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Kinds of Sexual dysfunction

Hypoactive sexual desire disorder
Sexual Aversion Disorder

Sexual Arosal Disorder
Orgasmic Disorder

Sexual Pain Disorder



Hypoactive Sexual Desire
Disorder

- Hypoactive sexual desire disorder

— Persistent or recurrent deficiency (or absence) of sexual
fantasies/thoughts or desire for a receptivity to sexual activity

— Gl o b G 4 Qi by s USAI/CLAT (sl L) ) S b a lae 2 50aS
— Causes personal distress
— Differential diagnosis:

- surgical or medical menopause

- endocrine disorders



Sexual Aversion Disorder

- Sexual Aversion Disorder ( (i ) A1

— Persistent or recurrent phobic aversion to avoidance of sexual
contact with a sexual partner

— Causes personal distress

— Results from:
- childhood trauma (physical or sexual abuse)
- Anatomical problems (fibroma)
- Psycological and social problems
- Feeling pain and anxiety during intercourse
- And elses



Sexual Arousal Disorder

Persistent or recurrent inability to attain or maintain-sufficient sexual
excitement

Causes personal distress

Differential diagnosis: medical causes, prior pelvic trauma, pelvic
surgery, medications

May be expressed as
— lack of subjective excitement or lack of genital lubrication/swelling



Orgasmic Disorder

Persistent or recurrent difficulty, delay in or absence of attaining orgasm
following sexual stimulation

Causes personal distress
Primary (never attained orgasm)--emotional trauma or sexual abuse
Secondary

— Surgery

— Hormone deficiency

-- Trauma



Sexual Pain Disorders

- Dyspareunia

— Recurrent or persistent genital pain with sexual
Intercourse

— Consider:
- Vaginismus
- vaginal atrophy
- vaginal infection
- And eles



Sexual Pain Disorders

-~ Vaginismus

— Recurrent or persistent involuntary spasm of the
musculature of the outer third of the vagina that
Interferes with vaginal penetration.

— Conditioned response to painful penetration
(?psychological or emotional)



Other Sexual Pain Disorders

~ Herpes Simplex Virus [ oS (w8 (s s

- Vestibulitis L Gl

- Prior genital PR T REN
mutilation [ 4y g

- Trauma L )9 e gl

- Endometriosis el Gt

~Interstitial cystitis



Female Sexual Dysfunction
and Its Etiologies

Vasculogenic
Neurogenic
Hormonal/Endocrine
Musculogenic
Psychogenic
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Vasculogenic

Risk factors: hypertension, hypercholesterolemia, smoking,
heart disease

Diminished vaginal and clitoral blood flow
(atherosclerosis)

Results in symptoms of and

of circulating . atrophy of vaginal
and clitoral smooth muscle

Traumatic arterial disruption: pelvic fracture, surgical
disruption, chronic perineal pressure (bicycle riding)



Neurogenic

- Spinal cord injury (SCI) to the central or
peripheral nervous system

- Diabetes mellitus
A Clae) € 5558 JelS el



Hormonal/Endocrine

Disorders of the hypothalamic-pituitary axis
Premature ovarian failure
Chronic birth control use

Symptoms: decreased desire, vaginal dryness, lack
of sexual arousal



Musculogenic

avator ani muscles

Perineal membrane

— bulbocavernosus and ischiocavernosus muscle
Contraction make arousal and orgasm
Hypertonicity ---> vaginismus or dyspareunia

Hypotonicity ---> coital anorgasmia, urinary
Incontinence during sexual intercourse or orgasm




Psychogenic

- Emotional and relational i1ssues

— self esteem

— body Image

— gquality of the relationship with the partner
- Medications

— serotonin re-uptake inhibitors s jb sl 023 Hles
OH A 9 s



Clinical Evaluation of the
Female Sexual Response

- Medical/Physiologic Evaluations
- Psychosocial/Psychosexual Assessment



Medical/Physiologic Evaluations

-~ Full history, physical exam, pelvic exam

- Hormonal profile (FSH, LH, prolactin, free testosterone,
SHBG, estradiol)

