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Abstract
Wound healing studies, which have chiefly examined dermal tissues, have reported a female
advantage in healing rates. Recently our laboratory demonstrated women heal mucosal wounds more
slowly than men. We hypothesized sex hormones influence wound healing rates, possibly through
their modulating effects on inflammation. This study involved 329 younger subjects aged 18-43 (165
women, 164 men) and 93 older subjects aged 50-88 (60 women, 33 men). A 3.5mm diameter wound
was created on the hard oral palate and videographed daily to assess wound closure. Blood collected
at the time of wounding was used to assess circulating testosterone, progesterone and estradiol levels,
and in vitro cytokine production in response to LPS. No strong associations were observed between
healing times and estradiol or progesterone levels. However, in younger subjects, lower testosterone
levels related to faster wound closure. Conversely, in older women higher testosterone levels related
to 1) lower inflammatory responses; and 2) faster healing times. No such relationships were seen in
older men, or in women taking oral contraceptives or hormone replacement therapy [HRT]. Older
women (50-54 years) not yet experiencing menopause healed similarly to younger women and
dissimilarly from age-matched post-menopausal women. This suggests that the deleterious effects
of aging on wound healing occur secondary to the effects of menopause. Supporting this, there was
evidence in post-menopausal women that HRT augmented wound closure. Overall, this study
suggests that human mucosal healing rates are modulated by testosterone levels. Based upon when
between-group differences were observed, testosterone may impact upon the proliferative phase of
healing which involves immune processes such as re-epithelialization and angiogenesis.
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Introduction
To date, wound healing studies have chiefly examined dermal wounds and reported a female
advantage in healing rates (Ashcroft et al., 1997; Ashcroft and Mills, 2002; Jorgensen et al.,
2002; Shimizu et al., 2004; Gilliver and Ashcroft, 2007). Conversely, when observing oral
mucosal wounds our laboratory has found a male advantage in healing rates (Engeland et al.,
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2006). In addition, mucosal wound healing after oral surgical procedures has been associated
with greater complications and longer recovery times in women (Conrad et al., 1999; Phillips
et al., 2003; Benediktsdottir et al., 2004; Adeyemo et al., 2006). Thus, gender advantages in
wound healing appear to be tissue specific.

Sex hormones, specifically estrogens and progesterone, play a role in mucosal inflammation
as demonstrated in both gingivitis (Ashcroft et al., 1999) and periodontal disease (Mascarenhas
et al., 2003), suggesting they are mechanistically related to mucosal wound healing. However,
this association has not been verified. Importantly, the sexual dimorphism observed in dermal
healing rates has been linked to the modulating effects of sex hormones on healing processes,
specifically on inflammation (Ashcroft et al., 1997; Ashcroft and Mills, 2002; Gilliver and
Ashcroft, 2007). Overall, androgens generally lengthen, whereas estrogens shorten, healing
times in skin (for recent reviews see Gilliver et al., 2007; Marucha and Engeland, 2007).

Compared to dermal tissue, mucosal tissue heals much faster with less inflammation and
scarring (Lee and Eun, 1999; Szpaderska et al., 2003; Heikkinen, 2006). This suggests that the
level of inflammation needed for optimal healing is lower in mucosal tissue. Females mount
higher cellular, humoral and inflammatory responses (Schuurs and Verheul, 1990; Miller and
Hunt, 1996; Zuk and McKean, 1996; Giglio et al., 1994), have higher levels of circulating
antibodies (Giglio et al., 1994; Miller and Hunt, 1996) and a greater ability to clear bacteria
than males (Krzych et al., 1981; Miller and Hunt, 1996; Engeland et al., 2003) (for review see
Bouman et al., 2005). These enhanced immune responses in females have been primarily
attributed to differences in levels of circulating sex hormones (Gaillard and Spinedi, 1998;
Lahita, 2000), and in particular the lack of circulating androgens (Bilbo and Nelson, 2001).
Sex hormones can influence healing by modulating inflammation, which may explain the
observed reversal in the gender advantage for healing between dermal and mucosal tissues.
Testosterone generally has immunosuppressive and anti-inflammatory properties (McCruden
and Stimson, 1991; Giglio et al., 1994; Wichmann et al., 1997; Savita and Rai, 1998), although
there is evidence that testosterone promotes inflammation in dermal wound healing (Ashcroft
and Mills, 2002; Ashcroft et al., 2003a).

