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Scope of the Problem

Objectives
• Describe the current model of normal
Female Sexual Response
• Identify the diagnostic categories for
Female Sexual Dysfunction
• Discuss management options for each
category of Female Sexual Dysfunction

• Prevalence
– 31% of men
– 43% of women
• Types
– 22% low sexual desire
– 14% difficulties with arousal or lubrication
– 7% pain with intercourse
• Associated with low general happiness
– More for women than for men
Laumann. JAMA 1999;281:537.

Follow-Up Studies
• PRESIDE1
– Prevalence of sexual issues 43.1%
– Low desire 44.2%
– Arousal difficulties 26.1%
– Problem achieving orgasm 20.5%

• 2016 Meta-analysis2
– Prevalence of FSD 40.9%
– Low desire 28.2%
– Arousal difficulties 20.6%

1. Obstet Gynecol 2008;112:970-8.
2. Sex Med Rev 2016;4(3):197-212.

Classification of
Female Sexual Dysfunction
•
•
•
•

Hypoactive Sexual Desire Disorder
Female Genital Arousal Disorder
Orgasmic Disorder
Sexual Pain/Penetration Disorder

Criteria – “Causing Personal Distress”
> 6 months duration
J Sex Med 2016;13:1888-1906.
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The Sexual Response Cycle
• Desire
– Mesolimbic system
• Testosterone maintains responsiveness
• Dopamine, melanocortin, oxytocin excitatory
• Serotonin, prolactin, opioids inhibitory

• Excitement/arousal  Plateau
– Initiated by parasympathetic system
– Vasodilation

• Orgasm – sympathetic system
• Resolution

Hypoactive Sexual Desire Disorder
• Persistent or recurrent deficiency (or
absence) of sexual fantasies, thoughts,
and/or desire for, or receptivity to, sexual
activity, which causes personal distress
– Lifelong
– Acquired

Societal Expectations

37 year-old g3p3 presents for AE.
Normal cycles, no complaints. No med
problems/medications, s/p postpartum
T/L. Normal exam. As you are leaving
the room, she says, “I wonder if you
could give me a prescription for
testosterone while I’m here. Some of
my friends are taking it, and I think I
might need it too.”

Female Sexual Desire

Spontaneous vs. Reactive Desire
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Female Sexual Desire
• For most women in long-term relationships,
sex doesn’t start with desire
– 37% think about sex “a few times a month”
– Just 33% think about it > 2-3 times per
week
• Sex drive in men remains relatively constant
– 45% over age 45 think about sex once or
more per day
AARP National Survey of
Adults > Age 45

Female Sexual Desire
• A male standard cannot be applied to
sexual desire disorder in women
• For women in long-term relationships
(> 2 years), responsive desire is the norm
Ask the patient: Do you respond once
sex is initiated?
• If yes: Don’t wait to want sex, get turned
on and you will

Psychosocial Causes of  Desire
• Lifelong
– Genetic
– Cultural/Familial factors

• Acquired
– Sexual trauma
– Other sexual dysfunction
– Body image disruption
– Relationship conflict
– Life events/Chronic stress
Decreased Sexual Desire Screener available online

DINS
“Dual Income No Sex”
• Make it a priority
– Reintegrate erotic touch
– “Chore play” = Foreplay
– Date nights, “Trysts”

• Be adventurous
– Different venues, positions
– Sex toys, sexy books, magazines

60 year-old g2p2 presents for AE.
Continues on PremPro .45/1.5 without
problems. Only complaint is  libido.
States her husband is still very
interested in sex, but although she
used to be, she now could totally do
without it. PE unremarkable, vagina
fairly well estrogenized.

• Just do it!
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•
•
•
•
•
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Medication Side Effects

Genetics
Decline in general health*
Drug and/or alcohol abuse
Clinical depression*
Endocrinopathies

• Chronic corticosteroid use
•  ACTH   DHEA

• Hormonal contraceptives
• OCPs: try more androgenic progestin
(e.g. levonorgestrel) and/or  estrogen dose
• Switch to lower dose (e.g. hormonal IUC)
or nonhormonal method

– Hyperprolactinemia
– Thyroid (esp. hypothyroid)*

• Urinary Incontinence*

• Psychoactive medications
* Obstet Gynecol 2008;112:970-8.

