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Key content
� Female sexual dysfunction (FSD) is defined as any sexual

complaint or problem resulting from disorders of desire, arousal,

orgasm or sexual pain that causes marked distress or

interpersonal difficulty.
� Various gynaecological problems such as pelvic organ prolapse and

endometriosis affect sexual function and this impacts on

their treatment.
� Management often requires the need to address different

components of the sexual dysfunction.
� Women wish to keep their options relating to sexual function open

well past the menopause, and more women are presenting in later

life with FSD.

Learning objectives
� To know how to assess FSD in clinical practice.

� To appreciate the reasons why all women attending a gynaecology

clinic should have their sexual function assessed to establish

a baseline.
� To establish realistic expectations of outcomes on sexual function

following treatment of gynaecological problems.

Ethical issues
� Failure to inform women of the risk of deterioration in sexual

function following gynaecological surgery can lead to litigation.
� Some essential treatments, such as vulvectomy or prophylactic

oophorectomy, will result in adverse effects on sexual function,

and women should make informed choices regarding

their treatment.
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Introduction

Expressions of sexuality and intimacy are some of the most

complex aspects of human behaviour, and sexual function is

an important component of quality of life.1 Sexual

dysfunction is more common in women than men, yet it is

less frequently investigated.2 Left untreated, sexual problems

are associated with decreased quality of life, depression and

interpersonal conflicts.3

The Diagnostic and Statistical Manual of Mental Disorders

(DSM) defines female sexual dysfunction (FSD) as “any sexual

complaint or problem resulting from disorders of desire,

arousal, orgasm, or sexual pain that causes marked distress or

interpersonal difficulty”.4 To qualify as a dysfunction, the

problem must be present more than 75% of the time, for more

than 6 months, causing significant distress.

In the DSM-5, there were several updates to the

classification described in the previous version (DSM-4).5

Female hypoactive desire and female arousal disorder were

merged and are now called sexual desire/arousal disorder.

Female orgasmic disorder remained unchanged. The

formerly separate dyspareunia and vaginismus are now

called genitopelvic pain/penetration disorder. Changes to

the terminology are shown in Table 1.

Several other organisations, including the World Health

Organization, International Statistical Classification of

Diseases and Related Health Problems (ICD-10), the

International Consultation of Sexual Medicine (ICSM),

the International Urogynecological Association (IUGA) and

the International Continence Society (ICS), have also

attempted to define FSD.6 Although FSD is perhaps best

regarded as a spectrum of disorders with considerable

overlap between them,1 there is consensus that the main

subcategories of FSD are sexual desire/arousal disorders,

orgasmic dysfunction and sexual pain disorder. Sexual

disorders may be lifelong, acquired, generalised

or situational.4

The National Surveys of Sexual Attitudes and Lifestyles

(NATSAL) are among the largest surveys of sexual behaviour

in the world. They have been carried out in the UK every

10 years since 1990. The third survey (2010–2012) showed

continuation of sexual activity into later life, emphasising the

need for attention to sexual health irrespective of age.7 The

fourth survey was commenced in May 2020.
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This article provide an update on FSD terminology, an

understanding of the various gynaecological problems and

their effects on sexual function, as well as the impact of

gynaecological treatments. We also assess the effectiveness of

various therapeutic modalities for this condition.

Psychosexual counselling is outwith the remit of

this article.

Epidemiology

Epidemiological studies have indicated a prevalence of sexual

problems in women of between 30% and 60%. The

commonest sexual problem is lack of interest in sex,

followed by inability to experience orgasm and painful

intercourse.1,8 Studies use different criteria for defining FSD,

hence it is difficult to know the true prevalence. However,

only 21% of women with sexual problems sought help.1

Every general practitioner (GP) will see several women or

couples per year presenting with sexual problems.9 In women

attending a gynaecology clinic, the prevalence of sexual

concerns has reportedly been as high as 98%.10 Despite this,

FSD can be overlooked. It is often disguised as unresolved

complaints and requests for repeated investigations.11

Furthermore, clinicians often avoid discussing sexual

problems, citing reasons such as limited time and training,

embarrassment and absence of effective treatment options.12,13

Normal sexual response cycle

The female sexual response cycle is poorly understood and

challenging to define owing to multiple overlapping

dimensions and complex biopsychosocial influences. It is

now recognised not to be a simple linear progression of

processes, beginning with desire and ending in resolution – a

concept first introduced by Masters and Johnson in

the 1960s.2

The circular model described by Basson14 (Figure 1)

acknowledges the interplay of the sexual responses of both

the mind and the body. Approximately 30% and 50% of

women may reach orgasm during vaginal penetration and

direct clitoral stimulation, respectively.15 However, in

Basson’s model, orgasm is not essential for sexual fulfilment.

