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INTRODUCTION

Sexual functioning is a complex bio-psycho-social process,
coordinated by the neurological, vascular and endocrine
systems. In addition to the biological factors, the psychosocial
factors like societal and religious beliefs, health status,
personal experience, ethnicity and socio-demographic
conditions, and psychological status of the person/couple
play an important role in adequate sexual functioning of a
person. In addition, sexual activity incorporates interpersonal
relationships, each partner bringing unique attitudes, needs
and responses into the coupling. A breakdown in any of
these areas may lead to sexual dysfunction.

Prevalence of sexual dysfunction in general population is
very high. It is suggested that about 43% of women and 31%
of men have one or other kind of sexual dysfunction. Among
men, premature ejaculation is the most common male
sexual dysfunction. There is lack of consensus with regards
to the most common sexual dysfunction in women with
some studies reporting hypoactive sexual desire disorder
to be the most common entity, followed by orgasmic
and arousal disorders; whereas other studies suggest
that difficulty achieving orgasm and vaginal dryness to be
the most common type of sexual dysfunction in women.
Problems of sexual dysfunction may be lifelong or acquired,
general or situational.
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Although sexual problems are highly prevalent, these
are frequently under-recognized and under-diagnosed in
clinical practice. It is also noted that clinicians also have
lack of understanding about the approach for identification
and evaluation of sexual problem. It is often recommended
that the treating psychiatrists and collaborating specialists
need to possess broad knowledge and appropriate attitude
towards human sexuality.

The essential concepts underlying the management of sexual
problems are adoption of a patient-centered framework
for evaluation and treatment. Principles of evidence-based
medicine may be followed in both men and women in
diagnostic and treatment planning and adoption of common
management approaches for sexual dysfunction. The
purpose of these guidelines is to present a framework for the
evaluation, treatment, and follow-up of the patient/couple,
who presents with sexual dysfunction. We hope that these
guidelines would help in facilitating proper management of
patients presenting with various types of sexual dysfunction.
These guidelines are to be read along with the earlier version
of Indian Psychiatric Society Guidelines.

CLASSIFICATION OF SEXUAL DISORDERS

Compared to DSM-IVTR, DSM-5 has fewer categories
for describing sexual dysfunction and has provided
gender-specific sexual dysfunctions (Table-1). Other
major change in DSM-5 includes the duration criteria.
According to DSM-5 the minimum duration for making
the diagnosis of sexual dysfunction is 6 months (except
substance-/medication-induced sexual dysfunction) for
almost all the disorders and also specifies the frequency
of dysfunction to be 75-100%. DSM-5 has also done away
with the categories of sexual aversion disorder and sexual
dysfunction due to a general medical condition. The category
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Table 1: Comparison of diagnostic categories of ICD-10 & DSM-S of sexual disorders

Disorders according to ICD-10

sexual cycle

DSM-5

Lack or loss of sexual desire
Sexual aversion

Excessive sexual drive
Failure of genital response

Sexual desire disorders

Sexual arousal
disorders
Orgasm disorders Orgasmic dysfunction
Lack of sexual enjoyment

Premature ejaculation

Sexual pain disorders Nonorganic dyspareunia

Nonorganic Vaginismus

Other sexual disorders
Paraphilias
Gender identity disorders

Male hypoactive sexual desire disorder
Female sexual interest/arousal disorder

Male
Erectile disorder
Male
Premature (early) ejaculation
Delayed ejaculation
Female
Orgasmic disorder
Female
Genito-pelvic pain/penetration disorder
Substance/Medication induced sexual dysfunction

Paraphilic disorders

Gender Dysphoria
Gender Dysphoria in children
Gender Dysphoria in adolescent and adults
Other specified Gender Dysphoria
Unspecified Gender dysphoria

Other sexual dysfunction, not caused by

organic disorder or disease

Unspecified sexual dysfunction, not
caused by organic disorder or disease

of substance induced sexual dysfunction is now labelled as
Substance/Medication induced sexual dysfunction. The Not
Otherwise Specified (NOS) category has also been removed.
The substance or medication-induced sexual dysfunction has
been retained as such. Various types of sexual dysfunctions
are categorized on the basis of onset and context (Table-2).

ICD-10 describes sexual disorders under the headings
of: Sexual dysfunction, not caused by organic disorder
or diseases (F52) under the broad heading of Behavioral
syndromes associated with physiological disturbances
and physical disorders, Gender Identity disorders (F64),
Disorder of sexual preferences (F65), Psychological and
behavioral disorders associated with sexual development
and orientation (F66), under the broad heading of Disorders
of adult personality and behavior.

Other sexual disorders/dysfunctions in Indian context

Although both the nosological systems have classified sexual
disorders, but they don’t include certain sexual disorders
commonly seen by Indian clinicians. Indian researchers have
consistently alluded to the existence of certain unique socio-
culturally determined sexual clinical conditions such as, Dhat
syndrome and Apprehension about potency. Dhat syndrome has
been coded in ICD-10 under other neurotic disorders (F48.8),
but the diagnosis of apprehension about potency doesn’t find
mention. The clinical entity of apprehension about potency
is related to the commonly held belief in most of the Indian
sub-cultures that masturbation and night emissions before
marriage result in loss of potency in marital conjugal relations.
Masturbation is considered to be responsible for shrinkage or

Table 2: Subtypes of sexual dysfunctions according to
DSM-5

Subtypes

Onset  Lifelong: present since the Acquired: develops after a period

onset of sexual functioning of normal functioning

Context Generalized : not limited to Situational: limited to certain types
certain types of stimulation, of stimulation, situation or partner
situation or partner

sideward curvature of penis and watery semen. Thus, there
are exaggerated apprehensions in males centered on sexual
performance on “First wedding night (Suhaag raat)”. Some
of the studies have also shown that many females who have
leucorrhoea, for which no infective or pathological cause
could be found have psychasthenic syndrome or female Dhat
syndrome, similar to Dhat syndrome in males.

