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Understanding both the physical and psychosocial-behavioral and cultural
basis of sexual and reproductive health is essential in instituting effective
treatments for men, women, and couples with sexual dysfunctions. The men-
tal and physical aspects of sexual function are intricately interrelated, with
established relationships between depression and sexual function in both
males and females and links between sexual dysfunction and hormonal dys-
regulation and fertility in both sexes as well. In addition, a genetic basis for
many conditions affecting sexual function is becoming apparent, which will
inevitably lead to the rapid expansion of the diagnostic and potentially the
therapeutic approaches used to evaluate and treat these patients. The evalua-
tion and management of sexual dysfunction in the male, the female, and the
couple is clinically complicated and does not fit into routine conceptualiza-
tion of gender-specific diseases.

Integrating the individual approaches of urology, gynecology, psychiatry,
and psychology, this book is truly transdisciplinary and unique among text-
books addressing sexual dysfunction.

The text provides a comprehensive, state-of-the-art review of the intersec-
tion of male and female reproductive and sexual health and will serve as a
valuable resource for clinicians and researchers with an interest in abnormali-
ties of sexual function. The book comprehensively discusses the evaluation
and management of physical, genetic, and psychological causes of male and
female sexual dysfunction. Examined in detail, one finds medical and surgi-
cal therapies in both the male and female, specifically focusing on erectile,
ejaculatory, and orgasmic disorders in the male, arousal and orgasmic disor-
ders in the female, and an integrated medico-psychosocial approach to the
couple. Lifestyle modification through diet and exercise, resulting in optimi-
zation of anthropomorphic characteristics, is also reviewed. This approach
highlights a holistic view of these disorders that goes beyond the typical
focus on obvious pathophysiologic disorders of the genital system.

We believe the text will serve as a resource for physicians, mental health
professionals, and researchers interested in sexual medicine, providing a con-
cise and comprehensive overview of the field. Written by experts in their
specialties, the text is divided into three sections: sexual dysfunction in the
male, in the female, and in the couple. Many of the chapters are comple-
mented by unique commentaries written by mental health professionals,
giving an in-depth interdisciplinary approach to the subject of the chapter.



vi

We hope this book will become a unique reference for all healthcare pro-
fessionals interested in better understanding and treating human sexual dys-
function. Furthermore, it is anticipated that this comprehensive edition will
help guide patient management and stimulate novel research efforts to further
enhance progress in the field of human sexuality.

Houston, TX, USA Larry I. Lipshultz
Houston, TX, USA Alexander W. Pastuszak
Washington, DC, USA Andrew T. Goldstein
Copenhagen, Denmark Annamaria Giraldi

New York, NY, USA Michael A. Perelman

Preface



Introduction: Advocating for a Transdisciplinary
Approach to the Management of Sexual Disorders................... 1
Michael A. Perelman

Why Is Sex Important? ..............ocooivinininineienecnencnceeeen 9
Stephen B. Levine

The Impact of the Environment on Sexual Health ................... 17
James M. Dupree and Gavin M. Langille

Multicultural Sensitivity in the Treatment
of Sexual Dysfunction ................ccceeiiiiiiniiniiiniiceeeee e, 25
Kathryn S.K. Hall

PartI Sexual Dysfunction in the Male

5

Anatomy and Physiology of Erection, Ejaculation,

ANA OTZASIN .......ouiiiiiiiiiiieeee et 33
F. Andrew Celigoj, R. Matthew Coward,

Matthew D. Timberlake, and Ryan P. Smith

Urologic and Clinical Evaluation of the Male

with Erectile Dysfunction................cccocooiiriiiiniinieeee, 43
Boback M. Berookhim, Alexander W. Pastuszak,

Natan Bar-Chama, and Mohit Khera

Urologic/Clinical Treatment of Erectile Dysfunction ................ 53
Nishant Patel and T. Mike Hsieh

The Impact of Lifestyle Modification
on Erectile Dysfunction .................cccccoooiiniiiiiiniee, 65
Phil Bach and Robert E. Brannigan

Erectile Dysfunction in the Setting of Prostate Cancer ............. 73
Mary K. Samplaski and Kirk C. Lo

Commentary: Erectile Dysfunction in the Setting
of Prostate Cancer...............ccoooevieiirienieeieeeeeee e 83
Christian J. Nelson

vii



viii

10

11

12

13

14

15

16

17

Peyronie’s Disease and Other Anatomical Disorders................ 87
Shahin T. Chandrasoma and Martin K. Gelbard

Commentary: Peyronie’s Disease
and Other Anatomical Disorders ............ccccccoevvviiiiiiiiiiineeeeenn, 95
Christian J. Nelson

The Future of Erectile Dysfunction Therapy I:
Implementation of Translational Research ............................. 99
Michael Pan and Jason R. Kovac

The Future of Erectile Dysfunction Therapy II:
Novel Pharmacotherapy and Innovative Technology ................ 109
Brian V. Le and Arthur L. Burnett

Commentary: The Future of Erectile Dysfunction

Therapy II—Novel Pharmacotherapy

and Innovative Technology..............ccccccoevviiriiinniieiiiieiecieeeee, 117
Michael A. Perelman and Alexander W. Pastuszak

Underlying Principles in Ejaculatory
and Orgasmic Function and Dysfunction in the Male............... 123
Jason M. Scovell and Michael L. Eisenberg

Commentary: Underlying Principles in Ejaculatory
and Orgasmic Function and Dysfunction in the Male............... 133
Marcel Waldinger

Clinical Evaluation and Treatment of Disorders
of Ejaculation ...............coocooviiiniiniiiiieeceeece e 139
Daniel H. Williams IV and Brett A. Johnson

Commentary: Clinical Evaluation and Treatment
of Disorders of Ejaculation ................c.cccocoeviiiiiiniienienieceee, 153
Daniel N. Watter

Evaluation and Treatment of Orgasmic Dysfunction................ 159
Christopher Yang, Tariq S. Hakky, and Rafael Carrion

Commentary: Evaluation and Treatment
of Orgasmic Dysfunction..............ccccoceevrininnininnincnccee 167
Daniel N. Watter

