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Objectives

Understand the epidemiology, prevalence, 
classification systems and models for female 

sexual disorders in clinical practice 



Sexual Health Rights
WAS Declaration of Sexual Rights:

Grounded in universal human rights

Sexuality is a source of pleasure & well-being, 
contributes to fulfillment & satisfaction

Sexual health is a state of physical, emotional, 
mental, and social wellbeing (WHO), not just absence 
of disease or dysfunction

Sexual health requires positive and respectful 
approach/relationships, protection of diversity



Female Sexual Dysfunction:
DSM-IV-TR Definitions and ICD Definitions

Sexual desire disorders

Hypoactive sexual desire disorder 302.71 or 

799.81

Absence or deficiency of sexual interest and/or desire

Sexual aversion disorder 302.79 Aversion to and avoidance of genital contact with a sexual 

partner

Sexual arousal disorders

Female sexual arousal disorder 302.72 Inability to attain or maintain adequate lubrication-swelling 

response of sexual excitement

Orgasmic disorders

Female orgasmic disorder 302.73 Delay in or absence of orgasm after a normal sexual 

excitement phase

Pain disorders

Dyspareunia 302.76 or 

625.0

Genital pain associated with sexual intercourse

Vaginismus 306.51 or 

625.1

Involuntary contraction of the perineal muscles preventing 

vaginal penetration
Am Psych Assoc 2000; Buck, et al. 2008. 



Female Sexual Disorders:  DSM 5
Female Orgasmic 

Disorder

302.73 

(F52.31)

Presence of either of the following on all or almost all (75%-100%) 

occasions of sexual activity:

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

2.Markedly reduced intensity of orgasmic sensations

Female Sexual 

Interest/Arousal disorder

302.72

(F52.22)

Lack of, or significantly reduced, sexual interest/arousal as 

manifested by 3 of the following:

1. Absent/reduced interest in sexual activity

2. Absent/reduced sexual/erotic thoughts or fantasies

3.No/reduced initiation of sexual activity and unreceptive to partner’s 

attempts to initiate

4. Absent/reduced sexual excitement/pleasure during sexual activity 

in almost all or all (75%-100%) sexual encounters

5. Absent/reduced sexual interest/arousal in response to any internal 

or external sexual/erotic cues (written, verbal, visual)

6. Absent/reduced genital or nongenital sensations during sexual 

activity in almost all or all (75%-100%) sexual encounters

Symptoms persisted a minimum of 6 months and not better explained by a nonsexual mental disorder or 

consequence of severe relationship distress or other significant stressors and not due to effects of 

substance/medication or other medical condition

American Psychiatric Association, DSM 5,  2013



Female Sexual Disorders: DSM 5

Genito-Pelvic 

Pain/Penetration Disorder

302.76

(F52.6)

Persistent or recurrent difficulties with 1 or more of the following:

1.Vaginal penetration during intercourse

2. Marked vulvovaginal or pelvic pain during intercourse or 

penetration attempts

3. Marked fear or anxiety about vulvovaginal or pelvic pain in 

anticipation of, during, or as a result of vaginal penetration

4. Marked tensing or tightening of the pelvic floor muscles during 

attempted vaginal penetration.

Symptoms persisted a minimum of 6 months and not better explained by a nonsexual mental disorder or consequence of 

severe relationship distress or other significant stressors and not due to effects of substance/medication or other medical 

condition

American Psychiatric Association, DSM 5, 2013



FEMALE SEXUAL DYSFUNCTIONS:  DSM Changes

DSM-IV-TR DIAGNOSIS CHANGES IN DSM-5 Diagnosis

Female Hypoactive Desire Disorder Merged into Female Sexual Interest/Arousal  Disorder

Female Arousal Disorder Ditto

Female Orgasmic  Disorder Unchanged

Dyspareunia
Merged into Genito-Pelvic Pain/Penetration  Disorder

Vaginismus Ditto

Ishak & Tobia: DSM-5 Changes in Diagnostic Criteria of Sexual Dysfuntions, Reprod Sys Sexual 

Disorders,  2013.



Defined by Onset Defined by 

Context 

Characteristics

Lifelong

Present since onset of 

sexual functioning

Acquired

Develops after period of 

“normal” functioning

Generalized

Not limited to certain 

types of stimulation, 

situations, or partners 

Situational

Limited to certain types 

of stimulation, situations 

or partners

Clinically significant 

distress & persistence

Subtypes:

Psychogenic, organic, 

mixed, unknown 

etiology

Severity:  mild, 

moderate, severe

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Text Revision (DSM-IV-TR™). 4th ed. 
Washington, DC: American Psychiatric Association; 2000. 

