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The „drive“
Biologically
determined need
(hunger)
Appetite
„Sexual Food“
Satiety

• Biologically
determined
energy (tension)
• Internal pressure
• „Acting out“
• Relief

Current understanding of Sexual desire

Multifaceted, multidimensional
phenomenone, modified during the lifespan
Drive (feeling sexy)

Motivation (sexual objectives)

Willingness to let the body respond to
sexual stimuli

Models supporting neutrality at baseline



Incentive Motivation Model (Everaerd, Laan,
Both, Janssen)




The Internal Drive model is outdated (some internal
pressure builds up that must be acted upon)
Thus, there must be other driving forces for the sexual
system

Internal state,
sensitive to
stimuli

Sexually
competent
stimulus

Motivation &
Action

Everaerd, Laan. J Sex Marital Ther 1995;21: 255-263
3rd International Consultation on Sexual Medicine

Current understanding of Sexual desire

The „Pushing and Pulling“ Model
Inborn
Drive

Pushing
factors

Hormones
Positive
Expectation
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reward
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Current understanding of Sexual desire
The tipping point model
Physiological and organic
issues

Physiological and organic
issues

Psychosocial and cultural
issues

Psychosocial and cultural
issues

Turn on

Excite
„Hot“

Turn off

The sexual
„Tipping
Point“

Inhibit
„Not“

Current understanding of Sexual desire
The tipping point model
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Hypoactive Sexual Desire Disorder
What is HSDD?
Persistent or recurrent deficiency
(or absence) of sexual fantasies
and desire for sexual activity
Causes marked distress or
interpersonal difficulty
Cannot be better accounted for by
other factors (e.g., medical or
psychiatric illness, drug of abuse,
medication)

American Psychiatric Association. DSM-IV-TR: Diagnostic and Statistical Manual of Mental Disorders,
4th ed., text revision. Washington, DC: American Psychiatric Press; 2000

HSDD in women: US results from the
Women’s International Study of Health
and Sexuality (WISHeS)

Aged 20–49 years

Aged 50–70 years

HSDD was defined as low sexual desire (Profile of Female Sexual Function desire domain score <40)
and associated distress (Personal Distress Scale score >60)
Leiblum SR et al. Menopause 2006; 13: 46–56

PRESIDE: Low Desire and Distress
in Women

Low desire = response of “never” or “rarely” to question “How often do you desire to engage in sexual activity?”
Distress = Female Sexual Distress Scale score ≥15); N=31,581
Shifren JL et al. Obstet Gynecol 2008; 112: 970–78

WISHeS: Negative Emotional and Psychological
Statements Endorsed by Women with Low Desire
and Distress

Dennerstein L et al. J Sex Med 2006; 3: 212–22

Diagnosis of HSDD
The Decreased Sexual Desire Screener
(DSDS) was developed to provide
clinicians who are neither trained nor
specialized in FSD with a brief diagnostic
instrument to assist in making the
diagnosis of generalized acquired HSDD
in women who present with a complaint of
decreased sexual desire
Clayton AH et al. J Sex Med 2009; 6: 730-8

Decreased Sexual Desire Screener
NO to Q1, 2, 3, or 4 = Not
generalized acquired
HSDD

YES to all Q1–4 and NO
to all Q5 factors = clinician
to use best judgement to
confirm a diagnosis of
generalized acquired
HSDD

YES to all Q1–4 and YES
to any Q5 factor = clinician
to use best judgement to
determine diagnosis

©Boehringer Ingelheim International GmbH 2005. All rights reserved
Clayton AH et al. J Sex Med 2009; 6: 730-8

Exploration of the background- Conditioning
factors

Biomedical
Diseases
and Drugs

Hormones

Psychosocial
Individual
psychological
factors

Relationship
Factors

Sociocultural
economic
factors

Therapeutic plan and options
for FSD
Prof. J. Bitzer
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FSD treatment options
F
Hypoactive
sexual desire
disorder

S

D

Arousal or
orgasmic
disorders

Sexual
pain
disorders

Basic Counselling
Pharmacological
Psychosocial

Pharmacological:
Oestrogen therapy
Testosterone therapy
Tibolone
Pain medication
Anti-depressants

Pharmacological
Psychosocial
Physical

Psychosocial:
Body work
Individual
Psychotherapy
Couple Therapy
Social interventions

Pharmacological
Psychosocial
Physical

Physical
Lubricants
Physiotherapy
Vaginal dilator
training set
Vacuum therapy

Basic Sexual Counselling
The Integral part of all therapeutic approaches
 Give the patient opportunity to talk about her own
sexuality
 Listen actively
 Patient feels accepted and understood
 Emotional relief

 Inform about the reality of human sexuality
 Put the variety of personal experiences into perspective
 Frequency of problems
 Differences between female and male sexuality
 Knowledge
 Empowerment

 Dispel myths about male and female sexuality

Typical “Myths”














A healthy woman always has an orgasm
Sex must lead to orgasm
Masturbation is only for singles
No sex leads to health problems
A man always wants sex and can always have sex
Passion equals love
Sex is fulfilling only when spontaneous
Sex needs no help
Women want less sex than men
Women always need long foreplay
Pornography / Erotic material is only for men (if at all)
Menopausal women are not interested in sex any more
Etc.

