Sexuaf dysfu ﬂCti Oﬂ S include delayed e}ac:ulatlon erectﬂe dxsorder, female orgasmic
disorder, fermale sexual interest/arousal disorder, genito-pelvic pain/penetration disorder,
. male hypoactive sexual desire disorder, premature (early) ejaculation, substance/medication-
-induced sexual dysfunction, other specified sexual dysfunction, and unspecified sexual dys-
~ function. Sexual dysfunctions are a heterogeneous group of disorders that are typically char-

-acterized by a clinically significant disturbance in a person’s ability to respond sexually orto -
- experience sexual pleasure. An individual may have several sexual dysfunctions at the same
- -time. In such cases, all of the dysfunctions should be diagnosed. _
.. Clinical judgment should be used to determine if the sexual d1ff1culnes are the result of =
inadequate sexual stimulation; in these cases, there may still be a need for care, but a di- -
~agnosis of a sexual dysfunction would not be made. These cases may include, but are not
- Hmited to, conditions in which lack of knowledge about effectzve btlmulatlon plevents the
‘experience of arousal or orgasm. .
“Subtypes are used to designate the onset of the chfflculty In many InleldualS wﬁh
~sexual dysfunctions, the time of onset may indicate different etiologies and interventions.
 Lifelong refers to a sexual problem that has been present from first sexual experiences, and
- acquired applies to sexual disorders that develop after a period of relatively normal sexual
function. Generalized refers to sexual difficulties that are not limited to certain types of
stimulation, situations, or partners, and situational refers to sexual dlffxcuitles that only oc-
- cur with certain types of stimulation, situations, or partners. : -_
- Inaddition to the lifelong/acquired and generalized /situational subtypes, a num‘oer :
_' of factors must be considered during the assessment of sexual dysfunction, given that they
~may be relevant to eticlogy and/or treatment, and that may contribute, to varying degrees, :
- across individuals: 1) partner factors {e.g., partner’s sexual problems; partner’s health sta- -
- tus); 2) relationship factors (e.g., poor communication; discrepancies in desire for sexual
-activity); 3) individual vulnerability factors (e.g., poor body image; history of sexual or emo-.
- tional abuse), psychiatric comorbidity (e.g., depression, anxiety), or stressors (e.g., job loss,
- bereavement); 4) cultural or religious factors {e.g., inhibitions related to prohibitions against
sexual acf:nuty or pleasure; attitudes toward %exuallfy), and 5} med1cal factors relevant fo -
: .prognosxs, course, of treatment, . -
- Clinical judgment about the diagnosis of sexual dysfunchon should take into conaderahon o
cultural factors that may influence expectations or engender prohibitions about the experience
~of sexual pleasure. Aging may be associated with a normative decrease in sexual response.
- -Sexual response has a requisite biological underpinning, yet is usually experienced in
an intrapersonal, interpersonal, and cultural context. Thus, sexual function involves a com-
“plex interaction among biclogical, sociocultural, and psychological factors. In many clinical -

contexts, a precise understanding of the efioclogy of a sexual problem is unknown. Nonethe- . - -

- less, a sexual dysfunction diagnosis requires ruling out problems that are better explained - -
~ by a nonsexual mental disorder, by the effects of a substance (e.g., drug or medication), by

a medical condition (e.g., due to pelvic nerve damage), or by severe reIationsmp d1stress, e

partner violence, or other stressors, _
- -Ifthesexual dysfunction is mostly explamable by another nonsexuai men’cal chsorder (e g., S
- depresswe or blpolar dlsoxder, anx1ety dlsorder, posttraumatxc stress dzsorder, psychohc d:s— '
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) order), then oniy the other mental d1sordel diagnosis should be made: If the problem is
- thought to be better explained by the use/misuse or discontinuation of a drug or substance, it -

. should be diagnosed accordingly as a substance/medication-induced sexual dysfunction. If

the sexual dysfunction is attributable to another medical condition (e.g., peripheral neuropa-
thy), the individual would not receive a psychiatric diagnosis. If severe relationship distress, -

- partner violence, or significant stressors better explain the sexual difficulties, then asexual dys-

function diagnosis is not made, but an appropriate V or Z code for the relationship problem or
stressor may be listed. In many cases, a precise etiological relationship between another con-
dition (e g,a medxcal condmon) and a sexuai dysfunctlon cannot be estabhshed

Delayed Ejaculatlon
DlagﬂOStiC Criteria . 302.74 (F52.32)

| A. Either of the. followmg symptoms must be ex;oenenced on almost all or all occasions
. (approximately 75%~100%) of parinered sexual activity (in identified situational con-
texts or, if generalized, in all contexts) and without the mdawdual desiring de!ay

1. Marked delay in ejaculation.
2. Marked infrequency or absence of, ejaculataon

“ B. The symptoms in Critenon A have permsted 3‘or a m:mmum duration of approx:mate!y
.~ Gmonths,
€. The symptoms in Cntenon A cause ctmloally s:gnlflcant d;stress in the indlwdual
'D. The sexual dysfunctlo_n is not better explained by a nonsexual mental disorder or as a
- consequence of severe relationship distress or other significant stressors and Is not at-
‘tributable. to the effects. of a substance/medtcatnon or another medlcal condltlon

Specn‘y whether : : - SR
Lifelong: The disturbance has been present since the mdlwdual became sexually acnve Lo

_ Acquired: The dlsturbance began after a penod of reiatsvely normal sexual function, -
3 _speczfy whether: - L R - -
Generalized: Not lamlted to certam types of stImuEatlon satuat;ons or partners

~ Shtuational: Only occurs with certam types of stamulatlon sztuatlons or partners _

‘- __Spec:fy current severity: - . |

- Mild: Evidence of msld dlstress over the symptoms in Crlterlon A
Moderate Evidence of moderate distress over the symptoms in Cratenon A
Severe Ewdence of severe or extreme distress over the symptoms in Cntenon A. R

D:agnostlc Features o

B The distinguishing feature of delayed e]aculatlon is a marked delay in or mab1hty to '

" achieve gjaculation (Criterion A). The man reports difficulty or inability to ejaculate de-

. spite the presence of adequate sexual stimulation and the desire to ejaculate. The present-
‘ing complaint usually involves partnered sexual activity. In most cases, the diagnosis will
be made by self-report of the individual, The definition of “delay” does not have precise

B boundaries, as there is noconsensus as to what constitutes a reasonable time to reach or~ L

e gasm or what is unacceptably long for most men and thelr sexual partners

i Assoclated Features Supportmg Dmgnosus
~ The man and his parl:ner may report prolonged thrusting to achieve orgasm o the pomt of _

- o exhaustmn or gemtal dlscomfort and then ceasmg efforts Some men may report avoxdmg o



Delayed Ejacuiaion A

may report feeling less sexually atiractive because their partner cannot ejaculate easily.

- lowing five factors must be considered during assessment and diagnosis of delayed ejacu-

exual activity beaauqo of a repetltwe paitox n of dlfﬁculty e]ac,ula tmg Some sexual partners L

In addition to the subtypes “lifelong/acquired” and “generalized /situational,” the fol- - :: -

lation, given that they may be relevant to etiology and /or treatment: 1) partner factors (e.g.,, -

. partner’s sexual problems, partner’s health status); 2) relationship factors (e.g., poor com-
* munication, discrepancies in desire for sexual activity); 3) individual valnerability factors

~(e.g., poor body image; history of sexual or emotional abuse), psychiatric comorbidity {e.g., s o
‘depression, anxiety), or stressors (e.g., job loss, bereavement); 4) cultural/religious factors .~

(e g inhibitions related to prohibitions against sexual activity; attitudes toward sexuality); "
.and 5) medical factors relevant to prognosis, coutse, or treatment. Each of these factors may
contubute dlffel ently to the presen{mg symptoms of d1fferent men W1th tl'us disorder.

-.Prevalence . S . .
Prevalence is unclear because of the lack of a p1ec1se defmitzon of fhlS syndrome Itisthe -
least common male sexual complaint. Only 75% of men report always ejaculating during -
‘sexual activity, and less than 1% of men w:ll complam of probiems Wlth reachmg ejacula-._ .
ton that last more than 6 months : - TR

Development and Course

Lifelong delayed ejaculation begins with early sexual expenences and contlnues through~ _
out life. By definition, acquired delayed ejaculation begins after a period of normal sexual -

function. There is minimal evidence concerning the course of acquired delayed ejacula- - - o
tion. The prevalence of delayed ejaculation appears to remain relatively congtant until - =
around age 50 years, when the incidence begins to increase significantly, Men i in thelr 805 S

report twme as much dlfﬁculty e}aculatmg as men younger than 59 years o

R:sk and Prognostlc Factors

Genetic and physiological. - Age-related loss of the fast—conductmg pemphelal sensory' sl B
-nerves and age-related decreased sex steroid secretion may be assocmted W1th the Increase - -

- _-'_m delayed e;aculatwn in men older i.han 50 years

-_ ﬁ Culture-Related Dsagnostlc Issues

- Complaints of e]aculatory delay vary across countries and cultures Such complamts are
- more common among men in Asian populations than in men living in Burope, Australia, -
' or the United States. Thls Vanatlon may be attrxbutable to cul’mral or genetxc dlfferences_ o

_ Ibetween cultures : L : : L el

-'_"Functlonal COnsequences of Delayed Ejaculatlon iy

 Difficulty with ejaculation may contribute to difficulties in conception. Delayed ejacula- - - o
- tzon is often assoc1ated thh conmderable psychologmal dlstress in one or both partners R

: 'leferentlal Dmgnosus

- Another medical condltlon The ma}or dlfferentlal dlagnoms is between delayed e;acu~ '

- lation fully explained by another medical illness or injury and delayed ejaculation with a

- psychogenic, idiopathic, or combined psychological and medical etiology. A situational
~aspect to the complaint is suggestive of a psychological basis for the problem (e.g., men

*who can ejaculate during sexual activity with one sex but not the other; men whocanejac- .~

| ulate Wlth one partner but not another of ihe same sex; men with paraphzhc arousal pat-
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terns; men who require highly ritualized activity to efaculate during partnered sexual
 activity). Another medical illness or injury may produce delays in ejaculation independent
of psychological issues. For example, inability to ejaculate canbe caused by mterruptlon of |
~the nerve supply to the genitals, such as can occur after traumatic surgical injury to the
lumbar sympathetic ganglia, abdominoperitoneal surgery, or lumbar sympathectomy:.
Ejaculation is thought to be under autonomic nervous system control involving the hypo-
~ gastric (sympathetic) and pudendal (parasympathetic) nerves. A number of neurodegen- -
- erative diseases, such as multiple sclerosis and diabetic and alcoholic neuropathy, can -
cause inability to ejaculate. Delayed ejaculation should also be differentiated from retro- .
_grade ejaculation (i.e., ejaculation into the bladder), Whl(,h may foliow tlanSurethral pros-
- tatic resection. : : : - -

Substance/medication use. A numbe1 of pharmacological agents, such as antldepres—

~ sants, antipsychotics, alpha sympatheﬁc drugs, ancl op101d dr ugs, can cause e)aculatory
_problems, . . : _ '

- Dysfunction wﬁh orgasm. lItis importantin the history to ascertain whether the com-

plaint concerns delayed ejaculation or the sensation of orgasm, or both. Ejaculation occurs

in the genitals, whereas the experience of orgasm is believed to be primarily subjective.
Ejaculation and orgasm usually occur together but not always. For example, a manwitha |
- -normal ejaculatory pattern may complain of decreased pleasure (i.e., anhedonic ejacula-
. tion). Such a complaint would not be coded as delayed ejaculation but could be coded as

- other spemf;.ed sexual dysfunction or unspecufxed sexual dysfuncﬂon =

. Comorbldlty

‘There is some evidence to suggest that deIayed e;aculanon may be more coMmmOn in severe
- forms of ma}or depresswe disorder, : :

x e | 'Erectile Disorder
."_'_Daagnostic Criteria L 30272 (F5221)'

A _At least one of the three followmg symptoms must be experienced on a!most allorall
. {approximately 75%—100%) cccasions of sexua! ac:nwty (m ldentifred sntuatlonal con- -
-texts or, if generalized, in all contexts): : o

1. Marked difficulty in obtaining an erection dunng sexual actlvsty .
- 2. Marked difficulty in maintaining an ergction until the completlon of sexua! actmty
3. Marked decrease in erectile rigidity. : - '

B, The symptoms in Cntenon A have persusted for a minimum duratlon cf approxvmately
. 6 months. ' BS
C. The symptoms in Crftenon A cause cl:mcaﬂy significant dlstress in the mdlwdua!
D. The sexual dysfunction Is not better explained by a nonsexual mental disorder oras a .

