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Sexual dysfunction:
The challenge of treatment
Identifying “blocks” in the sexual response cycle helps reveal the cause,
and using a medical model points to optimal management.
How to take a sexual history, page 71
Case reports of patients helped by therapy, page 76

S

ay you see 100 adult patients this week.
How many have a sexual dysfunction?
10? 20? Would you believe 43? In a
National Health and Social Life Survey1 of
1,749 women and 1,410 men aged 18 to 59
years, 43% of women and 31% of men reported sexual dysfunction. Rates that high make
sexual dysfunction an important public health
concern—one that is highly associated with
impaired well-being and negative experiences
in sexual relationships.
Similar findings marked a study2 of general practice patients in Britain: 41% of 979
women and 34% of 789 men reported sexual
dysfunction. Although 52% wanted professional help, only 10% had received it.
As primary care providers, Ob/Gyns must
identify common problems, treat those within
our expertise, and refer the others. In all likelihood, we are the first physicians women see
about a sexual problem. For these reasons—
and because dysfunction is so common—it is
appropriate that we screen for and address
female sexual dysfunction.
This article presents a medical model of
management and tells how to take a sexual

history, formulate a differential diagnosis,
manage common sexual problems, and identify
indications for referral.
The medical model

A

ccording to the medical model, a patient
presents with a problem, which is investigated by history and physical examination. A
differential diagnosis is formulated, and appropriate laboratory tests or other evaluations are
conducted. The patient’s problem is compared
to a normal physiologic process to determine
pathophysiology. Diagnosis and therapy follow.
The medical model for sexual dysfunction
is the same as that for any disease, such as asthFIGURE 1

Use the sexual response cycle
in dialogue with the patient
Orgasm
Plateau

Excitement
Desire
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Most patients with sexual dysfunction can identify
the phase in the Masters and Johnson sexual
response cycle where normal progression is interrupted. Using a sketch of this cycle helps patients
understand and articulate their problem.
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ma, in which normal breathing is interrupted.
In the sexual response cycle, physiologic
changes can be measured and specifically
described, as Masters and Johnson explained
in 1966 in Human Sexual Response (FIGURE 1 ).
Any barriers that interrupt this progression
“block” the normal response cycle, resulting in
sexual dysfunction. We aim to identify and
remove or get around any barriers.
The sexual response cycle
Desire initiates the cycle,
excitement phase, during

followed by the
which breathing
rate and pulse increase, blood flow shifts
away from muscles and into the skin and
pelvic organs, and there is an associated
expansion, lengthening, and lubrication of
the vagina. A plateau follows, during which
there is no further increase in signs such as
increased pulse rate. Orgasm is the first point
in the response cycle that is different in men
and women. Men have an obligatory resolution phase and return to baseline state;
women can return to the plateau state and
then have another orgasm. The resolution
phase lengthens in duration in both sexes
with increasing age.
The sexual response cycle is innate, like
any physiologic process. It cannot be taught or
learned, and is not under voluntary control. It
is critical that patients understand that the sexual response cycle is a natural function that
everyone has —just as everyone has innate
capacity to breathe. Patients do not learn it, any
more than they have to learn respiration.
Sexual behavior, however, is learned,

and sexual dysfunctions are exhibited by
behavior. Sex therapy is a learning process, the
aim of which is to change the behavior. Sexual
dysfunctions have both cognitive and physical
components; although response is physiologic,
it can be altered by emotion, as can respiration.
The relationship is the patient. Sexual dysfunction occurs within a relationship, and
the relationship needs and stands to benefit
from therapy.
70
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Reassuring anxious, angry patients