Pharmacological / Hormonal
treatment approaches
Oestrogen therapy
Oestrogen + Testosterone therapy
Tibolone

 DHEA

Hormonal treatment – Oestrogen I
 The primary treatment for general menopausal and
sexual symptoms (i.e. vaginal dryness and atrophy)
is either systemic and/or local oestrogen depending
on symptoms
 Optimise hormonal administration with oestrogen
(and progestin in women with intact uterus; be aware
that the different progestins may have different
actions)*
 Oestrogen alone may not be sufficient to treat FSD
*According to European and national recommendations and guidelines

Hormonal treatment – Oestrogen
 Oestrogens are important for the maintenance and
function of the vaginal epithelium, stromal cells,
smooth muscles and nerve trophism
Genital sexual symptoms are more frequent in women with
Oestradiol levels < 50 pg/ml

 Oestrogens have vasodilatory effects and increase
vaginal, clitoral and urethral blood flow via nitric oxide
synthase (NOS) and vasoactive intestinal polypeptide
(VIP) pathways leading to genital congestion and
vaginal lubrication
 Oestrogens modulate sensory thresholds
Overview in Traish AM, Kim NN: Modulation of female genital sexual arousal by sex steroid hormones
in Goldstein I, Meston C, Davis S (eds): Women's Sexual Function and Dysfunction

Hormonal treatment –
Oestrogen + Androgens
 Androgens play a role in sexual desire,
arousal, orgasm, satisfaction
 These effects are most probably mediated by
interaction with central nervous receptors in
the hypothalamus
 Combination of oestrogens and androgens
appear to enhance female sexual function;
evidence based on studies of testosterone in
oestrogen repleted patients
 Other parameters like energy, vitality, and
mood seem to be positively affected

Sex hormones and female sexual
function
 Sex steroids increase the sensitivity of an individual towards sexual
stimuli
 Oestrogens, androgens and progestins modify the “motivational“ state
towards or against sexual activity
 The decline in sexual function at menopause is associated with
oestradiol levels
 Oestrogens seem to play an important role in the process of arousal
 T-levels decrease from the 20s onwards, stabilizing around menopause
 Testosterone seem to play an important part in sexual desire, arousal
and receptivity towards sexual stimuli

 The interplay between the various sex steroids appears to be important
 The distinct effects of oestrogens and androgens on desire are still not
completely understood

Hormonal treatment
Tibolone
 Tibolone is a synthetic steroid
 It has oestrogenic, androgenic and progestogenic properties
 Tibolone is indicated for the relief of climacteric symptoms
and prevention of osteoporosis in postmenopausal women

 Data suggest a positive effect on sexual symptoms
comparable to hormonal therapy
 Good overall tolerability with low incidence of vaginal
bleeding and breast tenderness
 Current available data on breast cancer risk are inconclusive

Hormonal Therapy – DHEA
 It is an androgen
 A pro-hormone converted to a variety of biologically active
steroids
 The specific action and safety of the final metabolites have not
been clarified yet
 Conflicting data exists on the specific role of DHEA on sexual
function
 DHEA is a non-licensed substance. Caution should be
exercised, the content is not always adequately quality
controlled (substance and dosage)

The patient should be asked if she is taking
DHEA, since concomitant use interferes with
hormonal treatment

Blood vessel dilators under
investigation
 Prostaglandin E1 (PGE1) is a naturally occurring vasodilating
agent
 A topical formulation containing a synthetic version of PGE1 is
under investigation

 Phentolamine is a competitive, nonselective alpha adrenergic
receptor antagonist. It promotes vasodilation.
 More data is needed on the efficacy and safety of an oral
preparation

 A feminine massage oil (various, natural ingredients) is
currently available. Clinical evidence is based on a study
involving 20 patients.

