Sexual Dystunction

Waguih William IsHak, M.D.
Albert Mikhail, M.D.

S. Rod Amiri, M.D.

Laura A.C. Berman, Ph.D.
Monisha Vasa, M.D.

Abstract: Sexual dysfunction encompasses disorders of the sexual response cycle or sex-related pain.

Disorders of desire include hypoactive sexual desire disorder and sexual aversion disorder. Disorders of

arousal include male erectile disorder and female arousal disorder. Disorders of orgasm include prema-

ture ejaculation, female orgasmic disorder, and male orgasmic disorder. Sexual pain disorders include

vaginismus and dyspareunia. In recent years, the treatment of sexual dysfunction has shifted from

mostly psychosocial interventions, such as sex therapy, to the use of recently developed biochemical

interventions, such as the phosphodiesterase type 5 inhibitors. However, the increased focus on the

medical treatment of erectile problems has been accompanied by a neglect of the biopsychosocial fac-

tors that affect the couple. This clinical synthesis provides up-to-date information on evaluating indi-

viduals and couples and on empirically based treatments. Each of the sexual disorders will be discussed

from the phenomenological, etiological, and therapeutic angles.

The identification of sexual dysfunction has long
been a challenging issue. According to a 2000 sur-
vey, the prevalence of sexual disorders is 43% in
women and 31% in men (1). Yet a 1999 survey of
patients revealed that 71% of respondents believed
that physicians would dismiss concerns about sex-
ual problems, and 68% were afraid of embarrassing
their physicians by discussing sexual dysfunction
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(2). Clinician- and system-related barriers no
doubt also have a role in preventing open commu-
nication between clinicians and patients. Such bar-
riers include discomfort with the subject,
awkwardness with language, fear of offending the
patient, confidentiality, documentation of details
in medical records, and legal risks.

The biopsychosocial model of evaluating sexual
disorders provides for a broad assessment of signifi-
cant factors that interfere with sexual functioning
(Table 1). Biological factors include medical prob-
lems and the effect of substances such as medica-
tions, alcohol, and illicit drugs. Psychiatric disorders
clearly can have an impact on a couple’s ability to
achieve a satisfying sexual relationship. Psychosocial
factors include conflict within the couple as well as
individual histories of trauma and loss. This model
lends itself to approaches that enable the individual
or the couple to fully benefit from biological inter-
ventions, psychosocial interventions, or both.

DSM-IV-TR identifies four phases of the sexual
response cycle: desire, excitement (or arousal),
orgasm, and resolution. Sexual dysfunction is cate-
gorized according to the first three of these phases
in addition to sexual pain (Table 2). Because this
clinical synthesis focuses on sexual dysfunction, the
paraphilias and gender identity disorders are not
covered. The reader is encouraged to seek intro-
ductory information about these disorders in the
references listed (3, 4).
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SEXUAL DESIRE DISORDERS

Desire or libido is characterized as the wanting of
sexual intimacy and physical involvement. DSM-
IV-TR lists two sexual desire disorders: hypoactive
sexual desire disorder and sexual aversion disorder.
These disorders, along with disorders of increased
sexual activity or desire, are discussed briefly below.

HYPOACTIVE SEXUAL DESIRE DISORDER

Hypoactive sexual desire disorder is defined as a
persistent or recurrent deficiency or absence of desire
for sexual activity, resulting in marked distress or
interpersonal difficulty. The prevalence of the disor-
der is about 15% in men and about 33% in women,
making it the most common sexual disorder in
women (5). As individuals advance in age, the preva-
lence tends to decrease for women and increase for
men; this phenomenon is not fully understood (5).

In diagnosing hypoactive sexual desire disorder,
it is important to rule out the biological factors—
medical conditions and substance-related condi-
tions—that can reduce sexual desire. Psychosocial
factors that can reduce sexual desire include sexual
trauma such as incest, sexual abuse, or rape; rela-
tional factors such as mistrust or conflicts; fatigue;
financial or vocational stress; and family problems.
Axis 1 psychiatric conditions that affect desire
include major depressive disorder, panic disorder,
obsessive-compulsive disorder, anorexia nervosa,
schizophrenia, and other depressive and anxiety
disorders. Negative sexual experiences and sexual
disorders such as dyspareunia may also have a neg-
ative effect on desire. Certain phases of the female
reproductive cycle, such as postpartum states, lac-
tation, and menopause, are associated with low
desire (6). General medical conditions such as ane-
mia, hypertension, diabetes, thyroid problems,
multdiple sclerosis, systemic lupus erythematosus,
hyperprolactinemia, and the posthysterectomy
state can affect desire as well. It is possible that low
testosterone levels in women can contribute to
hypoactive sexual desire disorder, although this is a
controversial issue. Medications that can interfere
with sexual desire include selective serotonin reup-
take inhibitors (SSRIs), antihypertensive agents,
estrogens, and progestins. Chronic use of substances
such as heroin or alcohol can contribute signifi-
cantly to the demise of sexual appetite.