Sexuality is understood as a broader concept which goes
beyond sexual dysfunctions. These guidelines are applicable for
management of sexual dysfunctions and some of the disorders,
like Dhat syndrome which are seen in the Indian context and
are associated with high rates of comorbid sexual dysfunctions.

ASSESSMENT OF PATIENTS WITH SEXUAL
DYSFUNCTIONS

Evaluation of any patient with sexual dysfunction requires
thorough understanding about the type of sexual
dysfunction, factors associated with or contributing to
sexual dysfunction and factors maintaining the sexual
dysfunction. Accordingly, proper evaluation includes
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detailed history taking (sexual, medical and psychosocial),
focused physical examination, laboratory tests (routine
and specific) and consultation with appropriate specialists.
Careful attention always be paid to the presence of
significance comorbidities or underlying etiologies (e.g.,
cardiovascular disease, diabetes, depression).

Important aspects of evaluation of patients with sexual
dysfunctions

Discussing sex-related issues can be embarrassing both for
the clinician and the patient. Patients often carry the feeling
of failure or that they are abnormal. Clinicians should
anticipate the embarrassment of patient and acknowledge
that it could be difficult talking about such issues. For
example, the clinician may say, “Most people find it difficult
to talk about these things and may feel a bit embarrassed. I'd
Jjust like to reassure you that everything you say is confidential
and that I'd like to help you if I can. The first step is to find out
exactly what’s going on so that we can figure out how to make
things right again. Please feel free to be open with me and to ask
questions whenever you have any doubt.” Some of the other
important issues for evaluation are given in Table-3.

The basic principles of sexual history taking are given in
table-4. The patient needs to be asked to describe their
problem in terms of time and manner of onset, its course
over the period, its current status, and associated medical
or psychological problems. While taking history, attention
must be given to features which can help in distinguishing
predominantly psychogenic from predominantly organic
sexual dysfunctions (Table-5). But, it is important to note
that, in many cases, organic and psychogenic factors may
coexist, particularly in individuals or couples with long-
standing or chronic sexual dysfunction. In such cases,
clinicians need to assess the independent and interactive
role of both organic and psychogenic factors.

An important aspect of sexual history taking in females is
to remember that women play different roles at different
times in their life. Many women have several roles-the
professional or worker, housewife, mother, daughter,
friend, and lover. It is often seen that the over the years
as the demands of other roles increase, lover role fades
away. Paying attention to these issues can be very useful,
and this information can be collected by using a process
called the “timetable of life.” Both partners can be asked
to fill in a timetable representing a typical week from their
initial interaction to the time of presentation. Various
aspects which can be covered during the assessment of a
week during a typical time frame may include, family time
(that is, with children and partners), work time (both at
work and work in the house), extended family time (with
parents and relations), social time, personal time, and
relationship time (time spent together as a couple). The
relationship time must also include information about the
sexual activity. A timetable almost always brings forward
various elements missing in the relationship and personal
time. Repeating the “timetable” for different times in life
and comparing it during courtship, when sexual desire
was probably good, with the timetable for a time when
sexual desire was low is useful and can show how priorities
change and how this influences desire for sexual activity.
Looking at what happens in a sexual situation often gives
much information about the defenses used when a patient
engages in sexual activity. Clinician may also note what
turns a patient on and off, how engorged he/she becomes
in the sexual experience, and whether loss of desire occurs
every time or it is situational. Other important aspects
which can enhance the understanding about the problem
include sexual fantasy, masturbation, genital functioning,
and contraception.

Psychosocial history: Psychological factors associated with
sexual dysfunction can be divided into three categories:

Table 3: Important aspects in evaluation of sexual dysfunctions

» Conduct the evaluation in a comfortable surroundings and ensure privacy
 Be empathic, non-judgmental, and understanding
* Preferably use the language in which patient is comfortable

« Use neutral terms (as opposed to vulgar terms) and proper medical terms as long as these are in common usage (e.g., use ‘penis’ and "vagina’, but perhaps

“lips’ rather than "labia”)

* Use anatomical drawings to understand patients knowledge and explain sexual issues to the patient

« Reassure the patient that sexual dysfunction or adjustment problems are common and treatable. For example, “It is common for some people to .”

« Explain things in simple, clear and specific terms. Some patients may not be able to understand the language which is commonly used by clinicians and
may feel embarrassed to admit this. Hence, whenever new terms are used, provide alternatives or explanations. Check with the patients that they understand

the terms used.

« Start with general, non-threatening questions first (e.g., “Do you have a regular partner?”’) then ask more specific and potentially embarrassing
questions (e.g., “Do you also experience this problem when you masturbate, that is, when you touch or stimulate yourself?”).
» Assumptions must be avioded (e.g., sexual orientation, number of partners, sexual practices)
« If a couple has presented together, gather the information for a sexual history from each individual separately (i.e., not in each other’s presence).
» Conduct the evaluation in presence of a female attendant/relative while examining patients of opposite gender.
» Make sure that the ‘problem’ does not just reflect a lack of knowledge or unrealistic expectations on the part of the presenting individual or their partner.

