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Evaluation of Female Orgasmic Disorder

Stuart Brody

�Epidemiology (Incidence/Prevalence)

An important review paper on disorders of orgasm in women 
noted that orgasm disorder is second only to hypoactive sex-
ual desire disorder in women’s sexual disorder prevalence [1]. 
A recent meta-analysis of studies (limited to English lan-
guage publications published between 2000 and 2014) on 
the prevalence of female sexual dysfunction among pre-
menopausal women reported an overall female orgasmic dis-
order prevalence of 20.9%, increasing to 25.7% when a 
statistical model meant to adjust for the quality of studies 
was applied to the analysis [2]. That meta-analysis noted 
substantial variability in the diagnostic criteria used for 
ascertaining female orgasmic disorder (including variability 
in the qualifying period for prevalence) and also reported 
that prevalence of female orgasmic disorder in Africa was 
highest, followed by Asia and the Middle East, with the low-
est nominal prevalence in Europe and the non-European 
West. Optimal nationally representative sampling was used 
in only a minority of studies included in the meta-analyses, 
which raises issues of selection bias and participation bias in 
many studies in the review, as well as other studies pertain-
ing to sexual function and sexual dysfunction that were not 
part of the review. Interestingly, the authors of the meta-
analysis concluded that studies of the prevalence of orgasmic 
dysfunction funded by pharmaceutical companies tended to 
be of higher quality than other studies [2].

The meta-analysis did not differentiate between orgasm 
triggers (specifics of the sexual behavior intended to induce 
orgasm; see discussion of the Sexual Behavior Questionnaire 
in the Scales section for a list of major orgasm triggers), and 
unfortunately many, perhaps most, studies also fail to differ-
entiate between orgasm triggers. As should become clear in 
this chapter, there are substantial psychological, interper-
sonal, and physiological differences between women’s vari-
ous sexual behaviors and corresponding orgasm triggers [3]. 
To be optimally supportive of women’s health in sexual and 

other health and interpersonal realms requires respect for 
these differences and support for the specific sexual behaviors 
and orgasm triggers most associated with optimal health and 
intimate relationship quality [4].

One study that did differentiate the orgasm trigger was a 
large nationally representative survey of Czech women over 
age 15 [5]. That survey found that only 21.9% of the women 
had never had a vaginal orgasm (women’s orgasm triggered 
directly by penile–vaginal intercourse, without concomitant 
clitoral masturbation by either partner for the orgasm), 
29.7% of the women had vaginal orgasm consistency (per-
centage of penile–vaginal intercourse occasions resulting in 
vaginal orgasm) of 1–25%, 21.7% of the women had vaginal 
orgasm consistency of 26–50%, 15% of the women had vagi-
nal orgasm consistency of 50–75%, and 11.7% of the women 
had vaginal orgasm consistency of 75–100% [5]. In another 
study of a nationally representative sample of Czech women 
aged 35–65 years, the vaginal orgasm consistency rates were 
somewhat greater: only 17.0% of the women had never had 
a vaginal orgasm, 22.3% of the women had vaginal orgasm 
consistency of 1–25%, 24.4% of the women had vaginal 
orgasm consistency of 26–50%, 21.1% of the women had 
vaginal orgasm consistency of 50–75%, and 15.0% of the 
women had vaginal orgasm consistency of 75–100% [6]. The 
greater vaginal orgasm consistency rates observed in the 
older group might reflect some combination of experience, 
maturity, and cohort effects. Such cohort effects can be due 
to changes over time in the culture or other aspects of the 
environment, education, modal experience, nutrition, and 
other factors (examples of changes over time in the informa-
tion that is received regarding sex include the widespread 
availability of pornography over the Internet and promotion 
of masturbation in many forms of sex education). In the 
American sample of women with intact marriages collected 
by Kinsey and colleagues in earlier decades of the twentieth 
century [7], penile–vaginal intercourse lasting 1–15  min 
resulted in women’s orgasm always or nearly always  
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(90–100% consistency) for the majority of the women. For 
the women who usually had penile–vaginal intercourse last-
ing 16  min or longer, two-thirds of the women reported 
penile–vaginal intercourse orgasms always or nearly always 
(and only 5.1% of the women in that group reported never 
having had a penile–vaginal intercourse orgasm) [7]. The 
issues of the duration of both penile–vaginal intercourse and 
foreplay will be discussed later in this chapter, but the limit-
ing factor in adequate duration of penile–vaginal intercourse 
might often be the functioning of the male partner.

�Etiology

�Genetic and Prenatal Factors

There are indications of genetic and other prenatal contribu-
tions to likelihood of female orgasmic disorder [1, 8], as well 
as to specifically the likelihood of impaired vaginal orgasm [9]. 
The heritability of women’s orgasm from penile–vaginal 
intercourse has been estimated at 34%, and the heritability of 
women’s orgasm from masturbation has been estimated at 
45% [10]. Of note, the latter study found no difference in the 
proportion of women (monozygotic and dizygotic twins that 
constituted their research sample) who infrequently or never 
reached orgasm triggered by penile–vaginal intercourse as 
compared to orgasm triggered by masturbation [10].

One study of potential prenatal influences on vaginal 
orgasm [9], as differentiated from other orgasm triggers, 
relied upon a novel anatomical marker: the tubercle of the 
upper lip. The presence and shape of the tubercle of the upper 
lip is likely largely determined during the fetal period and 
might be associated with more complete prenatal brain devel-
opment. The presence of a clearly defined tubercle of the 
upper lip was found to be positively related to vaginal orgasm 
but was not associated with other orgasm triggers [9].

�Family and Other Experiential Factors

In a large sample of Czech women, the majority of women 
were normally coitally orgasmic (in at least 70% of coital 
encounters). In statistical analyses, the normally coitally 
orgasmic majority of women were compared with the women 
who were rarely (fewer than 30% of encounters) coitally 
orgasmic, and the latter group was divided into those with 
and without the presence of sexual distress [11]. Compared 
with the rarely orgasmic group, the normally coitally orgas-
mic women were more educated, less likely to have three or 
more siblings, more likely to be a first-born child, more 
likely to report a happy childhood, more likely to have had 
an earlier menarche, more likely to have had an earlier  
first penile–vaginal intercourse (albeit with a mean age of 
18.7  years), more likely to have had more premarital sex 
partners (albeit with a mean of only 1.3 premarital sex part-

ners), more likely to be having penile–vaginal intercourse at 
least twice weekly, and less likely to have penile–vaginal 
intercourse initiated solely by the husband (i.e., they were 
more likely to either initiate penile–vaginal intercourse 
themselves or to jointly initiate penile–vaginal intercourse 
with the husband). The sexually distressed group was more 
likely to have lost their mother before age six, more likely to 
have lost their father before age six, more likely to have a 
higher number of somatic and psychological symptoms, 
more likely to report a decline in coital orgasm over time, 
more likely to report that their husband had lower levels of 
sexual desire, more likely to report that their husband had 
problems with sexual potency, and less likely to report a 
happy marriage. The authors of this important study [11] 
inferred that biological as well as developmental and psy-
chological factors play a role in difficulties in being coitally 
orgasmic and that being sexually distressed reflects a differ-
ent group of psychological problems.

The finding in the Czech sample regarding first-born 
women being more coitally orgasmic [11] is consistent  
with the findings of earlier studies in other countries [12]. 
However, a British twin study found that although there were 
significant genetic and non-shared environmental influences 
on orgasm, there was little or no role for shared environmen-
tal factors, including religion or social class [10].