Hypoactive Sexual Desire in Men.............ccccoccocevininininencnenn. 171
Yonah Krakowsky and Ethan D. Grober

Commentary: Hypoactive Sexual Desire in Men....................... 179
Eusebio Rubio-Aurioles

Pelvic Floor Physical Therapy in the Treatment
of Sexual Dysfunctions...............c.c.oovveeiiinieeciienieeeeeece e, 189
Amy Stein

Contents



Contents

Part Il Sexual Dysfunction in the Female

18

19

20

21

22

23

24

25

26

The Female Sexual Response: Anatomy and Physiology
of Sexual Desire, Arousal, and Orgasm in Women.................... 199
Johannes Bitzer

Diagnosis of Female Sexual Dysfunction ...................c.....c........ 213
Richard Balon and Terri L. Woodard

The Epidemiology and Diagnosis of Hypoactive

Sexual Desire Disorder and Causes of HSDD:

Situational, Depression, Drugs, Chronic Illnesses,

and Hormonal Depletion..................ccocvvienininieieec e, 223
Sharon J. Parish and Steven R. Hahn

Management of Hypoactive Sexual Desire
Disorder (HSDD) ...t 233
Jill M. Krapf, John E. Buster, and Andrew T. Goldstein

Commentary: Management of Hypoactive
Sexual Desire Disorder (HSDD)............cccooooviiioiiiieeeee. 245
Marianne Brandon

Diagnosis and Management of Female Sexual
Arousal DIiSorder ..............cococeviriniiniininiicicceeee 251
Seth D. Cohen and Irwin Goldstein

Commentary: Diagnosis and Management
of Female Sexual Arousal Disorder ................cccceevrvverrrcrennnnnen. 257
Annamaria Giraldi

Diagnosis and Management of Female Orgasmic Disorder...... 261
Seth D. Cohen and Irwin Goldstein

Commentary: Diagnosis and Management
of Female Orgasmic Disorder ................cccoocoeiiniiiininnnennnnn. 269
Annamaria Giraldi

Vaginismus: When Genito-Pelvic Pain/Penetration
Disorder Makes Intercourse Seem Impossible............................ 273
Samara Perez, Claudia Brown, and Yitzchak M. Binik

Diagnosis and Management of Sexual
Pain Disorders: Dyspareunia................cccccoeevevvecieninceneneenenen. 287
Jill M. Krapf and Andrew T. Goldstein

Commentary: Diagnosis and Management of Sexual Pain
Disorder—Dyspareunia...............cccecceeviiiiienieniienieeieeee e 299
Caroline F. Pukall and Emma Dargie

New Concepts in the Understanding of Female
Sexual Dysfunction................coccoevvieiiiiiiieniicieceeeee e 307
Marita P. McCabe



27 Female Sexual Dysfunction and Cancer .............c.cccccoecvvevneennnn.
Alyssa Dweck and Michael Krychman

28 Female Sexual Dysfunction and Premature
Menopause with Focus on Women’s Wording ...........................
Alessandra Graziottin and Monika Ewa Lukasiewicz

29 Female Sexual Dysfunction and Infertility ........................c......
Elizabeth Grill and Glenn L. Schattman

30 Female Sexual Dysfunction: Impact of the Life
Cycle (Pregnancy, Children, and Aging) ..............ccccooevevuernenen.
William D. Petok

Part III Sexual Dysfunction and the Couple

31 It Takes Two to Tango: Evaluation and Treatment
of Sexual Dysfunction in the Couple ............c..cccoovvveiinivnnnnnen.
Stanley E. Althof and Rachel Needle

32 Infertility and Sexual Dysfunction (SD) in the Couple..............
Elizabeth Grill, Rose Khavari, Jonathan Zurawin,
Juan Ramon Flores Gonzalez, and Alexander W. Pastuszak

33 Couples Therapy and Counseling..................ccocevveriinnneninnen.
Barry McCarthy and Lana M. Wald

34 The Intersection of Sexually Transmitted Infection
and Sexual Disorders in the Couple................ccoovreienvrcienennnnnn.
William Fisher

35 Epilogue: Cautiously Optimistic for the Future
of a Transdisciplinary Sexual Medicine................c.ccccoerreenrennen.
Michael A. Perelman

Contents



List of Editors

Annamaria Giraldi, M.D., Ph.D., FE.C.S.M. Sexological Clinic,
Psychiatric Center Copenhagen, Institute of Clinical Medicine, University
of Copenhagen, Copenhagen, Denmark

Andrew T. Goldstein, M.D., FACOG, IF Director, The Center for
Vulvovaginal Disorders, The George Washington University School of
Medicine, Washington, DC, USA

Larry I. Lipshultz, M.D., Ph.D. Baylor College of Medicine, Division of
Male Reproductive Medicine and Surgery, Center for Reproductive Medicine,
Scott Department of Urology, Houston, TX, USA

Alexander W. Pastuszak, M.D., Ph.D. Baylor College of Medicine,
Division of Male Reproductive Medicine and Surgery, Center for Reproductive
Medicine, Scott Department of Urology, Houston, TX, USA

Michael A. Perelman, Ph.D. Psychiatry, Reproductive Medicine and
Urology, Weill Medical College Cornell University, New York, NY, USA

Co-Director, Human Sexuality Program, The New York Presbyterian
Hospital, New York, NY, USA

Founder, MAP Education and Research Fund, New York, NY, USA

List of Authors
Stanley E. Althof, Ph.D. Case Western Reserve University School of
Medicine, Cleveland, OH, USA

Center for Marital and Sexual Health of South Florida, West Palm Beach,
FL, USA

Phil Bach, M.D. Division of Urology, Faculty of Medicine and Dentistry,
University of Alberta, Edmonton, AB, Canada

Natan Bar-Chama, M.D. Department of Urology, Mount Sinai School of
Medicine, New York, NY, USA

Xi



Xii

Richard Balon, M.D. Department of Psychiatry, Detroit, MI, USA

Boback M. Berookhim, M.D., M.B.A. Department of Urology, Lenox Hill
Hospital, New York, NY, USA