In partnered sexual relationships, feelings of love and

emotional intimacy are important to initiate and maintain

sexual satisfaction.16 Mental wellbeing is a robust predictor of

sexual desire and responsiveness; women who defined

themselves as being in good mental health were less likely

to report distress about their sexual relationship than women

who reported lower mental wellbeing scores.17 Studies have

shown a high correlation between low desire and measures of

low self-image, mood instability and tendency towards

anxiety.18 In addition, several factors are commonly cited

as distractions from sexual activity, including concerns

regarding one’s own/partner’s arousal, fear of pregnancy,

fear of sexually transmitted disease and lack of privacy.8

Conservative societal stereotypes with traditional gender-

based expectations exert a profound effect on women’s

sexuality. In some cultures, women may be expected to be

submissive recipients of sex, leading to negative consequences

regarding arousal and orgasm. Although these views are

generally fading, they remain prevalent in some societies.19

Causes of female sexual dysfunction

Healthy sexual function involves a complex interplay between

anatomical, vascular, neurological, hormonal and

psychological factors. Thus, aetiology of FSD is broad and

often multifactorial. Table 2 categorises medical,

gynaecological and psychosocial disorders that may affect

sexual function; however, several other medical illnesses can

also affect sexual function in some way. Various medications

have also been implicated in FSD (Box 1).

Clinical assessment

Patients presenting with gynaecological problems commonly

have underlying sexual dysfunction. This can be caused by

physical problems, psychological factors or a combination of

both. However, patients are often reluctant to volunteer this

information. There is frequently an aspiration that treatment

of gynaecological issues will alleviate sexual problems, but it

is important for patients to have realistic expectations of

what can be achieved prior to undergoing any form of

treatment. This is only possible if a baseline assessment of

Table 1. Categories of female sexual dysfunction

DSM-4 DSM-5

Desire disorders
Hypoactive sexual desire disorder
Sexual aversion disorder

Desire/arousal disorders
Merged desire and arousal
into single category
Deleted sexual aversion
disorder

Arousal disorders

Orgasm disorder Female orgasm disorder

Sexual pain disorders
Dyspareunia: pelvic pain with intercourse
Vaginismus: pelvic floor muscle spasm
leading to pain and obstruction with
penetration

Genito-pelvic pain/
penetration disorder
Merged dyspareunia and
vaginismus

Abbreviation: DSM = Diagnostic and Statistical Manual of Mental
Disorders
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sexual function is conducted, which should form part of any

routine gynaecological consultation.

Taking a brief sexual history during a new patient visit can

help to identify issues and indicate to the patients that

discussion of sexual concerns is welcome. In a busy

gynaecology clinic, where the presenting complaint is not

FSD, a few quick screening questions such as, ‘Do you have

any concerns about your sex life?’ will help identify any

underlying problem and can be used to begin the

conversation (Table 3).20 The LOFTI acronym (listening,

observing, feelings, thinking and interpreting)21 has been

proposed when assessing sexual problems in women

attending with underlying psychosexual problems.

Clinicians must not make any assumptions about the

patient’s sexual behaviour. It is best to mirror the patient’s

sexual vocabulary so she can relate and understand the

discussion. Some women may respond best to open

questions, while others may feel more comfortable giving

more precise answers to specific questions.19 Others may find

it easier to complete a written sexual function questionnaire,

such as the Female Sexual Function Index.22 There are also

condition-specific questionnaires to assess sexual function.

For example, the Prolapse and Incontinence Sexual Function

Questionnaire (PISQ-31)23 and the IUGA Revised version

(PISQ-IR)24 are routinely used in many urogynaecology

clinics. Quality of life questionnaires also provide a useful

quantitative measure of baseline sexual function and can be

repeated following interventions to assess response.

Aspects to consider when a more detailed history,

examination and investigation is required are shown

in Box 2.

Impact of obstetric conditions/
gynaecological problems

Pregnancy and childbirth
Sexual desire can often decrease during pregnancy.1 This

commonly persists into the postnatal period, with factors such

as the demands of caring for a new baby, fatigue, hormonal

changes, perineal wound healing, breastfeeding, postnatal

depression and change in body image all being implicated.

