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Sexual Dysfunction

• Sexual Dysfunction 
	– Persistent or recurring lack of sexual desire or difficulty becoming sexually aroused or 
                 reaching orgasm 
	– Most people experience some type of sexual problem from time to time.

Prevalence of Sexual Problems and Dysfunctions

• We don’t have precise figures on prevalence. 

• General estimate is based on review of surveys around the world: 
	– 2 in 5 women and 1 in 4 men experience at least one sexual dysfunction (Lewis et al., 2010)

• Canadian Contraception Study (Fisher et al., 2004)
	 – About one-half of women reported at least one of: 
· Low sexual desire 
· Painful intercourse 
· Lack of orgasm during intercourse 

	– Married women were twice as likely as unmarried women to report problems.

• A survey of 40- to 80-year-old Canadian men and women found 23% of men experienced 
   rapid ejaculation and 16% had problems with erection.

• Another study of 40-to 88-year-old Canadian men found 49% of men experienced some form 
   of erectile dysfunction. 

• Rates vary based on samples and measures used.

• In a national survey of people between the ages of 40 and 64: 
	– More than half were often too tired for sex 
	– 42% were too stressed 
	– 40% didn’t have time 

• Many (most?) Canadians who experience sexual difficulties do not seek help. 75% don’t 





Types of Sexual Dysfunction

• The most widely used system of classification is based on the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (2013) 
· Sexual-desire disorders 
· Sexual arousal disorders 
· Orgasm disorders
· Sexual-pain disorders

• DSM-5 made several important changes: 
	– “Female hypoactive desire disorder” and “Female arousal disorder”
		• Merged into female sexual interest/arousal disorder  
		• Done because these sexual response phases overlap for many women 

	– A variety of female sexual-pain dysfunctions were merged into a singular category: 
                Genito-pelvic pain/penetration disorder
	– In order for a sexual problem to be diagnosed as a dysfunction: 
		• Must have occurred for 6 months or more 
		• Must happen 75–100% of the time 
		• Must cause the person significant distress 
		• Exceptions are problems caused by medications/substances

• Sexual dysfunctions are classified as: 
	– Lifelong or acquired (following periods of unproblematic functioning) 
	– Generalized (occur in all situations) or situational (occur only in some situations)

• Sexual Desire-Related Disorders 
	– Men (male hypoactive desire disorder) 
	– Women (female sexual interest/arousal disorder) 
		• Absence of sexual thoughts or fantasies 
		• Can become aroused and orgasm when adequately stimulated, many have no 
                              interest in genital stimulation 

	– Most common complaint related to sexual functioning 
	– Differing sex drives between men and women may play a role 
	– History of trauma 
                impacts sexual aversion

• Sexual Arousal-Related Disorders 
– Failure to achieve or sustain the erections or lubrication necessary to facilitate sexual activity 
	– Lack the subjective feelings of sexual pleasure and excitement that normally 
                accompany sexual arousal


• Sexual Arousal-Related Disorders: Male Erectile Disorder
	– Persistent difficulty in achieving or maintaining an erection sufficient to allow 
                completion of sexual activity 
	– In most cases, the failure is limited to sexual activity with partners or with some 
                 partners and not others (situational) 
	– Some men can attain erections much not sustain them 
	– Incidence increases with age
· Occasional problems are common; may be caused by 
· Fatigue 
· Too much alcohol 
· Anxiety over impressing a new partner 
	– An isolated experience can become a persistent problem if the man fears it will 
                happen again. 
	– Performance anxiety 
• Define: anxiety concerning one’s ability to perform behaviours, especially behaviours that will be evaluated by others

	– Sexual arousal in men is also complex. 
	– Causes: 
• Psychological factors (e.g., List three: depression, lack of self-esteem, problems with the relationship)
		• Biological factors (e.g., List two: diabetes, heart disease)

• Sexual Arousal Disorders: Female Sexual Interest/Arousal Disorder 
	– Desire and arousal phases are closely intertwined for many women.
	– Women’s sexual response may not occur in a linear, step-by-step process (Basson, 2008).
	– Some problems (e.g., lubrication) are lifelong, others develop after periods of normal 
                functioning. 
	– Problems often occur in specific situations.