Centrally acting drugs
Bupropion
Increases arousability and responsiveness.
Increases desire in women with major
depression treated with SSRIs (Clayton 2004; Segraves
2004)

Flibanserin
Increases sexual desire in prämenopausal
women. Improvement in all domaines of
FSFI, SSE, and diary (Goldfischer, 2008 ISSM)

Brain and
HSDD

Pathophysiology of low sexual desire
seen in HSDD: Hypothesis

Normal Balance

Reduced Excitation

Increased Inhibition
Pfaus JG. J Sex Med. 2009;6:1506-33
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Female sexual desire: neurohormonal influence as
the basis for pharmacological interventions

DESIRE

DESIRE – Neurohormonal Influence

Neurohormonal
• Serotonin
• Prolactin

Influence

• Dopamine
•Testosterone
• Estrogen
• Progesterone
• Melanocortin

30

Female sexual desire: neurohormonal influence as
the basis for pharmacological interventions

AROUSAL
Neurohormonal

Influence

AROUSAL – Neurohormonal Influence

• Serotonin
• Prolactin

• Dopamine
• Norepinephrine
• Nitric Oxide
• Acetylcholine
• Estrogen
• Testosterone
31

Centrally acting drugs
Drugs acting on central nervous
dopaminergic and noradrenergic
pathways
Bupropion – currently approved for
smoking cessation and treatment of
depression
Promising results in patients
suffering from major depression and
also non depressed patients
Ginzburg 2005
Clayton 2004

Centrally acting drugs
Drugs acting on the Melatonin System
Bremelanotide/PT-141 – MSH (Melatonin
Stimulating Hormone) receptor agonist
Bremelanotide is a cyclic hepta-peptide lactam
analogue of alpha-melanocyte-stimulating
hormone (alpha-MSH) that activates the
melanocortin receptors MC3-R and MC4-R in the
central nervous system.
Originally, the peptide Melanotan II that
bremelanotide was developed from was tested as
a sunless tanning agent. In initial testing,
Melanotan II did induce tanning but additionally
caused sexual arousal and spontaneous
erections as unexpected side effects in eight out
of the ten original male volunteer test subjects. In
clinical studies, bremelanotide has been shown to
be effective in treating male sexual and erectile
dysfunction as well as female sexual dysfunction.

Withdrawn due
to
cardiovascular
side effects

Flibanserin: a brief history...
In 1992:
BI initiated drug discovery for a combined 5HT1A agonist/5-HT2A antagonist, produces
BIMT 17 BS (flibanserin)
O
HN

Systematic (IUPAC) name:
2H-Benzimidazol-2-one, 1,3-dihydro-1-[2-[4-[3(tri-fluoromethyl)phenyl]-1-piperazinyl]ethyl]

N
N

N
CF3

1Araneda

R, Andrade R. Neuroscience. 1991;40:399-412

How could Flibanserin work ?
 Balance between excitatory
activity driven by DA (desire)
and NE (arousal) and inhibitory
activity driven by 5-HT (satiety)
is necessary for a healthy
sexual response.

 This balance may be disrupted
in sexual dysfunction
 By selectively modulating these
neurotransmitters in a
regionally specific way,
flibanserin may act to rebalance these systems in
HSDD women

Flibanserin: mechanism of action
hypothesis

Flibanserin acts to increase norepinephrine and dopamine activity

Summary
Low desire and distress is a common
sexual complaint affecting approximately
one in ten adult women
Low desire and distress occurs in both
premenopausal and postmenopausal
women
Low desire and distress is associated with
emotional and psychological distress, as
well as lower sexual and relationship
satisfaction

The diagnostic process
Open the book
The narrative the patient tells the story
First Differentiation
The patient (the couple) describes a „typical sexual episode“
The descriptive sexual medical diagnosis

Exploration of the background (the conditioning factors

The comprehensive sexual diagnosis

The Challenge of Talking About Sex
 The physician-patient discussion about sexual problems is very
different from the one about (for example) blood pressure:
It can be uncomfortable for both physician and patient
No learned example of an ‘ideal’ conversation
Lack of clarity regarding definition, assessment and objective
measures

 The challenge of talking appropriately with patients about sex
needs to be met because sexual problems:
Are highly prevalent
May affect overall well-being & self-image more than other conditions

 It can be a relief to patients when they understand their sexual
problems are common
 It is the responsibility of the physician to initiate the conversation

Brandenburg U, Schwenkhagen A (2006) Women’s Sexual Function and Dysfunction; ed. Goldstein, Taylor & Francis London

Initiating The Sexual Conversation
• Don’t be too focused on finding a solution during the first visit; sexual
problems can be complex
• Don’t think that talking about sexual health problems needs more time
than talking about other health problems
• Don’t put yourself or the woman under time pressure, it’s better to
arrange a second visit
An example:

Q: “By the way, I just wanted to mention that if you find
yourself having any sexual problems at any point,
don’t be afraid to tell me.”
A: “Well…yes…I do actually have a problem.”
Q: “OK then, tell me about it.”

