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Foreword

Cardiovascular health and sexual health have their roots in a healthy endothelium, the most
important site of production of nitric oxide (NO) in blood vessels. Our discoveries of the fun-
damental roles of NO in regulating blood flow, blood pressure, and blood coagulation, as well
as functioning as the principal neurotransmitter mediating erectile function, signaled the
exploration of the role of NO in penile blood flow, leading to the application of the first oral
agent to treat erectile dysfunction. This and other revolutionary contributions to the field in the
past 25 years place clinicians at the optimal position to evaluate very carefully the impact of
biological as well as psychosocial factors on sexual functioning in addition to integrating bio-
logical treatments and psychosocial approaches to improve sexual function and, hence, the
quality of life.

The Textbook of Clinical Sexual Medicine utilizes the biopsychosocial approach to inform
physicians, practitioners, residents, trainees, and students about the latest that science has to
offer for the evaluation and treatment of sexual dysfunctions especially the utilization of the
full armamentarium of assessment methods and treatment interventions in order to restore
sexual health and enhance quality of life.

The discovery of the cardiovascular protective and blood flow regulatory actions of NO
continues to give potential applications in aging, neurodegenerative disorders, and overall
well-being. Therefore, despite the lack of instant gratification, I cannot stop getting excited
about basic research, and I always look forward to the inevitable scientific discoveries and
resulting vital contributions to humankind, leading us all on the road to wellness.

Louis J. Ignarro
Nobel Prize in Medicine, 1998
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Preface

The purpose of this textbook is to arm the reader with practical knowledge in how to recognize,
address, and treat most modern-time sexual medicine issues and complications. In the remote
past, issues and complications arising from one’s sexuality were considered taboo. Gradually,
sexual medicine gained greater importance, as in our current world one’s sexuality has become
a vital aspect of human quality of life. Unfortunately, some individuals who suffered from sex-
ual disorders were still at a loss because clinicians were not equipped with the most up-to-date
treatment modalities and standards to care for such patients. With this textbook, physicians,
practitioners, residents, trainees, and students alike will confidently learn about sexual medicine
and be able to practically apply their knowledge toward real-world clinical problems.

This textbook is divided into three parts. Part I covers fundamental knowledge regarding the
clinical approach to sexual medicine. Part II contains dedicated chapters to each sexual dys-
function. Classic disorders of desire, arousal, orgasm, and sexual pain are covered in two sepa-
rate chapters for each disorder: an evaluation chapter and a treatment chapter. Evaluation
chapters review the etiology, phenomenology, and the assessment tools for each sexual disor-
der so as to offer an in-depth understanding of each disorder. These chapters then lead to fur-
ther chapters detailing the specific treatment for each of the sexual disorders discussed
previously. Part III covers a fascinating range of topics associated with sex in general, from
myths about sexual activity to sexual emergencies. Related topics such as paraphilias and gen-
der identity disorders are beyond the scope of this book and are covered elsewhere by recent
publications. The appendices include reference materials for the reader. Appendix I reviews
the rating instruments used for sexual medicine and includes copies of the most cutting-edge
measurement tools of sexual functioning provided by the US National Institute of Health
known as the Patient-Reported Outcome Measurement Information System (PROMIS).
Appendix IT highlights the published evaluation and treatment algorithms for the most com-
mon sexual dysfunctions especially algorithms from the International Society of Sexual
Medicine (ISSM). The acknowledgment section is a testimony to the generous and nurturing
individuals for whom the editor is eternally grateful.

This volume also advances the critical need of the integration of the biological and psychologi-
cal schools of thought by embedding the biopsychosocial approach in the everyday evaluation
and treatment of sexual dysfunctions in individuals and couples. I truly hope that this textbook will
provide you with the necessary tools you need to lead a productive and satisfying practice.

Los Angeles, California, USA Waguih William IsHak
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Introduction to Sexual Medicine

Katerina A. Furman, Bret Becker, and Waguih William IsHak

Introduction

Kolodny, Masters, and Johnson coined the term sexual medi-
cine in their well-known Textbook of Sexual Medicine [1].
Sexual medicine is the branch of medicine that focuses on
the evaluation and treatment of sexual disorders, which have
a high prevalence rate. Approximately 43% of women and
31% of men are affected by these disorders [2]. Today the
field of sexual medicine continues to evolve. There have
been recent changes in classification of disorders, advance-
ments in pharmaceutical management, and improvement in
behavioral therapies. This introductory chapter provides a
concise review of relevant topics to sexual medicine includ-
ing recent classification changes in the International
Classification of Diseases, 10th edition (ICD-10) and
Diagnostic and Statistical Manual of Mental Disorders 5th
edition (DSM-5).

Milestones in Sexual Medicine

The ancient Egyptians illustrated sexual scenes in tomb carv-
ings/painting, papyrus, and sculptures (Figure 1.1). The
Turin Erotic Papyrus dating back to 1105BC depicted at least
12 sex positions (Figure 1.2).

One of the first sex manuals in history is the Kama Sutra,
written in India, in second century BC. Techniques of sexual
pleasure enhancement including positions are fully explained
including the spiritual aspects. Some of the positions were
carved inside the Mukteswar Temple in Bhubaneswar, India
(Figure 1.3).

In 1896, Havelock Ellis, an English physician (Figure
1.4), published “Studies in the Psychology of Sex,” discuss-
ing normal and abnormal sexuality. Around the same time, in
1898, Richard von Krafft-Ebing, a German psychiatrist
(Figure 1.5), published in Latin a book called “Psychopathia
Sexualis” (Figure 1.6), which is the first modern text on sex-
ual disorders including the paraphilias. By 1918, Sigmund
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Freud (Figure 1.7), the founder of psychoanalysis, consid-
ered sexuality central to his psychoanalytic theory.

Early in the twentieth century, German physician
Magnus Hirschfeld (Figure 1.8) founded the first sex-
research institute in Germany. He conducted the first large-
scale sex survey, collecting data from 10,000 men and
women. He also initiated the first journal for publishing the
results of sex studies. The Nazis destroyed most of his
materials during World War II. In the early 1930s, American
anthropologist Margaret Mead and British anthropologist
Bronislav Malinowsky began studying sexual behavior in
different cultures [3].

In the USA, Alfred Kinsey (Figure 1.9) published a sur-
vey of 18,000 subjects regarding sexual behaviors in 1947.
William Masters and Virginia Johnson followed this survey
with rigorous lab study of sexual encounters. Masters and
Johnson developed key concepts in sexual medicine such the
sexual response cycle, and developed an effective treatment
technique for sexual dysfunction named sex therapy. Helen
Singer Kaplan followed with a major expansion on training
sex therapists, including desire in the sexual response cycle,
and examining premature ejaculation from psychological as
well as behavioral angles.

In 1981, Ronald Virag (Figure 1.10) discovered during a
surgical procedure on the penis that papaverine caused an
erection when injected into the penis. In 1983, Giles Brindley
(Figure 1.11) gave his notorious AUA Lecture in Las Vegas
when he had previously injected himself with a vasodilator,
identified as phentolamine in some accounts and papaverine
in others. The self-injection became later one of the most
reliable interventions to produce an erection.

The National Health and Social Life Survey (NHSLS),
also known as the Chicago Study or Chicago Survey, is a
landmark epidemiological study of sexual function and dys-
function examining randomly selected 3432 subjects who
underwent face-to-face surveys. This well-designed survey
revealed that about 43% of women and 31% of men suffer
from sexual dysfunction.

W.W. IsHak (ed.), The Textbook of Clinical Sexual Medicine, DOI 10.1007/978-3-319-52539-6_1



FIGURE 1-1. Small sculpture of a sexual scene [Reprinted from:
https://commons.wikimedia.org/wiki/Category:Ancient_Egyptian_

erotic_art#/media/File:Egypt-sex.jpg ~ with  permission from

Creative Commons].

The most significant breakthrough was the identification
of nitric oxide as the principal neurotransmitter responsible
for the relaxation of the corpus cavernosum smooth muscle,
by Louis Ignarro, Ph.D. in 1997, as a result of 2 decades of
research. This discovery enabled the development of oral
pharmacological agents for the treatment of erectile dysfunc-
tion. Dr. Ignarro (Figure 1.12) was awarded the Nobel Prize
for this momentous discovery in 1998 [4].

The late 1990s brought more focus on women’s sexual
health, largely due to the efforts of Jennifer and Laura
Berman, who were originally mentored by Irwin Goldstein
at Boston University [5]. Rosemary Basson introduced the
circular model of the sexual response cycle in women where
arousal could overlap with desire. The current state of the
field is an exciting one, with a plethora of biochemical and
physical interventions, in addition to well-tested and effec-
tive psychosocial ones.

Classifications of Sexual Dysfunctions

There are several major classification systems of both male
and female sexual dysfunction. One of the most common
classifications is in the ICD-10: The International
Classification of Diseases, 10th edition, which was published
by the World Health Organization in 1992. The ICD-11 is
expected to be published in 2017. The ICD codes disorders
as either organic (physiologic) or non-organic (psychoso-
matic). Non-organic disorders may be intermittent and occur
on a case-by-case basis. For example, a male who complains
of erectile dysfunction (ED) but has a normal morning erec-
tion has a non-organic rather than organic cause of ED since
there is no physiologic dysfunction. Non-organic disorders
are those such as sexual aversion, sexual desire disorder,
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non-organic vaginismus, non-organic dyspareunia, and
excessive sexual drive. Organic disorders have a physiologi-
cal/somatic basis and include ED, vaginismus, and
dyspareunia.

Another widely known system of classification for sexual
dysfunction is the DSM-5: The Diagnostic and Statistical
Manual of Mental Disorders (5th edition). The DSM has
been widely used by the American Psychiatric Association to
classify sexual disorders as well as other types of psycho-
logical conditions. The most recent edition has been pub-
lished in May 2013 and contains several important changes
including the criterion that nearly all sexual dysfunction
diagnoses now require a minimum duration of 6 months as
well as a frequency of 75-100% of the time. Additionally,
many disorders are now listed as gender specific, and several
of the female disorders are consolidated into single diagno-
ses. Additionally, a new group of criteria called “associated
features” is introduced, dividing potential contributing fac-
tors of sexual dysfunction into five categories: (1) partner
factors, (2) relationship factors, (3) individual vulnerability
factors, (4) cultural factors, and (5) medical factors. Several
disorders are deleted from the DSM such as male dyspareu-
nia or sexual aversion disorder. Duration and frequency
requirements are implemented to increase the validity and
clinical usefulness of the manual to the psychiatric commu-
nity [6].

Women and Sexual Medicine

In women, the most common cause of sexual dysfunction is
vaginal dryness or failure of lubrication. Approximately
8-28% of sexually active women report lubrication difficul-
ties, which can be attributed to pathologic/organic causes,
psychogenic/non-organic causes, or estrogen deficiency [8].

Women’s sexual function is a complex neuromuscular
process. Along with hormonal changes, arousal is marked by
blood volume and pressure changes in the clitoris and labia
(Figures. 1.13 and 1.14). Irregularities in various psychologi-
cal, hormonal, physiological, and environmental factors can
account for female sexual dysfunction in a number of ways.
Female sexual dysfunction can be characterized by sexual
pain disorders, desire/arousal disorders, and orgasmic disor-
ders [9].

The DSM-5 has eliminated and condensed the diagnoses
of female sexual dysfunction from five disorders of desire,
arousal, orgasm, vaginismus, and dyspareunia to three disor-
ders [10]. Female hypoactive desire disorder is combined
with arousal disorder to form female sexual interest/arousal
disorder. This diagnosis is even less contingent upon physi-
cal stimuli and is characterized by persistent deficiency of
sexual thoughts or desire for sexual activity [6]. Orgasmic
disorder has remained unchanged. Vaginismus and dyspa-
reunia are merged into genito-pelvic pain/penetration
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FIGURE 1-3. Kama Sutra [Reprinted from: https://commons.wikime-
dia.org/wiki/File:Mukteswar_temple.jpg with permission from
Creative Commons].

disorder, as it has been decided that the two disorders could
not be reliably differentiated due to the lack of empirical evi-
dence of vaginal muscle spasm and the overlap of fear of
penetration [6].

FIGURE 1-4. Havelock Ellis [Reprinted from: https://commons.wiki-
media.org/wiki/File:Havelock_Ellis_cph.3b08675.jpg].

There is epidemiological data indicating that 40-45% of
women have at least one form of sexual dysfunction. The
prevalence of women expressing low levels of sexual interest
increases with age, with about 10% of women up to age 49,
22% of those ages 50-65, and 74% of 66-74-year-olds
expressing low levels of desire [11].

Such dysfunctions may be a lifelong problem or acquired
later in life. Risk factors for decreased lubricative function,
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FIGURE 1-5. Richard von Krafft-Ebing [Reprinted from: https://en.
wikipedia.org/wiki/Richard_von_Krafft-Ebing#/media/
File:Richard_v._Krafft-Ebing.jpg].

anorgasmia, and other sexual disorders include but are not
limited to age, sociocultural factors, alcohol use, prescription
and non-prescription drug usage. Other factors that increase
the risk of sexual dysfunction include medical conditions
such as hypertension, certain hormone imbalances, urinary
incontinence, cardiovascular disease, diabetes mellitus, and
depression [11].

Female sexual interest/arousal disorder is described as
significantly reduced interest in sexual activity, reduced or
absent erotic thoughts, or reduced initiation or receptivity to
sexual activity. As many as 75-100% of these women may
experience diminished pleasure during sexual encounters,
absent/reduced sexual arousal in response to internal or
external cues, and reduced genital sensations during
75-100% of sexual encounters. Different cases have reported
various duration of symptoms. Older women generally report
less distress about low sexual desire than younger women, as
sexual desire also decreases with age [11].

Female orgasmic disorder constitutes a marked delay,
infrequency, or absence of orgasm, or it can be defined as a
reduced intensity of orgasmic sensations. Orgasmic disorder
must be accompanied by clinically significant distress and
cannot be justified by significant interpersonal or contextual
factors. Approximately 10% of women do not experience
orgasm throughout their lifetime. Reported prevalence rates
for female orgasmic disorder range widely from 10 to 42%,
though only a small proportion of women also report associated
distress [10].
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Genito-pelvic pain/penetration disorder is defined as at
least 6 months of persistent or recurrent difficulties with vag-
inal penetration; vulvovaginal or pelvic pain during inter-
course attempts; fear or anxiety about vulvovaginal or pain
before, during, or after vaginal penetration; or marked tens-
ing of the pelvic floor muscles during attempted vaginal
penetration. The disorder can range from complete inability
to experience vaginal penetration to situational inability to
experience penetration. Inadequate sexual education and/or
religious rigidity have been common predisposing factors of
genito-pelvic pain/penetration disorder. Many women with
this diagnosis are also diagnosed with a comorbid condition
such as endometriosis, pelvic inflammatory disease, lichen
sclerosis, or vulvovaginal atrophy. There are no tools or
diagnostic methods that can determine if the penetration dis-
order is primary or secondary [10]. However, comorbidity
with other diagnoses is high, as well as with relationship dis-
tress. Often amending factors within the relationship such as
increasing foreplay or addressing sexual dysfunction of a male
partner may ameliorate a women’s fear of and pain during
penetration [10].

Men and Sexual Medicine

The penis, the primary organ responsible for male sexual
function and reproduction, is composed of two functional
compartments: the corpus cavernosum and the corpus spon-
giosum (Figures 1.15 and 1.16).

It is innervated by somatic and autonomic nerve fibers
that provide the penis with sensory fibers and supply the
perineal skeletal muscles with motor fibers. This autonomic
innervation is both parasympathetic and sympathetic.

Norepinephrine is responsible for the regulation of the
corpus cavernosum smooth muscle tone via the alpha-1 and
alpha-2 adrenergic receptors. Other substances involved with
the smooth muscle tone of the corpus cavernosum include
endothelin-1, PGF-2a, thromboxane A-2, angiotensin II, and
calcium [12]. The penis functions as part of the peripheral
nervous system and is constantly modulated by sex steroid
hormones as well as gonadal, adrenal, and neuroactive steroids
that regulate the epithelium and vasculature.

Nitric oxide is believed to be the main vasoactive non-
noradrenergic, non-cholinergic (NANC) neurotransmitter of
erectile action. Penile nitric oxide synthase is fundamental to
the cellular signaling of vascular tone in the corpus caverno-
sum, which is necessary to obtain an erection. NOS protein
content showed a 55% decrease in castrated animals, proving
its vital role in the physiological response to male sexual
arousal and function [13].

Louis Ignarro’s identification in 1997 of nitric oxide as
the principal neurotransmitter responsible for the action of
the smooth muscles of the corpus cavernosum enabled the
development of oral pharmacological agents for erectile
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FIGURE 1-6. Krafft-Ebing’s book [Reprinted from: https://en.wikipedia.org/wiki/Richard_von_Krafft-Ebing#/media/File:Krafft-Ebing_
Psychopathia_sexualis_1886.jpg with permission from © Foto H.-P. Haack (H.-P. Haack)].

dysfunction [14]. Sildenafil (Viagra) was the accidental
result of an experiment to find a treatment that would lower
blood pressure in patients with angina in 1996. In 2008, sales
of sildenafil had reached 1.5 billion dollars annually, with
nine pills being dispensed every second. The further

development of new drugs for both male and female sexual
dysfunction is currently underway.

For men, sexual dysfunction includes male hypoactive
sexual desire disorder, erectile disorder, premature ejacula-
tion, and delayed ejaculation. Epidemiological data from the
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FIGURE 1-7. Sigmund Freud [Reprinted from: https://commons.
wikimedia.org/wiki/File:Sigmund_Freud_LIFE.jpg].

FIGURE 1-8. Magnus Hirschfeld [Reprinted from: https://wellcomei-
mages.org/indexplus/email/299273.html with permission from
Creative Commons].

National Health and Social Life Survey indicate that 15% of
all men experience low sexual desire, 31% of men between
the ages of 18 and 59 years have significant sexual concerns
or problems, and that one-third of men struggle with prema-
ture ejaculation [15]. According to the Florey Adelaide Male
Ageing Study in Australia, 31.7% of men between the ages
of 35 and 80 who were normal at baseline developed ED at a
5-year follow-up [16].
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FIGURE 1-9. Alfred Kinsey [Reprinted from: https://commons.wiki-
media.org/wiki/File: Alfred_Kinsey_1955.jpg].

Potential risk factors for male sexual dysfunction, primar-
ily erectile disorder (ED), include age, obesity, metabolic
syndrome, insulin-dependent diabetes mellitus, cardiovascu-
lar disease, hypertension, tobacco use, hyperprolactinemia,
abnormal dehydroepiandrosterone sulfate levels, urinary
tract diseases, surgery, trauma, spinal cord injury, endothelial
dysfunction, other chronic diseases, as well as psychological
and psychiatric factors [15].

The DSM-5 describes male hypoactive sexual desire dis-
order (HSDD) as persistently or recurrently deficient (or
absent) sexual/erotic thoughts or fantasies and desire for
sexual activity. The clinician should also take outside factors
into account when diagnosing HSDD such as age, relation-
ship status, medical record, and other sociocultural contexts
of the patient’s life. HSDD may be lifelong, acquired, gener-
alized, situational, mild, moderate, or severe. Some
associated features supporting the diagnosis of HSDD are
erectile and/or ejaculatory concerns, as persistent difficulties
with erection may cause a loss of interest in sexual activity
for many men. Relationship-specific preferences should also
be taken into account. For example, men are generally more
likely to initiate sexual activity, though many men prefer
their partner to initiate. In this case, their diagnosis would be
dependent upon their lack of receptivity rather than their
hesitance or failure to initiate sexual acts. Relationship status
should also be taken into account in accordance with one’s
emotional and psychosocial attitude towards new sexual
partners. The development and course of this disorder is con-
tingent on the mere fact that the potency of sexual cues is
known to decrease with age. Endocrine disorders such as
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FiGURrE 1-10. Ronald Virag
[Reprinted from: https://
commons.wikimedia.org/
wiki/File:Dr._Ronald_
Virag, working.jpg with
permission from Creative
Commons].

FIGURE 1-11. Giles Brindley
[Reprinted from Goldstein,
I.R.W.LN., The Hour
Lecture That Changed
Sexual Medicine—The
Giles Brindley Injection
Story. Journal of Sexual
Medicine 2012; 9(2):
337-342. with permission
from Elsevier].

hyperprolactinemia (elevated levels of the protein prolactin)
have been found to act as a significant risk factor for low
levels of desire in males. Studies have also found higher
prevalence of HSDD in hypogonadal men as well as a specu-
lated critical threshold below which testosterone will affect
sexual desire in men.

Erectile disorder can be defined as difficulty obtaining or
maintaining an erection during sexual activity or a marked
decrease in erectile rigidity. Symptoms must persist for a
minimum of 6 months and, like most other disorders in the
DSM, must cause clinically significant distress and not be
explained by any other medical condition or substance.
Many men with ED also suffer from low self-esteem and
self-confidence, depressed affect, and a decreased sense of
masculinity. As mentioned earlier, etiology, diagnosis, and
potential treatments are dependent on the following five

factors: (1) partner, (2) relationship, (3) individual vulnerability,
(4) culture/religion, and (5) medical factors relevant to prog-
nosis or treatment [10].

The DSM-5 classifies premature or early ejaculation as a
persistent or recurrent pattern of ejaculation occurring dur-
ing partnered sexual activity within approximately 1 min fol-
lowing vaginal penetration and before the individual wishes
it on 75-100% of events of partnered activity. Symptoms
must be present for at least 6 months and must cause clini-
cally significant distress in the individual. The level of
severity is established using the duration from vaginal pene-
tration to ejaculation (severe = within 15 s, moder-
ate = 15-30 s, and mild = 30-60 s).

The DSM-5 classifies delayed ejaculation as marked
delay or infrequency/absence in ejaculation on 75-100% of
events of partnered activity. Symptoms must be present for at
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FIGURE 1-12. Louis Ignarro, Ph.D. [Reprinted from: https://sv.wiki-
pedia.org/wiki/Fil:Louis_J._Ignarro_portrait.jpg].
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Greater vestibular
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The Female Reproductive System

FIGURE 1-13. Female sexual and reproductive organs [Reprinted
from  https://commons.wikimedia.org/wiki/File:Blausen_0400_
FemaleReproSystem_02.png with permission from Creative
Commons].

least 6 months and must cause clinically significant distress
in the individual. It is essential that the sexual dysfunction
cannot be the result of a nonsexual mental disorder or other
stressor or substance. Delayed ejaculation is specified as life-
long or acquired, generalized or situational, and mild or
severe.
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Treatments in Sexual Medicine

Treatment for sexual dysfunction may vary depending on the
nature of the dysfunction, the patient, the desired outcome,
and the physician. Some of the most commonly used phar-
maceutical treatments are phosphodiesterase type 5 (PDES5)
inhibitors. PDES inhibitors are primarily used to treat erec-
tile disorder. They function by blocking the degradation of
cyclic GMP in the smooth muscle cells of the blood vessels
of the corpus cavernosum by cGMP-specific PDES.
Examples of common PDES inhibitor drugs are sildenafil
(Viagra), tadalafil (Cialis), and vardenafil (Levitra).

Addressing biopsychosocial factors in behavioral therapy
can also be a means of treating sexual dysfunction. Althof
and Needle showed that “medical treatments are directed
narrowly at a specific sexual dysfunction and fail to address
the larger biopsychosocial issues” [17].

Sex therapy is a common strategy in treating sexual dys-
function. This consists of a form of psychotherapy adminis-
tered by social workers, therapists, or physicians certified by
the American Association of Sex Educators, Counselors and
Therapists (AASECT). It is important to take into account
the impact that mood disorders such as anxiety and depres-
sion can have on sexual functioning. In fact, mood and sex-
ual disorders are often comorbid and share many of the same
causes. Sex therapy has, in recent years, become an increas-
ingly large part of treatment programs targeting sexual dys-
function. One form of treatment is an adaptation of the
Masters and Johnson behavior modification style of therapy.
It incorporates a masturbation desensitization program
developed by LoPiccolo and Lobitz [11]. Many sex thera-
pists suggest the use of sex toys, especially by women, in
cases of sexual dysfunction in relationships. It is vital to
focus mainly on the couple to improve sexual functioning
and subsequent quality of life [14].

The Permission, Limited Information, Specific Suggestions,
and Intensive Therapy (PLISSIT) model of sex therapy was
introduced by American Psychologist Jack Annon in 1976. It
provides a framework for therapists to intervene and treat
patients for sexual dysfunction. Often times sexual problems
are caused or worsened by guilt or anxiety about one’s actions.
This first step of the model merely gives the patient profes-
sional permission to do what he/she is doing (e.g., masturba-
tion) in order to alleviate this unnecessary anguish. LI stands
for limited information and means ensuring patients have suf-
ficient anatomical and physiological information and expecta-
tions of themselves. The next step is SS, or specific suggestions,
and includes many of the exercises of mutual pleasuring rec-
ommended by Masters and Johnson such as sensate focus and
stop start. IT is the last step and is intensive therapy. It requires
a long-term intervention to address complex underlying issues
on an individual as well as partner level. [18]
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FIGURE 1-14. External female
sexual organs [Reprinted from:
https://commons.wikimedia.
org/wiki/File:Figure_28_02_
02.jpg with permission from
Creative Commons].
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FIGURE 1-15. Male sexual and
reproductive organs [Reprinted
from: https://commons.
wikimedia.org/wiki/File:Penis_
lateral_cross_section.jpg with
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The question remains unanswered as to what constitutes
success for sex therapy as it is a lengthy process and out-
comes vary on a case-by-case basis. Treatment can be exten-
sive and must take into account the needs, flaws, and
limitations of a sexual partner. A key step in treatment is the
realization of “good-enough sex,” or sex that realistically
acknowledges that performance is variable and is vulnerable
to both one’s own and partner’s current emotional and physi-
cal state [19]. Sex therapy is not focused on the frequency of
sexual contact or changes in ejaculatory latency or coital
orgasms, but rather emphasizes the patient’s own report of
enhanced sexual confidence, pleasure, or intimacy [19]. It is
impossible to separate mind from body and it is paramount
to recognize in treating sexual dysfunctions that these
problems are most often a combination of physical and
psychological factors. Therefore we must acknowledge that
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Deep muscles of perineum
Builbourethral gland
Muscles of perineum
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Testis
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treatment should integrate a fusion of psychological, inter-
personal, and pharmacological interventions [20].
Treatment specifically geared towards female sexual
dysfunction has included hormone therapies, such as estro-
gen therapy, androgen therapy, flibanserin (Addyi), and
oxytocin. Potential treatments that are currently being inves-
tigated are a synthetic steroid called Tibolone, phosphodies-
terase inhibitors, and sildenafil (Viagra) [21]. It is important
to note that flibanserin aims to treat a problem that exists on
a continuum, therefore making it difficult to establish a
clear-cut diagnosis. For many people who consider them-
selves asexual, absence of or diminished desire is consid-
ered a sexual orientation rather than a dysfunction. In
addition, female sexual dysfunction is much less inconspic-
uous than male dysfunction, where the absence of arousal or
orgasm is physically observable. The female sexual response
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engorging corporal tissue

@ Engorging causes corporal tissue
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Flaccld: Transverse view

Erect: Transverse view

@ Engorged corporal tissue compresses penile
veins and venules, maintaining erection

FIGURE 1-16. Penis, lateral view and cross section before and during erection [Reprinted from: https://pl.wikipedia.org/wiki/Zaburzenia_
erekcji#/media/File:Figure_28_01_06.jpg. With permission from Creative Commons].

is not only more hidden but also more elusive and even
taboo [22].

Estrogen and androgen hormonal therapy were both
observed to have benefits on sexual function in females.
One-fourth of menopausal women reported vulvovaginal
atrophy and dyspareunia, symptoms which often lead to pain
and decreased sexual interest, arousal, response. This then
frequently leads to avoidance of sexual encounters [22]. The
synthesis of estrogen within extragonadal compartments
takes place during one’s reproductive life as well as after
menopause. Androgens are fundamental precursors in the
biosynthesis of estrogens. Estrone sulfate is the most abun-
dant estrogen in circulation in postmenopausal women at
10-24 times higher levels than estrone or estradiol. Estrone
and estradiol are partly bound to sex hormone-binding glob-
ulin (SHBG) in their non-sulfate forms. Transdermal and
oral estrogens increase sex hormone-binding globulin

(SHBG) levels, and oral estrogen can lead to a clinically sig-
nificant decrease in non-SHBG-bound sex steroids. Estradiol
is most concentrated in the female brain in the hypothalamus
and preoptic regions [23].

Topical estrogen therapy was reported by Santoro et al.
to improve sexual function significantly in postmenopausal
women with what was referred to by the DSM-IV as vul-
vovaginal atrophy (VVA) and dyspareunia. The topical
treatment comes in various forms including creams, tab-
lets, and rings. Vaginal topical estrogen treatment has been
shown to improve vaginal lubrication and decrease dyspa-
reunia [23].

Testosterone has also been demonstrated to have a role in
treating sexual dysfunction in women. A testosterone patch
has become a common treatment of hypoactive sexual desire
disorder in surgically menopausal women with the intent to
enhance female sexual motivation [23].
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Oxytocin has been found in a large number of studies to
have a positive impact on both the female and male sexual
experience. Oxytocin is secreted by the pituitary gland dur-
ing intimate physical contact, orgasm, and childbirth. It has
been found to foster trust, cooperation, and openness, both in
romantic relationships as well as in friendship and business.
Oxytocin levels generally increase during arousal and peak
during orgasm for both men and women. After an initial
report of successful use of oxytocin in male anorgasmia, a
2014 study reported that oxytocin increased the intensity of
orgasm and contentment after sexual intercourse [24]. The
study administered intranasal oxytocin to 29 healthy hetero-
sexual couples. Researchers then studied the acute effects on
their sexual drive, arousal, orgasm, and refractory aspects of
sexual behavior along with partner interactions. Biomarkers
such as cortisol, alpha-amylase, and heart rate were moni-
tored. Findings showed that while these effects were more
pronounced in men, women also benefited from intranasal
oxytocin doses. Women in the study reported feeling more
relaxed in the context of their sexual experiences as well as
an improved ability to share sexual desires or empathize with
their partners. Intranasal oxytocin did not alter classical pat-
terns of sexual function, but it did improve orgasmic and
post-orgasmic sensation as well as partner interaction [25].

Several studies reveal that erection and orgasm in male
rats are controlled by oxytocin as well as dopamine. For
example, a study by Succu et al. shows that stimulation of
dopamine receptors in the paraventricular nucleus of the
hypothalamus of male rats induces penile erection and
increases extracellular dopamine in the nucleus accumbens.
More research is needed on effects of oxytocin and dopa-
mine on female sexual function [26].

The FDA approved flibanserin (Addyi) in August 2015 to
treat low sexual desire in premenopausal women. Flibanserin,
colloquially known as the “female Viagra,” is designed to treat
female hypoactive sexual desire disorder. However, the two
medications do not share a mechanism of action. While Viagra
(sildenafil) acts by dilating blood vessels to increase blood flow,
flibanserin raises levels of dopamine and norepinephrine while
lowering levels of serotonin. This mechanism is thought to work
because dopamine and norepinephrine are neurotransmitters
involved with sexual excitement, but serotonin may contribute
to sexual inhibition if these chemicals are out of balance.
Flibanserin is generally prescribed to be taken once daily and
the cost ranges anywhere from $400 to $800 per month [27].

Tibolone is a synthetic steroid used in Europe and
Australia for treatment of postmenopausal osteoporosis. It
mimics the activity of female sex hormones estrogen and
progesterone and prevents dryness and soreness of the vagi-
nal tissue. It has therefore been used to treat hypoactive sex-
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ual desire in menopausal women in other countries, but it is
not approved by the FDA for use in the USA due to concerns
of increased breast cancer risk [28].

Phosphodiesterase inhibitors are generally used to treat
erectile disorder. These medications function by blocking the
breakdown of cyclic guanosine monophosphate (cGMP)
which results in vasodilation and prolongation of the media-
tors of blood flow such as nitric oxide. This means increased
dilation of the veins, which allows for increased blood flow
to the penis to obtain an erection. Phosphodiesterase inhibi-
tors have been shown to elicit minor improvements in women
with sexual dysfunction, though evidence is not strong
enough to make generalized statements. PDE (phosphodies-
terase) isoenzymes 4 (cAMP-PDE) and 5 (cGMP-PDE)
were found in the human vagina. In addition, signals related
to PDE10 and PDEI11 were found in the epithelium and
glandular-like structures [29]. Results indicated that PDE
inhibitors could relax human vaginal tissue of the labia
minora and increase levels of cGMP. This means that the
pharmacological concept of PDE inhibition could be appli-
cable to the treatment of symptoms of female sexual arousal
disorder. PDE inhibitors have been used to treat erectile dis-
order since 1989, but the presence of cAMP-PDE type 4 and
cGMP-PDE type 5 in vascular and nonvascular smooth mus-
cle of the vaginal wall supports the hypothesis that the use of
iso-enzyme-selective PDE inhibitors can lead to vaginal
smooth muscle relaxation, thus improving hypoarousal.
These findings also suggest a connection between the
NO-cGMP pathway and control of the vaginal smooth
muscle tone [30]. Ultimately this means that in addition to
treating male erectile disorder, urinary incontinence, and
lower urinary tract pathology, PDE-5 inhibitors may be a
pharmacological treatment option for female arousal and
orgasm disorders [27].

Sexual medicine is evolving, expanding, and advancing
with recent strides in pharmacology, psychology, and rela-
tionship counseling. Recent changes in classification are
changing the way we conceptualize and define sexual dys-
function. Combined with pharmaceutical advances, the
available options for the management and treatment of
sexual dysfunction continue to increase for both men and
women. Evaluation of sexual dysfunction, however, begins
with the understanding that the causes may be multifacto-
rial (Figure 1.17). The biopsychosocial model ensures a
comprehensive assessment of multiple factors (psychoso-
cial, medical, and the effect of substances) (Figure 1.18)
that can affect sexual functioning, so that the individual
and/or the couple can benefit from different types of inter-
ventions, whether they are biological, psychosocial, or
both [31].
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FIGURE 1-17. Traditional and
alternative views of the factors
contributing to sexual
dysfunction [Reprinted from
Hatzichristou D, Kirana PS,
Banner L, Althof SE, Lonnee-
Hoffmann RA, Dennerstein L,
Rosen RC. Diagnosing Sexual
Dysfunction in Men and
Women: Sexual History Taking
and the Role of Symptom
Scales and Questionnaires. J
Sex Med. 2016;13(8):1166-82
with permission from Elsevier].

FIGURE 1-18. The revised
international consultation on
sexual medicine five-step
algorithm for the management
of sexual dysfunctions in men
and women [Reprinted from
Hatzichristou D, Kirana PS,
Banner L, Althof SE, Lonnee-
Hoffmann RA, Dennerstein L,
Rosen RC. Diagnosing Sexual
Dysfunction in Men and
Women: Sexual History Taking
and the Role of Symptom
Scales and Questionnaires. J
Sex Med. 2016;13(8):1166-82
with permission from Elsevier].

K.A. Furman et al.

Panel A shows the previously held, traditional view of SD as psychogenic, organic, or
mixed. Panel B shows the alternative, current view of SD as a multifactorial problem,
with interacting contributing factors. Arrows around the periphery are intended to
illustrate the dynamic, interactive potential among the different factors shown. SD=sexual

dysfunction.

Man / Woman with sexual complaints
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- Overall sexual wellbeing
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The History of Modern Sexual Medicine

Ronald William Lewis

When asked to prepare this chapter I was honored, but faced
arather daunting task of developing a chapter on the history
of sexual medicine of where to begin. I then decided that to
me one of the turning points of the development of this area
as more scientific in nature occurred with the publication of
the seminal work of Kinsey [1], and Masters and Johnson
[2, 3], where their close observation studies of couples sex-
ual interactions and intense history gathering of these indi-
viduals began to take sexual activity out of the realm of
mystery, interactive intrigue, and intense psychoanalysis
necessary to provide relief for these couples. Thus I added
the word “modern” to the title. As an example of getting
back to some of our scientific roots I remember an example
that Masters gave in a talk at Tulane while I was a medical
student there in the mid 1960s of solving of a sexual dilemma
for two Ph.D. individuals, who after seeing many specialists
and both having what appeared to be super normal fertility
potential as individuals were simply asked about their copu-
latory pattern in detail. They had been going to bed and
“sleeping together” at the correct times but rather surpris-
ingly naive never actually having intercourse. What Dr.
Masters stressed that he did not find this particularly unex-
pected in this highly educated but rather sexually unin-
formed couple but that they had found each other on the
campus. I remembered this as an early lesson to me the
importance of getting details on the history of any medical
condition, particularly to those that involve sexual matters,
without any preconceived notion of what the answer to such
obvious question may reveal. Their infertility was promptly
solved with just a mild intervention process.

As T also prepared to develop this chapter, I was reminded
of a challenging but very fun educational activity of one of
my undergraduate courses entitled History of Biology in
which the professor had divided the centuries in six required
times in which we as students were required to develop an
essay during the semester of each of these periods express-
ing the conflict of either Mystery or Religion versus

© Springer International Publishing AG 2017

Scientific thought as it reflected on the culture of that
particular time. What struck me for most of these time peri-
ods the dominant and accepted norms were often emanating
from mystery or religion and the upstart scientific realm was
often fighting an uphill battle. It is sometimes difficult to
write as history such a new and continually developing field
as sexual medicine since the field as a science is less than a
century old. I will try to include what I think have been the
most significant events that have driven this field into the
more scientific realm that it has become today. Now, to quiet
some potentially critical points of view, I by no means
intend to indicate that sexual medicine disorders become
science if only “medicalizing” the diagnosis and manage-
ment of these distinct disorders as simple or isolated indi-
vidual approaches is the determining factor that makes this
field scientific. We all must never forget that most of sexual
disorders or problems are not only a concern for the indi-
vidual but also for a “partner(s) “ as well and that we all who
work in this area should be ever mindful of our inadequacies
of truly dealing with this inter-active and intra-active nature
of the management of sexual disorders. So even some of the
magic of dealing with these problems prior to Masters and
Johnson era still have a bearing of importance for us. I will
try to highlight seminal scientific approaches in this young
field as it occurred in time. I, by no means, have the ability
to cite all of the important contributors in this field but have
included those who have been dominant in pushing us into a
more scientific field.

As we get into the modern history much of the early
science centered on erectile dysfunction (ED) but other
areas are highlighted in the chapter. Each major division
indicated by bold title could possible lead to its on full
chapter on the history so this is a very succinct attempt at
history of sexual medicine in general. I have tried to select
references that include many who have contributed to the
field in their bibliographies which cite major contributors
in the field.
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Observational Studies Leading to Major
Changes in the Therapeutic Approach
to Sexual Disorders

Although the observations of Masters and Johnson [2, 3]
gave a more documented and descriptive nature of sexual
physiology it was followed soon by the realization that sim-
ple treatment behavioral modification did not work in all
individuals because of the overlapping secondary individual
and partner interactive processes playing a “resistant’ to cure
so therefore a new paradigm for therapy was developed that
combined behavioral modification of sexual symptoms of
classic therapy with brief, active psychodynamically ori-
ented management of the patient’s resistance [4]. A third
seminal development in understanding human sexuality
from a monistic process to the development of a triphasic
paradigm was proposed by Dr. Kaplan in the late 1970s [5,
6]. Even this triphasic stepwise nature of sexual reactivity
has been recently modified (see below). This triphasic nature
of the sexual response moved the evaluation and treatment
from a simple clinical entity to more complex interactions in
the one individual to several interacting components but also
to a series of interactions between the partner’s sexual
response as well. An example of the inadequacy of treating a
man for ED without recognizing the patient’s main problem
may be hypoactive sexual desire, which if not addressed as
well, would lead to therapeutic failure to treat the impotence
[7]. Michael Perelmann about 7 years ago nicely summa-
rized a new integrative approach to the management of sex-
ual dysfunction [8].

A New Focus on Vascular Disorders
of the Male Genitalia

At about the same time that this new focus on the diagno-
sis and therapy was occurring in the sexual therapist realm
two studies emanated out of Europe focusing on recogni-
tion of possible vascular restoration occurring with pelvic
vascular surgery for impotence [9]. The other publication
was the elegant radiological evaluation of the intracopo-
real and pelvic vasculature via specialized arteriography
[10]. These caught the attention of two key clinical inves-
tigators at that time, Adrian Zorgniotti of New York City
and Gorm Wagner of Denmark, who also had performed
some elegant observational studies of physiological
changes in the female genitalia and the male corpus caver-
nosum, to team as leaders in preparing a meeting in
New York City in the fall of 1978 to discuss some of this
new cutting edge treatment and evaluation of impotence
which sequentially became the biennial meeting for at first
impotence, then all of male sexual dysfunction to
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eventually sexual dysfunction in men and women under
the current organization , the International Society for
Sexual Medicine [11]. More detailed historical data regard-
ing Dr. Zorgniotti can be found in Dr. Lizza’s 2005 article
[12]. At the 1978 meeting in New York City 188 revascu-
larization procedures, mostly inferior epigastric artery to
the corpus cavernosum (Michal I) were presented from 7
international sites with as high as 77% positive functional
result [11]. The sophistication of presentations led to plans
to address more science associated with penile erection
and treatment of impotence at a second meeting in Monaco
in 2 years in 1980. See Ref. [10] and the book that also was
published on data from this initial 1978 meeting [11, 13].
By the time of the meeting in Monaco results of revascu-
larization of the corpora cavernosa for impotence was
reported from nine new centers in addition to Michal’s
group, most now using the Michal II, inferior epigastric
artery anastomosis to the dorsal artery of the penis [11]. A
unique revascularization procedure using the inferior epi-
gastric artery to the deep artery of the corpora were also
reported in a few cases from Latin America and the United
States but long term follow up of these procedures and
later reports of similar surgeries never appeared again.
This revascularization group also included the first report
of the Virag Technique of deep dorsal vein arterialization
for vascular treatment of erectile dysfunction [11].

It is beyond the scope of this brief history of evolving
sexual medicine to continue where this initial enthusiasm
for penile revascularization treatment led but long term
results were certainly mixed with major occlusion eventu-
ally for the revascularization arteries, probably due to some
of the need for physiological runoff for successful revascu-
larization and the non-physiologic connections such as to
deep dorsa vein without runoff established to the corpora
cavernosa itself or direct connection to the corpus caver-
nosa. Today only specific traumatic damaged pelvic internal
pudendal arteries or the branches to the corpora verified by
specific sophisticated pelvic arteriography (with ability to
use the inferior epigastric artery as a donor artery to anasto-
motic vessels beyond the specific damage site such as dorsal
arteries with definite branches to the corpus cavernosal deep
artery serving as run-off vessels) should be the patient of
choice for revascularization procedures. These are usually
young patients with specific pelvic trauma. Certainly arte-
rial damage is more generally small vessel disease in the
corpora cavernosa itself now proved by more anatomical
and physiological studies particularly in those patients with
generalized vascular disease such as arteriosclerosis and
microvascular injury in association with such diseases as
diabetes mellitus (DM). This medical approach tended to
blossom with overenthusiastic surgeons before some of the
needed anatomical and physiological sciences of the corpus
cavernosa were well understood.
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The Ultimate Reconstructive Surviving
Treatment of Erectile Dysfunction

Before the “new focus” on understanding the nature of the
tissue of the penis erectile tissue and the 1978 awakening of
alternative vascular repair for this disorder, a group of sur-
geons from various regions of the world had gradually devel-
oped the replacement of the physiologic process of erection
with penile prostheses. This progressed from several types of
artificial “os penis “devices being placed in the penis, but not
into the corpora cavernosa itself, to intracavernous rigid and
semirigid devices placement to various hydraulic intracaver-
nosal prostheses. Semirigid, and two or three piece devices
persevered to remain a major therapeutic success story of the
treatment of ED. The reader of this historical piece is encour-
aged to read previous selected publications which well spell
out this history of prosthetics for the treatment of ED [14].
One persistent characteristic of this modality is the constant
nature of the surgeon and engineer to improve these devices
to lessen mechanical wear, to develop infection resistant
materials to aid in that devastating end point prevention, to
improve the surgical techniques for placement of the devices,
and to develop sophisticated salvage procedures when failure
occurs. Key early pioneers in this field include Brantley Scott,
William Furlow, Steve Wilson, Carl Montague, and Gerald
Timms from Minnesota. At the second international meeting
on impotence in Monaco in 1980, this area was highlighted in
the program. A supplement to the Journal of Sexual Medicine
in November, 2015 presents a review of historical papers with
commentary in penile implant surgery [15]. Also another his-
tory review was published in sexual medicine reviews [16].

Intracavernosal Injection Therapy
Treatment for ED

By the time of the 1982 third meeting on penile revascular-
ization in Copenhagen, and certainly by the fourth meeting
in Paris 1984, a new dominant therapy for ED was develop-
ing rapidly, injection of vasoactive agents into the corpus
cavernosum [17, 18]. Another rich historic narrative on
injection therapy from its beginnings can be found in a
chapter from a Wagner and Kaplan 1993 publication [19].
Giles Brindley and Ronald Virag were the early pioneers in
this field in 1982 and 1983 [17]. At first Virag proposed
intracavernous injection therapy as an office procedure but
auto-injection at home was proposed by Zorgniotti and
LeFleur in a publication in 1985 [20]. At the fifth interna-
tional meeting in Prague in 1986 the introduction of prosta-
glandin E-1 as the newest injection agent was made in
laboratory and patient studies were presented from
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Singapore, Japan, and Vienna, Austria [17, 18]. A 3 year
follow/up of 69 patients using self-injection of prostaglandin
E1 was reported from Finland in 1999 [21]. In 1996 intra-
urethral prostaglandin E1 was approved but its efficacy was
less than injection therapy [22].

One cannot discuss the history of injection therapy
without citing a most seminal review article in the field by
Junemann and Alken in 1989 [23]. The major agents used in
diagnostic studies and therapy are two- or three-agent com-
binations using papaverine, phentolamine, or PGE-1 or using
one of two FDA-approved PGE-1 agents alone [18].
Although a highly successful therapy for the treatment the
invasive nature of the treatment is not well accepted by all
patients and the long term dropout is still relative high.
To demonstrate the rapid spread of this treatment for ED, at
the 1984 meeting in Paris there were only five presentations
dealing with intracavernous treatment for ED and in the
subsequent 1986 and 1988 meetings there were over 45 pre-
sentations on the same subject [17]. Pharmacologic agent
injection also became a major part of some of the diagnostic
procedure as discussed below. The use of injection therapy
for diagnosis, evaluation, and treatment of ED has been
recently reviewed [24].

The Other Vascular Therapy for ED

By the time of the third and fourth meetings of the interna-
tional group in Copenhagen in 1982 and Paris in 1984
some therapeutic and diagnostic studies stressing the
veno-occlusive mechanism of erection were being
addressed. Our group from Tulane University in New
Orleans reported at the fourth international meeting in
Paris in 1984 a dynamic corpus cavernosography [25]. We,
in the introduction to that paper, discussed some of the
early venous surgery for ED by Lowsley as early as 1953
and we presented some of our early vein surgery patients.
We also credited early modern pioneers of venous surgery
in the modern era, Ebbehof, Wagner, and Virag. In 1990
we presented an article on venous ligation surgery for
venous leak in which we reviewed the earlier contributors
and the then known results from around the world [26].
However long term results of this type of surgery were not
sustained overtime mainly because it became apparent that
veno-occlusive disorders were mostly the result of fibrotic
changes in the sinuses of the corpora cavernosa and
addressing the external veins would not change the lack of
veno-occlusion which was dependent on total relaxation of
the corpora sinuses. This type of surgery is now reserved
for rare congenital venous defects in the wall of the corpora
cavernosa and some rare cases of trauma or iatrogenic
damage to the tunica albuginea.
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The Other Early, But Less Sophisticated,
Solution for ED

Another treatment for erectile dysfunction with origins
predating the 1970 by patents but significant papers did not
appear until 1986. Although not as sophisticated the modality
still persists as an option for ED treatment. These were the
vacuum erection deviceswhich history has been well described
by this author in a previous publication [27]. Early pioneers
and authors of papers in this field include Perry Nadig and Roy
Witherington. Although a rather crude solution the noninva-
sive nature of the treatment persists and is highly successful
for many couples. This solution works best when both partners
truly accept this as their “best choice” for ED.

Anatomic and Physiologic Studies
in the Development of the Science
of Sexual Medicine

Following the first two meetings of what was to become the
International Society of Sexual Medicine in Monaco in
1980 and Copenhagen in 1982 there was an emphasis to
better understand the anatomy and physiology of the cor-
pus cavernosa of the penis. It would be impossible, for it
would result in a very long chapter in itself to recount all of
the discoveries that emanated from the various laboratories
around the world. In 2003, some of the key pharmacologi-
cal and physiological studies were included in the 102 ref-
erences from a book chapter by Tom Lue’s group [28]. A
very seminal work by deGroat and Steers outlining the key
neurological pathways involved in the reproductive tract
should be mentioned since that author was not included in
the comprehensive list in the aforementioned bibliography
in the Lue group article [29]. Another source of key histori-
cal participants in the basic research can be found in the
basic science section of the textbook published in 2009
[30]. It would take myriads of pages and references to do
the key basic science discoveries justice in this rather broad
history perspective.

Suffice it to say, that all of this work described some of
the central and spinal cord pathways involved in the initia-
tion and maintenance of sexual activity. The anatomical
studies clearly showed the vascular anatomy that fed the very
“modified-capillary” connection between arteries and venous
called cavernosal sinuses and the relaxation of these filled
spaces to produce veno-occlusion dependent on an elastic
and intact tunica albuginea. Most importantly the molecular
nature of what happened to result in erection and detumes-
cence led to an understanding of NOS and the initiation of
Intracavernosal smooth muscle relaxation via nNOS release
of nitric oxide with maintenance by shear force eNOS which
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resulted in relaxation of the smooth muscle of the sinus
spaces, with intra chemical messengers through GAP
junctions to produce a coordinated relaxation with calcium
changes in the cell. Once a sympathetic release following
orgasm, the mostly activated cyclic GMP dependent system
was returned to a contracted state with key input from
enzymes, primarily phosphodiesterase 5. The normal tonic
contraction of the penis in the flaccid state was maintained
by such systems as the Rho-kinase system.

Measuring the Problem: Development
of Epidemiology

Understanding the incidence and prevalence and developing
key definitions is crucial in understanding the nature of sexual
disorders in the population. These areas are key to establish-
ing this field as science. There have been four international
consultations regarding sexual function, but the first focused
only on males. In the second and third International
Consultation in Paris in 2004 and 2009 and the fourth interna-
tional consultation in Madrid in 2015 epidemiologic data for
sexual disorders in men and women from data collected from
the mid 1990s until the most recent time before the meeting
were evaluated by the panels making up this committee.
Articles which reference lists include the main contributors in
the field were selected from the literature which met evi-
dence-based criteria and the results are best summarized in
four articles and one book chapter which the reader of this
brief history are referred [31-35]. It is the epidemiological
data that helps establish the now established fact that arterial
erectile dysfunction can be a harbinger for cardiac arterial
disease. Also the strong association with diseases such as dia-
betes mellitus has prompted myriads of anatomical, physio-
logical, and molecular studies of this disease effect on the
corpora tissue further clarifying treatment of this disorder.

History of Key Diagnostic Study
Development in Sexual Medicine
Science

At the first meeting on arterial revascularization the exqui-
site work of pelvic arteriography of Ginestie were pre-
sented without some of the modern sophisticated technical
aspects of radiography [9]. We published an updated dis-
cussion of radiology of ED in 1990 from the Mayo Clinic
group [36].

Erectile function during REM sleep was as a measure-
ment of impotence was originally presented by Karacan in
1970 [37]. He was one of two featured guest contributors
to the meeting in Monaco of the international group
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interested in ED which had convened in 1980 to further
review corpora cavernosa revascularization. His early
studies led to the development of the Rigiscan device
which became an important diagnostic tool after this time
[38]. After the development of color duplex Doppler stud-
ies of the corpora cavernosa the use of rigiscan dimin-
ished in importance but still remains an important part of
evaluation of response to pharmaceutical agents in trial
studies and some still think it crucial in the workup of
ED. Using video sex stimulation erections and nocturnal
erection measurement Slob et al. in 1990 reported their
early result and follow-up with the use of penile vibration
during the video sessions [39, 40].

Irwin Goldstein’s group in Boston was a key contributor
to development of dynamic cavernosometry and cavernosog-
raphy as evaluation tools of the venous function of the cor-
pora cavernosa. One of their key presentations appeared in
1987 [41].

After the development of injection agents, Tom Lue pre-
sented the concept of using penile color Doppler ultrasonog-
raphy in 1985 [42]. At Mayo clinic in 1988-1999 a team of
urology and radiology published several key papers on penile
arteriography and the use of color Doppler ultrasonography
[43—45]. In the AJR volume in 1989 in which the Quam arti-
cle appeared [43] four other groups reported their early work
on the use of color Doppler evaluation of impotence.
Recently, in a paper by Sikka et al. standardization of color
duplex Doppler studies was proposed [46].

As the field became more scientific there was a need for
questionnaires to assess sexual disorders and two of the
most successful validated instruments were the
International Index of Sexual Functions (IIEF) and the
Female Sexual Function Index (FSFI) first presented as
publications in 1997 and 2000 [47, 48]. The design and
development of such questionnaires is discussed in a book
chapter in 2009 [49].

Major Breakthrough for Treatment
of ED: Oral Pharmacotherapy

In March of 1998, sildenafil citrate, the first orally delivered
selective PDE-5 inhibitor was approved by the United States
Food and Drug Administration (FDA) for the treatment of
ED. This class of drugs was an initial candidate antianginal
agent but this medication and the many that came after it liter-
ally turned the tables on the management of ED because of its
widespread effective use. An excellent reference of historical
significance for the first 5 years of use of these compounds can
be found in a book chapter by Harin Padma-Nathan [50]. In
that same book put together by Dr. Gregory Broderick other
chapters present more about this class of pharmaceuticals.
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Other Than ED: The Science
of Peyronie’s Disease, Priapism,
and Ejaculation Problems

Most of this discussion of the history of modern scientific
sexual medicine has focused on ED but equally important for
sexual disorders in men has been the science during the last
years for understanding, diagnosing and treating other sexual
problems in men. These areas include Peyronie’s disease,
priapism, and premature ejaculation.

In Peyronie’s disease basic science studies have led to more
scientific treatment of the local plaque prior to moving to the
traditional surgical therapy of either plication procedures,
excision of plaque with graft, or penile implant surgery [51, 52].

Priapism has been classified into ischemic or non-
ischemic types and basic science studies have clarified some
of the molecular changes in the cavernosal tissue such as
changes in enzyme milieu in priapism associated with sickle
cell disorders. An excellent review from Hellstrom’s group
includes priapism in males and females [53].

Premature ejaculation has been better defined, some cen-
tral controls understood, and a more scientific approach to its
management is now available. See the recent comprehensive
review by Chris McMahon to view an historical summary of
this disorder [54].

An excellent review of pathophysiology and management of
delayed ejaculation has recently been published in 2016 [55].

In 1999, my colleague, Tom Mills and I reviewed the litera-
ture on the role of androgens in the maintenance of the erectile
response citing in that article a number of studies [56]. Maggi’s
group in 2009 published an excellent review of the endocrinol-
ogy of male sexual function [57]. Recently a process of care
paper was published from the International Society for Sexual
Medicine in their journal in 2015 [58]. From the fourth inter-
national consultation on sexual medicine a paper was pub-
lished reviewing the literature supporting endocrinologic
control of men’s sexual desire and arousal/erection [59].

Catching Up: The Science of Sexual
Medicine for Disorders in Women

At the International Meeting in Australia in 2000, it was recog-
nized that the society needed to focus on the emerging science
associated with women’s sexual health, so for the first time a
section of the program was entirely on women’s sexual health
issues. At the international meeting in Argentina in 2004 the
organization changed its name to the current International
Society for Sexual Medicine reflecting the need to focus on
sexual medicine in both sexes. Soon after that the International
Society for the Study of Women’s Sexual Health was founded.
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Some key papers that establish the science of sexual function

and dysfunction in women are included in Refs. [60-67].

In fact, the first medication for a sexual dysfunction in

women, flibanserin in premenopausal women, has recently
been released [68, 69].

History of Sexual Medicine Science
Drives Us to Optimal Treatment or
We Are Not There Yet

The history of science of sexual medicine is not over and is not
stagnant. Gene therapy and regenerative medicine develop-
ments to prevent damage to crucial sexual tissue or treat spe-
cific disorders such as ED are already developing. Penile
transplant surgery is being pursued as a real possibility.
Transgender medicine is now developing into a more stable
scientific identity. As more understanding of the brain and
mid-brain science of sex is understood perhaps designed med-
ication to affect these areas may become reasonable. Finally,
we can never stress enough, the importance of treating the
couple for sexual disorders for epidemiologic data clearly
shows this and the interaction between sexual partners is as
paramount as treating individual disorders. History moves on.
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Surveys of Sexual Behavior and Sexual Disorders

Gabriel Tobia, Khushminder Chahal, and Waguih William IsHak

Introduction

Few topics elicit as much passionate discussion, debate, and
controversy as that of sex. As a result, a frank public health-
oriented conversation free from taboo and prejudice remains
difficult, even in the early twenty-first century, as evidenced
by the recent controversy regarding the administration of the
quadrivalent human papillomavirus (HPV) vaccine in teen-
agers [1]. The ensuing moral panic echoed that which fol-
lowed the publication of the Kinsey Reports in the 1950s and
that surrounding the issue of public funding of the National
Health and Social Life Survey (NHSLS) in the late 1980s.
The polemic recurs with every public discussion about sex-
ual health, leading former Surgeon General of the United
States M. Jocelyn Elders, M.D., to write, “We have a sexu-
ally dysfunctional society because of our limited views of
sexuality and our lack of knowledge and understanding con-
cerning the complexities and joys of humanity. We must
revolutionize our conversation from sex only as prevention
of pregnancy and disease to a discussion of pleasure [2]. This
discussion cannot occur in the absence of accurate and dis-
passionate data.