Johannes Bitzer, M.D. Department Obstetrics and Gynecology, University
Hospital Basel, Switzerland

Yitzchak M. Binik, Ph.D. Department of Psychology, McGill University,
Montreal, QC, Canada

Marianne Brandon, Ph.D. Wellminds Wellbodies, LLC, Annapolis, MD, USA

Robert E. Brannigan, M.D. Department of Urology, Northwestern
University, Feinberg School of Medicine, Chicago, IL, USA

Claudia Brown, M.Sc., P.T. Faculty of Medicine, School of Physical and
Occupational Therapy, McGill University, Montreal, QC, Canada

Physiotherapie Polyclinique Cabrini, UroSanté, Montreal, QC, Canada

Arthur L. Burnett, M.D. Brady Urological Institute, Johns Hopkins School
of Medicine, Baltimore, MD, USA

John E. Buster, M.D. Division of Reproductive Endocrinology and
Infertility, Women and Infants Hospital, Providence, RI, USA

Rafael Carrion, M.D. Department of Urology, University of South Florida,
Tampa, FL, USA

F. Andrew Celigoj, M.D. Department of Urology, University of Virginia,
Charlottesville, VA, USA

Shahin T. Chandrasoma, M.D. Skyline Urology, Los Angeles, CA, USA

Seth D. Cohen, M.D., M.P.H. Advanced Urological Care, New York,
NY, USA

R. Matthew Coward, M.D. Department of Urology, University of North
Carolina, Chapel Hill, NC, USA

Emma Dargie, M.Sc. Department of Psychology, Queen’s University,
Kingston, ON, Canada

James M. Dupree, M.D., M.P.H. Department of Urology, University of
Michigan Medical Center, Ann Arbor, MI, USA

Alyssa Dweck, M.S., M.D., FA.C.0.G., C.S.T. Mount Kisco Medical
Group, Northern Westchester Hospital, Mt Kisco, NY, USA

Mt. Sinai School of Medicine, New York, NY, USA

Michael L. Eisenberg, M.D. Department of Urology, Stanford University
School of Medicine, Palo Alto, CA, USA

William Fisher, Ph.D. Department of Psychology, University of Western
Ontario, London, Ontario, Canada

Department of Obstetrics and Gynaecology, University of Western Ontario,
London, Ontario, Canada

Contributors



Contributors

xiii
Martin K. Gelbard, M.D. Clinical Faculty, Skyline Urology, University of
California, Los Angeles, Burbank, CA, USA
Irwin Goldstein, M.D. San Diego Sexual Medicine, San Diego, CA, USA

Juan Ramon Flores Gonzalez, M.D. Department of Surgery, University of
Texas Medical School at Houston, Houston, TX, USA

Alessandra Graziottin, M.D. Center of Gynecology and Medical Sexology,
H. San Raffaele Resnati, Milan, Italy

Graziottin Foundation for the Cure and Care of Pain in Women, Milan, Italy

Elizabeth Grill, Psy.D. The Ronald O. Perelman and Claudia Cohen Center
for Reproductive Medicine, Weill Cornell Medical College, New York, NY,
USA

Ethan D. Grober, M.Ed., M.D. Division of Urology, Department of
Surgery, Mount Sinai and Women’s College Hospital, University of Toronto,
Toronto, ON, Canada

Steven R. Hahn, M.D., F.A.C.P. Albert Einstein College of Medicine,
Bronx, NY, USA

Tariq S. Hakky, M.D. Advanced Urology, Snellville, GA, USA
Kathryn S.K. Hall, Ph.D. HallWatter Institute, Princeton, NJ, USA

T. Mike Hsieh, M.D. Department of Urology, University of California, San
Diego, San Diego, CA, USA

Brett A. Johnson, M.D. Department of Urology, University of Wisconsin-
Madison, Madison, WI, USA

Rose Khavari, M.D. Houston Methodist Center for Restorative Pelvic
Medicine, Houston Methodist Hospital Department of Urology, Houston,
TX, USA

Mohit Khera, M.D., M.B.A. Scott Department of Urology, Baylor College
of Medicine, Houston, TX, USA

Jason R. Kovac, M.D., Ph.D. Urology of Indiana, Carmel, IN, USA

Yonah Krakowsky, B.Sc., M.D. Division of Urology, Department of
Surgery, University of Toronto, Toronto, ON, Canada

Jill M. Krapf, M.D. Department of Obstetrics and Gynecology, George
Washington University School of Medicine, Washington, DC, USA

Michael Krychman, M.D., C.M. Southern California Center for Sexual
Health and Survivorship Medicine, Newport Beach, CA, USA

University of California Irvine, Irvine, CA, USA

Gavin M. Langille, M.D., F.R.C.S.C. Dalhousie University, Saint John,
NB, Canada

Brian V. Le, M.D. Department of Urology, University of Wisconsin School
of Medicine and Public Health, Madison, WI, USA



xiv

Stephen B. Levine, M.D. Case Western Reserve University School of
Medicine, Beachwood, OH, USA

Center for Marital and Sexual Health, Beachwood, OH, USA

Kirk C. Lo, M.D., F.R.C.S.C. Division of Urology, Department of Surgery,
Mount Sinai Hospital, Faculty of Medicine, Institute of Medical Science,
University of Toronto, Toronto, ON, Canada

Monika Ewa Lukasiewicz, M.D. Department of Obstetrics and
Gynecology, The Medical Center of Postgraduate Education, Bielanski
Hospital, Warsaw, Poland

Marita P. McCabe, Ph.D. Institute for Health and Ageing, Australian
Catholic University, Melbourne, Australia

Barry McCarthy, Ph.D. Department of Psychology, American University,
Washington, DC, USA

Rachel Needle, Psy.D. Center for Marital and Sexual Health of South
Florida, West Palm Beach, FL, USA

Advanced Mental Health Training Institute, West Palm Beach, FL, USA
Nova Southeastern University, West Palm Beach, FL, USA

Christian J. Nelson, Ph.D. Memorial Sloan Kettering Cancer Center,
New York, NY, USA