Women reporting adequate contact with their father in 
childhood had greater penile–vaginal intercourse orgasm 
consistency. In contrast, their contact with their mother was 
not a significant predictor of penile–vaginal intercourse 
orgasm consistency [12]. These differential associations sug-
gest that women’s early experiences with their father shape 
their sexual development, their sense of men, and capacity 
for fuller appreciation of penile–vaginal stimulation. It is 
also possible that there is a role for genetic factors affecting 
both father–daughter interaction and the daughter’s eventual 
penile–vaginal intercourse orgasm consistency.

In a large representative sample of Czech women, vaginal 
orgasm consistency was associated with women having been 
educated in their youth that the vagina is a source of wom-
en’s orgasm, and the authors observed that a purely clitoral 
focus (in any formal or informal sex education or in the 
course of sexual behaviors) can undermine the capacity for 
vaginal orgasm [5].

Women reporting a history of being sexually abused are 
more likely to report orgasmic dysfunction than women who 
were not abused [13, 14], and there is some indication that 
orgasm might be more affected than other aspects of sexual 
function by a history of sexual abuse [14].

�Age and Parity

In DSM-5, it is stated that, generally, menopausal status is 
considered not to be associated with orgasmic disorder [15]. 
In contrast to that statement in DSM-5, some large-scale 
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studies suggest increased rates of orgasm difficulties at older 
ages [16, 17]. However, it is unclear to what extent those age 
associations are due to health problems, impaired partner 
functioning, or possible menopause-associated arousal diffi-
culties. In a Turkish study of women who were not depressed, 
poorer orgasmic function was associated with being post-
menopausal [18]. Of note, some studies have reported that 
women between 40 and 45 years of age might have the low-
est rate of orgasmic dysfunction of any age group [19].

A Turkish study of 40 women found a decline in orgasmic 
function (as measured by the orgasm domain of the Female 
Sexual Functioning Index; FSFI) during the third trimester 
of pregnancy [20]. A British study found that 14% of 796 
primiparous women reported difficulty having an orgasm in 
the year before becoming pregnant, increasing to 33% of the 
women in the 3 months following childbirth, and recovering 
partly to 23% at about 6 months after delivery [21]. Although 
the study did not provide details of the association of orgasm 
difficulty with mode of delivery, the study did report that 
dyspareunia was most common among women who had a 
forceps-assisted vaginal delivery, followed by normal vagi-
nal delivery, with the lowest rate among women who had 
cesarean delivery [21]. Other studies have obtained mixed 
results of the effects of parity on orgasmic function.

�Intimate Relationship Factors

In a multivariate study, when genetic influences were statis-
tically controlled, relationship satisfaction was shown to be 
an important correlate of female orgasmic dysfunction [22]. 
Similarly, marital difficulties were found to be an important 
correlate of female orgasmic dysfunction in previous  
studies [23]. Interestingly, in a multivariate analysis, men’s 
sexual satisfaction score was significantly predicted by 
greater penile–vaginal intercourse frequency and vaginal 
orgasm of their female partners [24]. There might well be 
bidirectional effects between relationship satisfaction and 
penile–vaginal intercourse (frequency and orgasm): women 
who are more satisfied in their relationship with their part-
ner might be more motivated to have more frequent penile–
vaginal intercourse and be more orgasmic with their partner. 
Similarly, more rewarding penile–vaginal intercourse could 
lead to greater intimate relationship satisfaction. Similarly, 
there might be bidirectional effects for the other aspects of 
satisfaction (life in general, sex life, and personal mental 
health) associated specifically with penile–vaginal inter-
course frequency, vaginal orgasm, and male partner erectile 
function [6, 25–27].

Scheduling regular sexual activity has itself been found to 
improve women’s orgasm function, which might be due in 
part to reducing avoidance behavior [28].

In a nationally representative sample of Czechs aged 
35–65 years, mean scores on the IIEF-5 (International Index 
of Erectile Function) measure of erectile function were simi-

lar when the scale was completed by men or by their female 
partner, and the erectile function scores were similarly well 
correlated with sexual satisfaction, relationship satisfaction, 
own mental health satisfaction, and life satisfaction for both 
men and women [26]. Vaginal orgasm consistency is associ-
ated with better erectile function [26], which is not surprising, 
given that adequate erectile function is required for adequate 
vaginal stimulation during penile–vaginal intercourse. 
Similarly, in another study (which did not differentiate vaginal 
orgasm), women whose male partners had erectile dysfunc-
tion were less likely to experience orgasm, but for women in 
that group, orgasm likelihood was improved when the affected 
male partners were taking a phosphodiesterase type 5 (PDE5) 
inhibitor for ameliorated erectile function [29].

When presented with the major theoretical models of 
women’s sexual response cycle, women who endorsed a 
model of progression from excitement/arousal to plateau 
and orgasm (perhaps including preexisting desire) as repre-
senting their own experience had greater FSFI orgasm 
domain scores and less likelihood of sexual dysfunction 
than women who endorsed a model in which, rather than 
necessarily having their own spontaneous sexual desire, 
women may respond to their partner’s desire. The latter 
group still had greater FSFI orgasm domain scores and less 
likelihood of dysfunction than women who endorsed none 
of the presented models of women’s sexual response cycle 
[30, 31].

In a nationally representative sample of Czech women, 
women’s partnered orgasm consistency was associated with 
duration of penile–vaginal intercourse, but not (in multivari-
ate analyses simultaneously considering both durations) 
duration of foreplay [32]. This is an important research find-
ing, given the prevalent assertion in sex education and sex 
therapy that foreplay duration and clitoral focus are suppos-
edly so important for women’s orgasm. These findings from 
the nationally representative Czech sample are also consis-
tent with the (nonrepresentative) American data collected by 
Kinsey and colleagues, in which foreplay also did not play a 
major role in women’s coital orgasm: the prevalence of 
women having coital orgasm on 40–100% of occasions 
ranged from 76.5% for foreplay of 1–10 min to 83.5% for 
foreplay of greater than 20 min [7].

In a sample of Portuguese women, orgasm from penile–
vaginal intercourse was associated with Perceived Relationship 
Quality Inventory components of satisfaction, intimacy, pas-
sion, love, and global relationship quality [33]. In contrast, 
noncoital partnered sexual behaviors were uncorrelated with 
the Perceived Relationship Quality Inventory components, 
and masturbation was associated with both less love and less 
penile–vaginal intercourse orgasm [33]. In a multivariate anal-
ysis of Czech couples’ sexual behavior and intimate relation-
ship function, sexual compatibility was independently 
significantly predicted by greater frequency of penile–vaginal 
intercourse and greater vaginal orgasm consistency [24]. 
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In the same Czech study, women’s sexual satisfaction was 
significantly predicted by greater vaginal orgasm consistency, 
greater frequency of the partner providing genital stimulation, 
and adversely with masturbation [24]. Concordance of the two 
partner’s estimates of vaginal orgasm consistency (hence, 
men’s discernment of their partner’s vaginal orgasm) was 
associated with better dyadic adjustment [24]. Of note, women 
who often fake orgasm are more likely to have a sexual dys-
function than other women [34].