Estrogens have been shown to generally have anti-inflammatory effects (Ashcroft et al.,
1999; Ashcroft and Ashworth, 2003; Mascarenhas et al., 2003) whereas progesterone may
promote inflammation (Leslie and Dubey, 1994; Cannon and St. Pierre, 1997; Cannon, 1998;
Bouman et al., 2001a, 2001b, 2005; Mascarenhas et al., 2003). In line with these findings, it
has been shown that women exhibit higher inflammatory responses during the luteal phase
(characterized by high progesterone levels) compared to the follicular phase (characterized by
high estrogen levels) of the menstrual cycle (Bouman et al., 2001a, 2001b; Leslie and Dubey,
2004; Cannon and St Pierre, 2007; O'Brien et al., 2007). Although beyond the scope of this
paper, it is important to note that that both estrogens and progesterone have complex
interactions with immunity and may either inhibit or activate the immune system depending
which immune responses are being observed (for reviews see Beagley and Gockel, 2003;
Cutolo et al., 2002, 2006; Bird et al., 2008).

The gender differences in mucosal healing rates previously reported by this laboratory
(Engeland et al., 2006) encouraged us to look into the role of sex hormones in mucosal wound
healing. The current study determined circulating sex hormone levels from three past human
wound healing studies using available blood samples. Testosterone levels were ascertained for
all subjects since this hormone is the principal androgen in men, and is produced by the ovaries
and adrenals in women. Estradiol and progesterone levels were only determined in naturally
cycling young women, as the use of oral contraceptives (OCs) alters the production of these
endogenous hormones (Chabbert et al., 1998). Also, after menopause the predominant estrogen
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becomes estrone, rendering estradiol a poor measure of biological function in post-menopausal
women.

The objective of this study was to determine the relationships between sex hormones and
mucosal wound healing rates in several comparison groups: younger and older men, naturally
cycling women versus women taking OCs, naturally cycling women in the follicular phase
versus the luteal phase of the menstrual cycle, and post-menopausal women with and without
hormone replacement therapy (HRT). Due to previously observed gender differences, we
hypothesized that sex hormone levels would be predictive of wound healing rates, possibly
through the modulation of inflammatory responses.

2. Methods
2.1. Participants

This study involved 329 younger subjects aged 18-43 years (165 women, 164 men) and 93
older subjects aged 50-88 years (60 women, 33 men). All individuals gave written informed
consent and received monetary compensation for their participation. Questionnaires were used
to determine demographics, health history and behaviors, and current medication use.
Participants were excluded only if they had an oral disease needing emergency intervention or
medical problems that would make them a high surgical risk (e.g., unstable angina or an
infectious disease such as hepatitis, tuberculosis, or AIDS). All of the wounding was performed
by a licensed periodontist (P.T.M). All of the procedures were carried out in The Ohio State
University and the analysis of the data was carried out at the University Of Illinois College Of
Dentistry and met with institutional review board and ethics committee approval at both
institutions.

2.2. Wound placement
Subjects arrived and were seated in the dental clinic between 9:30 AM and 10:30 AM. Wounds
were created between the first and second molar approximately 3 mm from the marginal
gingival. The site was anesthetized with 2% lidocaine. The wound area was outlined using a
3.5 mm tissue punch. A scalpel was used to remove the surface epithelium and superficial
connective tissue to create a wound with a uniform depth of 1.5 mm. No dressing was used
over the wound site. Participants were encouraged to resume their normal oral hygiene
procedures but refrain from using alcohol-based mouth wash. A longitudinal wound (1×5×1.5
mm) was placed anterior to this first wound, and a 2×5×1.5 mm biopsy of this second wound
was obtained at either 6h or 24h post-wounding. Gene expression for inflammatory mediators
was determined from all tissues obtained (0h, 6h, 24h) using real-time PCR.