Indeed,sexualproblemsappeartobepermanentlyincreasedafter

childbirth, with 83% experiencing problems in the first

3 months, declining to 64% at 6 months, but never reaching

levels comparable to nulliparous women (38%). It is widely

reportedthatmodeofdeliveryisrelatedtopostnataldyspareunia,

with operative vaginal delivery being particularly implicated,

carrying at least a two-fold increased risk compared with

spontaneous vaginal delivery.25 Furthermore, operative vaginal

delivery is associated with a persistent rate of dyspareunia of

14% at 12 months. The protective effect of caesarean section on

sexual function appears to be limited to the first 6 months of

the postnatal period compared with spontaneous vaginal

delivery with an intact perineum (3.4% dyspareunia).26

Menopause
The prevalence of FSD in postmenopausal women varies

from 68–86%. In a study of women aged 40–69 years, 71%

reported they were sexually active.27 In this age group,

common sexual complaints include loss of desire, decreased

frequency of sex, dyspareunia, vaginal dryness and

dysfunction of the male partner. In a study of women aged

40–62 years, age was found to negatively influence all

Willingness to 
become receptive

Sexual stimuli with 
appropriate context

Psychological and 
biological processing

Subjective
arousal

Arousal and responsive
sexual desire

Nonsexual rewards:
emotional intimacy, 

well-being, 

from sexual avoidance

Multple reasons and 
incentives for 

insitigation of or 
agreeing to sex

Spontaneous ‘innate’
desire

Sexual satisfaction 
with/without orgasm

Motivation

Figure 1. Sex reponse cycle14
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domains of sexual function, while menopause only affected

pain and lubrication.1 It seems that ageing itself, and the

associated effects on physical and psychological health status,

can have a more significant impact on sexual function than

the menopause itself.

Subfertility
In couples who are trying to conceive, the goal-orientated

approach to sex can result in the measurement of success or

failure of sexuality in terms of the ability to produce a child,

rather than the pleasure derived from it. When struggling to

conceive, the woman may harbour feelings of being defective,

or experience loss of self-worth and body image, leading to a

decreased sexual desire, sexual arousal disorders and

Table 2. Causes of female sexual dysfunction

Group Subgroup Examples

Medical Cardiovascular Atherosclerosis
Hypertension
Ischaemic heart disease
Peripheral vascular disease
Diabetes
Heart failure

Neurological Spinal cord injury
Stroke
Parkinsonism
Multiple sclerosis
Diabetic neuropathy

Endocrine Thyroid disease
Hyperprolactinaemia
Adrenal insufficiency
Hypopituitarism

Gastrointestinal Inflammatory bowel disease
Faecal incontinence
Irritable bowel syndrome
Liver failure

Rheumatological Inflammatory arthritis
Systemic lupus erythematosus

Miscellaneous Breast cancer
Chronic kidney disease

Pelvic
disorders

Gynaecological Prolapse
Fibroids
Endometriosis
Sexually transmitted infections
Gynaecological cancer/precancer
Infertility
Childbirth
Congenital mullerian anomalies
Previous gynaecological surgery

Urological Overactive bladder
Stress urinary incontinence
Urological cancer

Functional Vaginismus
Chronic pelvic pain
Painful bladder syndrome

Vulval
disorders

Vulvovaginal atrophy
Lichen sclerosus/planus
Systemic dermatoses affecting the
vulva
Sexually transmitted infections
Female genital mutilation
Previous vulval surgery

Hormonal Premenstrual syndrome
Pregnancy
Breastfeeding
Premature ovarian failure

Table 2. (Continued)

Group Subgroup Examples

Menopause

Psychosocial Age
Obesity
Smoking, alcohol, drug misuse
Socioeconomic class
Relationship difficulties
Life stressors
Mental health disorders, e.g.
depression, anxiety, obsessive
compulsive disorder
Sexual abuse
Traumatic memories
Negative body image
Suppressive societal stereotypes

Box 1. Medications implicated in female sexual dysfunction

� Anti-androgens, e.g. cimetidine, spironolactone
� Anticonvulsants
� Anticholinergics
� Antidepressants, e.g. selective serotonin reuptake inhibitors (SSRIs)
� Anti-estrogens, e.g. tamoxifen, gonadotrophin-releasing hormone

(GnRH) analogues
� Antihistamines
� Antihypertensives
� Aromatase inhibitors, e.g. letrozole
� Sedatives and hypnotics
� Hormonal contraception
� Sympathomimetic amines
� Metoclopramide
� Metronidazole
� Cyclophosphamide
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anorgasmia. Scheduling sexual activity when trying to

conceive can also be a problem.1

Pelvic floor dysfunction
Up to 50% of women presenting with urogynaecological

problems report FSD.1 Stress urinary incontinence (SUI),

overactive bladder and other lower urinary tract symptoms

can have a negative effect on all domains of sexual function.

Fear of odour, embarrassment, loss of self-esteem and coital

incontinence can all have a considerable impact. Up to one-

third of women with pelvic organ prolapse (POP) also report

FSD. Women with POP are more likely to report

embarrassment and avoidance of sex, dyspareunia, dryness

(53%), lack of sensation (60%), vaginal obstruction (59%),

orgasmic disorders and coital urinary/faecal incontinence.28

Suffering with both prolapse and incontinence has a

cumulative negative effect on sexual function in all

domains. FSD does not appear to correlate with a

particular compartment of prolapse.