A

pproach is critical, and must reflect an
understanding that sexual dysfunction is
real. Many patients have been told that the
problem is “all in their head” or that they are
deliberately acting dysfunctionally.
Confrontation and support are useful
communication tools. Confrontation means
identifying behaviors and beliefs and how
beliefs influence behaviors. Support means
conveying to the patient that you understand
that she is in distress and that it couldn’t have
happened any other way for her.
A “therapeutic mirror” technique can show
the patient her beliefs, attitudes, and behaviors.
The therapist repeats the the patient’s beliefs
and behaviors until the patient states that they
are an accurate reflection, or tells the therapist
what is inaccurate.
Assure the patient that anxiety is to be
expected , and that her probelm is common

and treatable. These patients believe they have
thought of everything, and nothing has
worked. Just reassuring them may help.
Anger must also be acknowledged —and
these patients are angry. Their anger may be
directed at their partner, a former physician,
or you. You may elicit a surprising outburst
of pent-up anger when you ask what seems
to be a neutral question.
The patient always has an internal theory

and everything you say is filtered through this
theory. If there is a dichotomy, it must be
addressed before you can proceed successfully.
Usually, you can simply ask, “What do you
think is the cause?” Often she will tell you. If
she is uncertain, you might say, “I realize you
don’t really know. What do you think it might
be? What are you afraid it might be?”
You have to ask

M

any patients do not express the fact that
their chief complaint is sexual dysfunction. (See How to take a sexual history, page 71).
In many cases, sexual dysfunction may be
suggested in the investigation of another com-
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How to take a sexual history
The sexual history is like a history for any disease, in that you begin with the present illness. The differential diagnosis begins with a
determination of where in the cycle the dysfunction occurs.
■

One way to start is to describe the normal

human sexual response. I find it best to sketch out
the response cycle (FIGURE 1) on a piece of paper
and ask, “Is this what happens to you?” Most
patients understand and can tell where in the cycle
the interruption occurs.
■

3 questions in a review of systems disclose

nearly all sexual dysfunction:
1. “How often do you have intercourse?” The only
“right” answer is “as often as I want to.” If the
patient is not having intercourse, is it by choice
or involuntary?
2. “Do you have pain with intercourse?”
3. “How often do you have orgasm?” Most answer
“hardly ever” or “most of the time.”
■

Allegories like these are useful:
“For some people, when they get into a situation that
might lead to intercourse, they are afraid it will hurt.
Does that happen to you?”
“Some people get excited, then nothing happens–they
don’t have orgasm. Does that happen with you?”
“Some people, when they get the impression that their

plaint such as infertility, pelvic pain with no particular pattern, malaise, or depression. With
these complaints, it is important to pursue a sexual history. Determine any associated or causal
condition and look for associated dysfunction.
Physical examination

A

general physical examination with
pelvic examination should always be
performed. If the patient complains of pain,
the site of pain should be determined. A wet

partner wants intercourse, avoid it by staying up late or
going to bed early and going to sleep. Does that happen
with you?”
■ Elements and example questions
Age at first intercourse. If she can’t answer, it
indicates sexual abuse.
Location. “Where does it hurt when you have intercourse?”
Quality. “How does it feel when this happens?” “Do
you ever feel like that at other times?”
Severity. “What percentage of the time does the dysfunction occur?” “How does this problem affect your
relationship?”
Duration. “How long have you been having the
problem?”
Timing. “Did anything else change in your life about
the time this started?”
Context. “Has this happened with previous partners, or
is it new?” “Are you having intercourse with anyone else?
Does the same thing happen with them?”
Modifying factors, including medications, chronic
disease, and prior surgeries. “Are you taking any
medications?” “Does this always occur?” Drugs that
can affect the sexual response cycle include beta
blockers, decongestants, and antidepressants.
Associated signs and symptoms. “Does anything
else happen?” “Does this cause you to not want to have
intercourse?”

prep is useful to exclude vaginitis. A patient
may have dyspareunia from vaginitis even if
there are no obvious physical signs.
The most common dysfunctions:
Desire phase disorders