2.3. Wound size assessment
Wounds were videographed at 24h intervals for 7 days after wounding. A standard 6 mm label
was placed around the wound to account for variations in magnification and angulation. These
images were transferred to a Macintosh computer, blind coded and measured for area. The
same person measured all the wounds. All values were expressed as a ratio of the wound to
the standard label. These values were then expressed as a ratio to the original wound size. This
is an objective measure of wound closure which has been used extensively in dermal wound
studies in humans (Kiecolt-Glaser, 1995) and animals (Padgett et al., 1998), and in mucosal
wound studies in humans (Bosch et al., 2007; Engeland et al., 2006)

2.4. Sex hormone assessment
Blood was drawn at the time of wounding, as well as 15 and 30 min post-wounding, via catheter.
A total of 5 ml blood was drawn in injectable EDTA-coated tubes and blood plasma was used
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to measure sex hormones levels. Enzyme immunoassays (EIAs) were performed on available
blood samples using commercial kits to determine plasma testosterone and estradiol levels
(ALPCO Diagnostics, Salem, NH), as well as progesterone levels (Immuno-Biological
Laboratories, Inc. IBL America, Minneapolis, MN). Standard protocols provided with the kits
were followed. Testosterone levels were measured for all subjects. Estradiol and progesterone
levels were measured only in naturally cycling young women.

2.5. Determining the stage of the menstrual cycle
Due to the sharp rise in progesterone levels shortly after ovulation, progesterone concentration
can be used to predict the stage of the menstrual cycle (Hampson and Young, 2008). The United
States National Institutes of Health reported in 2004 that normal cycling women produce
0.2-1.4 ng/ml of progesterone in the follicular phase and 4.0-25 ng/ml in the luteal phase. Based
on this report, values of 4.0 ng/ml or higher were designated to the luteal phase and values
below 1.4 ng/ml were designated to the follicular phase. The phase of the menstrual cycle for
all subjects was further validated by self-report obtained at the time of wounding. By using
this method we were able to determine the phase of the menstrual cycle in the majority of
subjects. Of 99 naturally cycling young women, three subjects had progesterone levels between
1.4-4.0 ng/ml and two subjects had self-reports which did not agree with their hormone levels.
These five subjects were excluded from the analyses. Overall, 79 subjects were determined to
be in the follicular phase and 15 subjects in the luteal phase of the menstrual cycle.

2.6. Assessment of inflammation
Inflammatory responses in blood were determined by incubating 250 μl whole blood overnight
at 37°C with 1 μg/ml lipopolysaccharide (LPS) (derived from E. coli serotype 055:B5, lot
42K4044, Sigma Chemical, St. Louis MO). Blood was then frozen at −80°C. Protein
expressions were determined with Multiplex Bead Immunoassays following the manufacturer's
protocol (Invitrogen, Carlsbad CA) and using the Bio-Plex Array System (Bio-Rad
Laboratories, Hercules CA).

2.7. Statistical analyses
Data were analyzed using a mixed-design analysis of covariance (ANCOVA) which covaried
for age, and treated wound size for 7 days post-wounding as a within-subjects factor, and the
various groups as between-subjects factors. Spearman's rho (r) analysis was used to assess
correlations between variables. Median splits, based on lower and higher testosterone levels,
were performed as follow-up analyses to some correlations. All hypothesis tests were 2-tailed
and used α=.05 to determine significance. Data were analyzed using SPSS 14.0 (SPSS Inc.,
Chicago IL).

3. Results
3.1. Sex hormones levels

Hormone levels in all subgroups are shown in Tables 1 and 2. Groups with different hormonal
profiles included 1) younger and older men; 2) naturally cycling women versus women taking
OCs; 3) naturally cycling women in the follicular phase versus the luteal phase; and 4) post-
menopausal women taking HRT or not taking HRT. In addition, six women were identified
who were in the older group (50+ years) but still cycling (none were taking OCs). The median
age of menopause is 51 years of age (Hampson and Young, 2008). These women were 50-54
years of age and were likely perimenopausal (i.e., within the 2-8 year time period before
menopause begins). However, perimenopause is characterized by anovulatory cycles which
were not assessed for. For the purpose of this study, these women were termed as being “close
to menopause”.
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Testosterone levels were higher in younger compared to older men (p<0.001). Similarly,
testosterone levels were higher in younger versus older women, regardless of either OC or
HRT use (p<0.001). Among naturally cycling women, all three hormones were assessed and
the only significant finding was the expected difference in progesterone levels between
follicular and luteal phases of the menstrual cycle (p<0.001).