- consequence of severe relationship distress or other significant stressors and is not at-
tributable to the effects of a substance/medloatlon or another medical condltlon

_Spec;fy whether: . - o : : S
- Lifelong: The dnsturbance has been present smce the mdiwduai b&came sexua{ly ac- °
tive.
' Acqu}red. The dlsturbance began aﬁer a penod of relative!y norma! sexual functlon
- Specify whether: ' ' L
_ oo Generalized; Not hmrted fo certam iypes of st:muiatlon s;tuatrons or partners o

.ﬁ _S_l_tuat_lonai__ Only occurs with certain types of stimulation, situations, or partners, . -~




Frectle Disorder

Spec;fy current severzty : Sl AR

‘Mild: Evidence cof mild distress over the symptoms in Crttenon A

‘Moderate: Evidence of moderate distress over the symptoms in Crlterion A
Severe Ewdence of severe or extreme dlstress over the symptoms in Crlterson A,

Dtagnostic Features

he essential feature of erectile d1smder is the repeated fallure to obtam or mamtam erec- .

0 ascertain that the problem has been present for a significant duration of time (i.e., atJeast -
pproximately 6 months) and occurs on the majority of sexual occasions (i.e., at Ieast 75%.

timulation or partners, or they may occur ina generahzed manner in all types of 51tua~ 2
ons, stlmulauon, or partners ' n : : . :

___ssociated Features Supportmg Dnagnoms

Many men with erectile disorder may have low self-esteem, low self—confldence, and a de~ L
creased sense of masculinity, and may experience depressed affect. Fear and /or avoid-
ance of future sexual encounters may occur. Decreased sexual sat1sfact1on and reduced_ o
sexual desire in the individual’s partner are common, - . s
¢ Tnaddition to the subtypes “lifelong /acquired” and. ”generahzed / m’cuahonal " the fol- -
e Iowmg five factors must be considered during assessment and diagnosis of erectile disorder
. glven that they may be relevant to etiology and/or treatment: 1) partner factors (e.g., part-
‘ner’s sexual problems, partner’s health status); 2) relationship factors (e.g,, poor communi- -

ions during partnered sexual activities (Criterion A). A careful sexual history is necessary e

f the time). Symptoms may occur only in spemfm situations involving certain types of

cation, discrepancies in desire for sexual activity); 3) individual vulnerability factors (e.g., '_:

‘poor body image, history of sexual or emotional abuse), psychiatric comorbidity (e.g., de-
pression, anxiety), or stressors (e.g., job loss, bereavement); 4) cultural /religious factors (e.g.,
_inhibitions related to prohibitions against sexual activity; attitudes toward sexuality); and
- 5) medical factors relevant to prognosis, course, or treatment. Each of these factors may con- -

tr1bute dszerently to the presentmg symp toms of deferent men w1th thls dlsorder L

._Prevalence . AR TR

The prevalence of hfelong versus acqulred erectﬁe dlsorder is unknown There isa strong
~age-related increase in both prevalence and incidence of problems with erection, particu-
“larly after age 50 years. Approximately 13%-21% of men ages 40-80 years complain of oc-.

casional problems with erections. Approximately 2% of men younger than age 40-50 years -

complain of frequent problems with erections, whereas 40%-50% of men older than 6070 o
“years may have significant problems with erections. About 20% of men fear erectile prob-.
-lems on their first sexual experience, whereas approximately 8% experienced erectﬂe prob-
-lems that hmdered penetratlon durmg their first sexual expenence -

-:-Devempment and Course SR | L |
Erectile failure on first sexual attempt has been found to be related to havmg sex thh a.

“previously unknown partner, concomitant use of drugs or alcohol, not wanting to have - |
-sex, and peer pressure, There is minimal evi-2t most of these problems spontaneously re- - o

~mit without professional intervention, but some men may continue o have episodic prob-

Iems. In contrast, acquired er ectile disorder is often associated with biological factors such . )
-as diabetes and cardmvascuiar dxsease Acqulred erecule dasorder is hkely to be persatstent L

in most men, .
" The natural h;story of hfelong erectlle dlsorder is unknown Chmcal observatlon sup— s
ports the assoc1at10n of llfelong erect11e dlsorder wn&h psychologlcal factorﬂs that are self—
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e hmmng or 1e9pon51ve to psychologacal mterventions whereas as notecl above, dcqulr(,d :
evectile disorder is more likely to be related to biological factors and to be persistent. The -
incidence of erectile disorder increases with age. A minority of men diagnosed as having

“ . moderate erectile failure may experience spontaneous remission of symptoms without -

' medical intervention. Distress assocxated w1th erectﬂe d1solder is 1ower in olde1 menas.
compared wnh younger men. " : : : : L

B __'.Rlsk and Prognost:c Factors

" :_' Temperamentai Neurotlc pcrsonahty tra1ts may be assoma’ted with erecule problems in col- '

S lege students, and submissive personality traits may be associated with erectile problems in -

~ men age 40 years and older. Alextthymm (i.c., deficits in cognitive processing of emotions) is -
.. comynon in men diagnosed with “psychogenic” erectile dysfunction. Erectile problems are
‘common in men d1agnosed with depressmn and postiraumatic stress dis order, g

 Course modifiers, Risk factors for acquired erectile disorder mclude age, smokmg to-

o bacco, lack of phy51cal exerase, dla'betes, and decreas,ed desne

_- -Culture Related D:ag nostlo lssues | VAN
: Complamts of erectile disorder have been found to vary across countrles Itis unclear o
- what extent these differences represent differences in cultural expecta’oons as opposed to
' _genume dlfferences in the frequency of erec:tﬂe faﬂure e .

e -'-'-Dtagnost:c Markers | . .
. Nocturnal penile tumescence testmg and measured erechle turg1d1ty durmg sleep can be_ g
- employed to help differentiate organic from psychogenic erectile problems on the as-
- sumption that adequate erections during rapid eye movement sleep indicate a psycholog-

- dcal etiology to the problem. A number of other diagnostic procedures may be employed .

‘depending on the clinician’s assessment of their relevance given the individual’s age, co- -
‘morbid medical problems, and clinical presentation. Doppler ultrasonography and infra-
. vascular injection of vasoactive drugs, as well as invasive diagnostic procedures such as
.'-.dynamm infusion cavernosography, can be used to assess vascular integrity. Pudendal - -

o nerve conduction studies, including somatosensory evoked potentials, can be employed
- . when a peripheral neuropathy is suspected. In men also complaining of decreased sexual -

. desire, serum bioavailable or free testosterone is frequently assessed to determine if the
- difficulty is secondary to endocrinological factors, Thyroid function may also be assessed.
- Determination of fasting serum glucose is useful to screen for the presence of diabetes mel-
- litus. The assessment of serwum lipids is important, as erectile dxsorder in men 40 years and

E _older is predxctwe of the future nsk of coronary artery dlseabe

.'._'-Functmnal COnsequences of Erectile Dlsorder

- Frectile disorder can interfere with fertlhty and produce both mdw1dua1 and m’cerperSOnal
. distress. Fear and/or avoidarnce of sexual encounters may mterfere wzth the abxhty to de-
_ _veic)p mtlmate relatlonshlps R : N L ¥

| __leferentlal Dlagn03|s

“Nonsexual mental disorders, Ma]or depre551Ve d1sorder and erecnle d1sorder are. closely _
“associated, and erectile disorder ‘accompanying severe depressive disorder may occur.

EAR Normai erectlle funct;on The d]fferentlal shouid mclude CORSIdEI‘a’CIOI‘i of normal erec- g

S __3t11e functlon in men w1th excesswe expoctanons
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. Substance/medication use. Another major differential diagnosis is whether the erectile
problem is secondary to substance/medication use. An onset that coincides with the be-
ginning of substance/medication use and that dissipates with discontinuation of the sub-
. stance/miedication or dose reduct;on is suggestwe of a substance / med1cat10n~mduced :
- sexual dysfunction, : : : '

. Another medical condition. The most difficult aspect of the differential diagnosis of erec-
 tile disorder is ruling out erectile problems that are fully explained by medical factors. Such
- cases would not receive a diagnosis of a mental disorder. The distinction between erectile
disorder as a mental disorder and erectile dysfunction as the result of another medical con-
-~ dition is usually unclear, and many cases will have complex, interactive biological and psy- -
~ chiatric etiologies. If the individual is older than 40-50 years and/or has concomitant
medical problems, the differential diagnosis should include medical etiologies, especially
vascular disease. The presence of an organic disease known to cause erectile problems does -
not confirm a causal relationship. For example, a man with diabetes mellitus can develop
erectile disorder in response to psychological siress. In general, erectile dysfunction due to
organic factors is generalized and gradual in onset. An exception would be erectile problems-
after traumatic injury to the nervous innervation of the genital organs (e.g., spinal cord injury). -
Erectile problems that are situational and inconsistent and that have an acute onset after a
- stressful life event are most often due to psychological events. An age o{ less than 40 yems is
- “also suggestive of a psychological etiology to the difficulty. - - : :

| Other sexual dysfunctions. Erectile disorder may coexist Wlth premature (early) ej acu—_ :
la’aon and male hypoactwe sexual des:re d1sorder : :

-Comorbldlty - | | .

Erectile disorder can be comorbzd with other sexual diagnoses, such as prematul e (early)
“ejaculation and male hypoactive sexual desire disorder, as well as with anxiety and de-

pressive disorders. Erectile disorder is common in men with lower urinary tract syraptoms

related to prostatic hypertrophy. Erectile disordex may be comorbid with dyslipidemia, car- -
-diovascular disease, hypogonadism, multiple sclerosis, diabetes mellitus, and other diseases
 that interfere with the vascular, neumloglcal or endocrine function necessary for normal
- erectile functlon L . , . _ _ :

" 'Relataonshlp to | nternatlonal CIassmcatlon of Dlseases :
N _Erecﬁle respense is coded as faﬂure of gemtal response in ICD—lO (FZ 2) L S

SR Female Orgasmlc Dasorder-'
"D!agnostlo Criteria EEERE 302 73 {F52, 31)':'

_ A Presence of either of the followmg symptoms and expenenced on almost all or ali (ap~ |
. proximately 75%-100%) occasions of sexua! act:vuty (|n identlfied situatlonai contexts
_-or, if generalized, in all contexts): : S . . ST

| _’.1 ‘Marked delay i in, marked mfrequency of, or absence of orgasm..
- 2, Markedly reduced intensity of orgasmic sensations,

B. The symptoms in Cntarfon A have persxsted for a minlmum duratlon of approxumately .

- 6 months. :

C. The symptoms in Cnter;on A cause cllmcaiiy szgmflcant dlstress in the mdiv:duai

- D. The sexual dysfunction is not better explained by a nonsexual mental disorder or' asa
- consequence of severe relationship distress {e.g., partner violence} or other significant




Stressore and is not attnbutable to the effects of a Substanoefmedrcatlon or another
- medical cond;tlon - . o i : L
o Spec:fy whether: | : : o :
- Lifelong: The drsturbance has been present since the mdrwdual became sexuaily actrve

Acquired: The dlsturbance began after a perrod of reia’rzve[y normal sexual funct:on

' Specrfy whether: . - :

.. Generalized: Not limited to certam types of stimulation, eltuatlons, or partners

_ Sltuatzonal Oniy oceurs with certain iypee of etlmulaﬂon srtuatlons, or partners

_ Never eXperlenced an orgasm under any srtuatlon

' 'Speczfy current severity: : : . o

“Mild: Evrdence of mild distress over the. symptoms in Criterion A

“Moderate: Evidence of moderate distress over the symptoms in Criterion A.
Severe Evrdence of severe or extreme dletrees over the symptoms in Crlteﬂon A.