Kuhn et al.29 showed that desire, lubrication and sexual

satisfaction improved significantly, and orgasm remained

unchanged, in women who used a pessary for POP and were

sexually active.

In the surgical treatment of POP and SUI,

reconstructing local anatomy and alleviating symptoms

does not necessarily ensure optimal sexual function.

Patients should be informed of this as part of the

consent process, so they understand that sexual function

could worsen as a result of surgery. Altered perception of

genital health after surgery, with associated fear of

damaging themselves, can also have a negative impact on

FSD. However, despite the theoretical risks, on the whole

sexual dysfunction improves following both prolapse

repair and stress incontinence surgery.

A recent systematic review examining the effect of native

tissue prolapse repair on sexual function showed that 47%

improved, 39% remained unchanged, 18% deteriorated and

4% reported de novo dyspareunia – although this review was

unable to separate results by compartment.30 Increased

postoperative dyspareunia was found consistently when

anterior and posterior repairs were combined in the same

procedure; many gynaecologists may consider a two-stage

procedure for sexually active women requiring repair to both

compartments. When performing pelvic floor repair, ensure

that vaginal length is maintained, excessive vaginal excision

is avoided and introital calibre is preserved.31 Regarding

vaginal vault prolapse, sacrospinous fixation was asso-

ciated with higher rates of dyspareunia than abdominal

mesh sacrocolpopexy.32

Table 3. Screening questions for assessment of female sexual
dysfunction

Screening question Further assessment

Do you have anyconcerns
regarding your sex life?

If answer no, no further questions

Are you currently sexually active? If answer no, ask
“Is that related to your current
health problems?"

Are the problems with:
� Sexual desire/libido
� Sexual arousal (including

vaginal lubrication problems)
� Orgasm

Assess for desire/arousal disorder
Assess for female orgasm disorder

Are you experiencing any pain
related to intercourse
(penetration or deep pelvic)?

Assess for genitourinary syndrome
of menopause (GSM), vulval
dermatoses pelvic floor muscle
dysfunction, pelvic pathology

If anything changes, feel free to
ask in future

Gives permission to patient to
broach the subject in future
consultations.

Box 2. Clinical assessment of female sexual dysfunction

History

� Medical history
� Current medication
� Obstetric history
� Systems review
� Psychiatric history
� Social circumstances
� Current life stressors
� History of sexual abuse and female genital mutilation

Examination

� General examination with particular attention to vascular and
neurological systems

� Inspection for vulvar pathology
� Speculum examination to inspect condition of vagina and cervix and

assess for prolapse
� Gentle bimanual examination to elicit tender points and scarring,

assess for pelvic mass
� Assess pelvic floor tone
� Cotton bud evaluation od vestibule for localised tenderness if

indicated by history

Investigations

� Follicle-stimulating hormone or estradiol if symptoms of deficiency
and not known to be menopausal

� Free androgen index and sex hormone binding globulin
� Thyroid function tests if features of thyroid disease
� Prolactin if amenorrhoea/galactorrhoea
� Ferritin if features of iron deficiency
� Test for hyperlipidaemia and diabetes if indicated by clinical

assessment
� Sexual health screen if indicated
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A systematic review noted that following surgery for SUI

(mid-urethral tape/colposuspension/autologous fascial sling),

coital incontinence probably improves.33 Overall sexual

function probably remains unchanged, although there is a

small possibility of improvement or even deterioration

following surgery. The retropubic or obturator approach

does not influence sexual function.33

Some studies show promising results regarding the effect

of sacral nerve stimulation and percutaneous tibial nerve

stimulation on FSD in patients undergoing treatment for

pelvic floor dysfunction.34,35

Dysfunctional uterine bleeding and pelvic pain
Endometriosis, fibroids and adenomyosis may be associated

with dyspareunia. Erratic, heavy or painful menstrual

bleeding can also affect sexual function considerably.