3.2. Testosterone in men
In young men, significant relationships between testosterone levels and wound closure were
evident on days 5 and 6 (rs=0.212, p<.01; rs=0.144, p=.066), with lower levels of testosterone
being related to smaller wound sizes. To further explore this relationship, median splits were
performed based on testosterone levels to divide young men into lower and higher testosterone
groups (lower mean: 4.20±.08 ng/ml, n=83; higher mean: 7.46±.21 ng/ml, n=81). Individuals
with higher testosterone levels showed significantly delayed wound healing on days 5-6 (p<.
05) compared to those with lower testosterone levels (Fig. 1). Among older men, no relationship
was found between testosterone levels and healing rates (not shown).

3.3. Testosterone in young women
Similar to young men, in naturally cycling young women there were significant relationships
between testosterone levels and wound sizes on days 3, 6 and 7 (rs= 0.214 to 0.245, p<.05),
with lower levels of testosterone being related to smaller wound sizes. These individuals were
divided into higher and lower testosterone groups (lower mean: 1.03±.05 ng/ml, n=48; higher
mean: 2.64±.31 ng/ml, n=46). ANCOVA revealed there was a main effect of Hormone Level
(F(1,89)=4.85, p<.05). Naturally cycling young women with higher testosterone levels showed
delayed wound healing on days 3 and 5-7 (p<.05 or better) compared to the lower testosterone
group (Fig. 2). Similar effects of testosterone were apparent within each phase of the menstrual
cycle (not shown). Interestingly, women taking OCs exhibited no relationship between
testosterone levels and wound closure (not shown).

3.4. Testosterone in older women
Post-menopausal women were divided into two groups based on whether they were taking
HRT or not. Older women taking HRT showed a trend towards faster healing on days 3 and 4
compared to those not taking HRT (Fig 3). Among older women not taking HRT there were
significant negative correlations between testosterone levels and wound sizes on days 5 and 6
(rs=−0.391, p<.05; rs=−0.332, p<.05), with higher levels of testosterone being related to
smaller wound sizes. Dividing these women into lower and higher testosterone groups (lower
mean: .43±.04 ng/ml, n=20; higher mean: 1.44±.22 ng/ml, n=19) revealed that individuals with
lower testosterone levels exhibited delayed healing on days 5 and 6 (p<.05) compared to the
higher testosterone group (Fig 4). Within either group, there was no relationship between
testosterone levels and age. Among older women taking HRT, no relationships were found
between wound sizes and testosterone levels (not shown).

Six naturally cycling older women (50-54 years of age) participated in this study. The patterns
of healing between naturally cycling young women and these women were similar, and group
wound sizes did not differ at any time point. Interestingly, overall wound closure occurred
significantly faster in these six women compared to age-matched (50-55 years of age; n=13)
post-menopausal women not taking HRT (F(1,17)=4.93, p<.05, n=13) (Fig. 5). As these
observed healing differences were not due to age, this suggests that older women heal mucosal
wounds similarly to younger women until the onset of menopause.
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3.5. Estradiol and progesterone in young naturally cycling women
The relationships between estradiol, progesterone and wound healing were investigated in
naturally cycling women. No relationships were found between wound healing rates and either
estradiol levels or estradiol/progesterone ratios (not shown). Progesterone levels significantly
correlated with wound sizes on days 6 and 7 (rs=0.220, p<.05; rs=0.214, p<.05). A median
split based on progesterone levels showed that women with higher progesterone exhibited
slower healing on day 6 (p<.05) (not shown). This effect was strongest during the follicular
phase. However, given that healing differences did not occur between the phases of the
menstrual cycle which are inherent to large differences in progesterone levels, this relationship
was viewed to be less biologically significant in the context of wound healing than that of
testosterone.