Brandenburg U, Schwenkhagen A (2006) Women’s Sexual Function and Dysfunction, ed. Goldstein, Taylor & Francis London

Examples of Screening Questions for
Sexual Disorders
 Sexual Desire Disorder:
“Have you noticed any change in your desire for sex?”
 Sexual Arousal Disorder:
“Have you noticed any change in your ability to get sexually
excited?”
 Orgasmic Disorder:
“What about your orgasm experiences?”
 Sexual Pain Disorder:
“Is anything ever painful with sex?”
All of these questions need to be followed with the question:
“Are you distressed/bothered about this”

The diagnostic process
Open the book

The narrative the patient tells the story
First Differentiation
The patient (the couple) describes a „typical sexual episode“
The descriptive sexual medical diagnosis

Exploration of the background (the conditioning factors

The comprehensive sexual diagnosis

The Narrative
Listen actively, open questions:
You lost your interest, tell me more about it
You do not feel aroused – how do you realize
that you are aroused

First Differentiation

Directed questions:
• Since when do you have this problem?
• Was there a time when you were enjoying your
sexuality?
• When was that ?
• Do you think that the actual problem has
something to do with your partner, his appearance
or his behavior towards you?
• Do you think it has something to do with specific
situations like family or professional stress etc. ?

The typical episode
Please remember the last time when you
were sexually active. (masturbation,
intercourse) What happened ?
Who started the activity ? How did you
react ? What thoughts did you have ?
What were your feelings ?

The diagnostic process
Open the book

The narrative the patient tells the story
First Differentiation
The patient (the couple) describes a „typical sexual episode“
The descriptive sexual medical diagnosis

Exploration of the background (the conditioning factors

The comprehensive sexual diagnosis

Classification of Sexual Disorders*
· Sexual Desire Disorders
· Hypoactive sexual desire disorder
· Sexual aversion disorder

· Sexual Arousal Disorder
· Orgasmic Disorder
· Sexual Pain Disorders
· Dyspareunia
· Vaginismus
*This

classification has been selected for practical purposes as it is the most simple

Basson, R et al.(2000) Report on the International Consensus Development Conference on Female Sexual Dysfunction:
Definitions and Classification. The Journal of Urology, 163, 888:893

Considerations in The Diagnosis of Sexual
Disorders
Clinical diagnosis of all FSD sub-types should take
into consideration the following information:

Duration
 Lifelong
 Acquired

Onset
 Gradual
 Rapid

Context
 Generalised
 Situational

Modified from Plaut SM, Graziottin A, Heaton J (2004) Sexual Dysfunction; Fast Facts Health Press Oxford

How do I assess medical factors
 A detailed medical and sexual history
Past and present assessment of sexual desire, arousal,
orgasm and pain
Psychosocial context
Diseases & drugs

 Physical examination
Vulva
Clitoris
Vagina
Pelvic floor
Pelvic organs
•
•

Laboratory testing
Specialised diagnostic testing

Brandenburg U, Schwenkhagen A (2006) Women’s Sexual Function and Dysfunction; ed. Goldstein, Taylor & Francis London
Vardi, Y. Basics for women’s sexual dysfunction (ISSWSH Instructional course 2)

How do I assess individual
psychological factors ?
An example:
Q: “How important is sexual happiness in your life?”

Q: “Did you have any negative experience that may impact your
sexual life, for example neglect as a child, restricted education,
unwanted pregnancy, abandonment…?”
Q: “How do you feel about your body (any body image concern)?”

Q: “Have you had any negative sexual experience, such as
harassment or sexual abuse?”
Q: “Do you feel comfortable enough to talk about these
experiences?”

How do I assess relationship factors
?
An example:
Q: “Do you have a stable relationship?”
Q: “Does your partner have any health or sexual
problems?”
Q: “In your opinion, is the quality of your relationship
impacting your sexual life?”
If the answer is YES:
Q: “Do you still have a desire to have sex with your
partner?”