Michael Pan, M.D. Scott Department of Urology, Baylor College of
Medicine, Houston, TX, USA

Sharon J. Parish, M.D. Weill Cornell Medical College, New York, NY,
USA

Westchester Division, New York Presbyterian Hospital, White Plains, NY,
USA

Nishant Patel, M.D. Department of Urology, University of California, San
Diego, San Diego, CA, USA

Samara Perez, Ph.D. (c). Department of Psychology, McGill University
and Jewish General Hospital, Montreal, QC, USA

William D. Petok, Ph.D. Independent Practice, Severna Park, MD, USA

Caroline F. Pukall, Ph.D. Department of Psychology, Queen’s University,
Kingston, ON, Canada

Eusebio Rubio-Aurioles, M.D., Ph.D. Asociacién Mexicana para la Salud
Sexual, A.C. Profesor de posgrado, Departamento de Psiquiatria y Salud
Mental, Facultad de Medicina, Universidad Nacional Auténoma de México,
Mexico City, Mexico

Mary K. Samplaski, M.D. Department of Surgery, Institute of Urology,
University of Southern California, Los Angeles, CA, USA

Contributors



Contributors

XV

Glenn L. Schattman, M.D. The Ronald O. Perelman and Claudia Cohen
Center for Reproductive Medicine, Weill Cornell Medical College, New
York, NY, USA

Jason M. Scovell Center for Reproductive Medicine, Scott Department of
Urology, Baylor College of Medicine, Houston, TX, USA

Ryan P. Smith, M.D. Department of Urology, University of Virginia,
Charlottesville, VA, USA

Amy Stein, DPT, BCB-PMD, IF Beyond Basics Physical Therapy, LLC,
New York, NY, USA

Matthew D. Timberlake, M.D. Department of Urology, University of
Virginia, Charlottesville, VA, USA

Lana M. Wald, M.A. Department of Psychology, American University,
Washington, DC, USA

Marcel Waldinger, M.D., Ph.D. Division Pharmacology, Department of
Pharmaceutical Sciences, Faculty of BetaSciences, Utrecht University,
Utrecht, The Netherlands

Practice for Psychiatry and Neurosexology, Amstelveen, The Netherlands

Daniel N. Watter, Ed.D. The Society for Sex Therapy and Research
(SSTAR), Morris Psychological Group, P.A., Parsippany, NJ, USA

Daniel H. Williams IV, M.D. Department of Urology, University of
Wisconsin School of Medicine and Public Health, Madison, WI, USA

Terri L. Woodard, M.D. Department of Gynecologic Oncology and
Reproductive Medicine, MD Anderson, Houston, TX, USA

Christopher Yang, M.D. North Austin Urology, Austin, TX, USA
Jonathan Zurawin, M.D. Baylor College of Medicine, Houston, TX, USA



Michael A. Perelman

Two concepts were particularly important to me in
developing this textbook: (1) a desire to cultivate a
transdisciplinary sexual medicine perspective for
the reader that emphasized integrating counseling
with current and future medical/surgical
approaches for the treatment of male and female
sexual disorders and (2) emphasizing the need and
benefit for the reader to use a biopsychosocial-
behavioral and cultural lens when contemplating
sexual response and sexual dysfunction.

When asked to coedit this volume, I was con-
cerned about the need for yet another edited text
about sexual disorders and their treatments. It
was agreed that if we were to write a text for a
truly multidisciplinary clinical audience, our edi-
torial and author group would need to be diverse
in terms of both gender and professions of origin.
Through editorial discussions, a concept emerged
of a book whose chapters would be written pri-
marily by sexual medicine physicians and typi-
cally with additional commentary from those
with a mental health background—often sex
therapists. We believed such a dialectic would

M.A. Perelman, Ph.D. (I)

Psychiatry, Reproductive Medicine and Urology,
Weill Medical College Cornell University,

70 East 77th Street, New York, NY 10075, USA

Co-Director, Human Sexuality Program, The New
York Presbyterian Hospital, New York, NY, USA

Founder, MAP Education and Research Fund,
New York, NY, USA
e-mail: perelman@earthlink.net

© Springer Science+Business Media New York 2016

provide a unique contribution to the literature as
well as support the emerging viewpoint that
sexual medicine should share a transdisciplinary
perspective which has characterized the most
recent advances in many areas of medicine [1].
Such an approach goes beyond the multidisci-
plinary view, previously held by others as well as
ourselves. Instead, transdisciplinarity speaks to
the need for healthcare practitioners to exchange
information in a manner that each contributing
discipline and specialty begins to alter its own
practices to share an integrated knowledge and
achieve common scientific and clinical goals [2].

We hope the reader will develop insights and
wisdom that transcends the information explicitly
contained in the chapters and commentaries
offered within this volume. Why and how? The
dialogue between the mental health authors and the
medical/surgical authors was often an implicit one.
The reason for this was twofold. First, some of the
commentaries were written to express the view-
point of the mental health author in response to
their perception of a physician’s/surgeon’s general
approach to sexual problems today. These authors
spoke about their view of the generic trends, rather
than addressing a specific chapter author’s writing.
Other commentaries were written to directly com-
plement a specific chapter and commented on the
work of a given author. Obtaining a thorough
understanding of sexual medicine requires an
understanding of the mind/body issues inherent
within human experience in general and sex in

L.I. Lipshultz et al. (eds.), Management of Sexual Dysfunction

in Men and Women, DOI 10.1007/978-1-4939-3100-2_1
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particular. The purpose of this book was to evoke a
dialogue within the mind of the reader about a
more comprehensive perspective on how to view
patient’s sexual disorders and concerns. In other
words, the book is designed to teach an integrated
treatment approach; yet our ultimate goal was to
nurture for at least some of you a transdisciplinary
perspective for the future of sexual medicine.