The treatment of hypoactive sexual desire disorder
is also biopsychosocial in approach. Among the bio-
logical factors, one must address medical problems,
medications, or substance abuse that may be
decreasing sexual desire. Medications used in treat-
ment include phosphodiesterase type 5 (PDE-5)
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Table 1. The Biopsychosocial Evaluation:
|dentification of the Predisposing,
Precipitating, and Perpetuating Factors
of Sexual Dysfunction

I. Evaluation of the individual
A. Biological factors
1. Medical problems

(@) Systemic disease: diabetes mellitus, anemia, hypertension,
hyperlipidemia, heart disease, atherosclerosis, aneurysm, and
smoking

(b) Hormonal and endocrinal: hypothyroidism or hyperthyroidism,
hypothalamic-pituitary axis dysregulation (manifested by high
or low hormone levels), hypogonadism, pituitary tumors, sur-
gical or medical castration, natural or surgical menopause,
and ovarian failure
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(c) Neurological: spinal cord injury, disease of the central or
peripheral nervous system, including from diabetes and
peripheral neuropathy

(d) Genital disease: congenital abnormalities, blunt trauma,
Peyronie’s disease (scarring on the penile dorsum), pelvic
fractures, and pelvic surgery

(e) Medical ilinesses that limit physical activity, such as arthritis
and cardiac problems

2. Substance effects

(@) Alcohol and illicit drugs, such as marijuana, opiates, cocaine,
and sedatives

(b) Prescription medications, such as antihypertensives, diuret-
ics, antihistamines, serotonin reuptake inhibitors, and
antipsychotics

(c) Over-the-counter medications, such as sleep aids, antihista-
mines, and cold medicines

(d) Dietary supplements and herbal preparations with hormonal
or anticholinergic effects

(e) Toxins such as lead and arsenic
B. Psychosocial factors
1. Psychiatric disorders, such as depressive and anxiety disorders

2. Trauma, loss, and conflict, such as sexual trauma and relational
problems

3. Financial, vocational, and residential factors (e.g., partners not
living together)

Il. Evaluation of the couple
A. Sexual knowledge, skills, and attitudes

B. Relationship, commitment, and motivation

inhibitors, such as sildenafil, especially when
hypoactive sexual desire disorder coexists with
arousal disorders (7). Hormones prescribed for
hypoactive sexual desire disorder include topical or
transdermal testosterone (8) and estrogen replace-
ment therapy around menopause. Sustained-release
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Table 2. Sexual Dysfunctions Listed in
DSM-IV-TR

Sexual response cycle disorders
Desire disorders
Hypoactive sexual desire disorder
Sexual aversion disorder
Arousal disorders
Male erectile disorder
Female sexual arousal disorder
Orgasmic disorders
Premature ejaculation
Female orgasmic disorder
Male orgasmic disorder
It is important to specify:
Lifelong type or acquired type
Generalized type or situational type
Due to psychological factors or due to combined factors
Sexual pain disorders
Vaginismus

Dyspareunia
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bupropion showed effectiveness in about 29% of
nondepressed women with hypoactive sexual desire
disorder at doses of 300 mg per day (9). Another
biological intervention is the use of vacuum devices
such as the Eros Clitoral Therapy Device (Eros-
CTD—a vacuum device that has received approval
from the Food and Drug Administration), which
can promote desire (10). Psychosocial treatments
start with encouraging sex education and self-explo-
ration. Psychotherapy includes individual psychody-
namic therapy, individual cognitive behavior
therapy, and sex therapy with the couple. The
impact of lack of desire on the partner, often leading
to long-standing relational conflicts, cannot be over-
stated. Couples therapy within the context of sex
therapy can be helpful in mitigating the impact of
hypoactive sexual desire disorder on the partner.

SEXUAL AVERSION DISORDER

Sexual aversion disorder is defined as the persis-
tent or recurrent aversion to and avoidance of geni-
tal sexual contact with a sexual partner, resulting in
marked distress or interpersonal difficulty. This rare
disorder is thought to be more common in women
than men. Etiological factors are similar to those of
hypoactive sexual desire disorder. Sexual aversion

disorder has a high incidence among patients with
anorexia nervosa (11). A Brazilian study found that
sexual aversion disorder is the most common sexual
disorder in patients with panic disorder (12). The
treatments are also similar to those for hypoactive
sexual desire disorder. In addition, case reports have
demonstrated the effectiveness of desensitization

using behavior therapy (13).