 Understand the cultural and religious factors which influence sexual issues

* Although sexual dysfunction may occur in isolation, but in many cases there may be co-existing problems contributing to the dysfunction (e.g., relationship
difficulties, psychiatric or physical illness) - prioritize the treatment goals in such situations

» Assess psychological sophistication and motivation of the patient/couple
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Table 4: History taking for sexual disorders

Components Basic ingredients

Basic goals of history taking * To understand the type of dysfunction and its cause
« To differentiate between potential organic and psychogenic causes in the etiology of a patient’s sexual problem
* To evaluate the potential role of underlying or comorbid medical conditions
* To assess the use of concomitant medications

Basic questions in assessment LIBIDO/INTEREST
of sexual functioning for a * Do you look forward to sex?
male * Do you enjoy sexual activity?

* Do you fantasize about sex?

* Do you have sexual dreams?

» How easily are you sexually aroused (turned on)?

* How strong is your sex drive?
AROUSAL/PERFORMANCE

» When was the last time you had a satisfactory erection?

* How did you your problem start - gradual or sudden?

* When did you have last normal erection?

* Do you experience morning or night time erections?

* Are you able to initiate an erection with sexual stimulation?

* Are you able to maintain an erection with sexual stimulation?

* Does your erectile dysfunction is related a specific partner or situation?

* Do you lose erection before penetration, or before climax?

* Do you have to concentrate to maintain an erection?

« Is there a significant bend in your penis?

* Do you experience pain while having erection?

* Do you have difficulty in certain sexual positions?

* Do you feel subjectively excited when you attempt intercourse?

* Does your vagina become sufficiently moist? (for females)
EJACULATION/ORGASM/SATISFACTION (males)

* Do you ejaculate when you have sex?

* Do you ejaculate when you masturbate?

* Do you ejaculate before you want to?

» How often you ejaculate before you want to?

* How often do you ejaculate before your partner wants you to?

» How does your partner react if you ejaculate before your partner wants you to?

* Do you take too long to ejaculate?

* Do you feel like nothing comes out?

* Do you experience pain with ejaculation?

* Do you see blood in your ejaculate?

* Do you have difficulty in reaching to orgasm?

* Is your orgasm satisfying?

» What percentages of sexual attempts are satisfactory to your partner?
ORGASM/SATISFACTION (females)

* Are orgasms absent and/or very delayed and/or markedly reduced in intensity?

« Is there adequate and acceptable stimulation with partner and/or with masturbation?

« Is the degree of trust and safety, you feel you need, present?

« Is there fear of letting go of control?

» What do you fear may happen that could be negative?
DYSPAREUNIA/VAGINISMUS (females)

* Where does it hurt?

» How would you describe the pain?

* When does the pain occur (with penile contact, once the penis is partially in, with full entry, after some

thrusting, after deep thrusting, with the partner’s ejaculation, after withdrawal, with subsequent micturation?)

* Does your body become tense when your partner is attempting, or you are attempting to insert his penis?

* What are your thoughts and feelings at this time?

» How long does the pain last?

* Does touching cause pain?

* Does it hurt when you wear tight clothes?

* Do other forms of penetration hurt (tampons, fingers)?

* Do you recognize the feeling of pelvic floor muscle tension during sexual contact?

* Do you recognize the feeling of pelvic floor muscle tension in other (non-sexual) situations?

* Do you feel subjectively excited when you attempt intercourse?

* Does your vagina become sufficiently moist?

* Do you recognize the feeling of drying-up?

Past Treatment history Past treatment history for the presenting sexual problem-local practitioners, Ayurvedic, Homeopathic, over the

counter medications, etc.
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predisposing factors, precipitating factors, and maintaining
factors (See table-6), which can co-exist with each other.
The areas to be explored in psychosocial history are enlisted
in table-7. It is to be remembered that the existence of
an organic disease does not rule out the possibility of a
coexisting psychogenic factor. Conversely, the presence
of psychogenic conditions, such as anxiety, anger, guilt, or
marital discord, need not be considered as evidence for a
sole primary causation.

The current psychological state need to be assessed with
special focus on symptoms of anxiety or depression, low
self-esteem and coping skills, previous and current partner
relationships, history of sexual trauma/abuse, occupational
and social stresses, socioeconomic status, and educational
level. Sexual dysfunction may affect the patient’s self-esteem
and coping ability, as well as his or her social relationships
and occupational performance. These aspects need to be
assessed in each case. Clinicians need not assume that
every patient is involved in a monogamous, heterosexual
relationship.

Considering the fact that sexual problems arise in the
interpersonal context, the clinician need to carefully assess
past and present partner relationships. Another important
aspect of psychosexual history is inquiring specifically about
the quality of the relationship between the couple with respect
to nonsexual factors, i.e., how to they get along on most issues,
communication patterns, gender equality/inequality, level
of commitment, dealing with stress, etc. While interviewing
the couple together it is important to note the dynamics
between the partners. Relationship problems may be due to
intrinsic differences between the two, and expectations about
sexual fulfillment may also vary. Many a times, lack of proper
communication between the couple, which may be due to
embarrassment, may be mistaken as lack of caring.

Another important aspect of psychosocial evaluation is the
identification of patient/couple needs, expectations from
each other, priorities and treatment preferences. These may
be significantly influenced by cultural, social, ethnic and
religious perspectives. Patient education about the problem
is also important in enhancing therapeutic relationship,
communication between patient and physician and ensuring
patient compliance. Partner involvement is important. On the
first visit, it is not always possible to involve the partner but
efforts need to be made to involve the patient’s partner early
in the treatment process at the earliest. If the psychosocial
assessment reveals the presence of significant psychological
distress or conflict between the couple, further evaluation
and management may be carried out either prior to, or along
with treatment of sexual dysfunction.