�Metabolic, Nutritional, Substance Use, 
and Exercise Factors

Women’s larger waist (even within the normal, non-obese 
range) was associated with both lesser likelihood of vaginal 
orgasm and more likelihood of masturbation [35]. In another 
study, women’s higher body mass index was associated with 
poorer FSFI orgasm scores (due to the shortcomings of the 
FSFI, women are not allowed to differentiate vaginal orgasm 
or coital orgasm from other orgasm triggers) [36]. There 
might be several pathways underlying the association of 
impaired orgasm with indices of higher levels of body fat. 
Both cross-sectional and longitudinal studies have found  
that adverse characterological factors and psychopathology 
(including depression, anger, hostility, and less conscien-
tiousness) lead to poorer food choice and to the accumula-
tion of body fat [35, 37, 38]. It was also found that higher 
levels of personal importance of “junk food” were associated 
with more use of immature psychological defense mecha-
nisms [39] (see below for a discussion of these psychological 
processes). Greater levels of body fat can also lead to psy-
chophysiological and physiological dysregulation, which 
might adversely affect orgasmic function. Experimental ani-
mal studies determined that when female mice were fed a 
diet which led to obesity, they developed both functional 
sensory nerve conduction deficits and tactile allodynia; this 
finding suggests that greater body fat levels might reduce 
pleasurable aspects of penile–vaginal intercourse as well as 
perhaps increasing the aversiveness of intimate contact [37]. 
In the context of tactile sensitivity issues, it is noteworthy 
that women’s greater tactile sensitivity is associated with 
both greater past month likelihood of vaginal orgasm and 
greater past month penile–vaginal intercourse frequency [40]. 
It has also been found that women with larger waists tend to 
have male partners with poorer erectile function (an effect 
not attributable to age of either partner) [37].

Exercise has been found to decrease depression [41, 42], 
with effect sizes of the benefits of exercise not significantly 
different from antidepressant medication or psychological 
therapy. Exercise is positively correlated with women’s orgasm 
function [43], and at least one form of exercise (Pilates) has 
been shown to improve women’s orgasm function [41].

In an Italian study [44] (which excluded even moderately 
heavy drinkers, as opposed to the higher alcohol consump-
tion ranges used in a study of British women’s personality, 
alcohol consumption before sexual activity, sexual behav-
iors, and orgasm function [45]), women who were moderate 
drinkers of alcohol (11–20 drinks/month) had greater vaginal 
orgasm incidence (but not greater clitoral orgasm incidence) 
than women who were lighter drinkers or nondrinkers (71% 
vs. 52% and 50%) and also had greater penile–vaginal inter-
course frequency than women who were lighter drinkers or 
nondrinkers. Despite the Beck Depression Inventory scores 
being within the normal range (hence limited statistical vari-
ance making detection of effects more difficult), Beck 
Depression Inventory scores were inversely associated with 
women’s orgasm frequency and intensity, but no association 
was found between genital vascular function and alcohol 
consumption [44]. Thus, it is possible that psychological fac-
tors (leading to openness to consume moderate amounts of 
alcohol and/or psychological effects of moderate alcohol 
consumption) rather than genital blood flow enhancement 
accounted for the association of moderate alcohol consump-
tion with greater vaginal orgasm incidence.

Some studies which did not differentiate vaginal orgasm 
from clitoral orgasm found no association between alcohol 
consumption or other substance use (in a normal population) 
and orgasm function [46, 47]. However, it might be that an 
insufficient number of pathological substance (including 
alcohol) users were included, thus making it difficult to 
detect statistical significance. In a study in the American city 
of St. Louis, an association was observed between inhibited 
orgasm and both alcohol and cannabis use (however, the 
report did not make it completely clear if that result applied 
to women or only to men) [48].

In an Italian study, vaginal orgasm was normally experi-
enced by 65% of nonsmokers of cigarettes, 57% of light 
smokers, and 43% of the heavy smokers [49].

Heroin users report that the use of heroin decreases their 
orgasm likelihood [50], which is consistent with orgasm 
being impaired by opiate activity.

�Physiological, Psychophysiological, 
and Hormonal Factors

Physiology and psychology interact to affect the ability to 
achieve orgasm. In the case of functional muscle-skeletal 
variations, capacity for vaginal orgasm might be discernable 
from observing a woman’s spontaneous gait. Sexologists 
trained in the functional–sexological approach to sex therapy 
observed videotapes of a small sample of healthy young 
Belgian women and judged the women’s orgasmic capacity 
based solely on observing the women’s gait [51].  
The research participants were all blind to the experiment 
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hypotheses, and half of the sample had a history of vaginal 
orgasm. History of vaginal orgasm was assessed correctly by 
the raters in a statistically significant 81.25% of women. 
Vaginally orgasmic women had a gait that was physiologi-
cally normal for women: the healthy gait was unblocked in 
the normal pelvic rotation movements and additionally 
described by the researchers as more energetic, fluid, sen-
sual, and free. Observer ratings of whether the woman was 
vaginally orgasmic were unrelated to the women’s reports of 
clitoral orgasm with a partner, and the women’s history of 
clitoral orgasm was unrelated to their history of vaginal 
orgasm. The association between specifically vaginal orgasm 
and a more natural gait was interpreted as being due to some 
combination of chronic muscle blocks or excessive muscle 
flaccidity impairing sexual function by impairing feeling and 
the discharge of sexual tension (thus, a direct mechanism) 
and to the psychological factors that led to suboptimal pelvic 
muscle tone also impairing vaginal orgasm (thus, a clinical 
sign or correlate) [51].

Studies of the association between greater pelvic floor 
muscle strength and women’s orgasm function have led to 
mixed results [52, 53]. In a study of 29 patients, abdominal–
pelvic adhesions were reported to underlie some cases of 
women’s orgasmic dysfunction, and the impairment attrib-
uted to the adhesions was shown to be responsive to a man-
ual physical therapy technique [54].

Women who had a coital orgasm in the past month had 
greater tactile sensitivity (as measured at the finger), but 
other orgasm triggers were not associated with tactile sensi-
tivity (a similar pattern was observed for frequency of sexual 
activities) [40]. In an earlier study that did not differentiate 
coital orgasm from orgasm triggered by other partnered sex-
ual activities, no association of finger sensitivity with orgasm 
incidence was detected [55].

Elevated resting levels of prolactin are associated with 
impairment of many aspects of sexual function, including 
orgasm. Such elevated prolactin levels might be normal (dur-
ing lactation) or caused by prolactin-secreting tumors or as a 
side effect of typical antipsychotic medications [56]. Recent 
research with a small sample of women suggests that mono-
meric prolactin and total prolactin levels, but not macropro-
lactin levels, are associated with impaired orgasm function 
scores [57] (macroprolactin levels were associated with 
impaired desire). The mechanism by which prolactin inhibits 
sexual function might involve not only the well-known 
inverse relationship with central dopaminergic tone but 
might also involve peripheral mechanisms [56]. The likely 
functions of the postorgasmic prolactin surge are to generate 
some degree of satiety (decreasing immediate desire) and 
satisfaction and to rebalance central dopaminergic tone. 
When women’s postorgasmic serum prolactin surges follow-
ing penile–vaginal intercourse were examined in relation to 
perceived quality of orgasm and resulting sexual satisfaction, 

it was found that there were strong correlations between 
prolactin changes and both orgasm quality (r  =  0.85) and 
sexual satisfaction (r = 0.75). Thus, postorgasmic prolactin 
surges provide an objective index of orgasm and orgasm 
quality [56]. Not only did penile–vaginal intercourse orgasm 
increase prolactin levels greatly, but multiple orgasms led to 
even greater prolactin increases [56]. For both men and 
women, orgasm triggered by penile–vaginal intercourse led 
to an approximately 400% greater prolactin surge compared 
with orgasm from masturbation (compared with a control 
condition) [58], suggesting not only one mechanism for 
penile–vaginal intercourse being more satisfying than mas-
turbation but also perhaps one mechanism by which penile–
vaginal intercourse is associated (perhaps causally) with 
indices of better psychological and psychophysiological 
health and one mechanism by which masturbation is often 
associated with indices of poorer psychological and psycho-
physiological health [3, 58].