[

: Dlagnostm Features | BT AR
“Female orgasmic disorder is characterlzed by dlfflculty experzencmg orgasm and/ or _
- markedly reduced intensity of orgasmic sensations (Criterion A). Women show wide vari-
-ability in the type or intensity of stimulation that elicits orgasm. Similarly, subjective descrip-
©tions of orgasm are extremely varied, suggestmg that it is experienced in very different =
. ways, both across women and on different occasions by the same woman. For a diagnosis
. of female orgasmic disorder, symptoms must be experienced on almost all or all {(approx-.
- imately 75%-100%) occasions of sexual act1v1ty (in identified situational contexts or, if
generalized, in all contexts) and have a minimum duration of approximately 6 months. -
" The use of the minimum severity and duration criteria is intended to distinguish transient
orgasm difficulties from more persistent oxgasmic dysfunction. The inclusion of “approx-
imately” in Criterion B allows.for clinician judgment in cases in whzch symptom duratlon 3
“does not meet the recommended 6-month threshold. ©  ~ . o
~ Forawoman to have a diagnosis of female orgasrmc chsorder, cinucally 51gmf1cant chs~ -
'-"_tress must accompany the symptoms (Criterion C). In many cases of orgasm problems, the

" causes are multifactorial or cannot be determined. If female orgasmic disorder is deemed |

‘to be better explained by another mental disorder, the effects of a substance /medication, .
- or a medical condition, then a diagnosis of female orgasmic disorder would not be made, - -
Finally, if interpersonal or significant contextual factors, such as severe relationship dis- -
tress, intimate partner violence, or other significant stressore are present then a dlagnoms '
‘of female orgasmic disorder would not be made, : :

~Many women require clitoral stimulation to reach orgasm, and a relatlvely small pro—
“portion of women repozt that they always experience orgasm during penile-vaginal inter-

- course. Thus, a woman'’s experiencing orgasm through clitoral stimulation butnot durmg b

intercourse does not meet criteria for a clinical diagnosis of female orgasmic disorder; Itis
. also important to consider whether orgasmic difficulties are the result of 1nadequate sex- .
- ual stimulation; in these cases, there may still be a need for care, buta d1agnos1s of female '
_orgasmlc dlsorder wouid not be made. - D A '

_Assoctated Features Supportmg Dlagnoms
Associations between spec:ﬁc patterns of personality traits or psychopathology and orgas—

. mic dyefunctlon have generally not been supported. Compared with women without the * .

disorder, some women with female orgasmic disorder may have greater difficulty com-

“municating about sexual issues. Overall sexual satisfaction, however, is not strongly cor- .

related wzth orgasmlc experlence Many women report hlgh levels of sexual satxsfactmn
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:desplte rarely or never expermncmg orgasm Orgasmlc dlfﬁcultzes in women often cos
- oceur with problems related to sexual interest and arousal. - S : o
- Inaddition to the subtypes “lifelong/acquired” and * generahzed / Sltuatlonal o thc fol~ 3
_Iowmg five factors must be considered during assessment and diagnosis of female orgas: .
‘mic disorder given that they may be relevant to etiology and /or treatmenti: 1) partner
factors (e.g., partner ‘s sexual problems, partner’s health status); 2) relationship factors
{e.g., poor communication, discrepancies in desire for sexual activity); 3) individual vul- *
“nerability factors (e.g., poor body image, history of sexual or emotional abuse), psychiatric -
“comorbidity (e.g., depression, anxiety), or stressors (e.g., job loss, bereavement); (4) cul-
“tural/religious factors (e.g., inhibitions related to prohibitions against sexual activity;. -
~attitudes toward sexuality); and 5) medical factors relevant to prognosis, course, or {reat- -
‘ment. Each of these factors may contribute d1fferently to the presentmg symptoms of d1f~ _'
--ferent women. Wlf:h th1s disorder ' o : G

':Prevalence . . A R
“Reported prevaience rates for female orgasn:uc problems in women vary wxdely, from 10%
10 42%, depending on multiple factors (e.g., age, culture, duration, and severity of symp-
“toms); however, these estimates do not take into account the presence of distress. Only a
_proportion of women experiencing orgasm difficulties alsc report associated distress. -
‘Variation in how symptoms are assessed (e.g., the duration of symptoms and the recall pe- .~
 riod) also influence prevalence rates Approx1mate1y 10% of women do not expenence or-
' gasm throughout thelr 11fet1me BT : : : f

_'Development and Gourse | SN 5 s
By definition, llfelong female orgasmic dlsorder mdmates that the orgasm1c dlfflculues have o
-always been present, whereas the acquired subtype would be assigned if the woman'’s or-
jgasmlc difficulties developed after a period of normal orgasmic functioning. - e
" A woman’s first experience of orgasm can occur any time from the prepubertal perlod :
: to well into adulthood. Women show a more variable pattern in age at first orgasm than do -
men, and women’s reports of having expenenced orgasm increase with age. Many women
learn to experience orgasm as they experience a wide variety of stimulation and acquire
‘more knowledge about thelr bodies. Women's rates of orgasm consistency (defined as
“usually or always” experiencing orgasm) are hlgher durmg masturbauon than durmg'_
'sexual achwty W1th a partner : . L :

'Rlsk and Prognostlc Factors

_Temperamental A wide range of psychologlcal factors, such as anxzety and concerns _
about pregnancy, can potentlally interfere with.a woman's ablhty to experience orgasm,

Environmental. “There is a strong association between relatmnshlp problems, physmal _
health, and mental health and orgasm difficulties in women. Sociocultural factors (e.g., -
_-gender role expectations and religious norms) are also 1mportant mﬂuences on the expe-
rience of orgasmic difficulties. : : S .

;Genet:c and physnoioglcai Many physwloglcal factors may mﬂuence a woman'’s expe— -
rience of orgasm, including medical conditions and medications. Conditions such as mul- -
tiple sclerosis, pelvic nerve damage from radical hysterectomy, and spinal cord injury can
all influence orgasmic funcnonmg in women, Selective serotonin reuptake inhibitors are .-
known to delay or inhibit orgasm in women. Women with vulvovaginal atrophy(charac-
terized by symptoms such as Vagmal dryness, itching, and pain) are significantly more -
likely to report orgasm difficulties than are women without this condition. Menopausal o
status is not consistently associated with the likelihood of orgasm difficulties. There may
be a 51gn1f1cant genetic contn‘outmn to varmtlon n female Orgasmic functmn However, .



- psychologmal socmculiural and phymologlcal de‘lOI‘b hkely mteracl in complex Ways io_
_influence women's expenence of orgasm and of orgasm dlffxculnes .

. '::':Culture-Related Dlagnost:c Issues

" The degree to which lack of orgasm in women is regarded as a. problem that requlres tre.at-
-ment may vary depending on cultural context. In addition, women differ in how important

- orgasm is to their sexual satisfaction. There may be marked sociocultural and generational

- differences in women's orgasmic ability. For example, the prevalence of inability to reachor-
o ogasm. has ranged from 17 7% (m Northem EuroPe) to 2.2% (m boutheast Asm) -

| '-'Dlagnostlc Markers | | RN
-Although measurable phy51olog1cal changes occur durmg female orgasm, mcludmg :

- changes in hormones, pelvic floor musculature, and brain activation, there is mgmﬁcant

- varjability in these indicators of orgasm across women. In clinical 51tuat10ns, ’che dia gnosas

o of female orgasxmc dlsorder is based on a woman’s self~report

Functlonal COnsequences of Female Orgasmlc 9150"‘39"

" The functional consequences of female orgasmic disorder are unclear, Although thereisa

- strong association between relationship problems and orgasmic difficulties in women, itis -
- “unclear whether relationship factors are IlSk factors for orgasrmc dlfflcultles or are conse-

o __quences of thcse difficulties. o

S D|fferent|al Daagnos:s

_ "._-_'--jNonsexua! mental dlsorders Nonsexual mental dxsorders, such as ma]or depresswe
- disorder, which is characterized by markedly diminished interest or pleasure inal}, oral- -

- most all, activities, may explain female orgasmic disorder, If the orgasmic difficulties are
. better explained by another mental dlsorder, then a dmgnos:s of female orgasxmc dlsorder '

.:'.would not be made. -

: Substance/medicatlon-—mduced sexual dysfunctlon Substance / medlcanon use may _

L explain the orgasmic dlfflcuines

_._Another medlca! conditlon Af the dxsorder is due to another med1cal condltlon (e g "
_multiple sclerosis, stal cord m]ury), thena diagnosm of female orgasmlc disorder Would
~notbe made . _ : _ - _ _
' -lnterpersonal factors If mterpersonal or 51gn1f1cant contextual factors, such as severe
relationship distress, intimate pariner violence, or other significant stressors, are associ-
ated with the ozgasnuc dxfﬂculﬂes, then a d1agn091s of female orgasmlc dzsorder would

. not be made.

Other sexual dysfunct!ons Femle orgasxxuc dasorder may oceurin assomatnon W1th other
 sexual dysfunctions (e.g., ferale sexual interest/arousal disorder). The presence of another -
- sexual dysfunction does not rule outa diagnosis of female orgasmic disorder. Occasional or-
- gasmic difficulties that are short-term or infrequent and are not accompanied by ¢linically sig-
- nificant distress or impairment are not diagnosed as female orgasmic disorder. A diagnosis i is
- alsonot appropnate if the problems are the result of madequate sexual stlmulanon '

= Comorbldlty i _ | SR |
- Women with female orgasmic disorder may | have co- (Jccurrmg sexual mterest/ arousal
- difficulties, Women with diagnoses of other nonsexual mental disorders, such as major de- B
- pressive disorder, may experience lower sexual inferest / arousal and th1s may mdxrectly____‘-
o “increase the l1kehhood of orgasmlc dlfflcultles : S SR
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Female Sexual Interest/Arousal Drsorder
?D[agnostlc Criteria -~ 30272 (r:eeea}

A, Lack of or szgnn‘rcanﬂy reduced sexual Jnterest/arousal as mamfested by at least
- three of the following:. : : .

. Absent/reduced interest In sexual activity.
2. Absent/reduced sexual/erotic thoughts or fantasres : Lo
“. 8. Nofreduced initiation of eexual activrty, and typlcaily unreceptrve te a partner s at—
£ tempts fo Initiate.
4. Absentreduced sexual excnement/pleasure durmg sexual actlv:ty in almost all or
o all (approximately 75%—100%) eexual enceunters (rn 1dentrfned sriuatsonaf contexts
. or, if generalized, in all contexts). ' e
1 B, Absentreduced sexual mterest/erousa! in response to any rntemal or external sex-
-+ uallerotic cues (e.g., written, verbal, visual). - '
- 6. Absent/reduced genital or nongenital sensations during sexuai actuvﬂy in atmest ali
~or all (approximately 76%-100%) sexual encounters (rn ldentrfled srtua’uonal con-
~texts or, if generalized, in ali contexis), ' . . : o

- B. The symptoms in Crrterron A have pers:sted for a m:mmum durat:on of approxrmately
- B6months, o
~C. The symptoms in Cnterron A cause c]rn:cal!y srgnn‘lcant drstress in the rndlvrdual
© D. The sexual dysfunction is not better explained by a nonsexual mental disorder or asa
. consequence of severs relationship distress (e.g., partner violence) or other significant
- stressors and is not attrrbutable to tthe effecte of a substance/medlcatron or another_
medrcal condrtron : s i : : - :

'__Specrfy whether R SRR SR :
Lifelong: The drsturbance has been present smce the mdrvzdua! became sexuaily
- active.
- Acquired: The drsturbance began after a penod of relatlveiy nermai sexual functuon
':'Speorfywhether TR TP T : o TR
-+ Generalized; Not I;mlted to certam types of stlmufation srtuatrons or pertnere
" SHuational: Oniy oceurs wrth certam types of stnmuiat:on srtuatrons, or. partners

_'Specrfy current severity: : '

-+ Mild: Evidence of mild distress over the eymptems in Critenon A
~Moderate: tvidence of moderate distress over the symptome in Crrteruon A -
Severe Evrdence of Severe or extreme_ distress over the symptoms in Criterion A.