Furthermore, in 2002, the World Health Organization
(WHO) updated its definition of sexual health which it now
defines as “a state of physical, emotional, mental and social
well-being related to sexuality; it is not merely the absence
of disease, dysfunction or infirmity. Sexual health requires a
positive and respectful approach to sexuality and sexual
responses, as well as the possibility of having pleasurable
and safe sexual experiences, free of coercion, discrimination
and violence” [3]. In the era of HIV/AIDS, the very private
sexual act may have major public health repercussions.

In order to promote better sexual health, as defined by the
WHO, it is essential to gather accurate data regarding the
sexual behaviors and sexual health of the population. From
Kinsey to the present day, numerous surveys about sexual
habits have been published (Table 3-1); some of them were
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rigorous and scientifically valid, others less so. All sought to
satisfy the public’s curiosity for this most unique topic. The
following chapter aims at reviewing the major surveys of
sexual behaviors and sexual disorders and to present their
main findings, focusing mainly and whenever possible on
surveys pertaining to the US population.

A Brief History of Sex Surveys

The first known sex surveys in the United States were the
Kinsey Reports, published in 1948 and 1953. Alfred Kinsey
was an evolutionary biologist and a professor of zoology
from Indiana University who had never studied human
behavior. The main focus of his early research was in fact
the mating practices of gall wasps [4]. In 1938, he was asked
to teach the sexuality section of a course on marriage. As he
was looking up literature in preparation for his lectures, he
realized that scarcely anything had been published on the
topic. He then decided to conduct his own study, using taxo-
nomic methods transposed from entomology with which he
was familiar. He started by handing out questionnaires to his
class students, soon switching to face-to-face interviews.
Along with his three colleagues, he ended up interviewing
close to 18,000 subjects. He used samples of convenience
starting with his own students, later expanding to other col-
lege students, prison inmates, mental hospital patients, a
group of homosexuals, and hitchhikers. His findings were
published in two books, Sexual Behavior in the Human
Male in 1948 [5], followed 5 years later by Sexual Behavior
in the Human Female [6]. These two works were later col-
lectively dubbed the Kinsey Reports. They challenged pre-
conceived notions about sex, a topic which was previously
deemed taboo. Notably, Kinsey’s data was presented free of
any social, cultural, or political taboos [7]. The controver-
sial nature of the topic naturally invited a backlash. Many
critics, including religious and political figures, feared that
Kinsey’s candid discussion of sexual practices would disrupt
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TaBLE 3-1. Comparison of the major sex surveys

G. Tobia et al.

Sample size Type of sample

Information gathering

Major findings Major limitations

Kinsey /930s—1950s 5300/8000
published 1948 and
1953

Convenience sample

Face-to-face interviews

10% of men had had sex
exclusively with other

46% of the male subjects
“reacted” sexually to persons
of both sexes

Sampling bias

Masters and 694 Convenience sample Direct observation Four-stage model of the Sampling bias
Johnsons published sexual response

1966 and 1970

Sex and Morality in 3018 Nationally representative Face-to-Face interviews 48% disapproved of Chaotic inception
the U.S. 1970-1972, sample masturbation Unpublished for
published 1989 29% approved of outlawing 17 years

National Health and 3432
Social Life Survey
(NHSLS) 7992

Multistage area
probability sample

Sexual Well Being 26,032 Unknown

Global Survey

(SWGS) 2009

National Survey of 5865 Population-based

Sexual Health and cross-sectional study,
Behavior (NSSHB) randomized using random
2010 digit dialing and

address-based sampling

Face-to-face surveys

Online, face-to-face
(Nigeria)

Online survey

premarital sex

59% favored laws against

homosexuality

Excluded adolescents
and elderly subjects
Focused solely on
genital sexual acts

Americans tend to engage in
sexual intercourse with
demographically similar
people

Most STIs are contracted by
young adults

6.9% reported an STI at some
point

Increased number of sexual
partners correlated to STI risk
Increased condom use in
at-risk populations

3/5 respondents globally said Possible sampling bias
that sex was important to

them

69% enjoyed sex
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the moral order of the nation. Nevertheless, the Reports
soon reached the top of bestseller lists, turning their author
into a celebrity.

Some of Kinsey’s most famous and controversial find-
ings concerned homosexuality. He reported that 37% of
men had at least one sexual encounter with another man at
some point in their life and that 46% of men “reacted” sexu-
ally to persons of both sexes. Ten percent of men had had
sex exclusively with other men for at least 3 years [5]. This
figure may be the basis of the oft-repeated assertion that
“10% of Americans are homosexual.” Kinsey himself how-
ever avoided the categories “homosexual” and ‘“heterosex-
ual,” instead using a seven-point scale—later dubbed
“Kinsey scale”—to describe a person’s sexual orientation,
ranging from O, or “exclusively heterosexual,” to 6 or
“exclusively homosexual” [5]. Regarding women, Kinsey
reported that 7% of single females aged 20-35, as well as

4% of previously married women from that same age group,
had equal heterosexual and homosexual experiences or
responses (a rating of 3 on the Kinsley scale). One to three
percent of single females of that age group were reported to
be exclusively homosexual [6].

Kinsey estimated that the average frequency of marital
sex among women in their late teens was almost three times
a week, and it decreased to a little over two times a week at
age 30 and once a week by age 50 [6]. On the topic of mas-
turbation, he reported that 62% of female responders partook
of it, 45% of which indicated that they could achieve orgasm
in less than 3 min [6]. The rate of masturbation in males was
markedly higher, at 92% [5].

Kinsey reported that around 50% of all married males had
had an extramarital affair at some point during their married
life, as did 26% of females under 40. He estimated that
between | in 6 males and 1 in 10 females aged 26-50 had
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engaged in extramarital sex. Eighty-six percent of men
reported that they had engaged in premarital sex, as did half
of the women who married after World War 1.

Additionally, Kinsey reported that 50% of males and 55%
of females endorsed having responded erotically to being
bitten. Furthermore, 22% of males and 12% of females
reported an erotic response to a sadomasochistic story [5, 6].

Although his reports are still regarded as foundational
works in sex surveys and the study of sex in general,
Kinsey’s methodology was heavily criticized, especially
his use of convenience samples. His rationale for not using
a random sample was that he could not persuade a random
sample of Americans to answer deeply personal questions
about sexual behavior. The result is a sample which, despite
being considerable in size, may not be representative of the
general population, as is generally the case with conve-
nience samples [8]. Some groups were overrepresented in
the sample. For instance, 25% of respondents were or had
been prison inmates, and 5% were male prostitutes. One
vocal critic even asserted that “a random selection of three
people would have been better than a group of 300 chosen
by Mr. Kinsey” [9]. Additionally, many of Kinsey’s respon-
dents volunteered to be in the study. Subsequent investiga-
tions showed that individuals who volunteer for surveys are
often not representative of the entire population [10].
Nevertheless, Kinsey’s work has been described as “monu-
mental” [11] and has been named as one of the factors that
changed the general public’s perception and eventually led
to the sexual revolution of the 1960s. It also led the way for
the next generation of sex researchers. Indiana University’s
Institute for Sex Research (later renamed Kinsey Institute)
has strived to expand and update the trove of information
left behind by its founder. Subsequent studies were con-
ducted, most notably in 1970 and in 2009. They are pre-
sented below. Researchers in other countries also emulated
Kinsey. A notable example is the survey conducted in the
United Kingdom in 1949 by the social research organiza-
tion Mass-Observation. It was dubbed “Little Kinsey”
although, unlike its model, it was conducted using random
sampling [12].

In the late 1950s and early 1960s, Washington University
gynecologist William Masters and his research associate
and eventual wife Virginia Johnson studied sexual behavior
using a medical model. They described the anatomy and
physiology of human sexual response by observing 382
women and 312 men engaging in “10,000 complete cycles
of sexual response.” Their findings were published in
Human Sexual Response (1966) [13] and Human Sexual
Inadequacy (1970) [14].

The next major study was funded by the NIMH and was
conducted by Indiana University’s Institute for Sex
Research, under the direction of Albert D. Klassen, subse-
quently joined by Eugene E. Levitt and carried out by the
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National Opinion Research Center (NORC) at the University
of Chicago. It was originally conceived as a survey of the
public’s perception of homosexuality but was later expanded
to cover a wide variety of sexual behaviors and attitudes. A
fairly large sample of Americans (3018 respondents) were
surveyed from 1970 to 1972. The data gathering process
was slower and more expensive than anticipated, and the
data analysis and writing processes were mired in contro-
versy and personal disputes. As a result, the manuscript,
which was finished as early as 1979, was not published. It
was not until 1988 that the text re-emerged [15]. What
Science had dubbed “The Long, Lost Survey on Sex” [16]
was eventually published in 1989 as Sex and Morality in the
U.S. [15], with additional data published in Science [17].
The main interest of the study lies in the fact that it dealt
primarily with perceptions of sexual practices rather than
the prevalence of the practices themselves. The researchers
reported that 48% of respondents disapproved of masturba-
tion, and a vast majority disapproved of extramarital coitus
and homosexual relations without affection (87 and 88%,
respectively). Even homosexual relations with affection had
a disapproval rating of 79%. Similarly, a majority (65-82%)
disapproved of premarital sex in teenagers, whether boys or
girls, with or without romantic love. Adult age and the pres-
ence of love were predictors of a lower disapproval rate.
Still, 29% of responder approved of outlawing premarital
sex, 59% favored laws against homosexuality, and 14%
believed a person convicted of homosexuality should be
sentenced to at least a year in prison [15].

In subsequent years, there were other smaller studies,
targeting certain specific population groups, such as
young women [18-20] or college students [21]. These
studies tended to focus more on social issues, such as con-
traception and teenage pregnancy, rather than actual sex-
ual practices [22].

In the absence of rigorous scientific studies of sexual
practices, a number popular nonscientific or pseudoscientific
reports attempted to assuage the public’s curiosity about the
topic. More often than not, these studies used convenience
samples. For instance, a number of these studies were funded
by and published in magazines, and they drew their samples
from the readership of said magazines. These include
Psychology Today [23], Redbook [24], and Playboy [25].

The samples used in the studies may be large—20,000 in
the case of Psychology Today, more than five times more for
the Redbook study. However, these samples are drawn from
the readers of the publications, and it has been argued that
these are an already preselected population not necessarily
representative of the general population, especially in terms
of liberalism and education [15]. An additional issue is that
of response rate. In the case if the Redbook survey, a survey
was sent out to 4,700,000 Redbook readers, and only 2% of
them responded. Such a response rate casts doubts as to the
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representative abilities of the findings, a shortcoming that
will plague many other such surveys, such as that conducted
by American-born German sex educator Shere Hite. Hite
sent out surveys to women whose names she obtained from
women’s organizations and subscriber lists of women’s mag-
azines. In total, she distributed 100,000 questionnaires and
received 3000 of them back, a 3% response rate [26].

The Janus Report (1993), by Samuel S. Janus and
Cynthia L. Janus, was distributed to 4550 subjects with
2795 returned and were “satisfactorily completed” [27].
These included volunteers who came to the offices of sex
therapists. It presents itself as an updated snapshot of
American sexual practices in the context of the AIDS epi-
demic that had started a decade earlier. The report claimed
to be going against preconceived notions about the sexual
habits of senior citizens. It reported that over 70% of
Americans ages 65 and older have sex once a week. The rate
reported is almost as high in men over 65 (69%) as in men
aged 18-26 (72%). It even went on to claim that a similar
proportion of men over 65 have sex every day (14%) as men
aged 18-26 (15%). The Januses’ conclusions contradicted
previous—and subsequent—studies that found a gradual
decline in sexual activity beginning in the fifties. The Janus
Report was heavily criticized for its skewed sampling,
which resulted in overestimating the rates of sexual behav-
iors. For instance, Arthur Greeley [28] systematically com-
pared the results obtained by the Januses to results drawn
from the General Social Survey (GSS), which was based on
a national household-based probability sample conducted
by the National Opinion Research Center over two decades.
He found that the Janus Report estimates were often 2—10
times higher than those of the GSS. For instance, as men-
tioned above, the Janus Report estimates that 69% of men
aged 65 and above have sex at least once a week, as do 72%
of men aged 18-26. By comparison, GSS rates for these age
groups are 17 and 57%, respectively. The fact that the
Januses’ findings were never replicated elsewhere seems to
give credence to their detractors.

In 2004, ABC News Primetime Live published its own
American Sex Survey. The researchers interviewed 630
American adults by telephone, out of a random national sam-
ple of 1501. The survey lavishly describes “eye-popping
sexual activities, fantasies and attitudes in this country.”
Among the results is 42% of Americans call themselves
“sexually adventurous,” 30% of single men aged 30 and
older have “paid for sex,” and that half of women acknowl-
edge having “faked an orgasm” [29].

The scarcity of serious up-to-date studies and the urgent
necessity of accurate information about sexual behaviors as
a matter of public health, especially in the era the HIV epi-
demic, were the drivers behind the National Health and
Social Life Survey (NHSLS) in 1990 [30]. The NHSLS,
sometimes dubbed the Chicago Study or Chicago Survey,
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sought to remedy what its authors saw as methodological
flaws in all previous sex surveys, from Kinsey on. The pur-
pose of the NHSLS, according to one of its authors, was to
“collect and analyze data on the social organization of sex-
ual behavior, particularly the social structuring of sexual
action, and the ways in which that structuring influences
behaviors that increase the incidence and prevalence of a
variety of health-related problems” [22]. The inception of
the NHSLS was not without controversy. The study of peo-
ple’s private sexual behaviors has long been contentious, as
evidenced by the vivid reactions to the Kinsey Reports. The
government was reluctant to fund a project which would
“provide a mandate of excessive sexual expression” [31],
and although the study was originally requested by the
National Institute of Child Health and Human Development
(NICHD), its funding was soon terminated. The researchers
were thus forced to turn to private donors to fund the study,
including the Robert Wood Johnson Foundation, the
Rockefeller Foundation, and the American Foundation for
AIDS Research. The NHSLS was headed by Edward
O. Laumann, Research Associate at NORC; John H. Gagnon,
Professor of Sociology and Psychology at the State
University of New York at Stony Brook; Robert T. Michael,
NORC founding director; and James Coleman, NORC
Research Associate [8].

The NHSLS used a novel approach in sampling. It
involved a multistage area probability sample designed to
give each household an equal probability of inclusion. The
sampling returned 4369 eligible respondents. These subjects
were administered a face-to-face 90-min survey, 3432 of
which responded and were thus included in the study, result-
ing in a response rate of 78.6%. The subjects were aged
18-59, including 75% Whites, 12% African Americans, and
8% Hispanic Americans.

NHSLS researchers reported on a wide array of topics,
such as sexual fantasies, masturbation, orgasm, and emotional
satisfaction. Some of the findings from this survey are high-
lighted later in this chapter. The results of the study were pub-
lished in Sex in America: A Definitive Survey [8] and The
Social Organization of Sexuality [22]. Among the NHSLS
findings was the fact that Americans tend to engage in sexual
intercourse with peers who are similar to themselves in age,
education, and ethnicity. It also revealed that, at the time, most
sexually transmitted infections were contracted by young
adults. 16.9% of respondents reported that they had at some
point been diagnosed with at least one sexually transmitted
infection. The survey also reported a correlation between the
number of both lifetime and simultaneous sexual parwtners
and the likelihood of contracting a sexually transmitted infec-
tion. Those with more than 10 lifetime sexual partners were 20
times more likely to have contracted such an infection as those
with only one. Interestingly, the NHSLS found that the popu-
lations at highest risk of contracting sexually transmitted



3. Surveys of Sexual Behavior and Sexual Disorders

infections were starting to change their sexual practices
accordingly, for instance, with increased condom use.

Overall, according to Cooks and Baur, the NHSLS “stands
alone as the most representative U.S. sex survey and as one
that reliably reflects the practices of the general U.S. adult
population in the 1990s” [31]. Nevertheless, the study had
some important shortcomings. As the NHSLS was conceived
in the wake of the AIDS epidemic, it was in part designed to
understand sexual behaviors associated with the transmis-
sion of the disease, so the researchers focused mainly on
sexual practices that may lead to infection, omitting many
significant non-genital sexual acts such as hugging, kissing,
and body stroking, as well as the events surrounding the act
such as courtship. Another major limitation has been the
exclusion of adolescents and older adults, as the NHSLS
researchers have chosen to focus solely on adults aged
18-59. It was in order to remedy to these limitations that
some more cohort-specific surveys have appeared in recent
years. The Youth Risk Behavior Survey (YRBS), conducted
by the Center for Disease Control and Prevention (CDC)
has strived since 1991 to gain data in the adolescent popula-
tion, studying health risk and health protective factors in 9th
to 12th graders, including sexual behavior [32-34]. The
National Social Life, Health and Aging Project (NSHAP),
on the other hand, researches the elderly population [35].

An all-encompassing survey to cover all age groups
remained absent until two decades later, with the National
Survey of Sexual Health and Behavior (NSSHB) conducted
by the Kinsey Institute and Indiana University. The NSSHB
not only provided an expanded age group but also allowed
insight into changing trends and developments in sexuality
over the past 20 years [36]. The NSSHB studied nearly 6000
subjects aged 14-94 and provided the scientific community
with the first batch of thorough data on human sexuality and
sexual behaviors in the past two decades. The NSSHB also
took into consideration new developments in society which
could influence sexuality. Such changes include the use of
medications to treat erectile dysfunction (sildenafil, marketed
as Viagra®, was released in 1998) which had extended the
sexual lives of many and increased sexual behaviors in older
ages. Also, in contrast to the 1970 Kinsey survey, same-sex
relationships were now viewed differently, as same-sex mar-
riage had become legal in some states and there had been
increased recognition of same-sex partnerships and lifestyles.
Another major development was the possible influence of the
Internet on sexual perceptions and practices. The ability of
the NSSHB to consider this influence on sexuality provides
data, which researchers hoped would be more representative
of the national population [37].

The NSSHB set out with the expressed aim to be the most
nationally representative sexual survey conducted to date. It
enrolled a total of 5865 participants (2936 males and 2929
females) through a population-based cross-sectional study
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conducted in the spring of 2009, randomized using random
digit dialing and address-based sampling. This allowed the
sampling frame to cover approximately 98% of all US house-
holds. Ages included ranged from 14 to 94, with adolescents
requiring consent from their parent or guardian. Sample
adjustments made included gender, age, race (Black,
Hispanic, White, or other), geographic region (Midwest,
North, South, West), sexual orientation (heterosexual, homo-
sexual, bisexual, asexual, or other), household income, level
of education, and relationship or marital status. Participants
were asked to report whether or not they had engaged in cer-
tain solo or partnered sexual behaviors and, if so, how
recently (never, within the past month, within the past year,
or more than a year ago). These reports were obtained via the
Internet, as opposed to face-to-face interviews in past sur-
veys. Findings were presented as 95% confidence intervals
sorted by age cohorts. Sexual behaviors included masturba-
tion (solo and partnered), vaginal intercourse, anal inter-
course, and same-sex behaviors. Condom use during vaginal
intercourse was also assessed [37].

The NSSHB claimed to be a more modern sexual survey
in comparison to previous studies, arguing that its design
and items of investigation allow for a better insight into the
sexual health of the US population. Investigation of earlier
ages (younger than 18) provided insights into young teens,
who have been considered a higher-risk demographic.
Investigation of older ages (over 60) has allowed a better
understanding of sexuality in an age group which has seen
an extended sexual life due to the pharmacological advance-
ments, an expanded range of sexual enhancement products
(vibrators, lubricants), and consumer marketing messages
that shape expectations for sex and relationships at an
advanced age. Another particularity of the NSSHB lies in its
methodology for data acquisition; the researchers claimed
that, since answers were sent via the Internet, they were
likely to be more honest than face-to-face answers such as
those of the NHSLS, the latter being thought as more anxi-
ety provoking and not allowing for the same degree of hon-
esty. Nevertheless, the study did have its own major
limitations. In particular, in a recurrent problem common to
many sex surveys, the sample may have been subject to self-
selection, as those who chose to participate may represent
different sexual personalities than those who chose not to
participate. Also, subjects sampled were only those acces-
sible in the community and not those in group homes, hos-
pitals, or long-term care facilities. Such factors are important
and should be taken into consideration when designing
future sexual surveys.

Although this chapter focuses primarily on surveys of
sexual behaviors conducted in the United States, there were
many more carried out in various parts of the world. Listing
them all would be far outside the purview of this volume,
but one notable study is the Sexual Well Being Global
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Survey, or SWGS, conducted by Kevan Wylie, M.D., of the
United Kingdom in 2006 and published in 2009. The
researchers surveyed 26,032 participants across 26 coun-
tries, including the United States, the United Kingdom,
China, Brazil, and Nigeria. The study was conducted online
except for Nigeria where the respondents were interviewed
face-to-face. The listed objective of the study was to “iden-
tify the variety of sexual behaviors undertaken by adults
across the world.” The researchers found that three out of
five respondents globally said that sex was important to
them, with comparable findings in men and women. Sixty-
nine percent of those surveyed enjoyed sex. Forty-four per-
cent of participants were “very or extremely satisfied” with
their sexual life [38].

Prevalence of Sexual Behaviors

The following data regarding the prevalence of sexual behav-
iors are mainly derived from the most recent nationally rep-
resentative sexual surveys, the NSSHB [8, 22] and NHSLS
[36—41] (Figures 3-1 and 3-2).

Sexual Fantasies

The NHSLS survey found that 54% of men think about sex
at least every day, 43% of them a few times a week or a
month, and 4% less than once a month or never. In contrast,
19% of women think about sex at least every day, 67% of
them a few times a week or a month, and 14% less than once
a month or never. The survey also reported that 84% of mar-
ried couples fantasized during intercourse. The most com-
mon fantasies, in decreasing order, are sex with the partner,
sex with a stranger, sex with more than one person at a time,
and engaging in sexual behaviors one would not usually
engage in in reality [22].

FiGure 3-1. Women'’s rates of
sexual acts by age (Based on data
from Ref. [39]).

= Masturbation (solo)
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Masturbation

According to the data gathered by the NSSHB, solo mastur-
bation was reported by more than 20% of women in all age
groups during the past month and by more than 40% within
the past year, with the exception of those aged 70 years and
more [37]. More than half of women aged 18-49 had mas-
turbated in the past 90 days, including more than 60% of
women aged 25-29. Being in a relationship and perceived
health status are not significant factors in solo masturbation
practices, except for women aged 60-69 who were less
likely to masturbate if in a relationship. Forty-eight percent
of women aged 18-39 reported masturbation “a few times
each month or more” [39].

The NSSHB also found that the majority of men in all age
groups reported masturbation in the past year with the excep-
tion of those aged 14—15 and 70 and more. Solo masturbation
was more commonly reported than the majority of partnered
sexual behaviors for men aged 14-24 and men aged 50 years
or older [37]. It also reported that about half of men aged
18—69 masturbated in the past 90 days. Men aged 25-39 were
the ones who engaged most frequently in solo masturbation,
including 95.5% of men who describe themselves as single
and dating, and more than 80% of all unmarried men from
that age group. Married men over 70, in contrast, had the low-
est rate (27%). Partnered men were less likely to report mas-
turbation than non-partnered men. Health status was not a
factor, except for men over 70 for whom poor to fair health
was associated with lower rates of masturbation (18%) than
those with good to excellent health (40%). More than 30% of
men aged 18-49 reported masturbation alone on average
more than twice a week during the past year [42].

NSSHB reported that women aged 25-29 were most
likely to have engaged in partnered masturbation in the past
90 days (35%), as were men aged 30-39 (33%). Women who

= Vaginal intercourse = Anal intercourse

40-49
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FiGurE 3-2. Men’s rates of sexual
acts by age (Based on data from
Ref. [42]).
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were in a relationship were more likely to engage in the prac-
tice than women who were not and perceived health status
was not a significant factor. Men in a relationship were also
more likely to engage in the practice. In women aged 25-39,
the practice was most frequent in those who identified as
single and dating (more than 60% engaged in it in the past
90 days). The highest rate in men when factoring all vari-
ables was among 25-29-year-olds in a relationship but not
living together (44%) [37].

Two decades earlier, the NHSLS found that 63% of men
and 42% of women masturbated at least once a year; 29% of
men and 9% of women masturbated once a week. Eighty-one
percent of men and 61% of women achieved orgasm during
masturbation; 54% of men and 47% of women felt guilty
afterwards. Individuals with a master’s or advanced degree
tended to masturbate at a higher rate (81% of men and 59% of
women) than those without a high school degree (68% of men
and 48% of women). Overall, the NHSLS finds that the higher
the education level, the more likely the individual is to report
that he or she masturbates. The NHSLS also reported that
Whites masturbated more (66% of men, 44% of women) than
Blacks (40% of men, 32% of women). In married individuals,
the proportions of those who masturbated at least once a year
is 57% in men and 37% in women, compared to 70 and 47%,
respectively, in men and women who are divorced, separated
or widowed, and not in a relationship. When asked for the
reasons for masturbation, 40% of men and 42% of women
said they sought physical pleasure; 26 and 32%, respectively,
said it was to relax; 73 and 63% said they did it to relieve
sexual tension; 32 and 32% cited the absence of a partner; and
finally 11 and 5% said they did it out of boredom [22].

® Masturbation (solo)
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® Vaginal intercourse ™ Anal intercourse (insertive)
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Partnered Sexual Intercourse

The NHSLS in 1992 looked at the frequency of all sexual
contacts, whether vaginal, oral, anal, or others. According to
the data reported, about a third of respondents (37% of men
and 33% of women) engaged in sexual intercourse with a
partner at least twice a week, another third (35% of men and
37% of women) engaged in intercourse a few times a month,
and the rest engaged in intercourse a few times a year or not
at all. Ten percent of men and 14% of women had not had sex
at all in the past year. The youngest and the oldest respon-
dents in the NHSLS survey were the least active sexually.
People in their twenties were the most active, with 48% of
men and 33% of women in that cohort engaging in inter-
course twice a week or more. For both men and women, mar-
ried and cohabiting couples engaged in sexual intercourse
more frequently than non-cohabitating individuals. Contrary
to perceived stereotypes, the survey did not find any
significant variation in frequency of sexual activity across
different racial groups, religions, or levels of education. Data
from surveys showed that 40% of married people and half of
people who were living together engaged in intercourse
twice a week or more. Fewer than 25% of single or dating
men and women engaged in intercourse twice a week.
Twenty-five percent of single people not living together
reported to engage in intercourse “just a few times,” com-
pared to 10% of married individuals. The length of the last
sexual event of 11% of men and 15% of women was shorter
than 15 min, and longer than an hour for 20% of men and
15% of women. Younger respondents appeared to have lon-
ger sexual encounters than older ones, with 31% of men and
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23% of women aged 24 and less reporting that their last
encounter lasted an hour or more, compared to 4% of men
and 3% of women aged 55-59 [22].

Oral Sex

The NSSHB found that more than half of women aged
18-39 reported giving or receiving oral sex in the past
90 days, including 57% of women aged 25-29. Across all
age cohorts, women who were in a relationship were more
likely to report giving or receiving oral sex than those who
were not. The highest rates were in women aged 25-29 who
were living with a partner but not married, as 80% reported
having received oral sex and 88% having given it in the past
90 days. Women in their thirties were most likely to receive
(64%) and give (68%) oral sex among women who were
single and dating. For most age cohorts, perceived health
status was significantly associated with increased likelihood
of oral sex in the past 90 days. Women aged 18-24 were the
most likely to have reported oral sex with another woman in
the past 90 days, with 3% reporting having received it and
4% having given it [39].

As for men, the NSSHB found that 64% of those aged
25-39 received oral sex from a female partner in past
90 days, and about 60% of them gave oral sex to a female
partner. The men who were most likely to receive oral sex in
this age cohort were in a non-cohabitating relationship
(81%). In contrast, men over 70 had lower rates of receiving
oral sex (15% in past 90 days). Being in a relationship was
predictive of having received and having performed oral sex
in the past 90 days for all men through age 69. Seven percent
of men in their fifties reported having received oral sex from
another man in past 90 days, and 7% reported having given
it. This rate is higher than any other age cohort [42].

Interestingly, the data reported by the NSSHB is very
similar to that of the NHSLS in the 1990s. At the time, the
Chicago Study found that roughly three quarters of women
reported cunnilingus having been performed on them by
men and about the same proportion of men who reported
fellatio performed on them by women. Around a quarter of
respondents reported having performed oral sex on their
partner during the last encounter, and about the same pro-
portion reported receiving it. There was a sharp increase in
the prevalence of these practices between those born
between the 1930s and 1940s and those born afterwards,
which coincided with coming of age sexually in the late
1960s and early 1970s, or the height of the so-called sexual
revolution. Those respondents who reported no religious
affiliation were more likely to have had experience with
oral sex than Catholics or mainstream Protestants.
Religiously conservative Protestants were the least likely to
engage in the practice [22].

G. Tobia et al.

Vaginal Intercourse

The NSSHB reported that the majority of women aged
18-49 endorsed vaginal intercourse in the past 90 days (62—
80%). In adult women, vaginal intercourse was the most
frequently reported sexual behavior. After their thirties,
more and more women reported having had no vaginal
intercourse during the previous year: this was the case of
about a quarter of women in their thirties, a third of women
in their forties, half of women in their fifties, and finally four
fifths of women over 70 [37]. Women aged 25-29 were most
likely to report vaginal intercourse in the past 90 days
(80%). Women in a relationship were more likely to report
recent vaginal intercourse than women who were not; this
difference increases with age, as 87% of women in their
thirties who were in a relationship reported intercourse in
the past 90 days, compared to 21% of non-partnered women.
Among single women who were dating, the frequency was
highest, perhaps surprisingly, in the 60-69 age cohort (81%
in past 90 days). Higher perceived health status was associ-
ated with higher likelihood of vaginal intercourse in the past
90 days. The highest frequency of intercourse in women
was in the 18-24 and 25-29 age groups. Women in a rela-
tionship reported more frequent intercourse, and frequency
decreased with age [39].

As for men, those aged 25-30 and 30-39 were most likely
to have had vaginal intercourse in the past 90 days (80 and
79%, respectively). Married men were more likely to have
had intercourse than men in any other relationship status, and
men in a relationship more than men who were not. The
highest rates were in married men aged 18-24 and 25-29
(both 96%). Among single men who were dating, the fre-
quency was highest among men in their thirties (76%).
Health status was not a factor, except for men over 60 years
as those with an excellent to good health status reported vag-
inal intercourse in the past 90 days at rates twice or more
those with fair to poor health status [42].

Anal Intercourse

According to the NSSHB data, 10-14% of women aged
18-39 reported anal sexual intercourse in the past 90 days.
The rate was highest in younger women with 14% of women
aged 18-24 reporting anal intercourse in the past 90 days.
Among women aged 18-24, a quarter of those who were
cohabitating and a fifth of those who were married reported
anal intercourse in the past 90 days. Women in a relationship
were significantly more likely to report anal intercourse in
the past 90 days. Among single women who were dating,
those in their thirties were most likely to report such inter-
course (14%). More than a quarter of married women aged
18-24 and women in a relationship aged 30-39 reported anal
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intercourse “once a month” to “a few times per year” [39].
As for men, insertive anal intercourse was more frequently
reported in men aged 25-29 (16% in past 90 days), and men
in a relationship were more likely to have practiced it if they
were aged 18-24. Men aged 25-59 and in a relationship but
not married were more likely to have had insertive anal inter-
course than married or single men [42]. Anal intercourse
among adolescents was rare (<5%) [43]. Within the past
year, 13% of adult women and 3.6% of adult men reported
having received anal sex. Sixteen percent of men reported
insertive anal intercourse [37].

In comparison, the NHSLS had reported that 20% of
women and 26% of men endorsed having had anal inter-
course at some point in their lives. Of the respondents who
have been active with a partner of the opposite sex in the
previous year, around 9% reported anal intercourse in the
previous year. There was a steady increase in rate between
the cohorts born in the 1930s and 1950s, with a decrease in
younger men and women, which the authors attributed to the
HIV epidemic and resulting fear of transmission [22].

Homosexuality

Despite the fact that homosexuality has been documented
since antiquity, its acceptance by modern Western societ-
ies as nonpathological is a fairly recent phenomenon.
Alfred Kinsey asserted in Sexual Behavior in the Human
Male (1948) that such behaviors were more common than
previously thought. He also eschewed the categories
“homosexual” and “heterosexual,” devising instead a
seven-point scale [5], suggesting that homosexuality may
be part of a spectrum of sexual behaviors instead of an
isolated phenomenon. Nevertheless, change in attitudes
was slow to come in the psychiatric field. Kinsey’s
research was met mostly with indifference, if not hostility,
by the specialty [44]. Homosexuality was still classified
as a “sociopathic personality disturbance” in the first edi-
tion of the Diagnostic and Statistical Manual (DSM) in
1952 [45] and a “sexual deviation” in the second edition
in 1968 [46]. A combination of a generational change in
the field of psychiatry and relentless activism by members
of the gay community led to an evolution in psychiatrists’
approach to homosexuality [47]. Judd Marmor, M.D., in
particular, was key in bringing about the “depathologiza-
tion” of homosexuals. As a psychoanalyst, he challenged
the prevailing psychoanalytic views regarding homosexu-
ality. His two books Sexual Inversion: The Multiple Roots
of Homosexuality (1965) [48] and Homosexual Behavior:
A Modern Reappraisal (1980) [49] were highly influen-
tial. Finally, in 1973, homosexuality was eliminated as a
diagnostic category by the American Psychiatric
Association (APA), and in 1980, the next edition of the
DSM did not contain the diagnosis [50].
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Societal views on homosexuality were also slow to evolve.
A 1972 survey by the University of Indiana found that a vast
majority of Americans still disapproved of homosexuality.
Eighty-eight percent of respondents disapproved of homo-
sexual relations without affection, and 79% disapproved of
homosexual relations with affection. Fifty-nine percent were
in favor of laws against homosexuality, and 14% asserted
that a person convicted of homosexuality should be sen-
tenced to at least a year in prison [15].

The demographic of homosexuality have long been a
subject of contention. Kinsey’s reported that 37% of men
had at least one sexual encounter with another man at
some point in their life and that 46% of men “reacted”
sexually to persons of both sexes [5]. His famous asser-
tion that 10% of men had had sex exclusively with other
men may be the basis of popular view that “10% of
Americans are homosexual.” Kinsey also reported that
about 13% of women have had at least one homosexual
experience and that 1-3% of single females aged 20-35
were exclusively homosexual [6]. In 1993, the NHSLS
reported that 1.4% of women and about 2.8% of men were
identified as homosexuals. It also found that 6% of men
reported sexual attraction to other men, and 2% of the
men endorsed a sexual encounter with another man in the
past year. Five percent of men had a sexual encounter with
another man at least once since the age of 18. The survey
also found that about 5.5% of the women reported that the
thought of having sex with another woman was appealing
or very appealing. Fewer than 2% of the women in the
study had a sexual encounter with another woman in the
past year, about 4% had a sexual encounter with another
woman after the age of 18, and 4% of women had a sexual
encounter with a woman at some point in their lifetime.
The NHSLS found that people who identified as gay or
lesbian tended to reside in urban areas and tended to be
more highly educated. The survey found that 9% of men
in the largest 12 cities in the United States identified
themselves as gay, compared to 3—-4% of men living in
suburbs and 1% of men in rural areas. Three percent of
college-educated men identified themselves as homosex-
ual, compared to 1.5% of men with a high school degree.
Women with college educations were eight times more
likely to identify as gay than women with just high school
educations (4 and 0.5%, respectively) [22]. More recently,
a 2012 Gallup poll (Figure 3-3) reported that 3.4% of
adults in the United States identify as lesbian, gay, bisex-
ual, or transgender (LGBT). It also reported that 6.4% of
adults aged 18-29 identified as LGBT, twice as many as
those aged 30—49 (3.2%) and three times as many as those
65 or older (1.9%). The difference between genders was
only significant in the younger demographics (aged
18-29), where women were reported to be twice as likely
to identify as LGBT as men [51].
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on data from Ref. [51]).
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Sexually Transmitted Infections (STIs)
and AIDS

The transmission of infectious diseases remains a major risk
associated with sexual relations, producing public health
repercussions to an otherwise private act. The CDC estimates
that 20 million new cases of STIs are diagnosed every year in
the United States, half of which affect those aged 15-24 [52].
The entailing direct and indirect costs are estimated at almost
16 billion dollars [53]. Yet, the exact figures remain difficult
to obtain. Not all physicians report STIs, and when they are
reported, it is often as individual cases, not as patients. A
patient who presents repeatedly with the same infection is
reported every time as a new case. Nevertheless, the NHSLS
reported that more women (18%) than men (16%) have had
an STT at least once in their life. Individuals with multiple
sexual partners and those who rarely use condoms are ten
times more likely to suffer from an STI than those with fewer
or only one partner [8].

When it comes to HIV and AIDS, the highest risk groups
traditionally have included men who had sex with men, intra-
venous drug abusers, their partners and children, and patients
who had received contaminated blood products such as
hemophiliacs. With drastic measures pertaining to the han-
dling of the blood supply, the risk associated with the last
group has decreased significantly. In 1993, the NHSLS
reported that 27% of people who were at risk said that they
had been tested. Those who were tested tended to be younger,
more educated, and living in larger cities. According to
NHSLS, 30% of people who were at risk of contamination
admitted to have modified their sexual behaviors. Those
tended to include younger individuals and those living in
larger cities. African Americans and Hispanics were more
likely to have been tested and to have changed their sexual
behaviors than Whites. Twenty-three percent of married
respondents reported being tested and only 12% of them
changed their behaviors [22].
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Two decades later, looking at the use of condoms during
the past ten sexual encounters, NSSHB researchers found
that the rate of use was higher in men (22%) than women
(18%). Adolescent men (79%) and adolescent women (58%)
had a particularly high rate. Condom use was highest among
singles (47% of past 10 events), followed by single people in
a relationship (24%), with married adults trailing behind
(11%). On average, among all non-married adults, condoms
were used 33.3% of past 10 events. When broken down by
racial group, the rate of condom use was found to be higher
among Black (31%) and Hispanic (25%) individuals than
Whites (17%). Twenty-five percent of adult men and 22% of
adult women reported using a condom during their most
recent vaginal intercourse, compared to 80% of adolescent
boys and 70% of adolescent girls. Condoms were used more
often with casual sexual partners than with relationship part-
ners across all ages and both sexes [41]. Condoms were on
average used 26% of the past 10 anal intercourse events
(both receptive and insertive) by men and 13% by women
[37]. When asked about their most recent sexual encounter,
38% of heterosexual men who reported anal intercourse with
a female partner used condoms, lower than 62% of homo-
sexual men [40]. In adult men, those with a higher education
used condoms more consistently, single men used them more
consistently than married men, and Hispanics used them
more consistently than other ethnic groups. In adult women,
higher education, single status, and African American race
were predictors of more frequent condom use. Men and
women who reported a lower number of previous intercourse
experiences with the partner and were not using other forms
of contraception tended to use condoms more frequently.
When it comes to anal intercourse, homosexual and bisexual
men used condoms more consistently than heterosexual men
[40]. Twenty-six percent of men and 22% of women used
condoms during their most recent vaginal intercourse. More
than half reported their most recent sexual partner was a rela-
tionship partner. Condom use was associated with fewer
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number of previous intercourse experiences with the partner
and not using other forms of contraception for both men and
women. Interestingly, condom use was not a significant pre-
dictor of pleasure, arousal, erection or lubrication, pain, or
eventual orgasm for the participant or his or her partner [41].

A particularly noteworthy finding by the NSSHB was
that the rate of condom use among adolescents was on the
rise. In 2001, the Youth Risk Behavior Survey (YRBS) data
revealed that 65% of male adolescents and 51% for females
reported condom use during their last intercourse [54]. In
comparison, the NSSHB figures, published in 2010, were
79 and 58%, respectively [43]. In 1988, 53% of 17-year-
olds used a condom during their last vaginal intercourse
[55]. The figure rises to 65% of 12th graders in 2009 [56].
In the NSSHB, 80% of males that age reported condom use
during their last vaginal intercourse [43]. The authors con-
cluded that this may have been due to public health efforts
to encourage condom use [43]. However, rates of condom
use are lower in young adults, suggesting that more effort
should take place at educating those transitioning from
adolescence to adulthood regarding maintenance of con-
dom use, given that this may be due to entering short- and
long-term relationships at this age [41].

The NSSHB reported that condom use with casual part-
ners was lowest among men and women over the age of 50
[41]. Two thirds of men over 50 reported that they did not
use a condom during their last sexual encounter. About
20% of men and 24% of women reported condom use dur-
ing the last sexual encounter. This figure fluctuated depend-
ing on partner type, as men used condoms most frequently
with a sex worker and women with a friend. These findings,
the authors conclude, speak to the need to promote its use
in this cohort, given that sexual lives are now being extended
thanks to pharmacology and that the risk of sexually trans-
mitted illnesses remains [41]. It is nowadays common for
older adults to have new sexual partners, given that their
old partners could be lost to divorce, death, or serious ill-
ness. Even though pregnancy may not be a concern in this
age group, the risk of infection still is. The authors of the
study conclude that providers should be attentive to the
sexual behaviors of older patients, especially with regard to
sexually transmitted infections, and that this age cohort
should increasingly be the target for sexual health educa-
tion (Figure 3-4).

Prevalence of Sexual Disorders

Sexual disorders are disturbances in the psychophysiological
changes related to the sexual response cycle in men and
women [57]. They have a relatively high prevalence in the
US population [58], as suggested by the ubiquity of the
advertising for pharmacological remedies such as erectile
dysfunction. However, the scarcity of large-scale epidemio-
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logical data has led researchers to rely on integrating the data
from smaller studies [59]. The most important recent set of
data on the topic derives from the NHSLS [60] and is cited
extensively in the Diagnostic and Statistical Manual, 5th
edition (DSM-5) [57] as well as in this section.

Male Sexual Dysfunction

The exact prevalence of erectile disorder is unknown. There
is a clear correlation between advancing age and increase in
prevalence and incidence of erectile dysfunction [61].
Thirteen to twenty-one percent of men aged 40-80 report
occasional issues with erections. Two percent of men
younger than 40 report frequent issues with erections, com-
pared to 40-50% of men older 70 who have significant erec-
tile disorder [62]. Interestingly, on their first sexual
experience, 20% of men feared problems with erection, but
only 8% actually experienced an erectile issue that hindered
penetration [57]. The prevalence of delayed ejaculation is
also unclear, since the syndrome lacks a precise definition
[57]. Seventy-five percent of men report that they always
ejaculate during sex [60]; however, less than 1% of them
report trouble lasting 6 months or more with achieving ejac-
ulation [63].

One Swedish study reported that 6% of men aged 18-24
and 41% of men aged 66-74 report a decreased sexual desire
[64]; however, the prevalence of male hypoactive sexual
desire disorder varies with both the method of assessment
and the country of origin.

Concern with premature ejaculation is reported by more
than 20% of men aged 18-70 [65]. However, the actual preva-
lence of the disorder drops to about 1-3% if the narrow DSM-5
definition is followed (ejaculation occurring within approxi-
mately 1 min of vaginal penetration) [57]. Interestingly, men
with liberal attitudes about sex were reported to be 134 times
more likely to experience premature ejaculation [60].

Female Sexual Dysfunction

The epidemiology for male sexual dysfunction is scarce at
best, but the data is even more lacking when it comes to
female sexual dysfunction [60]. The prevalence of female
orgasmic disorders has been reported as 10—42%, depending
on the age, culture, duration, severity, and the method symp-
tom assessment [57, 66]. However, only a fraction of them
report distress related to the disorder [67]. Laumann esti-
mates that about 10% of women do not experience orgasm
throughout their lifetime [22].

Female sexual interest/arousal disorder is a new entry in
the DSM-5, so its prevalence as such is unknown [57]. The
prevalence of low sexual desire and of problems with sexual
arousal, which was the disorder present in the previous edi-
tion, also varies with age, culture, and duration [68, 66].



36

90

G. Tobia et al.
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Again, only a fraction of women with the disorder report
distress related to it [69, 70], and although sexual desire may
decrease with age, older women often reported less distress
related to the lack of sexual desire than younger women [69].
Fifteen percent of North American women report recurrent
painful intercourse [60].

Conclusion

The topic of sexual behavior is a complex one, surrounded
by a web of cultural and social norms, as well as ancient
taboos. Although the sexual act remains one of the most pri-
vate events, it continues to have major public health reper-
cussions. Given the ever-changing nature sexual practices
and the public perception thereof, the gathering of accurate
data regarding sexual behaviors remains of utmost impor-
tance in order to adequately allocate resources and properly
target at-risk populations. Despite the myth to the contrary,
recent surveys have shown that “under the proper circum-
stances, adults in the United States will cooperate in a scien-
tific survey about their sexual behavior” [30].
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Abbreviations

EPOR model  Excitation, plateau, orgasm, resolution

DEOR model Desire, excitation, orgasm, resolution

STP model Sexual tipping point

PERT Post-ejaculation refractory time

SIS Sexual inhibition scale

SES Sexual excitation scale

DSM Diagnostic and statistical manual of mental
disorders

Introduction

The Modelling Concept in Relation to Human
Sexual Responses

Early detailed accounts of human sexual responses had to be
obtained from lay erotic writings and pornography, but the
validity of the descriptions was always suspected. It could be
argued that the history of the scientific study of human sex-
ual arousal began in the “sexual hygiene literature” with the
attempts to characterise the various stages of the arousal pro-
cess; in modern parlance, we call this “modelling the sys-
tem”. Modelling biological processes and mechanisms have
become an essential and inseparable part of scientific activ-
ity. Two important questions should be asked in relation to
models, the first is “what kind of models can be used to
describe sexual arousal responses?”’, while the second is
“what properties should a good model possess?” The answers
to the first question are shown in Table 4-1. This lists five
categories of models that can be applied to characterise sex-
ual arousal responses. The most familiar and popular are the
descriptive ones using words and the graphic either of a line
graph or a flow chart. A number of examples of these will be
described later. Mathematical models, while being ordered
and elegant, are extremely rare [1-3] although computa-
tional models have been used to investigate penile erectile
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processes [4]. Artificial or simulated sexual models have
been used occasionally to examine a particular aspect of the
sexual response, for example, the axial strength of the rigid-
ity of the penis during erection or how the shape of the glans
and its coronal ridge could be involved in removing another
man’s ejaculate from the vagina during coitus [5]. Finally,
animal models are used to investigate aspects of the sexual
response that would be unethical to undertake in humans or
to allow an in-depth analysis of possible physiological fac-
tors involved [6, 7].

What Properties Should a Good Model
Possess?

A number of the important properties that a good model should
possess are listed in Table 4-2. What do, and what should, such
models try to accomplish? The listing in Table 4-2 describes
eight suggested functions that any model should possess; these
are ideals, and most current models do not tick all the “yes”
boxes. Moreover, in relation to the discipline practised by the
user, some of the functions will be more important than others.
For example, a clinician dealing with sexual dysfunctions
would clearly be more interested in a model that ticks “yes” to
number 4 than say to number 3, while a scientist involved in
laboratory studies would be more interested in “yes” ticks to 1,
2 and 3. Those teaching about human sexual responses would
clearly prioritise 6 and 7.

The Development of the Sexual
Response Model

Early Models

Our present models of the human sexual response have been
developed and refined from earlier proposals. The first
four-phased word/text model for the human sexual response
was that of Moll [8] as shown in Figure 4-1. His four
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TaBLE 4-1. The type of models used to describe/characterise the
sexual cycle response

1. Text—descriptive —words used alone
2. Diagrammatic— graphic
— Flow charts
— Descriptive
— Analytic pathways
3. Mathematical —use of equations— catastrophe theory
— Computational models
4. Physical—artificial models penis/vagina
5. Animal—variety of animals used (rat, rabbit, dog, cat) to study penile/
vaginal haemodynamics, muscular activity, brain activity

TaBLE 4-2. A checklist to assess the possible usefulness of a model

Yes No

Does it

1. Have a predictive power function?

2. Add to our understanding of sexual arousal?

3. Help researchers to design better studies?

4. Contribute to clinical practice?

5. Store information in a convenient format?

6. Create a useful summary?

7. Aid in teaching?

8. Reduce uncertainty?

9. Allow modifications in the light of new discoveries?

How many boxes have to be ticked “yes” before we accept it as a
significant advance on “previous models?”.

descriptive phases were non-specific in terms of the various
genital structures involved thus were applicable to both
females and males. Havelock Ellis [9] oversimplified the
model into just two phases, namely, “tumescence” (the
swelling of genital tissues) and “detumescence” (their reso-
lution to baseline), a model that had poor explanation of the
facts, viz., little consilience. Van de Velde [10], in his popular
book Ideal Marriage, published diagrams that used a con-
tinuous graphic line to represent the sexual arousal (accumu-
lated tension) of the female (and male) from their basal state
ascending to a peak at which orgasm occurred and then rap-
idly falling away back to the basal state. He acknowledged,
in a footnote, that earlier authors had also published such
curves. The weakness of his line graphs was that they did not
identify the nature of the two graphic axes although they
could be surmised to be the degree of sexual arousal (vertical
or ordinate y-axis) and its duration (horizontal or abscissa
x-axis). Reich [11], a pupil of Freud and a controversial sex-
ologist, published a graphic line, unisexual model showing a
slow ascent to an apex (orgasm) followed by a rapid descent
that described “the orgastically satisfying sexual act pertain-
ing only to the course of a few, typical naturalistic phase and
modes of behaviour” that lasted for 5-20 min. After the
“forepleasure” (now renamed as foreplay), he divided up his
line graph into five distinct naturalistic phases (penile pene-
tration, phase of voluntary control of excitation, phase of
involuntary control of muscle contractions, sudden and steep
ascent to climax, orgasm). Dickenson [12] modelled the
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FiGURE 4-1. The four-phase human sexual response model of Moll
[8] (Based on data from Ref. [8]).

human sexual response as various types of coital scenarios
plotting the line graphs of male and female “sensations”
graphically against time in minutes. He acknowledged, like
van de Velde [10], that similar graphs of coitus had been pub-
lished by a number of other authors but without the actual
timings (see Dickenson [12] for references). Whether the
“sensations” were central or peripheral or a combination was
not described. In some respects, the early models adopted an
elementary ‘“nomothetic” approach, that is, establishing the
common generalisations of the sexual arousal. Much later
was the development of “idiographic” models (see biopsy-
chosocial models of Basson, the Sexual Tipping Point and
the Sexual Man models below) where the underlying “zeit-
geist” was to characterise what makes sexual arousal indi-
vidually unique. The methodologies used by the two
approaches differ in that the nomothetic uses surveys, exper-
imentation with measurements, statistical evaluations and
analysis, psychometric testing and quantitative methodol-
ogy, while the idiographic uses interviews, case studies,
“focus” groups and qualitative methodology (e.g. Grounded
Theory, observation, open-ended questions, iterative study
design).

Triphasic Model of Wenger, Jones and Jones

Wenger, Jones and Jones [13] published their simple, tripha-
sic model of the human sexual response in their book
Physiological Psychology in 1956 (Figure 4-2). Its three
phases were suggested to be mediated by first the parasym-
pathetic nervous system and then the sympathetic returning
to the parasympathetic for resolution. The model was never
seriously endorsed probably because:

1. It was published only in a book.
2. The difficulty in assigning the specific neural mediations
to the three phases.

The EPOR Model of Masters and Johnson (1966)

Masters and Johnson [14] were aware of the publications of
all four authors and incorporated their concepts into their
own descriptive unisex model that had both graphic and text
modes of presentation. The major difference was that they
used their empirical findings from their laboratory physio-
logical and observational studies to create and establish their
model unlike previous authors’ mental conceptualisations. In
their concise, sequential, text model of sexual arousal based
on their laboratory observations, they arbitrarily categorised
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FiGure 4-2. The triphasic sexual response model of Wenger, Jones
and Jones [13]. See text for details (Based on data from Ref. [13]).

four phases described as excitation (E), plateau (P), orgasm
(O) and resolution (R) often referred to by its acronym as the
EPOR model (Figure 4-3). While the concepts of the excita-
tion, orgasm and resolution phases are practically self-
explanatory, that of the plateau phase is not. According to
the descriptive accounts of Masters and Johnson [14], in the
female plateau phase, mottling occurs on the breast skin, the
colour of the engorged minor labia changes to a pink or
bright red, the clitoral shaft and glans retract beneath the cli-
toral hood (retraction reaction), the outer third of the vagina
becomes distended with venous blood that reduces the size
of the entrance to the vaginal cavity (the orgasmic platform)
and the full elevation of the uterus (vaginal tenting) is accom-
plished. In the male, a number of features occur, namely, a
pre-ejaculation of secretion from Cowper’s (bulbourethral)
gland, a small increase in the size of the penile coronal glans,
maximum testicular elevation to the perineum and enlarge-
ment of the testes by vasocongestion.

The model, while conceptually useful, has not been with-
out criticism [15, 16] although it is often overlooked that
Masters and Johnson themselves stated “in apologia” that:

1. The division of the male and female sexual cycles into the
specific phases “is inadequate for evaluation of fine psy-
chogenic aspects of elevated sexual tensions”.

2. Only one pattern was diagrammed for the male despite
the fact that there were variations in male sexual reactions
but most were of duration rather than intensity.

3. While three different sexual responses were characterised
for the female sexual response cycle, it was emphasised
that “these patterns are simplifications of those most
frequently observed and are only representative of the
infinite variety in the female sexual response”.
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4. The models of the sexual responses although presented
as a contribution to understanding the human sexual
response patterns “the prejudiced source of this informa-
tion must always be borne in mind. Until a representative
cross section of the general population can be available
to research interests, even admittedly prejudiced infor-
mation is of inordinate value in the study of human
behaviour” (a “prejudiced source” would today be
referred as a “sample of convenience”). It should be
noted that no published laboratory study has yet accom-
plished a “cross section of the general population repre-
sentation” (what is now called a representative statistical
sample of the population), and it is highly unlikely that
one ever will as undertaking observed and recorded sex-
ual arousal for scientific examination in a laboratory is
far from everyone’s passion despite the ubiquity of free
porn on television!

Robinson [17] argued convincingly that the plateau phase
was misnamed as the sexual excitement did not actually pla-
teau but was still rising towards the orgasmic climax and that
all the changes described occurred simply in the late part of
the excitement phase. There appeared to be no reason to cre-
ate a different phase allowing its abandonment. The newer
version of the model thus became the EOR model. Despite
this, authors who apparently are not familiar with the various
developments still include the plateau phase in the model.
Another peculiarity is that the original EPOR model when
described against the “circular” Basson model (see section
below) has been named as the “linear model” as it is the
assumption that each EPOR phase occurs linearly from the
previous phase. Yet Masters and Johnson [14], in the heading
of the first chapter of their book, called their model “the sex-
ual response cycle”, and their Figures 1.1 and 1.2 have leg-
ends the “male sexual cycle” and the “female sexual cycle”
presumably because after the orgasm the resolution phase
could return the individual’s status to basal. An important
feature of the Master and Johnson’s model was that the
females were able to have multiple, sequential orgasms
unlike the males (see Figure 4-5).

The DEOR Model of Kaplan [18, 19]

Major weaknesses of the EPOR model were its overly
strong genital focus and a lack of a phase of being aware of
a desire for sexual activity. Two sexual therapists, Helen
Kaplan [18, 19] and Harold Lief [20], reported that some of
their female patients had an absence of a desire to undertake
sexual activity even with their loved ones. She surmised that
there must a period before the so-called excitation phase
when the individual felt a need to undertake sexual activity
and named this phase the “desire phase”. The model (Figure
4-3) then became the DEOR model, viz., desire (D), excita-
tion (E), orgasm (O) and resolution (R). It should be noted
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phase. The suggestion of the two desire phases was discussed by Levin [23] and others. The open arrows indicate the apparent linearity of the
progression of the phases of the models, but see text for further discussion (Based on data from Refs. [18, 23]).

that Kaplan created this phase simply from her work with
patients and never surveyed “normal” subjects to ascertain
whether they actually experienced such a “desire phase”
before partaking of sexual arousal activity. She was the first
to identify disorders of sexual desire as a distinct entity.
When Garde and Lunde [21] surveyed normal Danish
women who were orgasmic, they reported that some 32%
had never experienced “spontaneous” desire. In a later ran-
dom sample survey of American women, Michael, Gagnon,
Laumann and
Kolata [22] found that some 33% of women (one out of
three) answered “yes” to the question “During the last 12
months has there ever been a period of months or more
when you lacked interests in sex?” Levin [23] suggested
that these surveys indicated that some 33% of orgasmic
women did not appear to have a desire phase preceding their
excitation phase. Laqueur [24] summarised the earlier liter-
ature that questioned “the very existence of a female sexual
desire”. No scientific epidemiological information about the
incidence of female sexual desire was available in the nine-
teenth century. Kaplan and others automatically placed the
desire phase before the excitation phase because at the time
i t
was conceived that only one presentation of sexual desire
was activated. While the “spontaneous” or endogenous
desire has to be placed before the excitation phase, Levin
[23] questioned the position of the desire phase in the model
and suggested that a second desire phase could well be posi-
tioned during the excitation phase (Figure 4-3). This con-
cept which is now called a “reactive desire” phase (D2)
activated by sexual arousal per se compared to the “proac-
tive desire phase” (D1) (Figure 4-1) has been accepted by

many as a significant advance on the previous DEOR model
(Basson, 16). Its shortened, acronymic formis the DI D2EOR
model.