Classification: DSM-IV-TR vs. DSM-5

Female Sexual Dysfunction 



ISSWSH Nomenclature Consensus Meeting
Needs Statement

There is an unmet need for a comprehensive, multi-
disciplinary evidence-based set of Female Sexual 
Dysfunction (FSD) diagnoses that can be easily utilized for 
clinical care, research and regulatory agencies.  



Mission Statement

To develop consensus among experts using available evidence, who are 
experienced in diagnosis, evaluation, treatment and/or research in 
sexual medicine for women, for appropriate nomenclature and 
definitions of female sexual dysfunctions. 

These definitions must be applicable across disciplines and useful in 
both clinical and research settings, and serve as the basis of 
International Classification of Diseases (ICD) codes and provide 
regulatory guidance for women's sexual problems. 



Definition of Sexual Desire

• Sexual desire is a construct that is not specifically event-related. 

• It can be manifested spontaneously as a drive or as a response to 
competent sexual stimuli or incentives. This may occur alone or in 
interaction with others. Sexual drive can be induced by adequate 
hormone action and/or nonsexual stimuli. 

• Sexual incentive stimuli can include thoughts and fantasies, erotic 
sensory cues, and/or approach by another; and desire can 
manifest itself as intensified behavioral and emotional responses 
toward those stimuli, along with an awareness of those 
responses. 

• Sexual desire can become a wish to participate in sexual activity 
for the sake of physical pleasure, emotional intimacy, or for other 
reasons. 



Manifestations of Hypoactive Sexual 
Desire Disorder (HSDD)

• Absent or reduced spontaneous desire;
• Absent or reduced responsive desire to erotic cues
• Inability to maintain desire or interest through sexual 

activity
• Loss of sexual thoughts and/or fantasies
• Loss of desire to initiate or participate in sexual activity, 

including avoidance of situations that could lead to 
sexual activity

• Is combined with clinically-significant interpersonal 
distress that includes frustration, grief, feelings of 
incompetence, loss, sadness, sorrow, worry, etc.



Other Considerations

• It is useful to identify the temporal relationship of these 
factors to diminished desire, which could be acquired or 
lifelong, but should be generalized.

• If diminished desire is situational, the locus of the desire 
disorder should be considered outside the woman, and is 
therefore not HSDD. 
• Situations where low desire is secondary to physical and/or 

emotional abuse, dissatisfaction with one’s partner, including 
partner’s sexual dysfunction, or intrusion of life stressors that can be 
diminished by lifestyle changes

• HSDD as a whole should be rated by the person affected as 
mild, moderate, or severe, which may influence clinical 
presentation or outcomes.
• Severity may relate to etiology, treatment response, more distress, 

treatment seeking, etc. 



Arousal Key Points
• 1)  Female genital arousal is a physical state arising from an interaction 

between genital response, central nervous system activity, and 
information processing of sexual stimuli.

• 2)  Although there may be significant overlap, female genital arousal 
disorders (FGAD) might be subcategorized as those related to: 

a. neurovascular injury or dysfunction

b. central nervous system activity

c. information processing of sexual stimuli

• Although there is significant overlap in the presentation of and 
treatments for FGAD and other sexual dysfunctions, female genital 
arousal disorders (FGAD) is a separate and distinct entity and should be 
classified as such.

• Traditional specifiers (generalized vs situational) and causing or not 
causing significant intra or interpersonal distress apply to the 
aforementioned categories (2a, b, c).



Orgasm Summary

• Female Orgasmic Disorder (FOD) is characterized by persistent 
or recurrent, bothersome or distressing, absence of orgasm, or 
orgasm compromised in the following ways:

• Timing - where orgasm occurs either spontaneously, too early 
or too late

• Pleasure/Satisfaction – where orgasm occurs with absent or 
reduced intensity of pleasure or satisfaction

• Occurrence of aversive symptoms including non-genital or 
genital pain, mood and/or cognitive  changes – activated prior 
to, during, or following orgasm 



Persistent Genital Arousal

Persistent Genital Arousal Disorder is a persistent or recurrent, unwanted 
or intrusive, bothersome or distressing, Genital Dysesthesia unassociated 
with sexual interest, with the following characteristics:

• Symptoms may lead to despair, frustrations, emotional lability, and/or 
catastrophizing thoughts

• Symptoms may be associated with overactive bladder and restless leg 
syndrome

• Symptoms may be caused by pelvic or pudendal neuropathy

• Orgasm may be spontaneous, recurrent, aversive, absent, delayed, muted, 
and or not associated with pleasure or satisfaction

• Symptoms have limited, or no resolution, or even aggravation with orgasm



Masters and Johnson’s (1966) EPOR Model

Female                                              Male

Modified by Kaplan (1974) and Georgiadis et al. (2012)



Integrated Model of Sexual Dysfunction



Alternative Cycle of Female Sexual Response

Basson. J Sex Martial Ther 2001.
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FSD Classification Limitations
• Mind/body may not follow one set pattern

• Desire: drive vs. motivation (Kingsberg/ Levine)

• Normative lessening with life cycle & relationship duration

• Sexual neutrality may be present at onset

• Significant overlap in presentation of FSD

• Genital and subjective arousal may not match

• PGAD is omitted

• Non-coital sexual activities not addressed (pain)

• Satisfaction may not be linked to orgasm

Basson et al. J Psychosom Obstet Gynecol. 2003;24:221-9.
Basson et al. J Sex Med 2010;7:314-326.