-Dlagnost:c Features

In assessing female sexual interest/ arousai dlaorder, mterpersonal context must be takcn :
into account. A “desire discrepancy,” in which a woman has lower desire for sexual activ- -
ity than her partner, is not sufficient to diagnose female sexual interest/arousal disorder.
In order for the criteria for the disorder to be met, there must be absence or reduced fre-

" quency or intensity of at least three of six indicators (Criterion A) for a minimum duration

“of approximately 6 months (Criterion B). There may be different symptom profiles across

- women, as well as variability in how sexual interest and arousal are expressed. For exam-~.
ple, in one woman, sexual interest/ arousal disorder may be expressed as a lack of interest
in sexual activity, an absence of erotic or sexual thoughts, and reluctance to initiate sexual
activity and respond to a partner’s sexual invitations. In another woman, an inability to be-
‘come sexudlly excited, to reeppnd to sexual stlmuh w1th eexual desue and a corresPond—_



:434_: T - ‘Sexual Dysfunction:

~ing lack of signs of physical sexual arousal may be the primary features. Because sexual -
- desire and arousal frequently coexist and are elicited in response to adequate sexual cues,
. the criteria for female sexual interest/arousal disorder take into.account that difficulties in - -
—desire and arpusal ofien simultaneousiy characterize the complaints of women with thiy -
- disorder. Short-term changes in sexual interest or arousal are common and may be adaptive -
. responses to events in a woman’s life and do not represent a sexual dysfunction. Diagnosis -
~ of female sexual interest/arousal disorder requires a minimum duration of symptoms of
- approximately 6 months as a reflection that the symptoms must be a persistent problem,
- 'The estimation of persistence may be determined by clinical judgment when aduration oi '
. 6 months cannot be ascertained precisely. :
There may be absent or reduced frequency or intensity of interest in sexual achwty (Criic«
. rion Al), which was previously termed hypoactive sexual desire disorder. The frequency or inten-
. sity of sexual and erotic thoughts or fantasies may be absent or reduced (Criterion A2). The
- expression of fantasies varies widely across women and may include memories of past sexual

o experiences, The normative decline in sexual thoughts with age should be taken into account

~ when this criterion is being assessed. Absence or reduced frequency of initiating sexual activ-
ity and of receptivity to a partner’s sexual invitations {Criterion A3) is a behaviorally focused
~criterion. A couple’s beliefs and preferences for sexual initiation patterns are highly relevant to
. the assessment of this criterion. There may be absent or reduced sexual excitement or pleasure
_ during sexual activity in almost all or all (approximately 75%~100%) sexual encounters (Cri-
~ terion A4). Lack of pleasure is a common presenting clinical complaint in women withlow de- .
sire, Among women who report low sexual desire, there are fewer sexual or erotic cues that
elicit sexual interest or arousal (i.e., there is a lack of “responsive desire”). Assessment of the
“adequacy of sexual stirnuli will assist in determining if there is a difficulty with responsive sex-
~ual desire (Criterion A5). Frequency or intensity of genital or nongenital sensations during sex-.
ual activity may be reduced or absent (Criterion A6). This may include reduced vaginal .
- lubrication/vasocongestion, but because physiological measures of genital sexual response do
- not differentiate women who report sexual arousal concerns from those who do not, the self~ -
- report of reduced or absent genital or nongenital sensations is sufficient. - §
_ For a diagnosis of female sexual interest/arousal disorder to be made, clinically signif-
_icant distress must accompany the symptoms in Criterion A. Distress may be experienced
as a result of the lack of sexual interest/arousal or as a resulf of significant interference in
_ awoman'slife and well-being, If a lifelong lack of sexual desire is better explained by one’s
- self-identification as “asexual,” then a dlagnosm of female sexual mterest/ arousal d150r~ .
- der would not be made : - '

_- Assoclated Features Supportmg Dmgnos:s

- Female sexual interest/arousal disorder is frequently assoctated with problems in expert- -
encing orgasm, pain experienced during sexual activity, infrequent sexual activity, and
~ - couple-level discrepancies in desire. Relationship difficulties and mood disorders are also .
~ frequently associated features of female sexual interest/arousal disorder, Unrealistic ex-
- pectations and norms regarding the “appropriate” level of sexual interest orarousal, along
~ with poor sexual techniques and lack of information about sexuahty, may also be evident
. in women diagnosed with female sexual interest/arousal disorder, The latter, as Well as

-+ normative beliefs about gender roles, are important factors to consider. - ¢

- Inaddition to the subtypes “lifelong/ acquired” and “generalized/ sxtuatlonal ” the follow-

" ing five factors must be considered during assessment and diagnosis of fermnale sexual intezest/ . -
- arousal disorder given that they may be relevant to etiology and/or treatment: 1) partner fac-

~ tors (e.g., partner’s sexual problems, partner’s health status); 2) relationship factors (e.g., poor
- communication, discrepancies in desire for sexual activity); 3) individual vulnerability factors -

- {e.g., poor body image, history of sexual or emotional abuse), psychiatric comorbidity (e.g.; de- .

© . pression, anxiely), or stressors (¢.g., job loss, bereavement); 4) cultural /religious factors (e.g.,

mhlbmons related to proh1b1t1ons agamst sexual act1v1ty, attltudes toward sexuahty) and -
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' medxa] faci:ors relevmt to prognoms, course, or tleatment Note that each of these fclLfOl‘b
y contrlbute dlfferently 10 the presentmg sympioms oI dlfferent wotnen wﬁh f.hlS dxsorder :

Jrevalence RIS S TER I .
he prevalence of female sexual mtewst/ arouc;al dlsorder, as defmed in thlS manual is -
nknown. The prevalence of low sexual desire and of problems with sexual aronsal {with -
nd without associated dlstress) as defined by DSM-1V or ICD-10, may vary markedly in
lation to age, cultural setting, _dmatlon of symptoms, and presence of distress. Regard-
g duration of symptoms, there are striking differences in prevalence estimates between -
rort-term and pers:stent problems related to lack of sexual interest. When distress about .
xual functlomng is required, prevalence estimates are markedly lower. Some older .
omen report less distress about low sexuai de51re than younger Women, although sexual
’des:tre may decrease th age. SR L B .

__ evelopment and Course . S - -
By definition, hfelong female sexual mterest/ arousal dlsorder sugges’cs ’Lhat the lac;k of
- sexual interest or arousal has been present for the woman’s entire sexual life. For Criteria -
' A3, A4, and A6, which assess functioning during sexual activity, a subtype of lifelong -
would mean presence of symptoms since the individual’s first sexual experiences, The ac- -
‘quired subtype would be assigned if the difficulties with sexual interest or arousal de- -
-veloped after a period of nonproblematic sexual functzonmg Adaptlve and normative
changes in sexuaI functmnmg may result from partner-related, interpersonal, or personal -
‘events and may be transient in nature. However, persistence of symptoms for appI‘DXI- '
'-mately 6 months or more would constitute a sexual dysfunction. B
-~ There are normative changes in sexual interest and arousal across the hfe span Fur~ :
;thermore, women in relationships of longer duration are more likely to repozt engaging in :
sex despite no.obvious feelings of sexual desire at the outset of a sexual encounter com- -
pared with women in shorter—duratmn relatzonshlps Vagmal dryness in older women is

_ related to age and menopausal status = = : - S

;RlSk and Prognostlc Factors

-;Tempemmental Tempelamental factors mcl{ude negatlve cogmtlons and athtudes about .
sexuality and past history of mental disorders. Differences in propensity for sexual excntatl.on :
and sexual m}ubmon may also predlct the likelihood of developing sexual pwblems

-.Enwronmental Enwronmental factors mclude relatmnslup d:fflcultles partnex sexual
functioning, and developmental hiStOl‘Y, suc:h as early relatlonslups wﬂh caregwers and .
childhood stressors. . S : n i e

Genetic and physnolog:cal Some medlc:al condxtlons (e g dzabetes melhtus, thyrmd_ :
dysfunction) can be risk factors for female sexual interest/arousal disorder. There appears
to be a strong influence of genetm factors on vulnerability to sexual problems in wormen.

Psychophysiological research using vaginal photoplethysmography has not found dlffer—.:_ f
ences be{:ween womern, w1th and Wlthout percelved 1ack of gemtai arousal R

Culture—Related Dlagnostlc lssues

Thereis marked varzablhty in prevalence rates of low de51re across cultures Lower rates of

sexual des1re may be more common among East Asian women compared with Euro-
Canadian women. Although the lower levels of sexual desire and arousal found in men
and women from East Asian countries compared with Euro-American grotups may reflect
less interest in sex in those cultures, the possibility remains that such group differences are. -
an artlfact of the measures used 10 quantlfy des:re A jud gment about whether iow sexual .
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~ desire reported by a woman from a certain ethnocultural group meets criteria for female
sexual interest/arousal disorder must take into account the fact that dlfferent cultures may '
_ pathologxze some behawors and not othcrs o :

: Gender—Related Dlagnostlc lssues -

: By definition, the dxagnosxs of female sexual interest/arousal disorder is only given to .
- -women, Distressing difficulties with sexual desire in men would be cons;tdered under
' male hypoactlve sexual desire dlsorder -

_' Functmnal COnsequences of

Female Sexual Interest/Arousal D:sorder |
- Difficulties in sexual interest/ arousal are often assoc:iated W1th decreased relahonbl’up sat— -
' 1sfact10n _ - A : : '

: leferent:al Dmgnosns

"Nonsexuaf mental disorders. N onsexual mental dlsorders, such as ma]or depresswe
- disorder, in which there is “markedly dlmmlshed interest or pleasure in all, or almost all,
- activities most of the day, nearly every day,” may explain the lack of sexual interest/ -

~arousal. If the lack of interest or arousal is completely attributable to another mental dis-
- order, then a dzagnosxs of femdle sexual mterest/ arousal dlsorder would not be made. -

-Substance/medrcatlon use Substance or’ medu:atxon use may expiam the lack of mter-'

.‘-est/ arousal

~*Another medlcal cond:t:on If the sexual symptoms are, consxdered to be aimost echu- :
~ sively associated with the effects of another medical condition (e.g., diabetes mellitus, en-

- dothelial disease, thyroid dysfunction, central nervous system dlsease), then a dlagnoszs _
: 'of female sexual interest/arousal dlsorder would not be made, :

- lnterpersonai factors. - If mterpersonal or sxgmﬁcant contextual fac’cors, such as severe
 relationship distress, intimate partner violence, or other significant stressors, explain the
' sexual inferest/arousal &.ymptoms, thena dlagn031s of fEmale Sexual mterest/ arousal dis-. .

i order would not be made

Other sexual dysfunctions. - The presence of another sexual dysfunchon dces not rule

-~ out adiagnosis of female sexual interest/arousal disorder. It is common for women to ex-

.- perience more than one sexual dysfunction. For example, the presence of chronic genital

- pain may lead to a lack of desire for the (painful) sexnal activity. Lack of interest and - .
~ arousal during sexual activity may impair orgasmic ability. For some Wornen, aIl aspeds _'

- of the sexual response may be unsatlsfymg and distressing, : O

o '-lnadequate or absent sexual stimuli. When d1fferent1a1 dlagnoses are bemg cmsxdered '

© itis important to assess the adequacy of sexual stimuli ‘within the woman's sexual experi~.