Other authors produced criticisms of the Masters and
Johnson [14] model. Hoon [25] voiced his dissatisfaction in
relation to its definitional and sequential reliability as there
was no interobserver agreement about the changes observed,
while Guttman scaling was not applied. Tiefer [15] ques-
tioned many aspects of the study from a clinical and feminist
point of view as she argued that it was based on biased subject
selection, experimenter bias and biases in methods. Basson
[16], in her analysis, tabled a number of the major flaws in its
conceptualisation and offered a new model of female sexual
arousal (see below). Morrow [26] criticised it from a socio-
logical perspective, while Levin [27] highlighted some unex-
amined mechanisms and some incorrect features involved in
the sexual arousal processes and proposed specific modifica-
tions and corrections. It should be remembered, however, that
despite all the criticisms the basic model, albeit with some
modifications, has survived for more than 50 years, and many
of the descriptions of what happens during human sexual
arousal are still those of Masters and Johnson.

The Circular Model of Whipple
and Brash-McGreer [28]

Whipple and Brash- McGreer proposed a circular model of the
female sexual response composed of the four stages of Reed’s
(1998) Erotic Stimulus Pathway, namely, seduction (desire,
attraction), sensations (excitation and plateau), surrender
(orgasm) and reflection (resolution) [29]. The phases in brack-
ets represent the phases of the EPOR model in juxtaposition to
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the four new phases. The authors suggested that if the sexual
experience was agreeable and satisfying, it would have a posi-
tive feedback to undertake a further “seduction” experience.
Apart from the circularity, the four new phases made little or
no impact to the development of the arousal literature.

The Biopsychosocial Female Models
of Basson [30]

The next significant development in modelling the female
sexual response was that of Rosemary Basson [16, 30], a
medical sex therapist working in Canada. Based on her clini-
cal experiences treating women with sexual difficulties, she
conceptualised a qualitative biopsychosocial model that has
become known as the “circular model” of the female sexual
response. While she accepted that women in new sexual rela-
tionships usually followed the DEOR model of sexual
responses, she argued that women, especially those in long-
term relationships, are not always activated to undertake
sexual activity prefaced by a desire phase (Figure 4-4). She
proposed that many started from a position that she called
“neutrality” (i.e. basal) and that subsequent sexual stimula-
tion then activated their sexual desire. Moreover, they did not
necessarily undertake the sexual activity to obtain sexual
release but more for other rewards or gains such as intimacy
needs and feelings for the partner. The model has become
very popular as an alternative to the DEOR, but its general
applicability to all groups of women has been questioned
(see section on empirical testing below).

Empirical Testing of the Female Models

With the publication of different models of female sexual
arousal, the problem of evaluating their validity becomes
critical. One obvious way of empirically testing their validity

43

is to ask women which model best fits their own sexual
behaviour/activity. The study of Sand and Fisher [31] was
the first to empirically test the endorsement of the EPOR,
DEOR and the biopsychosocial models in a community sam-
ple of women (registered nurses, n = 133) with and without
sexual dysfunction as to what model best fitted their
sexual experience. Their possible dysfunctional aspects were
assessed using the validated Female Sexual Function Index
(FSFI; Wiegel, Meston and Rosen [32]). They found that
equal proportions endorsed the EPOR, DEOR and biopsy-
chosocial model, but those with the lowest FSFI score,
indicating possible sexual difficulties, chose the latter model.
They argued that this showed heterogeneity of women’s sex-
ual response and that the biopsychosocial model best
reflected women with sexual concerns.

Since the Sand and Fisher [31] study, a number of other
investigations on how women with and without sexual
dysfunction endorse the various sexual response models
have been published, and there is now significant contro-
versy over which groups of women endorse the different
models. Giles and McCabe [33] used an anonymous online
survey that was completed by 404 women. They concluded,
like Sand and Fisher, that the linear model more accurately
represented the sexual responses of women without sexual
dysfunction, while a modified circular model of Basson best
fitted that of women with female sexual dysfunction.
Hayes [34] undertook a systematic review of papers that
compared the linear and circular models published since
1990. Of the 898 studies identified of which 13 met the
inclusion criteria, only two compared the linear and circular
models with limited evidence that most women identified
with the linear model although some aspects of the female
response fitted the circular model. Basson’s [35] recent, but
delayed, response to such studies was “that the FSFI ques-
tionnaire used to assess sexual concerns although validated
reflected a non-evidence based conceptualization of the sex-
ual response simplified as a linear entity of discrete sequen-
tial phases, beginning with the desire at the outset of sexual
activity, arousal that is focussed on genital events rather than
the subjective excitement”. Other reviews of female sexual
response models can be found in Wylie and Mimoun [36]
and Perelman [37].

More recently, Giraldi, Kristensen and Sand [38], using
an online study, investigated further which sexual response
model represents a large cross-sectional sample of sexually
active Danish men and women endorsed. In the case of the
women, 34% chose the EOR model (Kaplan), 28% the linear
EPOR model (Masters and Johnson 14), 25.6% the circular
Basson model and 12.5% none of the models presented. Those
women that showed sexual dysfunction (assessed by the FSFI)
and most importantly also suffering distress significantly
related to the circular Basson model. They concluded that
women with no sexual dysfunction who were satisfied with
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their sexual life endorsed the linear EPOR model. This study
was criticised by Basson, Correia, Driscoll, Laan, Toates and
Tiefer [39] on a number of aspects. First, questioning why the
authors only chose to ask about one type of sexual experience,
and secondly the descriptions of the models used was ques-
tioned and whether the women understood the important
aspects of the model, and it was suggested that the women
could have been confused by the descriptions and chose the
simplest formulation. It was argued that the “way in which the
items tapping into sexual desire are worded, use of the FSFI
and IEF (Index of Erectile Function) biases against partici-
pants who rarely acknowledge non-triggered desire”. Those
more likely to endorse non-sexual desire will score higher on
the desire domains of these two questionnaires. Given that
there are no questions that tap into responsive desire persons
with more of the latter will of course score in the “dysfunc-
tional range”. The rebuttal by Giraldi, Kristensen and Sand
[40] discounted the second criticism as they claimed they
employed the wording used by Basson herself to describe the
models. Their counter against criticism of the use of the FSFI
and the IEF was that while they were not perfect they were the
best validated questionnaires to use. Furthermore, they also
assessed sexual distress and satisfaction with sexual life, and
the women with a low FSFI score and high distress endorsed
the Basson model. This result was in line with other quoted
epidemiological studies. The dispute remains unsettled.

The Sexual Tipping Point Model

This unisexual, biopsychosocial behavioural and cultural
model developed by Perelman [41] embraces both mental
and physical aspects of sex. It is based on the concept that
both mental and physical (MAP) factors can either “activate”
or “inhibit” sexual arousal and in this respect has similarities
to the dual control model. The obvious difference is that the
Sexual Tipping Point (STP) model is usually portrayed using
a graphic model of a classic two-pan weighing balance. One
pan is weighted by inhibiting or negative factors of sexual
arousal while the other pan by excitatory or positive factors.

Whichever weighting is the heaviest upsets the balance to the
negative or positive side of sexual arousal. The model was
trademarked in 2013 and assigned to the MAP Education
and Research Fund to allow it to freely distribute Sexual
Tripping Point resources (explanatory video and related
animations, publications and presentations) worldwide.
A detailed history of the STP model development can be
accessed on the Internet at www.maped.org/history/ [42].

Male Sexual Response Models

The early models for human sexual responses were unisex-
ual covering the same phases for both sexes. Thus the previ-
ously described models for the female, viz., Moll [8], van de
Velde [10], Reich [11] and Dickenson [12], equally apply for
the male sexual response. The obvious difference that
Masters and Johnson [14] detailed in their graphic model
was the fact that unlike the female, with males there was
a phase after the ejaculation/orgasm of a post-ejaculation
refractory period (PERT) when they could not have a further
erection or ejaculation/orgasm (see Figure 4-5) until after a
significant duration has passed which becomes longer with
ageing. Interestingly, this occurrence was not included in any
of the earlier models. Even today, the neural mechanism(s)
for this feature of male sexual physiology is poorly under-
stood (see Levin [43], Bancroft [44] for reviews) and without
an obvious explanation, apart from the fact that the males
have an ejaculatory mechanism and women, normally, do
not. However, in those women that have a urethral emission
of fluid at orgasm, it has been suggested that they also have a
post emission refractory state and do not have the ability to
have further sequential orgasms (Levin [43]).

Unlike that of the female, the male sexual response has
always been represented as relatively simple and straight-
forward and presumed to be initiatory and spontaneous
(Perelman [37]) so there has been little controversy over the
male EPOR model of Masters and Johnson although some
specific aspects needed revision and change (Levin [27, 43]).
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Some authors, however, have claimed that not all males
follow the model (Zilbergeld [45]), but this has had little
follow-up although one study, published only as an abstract,
indicated that men used different sexual response models
during their lifespan [46].

The original graphic EPOR model possessed a number of
obvious weaknesses. These have been discussed in Levin
[43]. In brief:

1. The designations of the two axis were not explicit, the
vertical simply being the labelled with the phases “excite-
ment, plateau, orgasm” presumably indicating the exci-
tement levels at each phase but unclear as to whether it is
that of the central or peripheral or combined nervous sys-
tems, while the unlabelled horizontal axis is “time”, but
no units were supplied.

2. The refractory period was incorrectly labelled.

3. The timescale of the orgasm duration was completely out
of proportion to the other phases. Corrections for these
features were made in the “cusp” model described below
(Levin [43]).

The Four Es Model

A four-phase model or schema for the male sexual arousal
that represents the named physiological mechanisms invol-
ved is the “Four Es” model; its designation comes from the
acronym of the four phases, namely:

1. Excitation—sexual arousal that is activated by sight,
sound, touch, taste, smell and fantasy

2. Erection—rigidity of the penis that cannot be bent, if it
can then it is just tumescent (swollen)

3. Emission—genital fluids and spermatozoa moved into the
prostatic urethra

4. Ejaculation—forceful ejection of the semen along the
urethra mediated initially by urethral smooth muscle
peristalsis and then 5-30 expulsive contractions of
the striated bulbocavernosus muscle which is normally
accompanied with orgasm

Each of these phases, together with orgasm, has its own
independent mechanism (Levin [47]). Although this “phys-
iological” phase model is the only one that actually
describes the explicit mechanisms of the male sexual
response, it is hardly ever used in the literature on its own
but normally as an explanatory adjunct to the male EOR/
DEOR model detailing the mechanisms involved in the
phases [47].

Simple and Complex Models

The Cusp Catastrophe Model

The sexual response is usually one of a smooth, continuous
slow change usually culminating in a discontinuous rapid
change, the point of the transition is known as a “cusp”.
Orgasm is an example of a “cusp catastrophe” as the sexual
excitation increases up to a “cusp” and then the system tips
over into a completely different behaviour and orgasm occurs
for both males and females with added ejaculation in the for-
mer (Figures 4-6 and 4-7). Such cusp diagrams of the male
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and the female sexual response were first shown by Levin
[43, 48, 49]. This combination is characterised by the branch
of mathematics described as Catastrophe Theory (see also
section below on Unusual models). The Cusp line models
(Levin [43, 48, 49]) are based on the EPOR model but now
corrects a number of the weak features of the original EPOR
model and is a more accurate graphic display model of the
sexual response for the various phases.

The Dual Control Model

The dual control model is a unisexual model, superficially of
relative simplicity (Figure 4-8). The theoretical basis of the
model is the balance between central excitation and inhibi-
tion. Individuals vary in their abilities for the excitation and
inhibition of their sexual responses. It began with Helen
Kaplan’s [50] concept of a “psychosomatic” dual control of
sexual motivation emphasising “inhibition and excitation” as
processes derived from the Kupferman [51] ideas of inhibi-
tory and excitatory control in physiology. The concept was
developed theoretically for the male sexual response
(Bancroft and Janssen [52]) which was then formulated into
a dual control model by Bancroft and co-workers at the
Kinsey Institute (Bancroft, Graham, Janssen, Sanders [53]).
Initially, two psychometric scale questionnaires were created
to assess the degree of sexual inhibition and excitation in
men, an inhibitory scale (SIS) and an excitatory scale (SES).
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Ficure 4-8. The essence of the dual control model [52, 53, 55]
(Based on data from Refs. [52, 53, 55]).

Two inhibition factors were found, one thought to be associ-
ated with fear of performance failure (SIS1) while the other
(SIS2) to external threats (e.g. unwanted pregnancy, being
seen or heard having sex) within the relationship.
Subsequently similar scales (SESII-W) were developed for
women [54] and later a combined scale (SESII-W/M) for
both men and women [55]. Kurpisz, Mak, Lew-Starowicz,
Nowosielski and Samochowiec [56] have recently reviewed
the practical issues involved with the model.

The “Sexual Man” Model

In an attempt to categorise the complexity of human sexual
responses, the highly complex flow chart model of “Sexual
Man” (Figure 4-9) was created (Levin [57]). This model
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FIGURE 4-9. The sexual man model [57]. This is a flow chart model where the various paths are designated by numbers so that they can
easily be followed. The positive signs indicate enhancement, while the negative signs indicate inhibition or reduction and the pathways are
delineated in the text in round brackets. The question marks indicate pathways that had not yet been identified as positive or negative (or
both). Central to the model is “sexual arousal”, the state, while “Sexual arousability” is the rate of its attainment. Orgasm (41) can either
occur (=Y path) or not (=N path) with resultant pathway effects (From Levin RJ. Human male sexuality: appetite and arousal, desire and
drive. In: Legg CR, Booth DA. eds. Appetite- neural and behavioural basis. Oxford: Oxford University Press: 1994: 127-64. Reprinted
with the Permission from Oxford University Press).
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incorporated and integrated not only the physiological and
hormonal aspects involved in sexual arousal but also the psy-
chological. These interacting aspects were characterised by
numbers, allowing the simple designation of specific path-
ways by a linked chain of numbers. The model characterises
sexual man as a “positive feedback-negative feedback relax-
ation oscillator”. The relaxation oscillation occurs because
there is a build-up of sexual arousal (23) which finally
discharges through the emission and ejaculation (40, 47).
When this happens, it inhibits (23—41) sexual arousal and
arousability for a finite time (post-ejaculation refractory
time, PERT). After a variable period, the PERT wears off and
the circuit can be reset ready for a further arousal and its
orgasmic discharge.

While the model obviously incorporated many features
that previous models avoided, such as indicating that a single
pathway does not exist for sexual functions or dysfunctions,
e.g. sexual motivation has two dimensions, sexual arousal (23)
and sexual arousability (29). The latter is influenced by the
sensory modalities of touch (1), taste (2), smell (3), vision
(4), hearing (5) and hormones (45). The model’s complexity
and just book publication undoubtedly limited its diffusion
to a larger audience. The model was created over 20 years
ago when little was published about brain imaging, actions
of central transmitters and neuromodulators and reward
centre circuitry. Updates on these aspects can be found in
Pfaus [58] and Kingsberg, Clayton and Pfaus [59].

Unusual Models of Sexual Response

There are a few atypical and unusual models of the human
sexual response. The cusp catastrophe model of sexual
arousal previously described for both sexes has a mathemati-
cal equation to model the behaviour of a slow change reach-
ing a cusp that suddenly creates a different behaviour. This
equation was developed by Huby [1] for the male sexual
response but not for the female because the latter was too
complicated. Unsurprisingly, the equation has generally
been ignored and has not made any impact in the field.
Janssen, Everaerd, Spiering and Janssen [60] tentatively pro-
posed a theoretical “information processing” model of sex-

M Attention ]:>[ Memory M
Sexual Identification
responses as sexual

Matching
« with possible
elements
sexual/non-
sexual

ual arousal, elaborated from the sexual dysfunction model of
Barlow [61], based on the concept that such arousal involved
physiological, psychological (cognitive and affective) and
behavioural components. A rudimentary schema for this
model is shown in Figure 4-10. In brief, stimuli activate
attention and are then encoded automatically and compared
with those in memory. If a match is found, it can be appraised
as a sexual stimulus, and it then activates genital/systemic
responses which focus the attention towards the stimulus
creating a positive feedback loop. Further developments of
the model have been made by Spiering, Everaerd and Laan
[62]. In an effort to study the effect of the appraisal of sexual
stimuli on sexual arousal in sexually functional women
(controls) and those with superficial dyspareunia, Brauer
et al. [63] undertook an experimental study. They found that
those with dyspareunia reported marginally significantly
more negative affect than the controls when fed sexual pain
instructions compared to sexual enjoyment instructions.
Their interpretation was that this provided preliminary evi-
dence of the modulatory effects of the appraisal of sexual
stimuli on subsequent genital response in women.

A rather unusual model, developed by Chiang and
Chiang [64], was that of an “ideal cognitive model of sexual
desire” using textual analysis of 27 languages and based on
conceptual metaphors, metonymies (figures of speech) and
related concepts. Comparing, on a linguistic perspective,
their ideal cognitive model with related emotions, they pro-
posed that “sexual desire” was an emotion closely related to
those of love and happiness as all consist of physiological,
cognitive, psychological and expressive components, but
they also have specific components of their own. However,
defining what sexual desire is has troubled many workers,
and no single definition has been accomplished [23, 65-68].

The Contribution of Sexual Response
Models to Clinical Practice

One important suggested function (Table 4-2) that a model
should try to accomplish was “does it contribute to clinical
practice?” The relevance of the sexual response models to
clinical practice might at first be questioned especially as
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they do not reveal details of the physiological and possible
pathophysiological process involved in the mechanisms of
arousal (Levin, Both, Georgiadis, Kukkonen, Park and Yang
[69]). Undeniably, however, the original female EPOR model
of Masters and Johnson [14] was extensively utilised to sup-
port numerous aspects of the Diagnostic and Statistical
Manual of Mental Disorders (DSM IV, American Psychiatric
Association [70]), a key resource for many clinicians treating
sexual problems. While being extremely useful in helping
characterise various features of male sexual function
and dysfunction, criticisms were levelled, however, as an
approach to categorising female dysfunctions (Basson,
Leiblum, Brotto et al. [71, 72]). The most recent revision of
the DSM, DSM V, has an increased disregard of the unisex-
ual EPOR model of sexual arousal (Ishak, Tobia [73]) and
now prefers the “circular model” for female sexual function
and dysfunction and identifies differences between male and
female sexual dysfunctions. A similar preference was advo-
cated by Rosen and Barsky [74].

A number of authors have promoted their models as
possible useful contributions to clinical practice. Janssen,
Everaerd, Spiering and Janssen [60] suggested that their
information processing model was relevant to understanding
the inhibition of sexual response in people with sexual
arousal disorder. However, it has not gained much clinical
popularity and seems to have been superseded by the “dual
control model” [53]. While these authors discussed the rele-
vance of their model to the clinical management of sexual
problems, they stated that the evidence of its utility is very
limited and restricted to men and that the focus is on
sexual arousal rather than orgasm. Sanders, Graham and
Milhausen [75] suggested that the scores obtained on the
SESII-W could well have a predicted utility in identifying
women likely to experience sexual difficulties and that the
scales might be used as prognostic for possible treatments.
Basson [35] claimed that her “circular model of overlapping
phases of variable order reflects the well-documented typical
co-morbidity of dysfunction in women”, such co-morbidity
was described by Lewis, Fugl-Meyer and Corona et al. [76].
In her opinion, “therapy begins by explaining the sexual
response cycle, clarifying the points of interruption in the
patient’s own cycle so as to guide treatment”. Perelman
[41, 77] suggested, in regard to his Sexual Tipping Point®
model, that “the greatest advantage of the STP model is the
ease with which it provides clinicians as well as their patients
(and their partners) with a common sense explanation of
sexual problems and potential solutions”. He has recently
promoted the model as an integrated approach to the aetiol-
ogy, diagnosis and treatment of men with delayed ejacula-
tion [77]. Another claimed feature is that when appropriate
drug medication is created for the specific dysfunction, the
model can support such medication. Rellini [78] produced a
highly specific theoretical model to facilitate understanding
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the sexual problems of women who had a history of child
sexual abuse. She claimed that the model had advantages
over others because it included the ability to guide the selec-
tion of cognitive and behavioural interventions for patients
presenting for treatment.

Some Final Thoughts on Human Sex
Response Models

The history of the modelling of the human male and female
sexual response reveals the various facets that have gone into
its productions from initially non-evidence-based conceptu-
alisation later bolstered by physiology, psychology, neurol-
ogy and sociology, and, like science, it is work in progress [79].
Most models are simplifications of reality, no one model is
perfect, and no one model ticks all the boxes in Table 4-2, but
significant developments can easily be seen over the 100 plus
years between the model of Moll [8] and the contemporary
ones. However, according to Perelman [37], the “differences
in the conceptualizations of the female sexual response have
not, surprisingly, led to a lack of diagnostic consensus and
created contentious debates in sexual medicine circles”.
Should we expect models to conform to the Popperian stan-
dard of being scientific [80]—that is, to be able to be falsi-
fied? As Bancroft [44] has pointed out, this is not always
possible as such rigour needs experimentation and the con-
trol of the circumstances which cannot take place in the real
world. But there is little doubt that with further research and
findings, models will become more comprehensive and more
inclusive, making them more complex, less facile and per-
haps less popular. One final comment, it is interesting to note
that none of the sexual response models relate to how the
changes induced by sexual arousal in the male, but especially
in the female, are involved in the mechanisms of reproduction;
these have been reviewed by Levin [81, 82].
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Facilitators and Barriers in Sexual History Taking

Ana Virgolino, Luis Roxo, and Violeta Alarcao

“It is pointless to ask: Why then is sex so secret? What is this force that so long reduced it to silence and has
only recently relaxed its hold somewhat, allowing us to question it perhaps, but always in the context of and

through its repression?”

Abbreviations

AIDS Acquired immune deficiency syndrome
FSD Female sexual dysfunction

FSW Female sex workers

GP General practitioner

HIV Human immunodeficiency virus
HSDD Hypoactive sexual desire disorder

v Intravenous

LGBT Lesbian, gay, bisexual, transgender

LGBTQ  Lesbian, gay, bisexual, transgender, queer or
questioning

MESH Medical subject headings

MSM Men who have sex with men

OB/GYN  Obstetrician/gynaecologist

PCP Primary care physicians

SD Sexual dysfunction

STD Sexual transmitted diseases

STI Sexual transmitted infections

Introduction

In a contemporary pluralistic society, sex is envisaged as an
adult recreation, a saleable commodity, the personal orienta-
tion of desire and the usual method for procreation [1].
Throughout history, civilizations have attempted to repress
sexual expression in an effort to define what is considered
normal sexuality. More recently, however, within a context
of sexual revolution and new movements, the topic of sex has
moved from the confines of private discussions to an accepted
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presence in most of public domains [1, 2]. Modern Western
culture is now impregnated with colourful and sometimes
explicit images of sexuality and intimacy to advertise and
market products using all media and communication tech-
nology available [3].

Over the years, on the vanguard of this fever, clinical
practice has witnessed a similar reverse. Sex and sexuality
once considered taboo subjects started being approached
from a more inclusive perspective [4]. Health professionals
come to agree on the importance of integrating sex-related
questions into a general health history [2], and some resi-
dency programmes and medical schools have endeavoured
to gradually adjust their curricula to incorporate these topics
[4, 5]. Furthermore, the advent of HIV/AIDS and child sex-
ual abuse has markedly changed attitudes towards talking
about sexual issues in health settings [6].

Yet, sexual history taking is not readily and easily incor-
porated into patient assessments [7]. Several barriers still
impede the discussion of intimacy and sexual functioning.
Sex continues to be embedded in misconceptions and stereo-
types, and for most health-care providers, talking about spe-
cific issues of sexuality creates a degree of discomfort and
embarrassment as sexual issues are regarded as very “pri-
vate” and “personal” matters [8, 9].

Sexual history taking is vital for diagnostic, therapeutic and
preventive reasons, being one of the best ways to lessen the
potential impact of medical conditions and improve quality of
life [7, 10]. Omitting it may have negative consequences for
care. For example, not inquiring about sexual difficulties
might lead patients to believe them unimportant, insignificant
or not amenable to treatment which might buffer the initiation
of or delay of proper treatment or referrals [9, 11, 12].
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The purpose of this chapter is to undertake a review on the
barriers and facilitators health professionals! encounter when
taking a sexual history. The map of the circumstances under
which sexual histories are obtained will help in identifying
important areas for further research and tailored interventions.

In a period of changing assumptions, perceptions and atti-
tudes towards sex and sexuality, given the unique position
they hold, the consideration of the viewpoint of health pro-
fessionals is a structural element in the evaluation procedure
of the quality of the provided sexual health-care services.
Within the intersection with patients’ opinions, the look at
providers’ perspectives will allow an in-depth understanding
of the ongoing improvement processes which ultimately
have an impact on the functioning of health systems.

This chapter is organized into five parts. On the first part,
we describe the fundamental theoretical concepts that are on
the basis of the current work. The second part presents the
study itself, including the main objectives and the opera-
tional framework adopted. The followed methodology for
data collection and analysis is described on the third part.
The fourth and fifth parts are dedicated to the description,
discussion and interpretation of the results, with the identifi-
cation of barriers and facilitators to sexual history taking.

Taking a Sexual History

Sexuality is a central part of human life and general
wellbeing, encompassing feelings that are experienced and
expressed in language, thoughts, beliefs, attitudes, values,
behaviours, practices and relationships [13, 14]. As aware-
ness on issues of sexuality has been increasing, sexual health
history is ever more thought of as an indispensable part of
the general health assessment [9, 15].

The main purpose of taking a sexual history is to assess a
patient’s sexual background and current functioning [16]. It
provides a firm basis for gaining a good understanding of
sexual health and sexual problems as well as setting the
agenda for issues regarding specific risks to be further
explored [17, 18]. A detailed sexual history should allow:

1. A careful assessment of symptoms which will guide the
examination and testing

2. An exposure history to identify which sites need to be
sampled and the sexual transmitted diseases (STDs) to
which the patient may be at risk

!'Sexual history taking is relevant in different clinical specialties. The
terms “health-care professional”, “health-care provider”, “provider”
and “clinician” are interchangeably used throughout the chapter since
there are other professional areas (e.g. nursing, psychology, among oth-
ers) that are also in advantageous positions to address these topics by
the reason that their work in clinical practice also involves the need to

build a therapeutic relationship with the patient.

A. Virgolino et al.

3. An assessment of contraception use and risk of
pregnancy

4. An assessment of other sexual health issues (including a
discussion of psychosexual problems)

5. An assessment of HIV, hepatitis B and C risk for both
testing and prevention

6. An assessment of risk behaviours, which will then facili-
tate sexual health promotion activities [19, 20]

General Guidelines for Sexual History Taking

Taking a sexual history should begin in the initial stage of
care [16, 21]. From the very first moment, the health profes-
sional needs to take into consideration how to put the patient
at ease, find out what the real problem is, discover his/her
background and clinical history and then work out a manage-
ment plan [22]. To that end, several communication strate-
gies and skills can enhance the efficiency and effectiveness
of this process (Box 5-1) [2, 20, 23, 24].

Box 5-1. Key Aspects of Taking a Sexual History

e The first contact with the patient

* The use of appropriate body language

* The initiation of the consultation with open-ended
questions (including the assurance of privacy and
confidentiality) followed by an exploration of previ-
ous concerns and the use of more closed questions
as the interview continues (emotionally charged
questions and areas should be approached gradu-
ally and may be deferred for a second or subse-
quent interview)

e The adoption of a direct, sensitive, non-judgmental
approach with inquiry

e The explanation of the rationale for some of the
questions asked

* The use of clear, geared to the lay person-language
and with which both clinician and patient feel com-
fortable (sexually explicit terminology may serve to
desensitize to any embarrassment or hesitation but
should be used after a very careful judgement in
deciding if it would be appropriate)

e The quest for details that must be balanced by sen-
sitivity to the patient’s concerns and feelings as the
information is collected and the interview
proceeds

e The awareness of the signs of distress and anxiety
from the patient

* The observation of non-verbal cues from the patient
(body language and facial expressions)
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A key to facilitate taking a sexual history is communication
[9] which might be an important element in improving health
outcomes [20, 25]. Establishing rapport and putting patients
at ease are important first steps and help patients feeling com-
fortable when reporting their sexual concerns [2].

The health professional sets the tone for the conversation.
Talking about “sex” is what begins this process and is the key
to the search for understanding sexual thoughts, sexual feel-
ings and sexual actions—ultimately it is the key to helping
patients [6]. Though experience and skills in taking a sexual
history are pivotal foundations, so patients can be sympa-
thetically encouraged to reveal the intimate details of their
private life [2, 17].

A Comprehensive Approach: Screening or
In-Depth Sexual Health History

Numerous health-related conditions, life events and develop-
mental milestones can be associated with the development of
sexual problems. The best occasion to undertake a sexual
history or initiate a discussion of sexual concerns varies
depending on the nature of the visit [2]. The clinician needs
to adjust the scope of the history and physical examination to
the situation at hand [26].

The transition to the sexual health history can be done
throughout the introduction of a routine way to elicit the
patient’s sexual history by linking the sexual history to the
patient’s medical history or current health problem which
will make it easier to gather the needed data [27].

There are two ways to approach the interview in sexual
history taking: the screening and the in-depth approach
(Figure 5-1). An abbreviated basic assessment with a minimal

number of specific screening questions will be sufficient if
the sexual history appears unrelated to the main complaint
brought by the patient. These questions which focus past and
current sexual activity, partners and sexual concerns will
guide the determination of possible sexual health needs of
the patient [2, 27].

If the patient’s sexual history seems directly related to the
main complaint, a complete history is indicated for a thor-
ough sexual assessment [27]. Relevant information ought to
include? sexual and reproductive history and current status
(sexual partners and practice, past history and protection
against STIs and prevention of pregnancy) in addition to past
medical history and current health status (viz., endocrine
system, neurologic diseases, cardiovascular disease, psychi-
atric illness and current use of prescription and over-the-
counter medicines). A physical examination or laboratory
testing could be used complementary to determine the physi-
ologic factors involved in a sexual complaint [2].

Screening and In-Depth Sexual Health History

In obtaining a detailed sexual history alongside the assess-
ment of each domain of function as to its individual or com-
bined impact [2], the biopsychosocial model [28] provides a
comprehensive holistic framework for it takes into account
medical, psychological, intrapsychic, interpersonal, social,
cultural and ethnic variables that may affect sexual health
and function [7, 18] (Figure 5-2). Since sexual health encom-
passes many facets of a person’s life, the clinician needs to
guard against simplistic thinking about the cause and treat-

*More detailed examples of screening and in-depth sexual history
approaches are available elsewhere [6, 27].



56

FIGURE 5-2. Biopsychosocial
model of sexual health.
[Adapted from Wylie

KR. ABC of Sexual Health.
John Wiley & Sons; 2015.
With permission from
Wiley].

ment of sexual problems and take time to perform a
comprehensive biopsychosocial assessment. This is essential
to identify the predisposing, precipitating, maintaining and
contextual factors® responsible for the problem [10, 29].
Only by bearing this structure in mind while taking a sex-
ual history, clinicians can offer more efficacious, efficient and
better tolerated treatments by patients and their partners [18].

Barriers to Effective Sexual History
Taking

Sexual health is important throughout the entire lifespan.
Individuals of all ages and backgrounds are at risk and should
have access to the knowledge and services necessary for
optimal sexual health. Given the public health impact that
these risks have, health professionals are instrumental in pro-
moting sexual health. Nonetheless, issues around sexuality

3Predisposing factors are defined as the long-term experiences that
might influence sexual thoughts, feelings and behaviours (e.g. restricted
family views of sex, early life experiences of sex and intimacy, chronic
conditions, child sexual abuse or attachment difficulties). Precipitating
factors are those which might be understood as “triggers” and are likely
to have occurred just before the onset of the problem (e.g. a recent med-
ical diagnosis, change in medication, job loss or family transitions).
Maintaining factors are the patterns of interaction and/or behaviour that
influence the problem and “keep it going” and may be displayed as
communication difficulties in couples, sexual boredom, depression in
one partner or cognitive interference [7, 18].
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Biological

Sexual
health

Social

can be difficult to discuss because they are intimate and
because there is great diversity in how they are perceived and
approached [30].

Patients are becoming more demanding and clamour for
explicit information and clear guidance in dealing with sex-
ual problems and complaints. Most expect their health-care
provider to be an expert in all aspects of sexual health [6].
Nonetheless, several obstacles impede the communication
about sexual topics. The obstacles can be categorized as
patient based and health-care provider based.

General barriers pointed out by patients are the lack of
opportunity to discuss the subject, a sense of discomfort,
embarrassment or shame when there is openness to approach
it during consultation [23, 31]. Feelings of uncertainty
whether sexual problems/concerns are part of health care and
if the provider is the suitable specialist to treat sexual prob-
lems/concerns often undermine a transparent dialogue [23,
32]. Taboos held by society against the open discussion of
sexuality can also constitute an impediment to seek profes-
sional help [33, 34].

The most commonplace health-care provider-based
obstacle is the inadequate or insufficient training in sexual
health [35] (Table 5-1). Despite much progress in the past
years, medical schools often lack trained sexuality educators
[36] and still have inadequate sex education curricula which
fail to emphasize the importance of sexual functioning [5, 37].
This gap becomes even more pronounced attending to the
fact that health providers are interested and recognize the
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TaBLE 5-1. Health-care providers’ barriers to effective sexual history
taking

Inadequate/insufficient education or training in sexual health
Time constraints

Reimbursement concerns

Personal conservative sexual beliefs

Deficits in communication skills

Growing knowledge gap between developments in sexual medicine and
the clinical skills of the clinician

Generational obstacles
Cultural differences of the practitioner and the patient

importance in attaining expertise in sexual history taking but
ended up showing marked deficit communication skills
when in a consultation [35].

Limited time and concerns about insurance reimburse-
ment can also hinder clinician’s capacity to take an open dis-
cussion about sexual issues, especially as sexual topics are
often raised by patients towards the end of a consultation.
Many providers are unaware that a simple query about sex-
ual concerns and one or two follow-up questions only add 2
to 3 min to an appointment. If a more complete sexual his-
tory or assessment is warranted, a follow-up visit can be
scheduled (and billed appropriately with ICD-9 codes), or a
referral to a specialist in treating sexual dysfunctions can be
made [2, 35].

When working with specific populations, conflicting atti-
tudes and perceptions may emerge, and providers may have
difficulties disconnecting from their own personal belief sys-
tem. Also, they often rationalize not talking to clients about
sexual issues by saying that clients do not raise the issue [36].

Moreover, the growing knowledge gap between develop-
ments in sexual medicine and the clinical skills of the clinician
is also a reason elicited by providers for not taking a sexual
history. This might be a consequence of lack of formal educa-
tion and training which often leads to a lack of confidence in
knowledge and mastery in this area [2, 32].

Finally, the age and gender of either the patient or the
provider as well as cultural differences between both may
also play arole in how information is exchanged [37]. Within
a multicultural society, where cultural and religious differ-
ences are inevitable, these discrepancies are worrisome. The
concern is that, because of these barriers, health profession-
als may shy away from taking sexual histories from patients
and, thus, be unable to identify patients’ health needs [32].

So what are the remedies for this situation? How can the
clinician become proficient in taking a sexual history? One
way in which the clinician will gain comfort and ease in
obtaining a sex history and performing a general examina-
tion is by practice [34]. If clinicians take the step of includ-
ing sexual history more routinely into their daily practice,
much ground can be gained. Increasing the frequency of
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sexual health inquiries will substantially improve sexual
health care through earlier identification of sexual problems
and intervention. Routine assessment of sexual health also
provides opportunities for preventive care, such as immuni-
zation against hepatitis B and counselling on sexual risk
taking [27, 37].

Barriers to sexual health care can also be removed by
assuring medical education that teaches sexual health care as
integral to health care in general [27]. For clinicians who
remain uncomfortable with taking a detailed history, written
sexual history inventories are also effective. Similarly, refer-
ral to clinicians with special interest in sexual function is
always an appropriate alternative [37].

The Study

The main objective of this work was to explore, integrate and
summarize current knowledge on the perceived obstacles and
facilitators for taking a sexual history encountered by health
professionals in their clinical practice. The exploration of pro-
viders’ perspectives is justified by the fact that health-care
providers hold clinical and institutional knowledge nurtured
with relevant information about the practices surrounding
sexual history taking when examining patients.

The adopted posture was one of the eliciting emergent
redundancies or disparities in terms of optimal care provi-
sion in specific settings and intervention areas, namely, sex-
ual health education/promotion; STDs; sexuality and disease;
sexual dysfunction; lesbian, gay, bisexual, transgender, queer
or questioning (LGBTQ); and sexual violence. This way, we
aim to uncover key areas which require further research and
tailored interventions in the context of sexual health
promotion.

For this purpose, we employed a narrative review
approach, preceded by a scoping analysis [38, 39], to deter-
mine the adequate and most cited terms in scientific search
databases. This combined strategy seems well suited for first
identifying the appropriate parameters of a review and its
potential scope.

The Collected Information

Search Strategy and Selection Criteria

A narrative review of literature was conducted through a
search of published studies contained in the PubMed and
Web of Science electronic databases. Publication date (from
January 1, 1995, to December 31, 2015) and language of
the documents (English) were used as restriction filters. The
search was undertaken on April 27, 2016, using both free-text
and “medical subject headings” (MeSH) terms combined as
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TaBLE 5-2. The search strategy

Search terms and sequence

#1 “sexual history” AND
“barriers”

#3 “sexual history” AND “attitude
of health personnel”

#5 “sexual history” AND “sexual
disorder”

#7 “sexual history” AND
“biopsychosocial model”

#9 “sexual evaluation” AND
“facilitators”

#11 “sexual evaluation” AND
“sexual dysfunction”

#13 “sexual evaluation” AND
“patient-centered care”

#15 “sexual assessment” AND
“barriers”

#17 “sexual assessment” AND
“attitude of health personnel”
#19 “sexual history” AND “sexual
disorder”

#21 “sexual history” AND
“biopsychosocial model”

#23 “sexual interview” AND
“facilitators”

#25 “sexual interview “ AND
“sexual dysfunction”

#27 “sexual interview “ AND
“patient-centered care”

#2 “sexual history” AND
“facilitators”

#4 “sexual history” AND “sexual
dysfunction”

#6 “sexual history” AND
“patient-centered care”

#8 “sexual evaluation” AND
“barriers”

#10 “sexual evaluation” AND
“attitude of health personnel”
#12 “sexual evaluation” AND
“sexual disorder”

#14 “sexual evaluation” AND
“biopsychosocial model”

#16 “sexual assessment” AND
“facilitators”

#17 “sexual assessment” AND
“sexual dysfunction”

#20 “sexual assessment” AND
“patient-centered care”

#22 “sexual interview” AND
“barriers”

#24 “sexual interview “ AND
“attitude of health personnel”
#26 “sexual interview “ AND
“sexual disorder”

#28 “sexual interview “ AND
“biopsychosocial model”

alternatives: “sexual history”, “sexual evaluation”, “sexual
assessment”, “sexual interview”, “barriers”, “facilitators”,
sexual
and “biopsychosocial

“attitude of health personnel”, “sexual dysfunction”,
disorder”, “patient-centred care”
model”. Details of the search terms are given in Table 5-2.
Screening of the lists of references in the identified articles
was used as additional strategy to identify otherwise unfound

published articles.

Screening Process

LLIT3

All citations identified by the above searches were down-
loaded and duplicates removed. Titles and abstracts of the
identified papers were independently screened by at least
two authors for consensus on eligibility and content. In case
of disagreement, the third author made a decision on whether
to maintain or exclude the paper from the review. Potentially
relevant papers were assessed according to the following
inclusion criteria: (1) empirical and self-contained research
documents, (2) articles in which the population under study
was consisted of health professionals, (3) papers that explore
the views of health professionals with regard to facilitators
and barriers in taking a sexual history and (4) full texts which
are in English. Studies published before 1995 and after 2015,
without a focus on the sexual history taking and on profes-

A. Virgolino et al.

sionals’ knowledge, attitudes or perceptions on that process,
were excluded. Opinion articles and conceptual papers were
also discarded from the review.

The screening covered an initial 10% of the articles to
determinate the necessity to perform alterations in inclusion
and exclusion criteria, being made redefinitions at this stage.
Subsequently, all article titles and abstracts were appraised
taking the reformulated inclusion/exclusion criteria into
consideration.

Data Extraction and Quality Assessment

Data was extracted into a standardized matrix that included
the area of the article (sexual health education/promotion,
STDs, sexuality and disease, sexual dysfunction, LGBTQ,
and sexual violence), authors, year of publication, sample
characteristics, variables/measures, study design, major
findings (including facilitators and barriers) and
comments.

The authors independently appraised the quality of the
evidence produced by studies, attending to the purposes of
this review of enlightening the barriers and the facilitators
for sexual history taking and identifying important areas for
further research and tailored interventions.*

The papers were categorized by study design using the
following categories: cross-sectional survey, literature review,
qualitative study and intervention study.

Results

The study selection process is shown in Figure 5-3. A total of
56 (60%) articles from an initial list of 94 citations were con-
sidered eligible for this review. These articles were published
between 1995 and 2015, the majority (n = 39; 70%) within
the last 10 years. Not only the last decade was more prolific,
but also new areas of research emerge, such as LGBTQ and
sexuality and disease. In fact, six different research areas and
one miscellaneous (with more than one area) were identified
among the eligible studies, as it is shown in Figure 5-4.

Four major study methodologies were identified, as it
can be seen in Figure 5-5 and Table 5-3. The majority of the
analysed articles were cross-sectional surveys (n = 36;
64%), but also qualitative studies (n = 11; 20%), interven-
tions studies (n = 6; 11%) and literature reviews (n = 3; 5%)
were included.

For a more detailed outline of each of these 56 articles,
please see our supplemental table (Table 5-4).

Health professionals perceived barriers and facilitators
for taking sexual history derived from the selected articles

“This review does not deeply evaluate the methodological quality of all
available studies.
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FiGure 5-3. Fluxogram for
article selection.

FiGURE 5-4. Studies’
research areas.

Records identified through database
searching
(n=1304)

Records after duplicates removed
(n = 1094)

Records screened
(n=1094)
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l

Full-text articles assessed for
eligibility
(n=94)

A 4

Records excluded for not
matching the inclusion criteria
(n =1000)

Studies included in
qualitative synthesis
(n=36)

m LGBTQ

Multiple areas
Sexual Dysfunction

Sexual health education / promotion

B Sexual violence

Sexuality and disease

STD's

12; 21%

9; 16%

38 Full-text articles excluded:
Barriers and/or Pacilitators of health
protessionals not a main viriable (n =27)
Missing full-text (n — 10)

Not being written in English (n— 1)

19; 34%
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FiGure 5-5. Studies’ methods.

TaBLE 5-3. 1995-2015 Peer-reviewed studies and methodologies

and areas

Cross-sectional survey

Intervention study

Literature review

Qualitative study

A. Virgolino et al.

Qualitative
study (n=11;

Methodology

Areas

Studies 20%)

Cross-sectional
survey (n = 36;
64%)

Sexual health
education/
promotion
(n=14;39%)

STDs (n=8;
22%)

Sexual
dysfunction
(n=5;14%)

Sexuality and
disease
(n=4;11%)

LGBTQ
(n=3;8%)

Multiple areas
(n=2;6%)

(Ariffin et al. 2015)
(Bouman and Arcelus 2001)
(Bull et al. 1999)

(Burd et al. 2006)

(Dadich and Hosseinzadeh 2013)
(Jolley 2002)

(Morand et al. 2009)
(Sobecki et al. 2012)
(Stokes and Mears 2000)
(Temple-Smith et al. 1999)
(Tsai and Hsiung 2003)
(Tsai 2004)

(Tsimtsiou et al. 2006)
(Vieira et al. 2015)

(Do et al. 2015)

(Khan et al. 2007)

(Khan et al. 2008)
(Maheux et al. 1995)
(McGrath et al. 2011)
(Tucker et al. 2012)
(Verhoeven et al. 2003)
(Webber et al. 2009)
(Abdolrasulnia et al. 2010)
(Goldstein et al. 2009)
(Humphery and Nazareth 2001)
(Platano et al. 2008)
(Ribeiro et al. 2014)
(Byrne et al. 2013)

(Cort et al. 2001)

(Doherty et al. 2011)
(Oskay et al. 2014)

(Hayes et al. 2015)

Intervention
study (n = 6;
11%)

Literature
review (n = 3;
5%)

Multiple areas
(n=5;46%)

Sexuality

and disease
(n=2;18%)
Sexual health
education/
promotion
(n=2;18%)
Sexual violence
(n=1;9%)
STDs (n=1;
9%)

Sexual health
education/
promotion
(n=2;33%)
STDs (n=2;
33%)
Sexuality and
disease (n = 2;
33%)
Sexuality and
disease (n=1;
33%)

Sexual health
education/
promotion
(n=1;33%)
STDs (n=1;
33%)

(Carter et al. 2014)
(Collins 2006)

(Hinchliff et al. 2005)
(Stead et al. 2003)

(Wendt et al. 2011)
(Hordern and Street 2007)
(Mellor et al. 2013)

(Gott et al. 2004)
(Schweizer et al. 2013)

(Leder et al. 1999)
(Woodbridge et al. 2015)

(Cushing et al. 2005)
(Leeper et al. 2007)

(Lanier et al. 2014)
(Patel et al. 2009)

(Quinn and Happell 2013)
(Quinn et al. 2013)
(Quinn and Happell 2013)

(Kingsberg 2006)

(Emmanuel and Martinez 2011)

(Kitts 2010)
(Sanchez et al. 2006)
(Barber et al. 2011)
(Wiggins et al. 2007)

(continued)

N.A.: Articles miscellaneous were classified as multiple areas.
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TaBLE 5-5. Recommendations for future research, education actions and intervention programmes derived from the selected articles

Research 1.

Conduct research to develop and test the effectiveness of guidelines for taking a sexual history

2. Further exploration of the reasons for health professionals discomfort in managing STI patients is needed as does its impact

on patient care

3. Investigation of the comfort and willingness to discuss gender identity and sexual orientation with patients remains an

important area for further research

Education/training 4.

Educational programmes should expand their curriculum on human sexuality, by specifically addressing why taking a

sexual history is so important and offering practicums in how and when to do patient teaching

5. More comprehensive continuing education, so that sexual aspects of diseases and treatments and gender and sexual

orientation issues are routinely considered
Intervention 6.
ethnicity concordant patient interactions

Interventions should focus on increasing physician self-efficacy for assessing sexual health in gender discordant and race/

7. Interventions for older adults should increase education about sexual health and sexual risk behaviours as well as empower
individuals to seek information from their health-care providers

FiGure 5-6. Health
professionals perceived
barriers and facilitators for
taking sexual history derived
from the selected articles. .

Barriers

perceptions

of taking sexual history
e discomfort about asking

Individual level providers’

disregard of the relevance

Facilitators
. svel providers”
Step 1 Individual level providers
perceplions
Initiating a . .
ol : e awareness of the potential
dialogue

l .

for improving quality of life

good communication skills

sexual questions to patient e potential of patient
of different ages, classes, Step 2 relationship to dialogue
genders, ethnicities, and Evaluat about sexual issues
cvaluation
sexual orientations Institutional level
e deficits in communication l
skills e good education/training
Step 3 e routines to address sexual
institutioncs level activities, orientation or
e inadequate training Patient identity, sexual life, sexual
¢ lack of available partner satisfaction
treatments education e patient education (leaflet)
ime straints and Shared _
® time constraints e Societal level
decision
Societal level making e adequate information about
e embarrassment or shame sexual health
e fear of offending / taboo l e more awareness / more
e personal moral judgments proactivity
about certain sexual Step 4 * setting aside personal
practices ) Judgments, listening actively
Evaluation
of sexual
well-being

are synthetized in Figure 5-6. Barriers and facilitators operate
at the individual, institutional and societal levels. At the indi-
vidual level, providers’ perceptions of sexuality influence
their attitudes on sexual health history taking; at the institu-
tional level, organizational factors are major determinants;
and at the societal level, personal beliefs about sexuality
shape their outlook.

Cross-Cutting Themes Related to the Barriers
and Facilitators Perceived by the Health
Professionals

The first major barrier that crossed the generality of the studies
was the deficiency in sexual history taking education and
training. Secondly, a reticence to take a history related to



5. Facilitators and Barriers in Sexual History Taking

concerns about the acceptability of discussing sexuality with
the patient was commonly testified. Finally, stigma and
society’s attitudes to sex appeared as an important barrier to
talking about sexual health matters.

Discussion of Sexual Health Issues
with the Patients’ Interaction with the Patient

* Health professionals have interest in sexual health and
feel it is important to know how to take a sexual history
(Ariffin et al. 2015; Tsai and Hsiung 2003).

* Health professionals are more willing to adhere to sexual
history taking where the need to do so is obvious to the
patient (Temple-Smith et al. 1999), with disregard to sex-
ual wellbeing (Mellor et al. 2013) or sexual identity and
orientation (Sobecki et al. 2012).

* Health professionals feel greater discomfort in taking a
sexual history with opposite gender patients (Abdolrasulnia
et al. 2010; Burd et al. 2006), with cultural or religious
differences (Ariffin et al. 2015; Humphery and Nazareth
2001; Verhoeven et al. 2003), LGBTQ population (Hayes
et al. 2015; Platano et al. 2008), sex workers, drug users
and risk groups (Carter et al. 2014; Do et al. 2015; Khan
et al. 2007, 2008).

e The decision to integrate questions relating to sexuality
seems to depend more on non-medical factors such as the
personal experience or interest (Schweizer et al. 2013).

Health professionals need the appropriate skills to ask
sensitive questions that are non-judgemental and empathetic.
These skills must include comfort in addressing these topics
for patients of different ages, classes, genders, ethnicities
and sexual orientations.

Stigma/Society’s Attitudes Towards Sex

* Health professionals do not address sexual health proac-
tively with older people, being sexual health equated with
younger people and not seen as a “legitimate” topic for
discussion with this age group. Beliefs are based on ste-
reotyped views of ageing and sexuality, rather than per-
sonal experience of individual patients (Gott et al. 2004).

e Personal beliefs about sexuality and mental illness are a
barrier to address sexual health issues with psychiatric
patients (Collins 2006; Quinn and Browne 2009; Quinn
and Happell 2013; Quinn et al. 2013).

o Feelings of personal vulnerability and uncertainty drive the
majority of health professionals away from discussing sexuality
and intimacy with cancer patients (Hordern and Street 2007;
Oskay et al. 2014; Stead et al. 2003; Wiggins et al. 2007).
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e Health professionals’ knowledge and attitudes towards
LGBTQ population is a barrier in providing optimal care
(Barber et al. 2011; Hayes et al. 2015; Hinchliff et al.
2005; Kitts 2010; Sanchez et al. 2006).

Ignorance, incorrect assumptions and discriminatory
attitudes form a barrier to talking about sexual health
matters.

Final Considerations

In pursuing the aim of uncovering the barriers and facilita-
tors health professionals encounter when taking a sexual his-
tory, we undertook a review of literature on scientific
evidence in this area.

Overall, clinical practice in the field of sexuality is still
embedded in preconceived ideas that hamper an adequate
sexual history taking. Due to lack of training, time pressure
and (sometimes inappropriate) personal beliefs, health pro-
fessionals often worry about how, where and when to ask the
questions, of whom to ask and what to do with the collected
information [2, 18]. Thereby, not surprisingly, sexual history
taking remains slow to learn in terms of how to help patients
with problems and complaints, and many health profession-
als simply avoid the topic entirely since they often feel
unprepared to tackle the topic of sexual health in the detail
and with the sensitivity it deserves [6]. As Warner and col-
leagues [10] stressed out, “every human being has a sexual
dimension. We can learn to talk most effectively with our
patients about sexuality by setting aside personal judgments,
listening actively, and becoming adequately informed about
sexual health”.

The concept of sexual health emphasises the need to pro-
mote health by education and information. It encourages a
further step in the public and medical acceptance that sexual
activity is and should be a healthy and fulfilling behaviour.
In that sense, sexual inquiry holds the key to the practice of
sexual health and provides the basis for treatment, preven-
tion, education and comprehensive sexual health care and
promotion [40].

Still, there are deficits at different levels in this area that
must be addressed (Table 5-5). Research, education/training
and intervention actions are a few examples of neglected top-
ics in the literature that has been published with regard to
sexual health and assess.

Acknowledgements. We want to thank André Silva for his
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Biopsychosocial Evaluation of Sexual

Dysfunctions

Prem K. Pahwa and Sallie M. Foley

Introduction

Sexuality is defined by the World Health Organization
(WHO) as “a biopsychosocial phenomenon comprised of
physiologic functioning, psychological factors specific for
each person, and sociologic/interpersonal/cultural envi-
ronment contributors to personal sexual health and well-
being” [1]. The DSM-5 in its diagnostic criteria for sexual
dysfunction issues looks at not only the relevant medical
factors associated with the presenting issue, but also what
are the psychological and social factors. Sexual function
can be impacted by a range of factors that need to be
understood, not just in isolation as discrete issues, but as
part of a larger complex system where each part of the sys-
tem impacts one another. Approximately 43% of women
and 31% of men in the USA are impacted by some form of
sexual dysfunction, making it very common for the gen-
eral population to have sexual function concerns at some
point in their life [2]. Women are most impacted by
decrease in desire, whereas the most common issues for
men are erectile dysfunction (ED) and premature ejacula-
tion (PE) [2, 3].

Integrative practice, which combines medical and psy-
chosocial interventions, has become an increasing focus
for healthcare professionals working within a range of
specialties. The often low levels of attention to psychoso-
cial variables among medical practitioners may reflect
both discomfort in addressing sexual issues and a low
level of core competency in the treatment of psychosexual
problems [4].

This overview of sexual assessment comes from the per-
spective of psychotherapeutic assessment and certified sex
therapy. It looks at subjective experience of person and part-
ner focusing on the intrapersonal and interpersonal, while
also considering the patient’s distress and the partner’s dis-
tress. Sexual health is considered as part of peoples’ overall
quality of life. The biopsychosocial approach to assessment
is followed here.

© Springer International Publishing AG 2017

Biopsychosocial

Psychiatrist, George Engel, developed the biopsychosocial
(BPS) model in 1977. This model moved away from the bio-
medical model of understanding illness to a formulation that
looked at a person’s overall being to understand disease and
illness, as well as health and wellness. According to the BPS
model, neither illness nor health is the result of physiology
alone, but rather is the result of how three distinct areas of a
person’s life intersect: the biological or physiological com-
ponents, the mental health or psychological components, and
the social and cultural components. When looking at disease
or ill health, the BPS model believes that it is the social/cul-
tural environment and the psychological state that helps or
worsens the condition [5-7].

Engel offered a holistic alternative to the dominant bio-
medical model at a time when science overall was changing
from a simplistic and exclusively analytic approach to a
more interdisciplinary approach based in context. He posited
that clinicians would yield better outcomes if they provided
empathy to patients and addressed the biological, psycho-
logical, and sociocultural components of their illness [5-7].

The approach of the biopsychosocial model is to consider
the potential impact of any parts of the overall systems on the
sexual health of the individual patient. George Engel formu-
lated the biopsychosocial model as a dynamic, interactional,
but dualistic view of human experience in which there is
mutual influence of mind and body [8].

The biopsychosocial model is also known as the “mind—
body” connection in dominant culture, and is an important
way to understand and treat health issues, and specifically
sexual health issues. There has been significant evidence for
the role of the mind in disease and healing, leading to a
greater acceptance of “mind-body” medicine. In the past 40
years, research into the link between overall health and psy-
chological, social, and cultural factors has moved the mind-
body connection from the fringe of biomedical science into
the mainstream [9].
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When evaluating patients, the BPS model tries to take
both a macro and micro perspective in understanding the
patient’s experience. This includes the individual picture of
what is going on for the patient from a biological perspec-
tive, as well as the bigger picture of how the patient’s psy-
chological sense of well-being and the impact that their
culture or environment is having on their particular experi-
ence. The model empowers patients to view their relation-
ship with the provider as a partnership in which each take an
active role. The individual and his or her support community
play a vital part in the psychological and social recovery
through enhancing mental health and adapting healthy life-
style habits. The clinician is responsible for any physiologi-
cal treatment. Patients can also use this model, or the skills
they have learned through it, in a preventative manner sur-
rounding sexual health issues.

The biopsychosocial model can be viewed as a frame-
work for providing clinical understanding, as well as a prac-
tical guide for evaluation. It is a way for clinicians to
understand how health and illness are impacted through
many levels of organization, from the macro societal level to
the micro molecular one. BPS is a way of understanding and
accounting for the patient’s subjective experience as a vital
part of formulating a correct evaluation of the patient’s health
and treatment issues [10].