Hormones versus George Clooney

Sex Partner

Hormones

The
brain(mind)
of the woman
Testosterone

Hormones, Neurotransmitters and
Female Sexual Desire

Basic science studies
Observational studies
RCTs

Central Effects on Sexual Function
estrogen
(permissive) +

+

testosterone
(initiation)

+

5-HT
progesterone
(receptivity)

+

+

Dopamine (DA)

-

DESIRE

+

5-HT

prolactin

oxytocin

-

+

SUBJECTIVE
EXCITEMENT

+

Norepinephrine (NE)

ORGASM

Modified from Clayton AH. Psychiatric Clinics of North America 2003; 26:673-682

Effects of GnRH agonist-induced
hypogonadism on sexual function
20 young healthy women
35% of the women reported a clinically significant
decline in libido (at least a 50% decline in rating
scale scores relative to baseline)
Estradiol failed to restore sexual functioning to
that reported at baseline. Interestingly, baseline level of

sexual function, but not hormone levels, predicted the response to
hypogonadism. Those women with the highest libido at baseline experienced
the greatest decline during hypogonadism.

Observed effects of hypogonadism on sexual
function in this study suggest that ovarian
steroids are critical determinants of behaviour in
only some women.
Schmidt PJ, et al (2006) Endocr Soc Abstr 3:553

RCTs* Assessing Effect of Systemic Oestrogen on
Sexual Function in Naturally Menopausal Women

Sherwin BB, et al. (1991) JCEM 72: 336–343
Wiklund I, et al. (1993) Am J Obstet Gynecol 168 (3Pt1): 824–830
Nathorst-Boos J, et al. (1993) Obstet Gyencol Scand 72: 656–660
Castelo-Branco C, et al. (2000) Maturitas 34: 161–168
Hays J, et al (2003) N Engl J Med. 348: 1839-54

The large majority of studies show
positive effects of estrogen therapy
on different aspects of female sexual
function and sexual satisfaction

Clinical Trials
Testosterone Therapy in Women
with HSDD
Surgical
Menopause plus
Estrogen/Prog

+

Natural Menopause
plus Estrogen/Prog

Shifren JL etal. N Engl J Med 2000;343(10):682-8.
Buster JE et al . Obstet Gynecol 2005;105(5 Pt 1):944-52.

+

Simon J et al. J Clin Endocrinol Metab 2005;90(9):5226-33
Shifren JL et al. Menopause 2006;13(5):770-9.
Braunstein et al.. Arch Intern Med 2005 ;165(14):1582-9.
Davis SR et al. Menopause 2006;13(3):387-96.
Davis SR; APHRODITE Study Team. N Engl J Med. 2008

+

Nov 6;359(19):2005-17.

Surgical and Natural
Menopause without
E/P

+
Premenopausal
Women

Current understanding of Sexual desire
Non linear – positive feedback process
Motivation to behave
sexually ex.
Emotional Intimacy
Experienced and
anticipated reward
Feeling sexy
(Drive)

Receptivity to
sexual stimuli

Arousal and
desire
Physical arousal

Sexual
stimuli

Mental arousal
Adapted from Basson R. Med Aspects Hum Sex. 2001;1:41-42.

Conditioning Factors for a Woman‘s
Sexual Desire

Age
Hormones
Sexual biography
Partner(s)

Low sexual desire, sexual distress, HSDD & Ageing
WISHES –Study: cross sectional study, n=1998 european women
(UK, G, I, F), aged 20-79

…distress among women
with low desire

Low sexual desire…

HSDD

Hayes R. Fertil Steril
2007; 87: 107-112

Personal (Psychological) Factors

Personality
traits

Sexual
biography
Sexual script.
Lovemaps
Concept of love and
sex

Body
image

Personal (Psychological) Factors

Sexual biography
 Experience of abuse
and violence
 Experience of
exploitation and
humiliation
 Experience of being
abandonned
 Traumatic separation

 Experiences of
pleasure and
satisfaction
 Experience of respect
and admiration
 Experience of stability
and trust

Personal (Psychological) Factors

Body image
 Bad mirroring
 Rigid body ideal
 Lack of flexibility
 Destructive feedback

 Good mirroring
 Positive feedback from
outside
 Positive self definition
 Acceptance of limits
and deviation from
ideal

Personal (Psychological) Factors

Personality traits
 Depressive

 Humour

 Anxious

 Emotional stability

 Obsessive

 Extrovert

 Narcissitic

 Communicative

 Conformist

 a little bit histrionique

 Rigid morals

 Non conformist

Relationship factors – the partner
There is a strong association between
sexual function/satisfaction and feelings
for a partner (Bancroft 2003)
Partner’s sexual dysfunction (Dean 2008; Rubio-Aurioles
2009)

Duration of relationship (Klusmann 2002)
Communication issues (Hurlbert 2000; Purnine 1997)
3rd International Consultation on Sexual Medicine
July 10 – 13, 2009
Le Palais de Congrès, Paris - France

The relationship – „the partner“

Attractiveness

The
partner as
incentive

Adequate emotional
stimulation
Adequate
physical
stimulation
Capacity for seduction

The partner
Body shape

Incentive

Attractivity
Sex Appeal
„Sex
Signals“

Body (Outer
appearance)
Body care,
cultivation

Body language and
expression
Personality
Intelligence
Humour

The partner

Incentive

Adequate
emotional
stimulation

Boost for self
esteem ,
Narcissistic
gratification

Sexual
empathy

Narcissistic Stimulation
Admiration, the
glance in the
eye

You are the
most beautiful
woman (man)
at this party, I
ever met, in
the world etc.)