Of course, there is no reason to believe a single
pathogenetic pathway to sexual disorders exists.
Clarity of understanding requires that the clinician
and researcher alike maintain a biopsychosocial-
behavioral and cultural view of sexual response
and dysfunction. Besides the obvious common
sense appeal of such models, there is an ever-
expanding body of empirically based quantitative
and qualitative evidence supporting a multidimen-
sional conceptualization, especially in the areas of
treatment optimization, treatment adherence, and
continuation of recommended therapies [3—-26].

The reader may choose from a number of
multidimensional models, but sexual medicine
and sex therapy have recently been most influ-
enced by various “dual-control models” [27-36].
Earlier, Helen S. Kaplan brought to sex therapy

M.A. Perelman

and to sexual medicine the principles of multi-
determinism and multilevel causality [32, 37].
However, in her last book The Sexual Desire
Disorders, published in 1995, Kaplan foreshad-
owed the important work of Bancroft and col-
leagues [27] when she both described and
illustrated dual-control elements of human sexual
motivation and identified sexual “inciters” and
“suppressors” to sexual desire dysregulation
[31, 38]. She attributed her conceptualization to
Kupferman [39] who had noted earlier that “all
examples of physiological motivational control
seem to involve dual effects—inhibitory and
excitatory — which function together to adjust the
system” (p. 751). Kaplan felt that control of sex-
ual motivation was no exception and also oper-
ated on such a “dual steering” principle (Fig. 1.1).

The seminal works of Bancroft and colleagues
are the best known and researched of the various
dual-control models [27]. Bancroft’s 1999 manu-
script [27] and subsequent work with his Kinsey
Institute colleagues (Graham, Heiman, Janssen,
Sanders, etc.) have provided outstanding, erudite
articulation of their dual-control theory, psychomet-
rics, and comprehensive research for over 15 years

Sexual Inciters Sexual Suppressors
b iy’ Drugs ; 1 Y o Sido
3‘% “HypotHaLamiC TSRS

ulation AND LIMBIC mwmbn

Psychological Incitors| 4 ‘CREEIETUELI?; ING chological Inhibitors
1- Attractive Partner 2 1. ve Partner
ggroﬁcsmuaﬁm 5|2 Negnﬁvem_owhls
4 Love 4-"‘0“
§- Courtship $- Stress and Anger
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&

Fig.1.1 Helen S. Kaplan’s (1995) Dual-control elements
of human sexual motivation: a psychosomatic model.
With permission from Kaplan HS, The Sexual Desire
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Fig. 1.3 STP illustrates diminished response. maped-
fund.org provides a video explanation of the STP model
as well as continuously updated images and other

[40-42]. In short, they postulate and attempt to
demonstrate “that sexual response and associated
arousal occurs in a particular individual, in a par-
ticular situation, and is ultimately determined by the
balance between two systems in that individual’s
brain, the sexual activation or excitation system and
the sexual inhibition system, each of which has a
neurobiological substrate” [27, p. 15].

Yet, from our perspective when contemplating
the clinical need for understanding etiology,
diagnosis, and treatment, we find the Sexual
Tipping Point ® (STP) dual-control model par-
ticularly useful in its ability to illustrate both
intra- and interindividual variability that charac-
terizes sexual response and its disorders for both
men and women (Fig. 1.2) [13].!

The Sexual Tipping Point® model -easily
illuminates the mind/body concept that mental
factors can “turn you on” as well as “turn you
off”’; and the same is true of the physical factors.

'The STP model is a registered trademark of the MAP
Education and Research Fund, a 501(c)(3) public charity.
STP illustrations are available free from mapedfund.org.
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resources which are all available for free download by
healthcare professionals

The Sexual Tipping Point® is the characteristic
threshold for an expression of a given sexual
response. Therefore, an individual’s Sexual
Tipping Point® represents the cumulative impact
of the interaction of their constitutionally estab-
lished capacity to express a sexual response
which is elicited by different types of stimulation
as dynamically impacted by various psychoso-
cial-behavioral and cultural factors. An individu-
al’s threshold will vary somewhat from one sexual
experience to another, based on the proportional
effect of all the different factors that determine
that tipping point at a particular moment in time.
For instance, an individual suffering from a
diminished sexual response (desire, arousal,
orgasm) is illustrated by the cartoon in Fig. 1.3.
Besides illustrating all etiological permuta-
tions, including normal sexual balance, the
Sexual Tipping Point® concept is particularly
useful for modeling treatment and can easily be
used to explain risks and benefits for patients
with sexual disorders. The STP model can be
used to teach patients where different treatment
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ILLUSTRATING A SUCCESSFUL INTEGRATED TREATMENT
WITH A FUTURE MEDICAL THERAPY UNKNOWN TODAY

INTEGRATED TREATMENT THE IDEAL
SOLUTION TO BALANCE RISK/BENEFIT
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Fig. 1.4 STP depicts integrated treatment with a future
medical therapy unknown today. mapedfund.org provides
a video explanation of the STP model as well as continu-

targets should be focused, depending on diagnosis
of their etiological determinants. Typically
expressed erroneous binary beliefs can be politely
disabused, and the patient can be reassured that
“no it is not all in your head” nor “all a physical
problem.” Reciprocally, their partner can be
assured it is “not all their fault!” Teaching the
STP model to the patient and partner can reduce
patient and partner despair and anger, while pro-
viding hope through a simple explanation of how
the problem’s causes can be diagnosed, parsed,
and “fixed.” In fact, the Sexual Tipping Point®
also allows for modeling of a variety of future
treatments, including medical or surgical inter-
ventions not yet discovered or proven such as
novel pharmacotherapy, genetic engineering, or
nanotechnology [35] (Perelman, 2011b). This is
illustrated in Fig. 1.4.