Sexual function after hysterectomy has been studied

extensively. It has been hypothesised that damage to the

autonomic nerve endings of the cervicovaginal area and

vaginal shortening may interfere with lubrication, orgasm

and sexual pleasure.36 In addition, hysterectomy may have

psychological effects, leading to loss of feminine identity and

self-esteem. The largest prospective study to date is the

Maryland Women’s Health Study, which found that, at

24 months post-hysterectomy, there was increased frequency

of sexual activity and improvement in dyspareunia, orgasm,

libido and vaginal dryness.37 The surgical approach

(abdominal, vaginal, laparoscopic) did not affect sexual

outcomes. The method of vaginal cuff closure did not impact

on sexual function.31 Furthermore, a randomised controlled

trial (RCT) comparing total versus subtotal hysterectomy

found no difference in postoperative dyspareunia, quality of

orgasm or sexual satisfaction. Concomitant oophorectomy

can, however, be implicated in FSD, particularly in

premenopausal women, because of the resultant abrupt

reduction in estrogen and testosterone production. Hormone

replacement therapy (HRT) is usually recommended for

patients under the age of 50 years undergoing bilateral

oophorectomy. Replacement testosterone can also be offered

if necessary.

Gynaecological precancer/cancer
Patients with an abnormal cervical smear result were

found to have a negatively affected sexual function in all

domains and more negative feelings towards

their partners.38

There is a high prevalence of FSD amongst gynaecological

cancer patients, with 74% reporting low sexual desire and

40% suffering from dyspareunia. There are direct effects of

disease and treatment, as well as psychological and

behavioural changes that disrupt sexual function.

Complaints in this patient group include vaginal dryness,

short vagina, inelastic vagina and dyspareunia. Radiotherapy

is more debilitating to sexual function than radical

hysterectomy. The growing interest in FSD after pelvic

surgery has led to the development of nerve-sparing

surgical techniques.

Female genital mutilation
Female genital mutilation (FGM) types 2 and 3 can affect all

aspects of sexual function and are associated with post

traumatic stress disorder (PTSD), low self-esteem, disturbed

self-identity, desire/arousal disorders and orgasmic disorders,

as well as pain and obstruction during intercourse.39

Management should be multifaceted, with a combination

of approaches including psychotherapy. However, despite

best efforts, some women will have permanent dysfunction.

Psychosexual counselling may be required to address

their problems.

Many of the surgical treatments described for the

treatment of underlying gynaecological problems can

induce psychosexual problems postoperatively because of

factors such as loss of fertility, disfigurement, depression and

anxiety about one’s desirability as a sexual partner.40 Anxiety

regarding a return of normal sexual function heightens these

problems. A period of psychosexual adaptation is often

required before sexual function returns to normal. Partners

may also be affected psychologically owing to concerns about

causing harm following surgery.41

Management

A multidisciplinary approach is often required when

managing FSD.19 For example, a patient suffering from

genitopelvic pain disorder (vaginismus) may benefit from

cognitive behavioural therapy (CBT), vaginal dilator use,

lubricants, pelvic floor physiotherapy and relaxation

techniques. Even after treatment of an underlying

medical/gynaecological cause, the history of FSD may

have longer lasting psychological effects and the patient

may still benefit from psychosexual counselling/

psychological interventions.

General principles

� Educating the patient (and partner, where relevant) about

normal physiological response and anatomy may be

necessary. Physiological changes related to ageing and

implicated medical conditions should be explained.

� Lifestyle modifications, nonpharmacological therapies and

psychosexual counselling may be considered first-line

intervention in cases where aetiology is not physical.

� Review medications and, in conjunction with the GP/

prescriber, consider alternatives or reduced doses of

medications implicated in FSD.

� Treatment of underlying gynaecological/medical condition.
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Lifestyle modifications

Weight loss, smoking cessation, reduction in alcohol

consumption, establishing a healthy diet and a regular

exercise regime are all valuable interventions for improving

FSD and health.42

Dedicating specific time to spend with their partner can

also help to improve women’s quality of sexual life.43

Nonpharmacological therapies

Physiotherapy
Pelvic floor exercises that focus on the functional control of

each muscle in the pelvis can be helpful for women suffering

from genitopelvic pain disorder.44 Practising contracting and

relaxing the pelvic floor can help bring this under voluntary

control. Deep pelvic relaxation is important to practice when

also using vaginal dilator therapy.

Pelvic floor physiotherapy is also part of the first-line

management of SUI and first-stage POP.45 Following a 6-

month course of pelvic floor physiotherapy, 39% of women

reported an improvement in sexual function. Pelvic floor

exercises were associated with increased control, strength and

awareness of the pelvic floor, improved self-confidence,

sensation of a ‘tighter’ vagina, improved libido and orgasms,

resolution of pain with intercourse and heightened sexual

gratification for partners.46 No difference was found between

standard physiotherapy and electrical stimulation.47

Zahariou48 evaluated the effect of pelvic floor muscle

training on sexual function in a group of women with SUI.

All domains of the FSFI were significantly improved

12 months after treatment.

In a study of healthy women, strong or moderate pelvic

floor muscle contractions were associated with significantly

higher scores on both orgasm and arousal domains of the

FSFI compared with women with weak contractions.49

Vaginal dilators
Dilators can be useful for women who experience involuntary

pelvic muscle contraction (vaginismus) or vaginal stenosis.