Medical history: Historical events related to the presence of
chronic disease, use of pharmacological agents, endocrine
disorders, prior surgeries and trauma is to be carefully

Table 5: Differentiating features between psychogenic
and organic sexual dysfunction

Characteristics Predominantly Organic Predominantly
Psychogenic

Age Older Younger

Onset Gradual (except trauma or surgery) Acute

Circumstances Global Situational

Intermittent
Decreased

Absent, variable
Usually at the onset
Usually Primary

Symptom Course Consistent or progressive
Desire Normal to start with
Organic risks ~ Present

Partner problem Usually Secondary
Anxiety and fear Usually Secondary

Table 6: Psychological factors associated with sexual
dysfunctions

Factors

Predisposing
factors

« Restrictive upbringing

* Disturbed family relationships

« Traumatic early sexual experience
* Inadequate sexual information

« Insecurity in the psychosexual role
« Distraction

« Unreasonable expectations

» Random failure

« Discord in the relationship
 Dysfunction in the partner

« Infidelity

« Reaction to organic disease
 Pregnancy/Childbirth

« Poor emotional intimacy

« Expectation of negative outcome
 Depression or anxiety

* Performance anxiety

* Guilt

 Poor communication

« Loss of attraction between partners
* Impaired self-image

* Restricted foreplay

* Poor emotional intimacy

* Depression or anxiety

* Expectation of negative outcome
« Fear of intimacy

* Sexual myths and misconceptions
 Poor communication

Precipitating
factors

Maintaining
factors

evaluated. While evaluating women careful medical history
is to be obtained about any health problem that might
affect sexual anatomy, the vascular system, the neurological
system, and the endocrine system. Indirect causes i.e.,
factors that cause chronic pain, fatigue, and malaise may
also contribute to dyspareunia.

Substance use History: Excessive use of alcohol or use of
other recreational drugs may cause sexual dysfunction,
either by a direct effect on the penile neurovascular system
or by causing increased secretion of prolactin, reduction in
production of testosterone, or both.

Treatment/Medication History: Clinicians should also enquire
about the medication intake, including prescription drugs,
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Table 7: Psychosocial assessment of sexual dysfunctions

Variables Areas covered
Background  Marital history, Children, Educational level, Social
variables class, Occupation, Religious beliefs, family system

and relationships

* Alcohol, Smoking, Opioids

* Depression, Anxiety disorder

* Childhood and adolescent sexual learning and
activities

» Masturbation history, nocturnal emissions, Dhat,
Interpersonal sexual activity

* Breadth and flexibility of sexual script with all
partners

* “Time table of different phases of life”

« Current masturbatory and interpersonal sexual
activities

* Nature of the problem, onset, course, frequency

« Spontaneous sexual experiences (morning erections)

* Harmony, Communication, Partner’s health

Life style factors
Psychiatric history
Sexual History

Current sexual
functioning

Relationship with

partner
Life stresses « Recent life stress, Current life stress, Losses
Expectations * Need, Expectations, Priorities, Treatment

from treatment preferences

over the counter medications and culturally sanctioned
aphrodisiacs. Medications commonly associated with sexual
dysfunction include diuretics (thiazides, spironolactone),
sympatholytics agents (Central agents like methyldopa ,
clonidine and peripheral agents like reserpine), alpha blockers,
beta blockers (particularly nonselective agents), angiotensin-
converting enzyme inhibitors, calcium channel blockers,
antipsychotics, antidepressants, benzodiazepines, buspirone,
lithium, disulfiram, digoxin, histamine H2-receptor blockers,
ketoconazole, niacin, phenobarbital, phenytoin, allopurinol,
gemfibrozil, clofiberate, phenobarbital, phenytoin, danazol,
GnRH agonists, oral contraceptives etc.

Physical Examination

Every effort be made to ensure the privacy, confidentiality
and personal comfort of the patient while conducting the
physical examination. Careful physical examination not only
corroborates the medical history but at times also reveals
unsuspected physical findings (e.g., decreased peripheral
pulses, vaginal atrophy, atrophic testes, penile plaque).

In addition, to the general and systemic evaluations, detailed
assessment of gonadal function, vascular competence,
neurological integrity, and genital organ normalcy is to
be performed on every patient. Patients suspected of
hypogonadism need to be assessed for evidence of muscle
development, size and structure of the penis, normal urethral
opening, hypospadias, size and consistency of the testes
and the prostate. Alcohol swabs can be used to test penile
temperature sensation. Bulbo-cavernosus reflex can be
elicited by squeezing the glans penis and assessing the evoked
contractions of external anal sphincter or bulbo-cavernosus
muscles. This reflex response is clinically detectable in 70% of
normal males. The penis also needs to be examined for evidence

of any masses or plaque formation, angulation, unprovoked
persistent erection, or tight unretractable foreskin.

Similarly in females genital examination is often highly
informative, especially in cases of dyspareunia, vaginismus,
with a history of pelvic trauma and with any disease
potentially affecting genital health. If there are indications
from history, the opportunity for pap smear/sexually
transmitted disease investigation is to be taken.

Recommended Laboratory Testing

Recommended laboratory tests for men and women with
sexual problems typically include blood glucose levels,
cholesterol, lipids, hormonal profile and X-ray spine for spina
bifida. Additional laboratory tests (e.g., thyroid function)
may be performed at the discretion of the clinician, based
on the medical history and clinician’s judgment. When an
infective etiology for dyspareunia remains a possibility-
vaginal, cervical and vulval discharge microscopy/cultures
need to be performed.

Assessment of Knowledge and Attitude towards sex

Few patients may not actually have sexual dysfunction,
but may perceive the same, because of poor knowledge
and negativistic attitude towards sex. Further, in some
patients the sexual problems may be attributed to the
beliefs and cultural practices. Some of the scales like
Sexual Knowledge and Attitude Questionnaire and Dhat
syndrome Questionnaire, which have been validated in the
Indian context, may be used for structured assessment and
documentation. These scales can also help in determining
the areato be focused in sex education and psychoeducation.