Indeed, all the biopsychosocial-behavioral
and cultural models of sexual dysfunction pro-
vide a compelling argument for sexual medicine
treatments that integrate sex counseling and
medical and/or surgical treatments [43]. Our
work is not just to alleviate our patient’s sexual

ously updated images and other resources which are all
available for free download by healthcare professionals

symptom but when possible to improve their inti-
mate relational lives. Restoration of lasting and
satisfying sexual function requires a multifacto-
rial understanding of all of the forces that created
the problem, whether a solo physician or multi-
disciplinary team approach is applied. The
healthcare professional that can accomplish an
integrated treatment will offer the most opti-
mized approach and the most elegant solution
[43].2 Treatment formats vary according to the
preference and expertise of healthcare providers
and tend to incorporate three processes: (a) the
clinician’s interest, training, and competence; (b)
the biopsychosocial-behavioral and cultural
severity of the sexual dysfunction; and (c) patient
preference as to which healthcare professional

2Telemedicine through today’s Internet technologies
offers the opportunity for inexpensive video conferencing
of diverse experts across geographic boundaries, which
will perhaps increase the productive interaction between
disciplines. Such technology offers the potential of multi-
specialty referral or consultation being available for the
patient or partner when required, independent of

geography.
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they first choose to consult. Perelman [44]
recommended that the degree of medical and
psychosocial complexity determines whether a
healthcare provider would work alone or as part
of a multidisciplinary team. For instance, a physi-
cian working alone would assess all needed phys-
ical findings (examination, laboratory testing,
etc.), as well as diagnose the patient as suffering
from mild, moderate, or severe psychosocial
obstacles to successful restoration of sexual func-
tion and satisfaction. In addition to the physical
factors, the physician would attempt to identify
the cognitive, behavioral, relational, and contex-
tual cultural factors predisposing, precipitating,
and maintaining the patient’s sexual dysfunction.
The physician would either continue treatment or
make a referral(s) on the basis of perceived com-
plexity and the actual progress obtained [5, 43].
Each clinician needs to carefully evaluate his
or her own competencies and interests when
considering treatments for sexual dysfunction.
Having a multidimensional understanding of
sexual dysfunction does not mandate a multi-
disciplinary approach. Solo practitioners may
question whether to collaborate with a multi-
disciplinary team or to provide an integrated
treatment themselves. Regardless of which
healthcare professional the patient consults first,
he or she is entitled to receive optimized care.
For many patients, neither sex therapy alone nor
medical/surgical interventions alone are suffi-
cient to facilitate lasting improvement and satis-
faction for a patient or partner with sexual
dysfunction. For those patients who have sex-
ual dysfunction based on deep-seated psychoso-
cial and emotional issues, the use of a simple
single-agent pharmacologic therapeutic will not
be sufficient. Furthermore, a patient who has
physical issues related to age, illness, and so
forth is extremely unlikely to be fully restored
(versus helped to adapt) by sex counseling
exclusively. Indeed, some primary care physi-
cians as well as many specialists will not have
the expertise to adequately diagnose psycho-
logical obstacles to success, independent of
their willingness to treat these factors.
Alternatively, most mental health practitioners
are neither capable nor licensed to provide med-

M.A. Perelman

ical care to the full extent needed by the patient.
And as in all areas of healthcare, professionals
should appropriately refer their patients for
adjunctive consultation as needed.

We hope medical research will one day bring
us more and better treatments to help ameliorate
the biological factors that underlie some peo-
ple’s failure to function sexually in ways they
would prefer. We believe the multidisciplinary
perspective that emerged from an emphasis on
the empirical success of combination treatments
will be replaced by an integrated approach to
sexual issues and dysfunctions by clinicians
who will consult to these patients in the future.
As that transdisciplinary view becomes more
prevalent, we hope it will become the teaching
model for all healthcare practitioners early in
their training. In other words, we hope our read-
ers will advance sexual medicine with an
enlightened appreciation of etiology, diagnosis,
and treatment based on a biopsychosocial-
behavioral and cultural model. It is our hope that
such sophistication will lead to an improved per-
sonalized sexual medicine benefitting both
patient and practitioner alike. Our aspiration is
for all healthcare practitioners to maintain a
patient-centered holistic view of healing that
integrates a variety of treatment approaches as
needed whether for sexual dysfunction or any
sexual concern. We hope this book provides a
window on how this can be accomplished both
now and in the future.
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Stephen B. Levine

2.1  Introduction

As the reader begins this book devoted to the
modern treatment of sexual problems, it is useful
to state the obvious. The primary purpose of
clinical medicine is to assist patients with their
limitations to physical and mental health. To this
end, healthcare professionals are continuously
educated about disorders and their therapies.
Since 1970, this traditional focus on disease has
been applied to sexual dysfunction, a term that
artfully dodges the idea that many sexual prob-
lems are diseases. For several decades the scope
of urology and gynecology has expanded to
include sexual dysfunctions. A less than obvious
benefit of the focus on diseases and their response
to treatments is a clearer understanding of the
processes that maintain health. For example, as
clinical research recognized disease-inducing
forms of immunological incompetence, the com-
plex overlapping systems that preserve our health
from pathogens were clarified. Similarly, as
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interventions for sexual dysfunction have
evolved, knowledge has accumulated about sex-
ual health. But sexual health, per se, is rarely the
subject of sexual medicine articles. These articles
assume sexual health equates with arousal or
orgasmic functionality and suggest methods for
restoring these capacities.

This chapter explores subtle, private aspects
of sexual health. In doing so, it will define the
lurking sources of disappointment that our
patients are likely to feel when they request our
assistance. In addition, the examination of sexual
health and sexual distress will provide clinicians
with some concepts concerning the psychologi-
cal pathogenesis of many problems.

Sexual problems, theories of their cause, and
treatment approaches date back to the earliest of
medical writings [1]. Today, the sexual problems
that attract clinical attention involve two broad cat-
egories: (1) sexual identity (transpositions of gender
identity, variations in orientation, paraphilic pat-
terns of arousal within and outside of a sexual
addiction pattern) and (2) sexual dysfunction (symp-
toms include deficient sexual desire, incapacities in
maintaining sexual arousal, anorgasmia, orgasm
without pleasure, ejaculatory latency extremes,
painful intercourse, and unwanted sexual arousal).
Urologists, gynecologists, psychologists, psychia-
trists, relationship therapists, sex therapists, and
physical therapists each stake out their territories
within this expanding array.