Managing Sexual Dysfunction
from SSRIs
• Decrease dose
• Change to bupropion, mirtazipine or
nefazodone
• Add bupropion (dopamine agonist)
(off label)
• Sildenafil 50-100 mg.* (off label)

Role of Androgens
• Testosterone replacement
– Often indicated after oophorectomy
– With oral HT, counteracts ↑ SHBG

• Female Androgen Deficiency Syndrome?
– There is no association between serum
testosterone levels and libido
– Postmenopausal sexual function related
more to prior function and relationship
Global Consensus Statement on Use of Testosterone in Women
J Clin Endocrin Metab 2019;104:4660-4666.

* JAMA 2008;300:395-404.

Efficacy of Androgen Therapy

Efficacy of Androgen Therapy

Premenopausal Women

Postmenopausal Women

Mean monthly number of satisfactory sexual events, by treatment group
Davis, S. et. al. Ann Intern
Med 2008;148:569-577.

N Engl J Med
2008;359:2005-17.
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“Evidence supports the short-term efficacy
and safety of high physiologic doses of T
treatment of postmenopausal women with
sexual dysfunction due to hypoactive
sexual desire disorder.”
Endocrine Society Practice Guideline
J Clin Endocrinol Metab 2014;99:3489-3510.

“Robust support for a trial of testosterone
treatment... when clinically indicated in
postmenopausal women.”
Lancet Diabetes Endocrinol 2019;7:754-66.

Options for Androgen Therapy
• Estratest, Estratest hs (brand discontinued)
– esterified estrogens + methyltestosterone
– FDA approved but off label for this indication

• Testosterone
– No FDA-approved form available for women
–  doses (~1/10) of male formulations (off label)
– Compounded transdermal therapy
(e.g. 1% testosterone cream)

C4

Adverse Effects of Androgens
• Hirsutism, acne, lower voice (irreversible)
• Data suggest no breast cancer risk with short-term
therapy, long-term risk unknown
• Liver damage (oral, supraphysiologic level)
• Adverse lipid profile (oral, supraphysiologic level)
• Teratogenic (can masculinize a female embryo)
if given during early pregnancy

 Weigh potential benefits vs. potential risks
Global Consensus Statement on Use of Testosterone in Women
J Clin Endocrin Metab 2019;104:4660-4666.

Flibanserin (Addyi®)
• FDA approved August 2015 for generalized
HSSD in premenopausal women
• Mixed antagonist/agonist to serotonin/dopamine
• 100 mg qhs, efficacy peaks at 8 weeks
• Black Box: Can  bp  syncope, especially
combined with alcohol or CYP3A4 inhibitors
• NEW – Alcohol no longer contraindicated
– Avoid alcohol within 2 hours of taking
• NEW – REMS certification no longer required

Bremelanotide (Vyleesi®)
• FDA approved June 2019 for generalized
HSSD in premenopausal women
• Melanocortin receptor agonist
– Injected subq > 45 min. before sexual activity

• Side effects – nausea, flushing, headache
• Warnings
– Transient ↑ blood pressure, ↓ heart rate
– Focal hyperpigmentation
Obstet Gynecol 2019;134:899-917.
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Sexual Arousal Disorder

– Lack of sense of pleasure with adequate
stimulation (subjective arousal disorder)
– Lack of lubrication (genital arousal disorder)

53-year-old g2p2 presents for AE.
Began HT with .05 estradiol patch
with 100 mg progesterone qd last
year and wishes to continue. Also
taking HCTZ for mild hypertension.
Now c/o vaginal dryness and
dyspareunia.