The three biopsychosocial factors impacting health, well-
ness, and disease:

The biological part of the biopsychosocial model has to
do with awareness of the physiological causes of a disease
or dysfunction. The physiological causes, however, are
often accompanied by the other parts of the model, which
will increase the complexity of the illness or dysfunction.
Many sexual dysfunctions do have biological factors at their
root; a few are hypertension, diabetes, hormones, and physi-
cal trauma.

The psychological part of the BPS model evaluates what
may be some underlying mental health issues that can con-
tribute to the manifestation of a sexual dysfunction. The cli-
nician wants to identify any psychological issues that may be
impacting the patient’s physical or sexual health directly or
indirectly, such as depression, anxiety, addiction, body image
issues, negative thinking, etc.

The social part of the BPS model refers to the sociocul-
tural environment that surrounds the patient. This part evalu-
ates the dysfunction from a sociological point of view, and
examines what external factors may have influenced the
onset and maintenance of the sexual dysfunction. These
external sociocultural factors could be anything from reli-
gion, to economic background, primary relationships, cul-
tural environment, peer group, etc. For example, media
messages suggesting that only thin women are “attractive” or
“sexually desirable” may influence a young woman’s devel-
opment of body image issues.
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Engel, in an article he authored in the American Journal of
Psychiatry (1980), firmly brings the biopsychosocial model
into overall patient care. It discusses how any presenting
patient concern can be seen narrowly from a solely biological
perspective or more broadly as a concern that may have psy-
chological and social components, which will inform a
patient’s understanding of his or her condition and will impact
how it develops. Engel believed that the biomedical model,
which was predominantly used at the time, had significant
limitations, which are outlined out below [5-7].

Engel’s Critique of Biomedicine

1. A biochemical alteration does not translate directly into
an illness. The appearance of illness results from the
interaction of diverse causal factors, including those at the
molecular, individual, and social levels. And the converse,
psychological alterations may, under certain circum-
stances, manifest as illnesses or forms of suffering that
constitute health problems, including, at times, biochemi-
cal correlates.

2. The presence of a biological derangement does not shed
light on the meaning of the symptoms to the patient, nor
does it necessarily infer the attitudes and skills that the
clinician must have to gather information and process it
well.

3. Psychosocial variables are more important determinants
of susceptibility, severity, and course of illness than had
been previously appreciated by those who maintain a bio-
medical view of illness.

4. Adopting a sick role is not necessarily associated with the
presence of a biological derangement.

5. The success of the most biological of treatments is influ-
enced by psychosocial factors, for example, the so-called
placebo effect.

6. The patient—clinician relationship influences medical out-
comes, even if only because of its influence on adherence
to a chosen treatment.

7. Unlike inanimate subjects of scientific scrutiny, patients
are profoundly influenced by the way in which they are
studied, and the scientists engaged in the study are influ-
enced by their subject.

Medical and psychological therapies for sexual dysfunc-
tions should evaluate the multidirectional systems and bio-
psychosocial influences of the patient, the partner, and the
couple where relevant. The biopsychosocial model provides
a compelling reason to doubt that any single cause will be
enough to explain the experience of sexual dysfunction for
most patients. For effective evaluation and treatment of
sexual dysfunction, it is useful to have cross-disciplinary
collaboration amongst providers. Frequently, both psycho-
therapy and medical treatment are needed to help patients



6. Biopsychosocial Evaluation of Sexual Dysfunctions

achieve a lasting resolution to their sexual problems.
Evaluation of male, female, or couples’ sexual dysfunction
issues should include an investigation of factors that may
have caused the dysfunction, are involved in its maintenance,
and are contextual factors for its treatment. Sexual dysfunc-
tion issues that are chronic in nature need to be understood as
different from those that are acquired more recently.

According to Berry, “contextual assessment models con-
tinue to place a great deal of emphasis on the use of a predispos-
ing, precipitating, and maintaining factor model of assessment.
This model allows biological, psychological, and social-cul-
tural-relational factors to be organized in terms of vulnerability
factors, immediate causes, and ongoing issues that might be
reversed in order to functioning. Evidence-based process of care
guidelines prescribe the use of a patient-centered approach as a
core principle of clinical assessment. Patient-centered care aims
to allow the treating clinician to adopt the patient’s perspective
and account for his subjective biopsychosocial experience in
assessing sexual dysfunction” [4].

Assessment of Sexual Problems: A Proposed
Model

Sallie Foley has proposed a model for Sex Therapy and
Evaluation that is detailed in the section below. She lays out
specific questions for clinicians to ask their patients. The
DOUPE Model, an approach for understanding and evaluating
patients presenting symptoms, developed by Foley, is also
explained in this section.

Many adults have a need for sexual health information that
can address concerns and educate about treatment. Medical
and mental health care providers can open the conversation
by including questions about sexual health in the general
review of systems (ROS) or early in the interview: [1]

Ask: “We’ve been talking about your general health and
your sexual health is part of your general health. Do you
have any questions about your sexual health?”

“We’ve been talking about your general concerns and often
sexual concerns are part of general concerns. Do you have any
sexual concerns or need for more information?” [1]

Some individuals may answer “No,” but others will wel-
come this opportunity. Many will say “No” and bring up
their questions later. They may have difficulty describing
their concern [1].

Some professionals do not ask about sex for fear of look-
ing stupid when they do not know the answer. Research indi-
cates that older adults don’t expect professionals to know
everything; rather, they value the discourse. Providers can
model collaboration: “That’s a good question. I don’t know
the answer, but will check and get back to you™ [1].

Ask: “Do you have a spouse or partner?” Rather than
asking, “Do you have a wife?”” Use of inclusive questioning
shows respect for all patients/partner relationships. Pronoun
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sensitivity empowers the patient to more comfortably disclose
the nature of his/her sexual orientation and relationship status,
providing more accurate information about sexual activity.
Sadly, because providers so commonly use assumptive pro-
nouns, LGBT people, regardless of age, are faced with con-
stantly coming out every time they see a new provider [1].

DOUPE—an Assessment. Algorithm. A standard inter-
view assessment called DOUPE was developed by the coau-
thor, Sallie Foley, to allow professionals to gain information
quickly and concisely. Useful in any assessment, it is espe-
cially helpful when weaving sexual health assessment into a
more general interview. It follows the lines of routine medi-
cal history-taking such as the OPQRST (onset, provocation,
quality, radiation, severity, time).

Description— “What is the concern?” or “What is a typi-
cal situation when this happens?”

Onset—Lifelong or more recent? Paired with any other
change? Every time or just in one situation or with one person.

Understanding—“What’s your understanding of why this
is happening?” allows HCP to understand level of distress and
the person’s reasoning. “God is punishing me.” is a different
interview than “I think it happens a lot to older women.”

Past—“What’s your experience trying to fix the problem?”
Almost everyone has thought of or tried something. This also
elucidates the “why now” of seeking help.

Expectations—How motivated and how realistic is the
person? [1].

Once DOUPE is established, further questions usually
“deepen the conversation” and include discussion of pain or
discomfort, changes in amount of stimulation needed for
arousal, and other challenges. “How satisfied overall are you
with your sex life?” sheds light on presence or absence of
satisfaction and pleasure in spite of functionality challenges.
Use real language rather than euphemisms (i.e., “intercourse”
or “masturbation/manual stimulation” rather than vague ref-
erences to “having relations” and “taking care of yourself”)
[11]. Finally, model an affirmative outlook on sexuality by tak-
ing a permission-giving stance [1, 12].

An informed health care professional (HCP) can treat many
sexual problems within a clinical practice. Treatment often
begins with the recognition and treatment of underlying medi-
cal problems, encouraging the inclusion of the partner, and
comfort with addressing both partners’ concerns. The profes-
sional listens carefully, encourages couples to openly discuss
concerns and enhance their skills in communication.
Interventions frequently useful in addressing sexual problems
include asking permission to proceed with discussion, explain-
ing the causes and physiology of the problem, regularly check-
ing in with the individual or couple to make sure they are
“following” the discussion, recommending patients read sex-
ual problem specific self-help books, addressing co-occurring
problems like anxiety or sleep apnea, and integrating medical
(including pharmacologic) and physical therapy as needed. If
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problems persist, if individuals have a history of trauma affect-
ing their sexual lives, if the couple is unable to work collabora-
tively, or if mental health or substance abuse problems
predominate, it is best to refer to a sex therapist. Sex therapists
have extensive training in treatment of complex sexual prob-
lems as well as couples therapy. Couples and individuals may
need the HCP’s assurance that trying out new things with curi-
osity and non-judgment is good. Use of ubiquity (“Many indi-
viduals think about use of a vibrator but wonder if it’s okay to
try something like that. Lots of people of all ages and sexes
explore new options for sexual pleasure. Focusing in and try-
ing new things may take some work, but it is a good work to
do.”) is affirming [1, 12-19].

Assessment

In assessment it is important to measure sexual function before
and after any medication, treatment, health/mental health con-
dition. This allows us to get a better picture of any changes in
an individual’s or couple’s sexual health. Sexual norms,
behavior, and function vary greatly from person/couple to per-
son/couple that getting a sense of an individual’s norm will
serve us better in our assessment process [20] (Figure 6-1).
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Biological

Physical Health
Aging

Sexual problems are common in older adults, but physical
health and aging tend to impact male sexual health more than
female sexual health. Challenges with lubrication are a com-
mon challenge for older adult women, where for men it can
include decreased libido, erectile dysfunction, and ability to
achieve orgasm [21].

For older adults, emphasis on what does not work sexu-
ally must be balanced with a curiosity about “what does” —
the resiliencies and capabilities of the individual and couple
in a broader context than that based solely on “sexual perfor-
mance” [1].

There is no common agreement about when older age actu-
ally begins. In this chapter, 65 years—the onset in the USA for
Medicare health coverage—is used to demarcate the socially
defined beginning of older age. Older adults are the fastest
growing segment of the population in the USA. In 2000, one in
ten persons was over 65, and in 2030, one in five will be over
65. Currently, 14.1% of the US population is 65 or older [1].

Socio-Cultural

‘Gender Role / Socialization
Relationship Factors

FIGURE 6-1. Biospychosocial model of sexual dysfunction.
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Rosemary Basson and colleagues have introduced a
nonlinear model of the female sexual response cycle that
includes physical and emotional satisfaction and sexual plea-
sure. The Basson model is well researched and represents an
accurate understanding of sexual arousal and responsivity
for many women. The model emphasizes willingness, moti-
vation, intentionality, and individual sexual satisfaction
rather than a performance model. Although the triphasic
model continues to be endorsed by some, the Basson model
calls into question the need for “desire” to exist as a separate
distinct category prior to arousal. By indicating that interest/
desire and arousal are neither distinctly separate nor exactly
the same for all, Basson’s model supports individual vari-
ances in sexual response and also endorses the biopsychoso-
cial nature of sexual response. In assessment of older adult
females, it is vital to assess desire through the lens of the
Basson model, as opposed to a linear model with desire as
the starting point [1, 22-24].

AARP conducts semi-decennial research on “Sex,
Romance, and Relationships: AARP Survey of Midlife and
Older Adults.” The 2009 survey employs a representative
sample of the US population aged 45 and older. Thirty per-
cent of men report that they “never” or “just sometimes” are
able to maintain erections sufficient for penetrative sex, indi-
cating a high correlation with illness and medication related
problems [25]. Despite promising integrative treatments for
erectile dysfunction (ED), older men will continue to have
treatment resistant ED due to confounding factors [4].
Interestingly, many men in the AARP study continue to
report sexual satisfaction even if they are not able to have
penetrative sex [25]. The more “performance” or “erection
focused” male models simply do not reflect all older men’s
experiences of continued sexual satisfaction even if erection
does not occur [26-28]. Wittmann describes a model for sur-
vivors of prostate cancer and their partners, a model with
more emphasis on pleasure and satisfaction that could well
be adapted. It is important for clinicians in their assessment
of sexual functioning to be aware of the differing models, as
well as clinician bias, as we work to understand, assess, and
help our patients [1].

As men age, they often experience a decrease in their
testosterone levels, and often an increase in their Body Mass
Index (BMI). Weight gain and muscle loss are factors in sex-
ual dysfunction. Older adult men experience lower libido/
sexual desire due to both low testosterone and to higher BMI.
Low testosterone however is not a contributing factor to
erectile dysfunction issues for most men. Benign enlarged
prostate, diabetes, hypertension are also all factors that can
negatively impact male sexual function. All of these are com-
mon factors impacting men’s health as they age.

At menopause, some women experience a decrease in
arousal when masturbating or engaging in partnered sex.
Many remark that the pleasant sense of “fullness, tingling,
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and swelling” in and around the vulva is only vaguely repre-
sented [29]. Several valuable studies reflect the growing
interest in understanding and treating postmenopausal
changes for older women, especially those associated with
vaginal atrophy (VA) and vulvar vaginal atrophy (VVA) [30-
33]. REVIVE (REal Women’s VIews of Treatment Options
for Menopausal Vaginal ChangEs) survey [31] found VVA
symptoms negatively affected sexual enjoyment (59%),
including problems with spontaneity, intimacy, and partner
relationship. Loss of sexual intimacy was of “concern” for
47% of women with a partner, with 85% stating “some prob-
lems” related to loss of intimacy due to VVA. Most common
concerns were dryness (55%), dyspareunia (44%), and irrita-
tion (33%). This study and others confirm that vulvovaginal
changes—and, for some, decreased sensitivity and increased
dryness and thinning of vaginal walls—are associated with
vaginal pain, negatively affecting sexual activity, with
decreases in desire, arousal, and pleasure [31].

Sexual function for older women includes the passage
through menopause and, for most, changes in sensation and
some decreased sensitivity as well as vulvovaginal changes
with increased dryness and thinning of vaginal walls. There
may be increases in vaginal pain associated with drying
thinning tissues. The associated discomfort often results in
increased avoidance of sexual thought or activity —both
penetration and vulvar stimulation—since it is no longer
pleasurable and pain free [1].

Illness
Cancer in Women

Sexual issues related to women in all stages of cancer are
very common. The cancer diagnosis and resulting treatment
can bring about many sexuality related social/emotional
issues in addition to the physical side effects that treatment
can have on self-esteem, desire, and sexual function. The
sexual issues associated with cancer (such as dyspareunia,
poor body image, and relationship distress) can be on-going
and can get worse over time if not addressed. Sexuality is an
integral part of what makes up quality of life for most female
cancer survivors. However, these concerns for women
dealing with cancer related sexual issues are rarely asked
about or addressed. Providers can ask simple questions, such
as: “Do you have any questions/concerns about: fertility,
menopause, or sexual health?” Or questions that are a little
more specific, such as: “Are you experiencing any vaginal
dryness, pain, or sexual issues?” [34—42]

Breast Cancer

Breast cancer, and the treatments for it, cause many women
to have significant changes in their relationship to their body
and their body image. This holds true for both women who
have had breast reconstruction and those that have not. These
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changes can impact sexual self-esteem, body image, and
self-efficacy, from a mental health stand point. Physical
effects come from chemotherapy and hormone therapy caus-
ing vulvovaginal atrophy, loss of libido, and dyspareunia.
Prescribed medications also contribute to vulvar and vaginal
atrophic change, especially when used long term [43].

Prostate Cancer

Post recovery from prostate cancer surgery, 90% of men will
experience issues with erectile dysfunction. What that
exactly looks like depends on a variety of factors, the key
ones being: the age and overall health of the individual, their
preoperative erectile functioning, and the skill/expertise of
the surgeon. Even with an experienced surgeon, using a
nerve sparing procedure, patients will likely experience erec-
tile function issues post-surgery. Erectile function is treat-
able in a variety of ways when aggressively approached from
a biopsychosocial perspective, as all areas can be impacted.
Many men and their partners, however, are often unprepared
for and unaware of the post-surgical impacts to sexual health,
and the approaches to recovery, leaving 75% of prostate can-
cer survivors with unresolved sexual problems 5 years post-
surgery [44—-46].

It is important for providers to understand the sexual
hopes of the individual and their partner, when appropriate,
around the importance of sexual connection to the individu-
als and within the relationship. According to Daniela
Wittmann, “There are many psychological and relationship
strengths that people can employ to get back or retain their
sex lives.” Satisfaction with sex life and not erectile function
is the focus in sexual dysfunction interventions with this
population. Feelings of grief and loss are a normative part of
this process and if not dealt with can leave patients more
susceptible to depression and anxiety, which in turns can
negatively impact sexual desire [44, 47—49].

According to Dr. Wittmann, “After PCa treatment, all
aspects of sexual health are affected, including the man’s
erectile function, self-image, mental health, and relationship
with his partner; therefore, it affects not only his quality of
life but also that of his partner. Furthermore, most PCa
survivors’ partners are postmenopausal women whose sexual
function also requires assistance. The challenge is to help
men and partners restore sexual health in the context of sig-
nificant functional loss. For men and partners to recover
sexual health in survivorship, all components of sexuality
and sexual health must be addressed because known psycho-
logical barriers, such as overly optimistic expectations about
erectile function outcomes, unresolved grief about functional
loss, poor sexual communication, and difficulty accepting
sexual aids, may lead survivors and their partners to reject
the idea of a sexual relationship that does not rely on a natu-
ral erection” [47, 50].
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Benign Prostatic Hyperplasia/Lower Urinary Tract

Approximately 50% of men in their 50s and 90% of men in
their 80s are impacted by an enlarged prostate of benign
prostatic hyperplasia (BPH). Often men who experience
BPH also are impacted by lower urinary tract symptoms
(LUTS). Sexual dysfunction is a known symptom of lower
urinary tract symptoms in men. The sexual dysfunction pri-
marily shows up as erectile dysfunction or ejaculatory dys-
function falling in the range of 50-70% of the male
population affected. Additionally, some of the treatments for
both BPH and LUTS also are known to have significant sex-
ual side effects as well, including erectile dysfunction, ejacu-
latory dysfunction, and hypoactive sexual desire, which can
make the sexual dysfunction issues more complex [51].

Two 5-a reductase inhibitors can be used to treat BPH, with
two of them also being used to treat male pattern hair loss
(MPHL). Finasteride is one that is used for treatment of both
issues, and in multiple randomized studies significant sexual
dysfunction was found to be associated with its use. According
to Irwig and Korokula, “A subset of otherwise healthy men
taking finasteride for MPHL developed persistent sexual side
effects in temporal association with the medication. Most men
developed sexual dysfunction in multiple domains with 94%
experiencing low libido, 92% experiencing erectile dysfunc-
tion, 92% experiencing decreased arousal, and 69% experi-
encing problems with orgasm. The mean duration of the
persistent sexual side effects was at least 40 months, with 20%
of subjects reporting durations of over 6 years. The mean num-
ber of sexual episodes per month dropped from 25.8 before
finasteride to 8.8 after finasteride” [52].

Diabetes

Diabetes is a chronic disease that has become increasingly
common, impacting more than 371 million people around the
world in 2012. It is associated with sexual dysfunction in both
women and men. Diabetes is a known risk factor for sexual
dysfunction in men, with a threefold increased risk of erectile
dysfunction over nondiabetic men. Evidence showing an
association between diabetes and sexual dysfunction in
women is less conclusive. Female sexual function is more
connected to social and psychological components than to the
physical impacts of diabetes, but most studies do report a
higher prevalence of female sexual dysfunction in diabetic
women [53]. Sexual disorders reported in women with diabe-
tes include decreased libido, difficulties with lubrication and
arousal, dyspareunia, and for some anorgasmia [53-55].

Heart Disease

Sexual dysfunction and a decrease in sexual activity are
common in people living with cardiovascular disease. Often
times there is significant psychological stress connected to
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being sexual and fear that sexual activity will worsen the
heart health or possibly even cause death. This anxiety can
be experienced by patient or partner, but leads to decreased
sexual activity and satisfaction. It can be the decline in sex-
ual satisfaction that may bring about other issues, such as
strain in romantic or marital relationships. Depression and
anxiety are not uncommon and often are a significant factor,
when coupled with age and other health issues, leading to
erectile dysfunction in men, and of a variety of sexual func-
tion issues in women, including dyspareunia, decreased
desire, and difficulty with arousal and orgasm [56-63].

People with cardiovascular disease are able to engage in
sexual activity, but it is often suggested for them to have a
complete physical beforehand to ensure their symptoms are
controlled and stable, and if not they should be treated and
stabilized first. Medications for heart disease are often a
cause of ED in men, but can be countered with PDES5 inhibi-
tors. PDES5 inhibitors should never be used in conjunction
with nitrates [56, 57].

Other Health Issues

Sexual issues commonly associated with Parkinson’s dis-
ease in women include difficulty with desire, arousal, and
orgasm. Men living with Parkinson’s disease can experience
erectile dysfunction and premature ejaculation, in addition
to overall sexual dissatisfaction. Some of the other physical
issues associated with Parkinson’s disease, such as chal-
lenges with speech and posture can also make sexual behav-
ior more challenging. As with other health issues, many
people also experience depression with Parkinson’s disease,
which further exacerbates sexual difficulties, as do many
antidepressants [64].

People living with Multiple Sclerosis often experience
symptoms including pain, numbness, fatigue, coordina-
tion, and body image. All of which have a significant
impact on sexual functioning both physically, as well as
emotionally [65].

On the other hand, achieving orgasm through sexual
activity can alleviate pain for some people. A European study
of 63 women living with fibromyalgia found that sexual
intercourse actually gave relief from continuous pain [66].

Ability Issues

When working with people with disabilities (PWD) around
sexual issues, it is important for the provider to be cognizant
of their biases toward these populations. Society has created
negative or dismissive narratives around the sexuality of
PWD, which can be infantilizing, stigmatizing, or both, and
many providers have unconsciously internalized those same
societal biases [67].

Dr. Mitchell Tepper, in his work on sexuality and disabil-
ity, encourages providers to recognize that the discourse sur-
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rounding sexuality and disability focuses on deviance and
inappropriate behavior, abuse and victimization, as well as
reproductive issues in women and men. He notes that there
seems to be missing a discourse around pleasure. Pleasure is
an important part of sexual health for all people, including
people who are living with a range of ability issues, and it is
an important factor for which to assess in an evaluation [68].

Physical

A spinal cord injury’s (SCI) impact upon sexual function
depends on where the injury takes place in the spine and the
level of severity [69, 70]. Men and women who have experi-
enced an SCI frequently report both lower libido and a
decreased frequency of sexual behavior [71]. Dealing with
both the psychological elements (e.g., body image, self-
esteem) and sociocultural elements (gender, age, and reli-
gion) all impact the conceptualization of the sexual self of
the person with an SCI [72]. Problems with both orgasm and
arousal due to struggles with coordination and self-image
also significantly impact people with SCIs [73, 74].

Men who experience spinal cord injuries can also have
sexual dysfunction issues, with erectile function being a sig-
nificant impact factor upon quality of life. Studies have
shown success for men in this area with penile injections,
sildenafil, and for more challenging cases penile implants.
All have shown success in helping men as one part of
rehabilitation.

Many aspects of physical sexual functioning can be
impacted for women following an SCI. A few of the impor-
tant areas for clinicians to assess include: sexual arousal and
vaginal lubrication, orgasm, urinary incontinence, bowel
incontinence, and spasticity—particularly with regard to
stiffness and pain [75].

Intellectual

Sexual health knowledge and attitudes in people living with
intellectual disabilities (ID) is poor, but they express sexual
health needs and desires comparable to the general popula-
tion. There is less sexual activity among people with
moderate to severe intellectual disabilities, but they remain
very vulnerable to sexual abuse [76].

According to Eastgate, “People with intellectual disabil-
ity experience the same range of sexual needs and desires as
other people. With appropriate education and good social
support, people with intellectual disability are capable of
safe, constructive sexual expression and healthy relation-
ships. Providing such support is an essential part of support-
ing people with an intellectual disability” [77].

The sexuality of people living with intellectual disabilities
can be a challenge for the people that work with them [78].
For the individual with the disability, they may find barriers to
their sexual expression from an institutionalized living



86

system that does not afford them access to privacy or even
information about healthy sexuality and healthy sexual
expression, and in many scenarios they are given misinforma-
tion about their sexuality [79]. Some care providers maintain
the idea of people with intellectual disabilities as eternal chil-
dren and thus restrict their social and relational opportunities,
thus denying them the right to self-fulfillment [80, 81].

People with intellectual disabilities will have normative
desires and feelings around sex as they develop. It is normal
for them to want to masturbate and can be a healthy form of
expression. Masturbation can be used as a way of self-sooth-
ing or having pleasure when bored. It may also seem to hap-
pen sometimes in inappropriate places. All of this can be
dealt with through attention to the overall well-being and
healthy education of the person with the intellectual ability.
They will also benefit by understanding self-care for the
body, good sexual expression, and what constitutes inappro-
priate behavior or abuse [78, 81-83].

Although a lot of the current discourse for people with ID
focuses on sexual rights, in evaluating the sexual needs of
this population there is also a strong need for reproductive
health information to help with unplanned pregnancy, as well
as information around safer sex to help prevent STIs includ-
ing HIV. Sexual hygiene, gynecological care, and sexual
abuse are other areas that consistently need to be addressed
for overall sexual health [76].

Medications

Sexual dysfunction issues that are already common in the
general population are often increased for people being
treated for mental health issues. Many people being treated
for mental health issues are prescribed psychotropic medica-
tions. Psychotropic medications, which are often helpful to
deal with a patient’s mental health, frequently have a nega-
tive effect on a person’s sexual health or sexual functioning.
Looking at a sexual history from a biopsychosocial perspec-
tive can help to separate out what sexual function issues are
connected to mood, what is related to antidepressant medica-
tion, and what might be related to other medical or social
factors [84].

Antidepressants

Antidepressants can affect the same areas of sexual function-
ing that depressive disorder does, mainly desire, arousal, and
orgasm. There is some evidence to suggest that delayed
orgasm is the most significant side effect. Selective serotonin
reuptake inhibitors (SSRIs) are a group of antidepressant
medications that increase the availability of serotonin in the
synapse by inhibiting the serotonin transporters. Increased
synaptic serotonin has an inhibitory effect on sexual func-
tioning. Individual SSRIs vary in their exact pharmacologi-
cal impact, with arange of impact on the serotonin transporter,
and some impacting other receptors [84].
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Antipsychotics

Similarly to antidepressants and depression, antipsychotic
medication and schizophrenia both will have significant
impact on a person’s sexual functioning. Antipsychotics,
although impacting libido, arousal, and orgasm, seem to
have the most significant impact upon sexual desire. The first
generation of antipsychotic medications has greater impact
upon sexual functioning than the second generation, but both
have significant impact [84].

Mood Stabilizers

Studies looking at the impact of lithium upon people living
with bipolar disorder found that there is sexual dysfunction
reported, but the frequency is low and the severity of the
impact upon sexual functioning is mild [84].

Blood Pressure Medications

Sexual dysfunction is a common issue that arises for patients
living with hypertension. The available data suggests that
sexual function issues are more common for patients that
have been treated for the condition than in those patients that
remain untreated. This would indicate that antihypertensive
therapy is correlated with sexual dysfunction issues. Several
studies indicate differences on the impact of sexual function
for various antihypertensive drugs. The older antihyperten-
sive drugs (diuretics, beta blockers) have more of a negative
impact upon erectile function whereas the newer drugs
(nebivolol, angiotensin receptor blockers) have little or in
some cases beneficial effects upon sexual function [85].

Alcohol and Other Drugs

The initial connection between drugs and sex was one that
attempted to enhance sexual functioning. Some drugs can
indeed enhance sexual response in the early stages of their
use, particularly with people who have had previous sexual
function issues. Most significantly, males with early ejacula-
tion often report increased satisfaction with the delayed
orgasm caused by many drugs. For women, alcohol and
drugs can cause an initial heightened sense of relaxation or
pain management. Chronic use of substances tends to nega-
tively impact sexual function in every stage (desire, arousal,
orgasm) of sexual function over time for both male and
female users [86].

Tobacco

Cigarette smoking has a negative impact on erectile function.
It can have an immediate effect on a man’s ability to get and
maintain a good erection. Male smokers have a 1.5 greater
probability of developing erectile dysfunction then non-
smokers. The physical components of the arousal phase
require blood to flow to the genital areas for both males and
females, but Nicotine is a potent vasoconstrictor and reduces
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blood circulation in these areas. The more a person smokes,
the longer they have been smoking, and increased age all are
significant risk factors for sexual dysfunction [86].

Alcohol

Alcohol is often used as a precursor to sexual activity,
because it can be a dis-inhibitor and make people more open
to sexual activity. However, alcohol used in large quantities
can bring about significant sexual function issues. It can
cause erectile dysfunction and inhibit orgasm in men (even
in young men). Women who use alcohol heavily may have
difficulty with vaginal lubrication, inhibited orgasm, men-
strual irregularities, and dyspareunia. More chronic users
may experience inhibited desire, arousal and orgasm [86].

Cannabis

There are pros and cons to the use of marijuana when it
comes to sexual function. Marijuana is reported by many
users, both male and female, to increase sexual desire and
arousal. THC, for some users, can help them to feel more
relaxed, and stimulate sexual fantasy. There are mixed results
in terms of sexual dysfunction with some studies showing
that ongoing use can cause erectile dysfunction, and daily
use can lead to trouble achieving orgasm for some men,
while other studies show no significant negative impact on
sexual function [86].

Cocaine

As with marijuana usage, cocaine usage can have differing
impacts on sexuality based upon how it is used. People who
use this drug infrequently may feel an enhanced sense of
sexual desire, arousal, and sensuality, but may also experi-
ence their ability to achieve orgasm as delayed. Some male
users who have concerns about PE may like this side effect,
while other male users and most female users find delayed
orgasm distressing. For more chronic users, their cardiovas-
cular system may be negatively impacted, which speaks to
the increased reports of erectile dysfunction in men, along
with an ultimate decrease in sexual desire for many long-
term users, and further delays in achieving orgasm [86].

Methamphetamine

Most users of methamphetamine strongly connect it to sex-
ual experiences. The drug itself does not impact the sexual
response cycle, but it is rather an overall nervous system
stimulator bringing about increased senses of confidence,
energy, and reducing inhibitions. The general sense of well-
being and excitement provided can enhance a user’s sense
of sexual pleasure. This drug is highly addictive, and for
many users turns quickly to more habitual usage. The
chronic stage of methamphetamine use is correlated with
more sexual dysfunction. As more of the drug is consumed,
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users are more likely to not be able to achieve orgasm, and
ultimately see their overall interest in sexual behavior
decline significantly [86].

Opiates

Many users report that heroin can bring about intense feel-
ings of pleasure, similar to those experienced through
orgasm. Women who experience vaginismus or dyspareunia
may feel greater levels of relaxation and reduced pain as a
result of the analgesic qualities of this drug. And men with
rapid ejaculation may also see initial benefit with orgasm
delayed. There are also many sexual dysfunctions caused by
the ongoing usage of heroin. In one study of regular users,
decreased libido was reported in 68% of women and 75% of
men. Sixty percent of women and 71% of men felt that their
sexual arousal was negatively impacted by heroin use over
time. Also, 60% of female and male users reported difficulty
achieving orgasm with prolonged use of opiates. A second
study found erectile dysfunction in over 50% of regular opi-
ate users. Both heroin and methadone usage cause a decrease
in testosterone levels which can quickly rebound once use of
the drugs are stopped [86].

Psychological

Mental Health

People living with mental health issues have higher rates of
sexual dysfunction issues than those people without them.
This is particularly true for the people whose mental health
issues are being treated with psychotropic medications.
Sexual dysfunction negatively impacts between 30 and 60%
of people living with schizophrenia who are treated with
antipsychotic medications, up to 78% of those living with
depression and being treated with antidepressants, and up to
80% of people who are living with anxiety disorders.
Working with the challenges and complexities of mental
health and sexual function, it is important for the clinician to
identify the specific sexual dysfunctions and how it is
impacted by the individual’s mental health condition, current
medications, and their interpersonal relationships [2].

As discussed, many patients living with mood disorders
have sexual difficulties. An estimated half of all people with
mood disorders will experience some form of sexual dysfunc-
tion [84]. Loss of sexual interest is the most common form of
sexual dysfunction. Often this will have a substantial negative
effect upon interpersonal romantic relationships, as withdrawal
from partners is common, thus demonstrating the multidirec-
tional impact of various factors involved in sexual dysfunction
[84]. Depression can also impact a patient’s level of arousal, as
well as their ability to achieve orgasm. All of which can lead to
subsequent sexual performance anxiety [84].
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Depression

It’s estimated that about 10% of the population suffers from
depression at a level strong enough to impact overall life
functioning and quality of life. One significant side effect that
often accompanies major depression is a decrease in or loss of
sexual desire. Casper et al. [87], reported that the majority of
participants in their study of moderate to severe patients hos-
pitalized for depression, who were not on any form of drug,
reported significant loss of libido. For patients with depres-
sion alone it was 72%, and for patients with bipolar disorder
77% reported loss of libido. The more severe the depression
or anxiety the greater the negative impact on sexual desire.
People experiencing depression also can experience difficulty
maintaining sexual arousal or achieving orgasm. All of which
can lead to subsequent sexual performance anxiety [4]. Men
living with severe depression can experience rates of erectile
dysfunction as high as 90% [2, 88].

The understanding of both depression and sexual function-
ing is important for all clinicians as both mood disorders and
sexual function issues are very common, are believed to be
comorbid, and may even share a common origin [89, 90].
Waldinger reports “that the relationship between depressive
mood and sexual dysfunction is bidirectional and further com-
plicated by the sexual side-effects of antidepressant” [91, 92].

The empirical evidence confirms a prominent role of
depression in sexual dysfunction. While the exact direction
of causality is difficult to ascertain, the data not only indicate
a close correlational relationship between depression and
sexual disorders but also support a functional significance of
mood disorders in causing and maintaining sexual dysfunc-
tion. Compared with functional controls, sexually dysfunc-
tional men and women exhibit both higher levels of acute
depressive symptoms and a markedly higher lifetime preva-
lence of affective disorders [92].

Anxiety

The DSM-5 recognizes numerous anxiety disorders and it is
believed that about 15% of the population is impacted to
varying degrees. People who are impacted by more severe
anxiety issues are also shown in research studies to have
higher rates of sexual dysfunction [2]. Anxiety and sexual
function issues can be bidirectional, meaning that anxiety
can cause sexual dysfunction, but sexual dysfunction can
also cause people to develop anxiety issues. Anxiety is a fre-
quent player in the development of sexual dysfunctions, and
it is a common way that many biological, psychological,
social, and religious factors interact to impair human sexual
response. Anxiety can also negatively impact both arousal
and orgasm, as well as decrease overall libido. Corretti and
Baldi state that “the complex relationship between anxiety
disorders and desire disorders is rarely clarified in the medi-
cal literature. Kaplan underlines a strong prevalence of panic
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disorder (25%) in patients affected by sexual aversion disor-
der. Anxiety is also relevant in sexual arousal. Induced by
different stressors, anxiety can distract from erotic stimuli
and impair sexual arousal, principally through an increased
sympathetic tone [93, 94]. This may result in poor erection in
males and a reduction in lubrication and clitoral tumescence
in females” [95].

Performance anxiety is one type of anxiety that often
shows up in men who are worried about achieving erection
and, subsequently, the quality and duration of the erection.
The worry itself often creates a vicious cycle where the anxi-
ety causes the erectile dysfunction [2, 95]. Post-traumatic
stress disorder (PTSD) can also have a significant impact on
sexual function. A study of combat veterans with PTSD
showed 69% struggling with erectile dysfunction. These vet-
erans also reported problems with orgasm, and overall a poor
level of sexual satisfaction. In addition to desire and arousal,
orgasm may also be impaired by anxiety. Anxious thoughts
and feelings can have a negative impact on female orgasm.
Women who experience dyspareunia have also been found to
have high levels of anxiety. Sexual satisfaction and pleasure,
for people with social phobias, is often a diminished experi-
ence. Women with social phobias are more likely to also
have sexual desire disorders (46%), experience pain during
sex (42%), and have less frequent sexual thoughts, as well as
sexual intercourse. Women with obsessive compulsive disor-
der have high rates of sexual dysfunction, with about 39%
reporting some negative impact, and 73% experiencing lower
levels of sexual pleasure and expressing a strong dissatisfac-
tion with their overall sexual health as well [95].

Cognitions

Studies have shown that the best predictors of sexual desire
in men are associated with cognitive factors, including their
general beliefs and values around sexual health, as well as
the automatic thoughts they have during sexual activity. The
specific negative beliefs or restrictive attitudes toward sexu-
ality, worries about erection, and lack of erotic thoughts in
sexual context, all have the effect of significantly reducing
sexual desire. However, positive cognitions can also be fac-
tors that help to reduce problems with health issues and age,
and sexual desire [96].

Sexual desire is more often significantly impacted by the
lack of erotic thoughts during sexual activity then it is by
other factors. Lack of overall erotic focus when coupled with
erection concerns during sexual activity is a process that
brings about the decline in sexual response. Cognitive
distractions during sexual intercourse (specifically related to
poor sexual performance) pay a significant role in sexual
dysfunction [96-100].

Cognitive factors related to sociocultural and religious
values can engender beliefs leading to sexual dysfunction. A
similar process around automatic thoughts can be distracting
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during sexual interactions, also leading to dysfunction.
Research has indicated the need to include an understanding
of cognitive dimensions in the evaluation of sexual desire
issues. They can be viewed as either vulnerabilities or resil-
iencies in sexual desire. These cognitions can be even more
significant than many biological factors in the overall impact
upon sexual health [96].

Sociocultural

Sociocultural factors play a vital role when evaluating clients
presenting issues. Not all of the sexual symptoms that will
present will be recognized as sexual dysfunction in dominant
western culture, but it is important that clinicians evaluate
through the lens of the client’s intersecting cultural frame-
works. In many clinical settings, the sociocultural parts in
assessment of sexual dysfunction are overlooked or minimized.
However, these factors are vital, as culture is the lens through
which people interpret and communicate their experiences, and
informs what our clients do and don’t talk about. According to
Atallah et al., “political correctness, lack of knowledge of vari-
ous cultural mores, or a micro rather than macro view of sexual
dysfunction often prevent adequate investigation of the possi-
ble role of culture, religion, and social norms that may influ-
ence sexual behavior and functioning” [101].

Sue and Sue, et al., stress the awareness of both patient
and clinician beliefs, the attainment of background knowl-
edge about the patient (including his or her worldview), and
the development of culturally competent skills [102]. As
with all clinical interactions the clinician should demonstrate
strong empathy, but even more so when working cross-
culturally. To develop an accurate cultural understanding of a
client, the clinician needs to start by gaining awareness of the
client’s cultural identities, how those identities and experi-
ences impact the client’s understanding of self and how they
experience the world, the other systems that interact upon the
client, including support systems, family, community, and
religion. Additionally, clinicians should inquire as to the cli-
ent’s perspective of what is going on, what they believe is
causing it, and what else was happening at the time of onset.
All of this is taken into account when evaluating the client’s
sexual presenting issues or dysfunction [103].

The biopsychosocial model is enhanced by paying atten-
tion to culture when evaluating diverse clients. This keeps a
focus on the way in which culture impacts the experience,
understanding, and expression of sexual dysfunction,
distress, or even illness. The way in which a client presents
can be very much influenced by their religious, cultural,
and social beliefs. It is also vital that clinicians are aware of
their own cultural understandings and lenses, as this
impacts how we understand health, normative behavior,
and illness [103].
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Guidelines for Clinicians Carrying Out a Culturally
Sensitive Assessment of Individuals and Couples Presenting
With Sexual Concerns by Cardernil and Battle [101, 104]

* Suspend preconceptions about clients’ race/ethnicity/gen-
der/sexuality and that of their family members.

* Recognize that clients may be quite different from other
members of their racial/ethnic/gender/sexual group.

* Consider how racial/ethnic/sexual and other differences
in background and experience between therapist and cli-
ent might affect therapy.

e Acknowledge that power, privilege, racism, and sexual
prejudice might affect interactions with clients.

* When in doubt about the importance of race, ethnicity,
gender, and sexuality in treatment, err on the side of dis-
cussion; be willing to take risks with clients.

Cultural Sensitivity in Sex Therapy, according to Atallah
et al. takes into account the following factors [101]:

1. Assess personal values and attitudes—we don’t always
need to agree with our client’s values, but we do need to
show respect and acceptance without judgment.

2. Ask about culture—evaluation needs to include how cul-
ture impacts the presenting issue.

3. Acknowledge and address culturally based challenges in
discussing sex—recognize language barriers, effective
language styles, and the culture-bound challenges that
may be present when discussing sexual issues.

4. Clarify the triangle of love — Sternberg’s Triangle of Love
includes intimacy, passion and commitment. It can be
helpful to understand the client’s experience in this
context.

5. Assess Sexual Knowledge and Preparation—a client’s
lack of sexual knowledge can lead to dysfunction, as they
are not prepared to be sexual.

6. Be mindful of religious conflicts —religion plays a strong
role in developing our client’s sexual values and inform-
ing how clients engage sexually.

7. Sociological considerations in practice—our client’s sex-
ual function is also influenced by their social worlds.

Cultural Values

Culture is a very powerful influence upon people’s feelings,
thoughts, and understanding of self. It is what everyone in a
particular group knows that everyone else within that group
knows. It can include values, patterns of behavior, the way in
which thoughts are constructed, and the ways in which peo-
ple make meaning. Culture can be passed generation to gen-
eration, while still being active and evolving.

In some cultures young people, particularly young
women, are taught that sexual activity is not something that
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one engages in for pleasure, but rather for procreative pur-
poses only. If there is pleasure to be experienced it is about
the male partner’s sexual pleasure, and the female experience
is often subjugated to that of the male. The level of religios-
ity and the literalness of religious teachings can cause client
distress when they detour from the strict instruction, often
causing or exacerbating sexual dysfunction. Understanding
the level of sexual education, the values from the family of
origin as well as sub community, and religious teachings
around sexual health can help to uncover what is often under-
neath the presenting sexual dysfunction [103].

How one makes sense of their personal self or identity
varies from culture to culture. In the West there is a strong
emphasis on the individual and autonomy, in many Eastern
cultures there is a much greater emphasis on the collective
experience and understanding oneself in the context of a
group identity. Eastern cultures also focus on a mind and
body integration, with emotions impacting physical health.
In general Western culture separates out the mind and the
body as two discrete parts [101].

In cultures where people become relationally committed
prior to the experiences of intimacy and passion (Sternberg’s
Triangular Theory of Love), the challenge to function in a
sexually intimate way can be daunting for new couples.
Going from relative sexual abstinence to sexual intimacy
with someone one does not know well can bring up sexual
function issues for both males and females [101].

Family of Origin

Norms surrounding how couples live or how people have
access to privacy can impact sexual health significantly.
Couples living in extended family situations, or sometimes
even with their own children, may have struggles with pri-
vacy, particularly lower income families. Pressure from par-
ents or in-laws for new couples to have children can cause
sexual dysfunction issues in both men and women. Limited
sexual opportunities or private time can lead to the develop-
ment of premature ejaculation in men. Men can train them-
selves through masturbation to reach orgasm quickly when
they have limited time [101].

Religious Beliefs

Religious beliefs and values around sexuality are important
to evaluate, as they are common contributors to sexual dys-
function issues in both men and women. Guilt and anxiety
are two common feelings that come up for clients when inte-
grating their religious beliefs with their sexuality. Asking
questions of our clients to understand their unique practices,
rituals, meanings, and traditions around sexuality will help
to understand their level of sexual health knowledge and
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understanding, as well as giving information as to potential
causes of sexual distress. Some conservative religions may
restrict access to information and may also have a narrow
perspective on the role of human sexuality. Understanding
meanings, values, and traditions, including any restric-
tions—such as when and where a male may ejaculate—can
inform how we evaluate a client’s sexual functioning [101,
105].

Societal Norms

Lack of education or knowledge about sexual health issues is
what is most often connected to sexual dysfunction. People
from all cultural backgrounds can have challenges with obtain-
ing accurate sexual education. Sometimes the conflicting mes-
sages that young people get from dominant culture and
subcultures can lead to confusion about sexuality often lead-
ing to sexual dysfunction. Lack of comprehensive, scientifi-
cally accurate sexual health education in schools leave young
people with limited access to information about what is
healthy sexuality. This is also a common situation for people
who have immigrated from developing countries [102, 106].

What motivates sexual behavior varies in cultures. Some
cultures view sexual behavior as a way of connecting with
one’s partner, experiencing pleasure and intimacy, and
expressing feelings of love. Others view its function as part
of marital responsibility or duty, as well as for procreation.
Depending upon the meaning of sexual behavior in a rela-
tionship and culture, sexual dysfunction can represent any-
thing from a challenge to relational satisfaction to not living
up to one’s duty within a marriage [101].

Gender Roles/Socialization

Societal messages about what the appropriate way for males
and females to understand and display their sexuality is very
connected to the concept of patriarchy. This can have nega-
tive impacts for both men and women, and ultimately be an
underlying cause of sexual dysfunction. Clinicians need to
gather an understanding of what the client has learned about
what it means to be a sexual person and how that gendered
sexuality is to be performed. There can be conflicting mes-
sages, particularly for females, between dominant culture
and messages and those from the culture of origin. In some
cultures the role of a female is to be submissive to her partner
and to put his needs ahead of hers [101].

The role expectations of men and women can also have
significant impact upon sexual dysfunction. In a traditional
role example, women who may be exhausted from working,
childcare, and household duties may find lack of sexual
desire. Men who are experiencing work, financial, or family
stress may feel added pressures around sexual function
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causing erectile difficulties. Men are taught that they should
always want to engage sexually and women are taught that it
is not appropriate to be seen as having sexual needs outside
of a committed relationship. Both of these narratives can
lead to sexual dysfunction and even shame.

Shame can bring about a sense of severe disconnection
from others. Diagnosis of sexual dysfunction can also bring
about shame for people. It can be a strong emotion that, left
unaddressed, can have a negative circular impact on a per-
son’s sense of well-being and healthy sexuality [1, 59, 107].

Generally taken for granted and invisible, but yet woven
into social fabric, is gender inequality. This has been trans-
formed by popular media into stereotypes about men’s and
women’s sexuality and natures. Sexual health challenges for
men and women are fairly equal in numbers of complaints
and there can be a resulting assumption that their concerns
are equally represented. However, women’s legacy of subor-
dination is reflected in incomplete health care; greater social
pressure to marry, and trading of sex for socioeconomic
advantages; Women also carry greater responsibilities in
homecare, child care, and eldercare, all of which limit energy
for sex, as well as other activities to care and nurture the self
[108, 109].

Women’s sexual health issues arise from a few different
areas. (1) Medical and physical issues. (2) Mental Health
challenges or psychological conflicts. (3) Partner or relation-
ship issues. (4) Social and cultural issues. Issues falling into
categories (1-3) can benefit from professional intervention.
The issues falling into category (4) can benefit from being
named and addressed on both individual, as well as systemic
level in order to create broader change [108, 110].

Relationship Factors

It can be challenging to assess if sexual issues in a relation-
ship are caused by or the result of problems or discord within
a relationship. Sexual function and relationship function are
connected and the impact needs to be understood as a whole.
Consider —did the low sexual desire or performance anxiety
cause one partner to avoid being sexual and lead to a non-
physically intimate relationship? Or did disconnection in the
romantic relationship lead to sexual avoidance? [2]
Unhappiness within a relationship, unresolved anger or
resentment can lead to a sexual distancing between couples.

Many couples with sexual function issues have never
talked to each other about the problems that they are hav-
ing, let alone with anyone else. Couples often misread
their partner’s experiences, with one study finding discrep-
ancies between the male and female partner’s narratives of
their experiences 78 % of the time for the study participants
[108, 111]. An overfocus on genital function, erection,

91

orgasm, and goal-oriented sexual behavior adds to sexual
pressure and dysfunction in many couples [108].
Communication patterns between couples and an under-
standing of how couples discuss their sexual relationship
can help to evaluate what is connected to lack of commu-
nication, as opposed to a differing etiology [108, 111].
Fear of intimacy and not having an understanding of what
healthy sexual behavior is are two additional issues that
lead to sexual dysfunction in couples.

Conclusion

Patients who present with sexual dysfunction may be dealing
with a simple sex therapy situation or a complex sex therapy
situation. A simple sex therapy case is one in which the
presenting issue and symptomology is easily dealt with
through one direct intervention. More complex cases are ones
that are impacted by several factors and need to have inter-
ventions on multiple levels, often concurrently. The biopsy-
chosocial model for evaluating sexual dysfunction allows the
provider to gain an understanding of all the potential factors
that may be causing or contributing to problems, be it a sim-
ple issue or a more complex one, and to formulate an effective
treatment plan. Without a comprehensive approach in more
complex cases, the patient may find himself or herself strug-
gling to experience any sense of symptom relief despite hav-
ing what appears to be an appropriate medical intervention.
Through tending to all aspects of the BPS model, the multi-
pronged understanding of factors contributing to dysfunction
will be identified and the patient will be more likely to receive
comprehensive and effective treatment.

Historically, the biomedical approach has been the domi-
nant model for evaluating sexual dysfunction issues, particu-
larly in the medical field. However, an increasing awareness
of the psychological impact, and sociocultural and religious
influence on a person’s overall sense of wellness highlighted
the need for a more comprehensive model in health and well-
ness, and particularly in the field of sexual health. It was
important to maintain the strengths of evaluating disease
from a biomedical approach, while enhancing that approach
to include other factors that have a significant effect on sex-
ual functioning to gain a more complete picture. The biopsy-
chosocial model takes that more comprehensive approach to
understanding all the varying factors that can impact a per-
son’s sense of overall sexual wellness, paying attention to the
physiological components, the mental health components,
and the broader social context and messages that impact all
people. This approach for evaluating and understanding a
person’s experience has allowed for more consistently effec-
tive interventions and treatments.
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Abbreviations

BEDIT Berlin dissexuality therapy

DSM  Diagnostic and statistical manual of mental disorders
ICD International statistical classification of diseases
SST Syndyastic sexual therapy

Introduction

Sexual medicine occupies a special position among medical
disciplines because it can neither be considered a specialty of
its own regarding theory and practice nor can it directly be
associated with one specific specialty. On the contrary, in
striving to meet the complexity of its subject—human sexu-
ality —clinical sexual medicine must work across disciplines
by definition in order to offer help to its target group, i.e.,
men and women, or couples, suffering from sexual disorders.
General practitioners, internists, gynecologists, urologists,
surgeons, pediatricians, psychiatrists, or psychotherapists
could uncover the roots of many diseases within their spe-
cialties and activate salutogenic potentials by inquiring about
the degree of satisfied psychosocial needs within the partner-
ship and sexuality —without thereby appropriating sexual
medicine as part of their own disciplines.

A holistic or comprehensive medicine perspective rather
calls for a conception of the individual in its entirety, taking
into account all relevant aspects of life. Whereas practitio-
ners do not need to be fully trained in sexual medicine, they
should at least have a basic knowledge of the field in order
not to fearfully avoid the subject of sexuality. A holistic
approach also demands not to perceive the individual as
composed of separate fictional parts. Initially expressed
through the concept of psychosomatics, the holistic perspec-
tive was refined into the biopsychosocial approach by George
Engel in 1977 [1], who declared it a “‘challenge for biomedi-
cine.” While the biopsychosocial approach in fact applies to all

© Springer International Publishing AG 2017

disciplines concerned with the human, its unique potential is
revealed in particular in the treatment of sexual disorders. By
means of thorough anamnesis, a dualistic either/or perspec-
tive (e.g., somatic or psychic) usually proves to be non-
exhaustive, as in fact both aspects contribute to an individual’s
functions or dysfunctions. Even the so-called “biomedicine”
is ultimately concerned with the result of an organic process
marked by a simultaneous interaction between physiologi-
cal, psychological, and relationship-related factors. We can
neither assume purely physical functions or dysfunctions,
nor purely psychological disorders. Hence, concepts such as
somatic or psychosocial are misleading in that they invoke a
purely biological body, an independent psyche and a social
surrounding operating by and for itself—an artificial con-
struct obscuring the real, inseparable entity at hand.

In theory, these facts are known and undisputed. However,
in medical practice, a holistic approach and attitude towards
patients is far from established. In addition, patients them-
selves have adopted this kind of either/or thinking: “Are you
really saying my problem is psychological? There is nothing
wrong with my mind.” Hence, patients slowly need to be
reacquainted with a holistic approach and the ideas of equiv-
alence, simultaneity, and biopsychosocial interaction.
Because human sexuality is, at least de facto, a social phe-
nomenon, sexual medicine is not concerned with the dis-
eased individual as a “symptom carrier,” as it is mostly the
case in medical disciplines. Quite the contrary, sexual medi-
cine is the only discipline to focus on the couple and the
relationship above all else. Whatever happens in arelationship
concerns both partners, i.e., every sexual disorder causes a
relationship disorder and, most likely, vice versa. Using the
example of an erectile disorder, Figure 7-1 illustrates how an
interaction of overlapping vicious circles in the couple can
lead to disadvantages for both partners and their relationship
on the functional as well as on the partnership level.

Comparing sexual medicine with reproductive medicine,
which equally deals with couples and sexuality, the differ-
ences in approach become evident: Even when the couple is
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FIGURE 7-1. Overlapping
vicious circles in erectile
dysfunction and
consequences for the
partnership.

invited for an assessment interview (to invite both partners is
not imperative), the focus of reproductive medicine is placed
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Failure mmp pressure to perform
fear of failure/self-observation

retreat

“The slightest thought it might
not work is enough!”

Feeling it's her fault mm)p afraid of
putting him under pressure mm)p retreat

N

Speechlessness, estrangement,
no sexual stimulation

No sufficient erection
and
frustrated fundamental
needs

Both partners experience permanent stress and are preoccupied with
themselves instead of “uninhibited intimate togetherness”; this leads to
helplessness and insecurity in communication (overlapping area on the diagram)

dimensions and is obviously influenced by various factors
outside and within the realm of sexuality.

on the child to be conceived and on the technological aspects o The dimension of attachment emphasizes the importance

necessary to achieve pregnancy rather than the relationship
quality, effectiveness of parenting, motivation, and sexual
functioning. In so doing, sexuality is reduced to only one
dimension, the dimension of reproduction, which constitutes
a too narrow focus on sexuality as a whole.

The Three Dimensions of Sexuality

From a holistic medicine perspective, a multifunctional
understanding of sexuality is deployed, comprising three
dimensions which interact with one another: the dimensions
of desire, attachment, and reproduction.

* The dimension of desire encompasses sexuality in all con-

of sexuality for the fulfillment of biopsychosocial funda-
mental needs for acceptance, closeness, warmth, and secu-
rity by sexual communication in partnership [2, 3]. In the
animal kingdom, sexuality has been attributed to social
significance, to enhancing pair and group bonding in the
sense of a change in meaning and function [4, 5]. In human
beings —distinguishing themselves from their primate rela-
tives mainly by the capability of speech and creating cul-
ture—the attachment dimension of sexuality specifically
becomes one with a communication function: Attachment
develops by communication, so communication and attach-
ment are interchangeable terms. With reference to the fact
that “you cannot not communicate” [6], “you cannot not
interact” in relationships, and therefore, the function of

ceivable ways of experiencing and increasing desire by
sexual stimulation. It provides sexuality with the unique
sensual experience of sexual arousal and orgasm, which
distinguishes it from other human experience. It estab-
lishes the motivational quality of sexuality and simultane-
ously provides the impulse and reward of sexual behavior.
The dimension of desire can predominate in subjective
experience in auto-eroticism and in experienced erotic
interactions, passion, and ecstasy. It can be an isolated
experience, without any connection to the reproductive
dimension and the attachment dimension of sexuality. It
is, however, difficult to view this dimension completely
on its own, because it is so closely connected to the other

social attachment in sexuality is an obligatory and lifelong
relevant function. At the same time, this social function
illustrates the specific human elements of sexuality.

The dimension of reproduction stands for the significance
of sexuality in reproduction. Of the three dimensions, the
reproductive dimension of sexuality is the phylogeneti-
cally oldest in higher animals. While at the stage of
single-celled organisms multiplication is performed asex-
ually, the more sophisticated multicellular organisms
combined genetic recombination and multiplication to
operate reproduction as we know it. Taking into account
the gender difference, the significance of the dimension of
reproduction varies, and is limited for women to the time
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span of reproductive capability extending from puberty to
menopause. Furthermore, it is dependent on biographical
decisions, making it optional. The availability of reliable
contraceptive methods on the one hand, and the progress
of reproductive medicine on the other, has made it possi-
ble to separate the dimension of reproduction from the
other two dimensions of desire and attachment.

From a sexual medicine perspective, all three dimensions
of sexuality contribute to sexual functions or dysfunctions.
Furthermore, the biopsychosocial treatment of sexual disor-
ders is not confined to the restoration of disturbed functions,
but places, along with the couple itself, the quality of the
relationship at the center of attention [7]. Since the human
being is a relational being with a “social brain,” i.e., phyloge-
netically programmed to lead a life in pairs (Aristotle: syn-
dyastikds), the relationship quality has a lifetime salutogenic
and/or pathogenic importance, as has been revealed long ago
by attachment research. The quality of relationship is even
an indicator for the human’s morbidity and mortality risk, as
can be seen in the extreme case of death from a “broken
heart” (Tako-Tsubo cardiomyopathy).

When it comes to prevention and therapy, medicine—and
not only sexual medicine—should attend more to the quality
of essential relationships, especially love relationships.
Therefore, when assessing sexual desire, arousal or orgasm
dysfunctions, aspects of the sexual relationship need to be
taken into account, as well [8]. This involves the question of
whether or to which degree fundamental needs as, for exam-
ple, the need to be accepted and respected the way one is
have been frustrated or violated (see above).