DISORDERS OF INCREASED SEXUAL ACTIVITY OR
DESIRE

Although disorders of this type are not listed in
DSM-IV-TR, it has been proposed that the diag-
nosis of hyperactive sexual desire disorder be
added to the sexual desire disorders to include
them (14). Three models have been proposed over
the years for hyperactive sexual behavior, explain-
ing increased and repeated sexual activity that
interferes with functioning as an addiction, as a
compulsion, or as an impulse control disorder
(15). Biopsychosocial treatment modalities such as
SSRIs, naltrexone, self-help groups, and group
therapy have shown some efficacy. More studies
are needed to develop a better understanding of
this type of disorder.

SEXUAL AROUSAL DISORDERS

Arousal or excitement is characterized by the
development of pelvic vasocongestion leading to
erections in men, and to lubrication, swelling, and
vaginal elongation in women. DSM-IV-TR lists
two disorders of arousal: male erectile disorder and
female sexual arousal disorder.

MALE ERECTILE DISORDER

Normal erectile physiology is mediated by the
release of nitric oxide secondary to parasympathetic
stimulation, leading to cavernosal smooth muscle
relaxation and penile engorgement. Disruption of
this process leads to male erectile disorder (16).

Male erectile disorder is defined as an inability to
attain or maintain an erection for the completion
of sexual activity, causing marked distress and
interpersonal difficulties. This condition may be
lifelong or acquired, and generalized or situational.
Many men are affected by male erectile disorder,
with prevalence estimates ranging from 10% to
52%; prevalences are higher among older men (5).
Male erectile disorder may be caused by medical or
psychological factors, singly or in combination.
Medical causes include neuropathic, vasculogenic,
and endocrinological disorders, acquired conditions
such as fibrosis of the corpus spongiosum, and con-
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comitant medical conditions such as cardiovascular
disease and morbid obesity. Male erectile disorder
may be the presenting symptom for a general med-
ical condition such as diabetes mellitus or hypothy-
roidism. Substances such as alcohol, opiates, and
prescription medications can have a marked effect
on erectile function. Psychiatric causes include
mood disorders such as depression, anxiety disor-
ders, and performance anxiety. Male erectile disor-
der may also be caused by increased stress or
relational issues.

Prior to treating male erectile disorder, any asso-
ciated medical conditions or substances that might
interfere with erectile function must be identified
and addressed. Biological treatments include med-
ical and surgical options. Medical treatment has
primarily revolved around the use of PDE-5
inhibitors, which include sildenafil, vardenafil, and
tadalafil. All three have been shown to be effica-
cious in the treatment of male erectile disorder, and
all are contraindicated with the use of nitrates.
Other pharmacological agents include intra-
urethral suppositories and intracavernosal injections
of alprostadil. Surgical intervention involves place-
ment of a penile prosthesis. Nonsurgical interven-
tions include vacuum constriction devices. Couples
counseling and the use of sex therapy with sensate
focus exercises are key psychosocial approaches to
the treatment of male erectile disorder.

FEMALE SEXUAL AROUSAL DISORDER

Female sexual arousal disorder is defined as an
inability to attain and/or maintain vaginal lubrica-
tion, vaginal elongation, and engorgement of the
external genitalia for the completion of sexual activ-
ity, causing marked distress and interpersonal diffi-
culty. The prevalence of the disorder is 20% (2).

Unlike male erectile disorder, the etiology of
female sexual arousal disorder is not well under-
stood. However, a significant association with sex-
ual trauma has been established. As with male
erectile disorder, etiologies include neuropathic,
vasculogenic, and endocrinological disorders,
acquired conditions such as surgical castration,
concomitant medical conditions such as cardiovas-
cular disease, and substance use. Psychosocial issues
must also be ruled out.

Primary treatment options include addressing
any underlying medical conditions and the effects
of any substances used. It may be important to
reestablish a normal hormonal milieu with hor-
mone replacement therapy. The use of PDE-5
inhibitors has shown some limited benefit in pre-
menopausal women; greater efficacy was demon-
strated in postmenopausal women, especially when
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the sexual arousal disorder was associated with low
desire (17). In addition, the Eros-CTD may be
used to treat the symptoms of female sexual arousal
disorder (10). Individual psychotherapy may also
be necessary, especially if there is a history of sexual
trauma. Couples therapy and/or sex therapy can be
helpful in addressing relational issues, enhancing
intimacy, and providing a medium for improve-
ments in technique and communication.