F

emale sexual arousal disorder is either
low libido or inhibited sexual desire. In
both cases the patient is likely to report that
she has no desire. But if you ask what happens when her partner wants to have interSeptember
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course, a patient with low libido describes
low interest behavior, and a patient with
inhibited desire describes aversion behavior.
Patients with low libido sometimes report
that their orgasms are less intense, or that they
do not become excited. Women on estrogen
replacement after oophorectomy may have low
libido related to decreased androgen.
Depression is by far the most common
cause. Other contributors: chronic disease,
hypoestrogenic states, hyperprolactinemia, and
breastfeeding.
Inhibited sexual desire, which is a result of
pain or other dysfunction, is far more common
than low libido. Careful history usually reveals
aversion behavior. They avoid going to bed at
the same time as their partner, or develop other
behaviors that preclude intercourse.
Women with inhibited desire have a conditioned negative response. In studies, these
patients exhibit normal objective measures of
vaginal vasocongestion in response to sexual
stimuli, but self-reported subjective measures
of arousal do not correlate.
They report that they simply have no
desire, but the cause of their avoidance is negative conditioning. Here’s where the therapist
supports, but also confronts their belief system,
and attempts to help them understand that
they have a normal desire for intercourse. The
therapist may ask the patient to consider
whether she ever has sexual dreams, reads
romance novels, or fantasizes, to show that
these phenomena demonstrate normal desire.

M

easuring serum testosterone isn’t helpful. It is my belief that inhibited desire is
most often related to other factors. Counseling
should be the first-line therapy. Drug therapy
without counseling is less likely to be effective
than therapy that includes counseling.
Normal serum testosterone levels are 20
to 80 ng/dL in reproductive-age women, who
produce 0.2 to 0.3 mg/day of testosterone. Levels
OBG MANAGEMENT
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Testosterone therapy may be effective in
surgically menopausal women with low
libido . Shifrin and colleagues7 randomized 75

surgically menopausal women being treated
with conjugated equine estrogens to placebo or
transdermal testosterone, 150 or 300 µg per day,
in a crossover trial. They reported, “Despite an
appreciable placebo response, the higher testosterone dose resulted in further increases in
scores for frequency of sexual activity and pleasure-orgasm. At the higher dose, the percentages
of women who had sexual fantasies, masturbated, or engaged in sexual intercourse at least once
a week increased 2 to 3 times from base line.”
Testosterone is not yet approved for female
sexual dysfunction, but a transdermal testosterone is being proposed for women with
hypoactive sexual desire disorder who have
had bilateral oophorectomy.
Excitement phase disorders

T

The role of testosterone
in inhibited sexual desire

72

increase 10% to 20% at midcycle. Testosterone
falls 40% to 60% at natural menopause and by
similar amounts with use of oral contraceptive
pills, and by 80% with surgical menopause.
Testosterone levels have little correlation
with sexual desire in cycling women or women
on oral contraceptives.3 Most studies have
found no correlation between testosterone levels and sexual function in perimenopausal or
naturally menopausal women.4,5 Other studies
have failed to show a difference in testosterone
levels between women with arousal disorders
and normal controls.6

2004

hese disorders are caused by pain with
intercourse. What the patient says about
the site of pain and when she began experiencing pain help form the differential diagnosis.
Dyspareunia can be due to physiological
causes such as obstetric laceration, endometriosis, pelvic inflammatory disease,
vaginitis, vulvar disease, and vestibulitis.
Interstitial cystitis and inflammatory bowel
disease can cause dyspareunia, as can a simple fungal infection. Ask how long the pain
continues after intercourse. If internal pain
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Pain with
intercourse

Inhibited desire/
sexual aversion

▲

Lack of lubrication
and expansion
▲

that leads to inhibited desire. Anything that
causes pain elicits aversion behavior, even
without the stimulus. With conditioned
response comes failure of excitement, which is
where the sexual response cycle is interrupted.
When pain interrupts the sexual response
cycle, the patient may still have intercourse, but
without excitement, lubrication, and vaginal
expansion—and with consequent further pain.
Further attempts at intercourse then cause
more pain, leading to the cycle of dyspareunia.
Pain may be introital, vaginal, or deep. The
pain may be reproduced on exam.
Treatment is twofold. Identify and correct
source of pain first. Then the patient must
learn that intercourse is not painful but pleasurable. Sensate focus exercises are often useful.
Vaginismus , an involuntary spasm of muscles around the outer third of the vagina, may
make penetration impossible. Vaginismus can
be caused by pain, severe negative parental
attitudes about sex, or extreme religious orthodoxy. These patients may be hyper-feminine.
They often have bizarre mental images of
their genitals. They usually have a partner
who supports the dysfunction.
Treatment involves dilators, but the purpose is not to dilate the vagina. It is to learn to
have something in the vagina and to confront
fears and feelings rregarding penetration.
Treatment must involve the partner.