Giving,
feeding the
appetite for
being admired

Boost of self esteem
Positive regard on the
sender of the message
„If he admires me, it
must be a good person“
The „better“ the person
the more valuable the
admiration

Sexual „erotic“empathy
Sending sexual „erotic cues“

Responding to sexual „erotic cues“

Creating a climate, constructing a „sexual
situation“

The partner
Stimulation of
different sensory
channels
Incentive

Adequate
physical
stimulation

Stimulation of
„erogenic zones“
Individualizing
intensity and
duration

The partner

Incentive

Seduction
capacity

Being proactive and
taking the lead into
the sexual situation
by using „attractivity“
and „adequate
emotional
stimulation“ and
„adequate physical
stimulation“

What is more important for a
woman‘s desire ?
Hayes R et al : Risk Factors for Female Sexual
Dysfunction in the General Population: Exploring
Factors Associated with Low Sexual Function and
Sexual Distress. J Sex Med 2008;5: 1681–1693.

LOW DESIRE in sexually active women:
Multiple logistic regression analysis of potential risk factors
Outcome variable
Low desire
N = 253
Respondent’s age
20–29 years
30–39 years
40–49 years
50–59 years
60–70 years

Adjusted OR
(95% CI)

Referent
0.2 (0.1–1.1)
0.4 (0.1–1.9)
0.2 (0.02–1.5)
0.2 (0.01–3.2)

Menopausal status
Premenopausal (not pregnant) Referent
Perimenopausal
1.2 (0.2–8.2)
Postmenopausal
0.9 (0.1–5.6)
Taking hormone therapy
No
Yes

Referent
0.6 (0.1–2.7)

n=271

P value

0.06
0.23
0.11
0.25

No significant
association with
 Age
 Menopausal status
 Hormone therapy

0.85
0.89

0.55

Multivariate analysis of postal
survey data from a random
sample of 276 Australian
women aged 20–70 years,
conducted in 2005–2006

Hayes R. Risk Factors for Female Sexual Dysfunction in the General Population: Exploring Factors Associated with Low Sexual Function and
Sexual Distress. J Sex Med 2008;5: 1681–1693.

LOW DESIRE in sexually active women:
Multiple logistic regression analysis of potential risk factors
Outcome variable
Low desire
N = 253

Adjusted OR
(95% CI)

Partner x relationship length
Less than 5 years
Referent
5–9 years
2.5 (0.7–8.8)
10–19 years
2.9 (0.9–9.7)
20–29 years
3.7 (1.1–12.8)
Importance of sex to respondent
Not at all to slightly
Referent
Moderately
0.4 (0.1–1.1)
Very to extremely
0.1 (0.03–0.3)

P value

Significant
Associations !
0.14
0.09
0.041

0.08
<0.001

Partner x satisfaction with partner as a lover
Not at all to a small degree Referent
Medium degree
0.5 (0.1–2.7)
0.43
Large degree
0.3 (0.1–0.9)
0.027
to a great deal

Low desire
is more likely
 in relationships for
20–29 years
Less likely in women
 reporting greater
satisfaction with their
partner as a lover
 reporting that the
importance of sex
is greater

Hayes R. Risk Factors for Female Sexual Dysfunction in the General Population: Exploring Factors Associated with Low Sexual Function and
Sexual Distress. J Sex Med 2008;5: 1681–1693.

LOW GENITAL AROUSAL in sexually active women:
Multiple logistic regression analysis of potential risk factors
Outcome variable
Low genital arousal
N = 255

Adjusted OR
(95% CI)

P value

Menopausal status
Premenopausal (not pregnant) Referent
Perimenopausal
4.4 (1.2-15.7)
Postmenopausal
5.3 (1,6-17.7)

Significant
Associations !
0.021
0.007

Taking hormone therapy
No
Yes

Referent
0.2 (0.04-0.7)

0.017

Referent
2.5 (1.1–5.3)

0.021

Currently depressed
No
Yes

Importance of sex to respondent
Not at all to slightly
Moderately
Very to extremely

Referent
0.5 (0.1–1.5)
0.2 (0.05–0.5)

0.20
<0.001

Referent
0.2 (0.1–0.7)
0.2 (0.1–0.7)
0.4 (0.1–1.6)
0.2 (0.03–1.5)

0.005
0.012
0.19
0.12

Respondent’s age
20–29 years
30–39 years
40–49 years
50–59 years
60–70 years
Hayes R. J Sex Med 2008;5: 1681–1693.