Beginning with a small device, the dilators gradually increase

in size until, ultimately, intercourse is introduced.50 Results

are better when this is supervised, either by a specialist nurse

or women’s health physiotherapist, to provide the support

these patients require. Better outcomes have been reported

when used in conjunction with topical estrogen cream for

menopausal women.51

Self-stimulation and devices
The benefits of self-stimulation have been reported in

literature, as women learn more about their sexual response

cycle and become more familiar with their body.

Masturbation is an effective way for women who have

never achieved orgasm to learn how to do so without the

pressure of interacting with their partner.

Frequent masturbation in couples was associated with

relationship dissatisfaction, suggesting that it may not be

healthy for a couple to replace partnered sexual activity with

individual sexual activity. Indeed, there is evidence to suggest

that partnered sexual activity may create a higher level of

emotional wellbeing.19

Clitoral vacuum/therapy devices are handheld, battery-

operated devices with a small, soft plastic cup that applies a

gentle vacuum over the clitoris and a low-level vibratory

sensation to cause increased blood flow.52 They are designed

to be used three or more times a week for approximately

5 minutes at a time. Small studies have shown that use of this

device may improve arousal and orgasm;53 however, these

have not been tested in well-conducted trials.

Vibration devices are designed for both clitoral and vaginal

stimulation. A relationship between vibrator use and positive

sexual functioning has been reported.19

Psychotherapies

Cognitive behavioural therapy/sex therapy
Cognitive behavioural therapy (CBT)/sex therapy focuses on

identifying and modifying maladaptive thoughts,

expectations and behaviours that negatively affect sexual

functioning. Strategies are suggested to improve the couple’s

emotional connection and communication, but the evidence

is controversial.54 When couples are being consulted, they are

encouraged to focus on the strengths as well as weaknesses in

their relationship. Homework assignments are given for the

couple to practice skills, such as turning the idea of sexual

obligation into pleasure, learning to focus on sensations

rather than anxieties and communicating openly with their

partner. One approach is the use of sensate focus techniques,

consisting initially of nonsexual physical touch with gradual

progression toward sexual touch. Partners are encouraged to

provide feedback about what touches are pleasurable to help

reduce performance-related anxiety.55

Psychosexual counselling
The aim of psychosexual counselling is to understand and

manage emotional factors, which are not always experienced

at a conscious level, but interfere with sexual performance

and enjoyment. Counselling sessions are aimed at assessing

the attitudes, anxieties and fantasies relevant to

understanding the sexual problem in conjunction with a

detailed physical examination. This may take place over

several consultations. During the consultation, issues relating

to the impact of upbringing and memories of family, social

life and religious beliefs56 on sexual function may be

uncovered. Past relationships, self-esteem, previous sexual

abuse and trauma are also explored. Details of psychosexual
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counselling are out with the remit of this article, but have

been previously discussed in The Obstetrician &

Gynaecologist.21 However, all gynaecologists should have

basic training in providing psychodynamic therapy and

identifying patients who require formal input from a

psychosexual counsellor.

Psychosexual counselling is practised by clinicians,

including gynaecologists with adequate training (for

example, from the Institute of Psychosexual Medicine,

IPM). It is available in many, but not all, areas on the

NHS. It adopts a psychodynamic approach, which attempts

to connect the mind to the body.21 For gynaecologists who

lack training, it remains essential to recognise which women

require input from a trained psychosexual counsellor.

Yoga, relaxation techniques, hypnotherapy
Since stress and fatigue contribute to FSD, stress

management activities such as yoga or meditation may be

beneficial. Furthermore, hypnosis and relaxation therapies

have been cited as promising interventions for vaginismus,

but there is no conclusive evidence to support their use

at present.57

Medical therapies

Lubricants and vaginal moisturisers
Women who are menopausal, breastfeeding and/or suffering

with a genital arousal disorder may lack vaginal lubrication

and experience dyspareunia.58 Topical lubricants and vaginal

moisturisers can be used to relieve these symptoms. These

treatments can be used as required at the time of intercourse,

in addition to regular treatment with topical estrogen if

appropriate. Women should be advised to use a lubricant

that is physiologically similar to natural vaginal secretions.59

Hormones

Estrogen
A fall in estradiol levels can result in vaginal smooth muscle

atrophy and increased vaginal acidity, leading to

discomfort.60 Systemic HRT in isolation may not always

address these problems and vaginal estrogen may still be

required to treat FSD related to vulvovaginal atrophy.

Topical estrogen is currently available in the form of a

vaginal ring, vaginal creams and vaginal pessaries.