ORGASMIC DISORDERS

Orgasm is characterized by pleasurable rhythmic
contractions within the sex organs. DSM-IV-TR
lists three disorders of orgasm: premature ejacula-
tion, female orgasmic disorder, and male orgasmic
disorder.

PREMATURE EJACULATION

Premature ejaculation is defined as persistent or
recurrent ejaculation with minimal sexual stimula-
tion or before, on, or shortly after penetration and
before the person wishes it, resulting in marked dis-
tress or interpersonal difficulty. Recent sexual
behavior surveys revealed that one-third of men
experienced recurrent premature ejaculation, mak-
ing it the most common sexual disorder in men
(5). Hereditary factors, less frequent intercourse,
over-the-counter cold pills, cigarette smoking,
chronic prostatitis and urethritis, benign prostatic
hyperplasia, arteriosclerosis, diabetes mellitus,
pelvic and spinal cord injuries, polyneuritis, and
polycythemia have been thought to be associated
with premature ejaculation. However, more studies
are needed to clarify the etiology. Psychiatric disor-
ders, particularly panic disorder and social phobia,
have been associated with premature ejaculation
(12). Psychosocial factors include performance
anxiety and relational problems.

The treatment of premature ejaculation begins
with evaluation and treatment of any medical and
substance-related factors. Common practical inter-
ventions include the use of condoms, masturbation
1-2 hours before sexual activity, and utilizing the
partner-on-top sexual position. Biological inter-
ventions include SSRIs (6-12 hours before inter-
course or fluoxetine 90 mg weekly), tricyclic
antidepressants (e.g., clomipramine 50 mg 2-12
hours before intercourse or daily), topical anes-
thetic agents (lidocaine or prilocaine 2.5%), and
PDE-5 inhibitors (as sole agents or in combination
with SSRIs) (18). Psychosocial interventions
include behavior therapy (start-stop method,
squeeze method, or biofeedback), couples and/or
sex therapy, and individual psychotherapy.
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MALE ORGASMIC DISORDER

Male orgasmic disorder is defined as persistent or
recurrent delay in or absence of orgasm following a
normal sexual excitement phase during sexual activ-
ity, resulting in marked distress or interpersonal dif-
ficulty. Sexual behavior surveys have estimated that
approximately 8% of men experience orgasmic dif-
ficulties (5), making male orgasmic disorder the
least common sexual disorder in men. Clinicians are
encouraged to investigate and rule out retrograde
ejaculation, which is often misdiagnosed as male
orgasmic disorder. Biological factors contributing to
male orgasmic disorder include general medical
conditions such as diabetes, arteriosclerosis, low
testosterone levels, vascular and pelvic pathology,
and the use of substances such as marijuana and
alcohol. Thioridazine has been implicated in orgas-
mic difficulties in patients with schizophrenia (19).
Obsessive-compulsive disorder and posttraumatic
stress disorder seem to be more associated with
orgasmic disorders in men than in women.

The biopsychosocial treatment of male orgas-
mic disorder revolves around the management of
medical and substance-related disorders in addi-
tion to individual and couples/sex psychotherapy.
Promising results have been shown with low doses
of antiprolactin agents such as cabergoline prior
to intercourse (20).

FEMALE ORGASMIC DISORDER

Female orgasmic disorder is defined as the per-
sistent or recurrent delay in or absence of orgasm
following a normal sexual excitement phase, result-
ing in marked distress or interpersonal difficulty. It
has been estimated that approximately 24% of
women experience orgasmic difficulties at some
point in their lives (5), making it the second most
common sexual disorder in women after hypoac-
tive sexual desire disorder. It is essential that the
adequacy of sexual arousal (excitement) be evalu-
ated before making this diagnosis. It is also impor-
tant to rule out the presence of coexisting sexual
disorders such as desire or arousal problems.

Biological illnesses contributing to female orgas-
mic disorder include diabetes and diabetic neu-
ropathy, hormonal deficiencies, heart, liver, and
kidney disease, and pelvic conditions such as spinal
cord injuries and damage to pelvic arteries or
nerves as a result of pelvic injury or surgery.
Substances such as alcohol, marijuana, SSRIs, tri-
cyclic antidepressants, and benzodiazepines are
known to delay or inhibit orgasm. Depressive and
anxiety symptoms can also affect a woman’s ability
to attain orgasm. Psychosocial factors include poor

sexual stimulation, relational difficulties, low self-
esteem or poor body image, and unresolved emo-
tional or sexual trauma.