Experimental induction of hypogonadism in healthy 
young women (with depot leuprolide acetate) resulted in a 
decline in quality of orgasm [59]. Multiple studies with 
postmenopausal women have found that treatment with tes-
tosterone can improve women’s orgasm function [1, 60]. 
This benefit might be due to replacing the testosterone 
levels that existed before menopause, as testosterone is 
involved in women’s sexual desire, arousal, and orgasm 
[61]. It has also been observed that menopause-related 
declines in estrogen might weaken pelvic muscles in some 
cases [1]. In the case of vulvar or vaginal atrophy attribut-
able to menopause, there can be impairment of several 
aspects of sexual function, and the selective estrogen ago-
nist/antagonist ospemifene has been shown to improve 
orgasm function [62].

�Personality, Psychopathology, and Iatrogenic 
Psychopharmacological Issues

In a large sample of women, difficulty having an orgasm 
during penile–vaginal intercourse was found to be associa
ted with the personality traits of emotional instability 
(neuroticism), introversion, and being less open to new expe-
riences [63].

Disturbances of the capacity for emotional attachment 
can be reflected in sexual behavior, including orgasm func-
tion. Anxious attachment (involving preoccupations about 
abandonment) was found to be associated with poorer vagi-
nal orgasm consistency but also with higher frequency of 
orgasm from vibrator use or receptive anal intercourse. 
Avoidant attachment (avoidance of closeness in relation-
ships) was found to be associated with higher frequency of 
orgasm from vibrator use [64]. Thus, secure attachment was 
associated with better vaginal orgasm consistency and with 
not using a nonliving object to trigger orgasm.

14. Evaluation of Female Orgasmic Disorder
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In a large representative sample of Swedish women, those 
who had experienced a vaginal orgasm were more satisfied 
with their mental health than the minority of women who 
had not experienced vaginal orgasm (regardless of whether 
the women who had not experienced vaginal orgasm had 
experienced clitoral orgasm) [27].

In a longitudinal study of Swiss women, orgasmic difficul-
ties were associated with a broad range of psychopathological 
traits, including anxiety, depression, hostility, obsessive–
compulsive features, paranoid ideation, psychoticism, and 
somatization [65]. Other research studies also found that 
anxiety and depression were associated with women’s orgas-
mic difficulties [23]. Women’s poorer orgasm consistency 
during penile–vaginal intercourse was also found to be asso-
ciated with a higher level of neurotic symptoms and with 
some indications of unstable gender identity [12].

One important link between personality traits and psy-
chopathology is the adaptive level of psychological defense 
mechanisms that a person uses. Psychological defense mech-
anisms are processes largely outside of conscious awareness 
and therefore could be termed either unconscious or implicit, 
depending on theoretical orientation. Psychological defense 
mechanisms serve to reduce distress caused by emotional 
conflict. Maladaptive psychological defense mechanisms 
involve a distortion of reality and/or impairment of aware-
ness, and they are associated with a variety of indices of 
poorer mental health and interpersonal relatedness, psycho-
logical immaturity, lesser ability to relate intimately with the 
opposite sex, lack of emotional awareness, and with a variety 
of psychiatric disorders [3, 66]. Because of their association 
with some of the normal processes found in small children 
(as well as with more pathological mechanisms) and the 
inference that adverse events in childhood can impair the 
ability to progress to more adaptive and mature levels of 
emotional development and emotion regulation, maladaptive 
psychological defenses are also termed immature [3, 66]. 
Originally a psychodynamic construct, the concept of psy-
chological defenses and their level of adaptiveness or matu-
rity, has become much less bound to a specific theoretical 
orientation. The previous edition of the Diagnostic and 
Statistical Manual of the American Psychiatric Association 
(DSM-IV) included the defensive functioning scale (with 
seven levels of adaptiveness and some useful definitions) as 
a proposed axis for further study [67]. As is common with 
the sometimes arbitrary changes of fashion found in subse-
quent editions of DSM, psychological defenses are men-
tioned far less in DSM-5 (in which immature defense 
mechanisms as such are mentioned in the context of disso-
ciative disorders) [15]. In a Portuguese sample [66], vaginal 
orgasm was associated with less overall use of immature 
psychological defense mechanisms and with less use of  
the specific component immature defenses of dissociation, 
somatization, displacement, autistic fantasy, devaluation, 

and isolation of affect. Orgasm triggered by clitoral 
stimulation or by clitoral masturbation (by either partner) 
concurrent with penile–vaginal intercourse stimulation was 
not associated with less use of immature defense mecha-
nisms and was actually associated with more use of some 
immature defense mechanisms. Further analyses revealed 
that both any masturbation orgasm in the past month and less 
vaginal orgasm consistency made independent significant 
contributions to the statistical prediction of immature defense 
mechanism scores. Similarly, the use of clitoral masturbation 
by either partner for penile–vaginal intercourse orgasm and 
lack of any vaginal orgasm made independent significant 
contributions to the statistical prediction of immature defense 
mechanism scores. Women who did not have vaginal orgasms 
had immature defense mechanism scores comparable to 
those of outpatient psychiatric patients (with diagnoses of 
depression, social anxiety disorder, panic disorder, and 
obsessive–compulsive disorder). The results of the study 
were not confounded by the bias that could be caused by a 
tendency to distort information in what some people consider 
a socially desirable manner (social desirability responding) 
[66]. A replication of this study in another country obtained 
comparable results: in a sample consisting primarily of 
British women [45], more use of immature psychological 
defense mechanisms was associated with lesser vaginal 
orgasm consistency but also with having an orgasm from cli-
toral masturbation (by either partner) during penile–vaginal 
intercourse and with greater frequency of masturbation 
orgasm. Immature psychological defense mechanisms also 
statistically explained the association between greater quan-
tity of alcohol consumed before sex and both lack of vaginal 
orgasm and greater frequency of other sexual behaviors [45]. 
Of note, the range of alcohol consumed by the British women 
was far greater than in the aforementioned Italian study of at 
most moderate drinkers [44], so in the British sample, the 
higher levels of alcohol consumption might be unhealthy 
levels. Another study of Dutch women [40] found that 
women who had a penile–vaginal intercourse orgasm (not 
explicitly differentiating vaginal orgasm) in the past month, 
as well as women who ever had a penile–vaginal intercourse 
orgasm, made less use of immature defense mechanisms. 
However, in that study, other orgasm triggers were not asso-
ciated with immature defense mechanisms [40].

Studies have found that depression is associated with mas-
turbation in women and that women with a history of depres-
sion have a greater desire to masturbate (but not a greater desire 
to have penile–vaginal intercourse) than do women without a 
history of depression [68]. In a sample of mostly British 
women, poorer emotion regulation traits (use of immature psy-
chological defense mechanisms) were associated with greater 
frequency of engaging in masturbation, greater frequency of 
desire to engage in masturbation, and lesser frequency of desire 
to engage in penile–vaginal intercourse [68].
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In a study examining the relationship between sexual 
behavior, psychological defense mechanisms, and cognitive 
distortions leading to exaggerated risk perception related to 
penile–vaginal intercourse, a sample of Scottish women 
were asked to estimate the total number of women who died 
from AIDS in Scotland nominally as a result of heterosexual 
transmission in the United Kingdom from a partner not 
known to be an injecting drug user, bisexual, or infected 
through transfusion [69]. The average participant’s estimate 
was 226,000% greater than the official data (the official data 
itself is likely to overestimate the number in this risk cate-
gory [69]), and women providing relatively lower estimates 
made less use of immature psychological defense mecha-
nisms and also had lower frequency of orgasms from clitoral 
masturbation during penile–vaginal intercourse and from 
vibrator use. The results imply that people who perceive that 
“heterosexual transmission” (an unclear term that fails to dif-
ferentiate penile–vaginal intercourse from anal intercourse [3]) 
was responsible for many AIDS deaths have poorer psycho-
logical functioning and might be less able to respond fully to 
penile–vaginal intercourse.