	– Basson (2004) suggests two types: 
		• combined-arousal disorder –no subjective arousal and feel no genital response 
		• subjective arousal disorder –aware that genitals respond physically to 
		   stimulation, but feel no subjective arousal 

– Genital-arousal disorder – Definition: nerves less sensitive, use more psychological means

	– Causes: 
		• Physical factors (vascular, hormonal, neurological) diabetes, reduced estrogen
		• Psychological factors (e.g., List three: deep seated anger a resentment towards partner, no longer sexually attracted to partner, experience non-sexual conflicts in relationships.  

• Orgasmic Disorders: Female Orgasmic Disorder 
	– Unable to reach orgasm, or have difficulty reaching orgasm after what would usually 		   be adequate sexual stimulation
	– Anorgasmic – Definition: unable to reach orgasm through any means
	– A woman who has orgasms through masturbation but not intercourse does not have Female Orgasmic Disorder.

• Orgasmic Disorders: Delayed Ejaculation 
– Has been called male orgasmic disorder, retarded ejaculation and ejaculatory incompetence 
	– May be lifelong or acquired, generalized or situational 
	– Can often ejaculate during masturbation or oral sex, delayed ejaculation is limited to intercourse 
	– Frustrating for both partners

	– Causes: 
• Physical factors (e.g., List three: multiple sclerosis, neurological damage, side effects of drugs)
	• Psychological factors (e.g., List three: performance anxiety, sexual guilt, hostility toward partner)

• Orgasmic Disorders: Premature Ejaculation 
	– Ejaculation occurs with minimal sexual stimulation, and before the man desires it. 
	– Also called early ejaculation or rapid ejaculation
	– After ED in elderly men, PE is the most common male sexual dysfunction. 
	– Degree of rapidity varies; most men ejaculate just before or after penetration. 
	– Prevalence varies, depending on how RE is defined 
	– Some argue that the focus should be on whether the couple is satisfied with the 
                duration, not timing.

• Sexual Pain Disorders: Dyspareunia 
	– Painful intercourse or persistent pain associated with any stimulation of the vaginal 
                area 
	– Painful intercourse is less common in men, generally associated with a genital 
                 infection. 
	– One of the most common sexual dysfunctions 
	– A common complaint of women seeking gynecological services
	– Location of pain may vary 
	– Many women too embarrassed to talk about it and don’t seek treatment. 
	– Few doctors and therapists are adequately trained in diagnosis. 
	– Researchers at Queen’s University have developed a vulvalgesiometer which can 
                measure the severity of sexual pain experienced by the woman.

	– Causes: 
		• Physical factors (e.g., inadequate lubrication, infection [STIs], allergic reactions, endometriosis, pelvic inflammatory disease [PID], other diseases, structure disorders of the reproductive system.)
		• Psychological factors (e.g., unresolved guild or anxiety about sex,  or lingering effects of sexual trauma) may limit lubrication 

• Sexual Pain Disorders: Dyspareunia 
	– Binik (2005) has found that women with dyspareunia have lower tolerance for pain in 
                other areas of their bodies 
	– suggests a generalized hypersensitivity to pain 
	– Women who believe pain is due to psychological causes report higher levels of pain 
                 and more sexual problems than those who attribute pain to physical causes. 
	– For many women, pain cannot totally be eliminated but coping strategies can be 
                 taught.

• Sexual Pain Disorders: Vulvodynia
		• Gynecological condition characterized by vulval pain, particularly a chronic 
                              burning sensation, itching, irritation, and soreness 
		• Affects up to 16% of women

• Sexual Pain Disorders: Vaginismus 
	– Involuntary contraction of the pelvic muscles that surround the outer one-third of the 
                vaginal barrel, resulting in pain 
	– Avoidance of penetration seems to be the key factor differentiating vaginismus from 
                dyspareunia 
	– Vaginismus occurs reflexively during attempts at vaginal penetration, making entry of 
                 the penis, fingers, dildo or any object (e.g., tampon) difficult or impossible.

– Causes: 
	• Some believe vaginismus is usually caused by fear of penetration, rather than by 
                 physical injury or defect. 
	• Psychological factors (e.g., history of sexual trauma or assault) 
	• Physical factors (e.g., cause or effect of dyspareunia)

• Sexual Pain Disorders: Vaginismus 
– Some propose that vaginismus be reconceptualised as either an aversion to vaginal penetration or a genital pain disorder 
	– These distinctions are important in suggesting different courses of treatment.