Breastfeeding women experiencing hormonal imbalance

caused by estrogen deficiency can also benefit from topical

estrogen as a treatment for dyspareunia and vaginal

dryness.61 Reassurance may be given that symptoms will

improve following cessation of breastfeeding.

The use of systemic estrogen in the form of HRT must be

considered carefully for the treatment of FSD alone.

However, for women suffering from a combination of

vasomotor symptoms and vulvovaginal atrophy, systemic

HRT would be appropriate62 following adequate discussion

with the patient.

Following breast cancer treatment, women who are on

aromatase inhibitors for adjuvant therapy (as opposed to

tamoxifen) are more likely to suffer with sexual dysfunction.

This can affect compliance and there may be a place for the

use of local estrogens in this cohort following adequate

discussion with the patient and her oncologist.63

Intravaginal prasterone
Prasterone is a steroid precursor, which is converted to

estrogen and androgens. Several studies have shown a

moderate benefit for vulvovaginal atrophy, although

prasterone has not been compared directly with other

treatments such as topical estrogen.

Ospemifene
Ospemifene is a selective estrogen receptor modulator, which

is licensed for the treatment of vulvovaginal atrophy in

women for whom topical estrogen is not suitable. This is

supported by a systematic review and meta-analysis, which

found that ospemifene is an effective treatment for

dyspareunia secondary to vulvovaginal atrophy.64 However,

the contraindications for ospemifene are similar to those for

estrogen, including breast cancer, endometrial hyperplasia

and history of venous thromboembolism, thereby limiting

its use.

Tibolone
Tibolone is a synthetic steroid with estrogenic, progestogenic

and androgenic properties, commonly used for the treatment

of menopausal symptoms. A study by Nijland et al.65

demonstrated that tibolone improved overall sexual

function, increased frequency of sex and reduced sexually

related personal distress in postmenopausal women with

FSD.45 However, tibolone is associated with a higher

increased risk of stroke than other HRT options.66

Testosterone
Testosterone production naturally declines after the

menopause. Low levels of testosterone are associated with

decreased libido, arousal and orgasm. Testosterone therapy in

the form of a transdermal patch or gel has resulted in

significant improvement in various domains of sexual

function in postmenopausal women,67 although there is a

lack of long-term safety data and several undesirable side

effects, including alopecia, hirsutism, acne, breast pain,

headache, adverse liver function, lipid profile change,

increased risk of cardiovascular disease, insulin resistance

and metabolic syndrome. It is perhaps best suited to patients

suffering from surgical menopause or a medical condition

resulting in androgen deficiency. In surgical menopause there
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is an abrupt 50% reduction in production of testosterone in

contrast to the gradual decline in ovarian and adrenal

androgen production that ordinarily occurs naturally

with age.

Guidelines published by the National Institute for Health

and Care Excellence (NICE)62 and Cochrane reviews68 on

menopause now recommend considering testosterone

supplementation as HRT for women with low sexual desire

if estrogen replacement alone is not effective. The American

College of Obstetrics and Gynecology42 suggests that, if

prescribed, a 3–6-month trial is recommended, with

assessment of testosterone levels at baseline and after 3–6
weeks of initial use to ensure levels remain within the normal

range. It also suggests that if continuing therapy is used,

follow-up clinical evaluation and testosterone measurement

should take place every 6 months to assess for

androgen excess.

Oxytocin and progesterone have no role in the treatment

of FSD.

Drug therapy
Several drugs have been used for the management of FSD,

with variable results. These are discussed in Table 4.

Surgical
No operation is designed to improve sexual dysfunction and

evidence for a positive effect is lacking.

Lasers
Women suffering from breast cancer are a particularly

vulnerable group, with a high prevalence of lubrication

difficulties, dyspareunia and a low level of sexual desire.69

Topical estrogen is sometimes used off licence in this group

of women, but there is unwillingness to prescribe this long

Table 4. Drug therapy for female sexual dysfunction

Drug
group Examples Mechanism Evidence

Vasodilators Sildenafil (Viagra�) Increases availability of cyclic guanosine
monophosphate (cGMP), which mediates vascular
smooth muscle relaxation via nitric oxide signalling
resulting in genital engorgement

Evidence for sildenafil is mixed
Has been shown to be beneficial in FSD secondary to
spinal cord injury and SSRI use
Large RCT of women with sexual arousal disorder
reported no benefit
Not licensed for FSD79

L-arginine, prostaglandin,
phentolamine,
vasoactive intestinal
peptide (VIP)

All currently under investigation, no definitive
evidence to support use at present

Dopamine
agonists

Bupropion,
apomorphine,
cabergoline

Act centrally to influence behavioural states
Given the central action of these drugs there is a
high occurrence of side effects, such as nausea,
vomiting and headaches