"ence. In cases where inadequate or absent sexual stimuli are contributing to the clinical pic-
“ture, there may be evidence for clinical care, but a sexual dysfunction diagnosis would not
be made. Similarly, transient and adaptive alterations in sexual functioning that are second-

carytoa mgmf;ca.nt hfe or personal event must be cons1dered in the dlfferen’nai d:agnosw -

8 fCOmorbidlty

" Comorbidity between sexual mterest/ arousal problems and other sexual d1ff1cu1t1eb is o
~extremely common. Sexual distress and dissatisfaction with sex life are also highly cor- -
related in women with low sexual desire. Distressing low desire is associated with depres- -
sion, thyroid problems, anxiety, urinary incontinence, and other medical factors. Arthritis
and 1nﬂammatory ot 1rr1table bowel dlsease are also assocxafed w1th sexual arousal prob-_":
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lems. Low desire appoars o be Comorbld with depression, sexual and physxcal abus(, in
1dulthood global mental functwnmg, and use of alcohol

Gemto Pelwc Pam/Penetratlon Dlsorder
DJaQﬁOStIC Criteria T - 302.76 tssz 6)

Permstent or recurrent dlfticultles w1th one {or mors) of the followmg

1. Vagma! penetrat:on during intercourse,

2. Marked vulvovaginal or pelvic pain during vaginal mtercourse or psnetration attempts

3. Marked fear or anxiety about vulvovaginal or pe!wc pafn in antuc;patron of during,
© oras a result of vaginal penetration.

- 4. -Marked tensing or ttghtemng of the pei\nc f!oor muscles during attempted vag:nal
: penetratlon . : . _

. The symptoms in Cntsnon A have persnsted for a mm:mum durat:on ot apprommately -

© 6 months, .

. The symptoms in Cntsrron A cause ci:mcally sagnn‘ucant dnstress in the mdwfduat

.. The sexual dysfunction is not better explained by a nonsexual mental disorderorasa

- consequence .of a severe relationship distress (e.g., partner violence} or other signifi- -

- cant stressors and is not attrtbutable to the effects of a substance/medtcat:on or an-
other medical condition. S : o

| Specify whether ' = ;
Lifelong: The disturbance has been prssent since the mdtvadual became ssxually act;ve :
Acquired; The disturbance ‘began after a psnod of reiatlveiy normai sexual functton

-Specify current severlty _
Mild: Evidence of mild distress over the symptoms in Crfterion A.
Moderate: Evidence of moderate distress over the symptoms in Criterion A
Severe, Ev;dence of severe or extrems distress over the symptoms in Cnterlon A,

| Dlagnostlc Features

Genito-pelvic pain / penetration dtsorder refers to four commonly comorbxd symptom d1~
~mensions: 1) difficulty having intercourse, 2) genito-pelvic pain, 3) fear of pain or vaginal -
penetration, and 4) tension of the pelvic floor muscles (Criterion A). Because major diffi~
- culty in any one of these symptom dimensions is often sufficient to cause clinically sig-
. nificant distress, a diagnosis can be made on the basis of marked difficulty in only one
~-symptom dimension. However, all four symptom dimensions should be assessed evenifa
. dlagnosxs can be made on the basis of only one symptom dimension. :
- Marked difficulty having vaginal intercourse/penctration (Criterion Al) can vary from a totalin-
- ability to experience vaginal penetration in any situation (e.g., intercourse, gynecological ex-
arninations, tampon insertion) to the ability to easily experience penetration in one situation
. and but not in another. Although the most common clinical situation is when a woman is un- .
- able to experience intercourse or penetration with a partner, difficulties in undergoing re-
- quired gynecological examinations may also be present. Marked vulvovaginal or pelfvic pain -
- during vaginal intercourse or penetration attempis (Criterion A2) refers to pain occurring in differ- -
_ent locations in the genito-pelvic area. Location of pain as well as intensity should be assessed. -
‘Typically, pain can be characterized as superficial (vulvovaginal or occurring during penetra-. -
tion) or deep (pelvic; i.e, not felt until deeper penetration). The intensity of the pain is often not
“linearly related to distress or interference with sexual intercourse or other sexual activities,
Some genito-pelvic pain only occurs when provoked (ie., by infercourse or mechanical stim- -



- ulation); other genito-pelvic painmay be sp.ontaneous as well as provoked. Genito-pelvic pain
- -can also be usefully characterized qualitatively (e.g., “burning,” “cutting,” “shooting,” “throb-
~ bing”). The pain may persist for a period after intercourse is completed and may also occur -

S during urination. Typically, the pain expenenced durmg sexual mtercourse canbe reproduced

Fy durmg a gynecological examination.
ot Marked fear or anxiety about vulvovaginal or pelvzc pain ezther in aﬁtzcr.patzon of or dw ing, or
© as a result of vaginal penetmtzon (Criterion A3) is commonly reported by women who have -

: - regularly experienced pain during sexual intercourse. This “normal” reaction may lead to

- .avoidance of sexual/intimate situations. In other cases, this marked fear does not appear
1o be closely related to the experience of pain but nonetheless leadls to avoidance of inter-

. course and vaginal penetration situations. Some have described this as similar to a phobic
- reaction except that the phobic object may be vaginal penetration or the fear of pain, *

Marked tensing or tightening of the pelvic floor muscles during attempted vaginal penetration
- (Criterion A4} can vary from reflexive-like spasm of the pelvic floor in response to at- .
“tempted vaginal entry to “normal/voluntary” muscle guarding in response to the antici- -
‘pated or the repeated experience of pain or to fear or anxiety, In the case of “normal/ -
- guarding” reactions, penetration may be possible under circumstances of relaxation, The
- characterization and assessment of pelvic floor dysfunction is often best undertaken by a -
' specrahst gynecologlst or by a pelvm floor physzcai theraplsi : '

Assoclated Features Supportmg Dlagnosm

- .'Gemto-pelvm pain/penetration disorder is frequently associated with other sexual dysfunc— '
tions, particularly reduced sexual desire and interest (female sexual interest/arousal disor-
- der). Sometimes desire and interest are preserved in sexual situations that are not painful or -
- donot require penetration, Even when individuals with genito-pelvic pain/penetration dis-.
“order report sexual interest/motivation, there is often behavioral avoidance of sexual situ-

~ations and opportunities. Avoidance of gynecological examinations despite medical

~ recommendations is also frequent. The pattern of avoidance is similar to that seen in phobic
disorders, It is common for women who have not succeeded in having sexual intercourse to
- . come for treatment only when they wish to conceive. Many women with genito-pelvic pain/ -
. penetration disorder will experience associated relationship /marital problems; they also of~ '

B ten report: that the symptoms significantly diminish their feelings of femininity.

_-In addition to the subtype “lifelong/acquired,” five factors should be cons1dered dur~ .
ing assessment and diagnosis of genito-pelvic pain/penetration disorder because they

o ‘may.be relevant to etiology and /or treatment: 1) partner factors (e.g., pariner’s sexual

E '-problems, partner s health status); 2) relanonsl"up factors (e.g., poor communication, dis-

e crepancies in desire for sexual activity); 3) individual vulnerability factors {e.g., poorbody .

- image, history of sexual or emotional abuse), psychiatric comorbidity (e.g., depression,
- anxiety), or stressors (e.g., job loss, bereavement); 4) cultural/religious factors {e.g., inhi-

. “bitions related to prohibitions agamst sexual activity; attitudes toward sexuahfy), and

. 5) medical factors relevant to prognosis, course, or treatment. Each of these factors may -

L contnbute differently to the presenting symptoms of different women with this disorder,

- There are no valid physiological measures of any of the component symptom dimen-

. sions of genito-pelvic pain/penetration disorder, Validated psychometric inventories may

- be used to formally assess the pam and anx1ety components related to gemto-pelv.tc pam / g

- -penetratmn d1sorder

'Prevalence

* The prevalence of gemto-peivm pam/ penetratlon d1sorder is unknown However, approx~ =
-~ imately 15% of women in North America report recurrent pain during intercourse. Diffi-

culties having intercourse appear to be a frequent 1eferra1 to sexual dysfunchon clinics and '

to sPecmhst cluumans
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Development and Course

The development and course of gemto-pelwc pam/ penetranon diSOI der is u:nclear Because
women generally do not seek treatment until they experience problems in sexual functioning, -
t can, in general, be difficult to characterize genito- pelvic pain/peneiration disorder as life- .
ong (primary) or acquiired (secondary) Although women typically come to clinical atten-
ion after the initiation of sexual activity, there are.often earlier clinical signs. For example, -

lifficulty with or the avoidance of use of tampons is an important predictor of later problems. -
Difficulties with vaginal penetration (inability or fear or pain) may not be obvious until sex- -
_al intercourse is attempted Even once intercowrse is attempted, the frequency of attempts
may not be significant or regular. In cases where it is difficult to establish whether symptom-
tology is lifelong or acquired, it is useful to determine the presence of any consistent period -
f successful pain-, fear-, and tension-free intercourse. If the experience of such a period can
¢ be established, then genito-pelvic pain/penetration disorder can be characterized as ac-
. quired. Once symptomatology is well established for a period of approximately 6 months,
- the probability of spontaneous and significant symptomatic remission appears to diminish, -
. Complaints related to genito-pelvic pain peak during early adulthood and in the peri- -
: '-and postmenopausal period. Women with complaints about difficulty havmg intercourse
* appear to be primarily premenopausai There may also be an increase in gemto-pelvm :

- painurelated symptoms in the postpal tum perlod ' : . S

'.RISI( and Prognostlc Factors

: _'Envnronmental ~Sexual and/ or physmal ab use have often been c1ted as predlctors of the'__
-DSM-1V-defined sexual pain dlsorders dysPareuma and vagirusmus T}us is a matter of con-
:_'tmversy in the current llterature e :'_ SR _ . i :

‘Genetic and physroioglcai Women eXperlencmg superflcml pam durmg sexual mter~ '
“course often report the onset of the pain after a history of vaginal infections. Even after thein-
fections have resolved and there are no known residual physical findings, the pain persists.
Pain during tampon insertion or the inability to insert tampons before any sexual contacthas .
been attempted isan nnportant nsk factor for gemto pelvm pam / penetratxon dlsorder o

"Culture-Related D:agnostlc Issues

“In the past, madequate sexual education and relxgious orfhodoxy have often been cons1d-_ .

ered to be culturally related predisposing factors to the DSM-IV diagnosis of vaginismus.

This perception appears to be confirmed by recent reports from Turkey, a primarily Mus-
lim country, indicating a strikingly high prevalence for the disorder. However, most avail- -

: able research although hmlted in scope, does not support thas notion (Lahme et a1 2010) -

Gender—Related Dlagnostlc lssues

By defzmtlon, the dlagnosm of genito-pelvic pam/ penetratmn dlsorder is only gwen to -
women. There is relatwely new research concerning urological chronic pelvic pain syn- -
drome in men, suggesting that men may experience some similar problems. The research

‘and clinical experience are not sufficiently developed yet to justify the apphcatlon of this. -
:dxagnoms to men. Other specified sexual dysfunction or unspemﬁed Sexual dysfuncnon -

‘may be d1agnosed in men appearmg to it this pattern = - .