Pfaus JG. J Sex Med. 2009;6:1506-1533.
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SEROTONIN

OPIOIDS

ENDOCANNABINOIDS

PROLACTIN

DOPAMINE

OXYTOCIN

MELANOCORTIN

NOREPINEPHRINE

Bancroft J, et al. J Sex Res. 2009;46:121-142.

InhibitionStimulation

The Dual Control Model:  Biology

Bancroft J, et al. J Sex Res. 2009;46:121-142.



HSDD: Personalized Medicine

• Toward personalized sexual medicine (part 1): integrating the "dual control model" 
into differential drug treatments for Hypoactive Sexual Desire 
Bloemers et. al. J Sex Med. 2013 Mar;10(3):791-809. 

• Toward personalized sexual medicine (part 2): testosterone combined with a PDE5 
inhibitor increases sexual satisfaction in women with HSDD and FSAD, and a low 
sensitive system for sexual cues                                                                                             
Poels S et al. J Sex Med. 2013 Mar;10(3):810-23. 

• Toward personalized sexual medicine (part 3): testosterone combined with a 
Serotonin1A receptor agonist increases sexual satisfaction in women with HSDD 
and FSAD, and dysfunctional activation of sexual inhibitory mechanisms.                                                      
van Rooij  et al. J Sex Med. 2013 Mar;10(3):824-37.



Prevalence of Female Sexual 
Dysfunction (PRESIDE)

Sexual 

Complaint

Sexual 

Problem

Sexual Problem Plus 

Distress

Desire 38.7% 10.0%

Arousal 26.1% 5.4%

Orgasm 20.5% 4.7%

Any Dysfunction 44.2% 12.0%

Shifren J, et al. Obstet Gynecol. 2008;112:970-978.

N=31,581 women from a survey of 50,002 US households (63% response rate); 18-102 years of age.         

PRESIDE = Prevalence of Female Sexual Problems Associated with Distress and Determinants of Treatment Seeking

Low desire was the most common of the three sexual problems 
among women of all ages.



Distressing Sexual Problems:  Age Stratified (PRESIDE)

Age-stratified

prevalence

Desire 

2,868/28,447

Arousal 

1,556/28,461

Orgasm 

1,315/27,854

Any

3,456/28,403

18 - 44 years 8.9 3.3 3.4 10.8

45 - 64 years 12.3 7.5 5.7 14.8

65 years   or older 7.4 6.0 5.8 8.9

Shifren JL, et al. Obstet Gynecol. 2008;112:970-978.



HSDD Registry: Presentation of HSDD

• 1,500 women (1,000 premenopausal, 500 postmenopausal) 
with clinically-diagnosed HSDD, confirmed by DSDS

• 85% cited multiple factors contributing to decreased desire

• Most common factors:

• “Stress and fatigue” - 80%

• “Dissatisfaction with my physical appearance” - 40.8%

• Other sexual difficulties (orgasm) – 33.5%

• Women with generalized, acquired HSDD impaired across 
multiple domains

Maserejian et al. J Sex Med 2010;7:3439-3448.



HSDD Registry: Barriers to Treatment

• Most common reason for delaying or not seeking help for sexual 
desire problem was:

– “Thought it would pass or be temporary” (61%) – premenopausal ♀

• Almost half endorsed reasons that their problem was:

– “Normal part of aging or a long-term relationship” (47%)

– “Personal/private matter” (44%)

– “Too embarrassed to discuss it” (42%)

Maserejian et al. J Womens Health. 2010;19(11):2001-9.Epub 2010 Oct 7.



HSDD Registry:  Motivation for Help

• Women who sought formal help were more likely to endorse the belief that 
their: 

– “Overall relationship with my partner was suffering due to my decreased sexual 
desire” (59% vs. 43%, p<0.0001)

– Their “sense of femininity or sexual self” was diminishing (51% vs. 39%, 
p=0.001)  

• Motivation to seek help was triggered by wanting:

– “To feel like a normal person again in terms of sexual desire”(70%)

– 67% noted that their own increasing bother was stimulus

– 58% noted that their partner’s bother was factor

Maserejian et al. J Womens Health. 2010;19(11):2001-9.Epub 2010 Oct 7.