Specialist Consultation and Referral

Patients with history of medical problems be referred to
appropriate specialty to evaluate the severity and state of
disease control (See table-8). Sometimes there may not be
a need for referral, but if patient requests for the same, it is
to be done. Further diagnostic evaluation also needs to be
conducted in case of lifelong or primary sexual dysfunction,
in the presence of specific anatomic or endocrine factors
and failure of initial therapy. Patients with hyposexual
desire and absent or retarded emission or anorgasmia may
need to be evaluated for the presence of diseases involving
the nervous system. Patients with prolonged or painful
erection need to be evaluated for the possibility of primary
penile disease, hematological disorder, or other systemic
diseases associated with penile complication.

By the end of assessment the clinician should be able to

answer the following questions for themselves to plan

management:

1. Does patient/couple actually have sexual dysfunction?

2. Whether the dysfunction is primarily psychogenic or
primarily organic?
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3. If the dysfunction has organic etiology, then is there a
psychological overlay too?

4. If there are more than one dysfunction, then which is
the primary?

5. Does patient has any comorbid psychiatric disorder?

6. If subject has a psychiatric disorder, then is the sexual
dysfunction secondary to it?

7. If subject has a psychiatric disorder, then how severe it
is?

8. Is there a marital discord between the couple, which
needs to be addressed?

9. What is the motivation of the patient/couple to seek
treatment?

10. What is the level of psychological sophistication?

MANAGEMENT OF SEXUAL DYSFUNCTION

Principles of management

Management of sexual dysfunction involves patient centered
approach and clinicians are expected to consciously adopt
the patient’s perspective and respect the ideas, feelings,
expectations and values of their patients. Some of the basic
principles of patient centered approach are given in Table-9.

Formulation: After complete assessment, the first step in
the management is to provide the patient/couple a brief
and simple account of the nature of their problems and
possible contributory factors. The aims of the formulation
are threefold. First, it helps the couple to understand their
difficulties. This can be a source of encouragement, especially
if the therapist also explains how common such problems are.
Second, the therapist point out the likely contributory factors,
particularly the maintaining factors which will be the focus
of therapy, and thus establish a rationale for the treatment
approach. Finally, providing a formulation also helps to check
that the information obtained during the assessment has
been correctly interpreted. So the couples need to be always
asked to give a feedback of the formulation.

Balancing the partners: It is important for the therapist to
understand the contribution of individual partner to the
problem and need to strike a balance between individual
partners. The therapist must emphasize the need of
collaboration between the partners for the success of the
therapy. The therapist needs to emphasize positive aspects
of the couple’s relationship.

Treatment options: Treatments for various sexual
dysfunctions can be broadly classified into general
and specific measures. The general measures include
sex education and relaxation exercises. The specific
measures can be either pharmacological measures, non-
pharmacological measures or a combination of both.

Among the non-pharmacological measures, many types of
psychotherapies like psychodynamic, interpersonal, rational

emotive therapy, Master Johnson’s behavioural therapy or
its modifications, systematic desensitization, ban on sexual
intercourse and skill training in communication of sexual
preferences etc have been used. Unfortunately there are no
well designed studies which have evaluated the effectiveness
of these psychotherapies. Most of the studies done have
used convenience sampling, don’t describe their sample
adequately, have not used standard definitions for various
disorders and are silent about the therapist variables. Hence
the results cannot be generalized. Among all the techniques,
which have been used, cognitive behavioural measures of
Master Johnson or its modifications are the most popular
and have been found to be most useful.

Selection of treatment: The final selection of treatment is to
be according to patient/couple’s choice. The therapist needs
to inform the patient/couple about the available modalities
and help them to make a reasoned choice. Agreed treatment
goals need to be established at the start of treatment.
Figure-1 and 2 shows the general outline for management
of cases of sexual dysfunction presenting with or without
psychiatric comorbidity. Initial evaluation involves detailed
psychosexual history and getting the basic investigations.
Besides taking a proper history ,screening questionnaires
can be used to assess the sexual knowledge and attitude.
The initial evaluation will help in ascertaining the type(s) of
sexual dysfunction. The next step involves establishing the
probable etiological basis of the dysfunction, i.e., whether
the dysfunction is organic in origin, psychological in origin
or has components of both. If the dysfunction is organic in
originthe patientis to be referred to the concerned specialists
and need to be investigated and treated accordingly. It is
often seen that some patients may have sexual dysfunction
of organic origin, but would also have psychological factors
contributing to its maintenance. Such patients are the most
difficult to treat and require very good liaison between
the psychiatrist and the physicians. In patients who have
psychogenic sexual dysfunction, the next step involves
evaluation for sexual knowledge, relationship issues,
presence of comorbid psychiatric disorder, motivation and
psychological sophistication of the patient for treatment.

Assessing the sexual knowledge and relationship issues
are important aspect of treatment of sexual dysfunction as
many a time the patient/couple may not have any sexual
dysfunction per se but the reported complaints may be
arising due to faulty beliefs or relationship issues. If any of
these two factors are found to be contributing to the sexual
dysfunction, these need to be focused and once they have
been adequately addressed, the sexual dysfunction is to be
reassessed and if present needs to be treated adequately.