'Functlonal Consequences of

Genito-Pelvic PamlPenetratlon Dlsorder | o
Functional difficulties in genito-pelvic pain/ penetratmn dzsorder are often assoqated
with interference in relatlonshxp satlsfactlon and somenmas Wlﬂ‘l the ablhty to concewe: o
via penile/ vagmal interepurse. S : o
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leferential Dnagnos;s

: Another medlcal condltlon In many instances, women wﬁ.h gcmto-pelwc pain/pene- - -
tration disorder will also be diagnosed with another medical condition (e, g lichen scle-
rostis, endometriosis, pelv1c mﬂammatory disease, vulvovaginal atrophy). In some cases,

" treating the medical condition may alleviate the genito-pelvic pain/penetration disorder,

- Much of the time, this is not the case. There are no reliable tools or diagnostic methods to
allow clinicians to know whether the medical condition or genito-pelvic pain/ penetration -
disorder is primary. Often, the associated medical conditions are difficult to diagnose and -
treat. For example, the increased incidence of postmenopausal pain during intercourse
may sometimes be attributable to vaginal dryness or. vulvovaginal atrophy associated with
declining estrogen levels. The relationship, however, bctwcen vulvovagmal atrophy/ dry -

. ness, estrogen, and pain is not well understood. . S

- ‘Somatic symptom and related disorders. Some women wu:h gemto~pelv1c paln/ pene-
_ tration disorder may also be diagnosable with somatic symptom disorder. Since both
genito-pelvic pain/ penetration disorder and the somatic symptom and related disorders -
- are new diagnoses, it is not yet clear whether they can be reliably differentiated. Some
. women diagnosed with gemto-pelvm pam / penefratlon dzsorder will aIso be dlagnosed

o with a specific phobia,

~ Inadequate sexual stimufi.  Iti is nnportant that the chmﬂan, in conmdermg differential d1ag~
" noses, assess the adequacy of sexual stimuli within the woman’s sexual experience. Sexual sit-
 uations in which there is inadequate foreplay or arousal may lead to difficulties in penetration, *
. pain, or avoidance. Erechle dysfunction or premature ejaculation in the male pariner may
- result in difficulties with penetration. These conditions should be carefully assessed. In some
~situations, a dlagnosm of gemto~pe1v1c pam/ penetrahon d:sorder may not be appropnate

-' _'_COmorbidlty

Comorbidity between gen1to~pelvm pain / penetratmn dlsorder and other sexual difficul-

 ties appears to be common. Comorbidity with relationship distress is also common, Thisis =
-not surprising, since in Western cultures the inability to have (pain-free) intercourse with =~
~a desived partner and the avoidance of sexual opportunities may be either a con’cnbuting .

factor to or the result of other sexual or relationship problems Because pelvic floor symp-
- toms are 1mphcated in the diagnosis of genito-pelvic pain/penetration disorder, there is - :
likely to be a higher prevalence of other disorders related to the pelvic floor or reproduc- -

tive organs (e.g., interstitial cystltls consﬁpauon, vagmal mfechon, endometriosis, irrita- - '

; __bIe bowei syndrome)

Male Hypoactive Sexual Des:re Dlsorder{* -

D!agnasticCrfterra T 302,71 (F520)

' 'A. Persastenﬂy or recurrently- defnc:ent for absent) sexua!/erotlc thoughts orfantasnes and

- desire for sexual activity. The judgment of deficiency is.made by the clinician, takmg_i U
into account factors that affect sexual fun_ctronzng, such as age and general and socio- .-+

cultural contexts of the individual's life.

| ~B. The symptoms !n Cntenon A have persasted for a minimum duratton of approxzmatery'f_ o :

© & months.
- C. The symptcms in Cntenon A cause cimfcauy stgmf;cant d stress in the mdav;duai

e . D. The sexual dysfunctlon is not better expiamed bya nonsexual mental dlsorder orasa .

- consequence of severe relationship distress or other significant stressors and is notat- - SRR

- _tnb utable to thes effects of a substance/medncat:on or another medfcal condetlon



Male Hypoactive Sexual Desire Disorder e : A

Llfelong The. disturbance has been present smce the mduwdual became sexuaily
active, _
Acquired: The dlsturbance began after a penod of relahvely normai sexual function

pecify whether: : : : :
Generalized: Not limited 1o certain types of stimulation, s:tuahons or partners
Situational: Only occurs with certaln types of stlmuiation situations, or partners

pecify current severity: - - -

" Mild: Evidence of mild distress ¢ over  the symptoms in Criterion A.

Moderate: Evidence of moderate distress over the symptoms in Criterion A.
Severe Evndence of severe or extreme dlstress over the symptoms in Crltenon A

D:agnostlc Features

hen an assessment for male hypoactwe sexual de51re d1sorder is bemg made, infer-
ersonal context must be taken into account. A “desire discrepancy,” in which a man has
ower desire for sexua). activity than his partner, is not sufficient to diagnose male hypo-
“ active sexual desire disorder. Both low/absent desire for sex and deficient/absent sexual
 thonghts or fantasies are required for a diagnosis of the dxqorder There may be varla’czon_ '
- across men in how sexual desire is expressed. =
" Thelack of desire for sex and deficient /absent erotic thoughts or faniasws must be per-
sistent or recurrent and must occur for a minimum duration of approximately 6 months.
The inclusion of this duration criterion is meant to safeguard against making a diagnosis in
cases in which a man’s low sexual desire may represent an adaptive response to adverse -
life conditions (e.g., concern about a partner’s pregnancy when the man is considering ter-
‘minating the relationship). The introduction of “approximately” in Criterion B aflows for
clinician judgment in cases in wlnch symptom duration does not meet the recommended
6—monlh threshold . . o -

Assoclated Features Supportmg Dlagnosm

Male hypoactive sexual desire disorder is sometimes associated with erectﬂe and / or e]ac— j
ulatory concerns. For example, persistent difficulties obtaining an erection may lead aman |
to lose interest in sexual activity. Men with hypoactive sexual desire disorder often report -
that they no longer initiate sexual activity and that they are minimally receptive to a part-.

ner’s attempt to initiate. Sexual activities {e.g., masturbation or partnered sexual activity) .
may sometimes occur even in the presence of low sexual desire. Relationship-specific pref-
erences regarding patterns of sexual initiation must be taken into account when making a
diagnosis of male hypoactive sexual desire disorder. Although men are more likely o ini-
tiate sexual activity, and thus low desire may be characterized by a pattern of non-initiation,
many men may prefer to have their partner initiate sexual activity. In such situations, the
man’s lack of recep t1V1ty toa partner s lmhatxon should be consxdered when, evaluahng low --
desire. .- -

- Inaddifion to the subtypes ”11felong/ acqmred” and ”generahzed/ 51tuat10nal ” the fol~ :
'lowmg five factors must be considered during assessment and diagnosis of male hypo-
active sexual desire disorder given that they may be relevant to etiology and/or treatment; -
1) partner factors (e.g., partner’s sexual problems, pariner’s health status); 2) relationship -
factors (e.g., poor communication, discrepancies in desire for sexual activity); 3) individ-
ual vulnerability factors {e.g., poor body image, history of sexual or emotional abuse), psy- -
chiatric comorbidity (e.g., depression, anxiety), or stressors (e. g+ job loss, bereavement); |
4) cultural/religious factors (e.g., inhibitions related to prohibitions against sexual activity;
attitudes toward sexuality); and 5) medical factors relevant to prognosis, course, or treat- |
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ment. Each of these factors may contrxbulc dszerentiy to the prese-ntmg bymptoms of clif-

o ferent men Wlth this dzsorder :

. Prevalen ce

The prevalence of male hypoachve sexual desxre disorder varies dependmg on country of - E

~origin and method of assessment. Approximately 6% of younger men (ages 1824 years)
and 41% of older men (a ges 66-74 years) have problems with sexual desire. However, a
persistent lack of interest in sex, lastmg 6 n10nﬂ1s or more, affects only a stall proportmn
of men ages 16—44 (1. 8%) - :

.Development and Course

‘By definition, lifelong male hypoactwe sexual desire dlsorder mdmates that low Or 1O $ex-
ual desire has always been present, whereas the acquired sub type would be assigned if the

‘man’s low desire developed after a period of normal sexual desire. There is a requirement .

~ that low desire persist for approximately 6 months or more; thus, short-term changes in
sexual desire should not be diagnosed as male hypoactive sexual desire disorder.

. There is a normative age-related decline in sexual desire, Like women, men identify a

~ variety of triggers for their sexual desire, and they describe a wide range of reasons that

‘they choose to engage in sexual activity. Although erotic visual cues may be more potent

- elicitors of desire in younger men, the potency of sexual cues may decrease with age and

must be conSIdered when evaluatmg mien for hypoactlve sexual desire disorder. o

" Risk and Prognostic Factors

L Temperamentaf Mood and anx1ety symptoms appear to be strong predxctors of Iow de-.
sire in men. Up to half of men with a past history of psychiatric symptoms may have mod-
erate or severe loss of desire, compared with only 15% of those without such a history. A
~man’s feelings about himself, his perception of his partrier’s sexual desire toward him,

feelings of being emotionally connected, and contextual variables may all negatwe}y (as L

- well as positively) affect sexual desire.

- -Environmental. Alcohol use may | increase the occurrence oflow desire, Among gay men,
self-directed homophobia, interpersonal problems, attitudes, lack of adequate sex educa-
fion, and trauma resulting from early life experiences must be taken into account in ex- )

plammg the low desire. Social and cultural contextual factors should also be considered, .

- Genetic and physno!oglcal Endocrine d1sorders such as hyperplolactmemla signifi-- . .
cantly affect sexual desire in men. Age is a significant risk factor for low desireinmen, Ttis -~
unclear whether or not men with low desire also have abnormally low levels of testoster-
ohe; however, among hypogonadal men, low desire is common. There also may be a crit- .

“ical threshold below which testosterone will affect sexual de51re in men, and above which -

o there.is Iltt!e effect of testosterone on men’ s desne

3 cmture-Related Diagnost:c lssues

- There is marked variability in prevalence rates of low desire across cultures rangmg from . : -
12.5% in Northern European men to 28% in Southeast Asian men ages 40-80 years. Justas - . =~

" there are higher rates of low desire among East Asian subgroups of women, men of East

Asian ancestry also have higher rates of low desire. Guilt about sex may medaate thisas-

o somatmn bet'ween East Asian ethmaty and sexuaI desire in men. -

- EGender-Related Dlagnostlc Issues

- In contrast to the classification of sexual disorders in women, desire and arousal dzsorders_ R

o have been retalned as separate constructs in men. Desplte somme samxlanﬂes in the experzw. R



nce of deau‘e acmoqs men and women, and thc' I act that de51re ﬂuctuatee over ﬂme and is
ependent on contextual factors, men do report a 51gn1f1cantly hlgher mtenslty and fre- -
uency. of sexudl desn:e compar ed W1th women. o . : R

Differentlal D:agnos:s

onsexuai men‘ta! dlsorders Nonsexual mental d1801 ders such as ma;or depresswe k
isorder, which is charactemzed by “markedly diminished interest or pleasureinall, oral-
nost all, activities,” may explain the lack of sexual desire. If the lack of desire is better - -
i explained by another mental dlsorder, then a dlagnoms of maie hypoactwe sexual deaxre

+ disorder would not be made. = . REER TR : _ o o :
Substance/ medlcation use Subcstance/ medrcatlon use may explam the lack of ‘;exual .
- desire. . T DT _ . _

_ Another med lcaI cond Itlon If the low/ absent desu'e and de{mlenf:/ absent erotic thoughts -

or fantasies are better explained by the effects of another medical condition (e.g., hypogo- -

“nadism, diabetes mellitus, thyroid dysfunction, central nervous system dxsease), then a dl— o
‘agnosis of male hypoachve sexual desire disorder Would not be made. '

'fnterpersonal factors,  If interper sonal or significant. c,ontextual factors, :,uch as severe._
relationship distress or other significant stressors, are associated with the loss of desire in - -
the man, then a dlagnosm of male hypoacﬂve sexual de31re d1sorder would not be made. -

Other sexual dysfunctlons ‘The presence of another sexual dysfunction does not ruleouta . -
diagnosis of male hypoactive sexual desire disorder; there is some evidence that up to one-half
“of men with low sexual desire also have erectile difficulties, and shghtly fewer may alsohave

‘early ejaculation difficulties. If the man’s low desire is explained by se1f~1dent1f1cat10n asan
) asexual then a d1agn051s of male hypoachve sexual desn'e dgsordex is not made Lo

f 'Comorbldity S : e
‘Depression and other mental dlsorders, as well as endocrmologlcal factors, are often co— o
morbld thh male hypoactlve sexual desxre dlsorder B : S UM

e Premature (Early) Ejaculatlon‘f .
-{Dragnostsc Cntena S 302,75 (F52 4):_'_

_ A. _A perssstent or recurrent pattem of ejaculatton occumn g durmg partnered sexuai act:v- e
ity within approxrmately 1 mmute fcllowmg vaglnai penetratlon and before the lndrwd~-'. s
_-.-;_uai wishesit, - : o
" Note: A!though the dlagnoms of premature (eariy) ejacuiatlon may be apphed to mdl- e
- viduals engaged in nonvaginal sexuai actlvmes spec;fnc durat:on cr:terua have not been .
. established for these activities. : L o

B. The symptom in Cntenon A must have been present for at least 6 months and must be .
.- ‘experienced on almost all or all (approx:mate Yy 75%—100%) occaslons of sexual, actlv-_ o
o ity (in identified situational contexts or, if generalrzed in all contexts), RN
C. The symptom in Criterion A causes chn:cany s;gmﬂcant distress in the md;vndual

D. The sexual dysfunctuon is not better axplamed by a nonsexua% mental drsorder or as a

~-consequence of severe relatronshlp distress or other significant stressors. and is not at— o

'tnbutable to the effects of a substance/medrcat;on or another medlcai condltlon

Life?ong The d;sturbance has been present smce the indlwduai became sexuaiiy actave '
Acquured The dlsturbance began aﬁer a penod of relat;vely normai sexual functlon
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Spec:fy whether | SRR :
. Generalized: Not fimited to certam types of stzmulatlon SItuatlons, or partners
Situatuonal On[y oCCurs wnth certam types of st:mulation sutuaﬂons, or partners

Specn‘y current severity: = - :
- Mild: Ejaculation- occumng wﬂhfn approxnmateiy 30 seconds to 1 minute of vagmai :
- penetration. j :

. Moderate: Ejacu!atron occurring wnhsn approxlmately 15~30 seconds of vagmal pen-
. efration.

