians to the questions.

Question

Do you assess the severity of hirsutism clinically by
applying Ferriman-Gallwey hirsutism scoring system or
equivalent score?

Do you ask routinely about alarming symptoms or signs of
malignancy (ovarian vs. adrenal) in hirsute ladies like male
baldness, breast atrophy, clitoromegaly, deepening of the
voice and rapid progression?

Do you ask routinely for hyperandrogenism workup
(endocrine hormonal assessment) before starting to treat
hirsutism?

Do you refer hirsute ladies to an endocrinologist for
workup and treatment?

If you treat hirsutism what is most effective androgen
suppressive therapy?

Also our results show no impact of
clinician’s characteristics like age and
specialty on the management outcome.
Table 4. However the P value was very
significant regarding the gender (p value of
<0.0001) and concerning the impact of city

Response Frequency Percent
Appropriate answer 81 48.8%
In appropriate answer 85 51.2%
Appropriate answer 154 92.8%
In appropriate answer 12 7.2%
Appropriate answer 153 92.2%
In appropriate answer 13 7.8%
Appropriate answer 102 61.4%
In appropriate answer 64 38.6%
Appropriate answer 68 41.0%
In appropriate answer 98 59.0%

of practice on management outcome it was
significant in case of Hawler and
Sulaymania (P value of 0.03 and 0.02
respectively). Table 4.

Table 4: Showing the correlation between the management outcome and different clinicians’ characteristics

and management steps.

Outcome of management Appropriate Inappropriate

Category Subcategories 68(38.0%0) 98(62.0%0) p-value
Sex Male 30(44.1%) 42(42.9%)
Female 38(55.9%) 56(57.1%) 0.8
Age 25-35 10(14.9%) 25(25.6%)
36-45 38(55.8%) 50(51.0%) 0.1
46-55 13(19.1%) 17(17.3%) 0.2
56-65 6(8.8%) 6(6.1%) 0.1
>65 1(1.4%) 0(0.0%) 0.2
Specialty Endocrinologist 3(4.4%) 8(8.1%)
Internist 20(29.4%) 43(43.9%) 0.7
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Family 11(16.1%)
Obstetricians 31(45.6%)
General practitioner 3 (4.4%)

City of practice  Duhok 22(32.4%)
Hawler 39(57.4%)
Sulaymania 6(8.8%)
Halabja 1 (1.4%)

9(9.2%) 0.1
36(36.7%) 0.2
2(2.0%) 0.2
36(36.7%)
40(40.8%) 0.1
22(22.4%) 0.1
0(0.0%) 0.3

All in all, one step of management was
inappropriate in 35.9% of responders, while
two steps of management  were
inappropriate in 34.7%, the three steps of
management were inappropriate in 13.8%,
the four steps of management were
inappropriate in 1.8% and all steps of
management were inappropriate in 1.8 % of
responders only. Figure 4.
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Figure 4: A bar chart showing the outcome of the
clinicians’ management according to
the questions asked.

DISCUSSION

Our result shows that only 48.8% of all the
responders assessed the severity of
hirsutism clinically by applying Ferriman—
Gallwey hirsutism scoring system or
equivalent score, this scoring system is the
standard for measurement of hirsutism
according to the endocrine society clinical
practice guidelines'®. Almost half of
doctors in this survey don’t use this scoring
system and this need to be improved as far
as hirsutism in many circumstances is an
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exaggerating symptom, so using this
scoring system will improve the practice.
Despite being widely used, Ferriman—
Gallwey hirsutism scoring system has some
drawbacks, such as its subjectivity, its
failure to account for a locally high score
that does not raise the total score to an
abnormal extent, and its neglect of
androgen-sensitive  regions like the
buttocks and the sides of the face from the
hairline to below the ear (sideburns). Self-
scoring can be helpful in the clinical setting,
but it barely correlates with scoring by a
skilled observer'?,

Meanwhile the result show that 92.8% of
our responders were asking routinely
alarming signs and symptoms of
malignancies which is compatible with the
endocrine  society  clinical  practice
guidelines and also 92.2% of them were
also asking routinely about
hyperandrogenism workup and that is what
is exactly recommended by the endocrine
society clinical practice guidelinest®. All
females with an abnormal hirsutism score
should be tested for high androgen levels.
The guidelines advise for measuring an
early morning serum total and free
testosterone by a reputable specialty assay
in cases where serum total testosterone
levels are normal, if sexual hair growth is
moderate/severe, or if sexual hair growth is
mild but there is clinical evidence of a
hyperandrogenic endocrine disorder (such
as menstrual disturbance or progression in
spite of therapy)'®. The guideline also
recommend to measure the early morning
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17-hydroxyprogesterone levels in the
follicular phase or on a random day for
individuals with amenorrhea or irregular
periods this is to exclude Non-classical
Congenital Adrenal Hyperplasia
(NCCAH). Even if serum total and free
testosterone levels are normal, the guideline
advise to screen for NCCAH in hirsute
patients who have a high risk of congenital
adrenal  hyperplasia (positive family
history, member of a high-risk ethnic
group). In eumenorrheic women who have
unwanted local hair growth (i.e., in the
absence of an abnormal hirsutism score),
the guideline advise against testing for high
testosterone levels due to the limited
possibility of finding a medical condition
that would alter care or outcome.

Also our survey shows that approximately
61.4% of responders will refer all hirsute
ladies to an endocrinologist for workup, this
fact should be improved further as possibly
we need to refer more patients for
hyperandrogenism workup. Also our result
shows that only 41.0% of responders will
treat hirsutism by combination of OCP plus
androgen blocks. The guideline advise
starting first medication with an oral
contraceptive with the lowest effective dose
of ethinyl estradiol (often 20 mcg) and a
low-risk progestin for women with
hirsutism who are at higher risk for venous
thromboembolism (e.g., those who are
obese or older than 39 years) and to add an
antiandrogen if patient-important hirsutism
persists after six months of oral
contraceptive medication. After six or more
months of using an OC alone to treat
hirsutism, the society advise adding an
antiandrogen. A 2008 revised systematic
reviews found five RCTs comparing OCs
and antiandrogens against OCs alone. The
addition of antiandrogen therapy to OCs
was associated with an incremental

decrease in hirsutism scores and was
marginally more effective for hirsutism
than OC therapy alone!*26,

There are good points in management of
hirsutism in Kurdistan, however there still
gaps which need to be full filled. We are
hoping that this study will improve the
management of hirsutism and stimulate
further research and studies in our region.
There is a clear need for national guidelines
for management of hirsutism in
premenopausal women.
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