L.I. Lipshultz et al. (eds.), Management of Sexual Dysfunction

in Men and Women, DOI 10.1007/978-1-4939-3100-2_2
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2.2 The First Principle of Clinical
Sexuality

All sexual behavior—solitary or partnered, normal
or dysfunctional, morally acceptable or socially
disapproved of—is ultimately constructed from
four general sources: biology, psychology, inter-
personal relationships, and culture [2]. This prin-
ciple is a humbling reminder not to oversimplify
the determinants of sexual phenomena in our rush
to find solutions to patients’ problems. Despite
knowledge of this principle, all healthcare profes-
sionals are forced by their education, knowledge,
and skill set to oversimplify this ordinary com-
plexity in their everyday work. An elegant model
that schematically illustrates the interaction of
these four major determinants exists [3].

2.3 TheTwo Systems of Adult
Nurturance in Sexual
Relationships

Adult sexual relationships are well known to have
the potential to stabilize and enrich individuals and
make them happy with their interpersonal status.
Psychological intimacy and partner sexual behav-
ior are the two behavioral systems that nurture
adults. Partner sexual behavior can exist without
psychological intimacy just as psychological inti-
macy can occur without partner sexual behavior.
When they are successfully integrated, however, a
positive feedback between them creates a greater
degree of mutual nurturance and results in maxi-
mization of sexual functional capacities.
Psychological intimacy motivates partner sexual
behavior, and sexual behaviors create a new degree
of psychological intimacy. In sexual health, the
two systems function as one.

2.4 Three Paths to the Creation
of Psychological Intimacy

2.4.1 Conversation

The usual way to attain psychological intimacy is
through conversion [4]. One person speaks; the
other person listens. In order to achieve a moment

S.B. Levine

of psychological intimacy, the speaker has to
meet three requirements. The speaker must talk
about his or her inner subjective psychological
self. The speaker must be able to trust in the
safety of sharing this with the listener. The
speaker must possess the language skills to
express in words his or her thoughts, feelings,
perceptions, and history. Psychological intimacy
will not occur, however, unless the listener is able
to evidence the following characteristics: The lis-
tener must provide undivided, uninterrupted
attention to the speaker. The listener’s comments
must be noncritical and reflect an accurate com-
prehension of what is being said and felt by the
speaker. The listener needs to construe the oppor-
tunity to listen as a privilege to learn about the
inner experiences of the speaker. Much conversa-
tion, even between established lovers, does not
create psychological intimacy.

Psychological intimacy is a transformative
moment of connection that occurs simultane-
ously in both the speaker and the listener. It is a
bonding process that creates or reinforces the
sense of belonging to one another. There are two
basic forms of psychological intimacy. The first
is the two-way psychological intimacy that ide-
ally recurs in a couple’s life. Each member of the
couple, of course, takes a turn being a speaker
and a listener to potentially re-create moments of
connection. In one-way psychological intimacy,
however, a particular person is almost always the
speaker and the other person is predominantly the
listener. Physicians and mental health profession-
als create a one-way psychological intimacy with
patients, as do parents with their young children.
Psychological intimacies are part of the land-
scape of numerous kinds of relationships, rang-
ing from friendship to sibling bonds to
lawyer-client relationships. Unlike this wide
array of psychological intimacies, psychological
intimacy within a sexual relationship possesses a
special power to repeatedly ease the way to sex-
ual behavior.

These bonding moments of connection have
profound consequences for the speaker. The
moments strengthen the bond to the listener,
causing pleasing thoughts such as “I am
accepted.” “I feel more stable.” “T am happier.” “I
feel healthier.”” These moments erase loneliness,
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create optimism, and cause the speaker to look
forward to the next opportunity for connection.
After repeated moments of psychological inti-
macy, the speaker generates interest in sexual
behavior with the listener. Psychological inti-
macy can be a powerful erotic stimulus. In cer-
tain contexts it is the most reliable and safest
known aphrodisiac.

Moments of psychological intimacy have posi-
tive consequences for the listener as well. The lis-
tener gains a deeper understanding of the speaker
and experiences pleasure in being of value to the
speaker. The listener demonstrates an increased
willingness to think about his or her own subjec-
tive self and comes to realize how important he or
she is to the speaker. These subjective experiences
reaffirm the bond to the speaker.

Psychological intimacy is not confined to the
adult-adult relationship. Parents ideally maintain
it with their children; friendships among any age
group exist because of the individuals’ capacities
to share aspects of themselves. The skill of psy-
chotherapists is their ability to create and main-
tain psychological intimacy in order to promote
psychological growth. Psychological intimacy
creates a rarely discussed erotic stimulus in many
relationships that are not intended to be sexual.
As such, people have to carefully manage them-
selves so as not to complicate their lives.

2.4.2 Shared Intense Experiences

A second way of creating psychological intimacy,
shared intense emotional experiences, does not
require much conversation. An intense bond can
readily be established or reestablished, for exam-
ple, by enduring a frightening febrile illness in an
infant, caring for a dying friend together, being
together in combat, or being on an athletic team.

2.4.3 Sexual Behavior

The third way of attaining psychological inti-
macy is through sexual behaviors. It, too, is a
largely nonverbal shared emotional experience.
Many aspects of sex create private emotion. The
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sight of the partner’s naked body is a powerful
experience of knowing the person, particularly
early in the relationship. To this is added the per-
ception of what the naked person feels about his
or her naked body. One learns of the partner’s
interest in and attitude toward specific sexual
behaviors. Each person witnesses the other in
arousal, a pleasurable knowledge that is aug-
mented by facilitating, listening to, and watching
the partner’s orgasm. These intensely private sub-
jective experiences create the sense of knowing
the partner in a way that others could not. This is
a privilege. In these ways, sex creates a profound
degree of connection.

The unmodified word “intimacy” is used to
describe shared conversations about private expe-
riences, nonverbal emotional experiences, and
sexual pleasure. All avenues of attaining psycho-
logical intimacies promote the sense of loving
and being loved.