In a study of Czech women, a control group of women 
was compared to groups of women with diagnoses of schizo-
phrenia, bipolar disorder, neurosis, and anorexia nervosa 
with regard to their experience having had an orgasm during 
penile–vaginal intercourse. The researchers found that all the 
clinical groups except the bipolar patients had lower rates of 
coital orgasm than did the control group [70]. In another 
Czech study, women diagnosed with neurotic disorders had 
lower rates of orgasm during penile–vaginal intercourse, but 
they did not differ from a control group in their likelihood of 
orgasm triggered by direct clitoral stimulation [71].

Obsessive–compulsive disorder and histrionic personality 
disorder are also associated with impaired orgasm in women 
[72]. Studies have also indicated that women with antisocial 
personality disorders have a higher rate of orgasm dysfunc-
tion than do other women [48] and that women with a history 
of prostitution (who have elevated rates of antisocial and 
borderline personality disorders) have an elevated rate of 
impaired orgasm specifically during penile–vaginal inter-
course [73, 74].

In a review of issues related to psychiatric disorders and 
sexual dysfunctions, Waldinger [72] noted that both the dis-
orders themselves, as well as at least some medications used 
to treat the disorders, can impair sexual function, including 
women’s orgasm. Selective serotonin reuptake inhibitors 
(SSRIs) are especially notorious for impairing many aspects 
of sexual function, including women’s orgasm. However, 
other classes of antidepressant medication also carry a risk of 
causing orgasm impairment, with the exceptions (at a group 
level) of bupropion, moclobemide, and agomelatine and per-
haps mirtazapine, vortioxetine, and amineptine. In some case 
report studies, adverse effects (including genital anesthesia) 

of selective serotonin reuptake inhibitors persisted long after 
discontinuation of their consumption. In a recent study, the 
SSRI escitalopram did not differ significantly from the sup-
plement S-adenosyl-l-methionine or even placebo with 
regard to the alleviation of depression, but escitalopram was 
associated with a significantly higher rate of anorgasmia as 
an adverse effect [75]. Of course, medication effects can in 
some cases be a result of interaction of the medication with 
personality and/or other genetic effects. For example, in a 
large sample of persons taking the selective serotonin reup-
take inhibitor citalopram, orgasmic dysfunction was more 
likely in those with single nucleotide polymorphisms in glu-
tamatergic genes (GRIA1), with effects also noted for some 
serotonergic genes [76]. Typical neuroleptic medications 
given to schizophrenics can impair orgasm and other aspects 
of sexual function, an effect which is likely due in part to the 
medication increasing prolactin levels and dopamine block-
ade. Atypical antipsychotics might carry less risk of orgasm 
impairment. Waldinger also reviewed studies indicating that 
adverse sexual effects of psychiatric medication were a 
major reason for noncompliance with medication [72].

�Nonpsychiatric Medical Conditions 
and Iatrogenesis

Orgasm impairments associated with diseases and medical 
conditions can be due to any combination of the disease pro-
cess per se, the treatments, the psychological and interper-
sonal consequences of the disease or treatment, and perhaps 
shared causal pathways (although this latter possibility has 
not been adequately studied). A recent review [50] noted the 
following medical conditions and treatments as being among 
the risk factors for women’s orgasmic difficulties: hyperten-
sion (and antihypertensive medications, which might be a 
greater risk factor than hypertension per se [23]), heart dis-
ease (mixed findings in various studies), thyroid disorders, 
arthritis, spinal cord injury, multiple sclerosis, obesity, 
obstructive sleep apnea, fibromyalgia, and stress urinary 
incontinence. Women with urinary incontinence often have 
impaired orgasmic function but have been shown to respond 
to physical therapy and pelvic floor exercises with improved 
orgasm function [77]. Renal dysfunction (especially when 
requiring hemodialysis or transplant) is associated with a 
very high rate of orgasm dysfunction, as well as with a high 
rate of depression [1]. The presence of Parkinson’s disease 
and markers of its progression are associated with impair-
ment of women’s orgasm [78]. Breast cancer treatment has 
been associated with impaired orgasm, and recent studies 
indicated that when treatments were compared, women who 
were treated with breast conserving treatment had less orgas-
mic dysfunction than women who had a mastectomy [79] 
and that intermediate orgasm function results were noted for 
women who had reconstruction at the time of mastectomy 
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[80]. Similarly, there might be less risk of orgasm impair-
ment when nerve-sparing approaches are used in the treat-
ment of cervical cancer, rather than radical hysterectomy [81]. 
Even for women with complete spinal cord injuries, orgasm 
might still be possible because deep vaginal–cervical stimula-
tion (but not clitoral stimulation) conveys signals to the brain 
via the vagus nerve [82, 83].

�Pathophysiology

Female orgasmic disorder can involve disruption of any of 
the many physiological, psychophysiological, and/or psy-
chological processes involved in orgasm.

Although some women are capable of orgasm from stim-
ulation of nongenital sites (and in some cases from imagery 
alone) [84], in most cases, orgasm results from clitoral  
and/or vaginal stimulation. However, vaginal and clitoral 
stimulation have different neurophysiological pathways, and 
orgasms triggered by vaginal versus clitoral stimulation  
also have different psychophysiological, psychological, and 
interpersonal correlates.

Clitoral stimulation signals are transmitted via the puden-
dal nerve to the spinal cord and then the brain, but vaginal 
stimuli (including deep vaginal stimulation of the cervix) are 
additionally transmitted via the pelvic nerve, pudendal nerve, 
and hypogastric nerve [3, 82, 85]. There is also evidence that 
deep vaginal–cervical stimulation (but not clitoral stimula-
tion) sends signals to the brain via the vagus nerve (hence, 
not relying on the spinal cord) [82, 83]. At the level of the 
brain, stimulation of the deep vagina and cervix, shallow 
vagina, and clitoris activate different regions of the somato-
sensory cortex (there is also a region of overlap) [86].

In addition to spinal and supraspinal circuits, dysregula-
tion of central and peripheral neurotransmission mechanisms 
(including serotonergic and noradrenergic mechanisms) can 
be involved in impaired orgasm [87].

Resting heart rate variability is an index of parasympa-
thetic tone as well as an index of integration between the 
autonomic nervous system and prefrontal brain function. 
Greater resting heart rate variability (mediated largely by the 
activity of the vagus nerve) is associated with better emo-
tional regulation and mental health, as well as with better 
physical health and longevity [88]. In a study which exam-
ined the relationship between resting heart rate variability 
and women having had an orgasm in the past month from 13 
different orgasm triggers (and controlled for possible social 
desirability response bias), only vaginal orgasm was associ-
ated with better (greater) resting heart rate variability (orgasm 
from vaginally focused manual stimulation by a partner 
missed achieving statistical significance). The authors 
discussed not only the possibility that the better emotion 

regulation and relatedness associated with better heart rate 
variability allows for greater probability of specifically 
vaginal orgasm but also the possibility that specifically 
penile–vaginal stimulation and the orgasm that it directly pro
duces might even lead to better parasympathetic tone and 
other beneficial processes associated with greater resting 
heart rate variability [88].

Women who are more consistently orgasmic from 
penile–vaginal intercourse have a very good correlation 
between laboratory-measured subjective sexual arousal and 
vaginal pulse amplitude (a measure of vaginal vasoconges-
tion indicative of sexual arousal) responses to erotica. This 
very good correlation between laboratory-measured subjec-
tive sexual arousal and vaginal pulse amplitude is not pres-
ent for women who are only orgasmically consistent from 
other partnered sexual activities or from masturbation, but 
not from penile–vaginal intercourse [89, 90]. These findings 
suggest that for some reason, women who are not orgasmi-
cally consistent from penile–vaginal intercourse are insuf-
ficiently aware of their vaginal responses, not integrating 
their vaginal responses into their sense of arousal or not 
responding at some level (or some combination of these 
processes).