If comorbid psychiatric disorder is present, the next step
involves ascertaining — is it primary or secondary (primary-
psychiatric disorder causing sexual dysfunction; secondary —
psychiatric disorder is secondary to sexual dysfunction). The
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Table 8: Medical history, physical examination and investigations for sexual dysfunctions

Components Basic ingredients

Medical History « Cancer (bladder, prostate, uterus, cervix, rectum or other)
« Chronic fatigue or weakness
« Diabetes mellitus
* Heart disease (heart attack, chest pain with exercise or sex)
* Hormone problems (testosterone, thyroid, steroids)
* Hyperlipidemia (elevated cholesterol or triglycerides)
 Hypertension
« Joint pains (severe or chronic problems moving or changing positions)
* Kidney disease
* Neurological problems (Parkinson’s Disease, multiple sclerosis, spinal injury)
* Prostate problems
« Radiation therapy to bladder, prostate, uterus or rectum
« Sexually transmitted diseases
« Sleep apnea (severe snoring, daytime sleepiness)
* Trauma or injury to: penis, pelvis, perineum, testes, uterus or rectum
 Unexplained weight loss
« Urinary problems (urgency, frequency, hesitancy, weak stream, infection)
« Vascular disease (stroke, mini-stroke, blockage of arteries, aneurysms)

Treatment history « Current medications for physical illnesses
Psychiatric history « Diagnosis, severity of current symptoms, treatment
Physical examination » Complete physical examination

* General physical examination to look for evidence of cardiovascular, neurological diseases

» Complete genital exam

» Secondary sexual characteristics (e.g., gynecomastia)

* Body hair, fat distribution

* Blood pressure, heart rate, peripheral pulses, edema

* Vibratory sensation

 Lower extremity strength and coordination

Investigations * Heamogram

 Renal function test, Liver function test

« Fasting blood sugar

* Hormonal studies- FSH, LH, Prolactin, testosterone

 X-ray spine for spina bifida

« Lipid Profile

* Penile Doppler

Special investigations * Nocturnal penile tumescence and rigidity testing

* Penile tumescence monitoring (Nocturnal penile tumescence (NPT) monitoring evaluates the presence or absence of the
involuntary unconscious erections, which normally occur during the REM stages of sleep, during 1-3 nights. Normal
nocturnal tumescence has been defined as a total night erection time greater than 90 min and an increase in penis
circumference in excess of 2 cm. A change in circumference of 16 mm or 80% of a full erection is thought to reflect a
sufficient degree of penile rigidity for vaginal intromission)

« Estimation of structural abnormalities of penis (penile biopsy, penile imaging, electrical activity of corpus cavernosum

* Penile angiography, radionuclear scintigraphy and measurement of cavernous oxygen tension

 Neurological investigations [biothesiometry (assesses vibration perception threshold), dorsal nerve conduction velocity,
bulbocavernosus reflex (sacral reflex arc) latency, Pudendal nerve somatosensory (genitocerebral)-evoked potential and
Perineal electromyography.

Assessment of Knowledge « Sexual Knowledge and Attitude Questionnaire

and Attitude towards sex * Dhat syndrome Questionnaire- available in 10 Indian languages which can be completed by the patients themselves
Relationship issues * General relationship between the couple, marital discord etc

Indications for « Patient request

referral to urologist/ * Primary ED (poorly sustained erections, lifelong)

Gynecologist/ * Anatomic penile deformities - Peyronie’s Disease, hypospadias, chordee, Phimosis, Short penis, buried penis
Endocrinologist * Pelvic/perineal trauma

 Endocrinopathy

» Complex vascular problems

» Complex neurologic problems
* Vaginismus/Dyspareunia

patient who have primary comorbid psychiatric dysfunction
or those who have prominent psychiatric symptoms (may
be secondary in origin), the psychiatric disorders is to
be treated first and adequately before focusing on the

treatment of sexual dysfunctions. While treating these
disorders adequate care needs to be taken in selecting
the pharmacological agent, so that the dysfunction is not
worsened. In some cases the side effects of the drugs can in
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Patient presenting with sexual dysfunction

l

* Detailed psychosexual history
» Use questionnaires to assess the sexual knowledge & attitude
» Get the basic investigations done

A 4

Ascertain that the sexual dysfunction is not due to poor
sexual knowledge or poor relationship between the couple

!

Yes

Treat marital discord
prior to treatment of
sexual dysfunction

Ascertain that the sexual dysfunction is
not due to poor sexual knowledge or
poor relationship between the couple

Yes

—

Sex Education
& reassess for
the diagnosis

| !

v

« Ascertain the type of sexual dysfunction
« Try to ascertain whether it is due to organic or psychological causes

'

Etiology- psychological in nature
Assess for comorbid psychiatric disorders

A

Etiology organic in
nature di

Comorbid psychiatric

Comorbid psychiatric

sorders present disorders absent

!

! !

Refer to concerned specialist
(Endocrinologist, Urologist,
and Gynecologist)

Follow figure-3

Assess motivation and
psychological sophistication

/

Moti

psychological sophistication

vation low/ inadequate
Motivation high/ adequate

psychological sophistication

| !

Start with Pharmacotherapy;
motivate the patient for non-
pharmacological management

Manage with combination of non-
pharmacological &
pharmacological measures

Figure 1: Treatment Algorithm for Evaluation & Management of a case of Sexual dysfunction

Table 9: Principles of treatment

« Inform the patient about all the available choices and guide them make a
choice

* Provide information to the patient in an unbiased manner about different
treatment options, their pros and cons

« Select the treatment as per the patient’s choice

* Provide adequate information about the treatment selected, including
advice on what to do and whom to contact in case of side effects,
problems and complications

* Do not deny treatment in case patient does not have a partner or is not
able to bring the partner

* Document the mutually agreed treatment goals

fact help in decreasing/ameliorating the sexual dysfunction,
for example, for a case of depression with premature
ejaculation selective serotonin reuptake inhibitors like
paroxetine may be beneficial. If the psychiatric disorder is
secondary and not prominent then the sexual dysfunction

is to be treated first. An important aspect of treatment
involves understanding the motivation and psychological
sophistication. If the motivation for treatment is low or
if patient has poor psychological sophistication, then the
primary mode of treatment is pharmacotherapy. Patients
who are highly motivated and/or have good psychological
sophistication are to be treated with combination of non-
pharmacological and pharmacological therapies.