Severe: Ejaculatfon occumng pnor to sexuai act;v;ty, at the start of sexual actiwty, or.
w:thln approxrmateiy 15 seconds of vag:nal penetratlon : -

-_Dlagnostlc Features

- Premature (early) ejaculation is manifested by. e]aculatlon that occurs prlor to or shortly af— .
ter Vagmal penetration, operationalized by an individual’s estimate of ejaculatory latency =
 (ie. elapsed time before ejaculation) after vaginal penetration. Estimated and measured
- intravaginal ejaculatory latencies are highly correlated as long as the ejaculatory latency is. -
- of short duration; therefore, self-reported estimates of gjaculatory latency are sufficient for -
~ diagnostic purposes, A 60-second intravaginal ejaculatory latency time is an appropriate
" cutoff for the diagnosis of lifelong premature (early) ejaculation in heterosexual men.
There are insufficient data to determine if this duratmn criterion can be applied to.ac-. -
- qmred premature (early) ejaculation. The durational definition may apply to males of
- varying sexual orientations, since ejaculatory latencies appear to be eu’mlar across men of _
B dlfferent sexual orlentations and across dlfferent sexuai activmes ' i '

f'.Assocxated Features Supportmg Dlagnos:s o

- Many males with premature (early) ejaculation complain of a sense of lack of control over -
ejaculation and report apprehension about the1r antlczpated inability to deIay e;aculahon ‘

o on future sexual encounters. o

The following factors may be 1e1evant in the evaluaﬁon of any. sexuai dysfunctlon |
1) partner factors (e.g., partner’s sexual problems, partner’s health status); 2) relationship fac-

- tors (e.g., poor commumcatmn, dlscrepanmes in desire. for sexual activity); 3) individual

- vulnerability factors (e.g., poor body i image, history of sexual or emotional abuse), psychiatric -
-comorbidity (e.g., depression, anxiety), and stressors (e.g., job loss, bereavemenit); 4) cultural/
. religious factors (e.g., inhibitions related to prohibitions against sexual activity; attﬁ'udes

toward sexuahty) and 5) medxcal faclors relevant to pro gn051s, course, or treatmen{:

! 'Prevalence

- Estimates of the prevalence of prematu:e (early) e;acuiatmn vary w1c1ely dependmg on the £
definition utilized. Internationally, more than 20%-30% of men ages 18-70 years report -

. concern about how rapidly they e]aculate With the new definition of premature (early)

. ejaculation (i.e., ejaculation occurring within approximately 1 minute of vaginal penetra-
. tion), only 1%-3% of men would be diagnosed with the d1sorder Prevalence of prematurc_ S

o (early) ejaculation may increase with age.

;-Development and COurse

- By definition, lifelong premature (early) e]aculatmn starts durmg amale’s xrutlal sexual ex-
 periences and persists thereafter. Some men may experience premature {early) e;acuiatxon: L
- during their initial sexual encounters but gain ejaculatory control over time. It is the persis-

P tence of ejaculatory problems for longer than 6 months that determines the diagnosis of pre- -

. mature (early) e}aculatzon In contrast some men develop the dlsorder after a perlod of._'_" :



remature (Early) Ejaculation 4

aving a normal ejaculatory latency, known as acquired premature (early) ejaculation. There is -
1r less known about acquired premature (early) ejaculation than about lifelong premature .
early) ejaculation. The acquired form likely has a later onset, usually appearing during or af- .

er the fourth decade of life, Lifelong is relatively stable throughout life. Little is known about -
1e course of acquired premature {early) gjaculation. Reversal of medical conditions such as
yperthyroidisi and prostatitis appears to restore ejaculatory latencies to baseline values,
ifelong premature (early) ejaculation begins with early sexual experiences and persists
woughout an individual’s life. In approximately 20% of men with premature (early) gjact- -
tion, ejaculatory latencies decrease further with age. Age and relationship length have been -
und to be negahvely assomated w1th prevalence of premature (early) e]aculauon R

f:sk and Prognosttc Faotors B

; emperamentai Premature (early) e]aculatlon may be more COmmon in men wzth anx— -
lety disorders, especially: soc1a1 anxiety disorder (social phobia). - - L

Genetic and physnologlcai -Thereisa moderate genetic contr;buhon to hfelong prema~ .
ture (early) ejaculation. Premature (early) ejaculation may be associated with dopamine
fransporter gene polymorphism or serotonin transporter gene polymorphism. Thyroid
. disease, prostatitis, and drug withdrawal are associated with acquired premature (early) -
'~ gjaculation, Positron emission tomography. measures of regional cerébral blood flow dur-

;mg gjaculation have shown primary activahon in the mesocephahc trzmsxtlon zone, mclud—- '

mg the Ventrai tegmental area. .. o :

_{Culture Related Dlagnostac lssues e
Perception of what constitutes a normal ejaculatory. latency is dlfferent in many cultures .
“Measured ejaculatory latencies may differ in some countries. Such differences may be ex-

: plamed by cultural or relzgmus factors as Well as gene’uc dlfferences between populatlons

'_GenderuReIated D:agnoshc lssues S ’
“Premature (early) ejaculation js a sexual disorder i in males. Males and their sexual partners b
‘may differ in their percephon of what constitutes an acceptable ejaculatory latency. There
“may. be increasing concerns in females about early e]aculatlon in their sexual pariners,
Wh.lch may bea reﬂectmn of changmg soc1eta1 athtudes concermng female sexual ac’nwty -

';D:agnostlc Markers RRERRELIN AR Y
' .E]aculatory latency is usua]ly monitored in research settmgs by the sexual partner utlhzmg -
‘a timing device (e.g., stopwatch), though this is not ideal in real-life sexual situations, For
-.vagmal mtercourse, the hme between mtravagmal penetratmn and e}ac:ulatlon is measured

'Funct:onal Consequences of

Premature (Early) Ejaculatlon | . . |
A pattern of premature (early) ejaculation may be assoaated w1th decreased belf—esteem, a
sense of lack of control, and adverse consequences for partner relationships. It may also -
cause personal distress in the sexual partner and decreased sexual satisfaction in the sexual
part:ner E}aculatlon prmr to penetrahon may be assoczated Wlth dlfﬁcultles in concepﬁon 3"

leferentlal Dmgnosns

Substance/med:catnonenduced sexual dysfunctlon When problems w1th premature o
ejaculation are due exclusively to substance use, mtox1cat1on, or withdrawal, substance /o
medzcatxon—mduced sexual dysfuncuon should be dxagnosed G DTSSR
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. E}aculatory concerns that do not meet d:agnost:c cntena Tt is necessar y to 1dent1fy

- males with normal gjaculatory latencies who desire longer ejaculatory latencies and males

- who have episodic premature (early) ejaculation (e.g., duving the first sexual encounter.
- with.a new partner when a short ejaculatory latency may be common or normative). Neither
- of these situations would lead to a diagnosis of premature (early) e;acula tzon, even though __

- __ these suuauons may be d1stressmg to some males

COmorb:dlty e

- Premature {early) e}aculatxon may be aswcmted With erectﬂe pmblems In many cases, it

: S _may be difficult to determine which difficulty preceded the other. Lifelong premature
. {early) ejaculation may be associated with certain anxiety disorders. Acquired premature

. {early) ejaculation may be assocxated Wlth pr ostahtls, thyrmd dlsease, or drug Wzthdrawal _
o (e g durmg 0p101d w1thdrawal) : T : AR '

Substance/Medlcatlon Induced .-
| Sexual Dysfunctlon

Y D;agnostfc Criteria

CACA clmxca!ly szgn;flcant dlsturbance in sexual functlon is predommant in the cllnlcai ptcture

: B. There s evidence from the history, physncai exam;natlon or !aboratory fmdlngs of both _

B _(1)and(2) - o . e ) . _ S
.- The symptoms in Cratenon A developed durmg or soon aﬂer substance mtox:catlon _-
oo orwithdrawal or after exposure to a medication. '
i -2 The mvo!ved substance/medscatlon is capabie of producmg the symptoms in Crlte
fion A, - o . : _

“C. The dlsturbance is not better explamed by a sexual dysfunctron that is not substance/
-_medrcation-mduced Such ewdence of an mdependent sexual dysfunction couid in-.
clude the following: . . . . LI

- 'The symptoms precede the onset of the substance/med:catron use the symptoms :

- persist for a substantial period of time {e. g., about 1 month) after the cessation of

- -acute withdrawal or severe intoxication; or there is other evidence suggesting the
.- existence of an independent non-substance/medication-induced sexual dysfunc- =
' -..tlon {e. g a hlstory of recurrent non-substance/medication-related eplsodes) '

D. The dlsturbance does. not occur exclusively durmg the course of a dehrium
~E. The disturbance causes clmicaliy significant distress in the individual.

. Note: This diagnosis should be made mstead of a duagnosm of substance mtomcation or -

. substance withdrawal only when the symptoms in Criterion A predommate in the chmcal
- picture and are sufﬁmentiy severe to warrant clinical attention. -~~~ _
- Coding note:. The. ICD-9- CM and ICD-10-CM codes for the [specmc substance/medrca~ -
- tionJ-induced sexual dysfunctions are indicated in the table below. Note that the ICD-10-CM :

- code depends on whether or not there is & comorbid substance use disorder present for the
- same class of substance. If a mild substance use disorder is comorbid with the substance-

- induced sexual dysfunction, the 4th position character is “1,” and the clinician should record -
- “mild [substance] use disorder” before the substance-induced sexual dysfunction (e.g., “mild
. cocaine.use disorder with cocaine induced sexual dysfunction”). If a moderate or severe

L substance use disorder is comorbfd with the substance-induced sexual dysfunction, the 4th
- position character is “2,” and the clinician should record “moderate [substance] use disorder”

oor "severe {substance] use dlsorder g dependmg on the sever:ty of the comorbrd substance_
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B use dJsorder I there is no comorb;d substance use d:sorder (a g aﬂer a one-tlme heavy
- . use of the substance), then the 4th position character is “9," and the cimlofan should record
L only the substance lnduced sexual dysfunctlon S L : s =

"-Z:i:C_D-.io_-.cM TR

With use - - disorder, ~ Without -~

. dlsorder,:: moderate - - use <.