Studies prescribing sildenafil for female orgasmic disorder 
have led to results ranging from mixed to positive [1]. Given 
that it is women with a history of good penile–vaginal inter-
course orgasmic consistency that display evidence of integrat-
ing their vaginal vasocongestion responses into their mental 
sense of sexual arousal [89, 90], future research should exam-
ine the possibility that women with a prior history of penile–
vaginal intercourse orgasm (or more specifically vaginal 
orgasm) who have recently developed problems of arousal or 
orgasm might be more likely to benefit from sildenafil and/or 
other PDE5 inhibitors than other women [91].

In a nationally representative Czech study, it was found 
that women who had a male partner with an erect penis 
length of at least 14.5 cm had greater vaginal orgasm consis-
tency [5]. This finding was replicated in an online convenience 
sample consisting largely of British women [92]. The British 
study also found that penis length was not associated with 
clitoral orgasm [92]. These findings are consistent with the 
finding in another Czech study that vaginal orgasm consis-
tency was associated with greater sexual arousability from 
deep vaginal stimulation, but not with sexual arousability 
from the clitoris or even the shallow or middle vagina [93], 
because shorter penises would be less likely to adequately 
stimulate the deep vagina and cervix. These findings are also 
consistent with different peripheral nerves conducting stim-
uli from the clitoris and from the deep vagina to the brain, 
and with the different regions of the somatosensory cortex of 
the brain activated by stimulation of the clitoris, lower 
vagina, and cervix [86]. These research findings are also 
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consistent with the result in a large representative sample of 
Czech women that vaginal orgasm consistency was associ-
ated with being mentally focused on specifically vaginal sen-
sations during penile–vaginal intercourse [5].

In contrast to the findings of male partner penis length 
being associated with greater likelihood of vaginal orgasm 
[5, 92], one study found that there was no difference in 
female external genital measurements between women who 
orgasm from penile–vaginal intercourse usually to always 
and women who orgasm from penile–vaginal intercourse 
never to sometimes [94]. However, an Italian study found 
that the greater the distance between the vagina and the ure-
thra, the more likely a woman is to have experienced vaginal 
orgasm [95]. The finding that the thickness of the urethro-
vaginal space was greater in women with vaginal orgasm 
than in women without vaginal orgasm [95] could be due to 
some combination of factors, including more vaginal nerves 
in women with a thicker urethrovaginal space and/or an exer-
cise effect (in which more vaginal orgasms lead to better 
vaginal tissue tone). At least some women have nitric oxide 
type 5 phosphodiesterase pathways in the vagina (which 
might be responsive to phosphodiesterase type 5 inhibitors 
such as sildenafil), and some women have cavernous or pseu-
docavernous tissue in the vaginal wall [96].

A physician in the United States reported that in an uncon-
trolled trial, three sessions of transcutaneous temperature 
controlled radiofrequency to the vagina, labia, and clitoris of 
25 women led to improvements in their orgasmic function. 
The women enrolled in the study all once had good orgasmic 
function but had become either anorgasmic or slow to  
orgasm [97]. That author reported that the women who had 
developed anorgasmia responded to treatment by becoming 
orgasmic, and the women who had developed a much longer 
time to have an orgasm responded to treatment by requiring 
a shorter time to orgasm [97]. The author implied that the 
treatment ameliorated vulvovaginal laxity and improved 
blood flow. Further research with controlled trials would be 
needed to provide more evidence of this approach.

Receptive anal intercourse has been found to be associ-
ated with increased risk of sexual dysfunction (as well as 
anorectal disorders), which might be due to some combina-
tion of psychological and interpersonal factors and possible 
dysregulation of at least the pudendal nerve induced by 
receptive anal intercourse [98].

Among the physiological processes differentiating 
penile–vaginal intercourse from other sexual activities 
(including stimulation of the vagina with other objects) is the 
reciprocal pulsation between the penis and vagina. When the 
penis thrusts in the vagina and against the cervix, the vaginal 
muscles reflexively grip the lower part of the penis, which 
might produce a virtuous circle of subtle but differentiating 
genital responses [99, 100].

�Phenomenology/DSM-5 Diagnostic 
Criteria

The fifth edition of the American Psychiatric Association’s 
Diagnostic and Statistical manual (DSM-5) [15] includes its 
latest version of their committee criteria for female orgasmic 
disorder. Diagnosis includes specification of whether the dis-
order is lifelong or acquired, whether generalized or situa-
tional, and whether it is mild, moderate, or severe.

The DSM-5 criteria involve the infrequency or absence of 
orgasm or greatly reduced sensation of orgasm or greatly 
increased time needed for orgasm in at least 75% of sexual 
events (or at least 75% of specified sexual events for the situ-
ational variety of the disorder) over the past 6 months. 
Exclusion criteria for the diagnosis include that the sexual 
dysfunction is attributable to effects of a substance or medi-
cation, to another medical condition or mental disorder 
(other than a sexual one), or to significant stressors (includ-
ing relationship distress). It is also recommended in DSM-5 
that the diagnosis not be made if the clinician judges that 
stimulation has been inadequate.

One additional diagnostic criterion in DSM-5 is that the 
sexual symptoms cause significant distress for the individual 
(this will be discussed at greater length below) (see 
Table 14-1).

In the DSM-5 discussion of the diagnosis, reference is 
also made to some cultural prohibitions against pleasure. 
The common occurrence of comorbidity of female orgasmic 
disorder with sexual interest and arousal disorders is appro-
priately noted.

Some of the statements in the DSM-5 criteria and related 
diagnostic discussion do not reflect best evidence but instead 
reflect common biases. The need for clinically significant 
distress to qualify for a diagnosis, the assertion that orgasm 
is not strongly correlated with sexual satisfaction, the use of 
an “always” criterion in mentioning supposedly infrequent 
orgasm from penile–vaginal intercourse, and the dismissive-
ness of lack of intercourse orgasm being important are all at 
odds with best evidence.

Rather than being a valuable index of clinical significance 
or even seemingly a reaction to a condition, distress might 
constitute an enduring composite of anxiety and depression 
that approximates a disorder in itself [101, 102]. In a large 
sample of Czech women, biological as well as developmen-
tal and psychological factors were found to be associated 
with difficulties in being coitally orgasmic, but it was also 
found that being sexually distressed reflects a different group 
of psychological problems [11]. Other developmental fac-
tors, early experience, and trauma can strongly shape the 
likelihood of experiencing sexual distress, as is evidenced by 
the finding that women who report a history of being sexu-
ally abused in childhood do not manifest as clear an inverse 
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association between better sexual function and less distress 
as women without a history of such abuse (women who 
report a history of being sexually abused in childhood also 
have poorer orgasmic function as measured by the FSFI 
orgasm domain, with no difference between penetrative and 
non-penetrative abuse) [13]. Similarly, the correlates of 
female sexual arousal disorder symptoms differ when a dis-
tress criterion is required (those differences include the sig-
nificant predictors: history of no vaginal orgasm but a history 
of having engaged in masturbation). However, in cases of 
female sexual arousal disorder both with and without dis-
tress, there is an association of female sexual arousal disorder 
with lack of attention to vaginal sensations during penile–
vaginal intercourse [101]. A focus group with women having 
difficulties experiencing orgasm found that “distress” was a 
term rarely used and that the more common term was “frus-
trated” [103]. This is an important contrast between women’s 
actual experience and the words used in the DSM-5 criteria 
for female orgasmic disorder. By requiring the presence of a 
term not best reflecting the experience of women, there is a 
risk of failing to help women with orgasm problems. An inter-
esting twin study that examined genetic and environmental 
factors revealed that sexual distress has little to do with sexual 
dysfunction but a great deal to do with the factors (including 
obsessive–compulsive symptoms and general anxiety sensi-
tivity) associated with general anxiety in women [104].