Treatment approaches begin with management of
medical conditions and substance-related disorders
when necessary. Innovative treatments include use of
the Eros-CTD (10), sacral neuromodulation using
an implanted neurostimulator to stimulate the roots
of S2 through S4, and Kegel exercises. PDE-5
inhibitors have shown varied results in the treatment
of female orgasmic disorder. Psychosocial interven-
tions such as individual and couples/sex psychother-
apy have demonstrated efficacy. The use of
innovative medical treatments such as antiprolactin
agents has shown promising results in both hyper-
prolactinemic and normoprolactinemic women (20).

SEXUAL PAIN DISORDERS

Pain related to sexual activity is classified by
DSM-IV-TR into two main disorders: vaginismus
and dyspareunia.

VAGINISMUS

Vaginismus is defined as recurrent or persistent
involuntary spasm of the musculature of the outer
third of the vagina that interferes with sexual inter-
course, resulting in marked distress or interpersonal
difficulty. This involuntary, spasmodic contraction of
the pelvic floor muscles (the pubococcygeus, levator
ani, and related muscles) leads to the obstruction of
the vaginal introitus, making penetration difficult or
impossible. Data on the prevalence of vaginismus are
scarce, although some sexual dysfunction clinics have
reported that 12%—17% of female patients presented
with this complaint (21). Etiological factors are pri-
marily psychological and developmental in nature.
Sexual trauma, conditioned association with pain or
fear of penetration, and relational difficulties have all
been implicated in vaginismus (22).

Treatment of vaginismus includes muscle
strengthening exercises as well as psychotherapeutic
interventions such as couples/sex therapy (23), and
cognitive behavior therapy (24).

DYSPAREUNIA

Dyspareunia is recutrent or persistent genital pain
associated with sexual intercourse in either a male or
a female. By definition, it is not caused by vaginis-
mus or lack of lubrication, and it results in marked
distress or interpersonal difficulty. Prevalence fig-
ures vary widely, depending on the definition used
and population studied; prevention of intercourse

occurs in about 10% (25). There is a high degree of
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overlap in the biological and psychological factors
causing dyspareunia. It is important to include the
impact of both sets of factors during the evaluation
and treatment of dyspareunia, because the same fac-
tors can be expected to perpetuate other sexual
problems (26). Biological factors include anatomi-
cal, inflammartory, and allergic illnesses of the vulva,
vagina, and pelvis. Vaginal dryness, radiation ther-
apy, and surgery can all contribute to dyspareunia.
Substances such as antihistamines and marijuana
have also been implicated. Psychosocial factors
include a history of sexual trauma, body image
problems, and relational difficulties.

The treatment of dyspareunia requires careful
evaluation of all of the factors listed above and
management of any underlying medical and sub-
stance-related disorders. Kegel exercises, electrical
stimulation of the vestibular area and vaginal
introitus, topical nitroglycerin (for vulvodynia),
couples/sex therapy, and individual psychotherapy
have been used in the treatment of dyspareunia as
well.

CONCLUSION

It is critical that we as mental health clinicians
appropriately identify and treat sexual dysfunction.
Such disorders are clearly underdiagnosed, yet they
cause significant physical, emotional, and interper-
sonal distress in patients. The importance of open-
mindedness, empathic communication, and a
nonjudgmental demeanor cannot be overstated.
The thorough use of a biopsychosocial approach to
the diagnostic workup and treatment of sexual dis-
orders ensures that no correctable causes are missed
and that all effective treatment modalities are used.
In addition, the course of treatment is well served
by the use of outcome measures such as structured
interviews and rating scales to monitor symptom
severity and treatment response (27). Patients with
sexual disorders should not suffer in silence. An
approach that incorporates all of these elements
can lead to the best possible outcomes for them.

DiscLoSURE OF UNAPPROVED, OFF-LABEL, OR
INVESTIGATIONAL USE OF A PrRODUCT

APA policy requires disclosure by CME authors of unapproved or investigational
use of products discussed in CME programs. Off-label use of medications by
individual physicians is permitted and common. Decisions about off-label use
can be guided by the scientific literature and dlinical experience. This arficle
contains discussion of unlabeled use of a commercial product or investigational
use of a product not yet approved for this purpose. OffHabel uses discussed in
this article include sildenafi, vardenafil, tadalafil, and testosterone for women;
cabergoline for anorgasmia; and clomipramine, fluoxetine, sertraline, and
paroxetine for premature ejaculation.
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