Physiology of Arousal

Sexual Arousal Disorder

• Persistent or recurrent inability to attain or
maintain excitement, which causes
personal distress
• Manifested by:

• Arteries and veins
form a dense “plexus”
around the vagina
• Response requires
healthy
– Innervation
– Vasculature
– Vaginal epithelium

Management of GSM
• Vaginal lubricants
– Water-based (e.g. K-Y Jelly, Astroglide)
– Oil-based (e.g. coconut, olive, vitamin E oils)
– Silicone-based (e.g. Astroglide X, Uberlube)
– Petroleum-based (e.g. mineral or baby oil,
Vaseline – irritating, not latex safe)

• Vaginal moisturizers (e.g. Replens)
• Combination (Luvena, Lubrigyn)
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• Psychosocial factors
• Physical factors
– Vascular
– Neurologic

• Medication side effects
– Same as HSDD plus antihypertensives,
antihistamines

• Hypoestrogenism/Menopause
– Genitourinary Syndrome of Menopause (GSM)

Management of GSM
• Estrogen therapy
– Systemic
– Vaginal
• May need vaginal dilation
• Ospemifene
• Intrarosa/Prasterone
• Energy-based therapies
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Ospemifene (Osphena®)
•
•
•
•

Oral treatment for dyspareunia 2° to GSM
SERM: E2 agonist in vulvovaginal tissue
Dose - 60 mg po qd with food
Does not appear to stimulate breast or
endometrium, may be beneficial for bone
• BUT contraindicated with estrogen-dependent
cancer, and history of VTE, MI, or stroke
• Side effect: hot flashes in 7.5%

Intrarosa®/Prasterone
• DHEA 6.5 mg vaginal insert applied qhs
• Indicated for treatment of postmenopausal
dyspareunia
• Converts to estrogen and testosterone
intracellularly in vagina
• Safe for endometrium (cannot convert DHEA to
estrogen) and no significant  serum E or T
• Warning/Precaution: h/o breast cancer
1. Menopause 2016;23(3):243-56.
2. J Steroid Biochem Mol Bio 2016;159:142-53.

Menopause 2013;20(6):623-30.

Energy-based Therapies
• Multiple laser (e.g. MonaLisa Touch ®) and
Radiofrequency-based (e.g. Viveve®) options
• Retrospective multicenter trial → improvement in
dyspareunia, vaginal dryness, itching, burning, pH1
• BUT randomized controlled sham study did not show
difference in outcomes between groups 2
• PLUS lack of data on safety and long-term efficacy3
and adverse events reported4
• Not FDA-approved/covered by insurance
• Expensive and require retreatment
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Orgasmic Disorder
• Persistent or recurrent difficulty, delay in,
or inability to reach orgasm following
sufficient sexual stimulation, which causes
personal distress
– Primary - Lifelong
– Secondary - Acquired

1. Menopause 2020;267:50-56. 2. JAMA 2021;326:361-9.
3. FDA Safety Communication July 2018. 4. Menopause
2019;26:423-7.

20 year-old g0 newly sexually
active presents for contraception.
Also states she has never had an
orgasm and wants an exam to
see if there is something wrong
with her.

Primary Orgasmic Disorder
• A common problem
– 10% of women have never had orgasm
– 50% report intermittent difficulty

• Often resolved with:
– Education/Communication skills
– Counseling/Cognitive Behavioral Therapy
– Sex therapy/Support groups
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Human Sexual Response Cycle:
Gender Differences

Female Sexuality

Counseling about Female Orgasm
• Only 25-30% of women are orgasmic with penetration
alone, most require direct clitoral stimulation
• A recent study documented ways women have
learned to make vaginal penetration more pleasurable
and sometimes lead to orgasm
• Knowledge of these techniques can enable women to
– Better identify their own preferences
– Communicate about them
– Advocate for their sexual pleasure
PLoS ONE 2021;16(4):e0249242.

PLoS ONE
2021;16(4):e0249242
.

25-year-old g0 presents for AE.
Extremely concerned because she
cannot have an orgasm. She was
previously orgasmic both with
partners and alone, but for the
past 6 months unable to achieve
orgasm with any of her usual
techniques.