N SRR . ICD 9- CM ~mild.. - orsevere . disorder . -
‘-5'Alcohof [ E L - 291.89 'SF10_.1?3.1  F10.281  F10981
o Oploid . 20280 Fi1.181  F11.281  F11981
'Sedatlve hypnotlc, or R 29289 . F1 3.181  CF13.281 '_:F;'i'3-981_;'_-‘-:.-'
'Amphetamma (or other 292.89  F15.181  F15281  Fi5981 .
'-_stlmulant) T e e e B

 Other (or unknown) substance '_"292 89 IR, 181 F1o. 281  Fieest

- Specrfy if (see Tab!e 1in the chapter "Substance Helated and Add:ctwe Dlscrders” for d|~ "
: 'agnoses associated with substance class): . DRI
- With onset durmg intoxication: If the crniena are met for rntoxrcat;on wnth the sub~
- ‘stance and the symptoms develop. during intoxication. - . o
- With onset durmg withdrawal; If criteria are met for- wuthdrawal from the substance :
. and the symptoms deveiop durmg, or shortly after, nthdrawal TR S
" With onset after medication use: Symptoms may appear eather at |nmat|on of medi- =
_ cation or after a moduficanon or change inuse. O N R P
'-Spsmfy current severity: - LR o .
“Mild: Oceurs on 25%»60% of occasrons of sexua! actlwty
Moderate. Occurs on. 50%~75% of occasmns of sexual actw;ty
Severe Occurs on 75% or more of occasmns of Sexuai actlvity

_Recordmg Procedures

ICD-9-CM. The name of the substance/ medzcatmmmduced sexual dys{unction begms "
with the specific substance (e.g., alcohol, fluoxetine) that is presumed to be causing the
‘sexual dysfunction. The diagniostic code is selected from the table included in the criteria
“set, which is based on the drug class. For substances that do not fit into any of the classes
fe.g. ﬂuoxetme), the code for “other substance” should be used; and in cases in whicha
substance is judged to be an etiological factor but the specxﬁc class of z,ubstance is un~_' _
“known, the category “unknown substance” should be used. - SR
~ The name of the disorder is followed by the specification of onset (1 e, onset durmg in-
toxication, onset during withdrawal, with onset after medication use), followed by the se=
- verity specifier (e.g,, mild, moderate, severe). Unlike the recording procedures for ICD-10-

CM, which combine the substance-induced disorder and substance use disorderintoasin- -

- gle code, for ICD-9-CM a separate diagnostic code is given for the substance use disorder.
For example, in the case of erectile dysfunction occurring during intoxication in a man

witha severe alcohol use disorder, the diagnosis is 291.89 alcohol-induced sexual dysfunc~ G
_tion, with onset during infoxication, moderate. An additional diagnosis of 303.90 severe

,:'alcohol use dlsorder is also g1ven When more than one. substance is ]udged to piay asig-. .
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" ﬁificanf rolein the developmeﬁ{ of the sexual d ysfunction, each shoul"d be listed s.c,paxate'iy
{e.g, 292.89 cocaine-induced sexual dysfunction with onset during intoxicition, moderate;
292. 89 fluoxetme—mduced sexual dysflmctlon, with onset after meclication usc) :

ICD-10-CM. ' The name of the substance/ medlc.at: on-ind uced sexual dysfunction begms
- with the specific substance (e.g., alcohol, fluoxetine) that is presumed to be causing the
- -sexual dysfunction. The diagnostic code is selected from the table included in the criteria
' set, which is based on the drug class and. presence or absence of a comorbid substance use -
~ disorder. For substances that do not it into any of the classes (e.g., fluoxetine), the code for - -
“other substance” should be used; and in cases in which a substance is ]udged to be an eti-.
ological factor but the speaf icclass of substance is unknown, the category unknown sub--
stance” should be used.
- When recording the name of the dlsorder, the comorbld substance use dlsorder (if any)
is listed first, followed by the word “with,” followed by the name of the substance-induced
- sexual dysfunction, followed by the specification of onset {i.e., onset during infoxication,
“onset during withdrawal, with onset after medication use), followed by. the severity spec-
- ifier (e.g., mild, moderate, severe). For example, in the case of erectile dysfunction occur- -
“ring during intoxication in a man with a severe alcohol use disorder, the diagnosis is
' -F10.281 moderate alcohol use disorder with alcohol-induced sexual dysfuncﬂon, with on-~
set during intoxication, moderate. A separate diagnosis of the comorbid severe alcohol use
disorder is not given. If the substance-induced sexual dysfunction occurs without a co-
morbid substance use disorder (e.g., after a one-time heavy use of the substance), no ac- -

- companying substance use disorder is noted (e.g., F15.981 amphetamine-induced sexual .

- dysfunction, with onset during infoxication), When more than one substance is judged to
_ play a significant role in the development of the sexual dysfunction, each should be listed -

' ‘separately {e.g., F14.181 mild cocaine use disorder with cocaine-induced sexual dysfunc- - -

_ " tion, with onset durmg intoxication, moderate E19, 981 fluoxehnemduced sexual dys- T
. Iunctzon with onset afte:t medmauon use, moderate} ' :

'Dragnostlc Features

The major feature is a disturbance in sexual functr on that has a temporal reIatlonshlp with -
3substance/ medlcatton mmahon dose mcrea‘;e, or substance / medlcahon d1scontmuahon -

.Assoclated Features Supportmg Dlagnos:s

Sexual dysfuncuons can oconr in agsociation with intoxication with the foilowmg classes of
substances: alcohol; opioids; sedatives,. hypnotics, or anxiolytics; stimulants (mcludmg co-
“.caine); and other (or unknown) substances. Sexual dysfunctions can occur in association -
‘with withdrawal from the following classes of substances: alcohol; opioids; sedatives, hyp-
notics, or anxiolytics; and other {or unknown) substances. Medications that can induce sex- .
-ual dysfunctions include antidepressants, antipsychotics, and hormonal contraceptives. -
- Themost Commonly reported side effect of. anndepressant drugs is difficulty with or-. -
- gasm or ejaculation, Problems with desire and erection are less frequent. Approximately

S 30% of sexual complaints are clinically significant, Certain agents, such as bupropion and o L

- 'mxrtazapme, appear not to be associated with sexual side effects. :
' ‘The sexual problems associated with antipsychotic drugs, including problerns thh B

sexual desire, erection; lubrication, ejaculation, or orgasm, have occurred with typical as: S
‘well as atypical agents, However, problems are less common with prolactin-sparing anu- SR

- psychohcs than with agents that cause significant prolactin elevation.

. Although the effects of mood stabilizers on sexual function are uncleai‘, itis posmble : L
: 'that lithtum and anticonvulsants, with the possible exception of lamottigine, have adverse . -

- effects on sexual desire, Problems with orgasm may oceur with gabapentin. Similarly, there

* .. maybe ahigher prevalence of erectile and orgasmic problems assocxafed w1th ben?odlaz~ i L
-:"'-___;epmes There have not been such reports w1th busp1rone I
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Many nonpsychiatric medications, such as cardiovascular, cy'toioxic, gastrointestinal, = -
ng orgasm. Sexual'dysfunctions are also seen in individuals receiving methadone but are

eldom reported by patients receiving buprenorphine. Chromc alcohol abusc a:nd chromc L
1cotme abuse are assoc1ated Wlth erectde problems o o L

_revalence o SARALY _ . :
he prevalence and the lnc1dence of substance/ medlcatmn«mduced sexuaI dysfunctlon o

© and combined serotonergic-adrenergic antidepressants report sexual side effects. There -

nd hormonal agents, are associated with disturbances in sexual function. Hlicit substance
se is associated with decreased sexual desire, erectile dysfunction, and difficulty reach- .

re unclear, likely because of underreporting of treatment-emergent sexual side effects. -
- Data on substance/medication-induced sexual dysfunction typically concern the effects of - -
‘antidepressant drugs. The prevalence of antidepressant-induced sexual dysfunction var- -
ies in part depending on the specific agent. Approximately 25%~80% of individuals taking

¢ monoamine oxidase inhibitors, tricyclic antidepressants, serotonergic antidepressants, . -

are differences in the incidence of sexual side effects between some serotonergic and com-, -
- bined adrenerglc-serotonergm antldepressants, although 11; is unclear 1f these dlfferences o

- are clinically significant. : S
-Approximately 50% of 1nd1v1duals takmg antlpsycho‘ac medlcatlons wﬂl expenence o

'adverse sexual side effects, including problems with sexual desire, erection, lubrication, -~
“ejaculation, or orgasm. The incidence of these s1de effects among d1fferent antlpsychotlc L

: _agents is unclear. -

Exact prevalence'and mc1denc:e of sexual dysfunctions among users of nonpsychmmc

'; medlcahons such as cardiovascular, cytotoxic, gastrointestinal, and hormonal agents are
-unknown. Elevated rates of sexual dysfunction have been reported with methadone or
high-dose opioid drugs for pain. There are increased rates of decreased sexual desire, erec-
tile dysfunction, and difficulty reaching orgasm associated with illicit substance use. The

prevalence of sexual problems appears related to chronic drug abuse and appears higher

- inindividuals who abuse heroin (approximately 60%-70%) than in individuals who abuse -
amphetamines or 3 4-methylenedioxymethamphetamine (i.e., MDMA, ecstasy). Elevated

rates of sexual dysfunction are also seen in individuals receiving methadone but are sel- -
dom reported by patients receiving buprenorphine. Chronic alcohol abuse and chroruc SRl

--:_mcotme abuss are related to hxgher Tates of erectﬂe problems SR L |

Development and course | | |
' The onset of anhdepressant—mduced sexual dysfunctmn may be as early as 8 days afler the -

agent is first taken. Approximately 30% of individuals with mild to moderate orgasm de-

lay will experience spontaneous remission of the dysfunction within 6 months, In some
cases, serotonin reuptake inhibitor-induced sexual dysfunction may persist after the
agent is discontinued. The time to onset of sexual dysfunction after initiation of antipsy- -
chotic drugs or drugs of abuse is unknown. It is probable that the adverse effects of nico- -~
tine and alcohol may not appear until after years of use. Premature (early) ejaculation can
sometimes occur after cessation of opioid use. There is some evidence that disturbances in
sexual function related to substance / mechcatmn use mcrease Wlth age :

CUlture-Related Dlagnostzc Issues B

‘There may be an interaction among cultural factors, the mﬂuence of medlcahons on sexual L
func tionmg, and the response of the J.Illeidual to those changes - L

-Gender-—nelated Dlagnostlc Issues

_S_ome_ ge_x}de; dl_f_fe_r_e_ncss in sexual side s_ffc_ec_ts_may _ex;s’_c. S Sl
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' _-'Functlonal COnsequences of SR
i SubstancelMedlcatlon-lnduced Sexual Dysfunctmn

: Med1cat10n~mduced sexuai dysfunchon may. result in medlcaﬂon noncomphance

| _: D!fferentlal Dmgnos:s

o .Non-substance/medrcatlon induced sexuar dysfunct:ons Many mental concimons, such -
" as depressive, bipolar, anxiety, and psychotic disorders, are associated with disturbances
- of sexual function. Thus, differentiating a substance/medication-induced sexual dys-

. function from a manifestation of the underlying mental disorder can be quite difficult. The = _. N .
- diagnosis is usually established if a close relationship between substance/medication ini-
~ tiation or discontinuation is observed. A clear diagnosis can be established if the problem -

- occurs after substance/medication initiation, dissipates with substance/medication dis-
- continuation, and recurs with infroduction of the same agent. Most substance/medication-in-

- duced side effects occur shortly after initiation or discontinuation. Sexual side effects that

only cccur after chronic use of a substance/ medlcatlon may be extremely dlffxcuit to di-
agnose thh certamty ' o : .

Other Specmed Sexual Dysfunct:on__’_fﬁ )

30279 (F528)

“This category applleS to presentat:ons in whlch symptoms charactenstic ofa sexua! dys- L '_j )

- function that cause clinically significant distress in the individual predominate but do not
--meet the full criteria for any of the disorders in the sexual dysfunctions diagnostic class. . -

The other specified sexual dysfunction category s used in situations in which the clinician .

. chooses 1o communicate the specific reason that the. presentation does not meet the - . '

teria for any specific sexual dysfunction. This is done by recording “other specnﬂed sexu.ai SR e

: dysfunotion” fol!owed by the specif:c reason {e g “sexual avers;on")

Unspecn‘led Sexual Dysfunct:on
| 30270 (F52.9) Sl

| This category appllies o presentatioﬁs.in_ which sy_mpto_rhs ch_arécteristic of a sexual dys-

function that cause clinically significant distress in the individual predominate but do not = |

- meet the full criteria for any of the disorders in the sexual dysfunctions diagnostic class. =

" The unspecified sexual dysfunction category is used in situations in which the clinician
--chaoses nof to specify the reason that the criteria are not met for a specific sexual dys- -

 _ : function, and inciudes presentanons for whnch there IS msuffrcient fnformatron 1o make a

R “more specmc dl&gnOSlS |