There is a curious exceptionalism that applies to DSM-5 
diagnosis of many sexual disorders. By requiring the pres-
ence of “distress,” the clinician risks reinforcing patient 
denial of a problem, a process that is not routinely promoted 
for other psychological or medical problems (with the pos-
sible exception of overweight).

In contrast to the assertions in DSM-5, research in multi-
ple countries has shown that women’s orgasm is indeed asso-
ciated with women’s sexual satisfaction [105, 106].

Unfortunately, DSM-5 is not the only example of consen-
sus guidelines deviating sharply from best evidence regard-
ing female orgasmic disorder evaluation and treatment [4]. 
Professional resistance to appreciation of the unique role of 
the vagina in women’s orgasm does a disservice to women 
whose sexual, interpersonal, and global psychological func-
tioning might benefit from more specific education and treat-
ment, rather than the denial of differences between vaginal 
and clitoral stimulation and corresponding orgasm. Given 
the associations between better penile–vaginal intercourse 
(including frequency, vaginal orgasm, and simultaneous 
orgasm) and multiple measures of women’s psychological 
health, psychophysiological health, and intimate relationship 
function, the insistence on a distress criterion and the com-
mon denial of the special value of penile–vaginal intercourse 
and vaginal orgasm amount to harm to women’s health by 
many health professionals [4].

Table 14-1. DSM-5 Diagnostic Criteria for Female Orgasmic Disorder. 302.73 (F52.31)

A. �The presence of either of the following symptoms and experience on almost all or all (approximately 75–100%) occasions of sexual activity (in 
identified situational contexts or, if generalized, in all contexts):

     1. Marked delay in, marked infrequency of, or the absence of orgasm

     2. Markedly reduced intensity of orgasmic sensations

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 (e.g., partner 
violence) 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 if:

    Never experienced an orgasm under any situation

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].
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Another potential concern in DSM-5 criteria is the 
presence of other mental disorder being an exclusion 
criterion. Given that depression is common among sexual 
disorders [107], and in some cases the pharmacological 
interventions for depression might be at least as sexually 
impairing as the depression the medications are intended to 
treat, one should consider the merit in diagnosing and treat-
ing both depression and orgasmic disorder. The fact that the 
personality features which can predispose to depression also 
predispose to some orgasmic impairment [12, 40, 45, 63, 66, 
71] also argues against at least depression being a simple 
exclusion criterion. Of note, even within the normal 
(nonclinical) range of depression scores, Beck Depression 
Inventory scores were inversely associated with women’s 
orgasm frequency and intensity [44]. In some cases, espe-
cially milder forms of depression might reflect personality 
influences, rather than disease processes.

Members of the DSM-V sexual dysfunctions working 
group responded [108] to some of the published criticisms 
on the changes they made from the previous edition of DSM 
(Diagnostic and Statistical Manual of Mental Disorders, 
fourth edition, text revision; DSM-IV-TR). However, the 
serious problems noted in this chapter regarding the DSM-V 
diagnostic criteria for female orgasmic disorder were not 
among the issues that they addressed.

Although DSM-5 is widely used (especially in the United 
States, where its use might be required for insurance claims 
or to comply with other administrative demands), it is impor-
tant to understand not only the shortcomings of DSM-5 but 
also the existence of the much more straightforward diagno-
sis of female orgasmic dysfunction found in the tenth edition 
(2016 version) of the World Health Organization’s Inter
national Statistical Classification of Diseases and Related 
Health Problems (ICD-10), under the category of sexual dys-
function not caused by organic disorder or disease [109]. The 
criterion is refreshingly clear: “Orgasm does not occur  
or is markedly delayed” (http://apps.who.int/classifications/
icd10/browse/2016/en#/F52.3).

�Implications for Treatment

As the evidence briefly reviewed above indicates, distress is 
not a legitimate requirement (scientifically or clinically) for 
men or women to qualify for diagnosis and treatment of their 
sexual dysfunctions. Obtaining information about other dis-
orders also requiring treatment is important, as is obtaining 
information regarding medications and physiological states 
that might be causing or contributing to sexual dysfunction, 
lifestyle factors, and characteristics of the partner and the 
partnership.

Many studies have found that vaginal orgasm is associ-
ated with indices of better psychological and psychophysio-
logical function, but other orgasm triggers (including 

masturbation during penile–vaginal intercourse) are 
associated with poorer psychological and psychophysiologi-
cal function [3, 64]. These differential findings (multivariate 
analyses allow for concurrent statistical control of other sex-
ual behaviors, so that observed adverse correlates of mastur-
bation are not simply due to lack of penile–vaginal intercourse) 
speak not only to differences between sexual behaviors but 
also raise serious questions regarding the usual approach to 
treating female orgasmic dysfunction with directed masturba-
tion. It has been noted that for some women, repeated orgasm 
from clitoral stimulation can interfere with the development 
of pathways leading to vaginal orgasm [110, 111]. A large 
representative study of Swedish women found that penile–
vaginal intercourse orgasm is inversely associated with mas-
turbation frequency [27], and some smaller studies found no 
correlation between orgasm consistency triggered by penile–
vaginal intercourse and triggered by masturbation [89, 90]. In 
a large representative sample of women in the Czech Republic, 
vaginal orgasm consistency was associated with a variety of 
factors that make vaginal stimulation during penile–vaginal 
intercourse more thorough or more psychologically salient. 
These factors include women having been educated in their 
youth that the vagina is a source of women’s orgasm, being 
mentally focused on vaginal sensations during penile–vaginal 
intercourse, greater duration of penile–vaginal intercourse, 
and sufficient male partner penis length [5]. The authors of 
that study observed that a purely clitoral focus can undermine 
the capacity for vaginal orgasm. It should be noted that there 
are effective penile–vaginal intercourse-based treatments for 
female orgasmic dysfunction [112] and that women should 
not be directed away from penile–vaginal sensations in the 
hope that would develop the ability to respond orgasmically 
to penile–vaginal intercourse. A penile–vaginal intercourse-
based treatment that has been shown to be effective at improv-
ing women’s penile–vaginal intercourse orgasm is the coital 
alignment technique (also known by its acronym CAT) devel-
oped by Eichel. The coital alignment technique involves a 
synchronized rocking movement by the man and woman dur-
ing penile–vaginal intercourse, with a riding high variant of 
the missionary position [112].

�Best Practice or Evidence-Based 
Approach to Diagnosis Including 
Diagnostic Tests, Instruments,  
or Rating Scales

�Scales

The Female Sexual Function Index (FSFI) [113] might be 
the most commonly used female sexual function scale. It has 
one question each (rated on a six-point scale) inquiring about 
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frequency of orgasm, difficulty in reaching orgasm, and 
satisfaction from the ability to reach orgasm. A serious prob-
lem with the FSFI is that it explicitly asks women to not 
differentiate between penile–vaginal intercourse and other 
sexual activity. As with some other scales, the use of several 
conceptually related questions leads to internal statistical 
consistency (technically termed reliability), but ultimately, 
the data from the FSFI and similar scales might not be as 
useful and differentially valid as more objective measures of 
sexual behaviors and corresponding orgasm frequencies  
(see below).

The Golombok Rust Inventory of Sexual Satisfaction 
(GRISS) has one question each (rated on a five-point scale) 
inquiring about ability to have an orgasm with a partner, find-
ing it impossible to have an orgasm, orgasm from partner 
stimulating the clitoris during foreplay, and failure to reach 
orgasm during intercourse [114].

The Arizona Sexual Experience Scale (ASEX) was devel-
oped to measure various adverse sexual effects of medication, 
and the single item for women’s orgasm function is rating on 
a six-point scale how easily one reaches orgasm [115].