LOW GENITAL AROUSAL
is more likely
 in Peri/Postmenopause
 in depressed women
Less likely in women
 on hormone therapy
 who placed greater
importance on sex
 between 30-40 years

The Australian Study for Understanding Women’s
Sexuality and Health (ASUWSH)
Multivariate analysis of postal survey data from a random sample of 276 Australian
women aged 20–70 years, conducted in 2005–2006

Conclusion: With respect to
 low desire relationship factors are more
important than age or menopause
 low genital arousal & low orgasmic function
physiological & psychological factors are
more important than relationship factors

Hayes R. Risk Factors for Female Sexual Dysfunction in the General Population: Exploring Factors Associated with Low Sexual Function and
Sexual Distress. J Sex Med 2008;5: 1681–1693.

The Melbourne Women‘s Midlife Health Project
Relative effects of hormones and relationship factors
on sexual function

of sexual response
 Prior level of sexual function
 Change in partner status
 Feelings for partner
 E2 Level

Key predictors:

Dennerstein L. Fertil Steril
2005; 84:174-80

of dyspareunia
 Prior level of dyspareunia
 E2 level

of frequency of sexual activities
 Prior level of sexual function
 Change in partner status
 Feelings for partner
 Level of sexual response

Sexual desire and HSDD – a systemic view

Aversion

Indifference

Interest

Need

Passion

Drive
Pushing
Factors
Appetite

Pulling
Factors

Motivation
Willingness to respond to erotic
stimuli

Desire enhancing
factors

Biological and
Psychosocial

Desire inhibiting
factors

Biological and
Psychosocial

Incentive

Conclusion
There is no such thing as a general HSDD
Each HSDD is an individual mixture out of
biopsychosocial factors
Be curious to construct that puzzle
together with the patient
Solutions will be individual „tailor made“

Causes of Hypoactive Sexual Desire Disorder
(HSDD)
Major Biological Causes

Psychological Causes

• Hormones

• Relationship issues
• Intrapersonal issues

•Low androgens (e.g. oophorectomy)
•Hypothyroidism

• Psychiatric disorders
• Medications
•SSRI
•Anti-hormones
•Anti-hypertensive
•Chemotherapy

• Chronic diseases and related
treatment
• Alcohol and recreational drugs
(opiates)

Sociocultural Causes
• Poverty/Low income
• Working conditions
• Sexual norms

Secondary to or co-morbid with any other sexual disorder (self or partner)
There may be overlap and interaction between all these factors

Causes of Sexual Arousal Disorder (SAD)
Major Biological Causes1

Psychological Causes

•
•
•
•
•

• Relationship issues
• Intrapersonal issues

Sex hormone deficiency
Diabetes/Vascular factors
Smoking
Pelvic floor disorders
Lower urinary tract symptoms
(LUTS)
• Pelvic surgery
• Neurological diseases
• Drugs: Anti-hormones,
chemotherapy

1For

Sociocultural Causes
• Poverty/Low income
• Working conditions
• Sexual norms

clinical purposes the biological focus is on factors affecting genital arousal

Causes of Orgasmic Disorder
Major Biological Causes

Psychological Causes

•
•
•
•

• Relationship issues
• Intrapersonal issues

Pelvic floor disorder
Pelvic surgery
Neurological diseases
Medication (SSRI and other
antidepressants)

Sociocultural Causes
• Sexual norms
• Lack of erotic skills
• Misbeliefs

Causes of Sexual Pain Disorders
Major Biological Causes

Psychological Causes

•
•
•
•
•
•
•
•
•
•

• Intrapersonal issues
• Inadequate foreplay
• Inexperience

Sex Hormone deficiency
Vulvovaginal dystrophy
Vulvovaginitis
Hyperactive Pelvic floor
Vulvodynia / Vulvovestibulitis
Post surgery / Scarring
Dermatosis
Endometriosis
Pelvic Inflammatory disease
Chronic pelvic pain

Sociocultural Causes
• Sexual norms
• Lack of erotic skills
• Culturally based genital
modifications (mutilation)

Flibanserin MOA – Key messages

Flibanserin has two main pharmacological
targets in the brain: post-synaptic 5-HT1A
receptors (agonism) and 5–HT2A receptors
(antagonism).