3.6. Sex hormones and inflammation
LPS-stimulated blood was examined for cytokine production associated with inflammation
(i.e., IL-1α, IL-1β, IL-1ra, IL-6, TNF-α). Significant negative correlations were found between
testosterone levels and IL-1α, IL-1β and IL-1ra levels in post-menopausal women not taking
HRT (rs=−0.338 to −0.370; p<.05; correlations with IL-6 and TNF-α were negative [−.232, −.
236] but non-significant). Thus, higher testosterone levels related to lower inflammatory
responses to immune challenge in these women (see Table 3 for cytokine levels). No other
correlations were evident between sex hormones and cytokine levels in any subgroup.

Discussion
This study demonstrates a relationship between circulating testosterone levels and mucosal
wound healing. In both young men and naturally cycling young women lower testosterone
levels related to faster wound closure later in the healing process. Conversely in post-
menopausal women not taking HRT, higher testosterone levels related to faster healing times.
Previous studies have shown the importance of testosterone on dermal wound healing (Ashcroft
and Mills, 2002; Ashcroft et al., 2003a; Gilliver et al., 2003) and the modulatory effects of this
hormone on immune responses (Cutolo et al., 2002; Palaszynski et al., 2004). Generally, lower
testosterone levels have been related to faster healing times. The present findings, in young
adults, are in concordance with these studies. Although there are studies demonstrating
beneficial effects of estrogens on dermal healing in both animals (Ashcroft et al., 1997,
2003a, 2003b) and humans (Ashcroft et al., 1997, 1999), no strong relationships were found
between estradiol or progesterone levels and mucosal healing in this study. Also, no differences
in mucosal healing were observed between the follicular and luteal phases of the menstrual
cycle.

The finding that lower testosterone levels relate to faster healing times in young men and
women is in line with work by Ashcroft's group which has shown testosterone to be detrimental
to healing rates in murine skin. For instance, castrated male mice were found to heal dermal
wounds faster and with less inflammation than sham-operated controls and androgen treatment
reversed this effect (Ashcroft and Mills, 2002; Ashcroft et al., 2003a; Gilliver et al., 2003).
This may have to do with the ability to clear bacteria which, in male mice, is similarly increased
following castration and reversed with testosterone replacement (Schuurs and Verheul,
1990). Interestingly, we have found in mucosal tissues that men heal faster than women
(Engeland et al., 2006). This was associated with higher tissue inflammation in women than
in men at 6h post-wounding, and testosterone levels were not related to this response
(unpublished observations).

In mucosal tissues the inflammatory phase of wound healing typically subsides within the first
24h. However, in young adults the observed differences in wound sizes between higher and
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lower testosterone groups occurred during later time points in this study (i.e., from day 3
onwards in young women, from day 5 onwards in young men). Also, no relationships were
observed between testosterone levels and LPS-induced inflammatory responses in these two
groups. This suggests that testosterone affects mucosal healing at a later time point in the
healing process than during the inflammatory phase. The proliferative phase of mucosal
healing, which occurs 1-7 days post-wounding and involves re-epithelialization, encompasses
these later time points. Testosterone reduces levels of IL-6, which is mitogenic to keratinocytes
and appears necessary for re-epithelialization to occur in a timely manner (Ashcroft and Mills,
2002). For instance, IL-6 knockout mice healed dermal wounds three times slower than wild-
type controls due to delayed re-epithelialization (Ashcroft and Mills, 2002). It is important to
note that metabolites of testosterone and other androgens (e.g., DHEA) can also affect wound
healing. For instance, it has recently been reported in male rats that 5α-dihydrotestosterone
(DHT), a testosterone metabolite, retards dermal wound closure by slowing the migration of
epidermal keratinocytes (Gilliver et al., in press). Thus, modulation of re-epithelialization is a
possible mechanism through which testosterone and/or its metabolite DHT may have
influenced healing in young adults in this study. In future studies, the effects of testosterone
should be re-examined with a specific focus on the proliferative phase of healing and its
associated mechanistic processes, such as re-epithelialization and angiogenesis.