General Non-pharmacological measures: Education about
sexuality

The first step in the treatment of any sexual dysfunction
is sex education/psychoeducation. The sex education needs
to aim at normalization of the individual's experiences
and reduce anxiety about sex by providing accurate
information. The various components of sex education are
shown in Table-10. Although all the areas are to be covered,
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Patients presenting with sexual dysfunction & comorbid
psychiatric disorder

l

dysfunction)

Assess whether comorbidity is primary (psychiatric disorder causing sexual
dysfunction) or secondary (Psychiatric disorder is secondary to sexual

Assess the Severity of the comorbid disorder

e

A 4
. Secondary
Prlma_ry or Secondary But
Prominent But Not prominent
Prominent

Intensive therapy based on
comorbid diagnosis

l

Select Pharmacotherapy taking into
consideration- severity of the disorder & type
of sexual dysfunction e.g. for a case of
Depression with PME give SSRIs or TCA;
Depression with ED give Trazodone

i

Treat sexual
dysfunction first

A 4

Assess motivation and
psychological sophistication

A 4

Motivation low/ inadequate Motivation high/ adequate
psychological sophistication psychological sophistication

A 4

Start with Pharmacotherapy;
motivate the patient for non-
pharmacological management

Manage with non-
pharmacological measure +
Pharmacotherapy

Figure 2: Assessment and Management Algorithm for a case of sexual dysfunction with psychiatric comorbidity

special emphasis needs to be given to those areas, which
are directly related to the patient’s problem. Where ever
possible figures and diagrams are to be used for reference
and illustrations. In some cases the reading material can
also be provided to the couple/patient. Sex education and
teaching relaxation is to be carried out over about four
sessions.

Understand and clarify sexual myths: For some individuals,
inappropriate sexual beliefs or myths can cause problems
within a relationship. Individuals acquire expectations
about what sex should be like and how they or their partner
should behave. One of the components of sex-education is
to help the individual and his or her partner alter any sexual
beliefs that interfere with the individual’s enjoyment of sex.
Some of these apply equally to both men and women, while
others will be more relevant to one gender than the other.
Some of the common myths are given in Table-11.

General Non-pharmacological measures: Relaxation
exercises

Relaxation therapy should be taught to patient using
Jacobson’s Progressive Muscular Relaxation Technique or
Benson Henry Relaxation Technique. This can be combined
with the biofeedback machine so as to facilitate objective
evidence and mastering of anxiety by the patient.

Specific Non-pharmacological management of Sexual
Dysfunction

The specific non-pharmacological measures will vary according
to the type of sexual dysfunction. However, one of the
important components, of the specific measures includes home
work assignment for the couple. It is important to remember
that many of these measures are carried out simultaneously.

Homework assignment for the couple: The homework
assignment provides a structured approach, which allows
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Table 10: Aims and Components of education about sexuality

Aims of Sex Education

» Normalize the individual’s experiences (i.e., help the individual realize that there are many others who have the same needs, problems, and experiences)
» Reduce anxiety about sex by providing accurate information about arousal and normal sexual response, clarify sexual myths and dispel unrealistic

expectations
Components of Sex Education
« Discuss about anatomy of the sex organs

« Discuss about menstrual cycle, pregnancy, puberty, masturbation, formation of semen, nightfalls, types of sex, stages of sexual intercourse, normal male

and female sexual response cycle

 Educate the patient/couple about the wide variation in the extent and frequency of feelings of sexual desire from one individual to the next

« Educate patient/couple about the importance of the timing of sex. The time of day that suits one partner may not suit the other. Help the couple plan their
time so that they have regular blocks of time alone in which they can relax, enjoy each other’s company, and engage in sexual play if desired

* Educate the couple as to how to communicate with each other to express the desire for sex

« Educate partners about how to refuse sex diplomatically

« Educate patient/couple that sex will sometimes be refused and that the refusal is not necessarily an insult or a personal rebuff
« If culturally appropriate, encourage partners to accept the use of masturbation or manual stimulation if sexual advances are refused
* Remind couples that masturbation does not represent a lack of love or desire for one’s partner

* Assist shy or reluctant partners with learning to initiate sex more frequently

 Educate patient/couple about the fact that sexual desire levels fluctuate over the life span

 Encourage patient/couple to communicate their needs for desire and sexual arousal

» Encourage patient/couple to show each other what sort of stimulation is required for orgasm to occur (e.g., manual or oral stimulation)

* Educate males that some females may be able to have multiple orgasms (especially if a vibrator is used) and hence may sometimes find it pleasurable if

genital stimulation is continued after the initial orgasm

 Encourage patient/couple to talk about what kinds of caresses they do and do not like immediately before, during, or after orgasm (e.g., genital

stimulation after orgasm may be unpleasant)

Table 11: Common Myths about Sex

 The man should be the sexual leader

* Masturbation is wrong

* A woman should not initiate sex

* Men should not express their emotions

* A woman should always have sex when her partner makes sexual
approaches

« All physical contact must lead to sex

* Good sex leads to a wild orgasm

» A man feels like having sex at any time

« Sex equals intercourse

« Sex happens automatically

* A ‘respectable’ woman should not enjoy sex too much and should
certainly never masturbate

« All other couples have sex several times a week; have orgasm every time
they have sex & orgasm simultaneously

* There must be something wrong with the relationship if sex is not good

« Cultural beliefs about formation of Semen and genital secretions

* Role of ‘Physical strength” or “Muscle power’ in sexual performance

« Size of the penis

« Circumcision and sexual performance

* Bending of Penis

* Vasectomy/tubectomy decreases sexual potency

 Drugs enhance sexual potency in normal persons

* Porn increases sexual drive

the couple to rebuild their sexual relationship gradually. The
stages of this programme are labeled using the terminology
introduced by Master and Johnson (1970) is: non-genital
sensate focus, genital sensate focus and vaginal containment.
There are some basic principles of giving and carrying out
the homework assignments as shown in table-12.