Flibanserin administration leads to regionspecific increases in the neurotransmitters
dopamine and norepinephrine decreases in
serotonin

ROSE study

∆ from weeks 21–24
baseline desire score

Efficacy in double-blind phase – desire score

*

*

*

*

*

Baseline mean =
placebo: 35.5;
flibanserin: 34.2

Mean (SE), *P<0.05; FAS, full analysis set; LOCF, last observation carried forward
Goldfischer ER, et al. ISSWSH annual meeting, 21-24 February 2008, San Diego, USA. Oral presentations 14
and 15.

Flibanserin – sad news
Böhringer-Ingelheim withdrew application
procedures for registration of this drug in
the US and in Europe.
It is expected that there are more very
expensive studies being requested by the
FDA
This is the requiem for a promising drug
for FSD …………………………

Psychosocial Intervention
 Basic Counselling
Dependent on personal expertise and additional training

 Psychosexual Intervention
Body Awareness Education*
Psychodynamic Focal Therapy* (conflict centered
approach)
Dilatation exercises
Sensate Focus*

* Interventions are described in appendix (slide
63-73)

Psychosocial Interventions

Body

Partner/family
relationship

Person

Sociocultural
environment

Basic Counselling

Body
Awareness
Education

Individual
Psychotherapy

Couple
Therapy

Social
Interventions

HSDD treatment
The aetiology of HSDD is multi-factorial; therefore treatment may involve:

 Basic sexual counselling
 Lifestyle changes
 Hormone therapy in women with sex hormone deficiency
 Androgen & Oestrogen
 Oestrogen, tibolone

 Addressing co-morbid depression
 Adjustment of medication e.g. psychotropic drugs
 Psychosexual therapy (short description of techniques: pages 1-6)
 Individual
 Couple

 Additional counselling of the partner is recommended

Treatment of sexual arousal
disorder
Treatment may involve*:







Hormonal therapy
Blood vessel dilators
Clitoral therapy device
Physiotherapy of the pelvic floor
Lifestyle changes
Psychosexual therapy

Additional counselling of the patient (and partner) is always recommended
* Currently there is no specifically approved medication in
arousal disorder

Current evidence in the
management of Arousal Disorder
 Results from various clinical trials show
controversial results
 In some studies in women with sexual
dysfunction and/or arousal or desire disorder
using 10-100mg/d Sildenafil over a 12 week
treatment period1,2,3 no effect could be shown
 However if only genital arousal disorder is
present, Sildenafil showed some positive effect
on arousal4,5
1. Kaplan et al: Urology 1999 ; 53:481-486
2. Basson R et al: Obstet Gynecol 2000 ;95 (Suppl 1): S.54 (Abstract)
3. Basson R et al: J Womens Health Gend Based Med 2002; 11(4): 367 – 77
4. Berman JR et al: J Sex Mar Ther 2001; 27: 411-420
5. Caruso S et al Br J Obstet Gynecol 2001; 108 S 623-628

Treatment for orgasmic disorder
Treatment may involve*:






Optimise hormones
Adjustment of orgasm inhibiting medications
Physiotherapy of the pelvic floor
Lifestyle changes
Psychosexual Therapy

Additional counselling of the patient (and partner) is always recommended

* Currently there is no specifically approved medication in
orgasmic disorder

Treatment of Pain disorders
A – Dyspareunia (superficial/introital)
 Normalise vulvar / vaginal trophism and pH (may
include hormonal therapy with Oestrogen topical or systemic)

 Treat concurrent diseases (e.g. infections, dermatological
conditions etc.)

 Lubricants
 Physiotherapy of the pelvic floor
 Pain therapy
 Systemic:
e.g. Antidepressants, Analgesic drugs
 Local: e.g. Electro-analgesia, Ganglion Impar Block

 Psychosexual, Individual and Couple Therapy

Treatment of pain disorders
B - vaginismus
Basic assessment

Disorder due to
psychosocial
causes

Co-morbidity with
anxiety/ phobic/post
traumatic
stress/aversion
disorders

Assess motivation and
therapeutic objectives

Treat underlying
cause

Individual
psychotherapy
sexual education,
body awareness
exercises, dilators

Hyperactive
Pelvic floor
issues

Relax pelvic
floor/bio feedback
physiotherapy and
stretching

Couple therapy
sensate focus,
address
partners issues

Address the most frequent co-morbidity between vaginismus and lifelong dyspareunia
Combination of therapeutic strategies is often indicated in the clinical practice