Testosterone levels begin to reliably drop in men after the age of 40. Since aging negatively
influences both testosterone levels (present observations) and healing rates (Engeland et al.,
2006), the relationship seen in younger men between lower testosterone levels and faster
mucosal healing may have become obscured with age. In addition, free testosterone is the
component which declines in men the most with age. As this study assessed total testosterone,
the determination of relationships to testosterone levels in older men may have lacked in
sensitivity. Indeed, in older men, no relationship was observed between testosterone levels and
mucosal wound healing.

When examining wound healing mechanisms, it is important to differentiate between women
using synthetic hormones (e.g., OCs) from those who are not. The relationship between
testosterone levels and wound closure was only evident when women were not taking OCs or
HRT, suggesting this relationship was altered by the use of exogenous hormones. Whether this
was due to direct effects of these synthetic hormones on wound healing or to indirect effects
through their modulation of endogenous hormone levels could not be determined. It is known
that the synthetic hormones contained in these treatments modulate the levels and the effects
of endogenously produced hormones (Chabbert et al., 1998). Although the differences were
non-significant, mean testosterone levels in OC and HRT groups were lower than non-OC and
non-HRT groups, suggesting that endogenous testosterone levels were down-regulated in
individuals taking synthetic hormones in this study.

After menopause, both the elasticity and the strength of the skin are diminished due to collagen
loss and reduced capillary blood flow (Ashcroft et al., 1997, 2003b; Ashcroft and Ashworth,
2003; Raine-Fenning et al., 2003). Not surprisingly, impaired dermal healing following
menopause has been well documented. Dermal wounds in post-menopausal women are
characterized by increased neutrophil influx and protease production, decreased phagocytosis,
and excessive inflammation (Ashcroft and Ashworth, 2003). The end result is delayed re-
epithelialization, reduced collagen deposition and slower healing (Ashcroft et al., 1997a). In
animals, ovariectomized mice have longer healing times than sham-operated controls, and the
healing deficits seen in these mice are qualitatively similar to those listed above in post-
menopausal women (Ashcroft and Ashworth, 2003; Ashcroft et al., 2003a). Moreover, these
impairments can be reversed by estrogen replacement (Ashcroft et al., 2003a). This suggests
that the deficits in mucosal wound healing which have been reported in older women (Engeland
et al., 2006) involve post-menopausal changes.
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In this study, the healing pattern of older women not yet menopausal was similar to that of
young women and dissimilar from that of post-menopausal women of the same age. This
suggests that: 1) aging in women may not be a negative factor on wound healing until
menopause begins; and 2) menopause, rather than age, may serve as the better indicator of risk
for impaired healing in oral surgical procedures in women. This may also explain why healing
rates in this study seemed to improve when women used HRT. These data are in line with
previous reports that HRT is beneficial to dermal healing in post-menopausal women (Ashcroft
et al., 1997), and extend these findings to oral mucosal healing.

Among post-menopausal women not taking HRT, the relationship between testosterone levels
and wound closure rates was opposite to that observed in young naturally cycling women.
Specifically, post-menopausal women with higher testosterone levels exhibited faster mucosal
healing, independent of age. In addition, lower inflammatory responses in blood were
associated with higher testosterone levels. Importantly, lower inflammation in mucosal tissues
has been related to faster healing (Szpaderska et al., 2003; unpublished observations). Thus, a
putative mechanism by which testosterone may benefit wound closure in post-menopausal
women involves its inhibitory effects on inflammation. Indeed, after menopause women exhibit
higher inflammation (i.e., spontaneous increases in pro-inflammatory cytokines) (Bouman et
al., 2005; Kovacs, 2005; for review see Pfeilschifter et al., 2002), which may explain the
reversal in association between testosterone levels and wound closure in this subgroup.

Testosterone has strong anti-inflammatory properties (McCruden and Stimson, 1991; Giglio
et al., 1994), which provides a potential mechanism by which inflammatory responses may
have been reduced in these women. Intriguingly, in post-menopausal women, inflammatory
responses in blood may serve as a predictor of oral healing rates. There is also evidence that
testosterone directly promotes angiogenesis (Franck-Lissbrant et al., 1998; Sordello et al.,
1998; Colombel et al., 2005). Impairments in angiogenesis and associated growth factor
production have been shown to delay wound healing (Broadley et al., 1989; Ortega et al.,
1998; Dovi et al., 2004), and decreased capillary blood flow occurs following menopause
(Raine-Fenning et al., 2003). This suggests that angiogenesis may be especially important in
post-menopausal women for normal healing to occur. Further studies are needed to more fully
explore these relationships between testosterone, inflammation and mucosal tissue healing in
women after menopause.