However, on the part of the therapist or counselor it does
not suffice to assess mere facts during anamnesis, but to
understand their individual meaning for each person seeking
help [9]. In spite of the universal validity of fundamental
needs, their emotional significance, i.e., their subjectively
felt meaning and urgency, can only be understood from per-
sonal history. The fulfillment or frustration of fundamental
needs is achieved in everyday life through nonsexual couple
interactions, but also—in a very intensive and intimate
way—through the “language of sexuality” [10]. Given the
attachment dimension of sexuality, sexuality itself can
become a means of communication expressing, for example,
acceptance, belonging, openness, closeness, and warmth
through body language in genital union. As such, it is not a
symbolic, but rather physical and at the same time psychoso-
cial, sensual reality.

The Communication Aspect

Taking into account the communication aspect of sexuality
also contributes to a more complex understanding of sexual
desire. The aspect of genital desire as being exclusively and
one-dimensionally aimed at sexual arousal and orgasm is
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thereby complemented by the aspect of relationship reward,
the stimulating joy of being chosen and accepted, of being
released from loneliness into the new commonness of the
couple-relationship. The more both genital desire and rela-
tionship reward are experienced consciously, the more they
can reinforce each other. Although this perspective might
appear unfamiliar to most couples and needs to be acquired
first, it quickly leads to evidence-based experience: “Some-
how this had always been inside of me, I have just never been
consciously aware of it.”

What might at first appear to be a merely theoretical con-
struct is put into effective clinical practice by Syndyastic
Sexual Therapy (SST). The SST is distinguished by a variety
of features among other treatment methods of sexual disor-
ders: First, while consequently assuming the treatment of the
couple as a general rule, the SST does not focus on sexual
dysfunctions or the intensification of genital desire in the
first place, but on improving the relationship quality in gen-
eral. It is concerned with the role of the couple-relationship
as the condition of a primary or secondary deeper cause for
dysfunctions. The fulfillment or frustration of the biopsycho-
social fundamental needs serves as the crucial measurement
criterion (syndyastic focus), because the degree of fulfill-
ment of those needs forms the basis of relationship quality
and couple (dis-)satisfaction. Hence, the SST combines the
(re-)fulfillment of biopsychosocial needs and desires with
the aspect of sexuality, or, more precisely, with sexuality as a
way of communicating through body language. From kiss to
coitus sexuality can be experienced as the embodiment of
acceptance, belonging, openness, closeness, etc., being
naked can signify a liberating, authentic revelation of oneself
instead of mere exposure, and so forth.

Perceived in this way, the to date often isolated and
orgasm-centered perspective on “sex” is changed to describe
a means of communicating through body language vital
desires and values central to—and often searched for in—
(love) relationships. Table 7-1 demonstrates the difference
between typical statements made by patients expressing an
isolated view on sexuality compared to statements by patients
after treatment. The aim of an integrated approach to sexual-
ity is to overcome the pathogenic opposition between sex
and love, so that a new meaning can be discovered to unfold
its salutogenic potentials.

However, this should not result in a neglect of the dark
sides of sexuality. Especially in light of the apparent pre-
dominance of compulsive sexual violence, abuse, exploita-
tion, humiliation, or the global dispersion of commercialized,
completely non-syndyastic pornographic sexuality (without
any relationship aspect), the intent to emphasize, make aware
of, and therapeutically utilize the joyful side of sexual com-
munication might as well seem utopian, idealistic, or even
cynical. What remains as a fact is that fundamental human
needs are present in every individual seeking help, which—
in case of prompt evidence-based experience and successful
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TABLE 7-1. Patients’ quotations on isolated and integrated sexuality

Isolated sexuality (not perceived on a communicational level)
I could do without sex without missing anything

Always the same procedure: direct foreplay . . . sleeping away
afterwards

Sex was physical sports—nothing more

Sex does nothing for me. When sex begins, I retreat

Sex was a one-way street to orgasm
I could live without sex, but not without love, tenderness and warmth
Sex drive—I don’t know what that is. I need you to be there, hugging

Integrated sexuality (consciously applied as a way of communication)
On this level, sex is a way of reaching me

It’s deeper than just sex—not only him reducing his arousal. I respond
differently to his ejaculation—it was something like pleasure

Now it’s more like us sleeping together

For the first time my thoughts were involved—I didn’t think about anything
else, that was liberating

You were different, you connected more to me
Romance is revived, it is like being married for not more than 6 months
Now, for the first time I have experienced sexual intercourse and cuddling not

me and caressing me, without it being there
There are more important aspects to a partnership than sex

as two different things
I have never looked at it that way—1I was not aware of it, but it had been inside

of me all the time

Sex just belongs to a partnership

For us that is a completely revolutionary insight

(re-)fulfillment of these needs—is likely to mobilize
salutogenic energies to an unexpected extent. Therefore,
SST, despite conceptually being a short-term therapy, can
lead to long-lasting and sustainable results.

Meaning as a Salutogenic or Pathogenic
Element

Because in sexual therapy, as in other fields, the decisive fac-
tor is the question of meaning, we will now expand on the
already mentioned concept of Syndyastic Sexual Therapy in
order to enable a more conscious access to the subjectively
felt meaning of sexuality. This is necessary and helpful,
given that the individual attribution of meaning can be an
essential pathogenic element.

As already mentioned, sexuality is commonly perceived as
a purely genital act, i.e., aimed at sexual arousal and orgasm.
This genital sexuality is then again lived and experienced as
isolated and separate from attachment and affection. However,
a lack of subjectively felt meaning cannot be replaced
by (arousal-increasing) “techniques”; on the contrary, those
techniques themselves in fact presuppose meaning.

In a 2007 interview-study on “building blocks toward
optimal sexuality” [11] among men and women involved in
long-term partnerships, the interviewees did not refer to
strong sexual desire, easy sexual arousability, optimal erec-
tile or orgasmic functions, etc. as important elements of
sexuality, but to focused attention for each other, authentic-
ity, intense emotional connection, erotic intimacy, communi-
cation, and transcendence (understood as supra-individual
experiences in the common sexual intimacy). Consequently,
optimal sexual functions do not guarantee optimal sex,
whereas optimal sexuality is possible even if function disor-
ders exist, as long as the relationship as a whole conforms to
the “building blocks™ described above.

Principles of Biopsychosocial
Assessment: As a Part of Treatment

In sexual medicine, diagnostics and therapy are interrelated
more closely than in other medical fields: From the very
beginning, we are dealing with a diagnostic-therapeutic pro-
cess, because the diagnostic assessment is already indicative
of the therapist’s perspective on sexuality and its disorders.

The Spectrum of Sexual Disorders

The suggested categories of the clinical classification sys-
tems ICD-10 [12] and DSM-5 [13] are purely descriptive
concepts which fail to do justice to the complexity of human
sexuality. Already by taking into account the sexologically
required differentiation of the three dimensions of sexuality,
the inadequacy of such categorization is unmasked. Thus,
sexual disorders cannot only influence the dimension of
desire, but very likely the dimension of attachment as well
and hence not only the disturbed sexual function, but, more-
over, the disturbance of partnership comfort turns out to be
the actual reason for suffering.

According to present knowledge, chronic lack of feelings
of security conveyed by body communication (frustration of
psychosocial fundamental needs) increases the probability of
developing psychological and physical disorders. Further-
more, it hinders overcoming prevailing illnesses [14]. The
symptoms presented by patients seen in clinical practice are
usually described as “psychosomatic disorders,” “depressive
state of mood,” “anxiety and/or nervous restlessness,” i.e.,
“nervous anxiety, tension and restlessness” or, additionally,
as “emotionally caused state of restlessness.” Therefore, it
can be assumed that in many areas of medicine male and
female patients with varying disorders or dysfunctions
consult a practitioner because of a lack of availability of a
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FIGURE 7-2. Connection between psychological fundamental needs and various symptoms.

functioning and therefore emotionally stabilizing intimate
attachment. Also included are chronically ill or older persons
suffering from psychosocial destabilization due to reduced
opportunities for social contacts.

This explains why very different symptoms can dominate
the clinical impression and, as a result, various medical disci-
plines may come into contact with the patients concerned:
orthopedics for muscle tension; gynecology and urology for
pelvic floor tensions, disturbances of micturition, etc.; gen-
eral practice for symptoms of the autonomic nervous system;
psychiatry for intrapsychic tension or states of depression; or
andrology concerning involuntary childlessness. Also, sexual
dysfunction may perhaps be only one of the many possible
symptoms (apart from, of course, sexual disorders caused by
illness, e.g., condition after paraplegia). The special quality
of sexological therapy options (see section “Principles of
Biopsychosocial Treatment of Sexual Disorders™) lies in the
fact that it deals explicitly with the actual roots (the frustrated
fundamental needs) of possible causes at a level not reached
elsewhere, while it aims at restoring the feeling of complete
attachment by physical acceptance through intimacy with the
partner, which also has curative effects on symptoms and
positive consequences in other areas of life (Figure 7-2).

Notwithstanding these limited and only partially useful
systematic categorizations, clinically significant sexual dis-
orders are compactly characterized as follows:

1. Disorders of sexual function.
2. Disorders of sexual development.
(a) Disorder of sexual maturity.
(b) Disorder of sexual orientation.
(c) Disorder of sexual identity.
(d) Disorder of sexual relationship.
. Disorders of gender identity/gender dysphoria.
. Disorders of sexual preference/paraphilic disorders.
. Disorders of sexual behavior/dissexuality.
. Disorders of sexual reproduction.

AN N W

Each sexual disorder is itself capable of causing other dis-
orders which are encoded (e.g., chronic prostatitis, fluor
genitalis, etc.), but they can also occur overlapping with one
another: Disorders of sexual function are very often closely
linked to disorders of sexual relationship. For those disorders
of sexual preference which are not integrated into self-
concept this is regularly the case (see section “Treatment of
Sexual Preference Disorders”), often additionally involving
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disorders of sexual function (e.g., erectile disorder). This,
again, underlines the serious impact of unfulfilled psychoso-
cial fundamental needs, which play, in the end, a key role in
all sexologically relevant disorders.

Assessment of the Sexual Disorder

In order to tackle the problem of a disturbed partnership and/
or sexual life, it is essential to address the issue adequately
and to explore sexual disorders, the level of syndyastic func-
tion (i.e., the extent of fulfillment of psychosocial funda-
mental needs for acceptance and appreciation within the
relationship), as well as to evaluate physical findings and
laboratory parameters in a qualified way.

At this point, the previous strict approach “first diagnosis,
then therapy” should be changed into a dynamic, process ori-
entated “diagnostic therapeutic circle” [15]: Every interview
for assessment, empathically carried out, has a therapeutic
effect in itself and every further therapeutic step produces
new diagnostic material for the duration of the relationship
between therapist and patient(s).

This calls for attentiveness on the part of the therapist on
three information levels simultaneously: (1) on the level of
given facts, (2) on the level of the significance these facts
have for the patient(s), (3) on the level of partnership dynam-
ics by observation of couple interaction. This demands com-
plete awareness, never to be confused with not maintaining a
professional distance to the involved couple.

At the same time the therapist offers a role model by speak-
ing openly about sexuality as a basic element of human life.
This is one of the most important foundations of sexological
skills and definitely shows therapeutic effects. It has been long
proven that patients actually wait for certain signals from the
therapist concerning mentioning the issue of sexuality [16—19].
For instance, on prescribing a new medication, the therapist
can provide a signal in terms of a question like: “Should the
illness or its treatment lead to problems or changes in your
sexual life, then we can talk about that and look for solutions.”
It is essential, however, that the therapist should never retreat
into the role of the “expert.” He/she will always be confronted
by subjective interpretations—the patient’s as well as his/her
own—making personal compassion inevitable.

Successfully carrying out treatment with decisiveness is
based on extensive information on the specific sexual exp-
erience and behavior of a patient/couple. In the case of part-
nership involvement, the information has to provide the
investigator with insight into the level of sexual functions
and the sexual preference structure of both partners; other-
wise therapeutic steps remain ineffective or can even cause
harm (e.g., if a preference disorder remains undetected as a
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reason for a dysfunction). When couples are concerned, it
must be decided whether the sexual assessment should be
taken on with each partner alone or immediately with both
partners together from the beginning.

Single anamnesis has the advantage that the partner may
be more uninhibited and speak more openly than in the pres-
ence of the other, particularly on subjects like masturbation
fantasies or topics like paraphilic inclinations and past rela-
tionships. The advantage of couple-interviews, on the other
hand, is that all information issues are gathered together
and processed from the beginning, which can demonstrate
and increase the extent of openness and trust among the part-
ners involved.

It is crucial to know which kind of disorder (e.g., direct or
indirect disorder of sexual function; disorder of sexual part-
nership) is being dealt with and under which circumstances
or conditions it arises (e.g., lifelong or acquired type; gener-
alized or situational type). What is the partner’s opinion on
this disorder? What attitude does each partner have toward
sexuality, irrespective of the disorder in question? What
kind of sex education are opinions based on? Does each
partner know the opinions of the other and can they talk
about them? Such generalized questions are imperative in
order to put specific questions into the greater context of the
partnership and to be able to judge their significance for
each partner, e.g.: Who takes the initiative in sexual contact?
Are there differences and where and how are they expressed?
Which preferences or aversions are there and how are they
dealt with?

This inevitably leads to the analysis of possibly existing
peculiarities of the sexual preference structure, which should
and can be systematically explored (see overview).

Overview Sexual Preference Structure:
Exploration Tools

Three Axes

The human sexual preference structure is generally config-
ured on three axes, i.e.,

e Gender (of the desirable partner): the other or the same
gender (or both);

e Age (of the desirable partner): children, adolescents,
adults, or the elderly; and

e Way (of the desirable partner or object or of an interac-
tion): type, object, mode, procedure, etc., all intermin-
gling with one another and of which all (from non-conform
to paraphilic) should be explored.
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Three Levels

Sexual experience and behavior should be investigated into
on three different levels, i.e.,

e The sexual self-concept
e The sexual fantasies; and
e The concrete sexual behavior,

all intermingling with one another and of which all should be
explored.

Three Forms

The concrete sexual behavior should again be explored
within three forms:

e  Masturbation: self-stimulation and self-satisfaction;

» Extragenital sexual interaction: e.g., stroking, cuddling,
kissing; and

e Genital stimulation: manual, oral, or other stimulation,
e.g., petting incl. sexual intercourse, penis or penis sur-
rogate penetrating vagina or anus, and these should also
all be explored.

The extent of naturalness conveyed by the therapist dur-
ing exploration has direct influence on the information flow.
It obtains diagnostic-therapeutic relevance and underlines
the necessity of acquiring a professional repertoire of knowl-
edge and skills, which can be learned in the context of sexo-
logical advanced training (see section “The Dual Role of the
Therapist as an Expert and an Attendant”).

Conducting partner interviews, which are an essential
part of sexological practice, the following questions are of
particular diagnostic interest: What is communication like
within the partnership in general and in sexual matters in
particular? Can personal feelings, needs and wishes be
communicated and does this happen? Are boundaries
respected? Are there self-strengthening mechanisms,
“vicious circles” or self-fulfilling prophecies, and how do
these affect partnership communication? Might problems
result from misunderstandings due to misinterpretations of
partner-behavior?

Exploration of the Three Dimensions of Sexuality

The assessment of the attribution of meaning regarding the
three dimensions of sexuality (reproduction, desire, attach-
ment) by each patient/couple is of essential —diagnostic and
therapeutic—importance. Inquiring about the meaning of
sexuality (“What does it mean for you to have sex?”’), many
patients/couples begin to realize that some things are not as
obvious as previously assumed (“This is something I/we
have not considered so far.”).
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Dimension of attachment: Which needs or values are indis-
pensable for a relationship? To what degree are those human
fundamental needs realized within the couple relationship?
How far is sexuality perceived as a form of communication
through body language by which fundamental needs are com-
municated and simultaneously realized as “bodily expression
and gestures” of the relationship? Is there an awareness of the
communicative aspect of sexuality, is it lived implicitly, or
does it lack any —“real-life” or mental —significance?

Dimension of reproduction: What role do the ability of
reproduction and children play in the relationship? Is there a
difference in attitude between the partners? Are there any
problems affecting an unfulfilled desire to have children?

Dimension of desire: What is the importance attributed to
genital desire within the three dimensions of sexuality?
(How) did this change over the course of the relationship? Is
there an awareness regarding the complexity of experiencing
sexual desire?

Interaction of the three dimensions on the individual and
relationship level: Are there any imbalances possibly related
to the sexual disorder, e.g., potential discrepancies between
fantasized and lived sexuality, a predominance of one dimen-
sion at the expense of the other two, or a strongly diverging
distribution of the dimensions between both partners?

History of Diseases and Somatic Findings

All significant diseases treated medically at the present time
or previously should be taken into account, but particularly
those, which might be connected with the sexual disorder.
This includes all urological, gynecological, or psychoso-
matic illnesses and surgery; any medication and/or substance
abuse or addiction; and/or information concerning pregnan-
cies (abortions and miscarriages) and childbirth.

In addition, any therapy relevant to sexual disorders and
previous psychotherapeutic treatment need to be looked into.
Biopsychosocial anamnesis needs to include diagnostics for
somatic findings. This concerns sexual functions as well as
general physical functions. An overview of the necessary
physical diagnostics concerning sexual dysfunctions in
males is shown in Table 7-2 [20].

Principles of Biopsychosocial Treatment
of Sexual Disorders

Generally, similar to every medical branch, sexual medicine
can be interpreted and practiced in two ways: focusing on
disease or focusing on the patient. In sexual medicine, the
ideal is: focusing on the couple and their partnership.

The first-mentioned approach deals primarily with “dis-
orders” of sexual function, of gender identity, of sexual
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TABLE 7-2. Organ diagnostics in sexual disorders in men
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Physical diagnostics Diagnostic method

For exclusion

Indication

Clinical examination Inspection, palpation, pulse,

exercise tolerance test

Laboratory BS, lipids, testosterone,
prolactin
Imaging Duplex sonography with

intracavernous pharmaco
testing

Neurophysiology (e.g.,
corpus-cavernosum-EMG)
Penile angiography

Urogenital, neurological, and
cardiovascular diseases
Diabetes mellitus, dyslipidosis,
hypogonadism, prolactinoma

Cavernous insufficiency
Neurogenic deficit (e.g.,
following an accident)
Pelvic vascular occlusion

General examination in connection
with risk factors (e.g., age, overweight)
General examination

General examination

If necessary in arousal disorder or
erectile dysfunction (ED), depending
on further hypogonadism symptoms
if necessary in ED in the case of no
response to oral medication and wish
for SKAT

If necessary in ED when expertise or
scientific issues are concerned

Only in planned revascularisation
surgery

ED erectile disorder.

[Reprinted from Résing D, Klebingat KJ, Berberich HJ, Bosinski HAG, Loewit KK, Beier KM. MEDIZIN Ubersichtsarbeit—SexualstGrungen des Mannes
Diagnostik und Therapie aus sexualmedizinisch-interdisziplingrer Sicht. Dtsch Arztebl. 2009;106(50):821-8. With permission from Deutsches Arzteblatt].

preferences and of sexual behavior. The pathogenesis is in
the center of scientific interest. Anatomy, physiology, neuro-
endocrinology, etc. are favored subjects. Diagnostics are
made according to common classifications by assessment of
facts, clinical examinations, laboratory results including
hormone analysis and function tests, and are recorded in a
“case history.” The therapy is aimed at fast and efficient
elimination of the disorder, i.e., at the reestablishment of
normal function. Until the end of the sessions with the ther-
apist, pharmacological, surgical, and technical methods are
available and most times applied to the one single person
with such symptoms. Examples for this are, for instance
concerning the most frequent indications, the disorders of
sexual function, the reflex-like prescription of PDES-
inhibitors in erectile disorder without carrying out any dif-
ferentiated assessment, not to speak of talks to the couple
involved; or the treatment of vaginism with dilating mea-
sures, without ever having spoken to the male partner; or the
administration of hormones, e.g., testosterones for hypoac-
tive sexual desire disorder as first choice therapy, and so
forth.

The Dual Role of the Therapist as an Expert
and an Attendant

In contrast to a solely disease-centered approach, a biopsy-
chosocial, couple- and relationship-centered sexual therapy
focuses on the disease and the patient. This means a chal-
lenge concerning two emphases or roles of the physician/
therapist: the medical (or psychotherapeutic) expert and the
empathic assistant with their respective identity.

During standard undergraduate medical training a certain
image of a physician may still be conveyed, which depicts

him/her as a caring helper and healer but at the same time as
a person thinking in terms of natural science, occasionally as
a distanced expert-observer. He/she is the responsible
problem-solver and solution-finder, the success of therapy
depending on his/her skills and knowledge. He/she knows,
what is best for his/her patients, clarifies, educates, teaches,
gives authoritative orders and advice to be followed in trust
by his/her patients.

The second—also aspired—image of the doctor aims at
exactly that patient-focused conduct as an empathic compan-
ion, a good patient-listener who “reads between the lines,”
who tries to assess the patient—in this case the couple—in
their overall situation. To achieve this he/she applies his/her
own reflected feelings, impressions, experiences at each
ongoing doctor—patient relationship as a diagnostic instru-
ment, as has been previously worked out, particularly by
Balint [21, 22]. Within the “Balint groups,” named after him,
these abilities can be learned and practiced [23], which is
done more and more in regular medical training, while in
psychology and psychotherapy it is general state of the art.
Sexual medicine, however, is no “psycho subject” and sexual
therapy is not a specialized form of psychotherapy, which is
why specialists like urologists, andrologists, gynecologists,
dermatologists, GPs and psychiatrists, who want to gain
additional qualification in sexual medicine, definitely need to
learn and train role security in this new identity as a compan-
ion, catalyst, mirror, midwife, and aide to problem-solving
with the patient or the couple.

Beyond the necessity for every physician and therapist to
develop his/her “second identity,” this comes especially true
for the couple-centered approach in diagnosis and treatment
in sexual medicine. In this—for many —unfamiliar or unset-
tling situation there is no means of reassurance according to
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customs and this may lead to wanting to return to the
well-rehearsed role security of the expert and knowledgeable
scientist. Fact is, however, that concerning the particular
couple in question, one is actually the “not knowledgeable
one,” having to rely on inquiries and observations, leaving
the solving of the couple’s problems to the couple itself.

The couple heals itself, the therapist offers the neces-
sary “sheltered workshop” and supplies the continuity
of the process. He/she would be out of his/her depth
with the role of the expert as far as the couple relation-
ship goes.

Thus, it is crucial for him/her to be conscious of both his/
her roles, the one of the expert and the one of the assistant, to
have both roles available, feel comfortable in both, and to be
able to apply any one of both wherever needed, particularly
in a couple setting. This is a skill which needs to be taught
and practiced. It represents an indispensable demand to every
training program in sexual therapy.

Taking as an example the treatment of post-prostatectomy
erectile disorder caused by prostatic cancer, a German study
showed that in long-term exclusive use of medication or
mechanical treatment options, the patients were clearly less
satisfied than their treating urologists would have imagined
(see [24]). Even concerning selection of therapy options the
patients’ comments were clearly discrepant to the judgment
of their treating physicians. Questions concerning the impor-
tance of partnership, of non-genital sexuality (the exchange
of affectionate words and gestures) and genital sexuality
(intercourse) put to prostate cancer patients and their part-
ners before and after radical prostatectomy showed that only
the importance of genital sexuality decreased and not the
non-genital kind. Partnership in general and the meaning of
physical attachment maintained an unchanged high value [25].
The high rating of satisfaction of psychosocial intimacy,
closeness, and security in comparison to aiming at sexual
erotic satisfaction has also been validated by other studies [26].

Sexological interventions, therefore, are imperatively
based on consideration of biopsychosocial aspects of sexual-
ity and on systematic involvement of partnership issues and
communication (e.g., the couple is the patient). Such modifi-
cations of conventional patient concepts also lead to a differ-
ent understanding of therapy.

The familiar concept of the “therapist—patient relation-
ship” is extended —especially in the case of sexual disor-
ders—to a new “therapist—couple relationship.” Advocacy
for the patient turns into plural advocacy for the couple and
their partnership, as long as this is the mandate given to the
therapist. Furthermore, the dimension of attachment is taken
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into account beyond any function disorders and is considered
as being an essential resource for sexual contentedness. In
many cases, this turns out to be a helpful approach for the
patients because an idea for behavioral change is given—
within quite a short time (usually not more than two to three
sessions) —and this is often enough to get things going. If
this proves not to be sufficient, supportive sexual therapeutic
interventions can be supplied systematically to achieve the
aspired modification of attitude and behavior over a longer
period of time.

Sexological Counseling

It is obvious that sexological counseling concerned with
more than functional disorders is a very high-quality job,
demanding not only vast knowledge, but also much empathic
capability and self-restraint. Again and again it is a chal-
lenge, because it is about finding a new and individual path
for each individual patient/couple. Here, again, it is true that
diagnosis and therapy in sexological practice are knitted
together creating a mutual and complementing whole: inte-
gral diagnostic assessment is already a part of therapy and
each therapeutic step leads to further diagnostic insights. So
it can be said that sexological counseling may have a “thera-
peutic” impact, if it were qualified, and on the other hand
cause consequential damage, if not.

Here, too, the foremost principle is to make patients/cou-
ples aware of the attachment dimension of sexuality and to
apply this therapeutic aspect (see section “The Dual Role of
the Therapist as an Expert and an Attendant”). Many patients/
couples do not realize that genital/coital sexuality is only one
of many ways of satisfying wishes within a partnership con-
cerning needs for authenticity, appreciation, satisfaction,
closeness, security, etc. Accordingly, sexological counseling
will be adapted to the specific needs of the patient/couple, in
which the following priorities, alone or combined, may be of
significance:

Passing on knowledge (where deficits are obvious)
concerning anatomical, physiological or psychological pro-
cesses of sexual reaction, and, if necessary, correcting false
ideas in the sense of sexual myths (e.g., masturbation causes
harm), which one or both of the partners may believe in. It
would be quite appropriate to refer to the issue of “typical”
gender differences in sexual/partnership feelings and behav-
ior in males and females (i.e., in this particular partner, male
or female), meaning to aim at understanding and realizing
differences instead of finding fault in such differences.

Assessment of mutual hopes and expectations concerning
sexuality and partnership.

Teaching communicative strategies, if general communi-
cation difficulties are a reason for the development or con-
tinuation of the disorder concerned.
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When primary illnesses are involved, specific information
must be obtained (1) about the length of elapsed time
between surgery and resumption of sexual contact (usually
after approx. 6 weeks); (2) about the use of lubrication gel,
if, for instance, the vaginal epithelium is altered by radio-
logical or chemotherapy or due to menopause; (3) in some
cases concerning the use of auxiliaries (tools such as an erec-
tion ring, a vacuum pump, any oral or invasive medication
options). However, the first step should be to deal with dis-
crepancies in the relationship between the partners concern-
ing the significance of the different dimensions of sexuality.

The Syndyastic Focus: A Case History
on Partnership Counseling

The following is a case example of sexological counseling,
starting out with two individual face-to-face sessions and a
concluding couple session. The example demonstrates the
importance, and at the same time great difficulty, to focus
on the (re-)fulfillment of psychosocial fundamental needs
(“syndyastic focus™) and to keep this perspective all the way
through sexological counseling.

Case Report 1

First session with the husband

The 63-year-old man is a retired civil servant, married
for 31 years, his wife is 4 years younger. He describes
briefly, what leads him to the outpatient clinic: He is
“impotent” and wants to know, whether, at his age,
there is anything “to be done’ here, considering that he
has an enlarged prostate gland and has been taking
“medication against high blood pressure” since his
heart attack 6 years ago. Possibly it might all be con-
nected with the medication? On the other hand, he
feels it might just as well be caused by his high mastur-
bation frequency, which—next to coital intimate con-
tact—has been a fixed component of his sexuality
throughout his whole marriage.

More detailed assessment revealed that the patient
had been treated for 5 years with a beta receptor antag-
onist (propanolole) due to a moderate hypertonia.
Exactly since 5 years he has been in early retirement
and at about this time he first experienced erectile dys-
functions. These were not at all always prominent, par-
ticularly not during masturbation, which took place
approx. Once a week, in former times 2 to 3 times a
week. Since 2 years there had been no sexual contacts
with his wife. It becomes obvious that the patient had
withdrawn more and more, because he was sure that he
was “a burden for his wife” alone for the existence of
the erectile disorder. In fact, during intimate contact he
would always be worried about the erection receding
or he was dissatisfied, if it were “not sufficient.”
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He could hardly imagine his wife still being interested
in him, however, both were suffering from this com-
plete standstill of mutual sexuality. The assessment of
this patient gave insight on many influencing factors,
all with a tendency of unfavorably effecting sexual
experience and behavior: firstly, the current condition
following the heart attack with the consequence of
early retirement and high blood pressure needing treat-
ment including possible side-effects through medica-
tion; secondly, his personal image of “impotency,” for
him already a fact, just because he was not in all cir-
cumstances—by own arousal or wishes from his
partner—capable of an erection, even though princi-
pally sexual function was still given (such as during
masturbation and morning erection); finally, the com-
prehensible psychological dimension of his conduct
(anxious self-observation of his own sexual reaction;
fear of failure toward his wife). Furthermore, there was
a certain worry that he may have “used up” his sexual
potency by masturbating too frequently in the past,
claiming two to three times per week to be excessive,
perhaps linked with feelings of guilt toward his wife.
This patient was suffering from a condition of frus-
trated needs for acceptance, closeness, etc. concerning
the relationship to his wife and—most important! —
during the initial interview this became quite obvious
to himself. Because he loved his wife and wished for
(re-)accomplishment of the syndyastic dimension of
their sexuality, it seemed reasonable to him that this
might be achieved by including the wife in the assess-
ment and the counseling, particularly as there had
never been any conversation between the couple on
this subject.
First session with the wife
The wife is 59 years old and until 3 years ago had
worked as a clerk in a housing management company.
She is of slender stature, seems fragile and lowers her
eyes during conversation. She very well knows that her
husband is always worrying about his “erection prob-
lems,” it is depressing for her as well that there had
been no intimate contact whatsoever now since 4 years
(not 2 years, like the husband said). In other ways they
were such a good match, had always gotten on well
together and have mutually raised three fine children.
Her own sexual experience is restricted to intimate
contacts to her husband, she had always liked having
sex. She is quite capable of orgasm and sometimes,
perhaps once a month, she reaches climax by mastur-
bation. All the more she regrets that some time ago her
husband had withdrawn altogether following several
coitus attempts which had failed due to his erectile dis-
order. She had accepted this and let him be, even

(continued)
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though she herself would still have liked some sexual
activity and actually does not really want to do without
it altogether. After all, he had had a heart attack and
suffers from high blood pressure, presumably his poor
health has led to physical demands he could not cope
with. Even so, their mutual sexuality was never really
as pleasurable as she might have wished for—her hus-
band had always had a very early orgasm, which he
resented, too (this disorder of sexual function—a pre-
mature orgasm—was not mentioned by the husband).
She, on the other hand, was still very appreciative for
endearments and interested in an extended foreplay.
She believes he is putting himself under extreme pres-
sure, although she does not put pressure on him
because she does not expect such performance. She
would be very pleased about a revival of their sexual
intimacy, even if this would not lead to intercourse.
She loves her husband and would very much like to be
intimately and physically close to him.

Here, only by involving the wife, the different views of
both partners on their mutual sexuality became clear, but also
on both sides the frustrated psychosocial needs while at the
same time strong wishes existed in both for syndyastic ful-
fillment with and by each other. All this information now
makes it possible to discuss with the couple, how to reacti-
vate the partnership sexuality they both long for.

Often, the syndyastic focus can be limited to few
sessions whenever the involvement of the partner is
possible and the couple is ready for a change in their
relationship. This can be achieved by helping the cou-
ple to realize:

— that it is possible to talk about a sexual problem;

— that their difficulties are in good hands and that
there is no need to be ashamed of anything;

— that the new information might help to readjust
their view on the world of sexuality;

— that they can help themselves by broadening their
sexual behavior repertoire, attaining new alterna-
tives for themselves to fulfill their (mutual) needs
for closeness, caring and acceptance;

— that by this fulfillment, no matter how difficult the
barriers or restrictions might be, self-confidence
arises; and

— that coping strategies are now available for cases of
possible adverse reactions from the partner, e.g.,
after surgical interventions with physical impair-
ments like in the case of implementing a stoma or
an artificial bladder.
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Concluding Couple Session

During the couple session it became obvious that the patient’s
sexual difficulties were experienced quite differently by his
wife. Misunderstandings were cleared impressively. In fact,
the wife described how she had always thought, throughout
the whole marriage, that she could never satisfy him sexually,
because she knew about his frequent masturbation practice;
he, on the other hand, had always assumed that she took him
for an insufficient lover because of his premature climaxes.
She used this opportunity to explain, how important for her
non-genital practice as part of sexuality was. This again, was
quite relieving for him, because he, too, loved to just lie close
to her and to “feel her closeness.” So both declared that they
had been taking wrong attitudes of the partner for granted and
that improved sexual communication is to be acquired by
mutual syndyastic fulfillment. They resolved for the future to
talk about their sexual wishes, to create opportunities of
enjoying these and to do this quite pragmatically, e.g., if they
felt like it, to make use of a morning erection.

A further session after 3 months showed that these resolu-
tions were kept. Both appeared quite changed, fresh and alive
as a couple. They had revived their mutual sexuality and were
very relaxed about enjoying their intimate contact. They had
had sexual intercourse several times, in which no erectile dis-
order had arisen and the man did not experience his early
orgasm as premature at all, even though he did not have the
feeling of being able to control the arousal progression. Most
important was: He was now completely sure that his wife did
not mind this. She, herself, was extremely happy about the
expansion of the non-coital sex (i.e., changed view on signifi-
cance of sexual arousal and desire). This way, both experi-
enced appreciation and acceptance in physical closeness, i.e.,
fulfillment of fundamental needs, and had, thus, found access
for themselves to the syndyastic dimension of sexuality.

Shortly after this session the wife wrote a grateful letter to
the therapist, expressing her happiness about the revived
marital sexuality (“It’s a great feeling, to be man and woman
again”) and she also expressed her surprise about the fact
that “a third party could play such an important role in part-
nership togetherness.”

Conclusions

This case report shows clearly that the worrying erectile dis-
order of the man was only to be understood and successfully
treatable under the aspect of a biopsychosocial viewpoint on
sexuality as well as under consideration of the attachment
aspect of sexual disorders which means the syndyastic
dimension of sexuality. In this case there was no need for any
deep understanding of the life history and the sexual experi-
ences, but most of all awareness to what was troubling both
partners and to pick up their need for physical communica-
tion—extra-genital and genital. Only by involving the part-
ner, this neediness became evident and the syndyastic
fulfillment was made attainable for both.
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FIGURE 7-3. Erectile disorders caused by illnesses and/or their treatment.

It must be said, however, that this case was dealing with
an ideal course of sexological counseling with a syndyastic
focus—in every-day practice this not always proceeds so
smoothly. Often, for example, the involvement of the partner
is not a simple matter. And even if the partner does come
along, the conversation with the couple might find one or
both of the couple unable to cope with the idea of the
“reorganisation” of the sexual relationship, especially when
different inhibiting factors exist at the same time, e.g., an
erectile disorder due to a radical prostatectomy and impair-
ment of physical mobility with pain in certain positions. But
also in such cases it should always be attempted to improve
the requirements for the fulfillment of psychosocial needs in
both partners by applying the syndyastic focus. Very often,
talks about male myths and anxiety caused by a bad con-
science (masturbation is sometimes seen as betrayal of the
partner, sometimes even as immoral) are just as helpful as a
survey concerning wishes of closeness and how to make
them happen.

During sexological counseling there are often a great
number of influencing factors on the biological, psychoso-
cial and sexual level, which are all important to take note of,
but on the other hand must not concentrate the attention of
the therapist in such a way as to neglect the syndyastic focus.
Such factors are:

— possible effects of a primary disease (e.g., hypertonia,
condition after heart attack) and connected anxieties;

— possible effects of medication (e.g., beta receptor antago-
nists, often suspected of causing disorders of sexual func-
tion and this is often given as an explanation by patients;

— physical changes due to aging;

— change of social status (e.g., retirement)

— dynamics of sexual myths (“a man has to be ready at all
times”)

— wrong ideas about the needs and expectations of the
(female) partner combined with feelings of guilt, not to be
able to live up to them;

— similar wrong ideas in the (female) partner, also com-
bined with feelings of guilt and insufficiency (not to be
good enough as a woman etc.);

— lacking opportunities of mutual correction concerning
misjudgements due to communication barriers;

— chronification with increasing psychological stress and
development of self-reinforcement mechanisms such as
failure anxieties and performance pressure—these could
lead to maintaining the symptoms.

The multitude of possible reasons for the development of
erectile disorders caused by illness or treatment is shown in
Figure 7-3.

Syndyastic Sexual Therapy

As mentioned previously, the general aim of sexual therapy
is to enable both partners to satisfy each others’ fundamental
needs—based on full acceptance—through their sexual
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behavior, i.e., their positive sexual communication in
partnership. Negative sexual experiences create and sustain
sexual disorders which are bound to put strain on a
partnership.

The priority is not to restore sexual function in the first
place, the therapeutic aim is to broaden the understand-
ing of sexuality (particularly to appreciate the dimen-
sion of attachment), thereby gathering new experiences
of (sexual) body communication and improving (sex-
ual) partnership satisfaction on the whole. The option
of effective medication or other aids is no contradiction
and can be a helpful supplement at times.

Thus, within the course of therapy, new, mutually
agreed upon, intimate experiences for the couple
emerge, allocating a new significance of sexuality in a
much broader sense. These are no ‘“‘prescriptions,”
because it is not possible to “prescribe” anything in a
relationship; they are genuine, holistic and consciously
lived partnership experiences.

It is important to note that the syndyastic focus involves
the activation of basically already existing potentials.
Something is retrieved and nothing is “added,” but brought
into consciousness. In rare cases of total syndyastic depriva-
tion (e.g., from infant development on), syndyastic therapy
would be stretched to its limits and individual psychotherapy
be required.

Finally, it must be stressed that the SST method is not
restricted to certain specialized fields or schools. It merely
relies on a basic biopsychosocial understanding and the will-
ingness not to project oneself into the role of the objective
expert, but to actually concentrate on the syndyastic focus—
trusting in the knowledge that improvement of the fulfill-
ment of psychosocial fundamental needs can lastingly effect
all other areas of life, health and well-being. In what follows,
the different aspects and phases of an SST-process are
outlined.

Initial Phase: Motivation for Therapy

In the (quite common) case of a patient/couple being fixated
on purely somatic causes it will be crucial not to fall into the
“organic or psychological” trap. It would be best to flatly
avoid using the often negatively understood term “psycho-
logical causes” altogether, e.g.: You are here as a whole
person with a body, a mind and feelings, living human rela-
tionships. All these things exist simultaneously and influence
each other. Perhaps you are not used to doctors taking all
these aspects into account instead of concentrating on the
body alone.
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This course will be kept up by asking about “partnerships”
instead of only asking about sexuality, usually (mis-)under-
stood as genital sexuality—e.g.:. . everyone needs a place to
feel accepted, where somebody cares for you, where you can
speak openly, be yourself and feel safe, etc. —where is such
a place in your life? What is your partnership like? What
part does sexuality play within this relationship?

So if during a one-to-one conversation the impression is
that relationship, partnership, and/or sexuality play a sig-
nificant part in genesis and continuation of a particular dis-
order, it will be necessary to motivate the patient to involve
the partner and to accept the offer of couple counseling. For
example: ...whatever happens within a partnership con-
cerns both partners and only both together can work on a
solution. Both are suffering from this problem and most
probably both could use some help. Without your partner it
would be like doing things half right from the beginning.
What do you think and do you think your partner would
agree to come? If the answer is: “I’'m not quite sure” or
“my husband/my wife/my friend will definitely not come” it
will be necessary to go into the anxiety behind this and also
to react to the “invitation,” such as: That would really sur-
prise me. In my experience it is extremely seldom that a
partner would refuse this offer—and this in itself would be
significant—but how would you put the matter to him/her?
Under some circumstances a dialog involving role play
might be encouraging and lead to an acceptable manner of
announcement, not allowing for misunderstandings such as
sounding like “a legal summons to a trial.” In any case,
success very much depends on the convincing manner and
resoluteness of the therapist. Possibly, the patient and the
therapist unconsciously do not want a third party to join
their relationship; in that case, the invited partner would
most likely refuse participation. At this stage of discussion
the question could arise, whether an upcoming therapy
should be carried out personally or if the case should (or
needs to) be passed on to a specialist? Very often, this ques-
tion remains academic, because the patient/the couple have
already inspired confidence: “If we/l do decide to do it, then
only with you.”

No matter whether in individual sessions or sessions
together with the couple, from the beginning the conversa-
tion should be run like the most natural thing in the world.
If things like inhibitions or shame, uncertainty, feelings of
guilt or embarrassment are in the air, this should directly be
addressed, e.g.: From my experience I know quite well that it
can be a huge effort to talk to a third party about personal
and intimate issues. Many people believe that only they
themselves have such problems, in reality, these are quite
common, but not many try to solve them professionally.
Therefore, making the effort of asking for help is a sign
of caring and looking out for a continuation of the
partnership.
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If it is a couple session from the start, it begins before the
first words are spoken with the perception of the partners’
interaction, their performance, e.g., How do both enter the
room (overall impression, body language, facial expression,
etc.)? Who leads the way, opens the door, assists at taking
off the coat, looks for a seat, is seated first? What is the sit-
ting position like: next to one another, opposite each other or
across the corner? A reply to the question “Where should we
be seated?” could be like “wherever you like,” noting that
the therapist takes his seat after the couple. A table with four
chairs or several freely placed chairs is more appropriate
than a small sofa, on which the couple would be forced to sit
next to each other. (No need to say that the therapist should
not hide behind his desk, nor computerize data simultane-
ously!). Which one of them begins the conversation, do the
individuals look at each other or do both just look at the ther-
apist, do they interrupt each others’ speech? etc.

If a patient has been able to motivate his/her partner to
take part in a session, quite a lot of movement has come into
the partnership, even if it might seem as if someone “unin-
volved” has just come along to support his/her partner.
Generally, men are more inhibited when it comes to discuss-
ing relationship issues, therefore the positive decision to
come along deserves recognition such as: good of you to
come—1 expect it wasn’t so easy?

After an open invitation to the couple to start with what-
ever seems to them to be most important, the therapist should
choose the right moment to define his own role, e.g.: Maybe
I should say something about my role in our talks, so that
from the beginning you do not misinterpret it or get the
wrong idea. I am neither judge nor referee, who makes deci-
sions about which one of you is in the right. This is not about
Jjudgments or guilt, it is about causes and the understanding
of how things are connected. It is also not my job to solve
your problems, you need to do that yourselves and I can try
to help you do so. I am not the expert on your relationship,
so you won’t be getting any advice from me, only sugges-
tions/ideas. It will be crucial to put the ideas we develop here
and whatever you “prescribe’ to yourself to work in the out-
side world. I will not take sides with either one of you, but
will step in for both of you and your partnership, as long as
it is in your intention. Should one of you still have a feeling
of partiality on my part or coalition being built up, please
don’t hesitate to refer to it.

Usually —depending on the gender of the therapist—one
male and two females or one female and two males will sit
opposite one another and—again—it is important to ask, if
there is any suspicion of coalitions or worries of any kind.

On the other hand, usurpation efforts on the part of the
patient/couple have to be immediately opposed. Statements
like: “Doctor, see for yourself...., what do you say to that?,
you have to confess, I'm right... tell my partner, he doesn’t
believe me...,” etc. could be retorted by saying: Are you
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looking for an ally? Or: You want to make me a referee,
which I am not! Or: What would it mean to you if I were to
say you were right, or you were wrong? Or I can’t take that
off your shoulders, but this would be a great opportunity to
tell your partner personally what is really bothering you. Do
try to make him/her understand and perhaps we can find out,
what it is all about.

In such situations it is important not to directly answer the
questions reflex-like with regard to content, like one would
in organic medicine, but to keep out of the content level and
to stay on the meta or interpretation level, in order to be able
to continue work with both parties.

Often, right at the beginning there is the situation of hav-
ing to directly refer to anxieties and to disperse these, for
instance the fear of being given the death sentence for the
relationship or the inevitability of a separation. The anxious
question: “According to your experience, do we still have a
chance?” is often put forward already in the first session. It
has to be taken up on, but must not be dealt with in a direct
way, for example: “You're asking me?—You know yourself
and your relationship much better than I know you, how
much chance do you yourself think you have? Or: Whether
or not you do have a chance depends on, whether or not you
give yourself one and you would probably not be here if you
didn’t, right? Or, for example in particular function disor-
ders: “I can generally say, that in the case of these disorders
there are statistically very good chances of success, but sta-
tistics say nothing about an individual case. So I can’t say
whether you belong to the 80% success rate or to the other
20% —this you decide yourself.

Before therapy begins, however, it is inevitable to negoti-
ate the practical procedure in detail and to clarify the essen-
tial parameters, because it is crucial for success of therapy to
comply to these. In accordance, for the whole duration of
therapy, both partners need to be able to concentrate on each
other and the new common experiences. Therefore, main-
tained external sexual relationships are incompatible with
these requirements and any desire for having children should
not be a key issue. Generally, this is easily conveyed, because
the time period of a therapy is seldom more than 3 to
6 months. Furthermore, there would be no point in beginning
with a Syndyastic Sexual Therapy, if the couple has not
enough opportunity to gather intimate experiences with one
another. This needs to be seen as a specific obligation prior to
therapy by both partners.

In same-gender partnerships, there are modifications to
consider insofar as the typical gender differences of sexual
behavior (see [3]) in the partners very probably do not occur
complementarily. Therefore it could, perhaps, be expected in
a male couple that both partners show a higher willingness
for occasional sexual contacts and for them the general sig-
nificance of infidelity may allow for a relaxed reaction,
thus not questioning the syndyastic fulfillment within the
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partnership. But exactly this is the determining point: The
partnership is in danger only if the biopsychosocial elemen-
tary needs—existent in both genders, independent of their
sexual orientation—are frustrated. The syndyastic dimen-
sion of partnership can, however, be strengthened in many
ways, namely always by giving the partner the feeling that
he/she is appreciated, taken seriously and accepted and when
they feel mutually secure in each others’ company. If an
external sexual contact does authentically not mean destabi-
lization (which is practically never the case in two-gendered
couples), then the syndyastic experience is not threatened.

Nevertheless, sexual communication is a particularly
intensive opportunity of finding syndyastic fulfillment and
this also applies to one-gendered couples, in which trust in
mutual intimacy usually reaches a deeper experience level
than one found in occasional external sexual contacts.

New Experiences with Intimacy: The Practical
Approach

The principles of Syndyastic Sexual Therapy—the central
role of the fulfillment of fundamental needs, the communica-
tive dimension of sexuality —can only be achieved through
plausible self-evident experiences by the patient(s)/the cou-
ple, enabling them to change their former “view on the world
of sexuality.” It is inevitable that the couple needs to orga-
nize these new experiences —to make them happen. It is all
about practicing improved biopsychosocial communication
(sensual body language) at certain previously appointed
times, which will lead to a new experience. This obviously
implies that communication on the partnership level itself
has to be improved. Which means, the first experiences will
often touch on the partnership communication as such. This
automatically points out the significance of the time between
the therapy sessions in which the patient(s)/couples them-
selves do the main work concerning the intended change of
their situation. They put into effect their own previously
made resolutions for meaningful new experiences from one
session to the next.

In this respect, it can be called a “self-devised experience”
or a mutually conceived resolution. Here, the difference
to previous well-known popular terminology becomes
obvious—no more “home work,” “exercises,” “sensuality
training” or “prescribed experiences.” During the syndyastic
focus, it is exactly not the therapist who organizes the experi-
ences for the couple and virtually imposes these upon them;
rather, the couple finds an own way of creating opportunities
for the fulfillment of fundamental needs and finally their
connection to sexual arousal and pleasure. The therapist
accompanies the couple along this path. Consequently, a fur-
ther significant difference to classic sexual therapy emerges
as it provides for achieving a final goal (namely the restora-
tion of sexual function(s)) in stages. Those various prelimi-
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nary steps are only a means to an end, whilst, according to
the SST, the therapy goals are to be fully reached at any
stage: With each new experience, the couple may reach the
therapy goal completely —it is the task and the responsibility
of the therapist to convey this adequately.

Because the “new experiences” are organized by the cou-
ples themselves, Masters and Johnson’s [27] established
“Sensate Focus”-steps can at most (and not least for the ther-
apists) serve as reference points in the background. In most
cases, their internal logic—to gradually obtain closeness via
nonsexual tenderness, i.e., tenderness not directed at sexual
arousal and orgasm, by way of sensual exploration of one
another, momentarily leaving aside the negatively burdened
genital sexuality —corresponds with the aims of the couple.

However, in the beginning couples do not aim at “sexual-
ity” in the first place, but at conversation, joint activities,
more time for and with each other, etc. These activities can
also result in closeness and they emphasize the essential role
of body language, which almost automatically leads to the
need for a more extensive physical closeness and intimacy,
as, for example, in “cuddling.” In this case, therapists can
make further inquiries: What is this need about and how are
you planning to reach your goal? What seems necessary to
you, what does not? Do you have any fears or anxieties, and
if yes, which ones? How could those be avoided?

First, the planned steps need to be understood and inter-
nalized as body language communication, so that from the
beginning, they are more than a training program for all sen-
sory functions. They are, as a matter of fact, personal body
language communication and encounter, and thus receive a
new allocation of significance. Before this is not fully under-
stood, the planned steps should not be started with by the
couple.

This is also important given that many couples are already
familiar with the “Sensate Focus Exercises” from the inter-
net or state that “we already know about this, we have already
tried it, but it did not help” —precisely because the new sig-
nificance has not been understood. In this sense, the six steps
in Masters and Johnson [27] shall be recalled briefly, bearing
in mind that the respective practical applications are as vari-
able as the couples and their needs. Instead of a fixed pro-
gram to be “executed,” the six steps constitute possibilities,
guideposts for the couples to plan their future experience.

First Step: Mutual Body Discovery, Omitting Breast
and Genitals

The agreement to omit the erogenous zones of breast and gen-
itals from the body language communication as well as to
abstain from the (often problematic) intercourse (the so-called
ban on intercourse by Masters and Johnson) usually arises and
makes sense during the discussion of the concrete situation
and is often suggested by the couple themselves. For instance,
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it gives a woman suffering from hypoactive desire disorder or
sexual aversion the necessary security that out of a tender dis-
play of affection “nothing more” will arise, but the fulfillment
of fundamental needs and that it will not “end in sex.” A man
with problems of erection or orgasm obtains the security that
“he can’t go wrong” and doesn’t have to worry that again “it
won’t work.” As a rule—apart from rare exceptions—the
strict abstaining from sexual intercourse is the precondition to
make really new experiences on the communicative level
which have their value in their own right and should not be
degraded to “a step on the ladder up to the real thing.”

Second Step: Involvement of the Female Breast

Again, in the next move the female breast can become
involved in the exploring and caressing in a pleasurable ten-
tative way not aimed at sexual arousal. In communicative
meaning, the attention to this particular zone of femininity
can express, €.g., appreciation, attractivity, invitation, plea-
sure, being welcome—once again mutual acceptance, not
reduced to sex appeal.

Third Step: Involvement of the Genitals

In this step, too, the coitus still remains banned, but now the
genitals can be included into the playful caressing. By now,
for the couple, there should be an understood difference
between “purposeful” sexual arousal (with one thing in
mind) and “random playfulness” on the level of body lan-
guage communication, so that exhilarating experiences can
be made without erection and/or orgasm. It is extremely
important that both partners take joint responsibility for
mutually satisfying intimacy (and therefore for example
direct the partner’s hand to the place they like to be caressed).
This promotes the most important goal of the therapy: inter-
nalization of the syndyastic dimension of sexuality.

Fourth Step: Teasing and Arousal

If the couple focuses on the topic of desire (which may be
present from the beginning), lust is also connected to the
dimension of attachment, because it arises on the basis of
mutual acceptance. This way it is easy to explain to the
patients that they can experience a syndyastic enhancement
of their passion respectively a sensual-orgastic enhancement
of their partnership. From a therapeutic point of view it is all
about connecting the dimension of desire with the syndyastic
dimension, meaning a changed view on and significance of
sexual arousal and desire.

Fifth Step: Non-demanding Coitus

The next step could add sexual intercourse, but still with the
intention of getting to know one’s own reaction better and to
make new experiences with the partner, in order to, for
instance, consciously experience the body language mes-
sages during the intercourse like in “slow motion,” stripping
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off anxieties, gaining security, etc. They have mutually
agreed to relax after penetration. So this non-demanding
intromission (sometimes termed “quiet vagina”) is not about
spontaneous complete coitus. This step can also be applied in
the treatment of orgasm praecox.

Sixth Step: Spontaneous, Whole Coitus

Here, the connection between the syndyastic system and the
system of desire should be so stable that it remains internal-
ized, even when not thinking about it all the time. Sexual
desire should now be consciously experienced in the context
of fulfilled fundamental needs and be therefore more inten-
sive and more intimate as a whole. Sex and love should no
longer be in any way separated in the partner, but be molded
into one. Only in this entity, desire can really develop freely,
as long as the communication is experienced as authentic.

As in classical sexual therapy, special techniques such as
“stop-start” or “squeeze” can be integrated into Syndyastic
Sexual Therapy, but need to be understood and utilized on
the basis of the treatment’s focal point, the attachment
dimension of sexuality. The woman might stimulate the
penis to near climax but would need the response from the
partner, in order to interrupt at the right moment; this only
works, if, on the basis of their relationship understanding,
she really feels involved and not just as being used like a
random physiotherapist.

Detailed Exploration

During this kind of work with the couple it is important right
from the start (as by the way also in the partnership) to pay
attention to details and nuances and particularly to the signifi-
cance it has for each individual of the couple. In addition to the
usual (macro-)anamnesis, there has to be the micro-anamnesis,
the inquiring into and asking for elaboration of the slightest
details: What exactly was that like? How did you experience
it? What exactly was normal about it, good or dreadful? What
did it mean to you in that situation/at that time?

In the—not so rare—case that the couple or one partner
does not adhere to the mutual agreement to abstain from
full sexual intercourse (or any other agreement), a micro-
anamnestic investigation is of special importance. Instead of
blaming or exhorting the couple, the therapist could ask:
What were the consequences of the broken agreement? How
did the partner feel? How did the evening continue? How
long did it take until the atmosphere was rectified? What
conclusions do you draw? Do you now understand what the
agreement to abstain from any intercourse is about? etc.

However, in some cases the “transgression” might be per-
fectly right, because coitus became syndyastically necessary,
but was leading to feelings of guilt on the part of the couple:
“We did not behave well.” Here, the therapy goal needs to be
positively emphasized: How did this happen? What were the
feelings leading to full sexual expression? What did this
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mean for your experiencing of intimacy? What overall effects
did it have? etc. (see section “Introduction,” Figure 7-1).

Doing this, it is not primarily about working through
“psychotherapeutic pathways,” it is about the “syndyastic
focus” on the violated (or fulfilled) elementary needs of
being acknowledged, desired and respected, feeling accepted,
trusting, experiencing closeness and being sheltered, etc.
Which of these needs have been frustrated and what kind of
significance have they obtained during the biography of this
person? At the same time the partner will be asked questions
like: Is that the way you saw it too? Are you agreeing cogni-
tively or emphatically? Were you aware of the significance
for your partner? Often, one partner (normally the man) uses
facts for argument, the other partner is on a level of feelings
and meanings, which results in them not really talking to
each other and the whole argument escalates.

In many cases, there will be uncontrollable disputes or,
e.g., long pauses where both partners are silent. These must
be given room and endured for the patient’s/couple’s con-
templation and thought tracking. There is, of course, the pos-
sibility of asking about their significance. In this case, own
ideas could indicate a diagnostic direction of the patient’s/
couple’s state of mind and could be, reflectively, offered as a
question (see frame below).

Perceiving One’s Own Feelings in the Context of the
Syndyastic Sexual Therapy

— consciously reflecting one’s own feelings instead of
(re-)acting in an unreflected spontaneous way

— can these feelings be clearly named, are they under-
standable or are they contradictory, vague, not
concrete?

— in what way are they “my own” feelings connected
closely to my own personality/life history/present
situation—and how far are they induced by the
patient/the couple and what might this reveal about
his/her/their situation?

After all, the consent to doing a session as a couple is in
itself a therapy contract, so decision-making should be given
thought, discussion, and time. After terminating a couple
therapy experienced as successful, the answer to the question
“what helped you most” was “the fact that you did not give
up on us.”

Case Reports

To explicitly integrate this communication approach into the
treatment of sexual disorders means to raise awareness
of a hitherto only implicit, but not sufficiently registered
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perspective, which therefore did not have the desired impact.
Almost all patients and/or couples seeking sexual therapy in
both authors’ clinical practice described the couple-, rela-
tionship-, and communication-centered approach as a fun-
damentally new, even revolutionary way of thinking and
experiencing. The approach has proven to be key to therapy
success; a success driven by emotional experiencing and
practice, rather than information and cognitive understand-
ing. It has proven useful to build on the most recent behav-
iors experienced and interpreted as positive by the couples,
i.e., to proceed from healthy and successful experience
instead of being deficit-oriented: “Now you are again talking
about what did not work out—where (and when) have you
been successful?”