Secondary Orgasmic Disorder
• Always consider medical issues
– Diabetes, Cardiovascular, Neurologic

•
•
•
•

Possibility of recent sexual trauma
Check medications, especially SSRIs
Rule out other sexual dysfunction
Sexual response time increases with age
– For both men and women
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Management Options
•
•
•
•

Treat other sexual dysfunction
Bupropion or sildenafil if on SSRIs
Recommend vibrator
Education about need for  foreplay,
especially if older
• Alternative treatment (not FDA-approved)
– Compounded oxytocin 10-30 mg 1-2 hours
before sexual activity
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Mindfulness
• The practice of being attentive to the
experience of the present moment in a
nonjudgmental manner
• Increases sensitivity and decreases goal
orientation and body concerns
• Promising results for desire, arousal, and
orgasmic disorder, plus overall sexual
satisfaction and relationship dynamics
Curr Opin Psychiatry 2017;30(6):402-8.

Sexual Pain/Penetration Disorder

Sexual Pain Disorder
• Superficial dyspareunia

• Persistent or recurrent genital pain
associated with sexual intercourse
– Dyspareunia
– Vaginismus

Sexual Pain Disorder
• Deep dyspareunia
– Vaginal stricture/shortening
– Endometriosis
– Pelvic adhesions
– Pelvic relaxation
– Symptomatic uterine retroversion
– Adnexal pathology

– Vulvovaginal atrophy,  lubrication
– Vulvovaginitis
– Scarring from childbirth, hymeneal tag
– Vulvar dystrophy, vestibulitis,
vulvodynia
– Urethritis, urethral syndrome,
interstitial cystitis

Sexual Penetration Disorder
(Vaginismus)
• Involuntary muscle spasm of outer 1/3 of
vagina that interferes with penetration
• Primary - usually related to unconscious
psychological factors
• Secondary – often related to
dyspareunia, vulvodynia, pelvic surgery
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Treatment of Vaginismus
•
•
•
•
•
•
•

Education
Muscle awareness exercises
Vaginal dilation exercises
Counseling/Psychotherapy
Pelvic physical therapy
Intravaginal diazepam (off label)
Botox? (off label)
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Treatment of Vaginismus
Dilators
Vaginismus.com

NEW: Milli*

* Obstet Gynecol 2018;131:74S.

Clinician’s Responsibility
• Our patients – all of them – are sexual beings
• They often have sexual concerns/risk factors
• They want to discuss them with someone who is
knowledgeable
• They expect us to
–
–
–
–

Be comfortable with these issues
Create opportunities to discuss them
Have accurate information
Be willing to help them with these concerns

Brief Sexual Symptom Checklist
• Are you satisfied with your sexual function?
• If no, how long have you been dissatisfied?
• The problem is…
–
–
–
–
–

Finding the Time

Little or no interest in sex
Decreased genital sensation (feeling)
Decreased lubrication (vaginal dryness)
Problem reaching orgasm
Pain during sex

• Which problem is most bothersome?
• Would you like to talk about it with your clinician?

PLISSIT Model
• Permission (OK to use vibrator)
• Limited Information (Most women
require direct clitoral stimulation)

• Specific Suggestion (Change
antidepressants)

• Intensive Therapy (Refer)

ACOG Practice Bulletin #119. April 2011.
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Resources
• Referrals: www.AASECT.org
• Clinical tool: www.FSFIquestionnaire.com
• For clinicians:
• www.arhp.org/sex-and-sexuality

• For patients:
• https://www.healthywomen.org/tag/sex
• www.menopause.org/for-women/sexualhealth-menopause-online
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Helpful Books for Patients
• For Yourself: The Fulfillment of Female Sexuality
– Lonnie Garfield Barbach

• The Sex-Starved Marriage
– Michele Weiner Davis

• Reclaiming Your Sexual Self
– Kathryn Hall

• Come As You Are
– Emily Nagoski

• The Big O
– Lou Paget

• Mating in Captivity: Unlocking Erotic Intelligence
– Esther Perel

Conclusions
• Female sexual dysfunction is common in our
society and has a significant impact on women’s
quality of life and interpersonal relationships.
• Our patients expect us to
– Be comfortable with sexual issues
– Create opportunities to discuss them
– Provide accurate information and advice

• There is much we can do to help our patients
with sexual problems.
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