Dopamine agonists are effective in improving desire
in women with hypoactive desire disorder
Cabergoline can improve FSD secondary to
antipsychotic-induced hyperprolactinaemia
Bupropion can help FSD related to SSRI use
Sublingual/intranasal apomorphine is currently
under investigation in the hope with will be quicker
acting and associated with few side effects

Serotonin
1a agonist/
2a
antagonist

Flibanserin Acts central to influence mood and behavioural
states

FDA-approved from 2015 for treatment of
hypoactive desire disorder, although a systematic
review showed minimal or no improvement in
symptoms and a high rate of adverse effects
including dizziness, fatigue and nausea
Must abstain from alcohol to avoid hypotension/
syncope
Not licensed in UK

Muscle
relaxant

Tizanidine Centrally active alpha-2 agonist used as a muscle
relaxant

Superior to placebo in treating high-tone pelvic floor
dysfunction

Abbreviations: FDA = US Food and Drug Administration; FSD = female sexual dysfunction; RCT = randomised controlled trial; SSRI = selective
serotonin reuptake inhibitor
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term. Lubricants and vaginal moisturisers have limited

efficacy when used alone in women for the treatment of

severe vulvovaginal atrophy.

Preliminary data for both erbium and carbon dioxide

vaginal lasers in the treatment of vulvovaginal atrophy are

promising. These may be an alternative for breast cancer

patients, but should not be introduced into clinical practice

without more robust evidence. In a recent systematic review,

vaginal laser therapy was effective in treating vulvovaginal

atrophy in breast cancer survivors, with improvement in

dyspareunia, vaginal dryness and sexual function.70 There is

therefore an urgent need for RCTs to assess the long-term

safety and efficacy of lasers.

Genital cosmetic surgery
Several surgical procedures have been developed that are

advertised as improving sexual function by altering the

appearance and/or the function of the female genital tract.

Such procedures include labioplasty, vaginoplasty, perineoplasty

and laser rejuvenation. They probably have an effect on body

image, rather than a clinical effect. Evidence supporting the

efficacy and safety of these procedures on sexual function

is lacking.6

Vestibulectomy
In vestibulectomy, the painful tissues of the vestibule are

identified and removed. An RCT by Bergeron et al.71 reported

significantly less dyspareunia in patients with localised

vulvodynia who underwent vestibulectomy than those treated

with CBT and electromyographic biofeedback. However, in a

study by Das et al.,72 outcomes on long-term sexual function

were more variable, with only 57% patients being satisfied

postoperatively. It is now rarely performed in the UK.

Fenton’s procedure
Fenton’s procedure can be offered when a patient experiences

dyspareunia secondary to narrowing, or skin-splitting at the

posterior fourchette, usually secondary to obstetric scarring.

It is used rarely for vulval dermatoses, such as lichen

sclerosus. However, benefit from this procedure is probably

modest and there is a paucity of evidence. Worsening of

dyspareunia is a potential risk. A small study of 24 women by

Chandru73 showed that at 12 months postoperatively, 14

women (60.8%) reported complete relief and moderate relief

was reported in nine (39%). Frappell et al.74 describe an

alternative to the Fenton’s procedure, in the form of an

opposing Z-plasty with V-Y advancement of perineum (the

‘Plymouth procedure’). Functional outcome assessed by

enjoyment of sexual intercourse improved in 78% of women.

Trigger point injections
A prospective study investigated the role of trigger point

injections in women with levator ani muscle spasm. The

injection given was a 5-ml mixture of 0.25% bupivacaine, 2%

lidocaine, and 40 mg of triamcinolone per trigger point.

Three months after injections, 72% of women reported

improvement.75 Other combinations of medications have

also been used. The authors’ own preference is to use

bupivacaine, hyaluronidase and depot-medrone.

Botox� injections to the pelvic floor muscles
Refractory vaginismus may respond to Botox� injections

into the puborectalis and pubococcygeus.76,77 This should be

used in adequately selected cases with appropriate patient

counselling because the evidence for its use is limited to very

specific conditions.

Genital reconstructive surgery
In women undergoing distorting genital surgery, various

surgical techniques are employed to preserve/give provision

for sexual function in these patients. These may include local

and regional flaps and grafts, although further description of

surgical reconstructive options is beyond the remit of

this article.

Conclusion

FSD is a common condition with considerable detrimental

effects on quality of life, but is unfortunately often

overlooked by clinicians. As gynaecologists we must strive

to identify and explore sexual problems with our patients as

we are uniquely placed to do so. This also allows for

evidence-based counselling regarding any future

gynaecological treatment, including likely outcomes the

patient can expect for their sexual function.
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