- Evaluation of the sexual response
— Genital blood flow (Duplex doppler ultrasound)
— Vaginal pH
— Vaginal compliance/elasticity

— Genital sensation by vibratory perception threshol
hlat ) Sy aslill



Psychosocial/Psychosexual
Assessment

- Address emotional and relational 1ssues

- Subjective assessment of sexual function
— Brief Index of Sexual Function (BISF-W)
— Female Sexual Function (IFSF)
— FSD
— And else
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mges in the Sexual

Function Durmg Pregnancy

- This items decreased significantly with the progression of pregnancy.
- desire,

- arousal,

~ lubrication,

- orgasm,

- satisfaction,

- frequency of sexual intercourse

- partner's desire and increase in reluctance




Prevalence of female sexual dysfunction
IN pregnancy.

- female sexual dysfunction ranged from 13.3% to 79.3%
~sexual desire ranged from 11% to 75%

- arousal from 8% to 68.2%

~lubrication from 29.1% to 41.4%

- orgasm from 18% to 55.4%

- satisfaction from 3.3% to 42%

- sexual activity frequency ranged from 55.8% to 78.5%
- dyspareunia from 1.2% to 56.1%
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Prevalence of female sexual
dysfunction In pregnancy

Thirty-one percent of women presented at least one sexual
dysfunction,

18% a decrease in sexual desire,
17% orgasmic disorders,

12% vaginal dryness

and 11% dyspareunia.

These sexual dysfunctions were correlated with anxiety and symptoms
of depression following termination of pregnancy ( TOP).

Six months after TOP, 57% of the women reported In their
sexual satisfaction,

17% were ‘more satisfied’ and 7% °‘less satisfied’.
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Prevalence of female-sexual dysfunction during
pregnancy in Eastern Mediterranean Regional Office
Countries (EMRQ)

© YL b gl o pain 3 S SO & 00l () e
Codl py Va4 2l 8 e s 2 Sdae JOBA) (6YL ) s
i el 4 a5 (sl 5L

" mia bl bl yd S alTane 5ol st o b Cudgana
Olos? l o2

bl 5 onde ( Kha b sla sl

Cooskie 40 puia ) Slee maia (i axe



Sexual dysfunction In
pregnancy
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Important problem in sexual dysfunction among
prenatal women
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Also, Important-problem in sexual
dysfunction among prenatal women

- sexual activity decreased as the pregnancy
progressed.

- Changes in the domains of ,

, and were particularly
notable In In the



Sexual dysfunction and its related factors
among pregnant
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The Effect of Exposureto Sexual Violence on Sexual
Dysfunction and Sexual Distress in Pregnant Women
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overall
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And then.........
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- When the was
women could cope more easily
with the appearance of a sexual dysfunction.

i was a
significant factor affecting the
during



Management ofthis problem:
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1, Talking About SoD

Sexual
Health
Model

. CG. Body Image



Sexual health model for
pregnant women

1.Talking about sex

2.Culture & sexual identity
3.Sexual anatomy & functioning
4.Sexual health care & safer sex
5.Challenges

6.Body Image

7.Sexual fantasy

8.Positive sexuality

9.Intimacy & Relationship
10.Sprituality



PLISSIT Model of Addressing Sexual Functioning (Annon, 1974)

Giving patients permission fo
raise sexual 1ssues

Giving patients limited information
aboul sexuval side effects of ireatments

Specific
suggestions

Limited information

Making specific suggestions based on
a full evaluation of presenting problems

Intensive

therapy

Referral to intensive therapy (includes
psychological inferventions, sex therapy
and/or biomedical approaches)



PLISSIT Model for pregnant
women
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Permission
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Limited Information
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Specific Suggestions
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Intensive Therapy
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