Missing Orgasm

A couple, in the beginning of their 30s, suffering from the
woman’s anorgasmia for 8 years, experienced the new, self-
conceptualized practices and the learning and reorientation
process encouraged through therapy as follows: The hus-
band, who had hitherto insisted on daily sexual intercourse,
reported to now see sexuality “in a different light” and
became “as tender as possible.” This helped his wife, who
had strictly differentiated between love and sexuality before,
to overcome her anorgasmia through new experience rather
than pornographic films, as has unsuccessfully been tried
before. Consequently, she stated: “Now it is more like we are
sleeping together, while before it was just a sexual act.”
Because now “a new aspect was added and I am able to really
understand how this also has a deeper meaning,” she was
able to dedicate herself emotionally, at the same time experi-
encing more self confidence, (“because I felt that my hus-
band was concerned with me as a whole person”), security,
and freedom, “because like this, you make less mistakes and
there is less to lose.” Thereby, physical receptivity was
increased and the woman became capable of orgasm with her
husband. This change was achieved in the course of ten
appointments with the couple, where other aspects were
addressed as well, and where mutual understanding and
insight into the multilevel biographical specificities were
initiated.

With this new perspective of sexual communication—
proceeding from the concept by Masters and Johnson [27]
and practiced as Syndyastic Sexual Therapy for more than a
decade —the hitherto isolated “sex” can become a conscious,
twofold sensual and personal dialogue in a sexual way and
thereby gain an additional dimension of significance. At the
same time, sexuality is fully integrated into the couple rela-
tionship, reversing the split between sex and love. In the
positive event, the self-developed new experiences can lead
to holistic personal encounters in accordance with individual
needs and desires; in the negate event, they can lead to an
inevitable confrontation with the reality of the relationship.
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The syndyastic approach can lead to questioning fixed roles,
reduces anxieties and the pressure to perform, and hence
helps to restructure behaviors in the everyday partnership
and sexuality. A syndyastic perspective also facilitates the
reconciliation between shame and sexuality, disgust and sex-
uality, or religion and sexuality, thereby addressing potential
pathogenic disturbances. It can also help addressing prob-
lems of sexuality in old age, which usually do not result from
functional changes caused by age, but from social stigmati-
zation of sexuality during this life stage. A syndyastic
perspective could help to abandon irrational myths and pre-
conceptions about this life stage in favor of a more adequate
and human attitude and practice [28, 29].

Sexual Traumatization in Personal History

A 16-year-old middle school student, female, seems approxi-
mately 5 years older than her age, calm and considerate in
appearance, but not very emotionally responsive. She had
been in a relationship with a 20-year-old apprentice, whom
she referred to as her “prince” and whom she wanted to “start
a family” with. An increasingly serious problem was pain dur-
ing sexual intercourse (“feelings of pain when his penis enters
my vagina,” “lack of lubrication,” “nothing happens”). She
had never experienced an orgasm, nor had she tried self-
stimulation. She reported that her partner was worried (“You
get nothing out of it”’), which made her feel “uncomfortable.”

When inquiring about negative sexual experiences in her
biography, she reported to have been sexually abused several
times by her mother’s boyfriend at the age of ten (having to
stimulate him manually or orally until he reached climax).
He forced her to remain silent and threatened to leave her
mother and to withdraw his financial support of family (the
patient had two younger sisters). Shortly after, he left her
mother (“because of another woman”); the mother did not
only “mourn after him” but also “blocked” all intents to talk
about the sexual abuses, accusing her of “only trying to make
him look bad.” The patient had not told her boyfriend about
her experience, because she “felt embarrassed.”

The traumatization had not been therapeutically pro-
cessed. The first interview aimed to relieve the juvenile from
her experience and to strengthen the relationship with her
boyfriend as the first-time opportunity to (re-)fulfill her psy-
chosocial fundamental needs (for acceptance, security, etc.),
which had been frustrated by the abuse. It was explained how
this was the precondition for a pleasurable integration of the
body and the genitals into an intimate encounter with a loved
person. It was therefore recommended to ensure the boy-
friend’s support and tell him about her experience. After
doing so, the boyfriend was involved in the appointments
(altogether 5), which proved to be useful. Because he felt an
authentic affection for the patient (“she is perfect for me”),
they were able to build up confidence in the success of the
relationship, in which she would not feel used any more, but
accepted and loved.
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As can be seen from the case example, the development
of a sexual function disorder can be closely related with
experiences of sexual abuse. Therefore, it is necessary not to
avoid this topic during treatment, but to address it carefully,
for example by the question whether the patient ever had any
sexual experiences in her life (thereby explicitly mentioning
childhood, as childhood is often taken to be the “non-sexual
part” of life) which she perceived as uncomfortable or
embarrassing, which happened against her will, and
which she was unable or unwilling to talk about so far.
The communication-oriented approach to human sexuality
encourages patients to include potential experiences of abuse
into the couple therapy, even, and especially, if they had been
kept secret from the partner. Thereby, the relationship can be
used as a valuable resource to overcome the effects of dis-
tressing experience. Again, the syndyastic focus is helpful,
because most people can be encouraged to open up towards
addressing their fundamental needs.

The Syndyastic Sexual Therapy served to carry the prob-
lematic beyond the functional aspect of sexuality. A more
detailed engagement with the individual life and learning
history and with partnership problems is the precondition for
this new “sexual world view.” Potential resistance, which
would usually be activated with the first practical therapy
steps, can thereby be identified and tackled beforehand,
whereas patients/couples should define the speed of progress
themselves. However, it is important to encourage concrete
changes from the very beginning of the therapy, while at the
same time not losing sight of the new meaning of sexuality.
From our therapeutic experience, the couple can gain consid-
erably regarding the profundity of experiencing and saluto-
genic effectiveness: “Our whole life has changed!”

Treatment of Sexual Preference Disorders

According to DSM-5, a diagnosis of a sexual preference dis-
order (paraphilia) is only possible if the individual suffers
from his/her paraphilic inclination or if this inclination has
lead to impairments in important social or professional fields,
or, in the case of paraphilias potentially endangering others
(e.g., a pedophilic inclination), if the individual has acted
according to these endangering impulses (independent of
potential psychological distress). Only in these cases a para-
philic disorder is diagnosed; otherwise, it is considered only
being a paraphilia which is not causing disease and needs no
diagnostic classification.

The human sexual preference structure manifests on three
axes (see section “Assessment of the Sexual Disorder”), is
constituted during adolescence, and thereafter remains stable
over lifetime in its fundamental characteristics. This also
involves the unchangeability of specific sexual preferences,
which equally manifest during adolescence and which can
partly (non-exclusive type) or entirely (exclusive type)
characterize the sexual preference structure (see [3]).
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FIGURE 7-4. Spectrum of
sexual preference and sexual
behavior disorders.

TaBLE 7-3. Disorders of sexual preference/paraphilic disorders by
ICD-10/DSM-5

ICD-10: disorders of sexual
preference

F65.0 Fetishism

F65.1 Transvestic fetishism
F65.2 Exhibitionism

F65.3 Voyeurism

F65.4 Pedophilia

F65.5 Sadomasochism

DSM-5: paraphilic disorders
302.81 Fetishistic disorder
302.3 Transvestic disorder
302.4 Exhibitionistic disorder
302.82 Voyeuristic disorder
302.2 Pedophilic disorder
302.83 Sexual masochism
disorder

302.84 Sexual sadism disorder
302.89 Frotteuristic disorder

F65.6 Multiple disorders of sexual

preference
F65.8 Other disorders of sexual 302.89 Other specified paraphilic
preference disorder

F65.9 Sexual disorder not otherwise
specified

302.9 Unspecified paraphilic
disorder

Table 7-3 gives an overview of the most important disorders
of sexual preference/paraphilic disorders according to ICD-
10 [12]/DSM-5 [13].

Sexual preference disorders need to be differentiated
from sexual behavior disorders. The latter involve intended
or carried out sexual acts in front of or passively or actively
involving children [the so-called “pedo-sexual acts”; in
criminal law: “child sexual abuse (CSA)”], prepubescent or
pubescent minors, or other persons unable to consent to these
sexual acts. If these acts can be attributed to acting out cer-
tain paraphilias, they are considered acts of inclination; if
they are related to a different primary problem, they can be
understood as substitute acts, compensating the actually
desired sexual interaction with an adult and consenting part-
ner, which is not obtainable in a socially acceptable manner.
For sexological diagnosis this implies that disorders of sex-
ual preference and sexual behavior have to be well differenti-
ated and not confused, or even equated.

Figure 7-4 shows that within the whole spectrum of para-
philias, the dominant part is not related to sexually abusive
behavior (dissexuality). Conversely, dissexuality usually does
not date from a sexual preference disorder. In simple terms:

Sexual preference

disorders (Dissexuality)
« S NOT
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Sexual behavior disorders

officially known

i)

Mo =
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The majority of men with a sexual preference disorder are not
dissexual, and the majority of men with a sexual behavior dis-
order are not paraphilic. In addition, only a small part of dis-
sexual behavior is committed in the “Hellfeld” (i.e., cases that
are legally registered), whereas most cases remain undetected
by legal authorities in the “Dunkelfeld” (literally “dark field”),
yet playing an important role in everyday clinical practice.

The treatment of sexual disorders that can immediately
involve the endangerment of others, e.g., pedophilia or sex-
ual sadism, entails specific therapeutic responsibilities. It is
assumed that a person is not responsible for his/her sexual
preference, but the resulting sexual behavior. Hence, the
presence of a pedophilic preference demands a life-time
sexual self-regulation and behavioral control, whereas the
development of appropriate coping strategies is often com-
plicated by the fear of social stigmatization (see [30]). During
the last 10 years, primary prevention therapy programs have
been developed to address these issues. These programs aim
at adults (see [31, 32]), and, more recently, also at juveniles
(see [33]), and have proven successful.

Based on a multidimensional understanding of sexuality
(dimensions of desire, reproduction and attachment; see
section “The Three Dimensions of Sexuality”), it needs to
be taken into account that individuals with a pedophilic
preference pursue fulfillment in the dimension of attach-
ment with a child as a partner. It is therefore necessary to
support the fulfillment of these emotionally stabilizing fac-
tors by establishing alternative relationships. For that pur-
pose, the Berlin Dissexuality Therapy [34] was developed as
a treatment program aiming to increase self-efficacy and
behavioral control (including sexual fantasies and interests);
to substitute emotion- and avoidance-oriented sexualized
coping strategies by more adequate behaviors; to strengthen
social functioning (by focusing on the dimension of attach-
ment); to decrease offense-supportive attitudes and behav-
iors; and to increase empathy with children involved in CSA
to prevent further child sexual abuse and the use of child
abuse images (see [35]).

A biopsychosocial approach also includes pharmacolo-
gical therapy options. In clinical practice, three groups of
medications are important, which differ in pharmacological
mechanism [36]:
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Selective Serotonin-Reuptake-Inhibitors (SSRI)

Applied for the treatment of sexual impulsivity, SSRI was
found to decrease sexual impulses [37, 38]. The medical
effect of a decrease in sexual appetence, usually an unde-
sirable adverse drug reaction in other indications, might
contribute to the effectiveness of SSRI. The influence of
SSRI on sexual experiencing and behavior is well docu-
mented [39] and it is applied regularly (see [40]).

Antiandrogenic Medications (CPA
and GnRH-Analog)

The antiandrogen cyproterone acetate (CPA) blocks receptors
for testosterone in the organs, leading to a strong reduction
of sexual fantasies and behavior [41]. The administration of
gonadotropin-releasing hormone analog (GnRH-Analog)
reduces the endogenous production of testosterone in the testi-
cles via the brain areas in control of hormone production, result-
ing in a significant decrease in sexual urges and behavior.

Opioid Antagonists

In promising case reports [42-44] it was shown that
Naltrexon improved the controllability of sexual urges.
Hypothetically, this is indirectly related to the influencing of
the dopaminergic reward system. So far, the medication is
only applied as an individual curative trial, yet with a favor-
able side-effect profile.

The medication described above can help to reduce sexual
impulses and fantasies and can complement psychotherapeu-
tic interventions [36, 45, 46]. The overall aim is for patients
to accept their sexual preferences (“accepting what is””) and
to assume responsibility for their sexual behavior. By now,
the prevention network “Do not become an offender!” has
opened 11 project offices all over Germany, offering preven-
tive therapy to individuals with a pedophilic disorder accord-
ing to defined quality standards, which includes specialized
competence in diagnostics and therapy of sexual disorders
(see [35)).

Excursus: Syndyastic Sexual Therapy
with Patients Suffering from Disorders
of Sexual Preference and Without
Potential Harm for Others

Clinical experience shows that disorders of sexual prefer-
ence can often lead to disorders of sexual relationship. In the
end, it depends on the question of whether or not the partner
would be able to accept these and be able to cope, if fantasy
contents were made known to him/her—even, if their execu-
tion were not intended. Such uncertainties have the power of
destabilizing the syndyastic system so severely that
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relationships are very difficult to enter into or they put exist-
ing ones at great risk (see section “Treatment of Sexual
Preference Disorders”). If, however, a partnership does exist
and both partners have an authentic interest in a mutual per-
spective, the Syndyastic Sexual Therapy can be effectual in
improving partnership contentment. The following 4 factors
are crucial:

1. The proportion of the paraphilic pattern in relation to the
sexual preference structure.
It makes a big difference whether the paraphilic experi-
ence affects the whole sexual preference structure, or
whether there might be other, non-paraphilic parts, which
can be acted out with the partner. For example, in the case
of an exclusive masochistic inclination, in which a (gyne-
philically orientated) man, in order to get sexually
aroused, exclusively fantasizes scenes in which he is
mutilated by his (female) partner, then there is no way for
him to build up a comparable sexually arousing situation
any other way with his partner. This, again, would very
likely lead to disorders of sexual function and would bur-
den the partnership severely, if the partner were kept in
the dark and she were not able to understand why there
were such difficulties in sexual communication.

2. Sexual function disorders emerging additionally.
Just as every disorder of sexual function can be a symptom
of another disease (e.g., a disorder of orgasm in multiple
sclerosis), there is always the possibility that it might be
caused by a paraphilia—precisely because the individual
involved does not want to further burden the partnership
with his paraphilic stimulus, making him insecure in inti-
mate contact because he fears that the emergence of para-
philic fantasy images would keep him away from his
partner, while all he wants is to be close. On the other
hand, a functional disorder (e.g., an erectile disorder) is a
visually obvious symptom for the partner and generally
both partners communicate a wish to change this situation,
so that here would be a starting point regarding the thera-
peutic work, keeping in mind that the explanation about
the connection with the feelings of paraphilic experience
in itself is an important step within the therapy context.

3. The significance of the paraphilic stimulus within
self-experience.
The fact that an attachment to the paraphilic stimulus can
exist (as, e.g., in the case of a fetishistic inclination),
affecting the syndyastic experience in such a way that in
contact with the stimulus, not only sexually arousing but
also psycho-emotionally stabilizing feelings (comparable
to those in attachment to another person) are experienced,
makes a clear statement concerning the limits of thera-
peutic intervention. This applies when the attachment to
the paraphilic stimulus (e.g., a fetish) has the same or
greater significance for the individual as the attachment to
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a real partner. An especially extreme example for this is
the so-called “Cannibal from Rothenburg” whose feelings
of attachment were constricted in such a way that he could
only experience real “love” toward another person, when
this other person was inside of him, whereas other forms
of sexual fulfillment were not available, at least not in
regard to the desired attachmentexperience. Diagnostically
this meant a special form of fetishistic orientation (namely
toward male flesh; DSM-5: 302.81; ICD-10: 65.0) with-
out any further psychopathological disorders (see [47, 48]).
However, clinical experience has shown that particularly
in fetishistic preference patterns (e.g., diaper fetishism)
the attachment toward the fetish is so strong that a real
partner has little chance to reach this level of significance,
so that, from the beginning, there certainly are limits con-
cerning couple-centered intervention.
4. Ability of self-retraction.

The significance of the paraphilic pattern in self-experi-
ence is not the only therapeutically limiting factor (see
above), but also—however, in no way coincident— the
ability of self-retraction with regard to the partnership is
an issue: In the case of an exclusively paraphilic pattern
(e.g., sadism with exclusive and not acceptable stimulus-
enhancing content, involving injury or mutilation of the
partner) it may be of importance for the individual
involved, to aim at improvement of the attachment con-
tentedness, because for him it may be a resource of life
quality which he wants to make use of within a function-
ing partnership. From a clinical point of view it is striking
that this criterion is often found in women with an exclu-
sive type of paraphilia (e.g., a sexual masochism), who
much more often emphasize the syndyastic function level
in comparison to the dimension of desire. Without doubt
there are also women with paraphilias, in whom this is
not so, but this is more seldom the case than in men.
Additionally, an important motivational factor in this
context—for men as well—is a feeling of responsibility
for existing (or planned) mutual children (see [49]).

Treatment of Gender Identity Disorders/Gender
Dysphoria

This field of indication involves insecurities, irritations, and
paresthesia regarding the individual gender identity, sub-
sumed under the category “gender dysphoria” in the current
Diagnostic and Statistical Manual of Mental Disorders by
the American Psychiatric Association (DSM-5; see [13]), or,
respectively, under “Gender Identity Disorders” in the cur-
rent International Classification System of the World Health
Organization (ICD-10; see [12]).

Of clinical relevance is an individual’s subjective
feeling not to belong to the gender they were assigned at
birth, the feeling to have to live in the “wrong” body
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(resulting in the wish to change this condition), and a feel-
ing of unease with the assigned gender. The diagnostic cat-
egory comprises different grades and manifestations,
which can have different backgrounds, requiring different
treatments. This does not apply to a temporary unease with
the birth gender, discontent and insecurity concerning the
individual gender role, cosmetic or other needs for body-
altering measures.

Individuals with gender identity disorders usually receive
a specialized psychotherapeutic treatment. The therapy goal
is not to “combat” or “reverse” the wish to change one’s gen-
der, but solely to offer these persons a strategy for tackling
their own gender identity insecurity over a long period of
time and with an open outcome. At the same time, therapeu-
tic guidance allows the patient to test real-life conditions in
the desired gender in all social fields (the so-called “real-life
test” —however, this does not mean the “testing” of the
person, but the person “tests” him- or herself in everyday
life, gaining experience in the desired gender role; see [50]).
With skilled counseling and advice the patient is able to
understand and process the developing impressions, experi-
ences, and feelings. The central and difficult task for further
diagnoses is to adequately estimate the given unease with the
birth gender and perceived belonging to the other gender in
the context of the individual development for each singular
case. In this regard, it is of interest how the concerned person
has implemented his/her wish to belong to the other gender
in real life to the present point, which difficulties were
encountered, and how they were processed.

In many cases, concerned persons have very concrete
ideas and aims regarding future proceedings, therefore
quickly feeling impeded by the health system. When the self-
attributed diagnosis of “transsexuality” is perceived as abso-
lutely central, it can result in the tendency to avoid dealing
with individual developmental aspects. However, it is indis-
pensable for the diagnostic-therapeutic process to come to
terms with the physical gender development, as it is neces-
sary to reconstruct the development of the gender identity —
always against the background of the general personality
development (see [51]).

The strongest and irreversible form of gender identity dis-
order is described as transsexuality. These cases involve a
lifelong persisting, irreversible disintegration of one’s own
gendered body feeling, which is usually treated with cross-
gender hormone medication and in some cases with
sex-reassignment surgery, along with the necessary psycho-
therapeutic support. This procedure is internationally recog-
nized within sexual medicine (see [52, 53]).

In non-transsexual manifestations of gender dysphoria,
body-altering measures (hormones, surgery) are usually not
indicated; the priority is on psychotherapy accompanying
attainment of a suitable identity. In biological adult men,
transvestic fetishism is one of the most important and
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frequent differential diagnoses; in biological women it is a
not integrated (ego-dystonic) homosexual orientation.
Moreover, personality disorders are of particular clinical rel-
evance. Complicating the assessment process, they may
explain the problems of gender identity (e.g., a borderline
personality disorder), but can also be found additionally.

Sexuality and Partnership in the Elderly

Particularly in older age with its various burdens, general
changes and losses, not least the imminence of life’s end,
signals of love and caring, esteem, concern, closeness and
security—also in the nonverbal language of sexuality —are
more than ever vital and directly responsible for feelings of
self-respect and self-esteem, attitude to meaning of life and
happiness. Accordingly, the grounds for relationships in
older men and women can be the desire of not wanting to be
alone, living love and companionship, caring and being
cared for, with or without sexuality, living apart or together,
having a long-term partnership or marriage, or affairs with
different partners—all kinds of relationship modes are pos-
sible and practiced in reality [54]. Limitations are set, most
of all, by the unequal ratio of women to men. Biopsy-
chosocially based sexual medicine wants to feature the salu-
togenic potential of a communicative sexuality and to keep it
available for a lifetime, making it necessary to also work on
questions concerning sexuality during older age.

This is even more important, seeing that the subject of
sexual life in the elderly undergoes stronger taboos than the
demographic development and sexological facts might
imply: People do not only grow older, but they are fit and
healthy far longer, keeping their sexual interests and fanta-
sies awake (but old prejudices and educational encumbrances
may also remain active). Sexual functions generally age
slower than other physical functions.

Basically it can be said that there is no such thing as old-
age sexuality. Every individual remains a sexual being and
grows old with his or her lifelong mode of sexuality, regard-
less of his or her sexual orientation: A person who has been
living a fulfilled sexual life will want to keep it that way, for
others, age could be a welcome excuse to put an end to this
chapter in life as soon as possible.

Wherever possible and desired, sexual activity (within a
partnership and/or autoerotic) remains a part of life into old
age (empirically, at any age, coitus and masturbation
are more frequent in men). There are, however, “normal”
age-related changes as well as effects in the case of
comorbidity: In men, sexual reaction usually gradually
becomes slower and weaker.
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The amount of seminal fluid and the intensity of sexual
feeling decreases. Erections may be less strong and not as
long lasting, the nightly and morning spontaneous erections
may decrease, refractory time may be prolonged. This would
make stronger and more direct stimulation necessary. Despite
the gradual hormonal conversion (in contrast to women),
sexual functions in men are more inclined to disturbances
than in the aging women and their self-confidence is (too)
closely linked to their “potency.” In both genders, sexual
activity has a positive influence on the functions: “Use it or
lose it” was a key phrase by Masters and Johnson [27]
regarding sexuality in older age.

Women experience a drastic hormonal conversion during
their menopause and the end of fertility with consequences
on body image (relocation of fat distribution) and question-
ing their self-esteem (still attractive and loved?). It may
come to problems such as decrease of vaginal elasticity (per-
haps irritable bladder and correlated problems during coitus),
atrophy of the vaginal tissue, lack of lubrication fluid, less
orgastic contractions as well as changes in skin and general
sensitivity in the breast and an altogether slowing down of
the sexual reaction, making a longer duration of coitus nec-
essary. Such changes may result in hypoactive sexual desire
disorders, disorders of sexual arousal, dyspareunia, and dis-
orders of sexual orgasm. Desire, arousal and orgastic capa-
bility are influenced more by psychosocial partnership
factors than by hormonal conditions. At the same time, dis-
orders may take place in the older person of the partnership,
so that sexual activity in the couple is reduced. In any case,
talks with both partners and within the couple or, in the case
of a single person, with this individual, to avoid misinterpre-
tations of situations are extremely important [women tend to
blame themselves, men believe not to be a good lover
without full erectile function, both retreat from the
partner(-ship)].

Reaching a certain age does, however, also offer new
chances for an active sexual life, e.g., larger amount of
freedom in life organization and a greater amount of inti-
macy through long years of closeness, more spontaneity
due to lack of contraception or fear of pregnancy, longer
coitus duration before orgasm, vitalization of the cardio-
vascular system, activation of the “syndyastic system”
(hormone/neurotransmitter release), prevention of atrophic
processes, strengthening of the immune system, general
biosocial harmonization and “well-being” as a lifestyle
reality.

It is more of academic interest, whether or not these
statements can be objectified. According to the Masters and
Johnson sentence “use it or lose it” there is some credibility



7. Biopsychosocial Treatment of Sexual Dysfunctions

Case Report 2
A Brief Sexological Counseling with a Couple Aged

70 and 72
A vital, fit-looking couple with silver hair visits the
urological outpatient department in order to have the
vacuum pump explained to them. The man speaks
about the loss of his potency (meaning, in fact, erec-
tion capability) 2 years before, probably in connection
with his heart disease. According to the surgeon the
corporacavernosa of the penis “were damaged.”

Some months later, he has heart transplantation sur-
gery and is released to go home 4 weeks later. Erection
capability does not return within the following 2 years,
he does, however, now and again perceive slight erec-
tions during the night time and in the mornings.
Sometimes, with manual help by his wife, these would
enable coitus lying on the side. Implantation of a penis
prosthesis does not come into consideration due to the
ongoing immune suppressive therapy.

The couple has a very positive attitude towards sex-
uality, is keen on a mutual sexual life, the wife as much
as the husband, and both claim not to have any other
problems within the partnership. They consider sexu-
ality as a passionate form of communication, both
radiating optimism and happiness. Issues concerning
sexuality after heart transplantation surgery are dis-
cussed, the significance of sexual communication
emphasized and on this basis the vacuum pump and its
working mechanisms and capabilities are explained
and demonstrated.

It is known from literature that long-term use of the
device (in approx. 25 %) may have positive effects
on returning erection capability and actually, a certain
training effect could take place. Both partners can
come to terms with the idea of utilizing the device, the
wife would help “hands on,” they would purchase it
and report their experience by telephone.

After 8 weeks the husband calls to say that he has
been using the device for 5 weeks, 15-20 min daily for
training purposes and that he is quite satisfied with it.
He wants to “train my penis” without involving the
penis ring and explains cheerfully that the nightly and
morning erections are completely restored to their pre-
vious state. During spontaneous sexuality they find the
device interfering, so his wife stimulates him manually
and intercourse takes place in the described manner
(lying on the side) and he already has a feeling of
steady improvement. His report sounds very enthusias-
tic and motivated—the couple is satisfied with this
solution.
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in that and the psychosocial effect of daily “penile training
sessions” in favor of the own as well as the mutual sexuality
is definitely not to be underestimated.

Integration of Somatic Therapy Options

The integration of somatic options within sexual therapy
complies with the biopsychosocial character of sexual dys-
functions [55, 56]. It often makes less invasive somatic inter-
ventions necessary, but could shorten the time period of
sexual therapy and improve the compliance and the progno-
sis of all treatment approaches. It is hardly, however, ever
conducted in practice [57]. As in all therapy methods, a com-
bined approach can come up with problems as well as
chances. Involvement of somatic options may produce the
following problems:

— the patient/the couple might mistake the use of a medica-
tion as an uncomplicated “rapid repair” method, which
would

— paralyze the self-healing qualities of the couple and could

— reduce the motivation to tackle personal or partnership
problems.

On the positive side, a combined approach

— improves effectiveness and prognosis of the treatment in
many patients;

— conveys to the patient that the therapist takes his worries,
often fixated on somatic causes, seriously;

— enables establishment of an initial working bond and

— in the sense of taking the patient seriously meeting him
“from where he is standing” and by this means opening
up an approach also to the psychosocial side of things.

Particularly in male patients, practical clinical work in
sexual medicine often means having to lead the patient—
who usually takes it for granted that his problem is related to
physical causes—to understand the psychological burden
and partnership-relevant angles and to convince him of the
biopsychosocial concept of sexuality [58].

This can only succeed (or succeed much better) if the
therapist is well-informed about the advantages and disad-
vantages of medical treatment options (which are—in the
sense of the method proclaimed here—an acclaimed part of
sexual therapy), discusses them with the patient signalizing
readiness to try certain methods, if the examination findings
suggest this and the patient agrees to go along with this
approach. If the therapist succeeds in conveying to the patient
that it is not about “withholding” certain somatic options
such as self-injection or oral medication, but that he is trying
to find out their possibilities and their limits, particularly
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TABLE 7-4. Medication as a possible option in sexological treatment

K.M. Beier and K.K. Loewit

Symptoms which may make

Substance Application Mechanism of action further medication necessary
Yohimbine Oral Central alpha-2 antagonist, enforces Erection disorder (no effect in

erection benefit ED with somatic correlation)
Sildenafil, vardenafil, tadalafil Oral Selective PDE-5-inhibitor, relaxes Erection disorder

Intracavernous injection therapy
(SKAT), transurethral (MUSE)

Lidocaine, Prilocaine Local (glans penis)

Fluoxetine, sertraline, paroxetine, ~ Oral
dapoxetine
Testosterone Oral, transcutaneous, intramuscular

smooth cavernous muscle tissue by
inhibiting the c-GMP-reduction
Prostanoid, leads to relaxation of
smooth muscle tissue

Erection disorder

Locally anesthetizing, diminishes
arousal of the penis

Premature orgasm

Serotonine re-uptake inhibitor,
stimulation of sexually attenuating
central serotonine receptors

Premature orgasm

Central, stimulates the T-synthesis,
release and storage of proerectile
neurotransmitters (oxytocin, dopamine,
NO), testosterone deprivation leads to
apoptosis of the smooth cavernous
muscle tissue

Substantiated hypogonadism
with effects on appetence and
erection

SKAT intracavernous injection therapy, MUSE medicated urethral system for erection, NO nitric oxide, T testosterone, ED erectile disorder.
[Reprinted from Résing D, Klebingat KJ, Berberich HJ, Bosinski HAG, Loewit KK, Beier KM. MEDIZIN Ubersichtsarbeit-Sexualstérungen des Mannes
Diagnostik und Therapie aus sexualmedizinisch-interdisziplinirer Sicht. Dtsch Arztebl. 2009;106(50):821-8. With permission from Deutsches Arzteblatt].

with reference to the couple relationship. This way an accept-
able working bond can be developed, allowing work on the
psychological effects as well as the partnership problems
(Table 7-4).

Outlook for the Future of (Intimate)
Relationships

As far as the future of intimate relationships is concerned, we
may definitely, in possession of our knowledge on the evolu-
tion of the “socially organized mammal,” take for granted
that the longing for attachment and relationship will be, as in
the past, much stronger and more durable than the varying
tides of time. Intimate relationship does, however, need car-
ing for and, if necessary, a helping hand, because the gulf
between the longing for a functioning partnership and mak-
ing it work is widening, following the process of individual-
ization having been promoted by the so-called “post-modern
times” of our day and age. Alone the high geographical flex-
ibility taken for granted concerning the place of work may
put tight limitations on the taking up, cultivation and con-
tinuation of intimate partnerships.

This is where sexual medicine has its preventive task in
supporting sexual health and its specific therapeutic task

where it is necessary to regain sexual health. In this context,
the Syndyastic Sexual Therapy conducts a methodical focus,
which is quite different from all other sex therapy approaches:
For example, Schnarch [59, 60] and also Clement [61] con-
centrate on the dimension of sexual desire, most likely meet-
ing the (still undifferentiated) expectations of most patients.
All this may be an appealing prospect (and promotional at
that), but cannot reach the fundamental variable for the
development of desire: the attachment dimension of
sexuality.

Indeed, particularly Schnarch, emphasizes its particular sig-
nificance, but only to—in the long run—regard it as a vehicle to
enhance desire. In Syndyastic Sexual Therapy it is exactly the
other way around: The dimension of attachment is therapeuti-
cally focused on in the first place, then differentiates the condi-
tions and issues concerning intimacy, as does Schnarch, as well,
thus creating a common basis for mutual sexually arousing
experiences. This construction is all the more necessary,
because for many partners desire and relationship are (at least to
begin with) two different realms of experience, connecting
gradually during therapy progress and—at its best—evolving
into an encompassing experience of lust, when “orgastic” and
“attachment” desire blend together. The widespread dualism or
opposition of “sex” and “love” is radically (literally from the
roots) revoked by the Syndyastic Sexual Therapy, thus restoring
the longed for unity of “desire and attachment.”



7. Biopsychosocial Treatment of Sexual Dysfunctions

References

1.

2.

10.
11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Engel GL. The need for a new medical model: a challenge for
biomedicine. Science. 1977;196:129-36.

Beier KM, Loewit KK. Lust in Beziehung. Einfiihrung in die
Syndyastische Sexualtherapie. Heidelberg: Springer; 2004.

. Beier KM, Bosinski HAG, Loewit KK. Sexualmedizin. 2. Aufl ed.

Elsevier Urban & Fischer: Miinchen; 2005.

. Wickler W. Sind wir Siinder? Naturgesetze der Ehe. Miinchen:

Droemer; 1969.

. Wickler W, Seibt U. Minnlich, Weiblich. Der groie Unterschied

und seine Folgen. Miinchen: Piper; 1984.

. Watzlawick P, Beavin JH, Jackson DD. Menschliche Kommu-

nikation. Bern: Huber; 1969.

. McCabe M, Althof SE, Assalian P, Chevret-Measson M, Leiblum

SR, Simonelli C, et al. Psychological and interpersonal dimensions
of sexual function and dysfunction. J Sex Med. 2010;7(1 pt
2):327-36.

. Althof SE, Leiblum SR, Chevret-Measson M, Hartmann U, Levine

SB, McCabe M, et al. Original research—psychology: psychologi-
cal and interpersonal dimensions of sexual function and dysfunc-
tion. J Sex Med. 2005;2(6):793-800.

. Carvalho J, Nobre P. Biopsychosocial determinants of men’s sex-

ual desire: testing an J Sex Med.
2011;8(3):754-63.

Loewit KK. Die Sprache der Sexualitit. Frankfurt: Fischer; 1992.
Kleinplatz PJ, Ménard AD. Building blocks toward optimal sexual-
ity: constructing a conceptual model. Fam J. 2007;15:72-8.

World Health Organization. ICD-10: international statistical clas-
sification of diseases and health related problems. 10th Revision
(ICD-10). Volume IIT Alphabetical Index; 1993.

American Psychiatric Association. Diagnostic and statistical man-
ual of mental disorders. 5th ed. (DSM-5). Washington, DC: APA-
Press; 2013.

Egle UT, Hoffmann SO, Steffens M. Psychosoziale Risiko- und
Schutzfaktoren in Kindheit und Jugend als Prédisposition fiir
psychische Stérungen im Erwachsenenalter. Nervenarzt. 1997;68:
683-95.

Wesiack W. Psychosomatische Medizin in der &rztlichen Praxis.
Miinchen: Urban & Schwarzenberg; 1984.

Vincent CE. Human sexuality in medical education and practice.
Springfield: Thomas; 1964.

Buddeberg C. Sexualberatung. Eine Einfiihrung fiir Arzte,
Psychotherapeuten und Familienberater. 3rd ed. Stuttgart: Enke;
1996.

Zettl S, Hartlapp J. Sexualstérungen durch Krankheit und
Therapie. Ein Kompendium fiir die arztliche Praxis. Berlin:
Springer; 1997.

Frohlich G. Psychosomatik minnlicher Sexualitit. Sexuologie.
1998;5(4):203-11.

Rosing D, Klebingat KJ, Berberich HJ, Bosinski HAG, Loewit KK,
Beier KM. Sexualstérungen des Mannes Diagnostik und Therapie
aus sexualmedizinisch-interdisziplindrer Sicht. Dtsch Arztebl.
2009;106(50):821-8.

Balint, M. Der Arzt, sein Patient und die Krankheit. Stuttgart: Klett;
1957.

Balint M. Forschung in der Psychotherapie. Fiinf Minuten pro
Patient. Suhrkamp: Frankfurt; 1975.

Loewit KK. Sexualmedizin und Balintarbeit.
2005;12:67-70.

Herkommer K, Niespodziany S, Zorn C, Gschwend JE, Volkmer
BG. Versorgung der erektilen Dysfunktion nach radikaler
Prostatektomie in Deutschland. Urologe. 2006;45(3):336-42.

integrative model.

Sexuologie.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

119

Rosing D, Berberich HJ. Krankheits-und behandlungsbedingte
Sexualstorungen nach radikaler Prostatektomie. Der Urologe A.
2004;43(3):291-5.

Deneke FW. Psychische Struktur und Gehirn. Die Gestaltung sub-
jektiver Wirklichkeiten. Stuttgart/New York: Schattauer; 1999.
Masters WH, Johnson VE. Human sexual response. Boston: Little,
Brown & Co.; 1966.

Scheingold LD, Seiz-Hauser A, Wagner NN. Herz,Alter, Sexualitit;
medizinische Aspekte der zweiten Lebenshilfte. Wiesbaden: Verlag
Medical Tribune; 1976.

Giesen RM, Schuhmann G. An der Front des Patriarchats.
Bensheim: Piad-Extra; 1980.

Jahnke S, Imhoff R, Hoyer J. Stigmatization of people with pedo-
philia: two comparative surveys. Arch Sex Behav. 2015;44(1):21-34.
Beier KM, Ahlers CJ, Goecker D, Neutze J, Mundt IA, Hupp E, et al.
Can pedophiles be reached for primary prevention of child sexual
abuse? First results of the Berlin Prevention Project Dunkelfeld
(PPD). J Forens Psychiatry Psychol. 2009;20(6):851-67.

Beier KM, Grundmann D, Kuhle LF, Scherner G, Konrad A,
Amelung T. The German Dunkelfeld Project: a pilot study to pre-
vent child sexual abuse and the use of child abusive images. J Sex
Med. 2015;12(2):529-42.

Beier KM, Oezdemir UC, Schlinzig E, Groll A, Hupp E,
Hellenschmidt T. Just dreaming of them: the Berlin project of pri-
mary prevention of child abuse by Juveniles (PPJ). Child Abuse
Negl. 2016;52:1-10.

Berliner Institut fiir Sexualwissenschaft und Sexualmedizin.
BEDIT—the Berlin dissexuality therapy program. Weimar:
Gutenberg; 2013.

Scherner G, Konrad A, Grundmann D. Diagnostik im Priven-
tionsprojekt Dunkelfeld. Sexuologie. 2015;22(3-4):165-74.

Hill A, Briken P, Kraus C, Strohm K, Berner W. Differential phar-
macological treatment of paraphilias and sex offenders. Int
J Offender Ther Comp Criminol. 2003;47(4):407-21.

Greenberg DM, Bradford JM, Curry S, O’Rourke A. A comparison
of treatment of paraphilias with three serotonin reuptake inhibitors:
a retrospective study. J Am Acad Psychiatry Law. 1996;24(4):
525-32.

Greenberg DM, Bradford JM. Treatment of the paraphilic disor-
ders: a review of the role of the selective serotonin reuptake inhibi-
tors. Sex Abuse. 1997;9(4):349-60.

Guay DR. Drug treatment of paraphilic and nonparaphilic sexual
disorders. Clin Ther. 2009;31(1):1-31.

Thibaut F, Barra FDL, Gordon H, Cosyns P, Bradford JM. The
World Federation of Societies of Biological Psychiatry (WFSBP)
guidelines for the biological treatment of paraphilias. World J Biol
Psychiatry. 2010;11(4):604-55.

Bradford JM, Pawlak A. Effects of cyproterone acetate on sexual
arousal patterns of pedophiles. Arch Sex Behav. 1993;22(6):
629-41.

Raymond NC, Grant JE, Kim SW, Coleman E. Treatment of compul-
sive sexual behaviour with naltrexone and serotonin reuptake inhibi-
tors: two case studies. Int Clin Psychopharmacol. 2002;17(4):201-5.
Raymond NC, Grant JE, Coleman E. Augmentation with naltrex-
one to treat compulsive sexual behavior: a case series. Ann Clin
Psychiatry. 2010;22(1):55-62.

Ryback RS. Naltrexone in the treatment of adolescent sexual
offenders. J Clin Psychiatry. 2004;65(7):982-6.

Berner W (Ed). Sexualstraftiter behandeln: mit Psychotherapie und
Medikamenten. Berlin: Deutscher Arzteverlag; 2007.

Beier KM, Amelung T, Pauls A. Antiandrogen therapy as part of the
prevention of child sexual abuse in the “Dunkelfeld”. Forens
Psychiatr Psychol Kriminol. 2010;4(1):49.



120

47.

48.

49.

50.

S1.

52.

53.

54.

Beier KM. Sexueller Kannibalismus. Miinchen, Jena: Elsevier,
Urban & Fischer; 2007.

Beier KM. Comment on Pfifflin’s (2008) “good enough to eat”.
Arch Sex Behav. 2009;38(2):164-5.

Beier KM. Sexuelle Priferenzstérungen und Bindungsprobleme.
Sexuologie. 2010;17(1-2):24-31.

Becker S, Bosinski HA, Clement U, Eicher W, Goerlich TM,
Hartmann U, et al. Standards der Behandlung und Begutachtung
von Transsexuellen. Sexuologie. 1997;4:130-8.

Becker S. Transsexualitit— Geschlechtsidentitétsstorungen— Ges-
chlechtsdysphorie. Diagnostik, Psychotherapie und Indikation zur
somatischen Behandlung. HIV&More. 2012;2:26-35.

Coleman E, Bockting W, Botzer M, Cohen-Kettenis P, DeCuypere
G, Feldman J, et al. Standards of care for the health of transsexual,
transgender, and gender-nonconforming people. Version 7. Int
J Transgend. 2012;13(4):165-232.

Zucker KJ, Lawrence AA, Kreukels BPC. Gender dysphoria in
adults. Annu Rev Clin Psychol. 2016;12:217-47.

Zank S. Sexualitdt im Alter. Sexuologie. 1999;6(2):65-87.

55.

56.

57.

58.

59.

60.

K.M. Beier and K.K. Loewit

Althof SE. What’s new in sex therapy (CME). J Sex Med. 2010;7
(1 pt1):5-13.

Meana M, Jones S. Developments and trends in sex therapy. In:
Balon R, editor. Sexual dysfunction: beyond the brain-body
connection. Vol 31. Basel: Adv Psychosom Med Karger; 2011,
p. 57-71.

Berry MD, Berry PD. Contemporary treatment of sexual dysfunc-
tion: reexamining the biopsychosocial model. J Sex Med. 2013;
10(11):2627-43.

McCarthy BW, Fucito LM. Integrating medication, realistic expec-
tations, and therapeutic interventions in the treatment of male sex-
ual dysfunction. J Sex Marital Ther. 2005;31(4):319-28.

Schnarch DM. Constructing the sexual crucible: an integration of
sexual and marital therapy. New York: WW Norton & Company;
1991.

Schnarch DM. Passionate marriage: love, sex, and intimacy in
emotionally committed relationships. WW Norton & Company:
New York; 1997.

. Clement U. Systemische Sexualtherapie. Stuttgart: Klett-Cotta; 2004.



Part 11

Sexual Dysfunctions



3

Evaluation of Male Hypoactive Sexual

Desire Disorder

Demetria Pizano and Waguih William IsHak

Introduction

For as long as mankind has existed, sex has provided our spe-
cies the means for our continuation. This chapter focuses on
the lack of desire, the core driver of sexual activity. Hypoactive
sexual desire disorder (HSDD) is the decrease, deficiency, or
absence of sexual thoughts, fantasies, and desire for sexual
activity; these symptoms, if severe enough, are known to
cause personal distress [1]. At what point did we, as humans,
stop having automatic sexual urges? How did this sexual dis-
order evolve? Most importantly, how could the causes be
identified and addressed? Throughout this chapter, we explore
the aforementioned questions to understand a relatively under-
researched sexual disorder affecting men.

What Is Sexual Desire?

Sexuality is often described as the interplay of multiple
factors including anatomical, physiological, psychological,
development, cultural, and relational factors [2]. Sexuality is
comprised of several components: gender identity, orienta-
tion, intention, desire, arousal, orgasm, and emotional
satisfaction. Therefore, it is pertinent to observe and under-
stand a person’s sexual response cycle, which consists of five
components: desire, arousal, plateau, orgasm, and resolution.
Sexual desire is the “psychobiological energy that precedes
and accompanies arousal and tends to produce sexual behav-
ior” [3]. We will continue to explore, sexuality and how it is
also connected to partner’s sexuality, drive, and experiences.

Sexual desire is comprised of three components [3]: sexual
drive, sexual motivation, and sexual wish. (1) Sexual drive
(biological) includes the anatomical and neuroendocrinal, and
other biological mechanisms. (2) Sexual motivation (psycho-
logical) includes one’s mood, sexual identity, self and partner
regulation, quality of relationship, and transference from past
attachment. Specifically, motivation played a key role in the
controversy that iniated the change of terms that once describe
the disorder. The terminology change from inhibited sexual

© Springer International Publishing AG 2017

desire to hypoactive sexual desire raised questions whether
patients had low levels of motivation or were truly inhibited
[4]. (3) Sexual wish (cultural) includes factors external to the
individual, such as societal rules of sexual expression.

The biopsychosocial influences on sexual function are
balanced between sexual excitation and inhibition around a
Sexual Tipping Point® hypothesized by Perelman [5] throu-
ghout the phases of the sexual response cycle including sex-
ual desire as seen in Figure 8-1.

What Got Us Here? The History of Male HSDD

Masters and Johnson’s research remains to be the most
prominent and representative for patients who suffer from
HSDD [6]. Prior to Masters and Johnson, Harold Leif was
the first to formalize the term for low sexual desire or inhib-
ited sexual desire (ISD) [7]. In 1980, the American Psychiatric
Association (APA) included ISD in the Diagnostic and
Statistical Manual of Mental Disorders (DSM) 3rd edition
(DSM-III) [8]. In the 1987 DSM-III-R, ISD was replaced by
two disorders: Hypoactive sexual desire disorder (HSDD)
and sexual aversion disorder [9]. In 1994, in the DSM-1V, the
diagnostic criteria required marked distress or interpersonal
difficulty in order to make the diagnosis [10]. The DSM-
IV-TR [11] published in the year 2000 did not include any
changes for sexual desire disorders. However, in 2013, the
DSM-5 separated male and female sexual desire disorders
into male hypoactive sexual desire disorder, merged female
desire and arousal disorders into female sexual interest/
arousal disorder, and deleted sexual aversion disorder [12].

Epidemiology

How Common Is Male HSDD?

In 1970, researchers identified that there was an estimated
16% of males that were struggling with low sexual desire.
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FIGURE 8-1. Perelman’s
sexual tipping point and the
balance between sexual
excitation and inhibition
[Reprinted from Pfaus JG.
Pathways of sexual desire.
J Sex Med. 2009;6(6):
1506-33.with permission
from Elsevier].

Inhibition

In 1980 this statistic changed slightly when the American
Psychiatric Association (APA), stated that roughly 20% of
the population struggled with lack of or lowered sexual
desire, which included women. The National Health and
Social Life Survey revealed that 15% of men experience a
lack of sexual interest or desire [13]. Research shows that
1 in 4 men over the age of 70 have lower levels of bioavail-
able testosterone compared to their younger counterparts
[14]. According to Araujo and colleagues [15] each decade
after a males’ 40s they will experience a successive decrease
in desire. That is why ageing is the most significant risk fac-
tor [6]. In fact, age-based surveys showed that 6% of men
18-24 years as opposed to 41% of men 6674 years experi-
enced sexual desire problems [16]. However, Beutel, Stobel-
Ritcher and Brahler [17] report that only 11% of males that
have identified a loss or lack of sexual desire will contact
their physician regarding this issue. HSDD’s prevalence is
still debated by many researchers as being an under-diag-
nosed disorder [2, 3, 17, 18].

Etiology

When identifying the etiology of any disease or disorder, it is
essential to look at all biopsychosocial predisposing, precipi-
tating, and perpetuating factors in order to understand the
‘whole picture.” Male HSDD is caused by a number of fac-
tors that affect individuals and couples, which could be
divided into biological and psychosocial factors (Figure 8-2).
Medical conditions including hormonal deficiencies, rela-
tionship difficulties, and negative impact of medications, are
a few examples [2]. Weeks and Gambescia [19] proposed
systemic etiological model in HSDD: (1) Individual: includ-
ing both biological and psychological factors, (2) Inter-
actional: “the relationship” including couple/dyadic factors,
and (3) Intergenerational: the internalized message we inherit
from the families of origin [19].

[- Physiological and
Organic Issues

| - Physiological, Cultural
and Behavioral Issues

D. Pizano and W.W. IsHak
Dual Control Model

I-i- Physiological and
Organic Issues

I+ Physiological, Cultural
and Behavioral Issues

Sexual Tipping
Point®

Excitation

Variable and Dynamic Process

Biological Factors

Biological influences include genetic, age-related, hormonal,
neurological, and vascular systems, and not only general med-
ical conditions but also their associated treatments [20]. By the
ages of 40-70, males’ sexual desire and frequency of fantasies
decrease with age [21]; an effect that is made worse with asso-
ciated medical conditions and their associated treatment.
Overall, men’s health is correlated with high blood pressure,
enlarged prostate, anticoagulants, and medications for hyper-
tension. Hormone levels decrease at a steady rate each year
age, in addition to a decline in androgen receptors [20].

Genetic

Genetic factors are under-explored in male sexual desire.
However, the dopamine D4 receptor gene (DRD4) was
shown to contribute to individual differences in human
sexual desire in a group of 148 nonclinical university stu-
dents [22]. More studies are needed to explore the role of
genetics in Male HSDD.

Ageing

Age is one of the most significant factors associated with male
HSDD [6, 23]. Approximately each year there approximately
a loss of 0.12 pg/ml, and total decline of testosterone concen-
tration decreased at a steady rate of 18.5 pg/ml every year [6].
It is important to remember that the research found a strong
relationship between age and bioavailable testosterone, and
not concentrated testosterone. Explaining the findings that
Beck [24] gained when exploring HSDD male patients and
control group, unraveling that levels of testosterone were
lower. However, according to a study conducted by Kimura
[25] there are significant fluctuations of testosterone in men
[26]. Although many researchers support the correlation
between testosterone and low desire, researchers such as
Feldhaus-Dahir [27] state cautiously that the correlation may
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FIGURE 8-2. Conceptual
model of male HSDD
[Reprinted from DeRogatis
L, Rose RC, Goldstein I,
Werneburg B, Kempthorne-
Rawson J, Sand M.
Characterization of

hypoactive sexual desire

disorder (HSDD) in men.

J Sex Med 2012; 9(3): pituitary

812-920with permission

from Elsevier]. l
LH, FSH

l

—— Testosterone

play arole, but the criticial levels beyond which clinically sig-
nificant impairments of desire, are yet to be established.

Andropause is a term coined to describe the decrease of
produced testosterone [28]. According to Laumann and fel-
low researchers [13], they found that lack of sexual interest
is associated with the belief that age reduces sexual desire.
Stahl [29, 30] suggested that HSDD may be a result of hyper-
function inhibition of the reward pathways, prompting
exploration of treatments that block inhibitory paths, poten-
tially disinhibiting sexual rewards, and providing a potential
for improved sexual function.

Medical Conditions

Medical conditions could have a significantly negative
impact on sexual desire [6]. The following are some of the
common disorders associated with low desire: Anemia, car-
diovascular diseases, endocrine diseases, hypertension, dia-
betes, mellitus, thyroid, muscular sclerosis, lupus, PCOS,
HIV, traumatic brain injury potentially due to stroke, changes
in sex hormones [13, 31-38]. Moreover, cardiovascular dis-
orders constitute a major factor behind loss of sexual drive.
Prostate cancer is still known to be widely associated with
lowered sexual desire. Being the second most prevalent can-
cer in aging men, nerve-sparing operations are not efficient
enough to prevent psychological side effects. Thirty-nine
percent of patients with hepatitis C experience low desire,
with an increase to 58% after several weeks of treatment [34].
Impairment in sexual desire function and satisfaction was
present throughout treatment. Older participants had a
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greater decline in desire than younger participants according
to a study conducted by Dove and colleagues [34].

Other researchers noted that additional symptoms or
aliments that affecting sexual desire. For example, physical
debilitation, bowel and bladder incontinence, and both
hyperthyroid and hypothyroid functioning, are encountered
more frequently than expected [39].

Sex Hormones

Sex hormones or sex steroids are secreted to the circulation
at a very low concentration with specific specialized recep-
tors concentrated heavily in the brain and the reproductive
system. Sex steroids include testosterone and estrogen, and
their levels constitute an important biological factor influ-
encing sexual desire [2].

Levels of testosterone, luteinizing hormone, and prolactin
should be tested as part of the clinical evaluation of male
HSDD. Hypogonadism with impaired testosterone secretion
is the product of testicular failure, malfunction of pituitary,
or hypothalamic level [19, 28, 40]. (Figure 8-3)

Hyperprolactinemia, or the increased production of pro-
lactin, is well known to negatively affect sexual desire [41].
Corona and colleagues [28] found that patients with moder-
ate or severe low desire had significantly high levels of pro-
lactin. Dopamine, in contrast, tends to promote sexual desire
[2, 18, 42]. Other biological responses include responses to
sexual cues that activate the hypothalamic, limbic norepi-
nephrine, and oxytocin—leading to heightened sexual
desire [43].
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FIGURE 8-3. Testosterone formation and activity in the male. Green
arrows represent stimulatory pathways, red arrows represent inhibi-
tory ones. In target tissues, T cab be reducted to dihydrotestosterone
(DHT), through two distinct 5 o reductase (SaR) isoforms, SaR
type 1 (S5aR1) which is androgen-independent, and a more tightly
androgen-controlled one, 5SaR type 2 (5aR2). In addition, T and its
precursor, delta-4 androstenedione, can be actively transformed
through P450 aromatase to estrogens, which activate estrogen
receptors (ERs) [Reprinted from Buvat J, Maggi M, Guay A, Torres
LO. Testosterone deficiency in men: systematic review and stan-
dard operating procedures for diagnosis and treatment. J Sex Med.
2013; 10(1):245-84. with permission from Elsevier].

Medications and Substances

Selective serotonin reuptake inhibitors, SSRI, are recognized
as the most commonly prescribed medications that could
cause low or lack of sexual desire. Multiple medications
could contribute to low desire in men as well, but more com-
monly are: beta-blockers, anti-androgens, and substances of
abuse like alcohol, methadone [44, 45]. For example, drugs
with hypotensive effects are likely to affect drive; these
include adrenergic and diuretics agents. Prescriptions used
for seizures, chemotherapy, heart failure, glaucoma, and
excessive appetite—are all types of medications that will
hinder the sexual drive as a common side effect. After depres-
sion, the most frequently affected are patients with schizo-
phrenia, especially those on neuroleptic medication.
Although not a medication, one of the most common side
effects of methadone use is lack of sexual desire in many
males on methadone maintenance. Researchers suggest
potentially adjusting opioid maintenance to buprenorphine
to normalize sexual drive. Alcohol and recreational drugs
may lead to low sexual response by affecting vascular and
neural functioning. Narcotics especially heroin and prescrip-
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tion opiates have been shown to significantly decrease sexual
desire [19]. Ecstasy users experienced lower sexual desire
compared to controls whereas cannabis showed no differ-
ence [46]. However, the data remains mixed about cannabis;
interestingly, a 1981 review pointed that small amounts of
cannabis are reported to improve sexual pleasure, whereas
higher doses are linked to decreased sexual desire [47].

Psychological Factors in Male HSDD

While biological factors may take a toll on sexual desire, it is
important to remember the impact that psychological com-
ponents can also have. Psychological factors include not
only information about sex, attitudes towards sexual expres-
sion, and previous sexual experiences, but also psychiatric
disorders such as depression/treatment for depression, body
image, and stressors [20].

Depression and Anxiety

Low desire is associated with depression, and their comor-
bid relationship remains bidirectional [15] where it is con-
sidered both a symptom and a product of depression, as also
seen in other sexual dysfunctions. Seventy percent of
patients with depression experience a loss of libido or sex-
uval drive [19]. Similarly, 88% males in a clinical study were
found to have depressive episodes preceding HSDD [38].
HSDD patients were found to have the highest and most
significant scores on the Beck Depression Inventory in com-
parison to a control group and asexual subject pool [48, 49].
The more significant the depression, the lower the sexual
desire [38]. Therefore, the treatment of depression is neces-
sary for the treatment for HSDD [50]. In contrast, a study by
Fabre, Clayton, Smith, Goldstein, and Derogatis [51], which
showed that sexual desire was preserved and that orgasm
was the most impaired sexual function in males diagnosed
with major depressive disorder, and atypical depression. It
should be noted, most studies since 1986, had shown the
strong association of depression and low sexual desire [6,
28, 52]. Moreover, an analysis of the STAR*D study, IsHak
and colleagues [53] showed that impaired sexual satisfac-
tion was present in 64.3% of MDD patients at pretreatment,
but that percentage declined to 47.1% at post-treatment with
citalopram (P < 0.0001). More importantly, 61.3% of
patients who did not achieve remission status still experi-
enced impaired sexual satisfaction versus only 21.2% in
remitters [P < 10(—8)].

Although depression and substance use tend to be the
most highly associated psychological comorbid disorders
with HSDD, there still are several others that can have a neg-
ative impact on sexual desire. Studies showed that OCD is
associated with mild HSD whereas anxiety is correlated with
mild to severe HSD [28, 52].
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Body Image

A patient with a body image issue struggle to find themselves
attractive, and therefore they find it particularly difficult to
understand why anyone else would find them attractive. This
feeling could contribute to low sexual desire, feeling disap-
pointed, hopeless, and ashamed, due to their perception of
their body [50]. Becoming highly self-conscious interferes
with the pleasurable components of sex.

Eating disorder are associated with lack of or low sexual
desire due to anxiety and performance anxiety surrounding
body image and how they perceive their body appearance to
their partner [6, 19]. Patients with Eating disorders tend to
underrate their physical appearance, and have difficulties with
feeling comfortable with their genitals and sexual activity.