Origins of Sexual Dysfunction

• Biopsychosocial model 
	– An approach to explaining dysfunction that looks at the interactions of biological, 	   
                psychological, and sociocultural factors

• Biological Factors 
[bookmark: _GoBack]	– Medical conditions/health problems 
		•heart disease, diabetes mellitus, multiple sclerosis, spinal cord injury, complications of surgery (prostate removal in men), hormonal problems, some medications, cardio vascular problems, high cholesterol 

	– Aging 
		• Physical changes to internal and external genitalia (e.g., thinning of the vaginal 
                             walls) 
		• Associated medical conditions and problems 
		• Stereotypes associated with aging and sexuality can create performance 
                             anxiety.  

	– Drugs 
		• Prescription drugs (e.g., blood pressure drugs) 
		• Illicit drugs (e.g., heroine, cocaine) 
		• Central nervous system depressants (e.g., alcohol) 

	– SSRIs 
		• Most anti-depressants impair sexual arousal, especially in older patients.
		 • Some can be prescribed along with SSRIs to prevent side effects.

• Psychosocial Factors 
	• cultural influences, economic problems, psychosexual traumas, emotional factors, dissatisfaction with relationship, lack of sexual skills, irrational beliefs, myths and misinformation, ineffective sexual techniques, boredom and routine, lack of communication, performance anxiety 

Treatments for Sexual Dysfunction

• Sex Therapy 
	– Cognitive and behavioural 
	– Aims to modify dysfunctional cognitions and behaviours, change self-defeating beliefs 
                and attitudes, enhance knowledge, improve sexual communication, teach sexual skills, 
                and reduce performance anxiety 
	– Usually involves both partners 
	– Gender-sensitive practice analyzes gender issues facing both men and women.

• Biological Treatments 
	– Viagra for erectile dysfunction 
	– Treatments are also being developed for rapid ejaculation, female orgasmic 
                dysfunction, and lack of sexual desire 

• A combination of medical treatments and talk therapy is more effective than medicine alone.

• The PLISSIT Model: to address sexual concerns of clients 
	– permission (P) 
	– limited information (LI) 
	– specific suggestions (SS) 
	– intensive therapy (IT) last resort 

• The Masters and Johnson Approach 
	– Pioneered the use of direct behavioural approaches to treating sexual dysfunction 
	– Considered the couple to be dysfunctional, not the individual 
	– Anxiety and resentments are aired, but the focus is on behavioural change.
	– Daily homework exercises 
		• sensate-focus exercises –exercises in which sexual partners take turns giving 
                              and receiving pleasurable stimulation in non-genital areas

• Integrating Sex Therapy and Psychotherapy 
	– Combining the two can be a powerful tool for enhancing relationships and sex lives. 
	– Many therapists use both to help couples: 
		• Learn how to share power 
		• Improve sexual communication 
		• Negotiate differences

Applied Knowledge

• How Do You Find a Sex Therapist? 
	– The provinces don’t regulate use of the term “sex therapist”, so it is important to find 
                 a sex therapist who is a member of a recognized profession (psychology, social work, 
                medicine, or marriage and family counselling) and has training and supervision in sex 
                therapy. 
		• Contact your university or college psychology department, health department, 
                              counselling centre, or a medical or psychological association, a marriage and 
                              family therapy association, or a family physician if you are stuck.

Treatment of Sexual Dysfunctions

• Treatments for Sexual Desire-Related Disorders 
· Provide self-stimulation exercises and erotic fantasies, sensate-focus exercises, enhance communication and enhance couples sexual skills 

• Treatments for Sexual Arousal Disorders 
	– Treatment of Sexual Aversion 
		• multi-faceted approach including biological treatment like medication to reduce anxiety and psychological treatment to overcome sexual phobia. Couples therapy, sensate-focus exercises, behavioural exercises 

• Treatments for Sexual-Arousal Disorders 
	– Encouraging men and women to relax and receive stimulation without anxiety 
                 inhibiting their natural reflexes (as long as problem is psychologically and not 
                 organically based) 	
	– Non-genital sensate-focus exercises to remove demand

• Treatments for Sexual-Arousal Disorders: Erectile Disorder 
·  Oral medications, hormone treatments, vascular surgery on penis, penile implants, penile injections, penile suppositories, vacuum pump 

• Treatments for Sexual-Arousal Disorders: Female Sexual Interest/Arousal Disorder 
	– related with desire; begin with sexuality education, searching and coping with cognitive interference, creating undemanding sexual situations, working on problems in relationship. Add lubrication, alprostadil (a vasodilator), testosterone skin patch, Eros device that creates genital suction  