Non-genital sensate focus: This assignment is particularly
helpful for a couple to establish physical intimacy in
a comfortable and relaxed fashion, and allows open
communication about feelings and desires. The basis aim of

this stage is to help the partners develop a sense of trust
and closeness, to become more aware of what each one likes
and to encourage communication. Details of the procedural
aspect of non-genital sensate focus session are given in
Table-13. It is to be explained to the couple that they need
to “refrain from sexual intercourse and touching of each
other’s genitalia and the women’s breast” to ensure that they
are not continually confronted by those aspects of sexuality
that is most likely to cause anxiety, and to enable them to
concentrate on rebuilding their physical relationship by first
learning to enjoy general physical contact. Initial reactions
to these sessions vary according to the nature of the couple’s
problem. Some couple’s may find this enjoyable and others
may react negatively. In some cases it will be appropriate for
the therapist to just acknowledge the problem and reassure
and encourage the couple. In some cases therapist have to
explain that this is understandable and expected, but that in
order to overcome a sexual problem like theirs it is necessary
to approach it in a systemic fashion and with due course of
time they will begin to get pleasure out of their sessions and
these would come as spontaneous behaviour.

Some couples will have more serious difficulties in the form
of negative responses to homework assignments, persistent
breaking of the ban on sexual intercourse, or cessation of
homework assignments. In such cases the focus of therapy
might have to be changed temporarily and sessions may
be required to help the partners express their feelings and
anxieties. In occasional cases no progress can be made in
developing understanding of why couple is encountering
difficulties. In such cases it is worth seeing the partners
separately to find out whether important information is
being withheld by one of them.

Indian J Psychiatry 59 (Supplement 1), January 2017

S101



[Downloaded free from http://www.indianjpsychiatry.org on Friday, June 18, 2021, IP: 14.139.54.115]

Avasthi, et al.: Sexual dysfunction

Genital sensate focus: The couples, who go through the
non-genital sensate focus sessions successfully, need to
be told to move to the genital sensate focus sessions.
The aim and procedural aspect of genital sensate focus
are given in Table-14. As with the non-genital sensate
focus, some couples immediately find these sessions
pleasurable while others would react adversely. This
stage is particularly likely to generate anxiety, especially
about sexual arousal or intimacy, so it is very important
that the therapist specifically encourages partners to
focus on pleasurable sensations. Some of the techniques
for dealing with specific dysfunctions also need to be
introduced at this stage.

Table 12: Principles of giving and carrying out the
homework assignments

Components and goals of Homework Assignments:

« Aid in identification of specific factors (cognitions, attitudes), which
may be maintaining the sexual dysfunction

* The homework assignments also provides the couple the specific
techniques to deal with particular problems

Important Procedural Aspects of Homework Assignments

« The instruction need to be detailed and precise

« The therapist need to always check that the couple have fully registered
and understood the instructions before the treatment session ends

* When giving instructions the therapist needs to ask the couple how
they feel about the instructions and do they anticipate any difficulty. If
problems are anticipated, the therapist need to endeavor to resolve their
fears before they attempt the assignment

* A couple need not be asked to move to next stage of the programme
until they have mastered the current assignments

* A couple should never be left with the option of moving from one stage
to the next between treatment sessions depending on how they progress,
because uncertainty can be detrimental

 The couple need to be informed that the therapist will be asking for the
detail feedback on the progress at the next treatment session

Vaginal Containment: This stage is an intermediate one
in the introduction of sexual intercourse to the therapy
programme. It is relatively minor stage for couples whose
difficulties have by now largely resolved. For others it is
extremely important, especially when vaginal penetration
is the key step (e.g. ED, PME, and vaginismus). The couple
is instructed that when they both are feeling relaxed and
sexually aroused the women can introduce her partner’s
penis into her vagina and the partner to then lie still,
concentrating on any pleasant genital sensations. The best
position to attempt vaginal containment is female superior
position or a side to side position. The couple be asked to
maintain containment as long as they wish, and then they
can return to genital and non-genital pleasuring. The couple
can repeat the containment up to three times in any one
session. Once this stage is well established the couple to
introduce movement during containment, with preferably
women starting the movements first. With this the general
programme of sex therapy is completed and now the
treatment need to include superimposition of treatment for
specific sexual dysfunctions.

It is important to remember that during the whole therapy
feedback be taken after every session and any doubts/
misconceptions be clarified.

Home work assignments for single male

Management of sexual dysfunctions in single males also
involves same principles. The subject be provided with sex
education and thought relaxation exercises. The principles
of home work assignments for single male with erectile
dysfunction and premature ejaculation are given in Table-15
and Table-16. At the end the patient be counseled and
reassured that he can now indulge in heterosexual experience

Table 13: Non-Genital Sensate Focus

Aims of non-genital sensate focus

* To help the partners develop a sense of trust and closeness, to become more aware of what each one likes and to encourage communication

Frequency of homework sessions per week

* Do not impose a too rigid schedule, but make it clear to the couple that they should at least practice 3 sessions of homework per week

Procedural Aspect of non-genital sensate focus

* One partner inviting the 