HSDD Registry:  Treatment Seeking 

• Over half (53%) had not sought formal healthcare

• Formal treatment seekers:  36% untreated

• Most common treatments among treated (64%):  

OTC lubricants & arousal creams (36%), off label meds (20%)

• Predictors:  partnered,  postmenopausal,  ≥ 5 meds, private 
insurance, depression symptoms, longer duration sx, femininity/ 
relationship threatened

Maserejian et al. J Womens Health. 2010;19(11):2001-9.Epub 2010 Oct 7.



Prevalence of Arousal and Lubrication Problems in the 
HSDD Registry All Women (N=600)

•Strongest predictor of combined 
arousal/lubrication problems: self-
reported severity of HSDD

Associations with A/L Problems:
•Premenopausal women (39%): 
race/ethnicity, depression, and lower 
relationship happiness

•Postmenopausal women (49%): 
surgical menopause, use of selective 
serotonin reuptake inhibitors

Maserejian et al. J Sex Marital Ther. 2012;38(1):41-62.



Attitudinal Survey of Women with Distressing Low Desire

• 450 pre & post menopausal, convenience sample, self-
described low sexual desire & distress

• 27 & 34 % very distressed; >70% attributed personal and 
interpersonal difficulties to low desire

• Impaired body image, decreased confidence

• Most not aware that HSDD treatable medical condition and 
had not mentioned to HCP (embarrassment)

Kingsberg, S. Journal of Women’s Health. 2014;0:1-7. 



Lifestyle Factors Associated with Sexual Activity

• Mediterranean diet

• Exercise/walking

• Resilience

• Normal BMI

• Social support

• Social activity

• Depression/ Somatization

• SSRIs

• CAD/ Inactivity

• Obesity/M. Synd. (↑TGs)

• Diabetes

• Sleep difficulties

Increased Decreased

McCall-Hosenfelf J Gen Intern Med 2008 (online).
Pontrioli et al. J Sex Med 2013;10:1044-1051. 
Bach et al. J Sex Med 2013;10x:2671-2678.
Alvisi et. al. J Sex Med 2014:11:2020-2028.



Menopause: Factors Influencing Function

• Most significant factors affecting sexual response 

– Change in partner status/ feelings toward partner

– Anticipation or negative representations 

– Severity of menopausal symptoms

– Estradiol: declining levels affect vaginal dryness & dyspareunia

• Social factors ameliorate decline

– Positive past sexual history & attitude toward menopause

–Good physical & mental health

–Marriage, healthy relationship, education, social class

Dennerstein L, Hayes R. J Sex Med 2005;2(suppl 3):118-132.

Prarie BA et al. Menopause 2011;18:839-844.

Trompeter et al. American Journal of Medicine 2012;37-43.

Ornat L et al. Maturitas 2013;75:261-9.

Ringa et al. J Sex Med 2013;10:2399-2408.



Midlife/Older Women and Sexual Function

• Higher purpose associated with sexual enjoyment

• Sexual function closely related to life satisfaction

• Satisfaction with emotional closeness assoc. with response 

• Emotional closeness during sex associated with more frequent 
arousal, lubrication, and orgasm (not estrogen therapy)

• Frequency of being very satisfied increased with age

• Sexual activity not always necessary for satisfaction

Prarie BA et al. Menopause 2011;18:839-844.

Trompeter et al. American Journal of Medicine 2012;37-43.

Ornat L et al. Maturitas 2013;75:261-9.



Incidence of HSDD Among Menopausal Women

1015*26*% Total population with 
HSDD (a x b/100)

3344*72**% Women with low desire 
classified as distressed (b)

293336*% Low desire (a)

Natural

(50-70 yrs)

Surgical

(50-70 yrs)

Surgical

(20-49 yrs)

Menopausal Status

Age

*p<0.05 vs. NM; **p<0.05 vs. NM and older SM
Leiblum at al. Menopause 2006;13:46-56.



NSHAP: Summary of Key Results

• Women’s lower likelihood to be in marital/other intimate 
relationship declined sharply with age (40% age 75-85)

• Women:  59-97% (pain) bothered by sexual problem

• Masturbation ♀: 25% (relationship) vs. 23% (not)

• Oral sex:  31-58% 

• Medication/ supplement to improve function: 1% ♀, 14% ♂

• NSHAP:  22% women reported having discussed sex with a 
physician since age 50

• Limitation:  no data on sexually inactive elderly

Lindau et al. N Engl J Med 2007;357:762-74.



Do Gyns Talk About FSD?

• Gynecologists feel responsible for FSD (>94%) but not 
confident (>68%)

• Approx. 30% offered specific appointments; 85% made 
referrals

• Sexual physiology and basic counseling offered by 65-
70%; sex therapy recommended by 13%

• Gyns with extensive training more likely to ask -78%

• Barriers: other priorities, time, “language”
Kottmel et al. J Sex Med 2014:11:2048-2054. 