The Changes in Sexual Functioning Questionnaire 
(CSFQ) was also developed to measure medication (or 
illness)-induced changes in sexual function [116]. It has one 
question each (rated on a five-point scale) inquiring about 
frequency of orgasm, ability to reach orgasm when the 
respondent wants to have an orgasm, and degree of pleasure 
from orgasm (there is also a question on painful orgasms).

The Sexual Functioning Questionnaire by Quirk et  al. 
[105] was developed for use in clinical trials of treatments of 
female sexual dysfunctions. It has one question each (rated 
on a five-point scale plus an option of no activity during the 
4-week queried period) inquiring about frequency of orgasm, 
ease of reaching orgasm, and pleasure experienced from 
orgasms.

The Patient-Reported Outcomes Measurement Infor
mation System (PROMIS) Sexual Function and Satisfaction 
Measures Version 2.0 [117] has many items on aspects of 
sexual behavior for both sexes, but only two items on female 
orgasmic function. One item is how relatively often in the 
past 30 days the woman has been able to have an orgasm 
when she wanted an orgasm, and the other is how satisfying 
her orgasms have been. Both items are rated on a five-point 
scale from never to always (plus the respective options of not 
attempted and no orgasm in the past 30 days). Although the 
overall scale benefitted from several useful methodological 
features in the course of its development, the authors of the 
report on the scale observed that additional work is required 
in the orgasm domain of the scale.

An alternative approach is found in the Sexual Behavior 
Questionnaire developed by Brody and colleagues [66, 69, 88]. 
Women report how many days in a recent representative 

month they (1) engaged in and (2) had an orgasm from 
various specific sexual activities. The specific sexual activities 
in the scale typically include penile–vaginal intercourse 
without additional simultaneous clitoral stimulation, penile–
vaginal intercourse with additional simultaneous clitoral 
stimulation, clitorally focused masturbation (further differ-
entiated as with or without a vibrator), vaginally focused 
masturbation (further differentiated as with or without a 
vibrator), clitorally focused manual stimulation by a partner, 
vaginally focused manual stimulation by a partner, cunnilin-
gus, and receptive anal intercourse [88]. The scale can also 
include a further differentiation of partnered noncoital sexual 
behaviors as occurring with or without penile–vaginal inter-
course on the same day. The Sexual Behavior Questionnaire 
items are usually presented in a matrix format for completion 
(with instructions to the respondent including that if the 
answer for an item is either never or zero, to write 0 rather 
than leaving any item blank). The sexual behavior items can 
be expanded or reduced as needed. The validity of the Sexual 
Behavior Questionnaire has been demonstrated both in its 
associations with various psychological and psychophysio-
logical measures in several of the studies reviewed in this 
chapter, as well as examination of the role of social desir-
ability response bias, a consideration not often examined in 
research on sexual behavior. Additional columns can be 
added to measure age at first engaging in each activity (or 
indicating that the specific sexual activity was never tried) 
and age at first having an orgasm from each activity. The 
approach of the Sexual Behavior Questionnaire provides not 
only more precise information on specific sexual behaviors 
and orgasm than more common scales, but the numerator 
(orgasm) and denominator (times tried in the month) provide 
additional useful information, as do the ratio (orgasm consis-
tency from the specific activity). This specific quantitative 
approach is in contrast to the vague relative terms used in 
other scales. Each of the items in the Sexual Behavior 
Questionnaire can provide useful information. For example, 
if the number of days per month of penile–vaginal inter-
course is low, the interview can include further questions on 
what factors led to the low number of days per month (such 
as partner availability, lack of interest by the woman and/or 
her partner, illness, etc.). The presence of masturbation, 
especially if a high number of days per month, can also be 
examined, as it might suppress pursuit of and/or full response 
to penile–vaginal intercourse in some cases. Additional sub-
categories of activities can also be added, such as vaginal 
orgasm occurring at the same time as male penile–vaginal 
intercourse orgasm (simultaneous orgasm; in a nationally 
representative survey of 35–65-year-old Czechs, simultane-
ous penile–vaginal orgasm was associated with better sexual 
satisfaction, relationship satisfaction, personal mental health 
satisfaction, and life satisfaction [6]). The Sexual Behavior 
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Questionnaire also has a version for use with men, in which 
an item for fellatio is substituted for the cunnilingus item, all 
references to clitoral stimulation are removed, and an item 
for insertive anal intercourse is added [88].

�Interview and Best Practice

Many patients do not spontaneously report sexual problems, 
and many general clinicians do not spontaneously enquire 
about patient sexual function. Even if one does not have time 
or need to use a scale, a few minutes of direct calm question-
ing can elicit some important information. The Sexual 
Behavior Questionnaire (see above) can save time in gather-
ing quantitative details of specific sexual behavior history 
and frequency and corresponding orgasm consistency, but 
further questions regarding medical conditions and the sex-
ual function of partners are also suggested, even in the course 
of a nonspecialist anamnesis. Although multi-item satisfac-
tion (intimate relationship, sexual, life, mental health, etc.) 
scales exist, a clinician or even researcher can also simply 
ask for a rating of the specific domain of satisfaction on a 
scale from one to six, providing the anchors of one = very 
unsatisfying and six = very satisfying (such scales are not 
only time-efficient but valid as well [25]). Information on the 
degree to which the woman feels sexual desire and experi-
ences sexual arousal and lubrication before and during sex 
can also provide useful information (even if pre-existing 
desire is not essential for orgasm), as can information on the 
degree to which she is able to focus her attention on vaginal 
sensations during penile–vaginal intercourse [5].

It is important to query women about the sexual function 
of their partner, because in quite a few cases, the woman’s 
seemingly impaired function might be due to the premature 
ejaculation or inadequate erectile function of their partner. 
Similarly, the possibility should also be considered that a 
woman with a chronic sexual dysfunction (or negative atti-
tude toward sex) might adversely affect the function of their 
partner. Chronic sexual dysfunction of one partner can cre-
ate adverse expectations for sexual interaction with at least 
that partner, which can affect sexual function. Information 
on partners can include an assessment of intimate relation-
ship satisfaction with their partner, sexual desire for their 
partner, the presence of premature ejaculation or erectile 
dysfunction, and whether the woman’s orgasm problem also 
existed earlier in the same intimate relationship or in other 
intimate relationships. Although scales for the ascertain-
ment of premature ejaculation and erectile dysfunction 
exist, the clinician might begin assessment of partner sexual 
function by simply asking the woman if her male partner(s) 
ejaculate earlier than what might make for an optimal 
opportunity for her orgasm and if her male partner(s) have 
difficulty maintaining a sufficiently hard erection during 
intercourse.

After the diagnosis of female orgasmic disorder is made 
and the essential aspects of history are obtained (including 
asking the patient what they have already tried to overcome 
their orgasm difficulty), one of the first places to start treat-
ment planning is considering whether relatively simple solu-
tions are available. These include evaluating whether any 
medications or health habits might be changed and evaluat-
ing whether the male partner needs an evaluation for his 
sexual dysfunction. In some cases, assessment of the wom-
an’s hormone levels might be indicated. Intimate relation-
ship quality issues might in some cases respond to couples 
counseling but in other cases might not. Similarly, in some 
cases, psychological or psychiatric problems might respond 
to psychological treatment, but in other cases, one might pro-
ceed to more direct sexological interventions. At the very 
least, a woman with orgasmic disorder might benefit from 
discussion of her focusing attention on vaginal sensations 
during intercourse and scheduling sex sufficiently frequently 
(preferably at a time and with an ambience that is optimal  
for her). As noted above, there are effective penile–vaginal 
intercourse-based (non-masturbatory) treatments for female 
orgasmic disorder.
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