Self-inflicted negative thoughts such as penis size, body
size/weight, and/or a partner’s negative attention may worsen
self-consciousness [54, 55]. Ferrini and Barrett-Connor [33]
noted the importance of a patient’s age, obesity level, and
nutrition on circulation levels of bioavailable sex steroids.
This research revealed a statistically significant negative cor-
relation between testosterone levels and weight, body mass
index, and waist-to-hip ratio. A positive correlation has been
identified between bioavailable estradiol and weight, and
BMI [56].

Other Psychological Factors

Everyday stressors include work stress, relationships and
marriage, financial issues, perception of poor health, and
emotional problems, and they correlate with lower levels of
sexual desire [12, 24, 26, 48]. Individuals in long-term part-
nered relationships are more likely to develop HSDD than
divorced or never married [48]. This finding is supported by
other studies by identifying to their older age, and long-term
relationships are being associated with low sexual desire [12,
57]. Male’s sexuality is influenced by cultural environment
especially with negative attitudes from the patient’s family of
origin, e.g., strict religious household and negative stigma
associated with sexual activity [20].

Pathophysiology

It was believed that the natural state of the libido is controlled
and functions the same way our hunger, thirst, and sleepiness
cues work [54, 55, 58], implying that sexual desire is an
effortless and an unconscious act. The urge or desire for sex
is all balanced by excitatory and inhibitory mechanisms
(Figures 8-4 and 8-5).

As highlighted by Pfaus [59, 60], sexual excitatory
mechanisms involves the activation of noradrenaline (NE)
and oxytocin (OT), which stimulate dopamine (DA) and

Inhibition
Inhibitory

Excitatory

—

FIGURE 8-4. Excitatory mechanisms. 5-HT serotonin, ECB endocan-
nabinoid, DA dopamine NE noradrenaline, OT oxytocin, MC mela-
nocortin, ECBs endocannabinoid, MCs melanocortins [Reprinted
from Pfaus JG. Pathways of sexual desire. J Sex Med.
2009;6(6):1506-33.with permission from Elsevier].

melanocortins (MCs), leading to stimulation of attention and
desire, within regions of the hypothalamus and limbic sys-
tem, in response to sexual cues. Brain opioid, endocannabi-
noid, and serotonin systems released in the cortex, limbic
system, hypothalamus, and midbrain during an orgasm,
dampen excitatory mechanisms at the end of the sexual
response cycle and the refractory period or “sexual satiety.”
Stress, hypogonadism, and medications such as SSRIs or
tranquilizers, could contribute to the blunting of excitatory
neurochemical systems. Steroid hormones, sexual incen-
tives, and drugs such as stimulants could contribute to the
activation of excitatory mechanisms [59, 60].

Although Kaplan, like many others, after her, believed
that a human’s sexual drive was controlled similarly to other
drives such as the urge for food, drink, and sleep—her
research was the first to discuss brain neurotransmitters as
mediators of the process [54]. As the field progressed, the
role of the hypothalamic—pituitary—adrenal axis have on sex-
ual desire, was delineated [24]. The role that the limbic sys-
tem, preoptic area, and hypothalamus, play in having an
active or lowered drive, has also been highlighted especially
with signal pathways from the prefrontal cortex and sero-
tonin or dopamine response [42]. Patients with symmetric
brain damage to the amygdala or cortical, commonly seen in
stroke patients tend to have hypoactive sexual behaviors. On
the contrary, some stroke patients will present hyperactive
desire behaviors [6]
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FIGURE 8-5. Inhibitory
mechanisms [Reprinted
from Pfaus JG. Pathways of
sexual desire. J Sex Med.
2009;6(6):1506-33.with
permission from Elsevier].
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TABLE 8-1. DSM-5 Diagnostic Criteria for Male Hypoactive Sexual Desire Disorder 302.71 (F52.0)

A. Persistently or recurrently deficient (or absent) sexual/erotic thoughts or fantasies and desire for sexual activity. The judgment of deficiency is made by the
clinician, taking into account factors that affect sexual functioning, such as age and general and sociocultural contexts of the individual’s life

B. The symptoms in Criterion A have persisted for a minimum duration of approximately 6 months

C. The symptoms in Criterion A cause clinically significant distress in the individual

D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a consequence of severe relationship distress or other significant
stressors and is not attributable to the effects of a substance/medication or another medical condition

Specify whether:

Lifelong: The disturbance has been present since the individual became sexually active

Acquired: The disturbance began after a period of relatively normal sexual function

Specify whether:

Generalized: Not limited to certain types of stimulation, situations, or partners

Situational: Only occurs with certain types of stimulation, situations, or partners

Specify current severity:
Mild: Evidence of mild distress over the symptoms in Criterion A

Moderate: Evidence of moderate distress over the symptoms in Criterion A

Severe: Evidence of severe or extreme distress over the symptoms in Criterion A

[Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, (Copyright 2013). American Psychiatric

Association].

Diagnosis and DSM-5 Criteria

The Diagnostic and Statistical Manual of Mental Disorders —
fifth edition (DSM-5), has described the criteria for Male
HSDD as “persistently and/or recurrently deficient (or
absent) sexual/erotic thoughts or fantasies and desire for
sexual activity” as judged by the clinician accounting for fac-
tors that affect sexual functioning, such as age and general
and sociocultural contexts. Criteria B Symptoms in Criteria
A have persisted for. Some of the new additions never previ-
ously seen in the past DSM revisions include minimum dura-
tion of approximately 6 months, the presence of clinically
significant distress, and that the dysfunction is not better
explained by a nonsexual mental disorder or the consequence
of severe relationship distress, or other significant stressors
and is not attributable to these effects of substance and/or

medication or another medical condition (Figure 8-4). The
DSM-5 has three specifications under these new criteria:
lifelong or acquired, generalized or situational, and severity
(mild, moderate, severe) [12]. Lifelong is used to describe
the disturbance that has been present since the individual
became sexually active, whereas acquired is used to describe
the disturbance that began after a period of relatively normal
sexual function. Another specification is identifying if the
dysfunction is generalized or situational. Generalized is
defined as pervasive across the board, whereas situational is
only occurring when there are certain types of stimulations,
situations, or partners. Lastly, the new addition to the criteria
is the specification of mild, moderate or severe/extreme dis-
tress in the individual. The DSM-IV specifier of dysfunction
due to psychological or combined factors was removed from
the DSM-5 [12] (see Table 8-1).
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Best Practice in Evaluation of HSDD:
What’s the First Step?

“Sexual well-being is not a luxury but a right” [61]. Never-
theless, many patients may find the topic uncomfortable or
“awkward” to bring up with their physician. Thus it our job,
as physician and clinicians, to create an environment that is
not only comfortable but allows our patients to feel safe
about explaining their symptoms, especially low sexual
desire, which is sometimes perceived as less grave than erec-
tile dysfunction or ejaculatory problems. Maurice [32] sug-
gests the following steps to creating a safe environment: (1)
Use simple terms when speaking to the patient, and be matter
of fact, in order to minimize confusion and embarrassment.
(2) Start with the easier subjects, as this would allow patients
to gradually open up and not feel so exposed. (3) Ask pointed
questions and request clarification that will result in suffi-
ciently specific data about the patient’s symptoms. This
would help avoid misinterpretations of information and
potential misdiagnosis. (4) Be sensitive to the optimal time
to ask more emotionally charged questions, i.e., be sensitive
not to interrupt and be mindful of the appropriate times to
speak. (5) Look for and respond to nonverbal cues that may
signal discomfort or concern. Being aware of the patient’s
body language may allow to further facilitating the conversa-
tion despite discomfort. (6) Be sensitive to the impact of
emotionally charged words. Some patient with HSDD may
have had exposure to rape, abortions, or other sexual or emo-
tionally abusive situations. (7) If you are not sure of the
patient’s sexual orientation, use gender-neutral language in
referring to his or her partner in order to avoid the perception
of being judgmental which could further inhibit the process.
(8) Explain and justify your questions and procedures. (9)
Similarly, teach and reassure as you examine. (10) Lastly,
intervene to the extent that you are qualified and comfort-
able, this means referring patients to qualified medical or
mental health specialist as necessary.

The PLISSIT model is easy and readily applicable in the
evaluation of HSDD [61, 62]. It is an acronym for Permission,
Limited Information, Specific Suggestion, and Intensive
Therapy. Permission is about creating a judgment-free atmo-
sphere about sex. The next step, limited information is about
sexual development, and male to female gender differences in
terms of genital anatomy, and the potential of sexual pleasure
enhancement or functioning. Specific suggestions include
simple things like techniques, activities, and being more sup-
portive. Lastly, intensive therapy, this stage includes bringing
in a skilled professional to improve sexual dysfunction.

Another important step of intervention is the referral pro-
cess, i.e., could this patient with male HSDD be treated in a
primary care setting, or is specialized care needed. Even if
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needed, some patients may be reluctant to visit a specialist or
a sex therapist, even more so if they have never been to any
type of mental health professional. A ‘help’ checklist that
physicians should ask themselves prior to giving any referral,
the list includes: (1) Does the patient wish for or accept refer-
ral? (2) Does patient have a treatable sexual dysfunction? (3)
Has the patient been educated about their dysfunction to your
fullest capabilities? (4) Has the patient tried a first-line medi-
cation or therapy, if indicated, and failed or had a negative
experience? (5) Are there relationship issues involved that
should be addressed? (6) Does the partner of the patient have
a sexual problem that may be independent, preexisting, or
secondary to the sexual problem by the primary patient?
(7) Is there any diagnostic information obtained so far, includ-
ing specific concerns and/or symptoms as described by the
patients that can be passed forward? (8) What are the time
frames of the intervention(s)? (9) Is there any result of the
intervention to report, or pass forward to the specialist? (10)
Are there any current medical conditions that may be consid-
ered problematic? (11) What is the list of current medications
the patient is receiving? (12) Are there any important indi-
vidual psychological issues that have been identified? (13)
What are any relevant pieces of information obtained about
the patient’s relationship or problems with their partner? (14)
Lastly, make sure to refer to the appropriate specialist for the
sexual disorder.

It is essential to explore all evidence based approaches
prior to any diagnosis, several types of tests that can be
requested to reassure appropriate diagnosis is through admin-
istering surveys or hosting a semi-structured interview, a phys-
ical examination, or running blood work. If an interview if
preferred, Gagnon [63] recommends having two interviews,
one with the patient, and one with the partner if they have one.
This allows both the patient and their partner to include infor-
mation about any issues that may be occurring within the rela-
tionship. This often may lead to the patient or partner feeling
as though they need to report discomforts within the relation-
ship, which is may be beneficial in terms of assessment.

Conducting a physical examination and getting full informa-
tion about medical history to identify general medical problems,
is of vital important. Potential medication side effects and medi-
cal problems might be the reasons for the onset of lower desire.
Running lab test will allow a physician to examine Testosterone
and DHEA-5 levels, and specifically measure the level of bio-
available testosterone that is free [64]. Examine whether testos-
terone levels are within the range of 300—1100 ng/dl, seeing that
this is the normal critical level and can significantly impact
sexually functioning [2, 6]. Important lab test to order includes:
sex hormone binding globulin (SHBG), estrogen, prolactin, fer-
ritin, follicle stimulating hormone (FSH), luteinizing hormone
(LH), and thyroid stimulating hormone (TSH).
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After ruling out medical and medication-related causes, it
is wise to run a psychiatric evaluation to rule out any other
potential disorder. Controversially, Jacobson and Gurman
[50] believed that there were three reoccurring problems that
would resurface in formal assessments and interviews,
namely individual, interpersonal, and sociocultural patterns
[38]. Individual ones include current and historical illness,
surgeries, medication, alteration in psychological function,
change in gender identity or sexual orientation. While inter-
personal patterns look at current and historical relationships,
family patterns, and sexual relationships. It’s also important
to look at potential intimacy, or trust problem, including con-
flicts over power and control and loss of physical attraction
to partner [35]. Lastly, sociocultural patterns include the
examination of current and historical beliefs about sex, gen-
der, sexual orientation, and the importance of religion.

Instruments

There are several measures used by clinicians and research-
ers to identify and quantify HSDD. The most commonly
used instruments created specifically to measure sexual
desire are displayed in Table 8-2.
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Translating Evaluation of HSDD
to Treatment Selection

The first steps in treatment would be seeking out ways to
engage the patient’s willingness to partake in sexual activity
and actively removing the biological and psychosocial barri-
ers to sexual desire. Receiving hormone treatment, dietary
changes, and additional rest, might be further steps towards
addressing HSDD [52]. Figure 8-1 show all the elements that
could be identified for the clinician to tailor a personalized
plan for the patient.

In order to counter act and begin to enhance the dimin-
ished state of desire, several forms of treatment were utilized
[67] who believed that individual therapy was unlikely to
work due to the critical need of the couple’s interaction in a
treatment that addresses both partners. Most research will
discuss the importance of couple and sex therapy, however,
Crowe, Gillon, and Golombok is one of the few to discuss
the important of relaxation training, and the positive effects
it can have as an alternative treatment [24].

It is important to for therapist to understand and communi-
cate effectively the treatment goals and how they align with the
patient. It may seem obvious that there is only one goal, and that
would be to increase overall desire and drive. Jacobson and

TABLE 8-2. Measures and instrument to measure sexual desire and sexual desire disorders

Name Description

1. Sexual desire inventory [6] created by Spector,
Carey, and Steinberg

2. Index of sexual desire by Hulbert [6]

A 14-item scale that has a total score range from 0 to 109. It can be broken down into two
subscales dyadic and solitary [42]

A 25-item questionnaire focusing solely on sexual desire

3. Sexual experience scale by Frenken and Vennix

4. International Index of Erectile Function [6]

5. Golombok Rust’s inventory of sexual
satisfaction [6]

6. The sexual desire relationship distress scale
7. Sexual history form (SHF) of the multiaxial
diagnostic system for sexual dysfunction by
Schover, Freidmen, Weiler, Heiman, and
LoPiccolo

8. Male desire scale

9. Derogatis’ sexual functioning inventory [65]

10. NIH PROMIS interest in sexual activity scale
[66]

A 29-item scale where participants rate statements about own sexual behavior as true or false
IIEF contains a sub-scale for sexual desire. The IIEF was administered in more than 50 clinical
trials

A scale that examines the level of satisfaction in a heterosexual couple. As well as looking at
each partner’s individual sexual function in the relationship, all examined with 11 questions

A 17-item scale that measures the distress caused by the decreased sexual desire [42]

A 28-item questionnaire with six items most predictive of sexual desire disorders [24]

A 35-item instrument that assesses sexual desire, sexual pleasure/satisfaction, desire distress,
partner relationship, and social relationships [42]. All measured on a 5-point likert-type scale
Measures the successfulness of individual sexual behavior, their drive, and satisfaction. Similar
to establishing treatment, many of these questionnaires and scales were not produced until after
1970. In fact, it is approximately 90% that were created after this timeline [65]

A 4-item scale to measure the sexual desire subdomain, specifically measuring the “conscious
awareness of wanting to engage in sexual activity”. The measures which used cutting edge
methodology using item-response theory were validated in a significant effort by the NIH [66]
to be interpreted using a T-score where 50 is considered “normal” and SD=10 above or below
the normal values
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Gurman [50] offer two helpful questions that would guide the
therapist or clinician in building treatment goals, those being:
(1) Can sexual desire become integrated into an individual’s
experience and identity of himself? (2) Can sexual desire
become integrated into each spouse or partner’s experience of
the relationship? Through the continuation of therapy, if there is
ever a no to either of these questions it becomes more evident
that further individual and relationship exploration must take
place. To effectively treat HSDD, the clinician must evaluate if
the patient has experienced significant pacification of loss of
sexual desire, and their levels of distress [68]. A multiple-
dynamics approach highlighted by McCabe [52], is necessary to
treat includes the use and exploration of sexual fantasies, and
assignments used to increase sensual awareness and sexual
communication, and sensate focus exercises. The use of cogni-
tive restructuring in CBT, and behavioral intervention are used
to combat the negative feelings, and increase the sensation of
sexuality, placing a particular emphasis on the quality and sat-
isfaction of the sexual relationship and not the goal of just
having sex.
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Treatment of Male Hypoactive Sexual Desire

Disorder

Barry McCarthy and Danielle M. Cohn

Introduction

The new mantra in sex therapy is desire/pleasure/eroticism/
satisfaction [1]. Desire is the core dimension, especially for
couple sexual vitality and satisfaction. When clinicians
addressed desire problems, the traditional focus had been on
female desire problems, namely female sexual interest/
arousal disorder (FSIAD). However, a little known fact is
that when couples stop being sexual, especially after age 50,
it is usually the man who makes the decision. He usually
does so unilaterally and conveys it nonverbally. The primary
cause of male secondary hypoactive sexual desire disorder
(HSDD) is loss of confidence with erection, intercourse, and
orgasm. He falls into the negative cycle of anticipatory anxi-
ety, performance-oriented intercourse, frustration, embar-
rassment, and ultimately avoidance. The sexual avoidance
cycle becomes self-perpetuating, becoming stronger and
more controlling over time. This leads to a nonsexual
relationship.

The message of the media and pharmacological advertis-
ing is to turn to a biomedical intervention (e.g., Viagra,
Cialis, testosterone, penile injections) as a stand-alone
approach to restore male confidence. Although pro-erection
medications can and do improve sexual function, they are
not a “magic pill” as touted by the advertisements. The prob-
lem is that men expect a return to easy, totally predictable
erections they experienced in their teens and twenties. When
this is not the outcome, they feel like “Viagra failures.”

The great majority of men learn sexual response as auton-
omous; they experience erection, intercourse, and orgasm
needing nothing from their partner. Entirely predictable sex
function is viewed as the measure of a man and the model for
“real male sex” [2]. This model is not appropriate for males
as they and their relationship age. Yet peers and the media
demand perfect sex performance from men.

Over 90% of male HSDD is secondary, caused by sexual
dysfunction, especially erectile dysfunction (ED) and, to a
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lesser extent, delayed ejaculation (DE). It is important to
note that 8—10% of males experience primary HSDD [3].
Typically, the man denies primary HSDD, saying, “How can
I have a desire problem when I have three children?” At the
core of primary HSDD is the fact that man does not value
intimate, interactive couple sexuality. That does not mean he
cannot perform intercourse or have reproductive sex. The
typical cause of primary HSDD is a sexual secret. Contrary
to the myth that male sexual problems are caused by sexual
orientation issues, the most common sexual secrets involve:
(1) a variant (atypical) arousal pattern, such as fetishes,
cross-dressing, BDSM scenarios; (2) he is confident with
masturbatory sex (with or without porn), but is an anxious
performer during couple sex; and (3) a history of sexual
trauma which has not been disclosed and processed.

The male model of sex is: “A real man is ready and able
to have sex with any woman, any time, in any situation.” This
oppressive model focuses on individual sex performance,
rather than sexuality as an intimate couple experience. The
core issue in treatment planning and change goals for HSDD
is whether the focus is on totally predictable male individual
sex performance or the goal is restoring comfort and confi-
dence with sexuality as a couple process of giving and
receiving pleasure-oriented touching using the criterion of
Good Enough Sex (GES) [4]. The traditional treatment focus
has been an individual, biomedical, performance-oriented
approach. This chapter will advocate for a comprehensive,
couple biopsychosocial model of assessment, treatment, and
relapse prevention of HSDD, with a focus on the couple GES
approach rather than on perfect individual sex performance.
Regaining and maintaining comfort and confidence with
desire, pleasure, eroticism, and satisfaction is the core strat-
egy. As this book is primarily for a medical audience, this
chapter utilizes a biopsychosocial framework. However, as
psychologists we prefer the strategies and interventions
embodied in the psychobiosocial model [5]. What is clear is
that successful treatment involves addressing biological/
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medical, psychological, and social/relational factors. A
major mistake made both in the media and by clinicians is
the simplistic belief in the efficacy of a stand-alone medica-
tion or medical intervention. The reality of male and couple
sexuality, especially desire, is that by its nature it is variable
and flexible rather than totally predictable [6]. Media adver-
tisements and physician expectations are that the medication
will return the man to totally predictable, autonomous sexual
function. The message is that when the man takes a pro-
erection medication he will experience a 100% predictable
erection like he did in his teens. The data, which is not empir-
ically validated, is that successful intercourse occurs in
65-85% of encounters [7]. This is a positive and realistic
outcome, but it is not what the man expects. The dropout rate
for pro-erection medications and other medical interventions
(i.e., testosterone enhancement, penile injections, external
penile pumps) is quite high, an estimate of 70% after 2 years
[8]. The man is disappointed and frustrated, feels stigmatized,
and avoids partner sex. Many clinicians believe that Viagra
has caused more nonsexual relationships since 1998 than any-
thing else in history [6]. This is not the drug’s fault as much as
it is that no one tells the man (or couple) how to integrate the
medical intervention into their couple style of intimacy, plea-
suring, and eroticism. In addition, the physician or clinician
does not help enable the man or couple to establish positive,
realistic expectations for erections and intercourse. Based on
media expectations of 100% predictable erection, almost all
men are ““Viagra failures.”

The reason that psychological and relational factors are so
important in treatment of HSDD is they establish a genuine
sense of male sexual self-efficacy based on GES expecta-
tions rather than on perfect performance. The relational
dimension emphasizes that the essence of couple sexuality is
giving and receiving pleasure-oriented touch rather than sex
as an individual pass—fail test. Couple sex therapy empha-
sizes an anti-perfectionistic approach. Women accept GES
more easily because it is compatible with female sexual
socialization and her lived sexual experiences. Few women
experience autonomous sexual response and do not feel pres-
sure to be a perfect sex performer. The oppressive perfor-
mance myth for men is strongly reinforced in porn videos,
where the man always has a firm erection and needs nothing
from the woman.

GES is much more likely to be accepted in the context of
couple therapy than among male peers, with whom the man
is unwilling to share sexual questions or anxieties. Male
peers judge GES as “wimpy” and “not man enough,” and
fear that GES feminizes male sexuality. Clinically, the inter-
vention is to say to the man and couple that “traditional men
stop being sexual in their 50s or 60s, whereas ‘wise men’ can
be sexual in their 60s, 70s, and 80s” [9]. Wise men turn
toward their partner, embrace variable, flexible couple sex-
uality, accept GES, and value sensual, playful, and erotic
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sexuality in addition to intercourse. These concepts are con-
gruent with psychological and social/relational perspectives,
but stand in stark contrast with traditional male beliefs and the
biomedical model of male sex performance. The comprehensive
couple biopsychosocial model promotes change and guards
against relapse. A key component is to affirm the mantra of
desire/pleasure/eroticism/satisfaction, with an emphasis on
the core role of desire. This requires the man (and couple) to
give up the traditional model of male sex as totally predictable
erection, intercourse, and orgasm. Autonomous sex function is
the way most males learn sex response and is mistakenly
believed to be “natural.” Although this approach might be
functional for young adult men, after age 40 and certainly for
men in their 50s and 60s this self-defeating approach must be
replaced by a positive, realistic model of male sexuality.

Female—male sexual equity promotes emotional and sex-
ual relationships. Hyde [10] found that there are more simi-
larities than differences intellectually, emotionally,
behaviorally, and sexually between men and women. The
traditional gender split underlies the double standard that it is
the man’s role to initiate sex and that sex must involve inter-
course. Intercourse frequency and eroticism is the man’s
domain. In this gender split, women are to value intimacy,
touching, and relational security. The “pop psych” approach
to gender differences was illustrated by Gray’s [11] best-
selling book, Men are from Mars, Women are from Venus.
Although this perspective is clearly described, it is funda-
mentally lacking in scientific validation. The data is clear
that intellectually, emotionally, behaviorally, and sexually,
there are many more sexual similarities than differences
between adult men and women. This is especially true for
adults over 40 and those in married and partnered relation-
ships. Couples who adopt the female-male sexual equity
model have a valuable sexual resource [12].

It is crucial to address the conceptual and clinical factors
of the biopsychosocial model when trying to assess, treat,
and prevent relapse of HSDD. Since secondary HSDD is so
much more common than primary HSDD, this chapter
addresses secondary HSDD through the use of a case study
format.

Best Practice/Evidence-Based Approach
to Treatment

There is a great need for empirical and clinical research to
establish the best treatment approach for HSDD. However,
present data and clinical guidelines suggest that a couple
biopsychosocial approach is most likely to be efficacious for
the man and couple. HSDD is multicausal, multidimensional,
and complex; thus, “Sexually, one model never fits all.”

The couple sex therapy approach is likely to be most
efficacious because it addresses the core issues underlying
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HSDD. Secondary HSDD, which is far more common, is
typically caused by sex dysfunction, including ED as well
as secondary delayed ejaculation (ejaculatory inhibition).
The man has lost confidence with erection, intercourse, and
orgasm and has fallen into a cycle of anticipatory anxiety,
performance-oriented intercourse, frustration, embarrassment,
and avoidance. The more he avoids and the more shame he
feels, the more chronic and severe the HSDD.

The comprehensive couple biopsychosocial approach to
HSDD enables the man and woman to explore and address
the causes of the HSDD as well as to utilize all needed bio-
medical, psychological, and relational resources to rebuild
sexual comfort and confidence. Although the man wants an
easy answer and a quick sexual fix, his partner is usually
aware of the complexity and variability of couple sexuality
and encourages him to view intimacy and sexuality as a cou-
ple issue. The typical male learning history about desire,
spontaneous erections, and totally predictable sex perfor-
mance interferes with successful treatment of HSDD. The
partner’s active role as his intimate and erotic friend who
accepts Good Enough Sex (GES) expectations is a crucial
factor in successful treatment.

The couple biopsychosocial approach is just as relevant to
the treatment of primary HSDD. The combination of high
secrecy, high eroticism, and high shame poisons desire for
couple sexuality. Usually, the woman is less judgmental of
the man’s sexual secret life than he is. Together, they discuss
and determine whether acceptance, compartmentalization,
or necessary loss is the best strategy to rekindle desire in the
relationship.

The clinician (whether medical or mental health) is ide-
ally pro-sexual and pro-relationship, but not anti-divorce.
Sometimes HSDD is indicative of a fatally flawed relation-
ship or of the lack of value the man has for couple sexuality.
Ideally, the clinician would be empathic and respectful of
both traditional couples and sexually nontraditional individ-
uals and couples. Ideally, the clinician would be competent
in the assessment of biomedical, psychological, and rela-
tional factors and comfortable either treating all necessary
dimensions or making referrals to specialists.

The following detailed case study illustrates the couple
biopsychosocial approach to assessment, treatment, and
relapse prevention of HSDD.

Brian and Claudia

Fifty-four-year-old Brian and 53-year-old Claudia were
referred to a couples therapist, with a subspecialty in sex ther-
apy, by their primary care physician. Two years prior to that,
Brian had complained about increasing frequency of erectile
dysfunction (ED). The internist conducted an assessment of
Brian’s cardiovascular function and checked for diabetes and
testosterone status before prescribing Viagra. He scheduled a
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6-month follow-up appointment. At the follow-up, Brian
reported he was very disappointed in the results of Viagra,
and had stopped taking it after 2 months. He reported ED was
worsening and causing marital distress. The internist made a
referral to a urologist for a more extensive assessment, includ-
ing an evaluation of whether penile injection therapy was
appropriate. Brian attended two appointments, was given a
testosterone gel to be used daily and taught to do penile self-
injection of a vascular agent in the urologist’s office. Brian
did not speak to Claudia about penile injections. He tried this
injection three times. The first two attempts resulted in inter-
course, but it was not successful the third time. Brian felt
quite awkward with the injection procedure and stopped
using it without saying anything to Claudia. He continued to
use the testosterone gel for 2 more months, but he did not
tolerate the side effects of increased irritability (including
Claudia’s complaint about his bad temper) and sleep distur-
bance. Again, Brian discontinued use without speaking to
Claudia or his physician.

At the next 6-month appointment, Brian was reluctant to
discuss ED with the internist. Instead he expressed concern
about Claudia’s unhappiness with him and wondered if, at 54,
it was time to put sex behind them. Claudia was also a patient
of the internist. Thus, the physician was not surprised when
she scheduled an appointment. The internist considered Brian
and Claudia healthy people with a stable marriage and family,
and not prone to mental health problems. He was reluctant to
make a referral for couple therapy. However, he was con-
vinced by Claudia’s evident distress about Brian’s avoidance
not only of intercourse but also of any intimate touching. She
worried that he no longer loved her and thought that he might
be having an affair or keeping some other sexual secret.
Claudia wanted to be sure the couple therapist was properly
credentialed and that the therapist was pro-marriage rather
than someone who promoted opening the marriage to other
sex partners. The internist promised to do research on mental
health referrals, which he turned over to his secretary. She
researched websites for the American Association of Marriage
and Family Therapy (www.therapist locator.net) and the
American Association of Sex Educators, Counselors, and
Therapists (www.assect.org). She found three therapists listed
on both sites.

Typically, it is the woman who calls for the initial appoint-
ment. The couple therapist utilizes the four-session assess-
ment model, whether the problem is sexual or involves
general couple concerns. The four-session assessment model
involves scheduling the first session as a couple, followed by
sessions 2 and 3 which are individual psychological/rela-
tional/sexual histories, and the fourth session is a 90-min
couple feedback session which bridges the assessment and
treatment phases [13].

By conducting the first session as a couple, they receive a
powerful message that intimacy and sexuality are best
approached as a couple issue. Often, therapy begins with the
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woman alone and the man is invited to join the sessions
after 6 weeks or even 6 months. In such instances, he enters
therapy in the “one down” position, feeling blamed and
stigmatized. Most therapy in the USA is conducted as indi-
vidual therapy rather than couple therapy. The data indicate
that couple therapy has a better outcome, especially much
lower relapse rates [14]. One of the best predictors of divorce
is a woman in individual therapy for marital problems [15].
In the four session assessment model, the man is invited as
an equal partner from the beginning. The therapist does not
assume that the male is the “bad guy.”

Sexual problems often degenerate into a pattern of blame
and counter-blame. This is especially true of desire problems
and sexual avoidance. In the initial couple session, the thera-
pist takes the stance that the “desire problem is the joint
enemy.” Brian felt the therapist was respectful and empathic,
rather than blaming or demonizing him. Claudia also felt lis-
tened to and that the therapist was trying to help her as well
as the relationship. This approach calmed Claudia’s feelings
of panic and distrust. The therapist asked both Brian and
Claudia to sign release of information forms so he could con-
sult with the internist. Brian signed a form so the therapist
could consult with the urologist. Rather than waiting for a
written report, the therapist wrote on the form that he would
call next week. Clinicians (e.g., physicians, individual thera-
pists, couple therapists, psychiatrists, ministers) are more
likely to be honest and forthcoming during a phone call.
Ideally, the therapist discusses the clinician’s assessment and
treatment summary as well as future recommendations. If
possible, the therapist works in a synergistic manner with
other clinicians, but at a minimum avoids an adversarial
approach. The internist wanted to be able to share informa-
tion. The internist indicated a willingness to prescribe medi-
cation the therapist recommended. The urologist was clearly
irritated that Brian stopped penile injections and suggested
he might be a candidate for a penile prosthesis.

An important question to ask in the initial couple session
is whether sexuality ever had a positive role in their relation-
ship. Brian and Claudia agreed they had begun, as do most
couples, as a romantic love/passionate sex/idealized couple
(i.e., limerance phase) that had lasted a little over a year [16].
Both had positive memories of the limerance phase, espe-
cially in terms of desire and frequent, satisfying sex. Brian
felt that sex had been a positive factor in the relationship
until the past 3—4 years. Claudia agreed that sex had been
positive, but better for Brian than for her. Claudia had not
resented that difference. Her female peers would joke about
their husbands wanting more sex and about touching always
ending in intercourse. Claudia noted that there was never just
sexual play.

Claudia believed that their sexual relationship changed
7-8 years ago, at which point she felt that Brian began been
rushing to intercourse as soon as he obtained an erection.
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Often, she was not subjectively aroused enough to enjoy
intercourse. Traditionally, Claudia was orgasmic during 50%
of sexual encounters, either before or during intercourse.
However, that had decreased to less than 20% in the last few
years. Brian had attributed that to menopause and her
decreased libido, but Claudia wondered aloud for the first
time whether it was caused by Brian’s rush to intercourse.
Brian became defensive, saying he wanted to be sure they
had intercourse so that Claudia could have an orgasm. This
quickly degenerated into an attack-counterattack pattern,
which gave the therapist an opportunity to describe the nega-
tive impact of couple power struggles. The issue in a power
struggle is not winning, but rather not losing and being
labeled the “bad” partner. Sex problems bring out the worst
in a couple. The therapist contrasted the good feelings that
came from discussing the limerance phase with the bad feel-
ings of whose fault it was when intercourse was not success-
ful. These observations, particularly the fact that Claudia
said that neither sex nor talking about sex had been fun in the
past few years, caught Brian’s attention. Instead of counter-
attacking, Brian agreed.

In the first session, it is crucial to explore how each spouse
understands the sexual problem and what they have tried to
do to address it. The therapist does not want to repeat the
same mistakes. Claudia’s objection was that she was not
included in any discussion nor was she aware that Brian had
used Viagra, injections, or testosterone. Her assumption had
been that he denied problems and stonewalled. Her fear was
that there was a major sexual secret, namely an affair or
worse. Brian was initially offended. He had tried medical
means to solve the sex problem and felt like a failure. Brian
was demoralized and Claudia was confused.

Claudia was optimistic that they could renew couple inti-
macy, which Brian heard as a “sexual put-down.” He felt she
did not view him as man enough to have “real sex.” Often
when couples use the terms “intimacy” and “sex,” they are
speaking different languages. The therapist reflected that
they were speaking like Democrats and Republicans, using
adversarial language and misunderstanding each other. He
encouraged them to talk normally to each other, instructing
them to “speak English to each other about intimacy and
sexuality.” These are not adversarial terms or concepts.
Intimacy refers to emotional and sexual experiences of
warmth, closeness, attachment, affection, sensual touch,
security, and predictability. Sexuality includes intercourse
and orgasm, but is much more than that. Sexuality involves
sensual, playful, and erotic touch in addition to intercourse.
Eroticism involves unpredictable sexual scenarios and tech-
niques, intense emotions and sensations, mystery and cre-
ativity, and uninhibited sexuality. Intimacy and eroticism are
crucial parts of sexuality for the man, woman and the couple.
Both the man and woman can value intimacy and sexuality.
They do not need to fall into the traditional gender split in
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which men value eroticism and women value intimacy. A core
issue throughout therapy is integrating intimacy and eroticism
to develop a couple sexual style which reinforces strong,
resilient sexual desire [17]. Ideally, Brian and Claudia would
accept the female—male sexual equity model to replace
Brian’s traditional approach to intercourse.

An important question to ask in the initial couple session
is: “Are each of you committed to a satisfying, secure, and
sexual marriage?” It’s important to directly assess this rather
than assume it is true. This was a particularly sensitive issue
for Brian and Claudia. Although both wanted these elements
in their marriage, Claudia was quite concerned with satisfac-
tion and sexuality. Brian was sexually demoralized and felt
ready to give up on the sexual relationship; however, he also
wanted marital stability and family and was concerned with
pleasing Claudia, wanting her to feel loved and satisfied. The
answers to that open-ended question were surprising to each
spouse. Brian learned that the core issue for Claudia was not
intercourse and orgasm, but rather touching as well as reas-
surance that he did not have a secret sexual life. Claudia was
pleased to learn that Brian still loved her and valued their
marriage, but was shocked at how sexually demoralized
he was. Speaking the same language about intimacy and
sexuality was enlightening for both, but especially Claudia.
She was motivated to address issues as a couple. Brian was
feeling pessimistic sexually, but better about having Claudia
as his intimate ally.

A helpful therapeutic intervention was their reading mate-
rial between sessions. The therapist never sells clients a book
nor asks them to read a whole book, but rather assigns a short
reading. In this case, the therapist gave them Chap. 2, “Whose
Problem is 1t? His, Hers or Ours?” from Rekindling Desire
[17]. Reading the chapter separately, marking up personally
relevant sections, and then discussing it at home and in ther-
apy were surprisingly valuable, especially for Brian. It clari-
fied Claudia’s role as an emotional supporter and erotic ally
in addressing HSDD and ED. Brian learned that he had to be
responsible for his sexuality. He liked the concept that he
deserved sexual pleasure. It also introduced Brian to the
value of sexual knowledge, especially regarding ED. In
Brian’s individual history session, the therapist told him that
no man reacts as positively to Viagra as in television adver-
tisements. Based on the media criterion, all men were
“Viagra failures.” This awareness was invaluable in destig-
matizing ED and set the stage for Brian and Claudia to read
a section of an ED book during therapy [18]. Reading does
not cure ED or HSDD; however, it does normalize the prob-
lem and creates positive, realistic expectations for change.

The first individual psychological/relational/sexual his-
tory was scheduled with Brian. The therapist began by say-
ing, “I want to understand your psychological, relational,
and sexual strengths and vulnerabilities both before you met
Claudia and since she has been in your life. I want you to be
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as honest and forthcoming as possible. At the end, I will ask
you to identify anything you do not want shared with her.
I will not share it without your permission, but I would like
to know everything I can in order to help you resolve these
problems.”

Typically, the history is conducted using a chronological
format, moving from less anxiety-provoking topics to more
challenging ones. Open-ended questions are superior to yes-
no questions, as the latter make it easy to deny and just say
no. Open-ended questions give the therapist the opportunity
to explore positives and problems.

It is imperative to find out about educational background
generally, and sex education specifically. Following this,
open-ended questions about religious background, and spe-
cifically religious sex education, are useful. The question
about family background and his parents as a marital and
sexual model was particularly revealing for Brian. He loved
and appreciated them as parents and grandparents, but never
thought of them as a marital or sexual model. Brian, like
many men, had low expectations of marriage and marital
sex. He enjoyed being married to Claudia and having sex, but
he had emphasized intercourse frequency rather than satisfy-
ing couple sexuality. In later sessions, the issue of parenting
was discussed. Brian had been a dutiful father to their son
(now 26), but not been emotionally attentive in his parent-
ing. Brian felt badly that the son was much closer to Claudia
than he.

In reviewing his psychological and sexual development,
Brian labeled it “normal” and gave it little thought. However,
with gentle probing, Brian identified the fear that his penis
was smaller than average (a fear shared by the majority of
males). He also recognized his hatred of being bullied, and
believed he had received the message that he was deficit as a
male. Brian left home at age 18 for college. When asked what
his best psychological, relational, or sexual learning had been
before leaving home, Brian answered with no hesitation that
being accepted at a prestigious college had reinforced his
self-esteem. The therapist then asked, “What was the most
confusing, guilt-inducing, negative, or traumatic experience
before leaving home?”” Brian was very hesitant and embar-
rassed before admitting to his belief that he was a compulsive
masturbator who had a strange pattern of rubbing his genitals
against the bed rather than use direct penile stimulation. Brian
worried that this might be a cause of his ED. It was clear that
Brian, like most men, was not sexually well educated. He was
reluctant to ask questions or to read scientifically validated
books or articles about sexuality.

In college, Brian did well academically and was sexually
active, but not in the context of increased comfort and confi-
dence. Almost all of his sexual encounters involved alcohol.
Like most young males, he began as a premature ejaculator,
but with experience gained ejaculatory control. Brian had a
difficult time identifying his best sexual experiences during
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college. Without giving it much thought, Brian assumed he
would eventually marry and have a family.

At age 24, Brian met Claudia, and they married 2 years
later. Claudia was a college graduate and he found her an
attractive, engaging partner. Brian was glad he had married
Claudia, and felt they were a loving couple. He viewed inti-
macy and family planning as her domain. Their peer group
was getting engaged and beginning to marry, and Brian was
swept up in the momentum.

Although he joked about it, he was very concerned about
his bachelor party experience. His friends hired two strip-
pers, who took him into a private room and took turns fellat-
ing him. In previous experiences with girlfriends and with
Claudia, Brian had always functioned autonomously; he had
a spontaneous erection, intercourse with his first erection,
and was easily orgasmic. Brian had not been sexually self-
conscious. However, this stag party experience ended his
autonomous sexual function. Brian had a difficult time main-
taining his erection, although he did ejaculate easily.
Afterwards, he bragged to his friends how good he had been
sexually and that the women offered to pay him. However, he
felt embarrassed by his performance anxieties and the auton-
omous sexual function pattern was broken.

Brian felt best about sex with Claudia before marriage.
The romantic love/passionate sex/idealization experience
(limerance phase) was the sexual highlight of his life. They
were sexual almost every time they were together, and every
sexual experience flowed to intercourse and orgasm.
Although he recalled the sex as loving and passionate, his
focus was on intercourse frequency. Both remembered the
limerance phase with positive feelings.

As Brian and Claudia settled into married life with two
jobs and household tasks, sex frequency decreased; however,
sex function, especially for Brian, was still predictable. Their
son was planned and wanted, but the pregnancy signaled a
dramatic change sexually. There was almost no sex during
the last trimester and for 8 weeks after the birth. Since Brian
defined sex as intercourse, other than affectionate touch there
was no sexuality. For both Brian and Claudia, the return to
intercourse after their son was born was awkward. Claudia
was sleep-deprived and much less sexually responsive. Brian
was irritated and pushed for more frequent intercourse. They
no longer felt they were on the same sexual team.

For the next 20 years, their sexual relationship was func-
tional, especially for Brian. However, it was not special or
energizing. They fell into the traditional male—female power
struggle of “intercourse or nothing.” Claudia built resent-
ment about Brian’s focus on intercourse frequency. Brian felt
Claudia was no longer his sexual friend, but rather that she
had power as the sexual gatekeeper.

Brian first experienced intermittent ED in his mid-40s.
Like most males, rather than accept variable sexuality as normal
and not become anxious, Brian overreacted. This made the
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ED worse by rushing to intercourse as soon as he became
erect. That common self-defeating reaction had two negative
impacts. First, it reinforced the cycle of anticipatory anxiety,
performance-oriented intercourse, and frustration and
embarrassment. Second, it subverted Claudia’s sexual desire
and response. She was neither subjectively nor objectively
aroused; as a result, intercourse was less pleasurable, and her
desire decreased over time. Claudia’s orgasmic response
decreased from 80% during the limerance phase, to 40%
during the adult years, and then to less than 15% during the
erectile anxiety phase. Claudia felt that Brian was a less
involved partner and negated her role as his sexual friend.
Brian was largely unaware of this pattern, and complained
about Claudia’s lack of sexual desire and enthusiasm.

The most difficult section of the history was the explora-
tion of Brian’s attempts to use medical interventions to
resolve the ED. Brian thought of ED as an individual perfor-
mance problem and did not mention sexual desire until the
therapist asked him directly. Brian attributed his low desire
and sexual avoidance to ED. He stated, “How can I enjoy
sex when I fail most of the time?” When asked how often he
was orgasmic each month, Brian looked very embarrassed.
He initially said less than once a month; however, when the
therapist defined being orgasmic as involving any means
(i.e., masturbation, intercourse, manual or oral stimulation,
with another partner, with the use of Internet material),
Brian admitted he was orgasmic 8—10 times a month. It was
not true that Brian lacked sexual desire or was incapable of
an orgasm; rather, he had desire and valued orgasm, but
avoided couple sexuality because he feared intercourse
failure. The crucial question when assessing for the pres-
ence of HSDD is whether it is generalized or specific to
couple sex. Rather than feeling bad or embarrassed, the
therapist assured Brian that masturbating to orgasm was
normal and a good prognostic indicator.

Like the majority of men, Brian had masturbated through-
out their marriage. For the last few years, Brian had been
much more confident with masturbation than with couple
sex. When asked about his self-efficacy with erections dur-
ing masturbation, Brian reported firm erections the great
majority of time. Neither the internist nor urologist had asked
whether he experienced erections and in what context.
Equally important was to explore his use of erotic fantasies
and materials during masturbation. Like many males, Brian
regularly used online porn while masturbating. The key
dimensions when assessing porn use are: is it narrow and
controlling, or diverse and a facilitator of erotic flow.
Although many women label use of porn during masturba-
tion as “porn addiction,” this is usually a misnomer to punish
and shame the man. Of men who use porn, 85% utilize porn
in a manner that is not harmful to him or his relationship
[19]. This was the case with Brian. His masturbation and
porn use illustrated his confidence with masturbation and
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eroticism as well as his lack of confidence with erection and
intercourse during couple sex.

Brian had not shared his concerns about erection with
Claudia, nor had he spoken with her about his need for man-
ual and oral stimulation to increase his subjective and objec-
tive arousal. For Brian, the only criterion was objective
arousal (i.e., an erection sufficient for intercourse). Brian was
unaware of the concept of subjective arousal, and was there-
fore surprised when the therapist focused on the importance
of increasing subjective arousal as a key resource in rebuild-
ing comfort and confidence with erections. Brian sensed
becoming “turned-on” when he masturbated, but in couple
sex, his sole focus was on whether he was erect enough to
attempt intromission.

When the internist prescribed Viagra, Brian was very
optimistic that this would resolve his ED. Brian had told nei-
ther Claudia nor the internist that he had purchased a cheap
Viagra brand from the Internet; when it did not provide dra-
matic results, he quickly stopped using it. Brian was confi-
dent that the prescription Viagra would provide the dramatic
results shown on the TV ads, and was therefore bitterly dis-
appointed when that did not occur. He did not contact the
internist; rather, he just gave up and stopped taking it. All of
this was unknown to Claudia.

The referral to the urologist was more problematic. Brian
did not trust medical specialists and did not feel at ease with
the urologist, whom Brian described as detached and unin-
terested. The urologist used the analogy of male “plumbing”
and stated that he treated ED as a plumbing problem. Brian
did not understand the reason for penile injections. Brian did
not experience any technical problems with the injection and
did experience a firm erection. There was no guidance from
the urologist about how to integrate the injections into their
couple sexuality.

Brian was more comfortable using the testosterone gel.
The idea of being “more of a man” appealed to him. Again,
Brian was not encouraged to discuss testosterone enhance-
ment with Claudia. In fact, Brian had no desire to share any-
thing sexually with Claudia.

Brian utilized the injection in the bathroom, and he moved
to intercourse immediately upon meeting Claudia in the bed-
room. Brian was pleased because intercourse was very easy
with the injection-induced firmness; however, Claudia was
not lubricated and seemed uncomfortable. Brian did not
understand why it was difficult for him to reach orgasm,
although he eventually succeeded. What caused him to feel
awkward and self-conscious is that his erection did not dis-
sipate after orgasm. Although he could sense that Claudia
was puzzled, he chose to say nothing and turned away. He
had no answers and wanted no questions. The third time he
used the penile injection, he was unable to reach orgasm
even though he tried as hard as he knew how. His frustration
was evident to Claudia, especially since his erection did not
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decrease even when he felt turned-off. This time Claudia
asked Brian what was wrong, and he left the bedroom out of
desperation. This was a thoroughly negative experience for
both of them.

Brian continued to use the testosterone gel even after he
gave up on penile injections. He wondered if testosterone
alone would enhance erectile response. Although he felt better
with the testosterone, his irritability and sexual frustration
increased. It was Claudia’s complaints about his irritability
and anger that caused him to stop using testosterone gel.
Internally, Brian blamed Claudia for the testosterone failure.

The therapist asked, “What do you make of the lack of
success with Viagra, testosterone, and penile injections?”
Brian was quite agitated and responded, “I’m a sexual failure
and there’s nothing that can help me.” He asked the therapist,
“Will Claudia still love me even though we don’t have sex?”
The therapist said he needed to hear Claudia’s psychologi-
cal/relational/sexual history, but wanted to know whether it
was in Brian’s perceived best interest to focus on masturba-
tory sex and ignore intimacy, touching, and sexuality with
Claudia. It was clear that Brain had not thought of his
approach to Claudia and sexuality in that way. Brian was
sensitive to feeling blamed; thus, the therapist was empathic
and respectful while challenging Brian’s secrecy and narrow
approach to sex. Brian needed to share information and per-
spectives with Claudia and explore healthy alternatives for
him, her, and their relationship. Brian felt sexually at fault
and stigmatized rather than positively motivated.

Even though the history is done in a chronological, com-
prehensive manner, asking open-ended wrap-up questions is
strongly recommended. Typically, the therapist attempts to
complete the history in one 55-min session. Some clinicians
recommend a 90-min history session. Some clients require
three sessions and others are finished in 30 min.

The first wrap-up question is either, “What else should I
know about you psychologically, relationally, or sexually?”
or “What do you not want me to know that I should know?”
Often, the client discloses an important sensitive issue in
response to one of these questions. Brian said he wanted the
therapist to understand how much he loved Claudia and that
he did not want a separation or divorce. A second question is,
“As you think about your entire life, what was the most con-
fusing, negative, guilt-inducing, or traumatic thing that has
ever happened to you?” Contrary to clinical lore, the major-
ity of clients with a history of child sex abuse, incest, or rape
report the most negative thing as what is happening at the
present. This was true of Brian, who had always thought of
himself as pro-sexual; however, sex was now a source of
stigma and depressive feelings of failure. A third question is,
“Is there anything you have told me that you do not want
shared with your spouse?” Brian had a number of sensitive/
secret issues: (1) his belief that he had a small penis; (2) his
frequency of masturbation and use of porn to masturbate; (3)
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his use of Viagra, testosterone, and penile injections; (4) his
fear that Claudia would leave him: (5) his avoidance of couple
sex because of ED. Approximately 80% of clients with sexual
problems have sensitive/secret material. The therapist then
asks, “What is the positive reason for keeping this secret?”
Almost never is there a positive motivation. Secrecy is driven
by guilt, embarrassment, or fear of the partner’s reaction.
The therapist encourages the client to disclose sensitive/
secret material in over 90% of cases and is given permission
to do so in over 85% of cases. Unless there is an issue of
potential suicide, homicide, or sexual abuse, the therapist
does not disclose information without permission. In the
great majority of cases, the sensitive/secret material is an
integral component of the client’s psychological/relational/
sexual narrative. Brian was reluctant to give permission, but
the therapist made two cogent points. First, too much of
Brian’s approach to sexuality was controlled by secrecy and
shame. Second, these materials were integral to his genuine
sexual narrative. Brian realized the therapist did not have an
agenda to blame or shame him, and gave permission to share
all five secrets.

The final wrap-up question is: “I’ve been asking you
questions for 55 min; is there anything you want to ask me?”
The most common question is, “Are we the worst couple you
have ever seen?”” Reassurance that this is not true is helpful.
Brian asked, “If there is no way you can help us, will you tell
us that?” The therapist’s answer was well received by Brian:
“I need to speak with Claudia and the two physicians you
have consulted, but if I am not able to help, I will tell you that
at the couple feedback session. I do not want to take your
time and money if it is not helpful to you.”

Brian left the session feeling that it had been worthwhile.
He processed more information about himself and sexuality
than ever in his 54 years. Brian felt understood and respected.
The therapist had given him a number of things to think
about, especially regarding sexual desire and erections during
masturbation.

The psychological/relational/sexual history with Claudia
followed the same format. The most striking issue was how
different Claudia’s narrative was in regard to both her sexual
desire and her understanding of ED. Claudia wanted to stay
married, but was very confused about what was happening
sexually and was very suspicious about Brian’s sexual
agenda. She agreed with Brian that their best sex was during
the limerance phase. She enjoyed intercourse, but felt Brian
did not support her arousal and orgasm pattern even before
the ED. Ever since his erectile anxiety began, he ignored her
sexual feelings entirely. She always viewed him as very
sexually interested, and thought it strange that he now
avoided sex. When asked, “In a typical month, how often
will you be orgasmic?” Claudia was embarrassed to report
that she masturbated 1-3 times a month. She did not use
porn, but she did enjoy erotic fantasies that consisted of other
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men, group sex, and a man from work on whom she had a
“crush,” though she did not intend to act upon it. When asked
whether she thought that Brian masturbated, Claudia
responded that she hoped so. Claudia very much wanted to
resume touching and sexuality with Brian. It was she who
raised the issue of erotic, non-intercourse sexuality. In the
past, she had manually and orally stimulated Brian. He had
done traditional “foreplay” with manual stimulation to get
her ready for intercourse. She enjoyed being touched, but not
the focused genital stimulation and did not agree with Brian’s
belief that intercourse was the only real type of sex. When
asked whether she was always passive during foreplay,
Claudia responded, “That’s the way Brian likes it.” When
asked, “What would be your requests to improve couple
sexuality?” Claudia felt overwhelmed. It was easier for her
to say what she did not want than what she wanted. She did
want Brian to stop avoiding touching, she wanted to be reas-
sured he did not have a secret sex life or affair, and she
wanted to stop feeling old and sexless. The therapist affirmed
she had a right to get the “poisons” out of their relationship,
but continued to gently prod her about what she positively
wanted. Claudia had truly lost her “sexual voice.” She spoke
vaguely about wanting more intimacy.

In terms of sensitive/secret material, Claudia wanted to
“red flag” the following: (1) her masturbation, (2) her erotic
fantasies, (3) her “crush,” and (4) the fact that she had been
successfully treated for Chlamydia prior to meeting Brian.
Her guilt and embarrassment were unnecessary. She was
urged to process these issues with Brian at the couple feed-
back session. Claudia reluctantly agreed to share these issues
in the next session.

The 90-min couple feedback session is a crucial compo-
nent of this couple sex therapy model. The session bridges
the assessment and treatment phases. There are three compo-
nents: (1) create a new and genuine narrative for each spouse
with psychological/relational/sexual strengths and vulnera-
bilities, (2) devise a therapeutic agreement around sexual
goals as well as a therapeutic contract, and (3) assign the first
psychosexual skill exercise to be done at home, ideally 2—4
times between therapy sessions.

The individual narrative typically takes 20-25 min per
person and begins with the less motivated spouse. In this
case, we began with Claudia because of the message to Brian
that she would have a positive, integral role in the change
process so that he would not feel as though all the pressure
was on him. This was quite motivating for Claudia, who
wanted an active therapeutic role.

The therapist moved his chair so that he was looking
directly at Claudia while Brian attentively listened to the new
narrative. With most clients, about a third of the narrative is
new; with Brian it was over 60%. We began by describing
Claudia’s genuine strengths, including her intentionality. She
wanted a satisfying, secure, and sexual marriage with Brian.
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Another strength was that she valued sexuality, as demon-
strated by her masturbation and erotic fantasies. She respected
and loved Brian and had special memories of the limerance
phase. She had enjoyed their sexual relationship before the
ED. Claudia was motivated to understand the ED and avoid-
ance, and wanted to be Brian’s intimate and erotic ally.
In addition, Claudia had genuine vulnerabilities. Her major
vulnerability was confusion about the sexual avoidance. She
had the mistaken fear that Brian had a hidden sexual life,
which made her distrustful and vigilant. Like Brian, Claudia
had a very difficult time discussing sexual issues and was
ashamed of masturbation, erotic fantasies, and her history of
an STI. She had difficulty seeing ways in which these illus-
trated her courage and resilience; rather, they had served as a
source of shame. Claudia had not focused on the challenge of
regaining her sexual voice, which would be good for her and
their relationship. Another vulnerability was that Claudia had
allowed Brian’s definition of sex as intercourse to control
their sexual relationship. She did not understand his ED;
rather, she viewed it as a rejection of her. Finally, neither
Claudia nor Brian focused on desire, which was their core
issue (as it is for most middle-years couples).

The therapist checked in with Claudia to determine
whether this was her narrative. Claudia said that she had not
previously thought of herself in this comprehensive manner
with strengths and vulnerabilities. She felt that the therapist
understood her and her approach to sexuality better than she
had. The narrative was not just new to Brian, but also to
Claudia. She now felt more optimistic that she could become
Brian’s ally in building a new couple sexual style.

The therapist turned to Brian and said, “Much of this is
new to you. What facts and perceptions do you need to clar-
ify?” This is much superior to the traditional, “How do you
feel about this?” The therapist emphasized moderate emotion
and processing of the new material. Although clinicians fear
a major emotional drama (i.e., a “Jerry Springer” reaction),
the greater danger is that the spouse will deny or minimize the
new information. It is important that the couple “speak
English” to each other about psychological, relational, and
sexual strengths and vulnerabilities. Secrecy and avoidance
had been very costly for both Claudia and Brian.

Brian’s individual narrative acknowledged his very real
strengths as a person, spouse, and sexual man, especially his
commitment to Claudia and their marriage. The therapist
noted Brian’s courage to seek help and acknowledged that he
had a right to be disappointed in the bio-medical approach
that had previously been used, which stood in contrast to the
present couple comprehensive biopsychosocial approach to
assessment and treatment. Brian needed to feel understood
and validated rather than blamed. His masturbation with
erections was an excellent prognostic sign. This demon-
strated that he felt genuine sexual desire. The therapist said,
“You have a right to choose to be non-sexual, but it is not a
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wise decision for either you or Claudia. What is your positive
motivation for being non-sexual?” Brian’s motivation was
negative; specifically, it was to avoid feeling like a failure as
a man and lover. His emotions were frustration, embarrass-
ment, and shame. Brian’s dilemma was now clear to Claudia.
She did not want him to feel badly about himself sexually,
nor did she want to be his “caretaker”” and pretend that she did
not want to feel desire and desirable. Talking about sexual
issues was challenging for Brian and Claudia. The therapist
congratulated them on trying to understand and reach out to
each other. He reinforced the concept of needing to take per-
sonal responsibility for sex, and that the essence of sexuality
is ultimately that it is a team activity. This was particularly
helpful for Claudia, who needed to redefine sexual touching
for herself and to share these new understandings and experi-
ences with Brian.