• Promoting Eroticism in Sex Therapy 
	– Ottawa-based sex therapist Peggy Kleinplatz, developed innovative approach to sex 
                 therapy 
		• Focus on personal growth 
		• Enhancing sexual relationships and erotic potential 

• Treatments for Orgasmic Disorders: Female Orgasmic Disorder 
	– Address negative attitudes about sex 
	– Masters and Johnson’s couples-oriented approach 
		• Sensate-focus exercises 
		• Training position and non-demanding genital play 
		• Intercourse with woman-on-top

	– Individual masturbation approach 
	– Education 
	– Self-exploration 
	– Self-massage 
	– Self-permission 
	– Fantasy 
	– A vibrator 
	– Partner involvement

• Treatments for Orgasmic Disorders: Delayed Ejaculation 
	– Increasing sexual stimulation 
	– Reducing performance anxiety  
	– Sensate-focus exercises

• Treatments for Orgasmic Disorders: Premature Ejaculation 
	– Sensate-focus exercises 
	– Biological treatments (e.g., serotonin) 
	– Squeeze technique 
		• The tip of the penis is squeezed to temporarily prevent ejaculation 

	– Stop-start method 
		• Describe: stop when he feels like he is about to orgasm and start again when the feeling has subsided 

	– While the squeeze technique and the stop-start method are widely used, there is little 
                 research to demonstrate that they are effective, especially with severe cases. 
	– Emphasis is increasingly being placed on biological treatments (e.g., clomipramine, 
                used to treat schizophrenia, because it impacts neurotransmitters, and SSRIs).

• Treatments for sexual-pain disorders: Dyspareunia 
	- Medical intervention to identify and treat underlying physical problems which may 
                cause pain

Innovative Canadian Research

– Canadian and American researchers have conducted studies examining the effectiveness of  
    three treatment programs (Bergeron et al., 2001): 
	• Cognitive-Behavioural Therapy 
	• Biofeedback 
	• Surgery

	– Results: 
		• Each resulted in pain reduction 
		• Equally successful in improving psychological adjustment 
		• Each successful at improving sexual functioning 
		• Some women assigned to surgery treatment refused to go ahead with the 
                              treatment. 
		• Follow-up study indicated that gains were still maintained for each 
                              intervention.

Treatment of Sexual Dysfunctions

• Treatments for Sexual-Pain Disorders 
	– Vaginismus 
		• Behavioural exercises in which plastic vaginal dilators of increasing size are 
                              inserted, to help relax the vaginal musculature 
		• Woman controls the pace of treatment 
		• After dilators, fingers and a penis or dildo can be used 
		• Psychological treatment for sexual trauma may be needed (if this was the root 
                             cause of vaginismus).        

Innovative Canadian Research

• A Portrait of Great Sex 
	– Peggy Kleinplatz and colleagues (2008) interviewed people who reported experiencing 
                 “great sex” 
		• Many were over 60, some had been in relationships for more than 25 years
	
	– Eight components of great sex emerged: 
· being present focused and embodied 
· connection or being in sync
· deep sexual and erotic intimacy 
· extraordinary communication and heightened empathy
· authenticity; free to be themselves 
· transcendence and transformation 
· exploration of interpersonal risk-taking 
· vulnerability 


A World of Diversity

• An Alternative Approach to Enhancing Female Sexuality 
	– A significant minority of women do not find sex satisfying, even though the mechanics 
                of sexual response are working. 
		• Some comment that sex is boring, dry, and unemotional. 

	– Eastern techniques, with their origins in the Kama Sutra, might provide some of the 
                 spiritual dimensions to sex that traditional Western approaches lack.

• An Alternative Approach to Enhancing Female Sexuality 
	– Mindful Meditation 
		• Non-judgemental, present-moment awareness 
		• Has recently been incorporated into treatments for women with disorders of 
                              desire and arousal 
		• Treatment began with instructions about being mindful in their nonsexual   
                              lives. 
		• Heart of mindfulness is the body scan exercise – attending to sensations in  
                              specific parts of the body

		• Other body-focused mindfulness exercises 
			– Focusing exercise 
			– Self-observation exercise 
			– Self-observation and touch exercise 
			– Self-observation and touch exercise with a sexual goal 

		• Studies have found mindfulness-based sex therapy significantly 
                              improves sexual response and reduces sexual distress (Brotto, 2013). 

Page 4 of 11