It is well accepted that delays in wound closure lead to increased risk of infection and poorer
healing outcomes (Robson, 1997). For perspective, the delays in wound closure observed in
the present study are about equal in magnitude to those seen: 1) in dermal wounds in animal
models of diabetes vs. healthy controls (Langer et al., 2002; Herve Sroussi, personal
communication); and 2) in human mucosal wounds due to the effects of age or depressive
symptomology (Engeland et al., 2006; Bosch et al., 2006), all of which are known to negatively
impact healing. Thus, the magnitude of the effects observed in this study may have clinical
implications, especially if combined with other risk factors for slowed healing (e.g., stress)
with which they might have additive or synergistic effects (for recent review see Engeland and
Marucha, in press).

To sum, this study supports previous reports in mice that testosterone negatively impacts
healing (Ashcroft and Mills, 2002; Ashcroft et al., 2003a; Gilliver et al., 2003), and extends
these findings to human mucosal tissues but in young adults only. This relationship was not
apparent in older men and it was opposite in older (post-menopausal) women. It is not known
if a similar relationship exists between testosterone levels and dermal wound closure in older
women. Given the similarities in findings between the present mucosal study and past dermal
studies this seems quite possible.
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Fig 1.
Young men with higher testosterone levels exhibited delayed wound closure on days 5-7
compared to young men with lower testosterone levels (based on median split). No such
differences were seen in older men. Error bars represent standard error of the mean (SEM). *
p<0.05, # p<.10
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Fig 2.
In naturally cycling young women, individuals with higher testosterone levels exhibited
delayed wound closure on days 3-7 compared to individuals with lower testosterone levels
(based on median split). These effects were not seen in women taking OCs. Error bars represent
SEM. * p<.05, ** p<0.01, # p<0.10
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Fig 3.
In post-menopausal women, those taking HRT exhibited a trend for faster wound closure
compared to those not taking HRT. Error bars represent SEM. # p<.10

Engeland et al. Page 14

Brain Behav Immun. Author manuscript; available in PMC 2010 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Fig 4.
In post-menopausal women not taking HRT, those with higher testosterone levels exhibited
faster wound closure on days 5-6 compared to those with lower testosterone levels (based on
median split). Error bars represent SEM. * p<.05
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Fig 5.
Older women who were pre-menopausal (50-54 years; n=6) showed a pattern of healing similar
to that of young women (n=160) and dissimilar to that of age-matched (50-55 years) post-
menopausal women not taking HRT (n=13). This suggests that age is not a negative factor on
wound healing in women until menopause begins. Error bars represent SEM. * p<.05, # p<.
10
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Table 1
Testosterone levels (mean ± SEM)

Group N Testosterone (ng/ml) Age

Young men 164 5.81 ± 0.17 22.5 ± 0.3

Older men 33 4.19 ± 0.53 60.5 ± 1.6

Young women (no OCs) 94 1.82 ± 0.18 22.4 ± 0.5

Young women (OCs) 66 1.45 ± 0.21 23.2 ± 0.5

Young women (follicular) 79 1.89 ± 0.21 22.0 ± 0.5

Young women (luteal) 15 1.45 ± 0.14 24.8 ± 1.8

Older women (no HRT) 39 0.92 ± 0.13 61.0 ± 1.6

Older women (HRT) 15 0.83 ± 0.15 62.1 ± 2.2

Perimenopausal women 6 1.24 ± 0.26 51.5 ± 0.6
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Table 2
Progesterone and estradiol levels in naturally cycling young women across the menstrual cycle (mean ± SEM)

Phase N Progesterone (ng/ml) Estradiol (pg/ml)

Follicular 79 0.49 ± 0.10 116.82 ± 8.71

Luteal 15 8.98 ± 1.10 138.40 ± 13.31
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