Pain starts a self-perpetuating cycle

▲

Any cause of pain can begin a selfperpetuating conditioned response cycle

▲

continues for hours, it is highly suggestive of
intra-abdominal pathology.

Failure of
excitement

When the patient reports “no desire”
but describes aversion behavior, inhibited
desire is typically a conditioned response
to the experience of pain during intercourse.
Pain—from any cause—during sexual
intercourse, can begin a conditioned response
that requires recognition, treatment, and,
often, counseling to eliminate.

result, they lose excitement and do not have
orgasm. They become increasingly anxious
about whether they will achieve orgasm.
Anxiety interferes with the sexual response
cycle, and orgasm does not occur.
Treatment involves sensate focus. By learning to focus on the sensations that occur, the
patient learns not to focus on anxiety or
assume the spectator frame of mind.
How can the Ob/Gyn help?
Therapy model: P LI SS IT

Many sexual problems
can be solved by permission-giving. A patient
might be bored and wish to try new positions;
permission may be all that is required.
LI mited information. A patient might have
orgasm with masturbation but not penetration.
Explaining to the patient that 50% of women
do not have orgasm with penetration alone
and that it is OK to combine manual stimulation with penetration may be all that is needed.
Specific Suggestions . A patient on deconP ermission giving.

Plateau and orgasmic dysfunctions

D

elayed or absent orgasm is common. It
may be primary or secondary, global, situational, or random. Etiologies include performance anxiety, fear of loss of control, and
boredom. Patients with orgasmic dysfunction
often develop “spectator” behavior. When they
reach plateau they begin to wonder if they will
have orgasm. They begin to watch to see what
is happening rather than participating. As a
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Case reports of patients helped by therapy
■

47 yo woman married to a physician for 23

■

30

yo

woman

referred

for

severe

years. No intercourse for 20 years, and no

dyspareunia and pelvic pain. Prior workup

communication outside the bedroom about

including IVP, ultrasound, and laparoscopy found

their sexual relationship. She is very angry. Her

no organic cause. She describes severe inhibit-

last gynecologist said she should get a good

ed sexual desire and had not attempted inter-

divorce attorney.

course in 4 months.

She was persuaded to come in with her

Physical exam revealed a fungal infection

husband. He too was upset because they had no

with a tender vagina. Treatment of the fungal

intercourse. Each blamed the other for the lack

infection followed by a brief course of sensate

of intercourse. With counseling, they learned to

focus exercises led to resumption of normal

communicate their needs to each other and to

intercourse.

trust each other to meet each other’s needs.
■
■

34 yo married woman complains of anor-

50 yo woman complains of no desire and

gasmia since starting fluoxetine (Prozac) 2

lack of lubrication. Married for 20 years. She has

years ago. She had orgasm prior to that. After

insulin-dependent diabetes. Her last gynecologist

changing to bupropion (Wellbutrin), her anorgas-

told her to use KY jelly. She became very angry

mia continued.
The patient had developed an expectation

saying KY jelly was “too clinical.”
When pressed for her “internal theory,”

that she would not have orgasm. She was anxious

she felt her diabetes caused her problem. She

about intercourse because she was afraid that she

was angry about having diabetes and taking

would not have orgasm. Her fear and anxiety led

insulin. She wanted something “nonmedical”

to loss of excitement and orgasmic dysfunction.

and didn’t want a “clinical” solution. She

With sensate focus exercises and counseling she

responded to counseling.

became orgasmic.

gestants may note decreased lubrication. Use
of a lubricant might help. A patient with the
“busy mother syndrome” may need specific
instruction to make time for a relationship.
Intensive Therapy. Patients with childhood
sexual abuse probably require intensive therapy. Vaginismus may require intensive therapy.
Summary

M

any gynecologists are concerned about
lack of time or skills to deal with sexual
problems. However, it often takes less time to
deal with the problem than to ignore it. If a
problem is uncovered during a scheduled brief
visit, the patient can be given a follow-up
appointment to ensure adequate time. 
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