In terms of a therapeutic contract, the therapist recom-
mended a 6-month “good faith” effort to build a healthy mar-
riage with vital marital sexuality. In his clinical experience,
three of four couples like Brian and Claudia were able to
reach these goals. It would take a great deal of work on
Brian’s part, Claudia’s part, and the therapist’s part; however,
he was optimistic that they could develop a satisfying couple
sexuality. This would be reevaluated after 6 months; they
agreed to remain focused on this goal during the 6 months.
If Brian decided to be nonsexual, he could make that deci-
sion later. However, for this 6-months period, he committed
to trying a new approach to desire, pleasure, eroticism, and
satisfaction.

The third component in the couple feedback session was
the assignment of the first psychosexual skill exercise. When
clinicians consider sex therapy, they assume it centers on the
sensate focus exercise with a prohibition on intercourse.
Sensate focus is a very valuable strategy for anxious and
poorly skilled couples. However, it is not the optimal strategy
for desire problems. The desire psychosexual skill exercises of
comfort, attraction, trust, and create your preferred scenario is
the optimal strategy [9]. Rather than focus on ED, Brian and
Claudia focused on rebuilding touch and sexual desire. The
therapeutic narrative was that avoidance was the joint enemy
and that touch was the optimal way to rekindle desire.

They began with the comfort exercise. Claudia was asked to
take the first initiative by setting up a sexual date involving com-
fort with pleasure-oriented touching. In this psychosexual skill
exercise, they explored mutual touching versus taking turns;
touching nude versus clothed; touching in the bedroom versus
touching in other rooms; being silent versus talking while touch-
ing; and experimenting with sensual and playful touch. Although
intercourse was not expected, there was not a prohibition on
intercourse. Desire exercises involve an anti-avoidance approach
to touching and sexuality. Rather than depending on spontane-
ous desire with a focus on intercourse and orgasm, the focus is
on non-demand pleasuring. Desire is responsive to touch and
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emotional connection. The essence of couple sexuality is giving
and receiving pleasure-oriented touch.

Each spouse has a chance to initiate. Initiation can be
compared to a ping-pong game in which each person gets a
“ping.” The hope is that they will have at least two pleasuring
experiences a week; ideally, they will have four (daily exer-
cises is too much pressure). Not surprisingly, Claudia was
more enthusiastic than Brian. She looked forward to reestab-
lishing an intimate touching relationship. Brian was unsure
of what to do and what was expected of him. The therapist
asked Brian if he would be more comfortable with a prohibi-
tion on intercourse to reduce performance anxiety. To the
therapist’s surprise, Brian said no. Claudia said she was
looking forward to enjoying comfortable sensual and sexual
touch without intercourse.

At the end of the couple feedback session, the therapist
commented that they must feel a bit overwhelmed with these
new personal narratives and sexual suggestions. He appreci-
ated their willingness to engage with the exploration and
change process. He encouraged them to call if questions or
concerns arose during the week, rather than wait for the next
therapy session. The therapist expected a call from one or
both and was surprised that this did not occur.

The next couple session began with the therapist asking
what the most positive experience had been during that week.
Claudia said it was their most intimate week in years. She
felt closer to Brian emotionally and physically. She noted he
was more turned-on and erect, but she was also glad they had
not tried to have intercourse. Brian’s reaction was more
muted, but when asked his most positive experience, he said
it was receiving a chest massage from Claudia. Her touch felt
good, and he did not feel awkward. They had discussed sub-
jective arousal as being rated on a ten-point scale. Brian said
for him it was a 3—4, which pleased Claudia. She had initi-
ated twice and Brian once. The therapist asked Brain whether
Brian was more comfortable initiating or having Claudia ini-
tiate. Brian said it was much better for him if she initiated.
That surprised her, but she agreed that for the rest of the
month she would do the “ping” for their sexual dates. This
gave Brian the clarity he needed.

The focus of the next psychosexual skill exercise was to
find the trust position that allowed them to feel secure and
connected. Half of the therapy occurs in the privacy of their
home. The trust position exercise was a major breakthrough
for Brian’s sexual self-esteem. Claudia initiated a trust posi-
tion in which her back was to Brian’s chest and she laid her
head on his shoulder. He could caress her legs and thighs as well
as enjoy kissing. Claudia was very receptive and responsive
to Brian’s touch, feeling both safe and turned-on. She guided
his hand to her vulva and he was thoroughly involved in
pleasuring her to orgasm with manual stimulation. This was
her first orgasmic response with Brian in 2 years. What she
learned through masturbation was transferable to couple
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sexuality. For Brian, seeing Claudia reach orgasm with non-
intercourse erotic stimulation was a life-changing experience.
Rather than fear sex and have it be a source of frustration and
embarrassment, Brian felt like a sexual partner who could
pleasure Claudia for the first time in years. They lay together
in the trust position for 10 min, feeling like an intimate
sexual team.

Two days later, they explored a trust position in which
Brian lay on his back and Claudia sat beside him so her
hands were free to caress his body. For the first time in his
life, Brian was able to accept pleasure without rushing to
intercourse. As he opened himself to her gentle, rhythmic
touch and kisses on his body, Claudia was aware of his growing
erection. Rather than focusing on his penis, she continued
playful non-demand pleasuring and enjoyed his emotional
and sexual response. As she continued kissing and caressing
him, she was surprised when he began touching his penis,
and he reached orgasm 2 min later. This had never happened
before; Brian had never been orgasmic with erotic sexuality.
Both Brian and Claudia celebrated this breakthrough. Brian
in particular was pleased by the strength of his erection in
response to her touch. Claudia’s sexual enthusiasm continued
to grow. She felt they deserved to share sexual pleasure. Brian
was less optimistic about the long-term role of erection,
intercourse, and orgasm, but was clearly enjoying this new
intimacy, pleasure, and eroticism.

At the next couple therapy session, Claudia asked whether
the therapist could give them reading about ED. The therapist
turned to Brian and asked if he thought this was the right
opportunity to read about EDs. Brian was not interested in
reading at this time; he wanted to continue to explore the
desire exercises. He suggested that the reading might be of
value to Claudia, and the therapist agreed to assign readings
as long as she did not pressure Brian to read with her.

Brian was particularly interested in the attraction exer-
cise. The focus on building a new pattern of sexual desire
was important for Brian. He was especially intrigued by
what would increase Claudia’s attraction to him. As with
other psychosexual skill exercises, touching is a crucial com-
ponent. Claudia took the first ping. She began by telling
Brian all the psychological, physical, relational, emotional,
and sexual things she found attractive about him. Brian was
genuinely surprised by her list of 24 attractive factors, which
included the way he combed his hair, his reliability as a life
partner, his willingness to give erotic touch from their trust
position, and more. He was even more surprised by her
requests that would increase her attraction to him. Her three
requests were: (1) genuinely enjoy helping her be orgasmic
during erotic stimulation; (2) stay connected to her even if he
did not have an erection and even if they did not have inter-
course, and (3) to say at least once a week that he loved and
valued her. These requests were very emotional for Brian,
and he had no hesitation in agreeing to all three. He felt
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welcome, rather than forced or coerced. The concept of sexu-
ality as sharing pleasure was becoming more real and con-
crete. Brian told Claudia he was committed to being a sexual
couple, although he still worried about ED and intercourse.
Brian asked to delay his part of the attraction exercise until
the next week because he needed time to prepare. Brian
asked Claudia to initiate the trust position again in which she
lay against him. He held and stroked her and again this tran-
sitioned to her being orgasmic with his stimulation.
Afterward, Brian requested that Claudia pleasure him and
this time he was orgasmic with her manual stimulation. Brian
particularly enjoyed Claudia kissing him as he built erotic
flow to orgasm. Her use of manual stimulation was more
erotic than self-stimulation had been. There were new feel-
ings and sensations for Brian as well as growing confidence
in erections with non-intercourse eroticism.

The process of sexual change is usually “two steps for-
ward and one step back.” The day before the next therapy
session, they had their first negative sexual encounter. After
engaging in mutual genital pleasuring, Brian felt highly
aroused and tried to initiate intercourse from the male on
top position. As he approached intromission, his erection
weakened. He tried unsuccessfully to insert his penis three
times. Brian was visibly upset and turned away from
Claudia, feeling embarrassed and disgusted with himself.
Claudia pulled him close and requested he follow through
on his commitment to not abandon her. They transitioned to
the trust position. When Brian began to stimulate her, she
said, “No just hold me, I want touch and connection.” This
brought tears to Brian’s eyes. He now had a better under-
standing of Claudia’s emotional and sexual needs. More
importantly, it helped Brian make an emotional transition
to valuing touch and sexuality as a couple rather that nar-
rowly defining sex as intercourse (an individual pass—fail
performance test).

The therapist had not yet spoken about the Good Enough
Sex (GES) model. However, Claudia was already reading
about GES in Men’s Sexual Health [20], and was sure it
would be valuable for Brian and her. Although the therapist
agreed, his sense of Brian was that experiential learning was
more impactful than cognitive and reading strategies. In
terms of experiential learning, the therapist congratulated
Claudia for implementing the touch strategies and encour-
aged Brian to follow her model.

After five weekly couple therapy sessions, the clinician
recommended switching to scheduling sessions every other
week rather than weekly, with which Brian enthusiastically
agreed. The therapist urged them to keep the reserved sched-
uled time for themselves. They could engage in a psycho-
sexual skill exercise, have an enjoyable walk, talk about an
important nonsexual issue, shower together, take a nap, or
share a concern from the past. The theme was to value and
utilize their couple time and learn that they did not need a
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therapy appointment or the therapist to be able to engage with
each other. This set the foundation for their relapse prevention
program. A major contribution of couple therapy is to reinforce
the importance of couple time.

The focus of therapy and the psychosexual skill exercises
continued to be on intimacy, non-demand pleasuring, eroti-
cism, and sexual desire in particular. The next set of psycho-
sexual skill exercises was called, “Bridges to desire.” At
Brian’s request, Claudia continued to be the initiator of the
planned and semi-planned dates. The difference is that Brian
was now considerably more open, receptive, and responsive.
Whether the date was sensual, playful, or erotic, Brian was a
full partner, both giving and receiving touch. Claudia relished
the opportunity to be creative in the execution of the sexual
date, and Brian responded to her enthusiasm.

Brian followed through on his part of the attraction exercise.
The list of positive factors was powerfully validating for
Claudia. He made two requests of Claudia to enhance his
attraction to her: to renew their marital vows on their next
anniversary, and plan a weekend getaway to a sex-themed
hotel in the mountains. Claudia was very positive about the
first request and asked that they invite their son and a small
group of extended family and friends to witness and lend
support for their renewed commitment.

Claudia offered an alternative to the second request, as she
was turned-off by the gaudiness of the sex hotel. She proposed
a couple weekend at a historic inn in a small town, where there
was a claw foot tub in which to bathe and play sexually. Brian
was fine with that alternative, and put the event on their
calendar.

While processing sexual dates, the therapist raised the
issue of synchronous and asynchronous sexual experiences.
Like most couples, Brian and Claudia endorsed synchronous
couple sexuality: both partners experience equal desire, plea-
sure, eroticism, and satisfaction. Brian, Claudia, and the
therapist agreed that this was optimal couple sexuality. The
therapist noted that for most couples, the sexual experience
was positive, but not synchronous. This means the sex was
better for one partner than the other. In fact, that had been
their sexual pattern before ED. Sex, especially intercourse,
had been better for Brian than for Claudia. This is a common
pattern, especially for couples under age 40. This insight was
more compelling for Claudia than for Brian. He agreed with
the observation, but feared being labeled a “selfish lover.”
The therapist was clear that was not the intention; rather, he
wanted to get them to speak about present sexual experiences
and expectations for the future, and to consider whether they
could affirm synchronous couple sexuality and still enjoy
asynchronous sexuality [7]. Claudia observed that this was
what they had experienced in the last few weeks; sexuality
was best when mutual and synchronous, but asynchronous
sexuality was worthwhile and fun. For the first time, sexu-
ality was better for Claudia than Brian. Asynchronous
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experiences were more than okay; in fact, they were good.
The therapist observed that one of the strategies of middle-years
and aging couples was to embrace asynchronous sexuality.
He also explained that asynchronous sex could be better
for the woman and might increase in frequency over time.
The concept of variable, flexible individual and couple sexuality
is particularly relevant for middle-years and aging couples.
Brian was more hesitant and ambivalent about this new
approach, but agreed that he enjoyed Claudia’s intense sex-
ual responsiveness. The therapist affirmed the value of both
synchronous and asynchronous sexuality as long as it was
not at the expense of the partner or the relationship. This was
congruent with what Claudia was valuing. She assured Brian
that she would never want sexuality to be at Brian’s expense
or the expense of the marriage.

In the next 2 weeks, Brian and Claudia focused on the
psychosexual skill exercises involving “Bridges to Desire.”
Claudia asked Brian if he was interested in taking “pings.”
He said their system was working so well that he wanted to
stay with it. Although she would have preferred he initiate,
she was willing to initiate sexual activity 2—4 times a week.
Claudia especially enjoyed the exercise, “Overcoming dif-
ferences in sexual desire.” Claudia was sold on the strategy
of touch as the core for her desire and that variable, flexible,
responsive couple sexuality would ensure they stayed sexual
in their 60s, 70s, and 80s [21].

The “Discrepancies” psychosexual skill exercise allowed
Claudia to be sexually playful and creative. She was eager to
take full advantage of the new sexuality definition, which
valued sensual, playful, and erotic touch in addition to inter-
course. Brian continued to prioritize intercourse. She priori-
tized playful and erotic touch. Since it was her “ping,”
Claudia introduced scenarios that focused on sharing erotic
sexuality to orgasm for both her and Brian.

Claudia was especially influenced by the concept that, “If
couples had to wait until both partners were equally desirous,
frequency of sex would dramatically decrease.” Claudia
emphasized “responsive sexual desire.” For Claudia, playful
sexuality, rather than sensual touch, was her key for desire.
In initiating playful touch scenarios, she felt freedom from
the traditional female sexual role of being the “gatekeeper”
and overemphasizing intimate touch. She valued the struc-
ture of the exercise, which enabled them both to become
comfortable saying “no” so they had the freedom to say
“yes” to playful and erotic sexuality. When the partner said
no, it was his responsibility to introduce an alternative sen-
sual or sexual scenario; avoidance was not acceptable.
Claudia’s favorite erotic alternative was pleasuring Brian to
orgasm. Claudia enjoyed feelings of power to elicit erotic
responsiveness. Brian would reliably become erect and she
enjoyed his erotic flow to orgasm. At first, Brian felt “sexu-
ally selfish,” but he clearly relished the erotic scenario.
Claudia was clear that this was not an inviting scenario for
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her in the receiving role. It brought back bad memories of
being passive in traditional “foreplay.” Instead, Claudia’s
favorite erotic scenario was mutual, interactive, playful, and
erotic touch. Being active in the pleasuring/eroticism process
was a key for her sexual desire. Another key was her accept-
ing while getting Brian to also accept that variable, flexible
sexuality—both the process and outcome—was integral to
Claudia’s sexual voice. The preference for partner interac-
tion arousal and variable response, as opposed to Brian’s
preference for self-entrancement, predictable arousal and
orgasm, illustrated that they were not clones of each other.
This insight was motivating and empowering and added
spice to couple sexuality.

In exploring playful and erotic scenarios, Claudia discov-
ered that when her subjective arousal was at a 5 or 6, mutual
stimulation facilitated her sexual responsiveness. This
involved giving as well as receiving stimulation. Brian’s
receptivity and responsiveness added to hers. In the recent
past, Brian’s fears of erectile failure and rush to intercourse
had reduced Claudia’s sexual response. Tentativeness, anxi-
ety, and self-consciousness had subverted her and their sexu-
ality. Now, Brian and Claudia valued the “give to get”
pleasuring guideline and “piggy-backing” each partner’s
arousal on the other’s.

The third exercise from the “Bridges to desire’ series was
the breakthrough in treatment. The “Sources of erotic desire”
exercise was the impetus for Brian’s enhanced desire. Brian
finally adopted the insights that he did not need erection and
intercourse in order to feel desire, and that Claudia need not be
the source of all of his sexual desire. Brian could enjoy playful
and erotic sexuality, including orgasm, without a firm erection.
He now felt free to use erotic fantasies about others and nonso-
cially acceptable fantasies to promote desire. Fantasies, mov-
ies, TV, the Internet, people on the street, and more could serve
as a bridge to desire. A prime bridge for desire for Brian was
erotic fantasies. For most people, sexual fantasies serve to
increase desire, involvement, eroticism, and orgasm.

Brian was enthusiastic about Claudia’s playful and erotic
scenarios. He was able to “piggyback”™ his arousal on hers.
He had confidence that even if Claudia was not feeling erotic
at that time, she was still enthusiastic about pleasuring him to
orgasm.

At the next therapy session, it was Brian who suggested it
was time to focus on increasing self-efficacy with arousal
and erection. Claudia was enthusiastic about incorporating
the “Arousal and erection” psychosexual skill exercises as
long as Brian agreed he would not turn away from their prog-
ress if intercourse did not occur. Claudia affirmed the value
of intercourse for her personally and them as a couple, but
she did not allow it to control their sexual relationship. Brian
agreed and asked the therapist whether he should again uti-
lize a medical intervention. The therapist called the internist,
and they jointly agreed that Brian would be prescribed a
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daily low dose of Cialis for 3 months. The therapist was clear
in speaking to Brian and Claudia not to consider this a
“magic pill,” but rather an additional medical resource to
enhance confidence in erectile function. There were three
factors in rebuilding erectile confidence: (1) Brian’s sexual
voice, which emphasized desire and sexual pleasure; (2)
turning toward Claudia as his intimate and erotic ally who
valued sensual, playful, and erotic touch in addition to inter-
course; and (3) Cialis to improve vascular function. When
Brian felt subjectively aroused, Cialis made his vascular sys-
tem more functional and promoted maintaining his erection.
The therapist was clear with Brian that expecting 100% pre-
dictable erection and intercourse would set him up for failure.
The therapist said what he says to almost all men, which was,
“Whether it happens once a month, once every ten times, or
once a year, it is normal to not have an erection sufficient for
intercourse. I know you are cured of ED when you don’t panic
or apologize if sex does not flow to intercourse.”

The Good Enough Sex (GES) model sets the expectation
that in approximately 85% of sexual encounters, the experi-
ence will flow from desire, to pleasure, to eroticism, to inter-
course, and then to orgasm. Rather than trying to force it
when sex does not flow, the couple transitions to an erotic
scenario (synchronous or asynchronous) to orgasm, or to a
sensual, cuddly scenario, which ensures that the encounter
ends in a positive manner. Another alternative is to say, “This
isn’t going to be an intercourse night. Let’s take a rain check
and be sexual during the next few days when we’re aware,
awake, and responsive.” The key for GES is to affirm that
couple sexuality is about sharing pleasure-oriented touch and
that it is not an individual pass—fail intercourse test. Increasing
erectile self-efficacy is a healthy strategy, whereas demanding
perfect erectile function and intercourse performance is self-
defeating and reinforces the ED. The biopsychosocial
approach featuring positive, realistic expectations stands in
sharp contrast to the biomedical approach to ED.

As most women do, Claudia affirmed GES for erection
and couple sexuality. GES is congruent with the lived female
sexual experience. Almost all women experience sexuality as
variable, flexible, and interactive, rather than autonomous
and perfectly predictable. GES was much more challenging
for Brian, as it is for most men. The fact that physicians,
advertisements, and male peers expect perfect erectile func-
tion serves as a major barrier to acceptance of GES. A strat-
egy to convince the man is for the therapist to say, “Traditional
men typically stop being sexual in their 50s and 60s; wise
men are sexual in their 60s, 70s, and 80s. Wise men turn
toward their partner and embrace GES.”

The major factors that enabled Brian to accept GES
included Claudia’s support and encouragement as well as his
experiences with erotic, non-intercourse sexuality. As they
began to explore the “Arousal and erection” psychosexual
skill exercises, the therapist urged them to retain their focus
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on the primacy of sexual desire and reminded them that
“pleasure is the measure” [22].

The psychosexual skill exercise of “Waxing and Waning
of Erections” is crucial. Brain was not expected to enjoy the
exercise, but to experientially learn that it is physiologically
normal for erections to wane. If he does not panic or try to
force an erection, the erection will wax (i.e., grow) again
with relaxation and sexual playful touch. Like almost all
men, Brian expected and wanted to proceed to intercourse
and orgasm on his first erection. This is a healthy preference,
but becomes self-defeating when it is a mandate. In the exer-
cise, Brian is the receiving partner with self-entrancement
arousal. When he becomes erect, Claudia stops stimulation,
so the erection will naturally wane. If Brian remains physi-
cally and psychologically relaxed, mindful, and open to sen-
sual and playful touch his erection will wax again. Then, for
a second time, allow it to wane and then wax. When practic-
ing this skill, Claudia pleasured Brian to orgasm with his
third erection. Brian understood the purpose of the exercise,
which was to make him aware that he need not panic when
his erection waned. The key to regaining an erection was not
to work at or rush it, but rather to remain mindful of touch.
This lesson was clearer to Claudia, and she found it intrigu-
ing. Like almost all men, Brian found it a difficult exercise
and had no desire to repeat it; however, he now accepted the
“wax and wane of erection” process.

Brian did enjoy the second exercise, “Playing With Your
Penis Around Her Vagina.” Brian was open to Claudia’s play-
ful and erotic manual and oral penile stimulation. Both under-
stood that unless Brian’s subjective arousal was at least a 5,
penile stimulation was counter-productive, thereby increas-
ing self-consciousness and reducing arousal. The next two
exercises involved integrating intercourse into the pleasuring/
eroticism process. Claudia decided when to move to intromis-
sion and guided Brian’s penis inside her vagina. Brian was
actively involved in giving and receiving erotic touch, which
dramatically reduced ‘“spectatoring.” Rather than fearing
intercourse as an individual pass—fail performance test, inter-
course was a couple process and a natural extension of the
pleasuring/eroticism process. At the next therapy session,
Brian affirmed Claudia’s point that if sex did not flow to inter-
course, he would turn toward her to share an erotic scenario.
His challenge was to stay emotionally and physically
involved, rather than panic or apologize.

At this point, Brian and Claudia had integrated concepts
of desire, pleasure, eroticism, and satisfaction. When sex was
not positive for one or both, they could still appreciate broad-
based sexuality. Variable, flexible GES was the foundation
for their continued growth as a sexual couple.

The last set of psychosexual skill exercises was
“Maintaining resilient couple sexuality.” Relapse prevention
is an integral component of comprehensive sex therapy.
Relapse prevention strategies and techniques are ignored in
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most therapy programs, much to the detriment of individuals
and couples. The most demoralized couples are those who
are successfully treated and then relapse. They ask themselves,
“Should I blame myself, my partner, our relationship, or the
therapist?” Usually it is the therapist who failed to help them
develop an individualized relapse prevention plan.

In the next-to-last formal therapy session, Brian and
Claudia were given the handout, “Relapse Prevention
Strategies and Guidelines” [6]. Their homework assignment
was to choose 2—4 guidelines as the basis of their individual-
ized relapse prevention program. At the last therapy session,
Brian and Claudia made an emotional commitment to main-
tain strong, resilient couple sexuality that focused on desire.
The most common relapse prevention strategy is how to pre-
vent a sexual lapse from becoming a relapse. This was par-
ticularly important to Claudia. She knew, both from reading
and experience, that it is normal for 5-15% of sexual encoun-
ters to be dissatisfying or dysfunctional. She wanted to be sure
that Brian could accept that and not use it as a cue to avoid.
Brian had a proposal: Claudia would commit to initiating a
sexual date within 72 h of a negative experience to ensure that
avoidance did not have a chance to grow. She enthusiastically
agreed.

Brian and Claudia agreed that they would schedule
6-month check-in sessions with the therapist over the next 2
years. The check-in session would have two areas of focus:
to be sure gains were maintained, and to set a new couple
sexual goal for the next 6 months. The goal could be any one
of a number of things, including trying a new pleasuring
lotion, taking a couple weekend trip, developing a new after-
play scenario, trying a multiple stimulation technique during
intercourse, or trying a role enactment scenario. The mes-
sage is not to treat couple sexuality with benign neglect.
Vital, satisfying sexuality requires new energy, inputs, cre-
ativity, and unpredictability. Of course, if there were a prob-
lem, they were encouraged to schedule a “booster session.”
Claudia committed to call for a booster session if a month
went by without a sexual encounter. Brian and Claudia had
come too far to allow a relapse. They were committed to
desire, pleasure, eroticism, and satisfaction.

Biological Treatments

The major biomedical treatment for HSDD is testosterone
enhancement therapy. Ideally, this would be under the care of
an endocrinologist who specializes in the assessment and
treatment of hormonal function and sexuality. Testosterone is
often prescribed by an internist, psychiatrist, urologist, or
sexual medicine specialist.

Assessing for free testosterone is a challenging task that is
ideally carried out by a specialty lab. Testosterone levels are
difficult to measure and can vary widely. Also, many men are
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overly influenced by the barrage of “low T” advertisements.
When there is no available testosterone or extremely low
levels, it is appropriate to prescribe testosterone enhance-
ment therapy, most often in a gel form. What is not appropri-
ate is expecting testosterone to be a stand-alone medication
to cure HSDD. The integration of testosterone into the cou-
ple sexual style of intimacy, pleasuring, and eroticism is cru-
cial. Ideally, the prescribing physician would have at least
one consultation with the man and his partner to discuss how
to successfully integrate testosterone and to establish posi-
tive, realistic expectations.

When ED causes HSDD, the use of Viagra, Cialis or
penile injections can promote sexual desire by reducing
anticipatory and performance anxiety. However, this does
not automatically cure HSDD. Discussing with the man
(ideally the couple) the concepts of responsive male sexual
desire and Good Enough Sex (GES) is critically important in
rebuilding resilient sexual desire.

Another important biomedical intervention is the promo-
tion of good health, especially behavioral health habits.
Anything that is good for the man’s physical body is good for
his sexual body. Understanding that no illness and no disabil-
ity stops sexual desire is empowering. The major biomedical
cause of HSDD is side effects of medications. The client
(ideally the couple) schedules a consultation with the internist
or specialist to address how to be an involved, active patient
while reducing the negative impact that the disease or disabil-
ity has on sexuality. In addition, the man is urged to improve
behavioral health habits such as: refraining from smoking,
engaging in moderate or no drinking, adopting healthy sleep
patterns, participating in regular exercise, and maintaining
healthier eating patterns. He wants sexuality to maintain a
positive 15-20% role in his life and relationship.

Psychosocial Treatments

The biopsychosocial model views psychological and
relational interventions as integral to treatment of HSDD.
The treatment of choice for men in a married or partnered
relationship is couple sex therapy. However, individual sex
therapy or counseling can be of great value.

A crucial strategy is the use of psychosexual skill exer-
cises to build sexual comfort and confidence. A series of psy-
chosexual skill exercises includes building sexual desire,
arousal and erection, and enhanced erotic flow and orgasm.
These are most effective when practiced as a couple, but they
can also be rehearsed using masturbation or guided
imagery.

Cognitive restructuring involves addressing the tradi-
tional male sex socialization to confront the myth that
“sex=intercourse” and that autonomous sex performance is
the norm. This is replaced with a model in which sexuality is
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focused on the couple sharing pleasure rather than on erec-
tion and intercourse as an individual pass—fail sex test. Again,
this is more effective in the context of the woman being his
intimate and erotic ally.

Teaching physical and psychological relaxation skills
(including mindfulness) is a critical area of learning for the
man. The foundation for sexual response is relaxation, the
understanding of which most males are not aware.

Another crucial psychosocial intervention is to change the
definition of sexual satisfaction. Although arousal, inter-
course, and orgasm are highly valued, satisfaction is more
than orgasm. Satisfaction involves feeling good about him-
self as a sexual man and energized as a sexual couple.
Perhaps the most important change is to accept the Good
Enough Sex (GES) model and let go of the individual perfect
sex performance model. In the traditional approach, the man
is always one negative sexual experience from feeling like a
“sexual failure.” GES frees him from the oppressive model
of individual sex performance. This increases self-acceptance
and sexual self-esteem.

Complexity of HSDD

Although this chapter follows the dichotomous diagnostic
categories of primary versus secondary HSDD and general-
ized versus specific contexts, the reality is that HSDD is
complex in both assessment and treatment. The biopsycho-
social model provides a framework for understanding HSDD
as multicausal and multidimensional with large individual,
couple, cultural, and value differences. Sexual secrecy and
couple dynamics frequently play a crucial but underappreci-
ated role in subverting sexual desire. The traditional male
model consisting of spontaneous erection, totally predictable
sex performance, and an unconditional desire for sex is not
motivating or empowering for the adult man, particularly
one who is in a serious relationship and over age 40. In fact,
it is oppressive and destructive. In many ways, male HSDD
has the same variability and complexity as FSIAD does for
women. Desire is strongly influenced by expectations about
arousal and erection, especially with ED. Some researchers
believe that the rate of HSDD is 15-25% [23].

Although testosterone enhancement has been promoted
as the cure for “low T,” careful assessment of testosterone
levels is not common, and the level of free testosterone is
quite variable. Males (and females) who lack testosterone or
whose levels are abnormally low can benefit from testoster-
one enhancement. However, testosterone is not an effective
stand-alone intervention [24].

Anxiety and depression, as well as the side effects of the
medications used to treat these problems, are common
biomedical factors in HSDD. Social/relational factors have
to be carefully assessed and addressed as possible causes,
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especially of primary HSDD. Common causes of primary
HSDD include having a secret sexual life; a variant (atypical)
arousal pattern; a preference for masturbation; or a history of
sexual trauma that is not shared with the spouse (partner).
The man treats these issues as “shameful secrets” and often
blames his partner for the sexual problem. The secret sexual
pattern can go on for years. When the partner discovers the
secret, her reaction is similar to that of a PTSD response; she
feels shocked and betrayed. Often, it is not discovered until
the assessment process, and it is then disclosed in the couple
feedback session. The therapist faces the challenge of simulta-
neously supporting the man in the session so that he does not
feel shamed while supporting the woman in her sense of con-
fusion, hurt, and anger. The therapist emphasizes how impor-
tant it is for the couple to process HSDD issues. They now
have the information and resources to address these hidden
desire problems. The therapist emphasizes that the past cannot
be changed; rather, the power of change is in the present and
future. They can process and learn from the themes of the past,
but they do not have the opportunity for a “do-over.”

In dealing with primary HSDD, the personal responsibility/
intimate team model is crucial. The core question is: what is
the man’s motivation and intentions regarding change? The
therapist helps him deal with ambivalence and confront sexual
shame. The clinician needs to be sure that the man’s motiva-
tion is genuine and that he is not simply giving the “socially
desirable” response. The woman’s motivation and needs are as
important as the man’s are. The therapist must make sure that
the woman is open to being the man’s intimate and erotic ally
in developing a new couple sexual style, and that she is not
intent on punishing/shaming him. They must address whether
she can overcome her sense of betrayal and be an active part-
ner in building a new couple sexual style.

In working with couples facing HSDD, there are five clients
in the room: (1) the man; (2) the woman; (3) their general
relationship; (4) their sexual relationship; and (5) the most
difficult client: their history as an emotional and sexual cou-
ple. It is imperative to conduct a comprehensive biopsycho-
social assessment with both the man and woman. Issues
pertaining to desire, especially primary HSDD, are extremely
challenging clinical problems.

Variant Arousal as the Cause of HSDD

The most common sexual secret causing primary HSDD is a
variant (atypical or kinky) arousal pattern. This includes
fetishes, cross-dressing, BDSM scenarios, and more.
Traditionally, the man never disclosed the variant arousal
pattern to his partner. Approximately 4% of men experience
variant arousal [25]. This pattern is established in childhood
or adolescence; it seldom develops during adulthood.
Commonly, the pattern is controlled by high secrecy, high
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eroticism, and high shame. This controls the man’s sexuality.
Although he is usually able to function sexually, especially
early in the relationship, his ability to do so decreases over
time because his sexual desire is controlled by the variant
arousal rather than by the desire for intimate, interactive cou-
ple sexuality. It is not that he cannot perform intercourse or
succeed at reproductive sex; rather, he does not value couple
sexuality. He uses masturbatory sex with fetish fantasies, and
sparingly uses couple sex as a way to service his partner so
that she does not complain. Over time, he resents sex with
the woman and falls into a negative sexual cycle in which she
pursues sex and he avoids it. When they are sexual, it is often
dysfunctional for him or dissatisfying for her. Over time, sex is
marked by anticipatory anxiety, tense performance-oriented
intercourse, frustration, embarrassment, and eventually
avoidance. The contrast between masturbating to the fetish
and couple sex becomes even starker.

This negative pattern can last for years. In essence, the
man and woman are speaking different languages about inti-
macy and sexuality, often trading charges and put-downs.
A common occurrence is that the man’s secret sexual life is
ultimately discovered with a great deal of ensuing drama.

There are three basic treatment strategies: acceptance,
compartmentalization, and necessary loss. At this time, there
is little clinical or empirical data to support one strategy over
the others. Typically, the man is hoping for acceptance and
the woman is hoping he will give up the variant arousal and
accept necessary loss. In assessing the man, woman, rela-
tionship, and their intimacy and sexuality pattern, the clini-
cian carefully assesses cognitive, behavioral, and emotional
factors, as well as each partner’s motivation. Specifically, it
is important to identify how the man views the spouse and
the relationship: does he value it, marginalize the woman, or
endure the marriage for the sake of the children or social
acceptance? It is imperative to identify whether the woman
values him and their bond, or whether the variant arousal and
history of betrayal gives her freedom to terminate the rela-
tionship. It is crucial for the clinician to provide first class
treatment with a curious, nonjudgmental stance, rather than
assume the presence of psychopathology.

“Kink-friendly” therapists advocate for acceptance, which
is much better than assuming pathology. The primary issue is
whether the affirming therapist considers the whole picture,
including the needs and motivations of the woman. Both part-
ners have a right to feel that the therapist is addressing the
problem in a respectful, empathic manner.

The acceptance strategy requires emotional acceptance, not
just of the variant arousal but also of the ability of both part-
ners to incorporate this into couple sexuality. This can be a
challenge for both the man and woman. For the man, his vari-
ant arousal (whether a fetish, cross-dressing, or being submis-
sive in a BDSM scenario) has always been in the context of a
secret arousal. Some men find that acting out the variant sce-
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nario in an intimate relationship strips away the erotic charge.
Some women emotionally accept that the variant arousal is
integral to his authentic sexuality, but experience activities
such as putting on fetish material, being sexual when he is
cross-dressed, or taking the dominant sexual role as anti-
erotic. Couples who adopt the acceptance strategy usually
experience the new sexual scenario as better for him than her.
Asynchronous sex is common and healthy, but not all their
sexual experiences are based on the variant arousal. An impor-
tant question is whether they can develop mutual, synchro-
nous scenarios or value asynchronous scenarios that are
better for her than for him. The key to the successful thera-
peutic implementation of the acceptance strategy is for the
couple to take pride in “beating the odds” and creating a new
sexual style that integrates the variant arousal into their
desire/pleasure/eroticism/satisfaction pattern. It is important
that the therapist focus the couple on the present and future,
without allowing the couple to get stuck in the “what if”
questions or feelings of betrayal about past sexual secrecy.
Clients can learn from the past and process and honor new
learning, but they cannot change the past. The power of
change is in the present and future.

With greater cultural awareness and acceptance of variant
(kinky) sexual scenarios, a new guideline is that the man dis-
closes his sexual patterns in the first 6 months of a new rela-
tionship so that the woman can decide whether she can accept
it. This problem is prevented when the couple meets through a
“kink-friendly” website. The couple celebrates kinky sex
while rejecting “vanilla sex.”

The “necessary loss” strategy is the other extreme. This
occurs when it is not possible or acceptable to incorporate
the variant arousal pattern into couple sexuality. The man has
to accept that his special erotic charge will not work in this
relationship. He is not being shamed or coerced. She is being
honest in saying that the variant arousal is anti-erotic for her.
The challenge is to develop a new couple sexual style that
affirms desire/pleasure/eroticism/satisfaction. The man has
to be honest with himself and his partner about the fact that
the erotic charge is not as intense as it is with the variant
arousal, but that their new couple sexual style is a better fit,
with eroticism integrated into couple sexuality. Rather than
compare intensity of erotic sensations/feelings, he accepts
the integrated eroticism and learns to “piggyback” his arousal
on hers.

Some men find even if the partner were willing to play out
his variant erotic scenario, it is not erotically satisfying for
him. Sharing the variant erotic scenario results in a lessened
erotic charge and in some cases, it is an erotic “dud.”

The third strategy, compartmentalization, is the traditional
secret strategy. The man acts out the variant arousal with
other partners or uses Internet stimuli for masturbation. He
utilizes variant arousal fantasies during couple sex in order to
function sexually. When disclosed, most couples will choose
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either the acceptance or necessary loss strategies. However,
some couples purposefully choose the compartmentalization
strategy. For example, a woman might say that she could
accept that her husband valued being sexual when cross-
dressed, but that sexual activity with him wearing her slip or
in make-up is an erotic turn-off for her. They agree that he
can utilize cross-dressing fantasies while engaged in couple
seXx, but not verbalize them. When she was out of town, he is
free to cross-dress and go to clubs where he can be sexual, as
long as he practices safe sex.

The core therapeutic issue is to find an acceptable emo-
tional/sexual agreement that works for the man, woman, and
couple so that sex does not have a destructive role, but rather
a 15-20% positive role.

Deviant Sexual Arousal

Less than 1% of men have a deviant arousal pattern. Deviant
sexuality refers to illegal sexual behavior that is harmful to
others. The most common deviant behaviors are exhibition-
ism, voyeurism, frotteurism, pedophilia, and obscene phone
calls [26]. Therapeutically, the goal is to stop acting out devi-
ant behavior entirely, although there is wide disagreement
about therapeutic strategies and techniques. There is agree-
ment that shaming the man is counter-therapeutic, reducing
his self-esteem and reinforcing a secret sexual life. A multi-
dimensional biopsychosocial treatment approach involving
his partner is likely to increase success, with a much lower
relapse rate. There is a need for empirical and clinical
research on which strategies are most efficacious in stopping
deviant sexual behavior.

Men Who Prefer Masturbation
to Couple Sex

There has been a misplaced emphasis on the concept of
“porn addiction” in both the media and professional litera-
ture. In the sex therapy field, there is little support for the sex
addiction model, which tends to shame men and overempha-
sizes the negative impact of pornography for all men. The
“out of control male sexual behavior” model [27] is an
empirically validated sexual health approach to problematic
sexual behavior.

In primary HSDD, the man is comfortable and confident
with masturbation, but he is an anxious performer in couple
sex. Diagnostically, the question to ask the man is: “In a typi-
cal month, how often are you orgasmic by any means?” Men
who identify (or are labeled by their partners) as low sex inter-
est disclose that in masturbatory sex, they are orgasmic 20-30
times per month. Follow-up questions pertain to what erotic
fantasies or materials are used. Sometimes, the core issue is a
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variant arousal pattern. However, often the issue is his sexual
preference for masturbation. The analogy is: “ I am an A+
masturbator, but a D- at couple sex.”

This pattern reflects the poisonous combination of high
secrecy, high eroticism, and high shame. Almost invariably,
the partner is kept in the dark, although she is suspicious that
something is going on sexually. Often, the man blames the
woman for the no-sex relationship, which is both unfair and
unkind. In the extreme case, the man chooses to marry (or
partner) with this woman for anti-erotic reasons (i.e., specifi-
cally because he did not want to be sexual with her and could
thus blame her for the sexual problem).

When the secret sexual life is revealed, whether by acci-
dent at home or in the couple feedback session, the woman’s
reaction is similar to a PTSD response whereas the man’s
reaction is one of guilt or shame. The therapist’s role is to be
empathic and respectful of each partner while challenging
them to process the new sexual information in a non-
destructive manner. The man has to accept responsibility for
the secret sexual life, rather than minimize it or wallow in
guilt, shame, or cognitions that he is a bad man and that sex
is bad. He is responsible for his own sexuality and needs to
be honest with himself (and his partner) about his genuine
motivation and intention to utilize change strategies. It is
important to identify whether he is proposing acceptance,
compartmentalization, or necessary loss. Too often, the ther-
apist is faced with the woman blaming or demonizing the
man, and the man being silent and shameful. He agrees to
something he is not committed to in order to placate her.
Rather than change based on positive motivation, it is driven
by guilt or by the need to pretend. As with other examples of
negative motivation, this almost never results in positive
change. The man is driven by shame and embarrassment,
rather than by wanting to be intimate and sexual. For this
type of HSDD, intimacy and eroticism are totally separate.

In an empathic manner, the therapist confronts the
destructive power struggle that has been driven by shaming
the man and his sexuality. He has a right to say what strategy
is healthy for him, rather than be driven by the partner’s
agenda. The core issue in working with desire problems
caused by a secret sexual life is to create a new genuine couple
sexuality that meets each partner’s preferences and feelings.
Ideally, the clinician is pro-sexual and pro-relationship but
also able to help couples divorce in a non-destructive man-
ner. Divorce is usually the woman’s decision because she
feels there is not a genuine intimate sexual relationship.
Typically, a man who prefers masturbation to couple sex,
whether there is a variant arousal or not, does value the rela-
tionship, but is too anxious to enjoy couple sexuality. The
therapeutic strategy is to build a new couple sexual style that
integrates desire/pleasure/eroticism/satisfaction. The man
accepts that sexuality will not be as predictable and eroti-
cally charged as the masturbation pattern and learns that
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sexuality becomes better integrated into his and their sexual
relationship. In healthy relationships, sexuality is not the
most important factor. Sexuality has a positive, motivating
role to promote feelings of desire and desirability and bond
the couple. Primary HSDD has the opposite role, in that it
demoralizes the couple.

History of Sexual Trauma as a Cause
of Primary HSDD

The third major sexual secret causing HSDD is a history of
sexual trauma or emotional neglect. Sexual trauma is less
common for males, but it is a pervasive shameful secret that
controls his sexual self-esteem. Most males do not disclose the
trauma history to anyone, especially not their spouse/partner.
Public awareness and professional literature emphasize female
trauma. The mistaken assumption is that male children and
adolescents do not experience trauma. As the great majority of
perpetrators are males, there is the additional stigma of same
sex interactions. To compound the stigma, a common form of
male sexual abuse is being fellated to orgasm. This leads the
client to question how can it be abuse if he responded sexually.
The essence of child sexual abuse is that the older male’s sex-
ual wants are met at the expense of the child or adolescent’s
emotional needs. The majority of sexual abuse incidents occur
with someone the boy knows, do not involve anal intercourse,
and are not physically violent, which is the opposite of the
stereotype. Sadly, this makes it harder to disclose and pro-
cess the sexual trauma in a healing manner. Instead, it serves
as a “shameful secret.” The man has a contingent sexual self-
esteem, believing if his partner knew the abuse history, she
would not respect or love him.

In many ways, neglect has a greater degree of negative
impact on emotional and interpersonal development than
trauma does. Neglecting the young boy’s physical, psycho-
logical, and emotional needs sends a message that he has no
value. He is not even important enough to abuse.

When addressing a history of trauma or neglect with the
adult man, the clinician is mindful of being empathic, rather
than sympathetic, as well as respectful of the client’s feel-
ings. It is especially important not to blame or shame the
man, but rather to convey the message that processing his
psychological, relational, and sexual history is crucial to the
healing process. He needs to verbalize and honor the trauma
history without giving it control over his life and sexuality.
Typically, the partner is more accepting and supportive of
him than he is of himself. Common misperceptions that the
man harbors include: (1) he was responsible for the abuse;
(2) he was chosen for abuse because he was a weak male; (3)
if he responded sexually, he must be gay; (4) if his partner or
male friends were to find out, they would blame him or deem
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him to be “damaged goods”; and (5) the abuse history has
destroyed his sexual self-esteem.

Cognitive restructuring is a core therapeutic strategy. In
honoring the themes of the trauma history, the goal is to shift
his sexual self-esteem from that of a shameful or angry victim
to that of a proud survivor. He can learn from the past, but he
cannot change the past. The power of change is in the present
and future. The treatment of choice where there is a history of
trauma is couple sex therapy [28]. When he feels deserving of
sexual pleasure and is able to experience desire/pleasure/eroti-
cism/satisfaction in the milieu of an intimate sexual relation-
ship, he has taken back control of his body and sexuality; he is
no longer controlled by the trauma history.

A crucial therapeutic strategy is to give him the power to
veto a sexual scenario or technique. He has confidence that
his partner will honor the veto, which is the opposite of what
happened in the trauma. However, he does not have the right
to avoid sexual activity. When he avoids, this builds sexual
anxiety. If he becomes anxious or has a flashback, a useful
strategy is to switch to their “trust position” and regain a
sense of mindful control. Trauma-informed couple sex ther-
apy is a sophisticated approach that honors the sensitivities
of the trauma history without giving it power in the present
sexual relationship [29]. The woman takes the role of “a
partner in healing” and supports the belief that as an adult,
he deserves sexual pleasure. Sexuality now has a positive
15-20% role in his life and relationship. They develop a
new couple sexual style that affirms desire/pleasure/eroti-
cism /satisfaction. The core dimension is strong, resilient
sexual desire.

Secrets Regarding Sexual Orientation

When males report sexual problems, the most common reac-
tion from male peers, partner, physician, and mental health
professionals is to ask, “Are you gay?” This is a major cause
of prejudice that straight men have against gay men. Although
the clinician does need to assess for sexual orientation issues,
it is imperative not to assume that is the problem; most of the
time, that is not the issue. As the culture becomes more
accepting of gay men and gay marriage, there is less need to
be secretive, and certainly less shame regarding sexual orien-
tation. For most men, sexual orientation is “hard-wired”
rather than a choice behavior. For the 3-4% of men whose
sexual orientation is gay, the challenge is to live their lives
psychologically, relationally, and sexually as first class peo-
ple. In the great majority of cases, reparative and change
therapies are not only unsuccessful; they are harmful.
Typically, sexual desire is a strength for gay men.

The scientific community has now accepted that sexual
orientation is much more complex than the old model
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depicted, which centered on the gender of those that the man
fantasies about and with whom he has sex. A better under-
standing of sexual orientation involves with whom the man
feels emotionally attached to and shares genuine intimacy.
The second factor is with whom he experiences a genuine
erotic charge [30].

There are at least four sexual orientations: (1) homosexual,
(2) heterosexual, (3) pan-sexual, and (4) asexual. Pan-sexual
(which includes bi-sexual) is a genuine orientation. The clinical
challenge is to help the client develop a sexuality that affirms
a 15-20% role in the man’s life and relationship. His sexual
self-acceptance and ability to negotiate expectations and
behavioral boundaries with partners is crucial. Most pansexual
men adopt a nontraditional approach to relational fidelity
and consensual non-monogamy [31].

Asexuality

Over the past 5-10 years, the scientific study of asexuality has
grown [32]. Approximately 0.5% of men are asexual, which
means they lack sexual desire for a physical relationship with
another person. However, many asexual men are able to pro-
create and desire marriage and family. To evaluate the com-
plexity of asexuality, the clinician needs to conduct a careful
biopsychosocial assessment. Asexual men deserve first class
mental health services with a clinician who does not assume
that asexuality is psychopathological or caused by a lack of
testosterone. It is important to assess testosterone levels as
well as to identify whether trauma, a sexual secret, shame,
fear of intimacy, or a self-misdiagnosis is present. However, it
is a mistake to assume that any of these factors are the cause
of asexuality.

Prognosis

Male HSDD has been understudied both empirically and
clinically. In general, the traditional treatment approaches,
whether biomedical or psychodynamic, have been pessimis-
tic about change. Meana 3 identified the core issues in
HSDD: psychological, relational, and sexual secrets. The
couple biopsychosocial model is much more likely to pro-
mote a genuine understanding and successful resolution of
HSDD because it explores a range of causes and dimensions
and directly confronts the man’s secrets.

The stand-alone medication approach to ED has been
unsuccessful for two core reasons. First, it reinforces the
individual perfect sex performance model, which sets the
man up to feel like a “Viagra failure” and subsequently avoid
couple sex. Second, the woman is someone for whom he is
supposed to perform, rather than someone he can turn to as
his intimate and erotic ally when sex does not flow to
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intercourse. Unless the man’s core assumptions about healthy
male sexuality are confronted and changed, the prognosis for
HSDD is poor. However, when the man (and couple) adopt a
variable, flexible approach to couple sexuality that both values
sharing pleasure more than individual sex performance as
well as accepts that sensual, playful, and erotic sexuality are
valid in addition to intercourse, this new model promotes
strong, resilient sexual desire. This is an anti-perfectionistic
approach to male sexual function and desire. The partner
uses a positive influence process, which enables the man to
value variable, flexible couple sexuality. The focus is on
sharing pleasure and embracing GES.

A clinical intervention that dramatically increases prog-
nosis is urging the man to take pride in “beating the odds”
and being a “wise man” rather than a traditional man. A key
for positive prognosis is to accept that this approach to male
and couple sexuality is superior to the traditional, rigid, indi-
vidual predictable performance model. The concept of “male
responsive sexual desire” is the foundation of this new model
of desire. Rather than be driven by spontaneous erection,
eroticism, and orgasm, responsive male desire emanates
from the giving and receiving of pleasure-oriented touching
and mindfulness of his emotions and those of his partner.

Recognition that couple sexuality can have a number of
roles, meanings, and outcomes allows a range of bridges
to desire. The man and couple’s openness to the use of all
resources—including biomedical, psychological, and
relational —to facilitate desire is an empowering strategy
that promotes a positive outcome.

A crucial element in successful treatment is the devel-
opment of an individualized relapse prevention plan. The
sign of resilient desire is the ability to ensure that a lapse
(i.e., a negative sexual experience) does not become a
relapse (i.e., a pattern of anticipatory anxiety and perfor-
mance-oriented intercourse that leads to avoidance). Creating
a couple sexual style that integrates intimacy and eroticism
and allows the man to have his sexual voice and turn toward
his partner sexually in both good and bad times ensures
strong, resilient sexual desire.

Relapse Prevention of HSDD

Comprehensive assessment and treatment using all biopsy-
chosocial resources is crucial in the successful treatment of
HSDD. The most ignored issue is relapse prevention [6]. The
most demoralized men and couples are those who regained
desire and then relapsed into HSDD and sexual avoidance.
The client wonders whether he should blame himself or his
partner, or whether this is a fatally flawed relationship.
However, it is usually the fault of the clinician, who did not
help the man and couple develop an individualized relapse
prevention plan. Whether the HSDD was treated using a
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couple therapy format or individually using a biomedical
model, a relapse prevention plan is part of comprehensive
treatment.

Two sessions before termination in the couple sex therapy
approach, the couple receives a ten-item set of relapse
prevention guidelines. The couple is asked to choose 24
guidelines that provide the basis for their individualized
relapse prevention plan. During the last formal therapy ses-
sion, they discuss their plan in detail. The most common
guideline chosen is how to ensure a lapse (i.e., a negative
sexual experience) does not become a relapse (i.e., reversion
to the pattern of anticipatory anxiety, tense performance-ori-
ented intercourse, frustration, embarrassment, and avoid-
ance). Other commonly utilized guidelines include reinforcing
the concept that sensual, playful, and erotic touch are sexual;
scheduling a non-demand pleasuring date every 4-8 weeks;
and setting aside quality couple time without children.
Clinically, the most important guideline is to schedule a
check-in session at 6-month intervals for 2 years. This sends
a powerful message that the therapist cares about the man and
couple and wants them to maintain gains. Sexuality cannot be
treated with benign neglect. There are two areas of focus in
the 6-month session: (1) ensure gains are maintained; and (2)
set a new growth goal for the next 6 months. The message is
to continue to nurture and grow their intimate sexual relation-
ship. Examples of goals include: try a different intercourse
position, type of thrusting, or afterplay scenario; use a new
body lotion for pleasuring; plan a couple weekend without
children; participate in a role enactment scenario; or process
an incident from the past so that it no longer causes psycho-
logical pain. Affirming their couple sexual style and the
value of desire/pleasure/eroticism/satisfaction is at the core
of relapse prevention.

Summary

Male HSDD is a crucial issue that has been understudied
both empirically and clinically. This chapter focuses on a
comprehensive couple biopsychosocial approach to the treat-
ment of primary and secondary HSDD. There is a range of
approaches, from stand-alone medications such as testoster-
one enhancement to long-term individual psychodynamic
therapy. In dealing with secondary HSDD caused by ED,
Viagra or Cialis can be a valuable therapeutic resource.
However, for most men, ED medications have limited suc-
cess as a stand-alone intervention because the man has unre-
alistic expectations of a return to the autonomous, totally
predictable erections he experienced as a young adult. After
a sensitizing experience of ED, men do not return to totally
predictable erectile function. This is why psychological and
relational approaches are so valuable when integrated with
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medical interventions. A key to rebuilding erectile comfort
and confidence is adopting positive, realistic expectations
promoted by the Good Enough Sex (GES) model [4].
Regaining erectile self-efficacy is key to rebuilding male
sexual desire. Positive anticipation, sense of deserving plea-
sure, and freedom and choice with sensual and erotic sce-
narios in addition to intercourse facilitate strong, resilient
sexual desire. Rather than be pressured to perform for the
woman with intercourse as an individual pass—fail sex test,
he embraces variable, flexible couple sexuality, which
includes, but is not limited to, intercourse. This approach to
sexual desire and function has received support from the sex
therapy community and from female mental health clini-
cians, but not from drug companies, physicians, male peers,
or the media. Ideally, medical clinicians and mental health
clinicians would work in a synergistic manner to promote
male sexual health with a special focus on resilient sexual
desire.

The more invasive the medical procedure is, the more it
promotes erectile function, but not necessarily desire. For
example, penile injections are more effective for erectile
function than pro-erection medications are; however, unless it
is integrated into the couple sexual style of intimacy, pleasur-
ing, and eroticism, it will be discontinued. Predictable erec-
tions do not guarantee enhanced desire if the man or couple
does not experience comfort while utilizing the injections. An
even better example is penile prosthesis, which does guaran-
tee functional erections. The unkind joke is “even if you build
it, no one will come.” The prosthesis does not invite desire for
either partner.

The hope for the future is that medications and medical
devices will become more user-friendly and efficacious.
However, psychological, relational, psychosexual, and
social factors will need to be assessed and treated. It is
especially crucial to adopt a new approach to male sexual-
ity that accepts individual differences, a pleasure-orienta-
tion, and the female-male equity model. The traditional
male model of autonomous, totally predictable sex perfor-
mance is oppressive for men and ultimately undermines the
man and woman as intimate and erotic allies. Male sexual
desire cannot be defined as “the man is willing and able to
have sex with any woman, any time, and in any circum-
stance.” This is a crazy-making model for the man, woman,
couple, and the culture. With men over 50, the model of
“responsive male sexual desire” is motivating and empow-
ering. The new model of male desire involves a biopsycho-
social approach, which accepts sexual desire that is
integrated. The man values intimacy, non-demand pleasur-
ing, and eroticism, and accepts the woman as an equitable
sexual partner who is his intimate and erotic friend. This
model of male and couple sexuality promotes strong, resil-
ient sexual desire.
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Evaluation of Female Sexual Interest/Arousal

Disorder

Cindy M. Meston and Amelia M. Stanton

Female sexual interest/arousal disorder (FSIAD) is the result
of merging female hypoactive sexual desire disorder (HSDD)
and female arousal disorder (FSAD) in the DSM-5 (APA,
2013).

Epidemiology (Incidence/Prevalence)

As FSIAD is a new diagnosis, prevalence studies have yet to
be published. However, previous work has examined the
prevalence of low sexual interest (HSDD) and low sexual
arousal (FSAD) in women. Desire concerns are the most fre-
quently reported sexual complaint among women. One of
the most frequently cited prevalence studies reported low
sexual interest in 22% of women in the general US popula-
tion [1]. A survey of women from 29 countries yielded rates
of self-reported low sexual interest ranging from 26 to 43%
[2]. For a clinical diagnosis of HSDD, which requires the
presence of significant levels of distress, rates range from 7.3
[3] to 23% [4], depending on a woman’s age, cultural back-
ground, and reproductive status. In the National Health and
Social Life Survey, the first large-scale assessment of the
prevalence of sexual problems in the USA, low sexual desire
was more common in African-American women compared
to Caucasian women [1]. In this survey, low sexual desire
was also more common in women with a history of sexually
transmitted diseases and in women of low socioeconomic
status.

Prevalence studies of sexual arousal problems in women
have focused primarily on self-reported lack of vaginal lubri-
cation. These studies have found that 8-15% of all women
and 21-31% of sexually active women report experiencing
such difficulties (for review, see [5]). Similarly, Bancroft and
colleagues [3] found that 31.2% of heterosexual women in
the USA reported lubrication problems over the past month.
Within the UK, the prevalence of persistent lubrication
problems, lasting three months or more, ranged from 2.6 [6]
to 28% [7]. The incidence of lubrication problems is higher
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among peri- and postmenopausal women, with one study
reporting that 44% of postmenopausal women experience per-
sistent or recurrent lubrication problems [8]. These studies
have not always included all the information necessary to
diagnose FSAD, as many did not inquire about distress or
level of stimulation. However, research that did assess dis-
tress indicated that lubrication problems do not lead to sig-
nificant distress in many women [3, 9].

Etiology/Patho