2.5 Whatls Learned Over Time
Through Sex

Over time, individuals discover their partners’
range of sexual comfort. They witness the
changing nature of this comfort. They come to
discern their own and their partner’s variations
in desire, arousal, and orgasm. They appreciate
some of their partner’s motivations for sexual
behaviors. Over months, years, or decades, sex-
ual behavior may deepen the couple’s bond
such that each has a rich, nuanced conviction of
the sensual capacities of the other and how best
to relate to them [5].

2.6 What Accounts
for the Pleasures of Sex?

The pleasures of sex are physical and psycho-
logical. Sex can create novel delicious sensations
and pleasant emotions before, during, and after
orgasm. A person experiences the sense of power
in giving the partner pleasure. The ability to give
and to receive pleasure increases interest in the
other, adds to the knowledge of the other, and
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creates the sense of being intertwined with the
other. These are the means of creating a sense of
oneness. The seamless interplay of physical and
psychological pleasure during sex attenuates the
sense of time as the individuals transport one
another into the realm of sensation. The psycho-
logical pleasures of sex also involve personal
meanings. These meanings, however, are often
either closely held privacies from the partner or
indescribable. “I feel it, but I can’t describe it. It
just is!” “I love you!” is the occasional summary
of this complexity.

2.7 Why Is Sex Important?

Sexual behavior stabilizes our sexual identity.
Sex allows us to feel that we are confident as a
man or woman. It helps us to clarify and stabilize
our identity as a heterosexual, homosexual, or
bisexual person. It clarifies the nature of our
intentions as consisting of peaceable mutuality or
varieties of sadomasochism or fetishism.

Sex is the vehicle for early romantic attach-
ment at every stage in life—among the never
attached, divorced, widowed, and those having
affairs. It can facilitate the vital process of creat-
ing an entity from two individuals. Romance con-
veys the hidden quest for a safe, secure,
comforting lasting unity. It is typically accompa-
nied by an intense erotic desire for each other.

In established relationships, sexual behavior
reinforces the sense that one is loved and capable
of loving. It strengthens the sense of oneness
enabling individuals to feel themselves to be an
integral part of another. Sex has the capacities to
erase the ordinary angers of everyday life, to ele-
vate one’s mood, and to increase resiliency for
tomorrow. It improves our capacity to withstand
extra relationship temptation. And, of course, it is
vital to our reproductive ambitions.

Sex remains a vehicle for self-discovery
throughout life. It begins in adolescence when
eroticism is dominated by fantasy, attraction, and
masturbation and continues to reveal private
aspects of the self during the many decades of
regular or intermittent partner sexual behaviors
and into the wistful final alone years.
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2.8 The Second Principle
of Clinical Sexuality

Sexual experience is a dynamic ever-evolving
process. It changes in the short and in the long
term in response to numerous biological, psycho-
logical, interpersonal, economic, and social fac-
tors. Individuals change psychologically,
physically, and sexually over time as they mature,
take on new responsibilities, and experience loss,
personal dilemmas, and illness.

Changes in one person invariably impact on
the partner. Therapeutic interventions can be
immediately effective because of the responsive-
ness of the balance of the couple’s delicate inter-
actions between sexual identity components and
sexual function characteristics.

The second principle illustrates a limitation of
medicine’s traditional reliance on designing
interventions for individuals. For the treatment of
coupled individuals, it is useful to expand this
paradigm so that the clinician recognizes that
forces emanating from the partner can render a
therapy that has been scientifically demonstrated
to be efficacious ineffective.

2.9 The Sexual Equilibrium

The second principle explains why the sexual
fate of an individual entering into a monogamous
relationship is not determined by his or her pre-
commitment sexual capacities. Once that person
enters into the new sexual equilibrium, what he
or she experiences will heavily depend on the
interplay between the person’s and the partner’s
component characteristics (Table 2.1).

Table 2.1 The interaction of the sexual components in
any sexual equilibrium

Partner A Partner B
Gender identity Gender identity
Orientation Orientation
Intention Intention

Sexual desire Sexual desire

Ease of arousal Ease of arousal

Orgasmic pattern Orgasmic pattern

OO IR ON R OB

Pain-free penetration Pain-free penetration
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The interaction of these components deter-
mines the frequency of sexual behavior, what
sexual acts they share, how orgasm is attained,
and their sexual psychological satisfaction. The
sexual equilibrium of each couple has unique
features. Some individuals come to know that
different levels of satisfaction occur with differ-
ent partners over their lifetimes. Clinicians have
to be alert to the possibility that some patients
who request interventions for improving sexual
capacity are not planning to use them with the
apparent partner. These men and women may
have a more satisfying sexual equilibrium with
someone who is unknown to the partner, whether
or not they have sex with their mate.

2.10 WhatIs Sensuality?

Satisfying functional sex requires the abandon-
ment of ordinary daily preoccupations and the
substitution of a focus on bodily sensations.
Sensuality is not how a person looks. It is what a
person is capable of doing and feeling during sex.
Sensuality has two faces. The readily appreciated
face is the capacity to experience the preoccupy-
ing sensations of a kiss, lick, a touch, a breast or
genital caress, and penetration. The more subtle
face of sensuality is the person’s interest in trans-
porting the partner to this realm where pleasure
predominates.

An Ideal Life of Sexual
Pleasure

2.11

High on the list of hoped for personal expecta-
tions from life is to have, at least for an extended
period of time, a diet of emotionally satisfying
sex [6]. It is as though individuals collectively
know that sex can be wonderful and that it is a
vehicle to feel and express love. In the last analy-
sis, sex may be the easy way to access the much
more difficult to describe subject of love [7].
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Particularly in clinical medicine, where the topic
of love is generally avoided, sex may be a surro-
gate topic for love.

A satisfying sexual life diminishes the sense
that one has been cheated by life. Wonderful sex
creates a comforting, stabilizing sense of happi-
ness. People learn from it that in being a part of
someone else, they not only do not lose their indi-
viduality by loving but their individuality is
essential to their blissful sensual excursions.
Satisfying sensual sex prevents envy of other
people’s sexual experiences because people sense
that “It could not get better than this.”

2.12 Sexual Health Is Only
Potential

Recurrently satisfying sensuous interactions—
sexual health—is a developmental achievement.
It is not guaranteed for men or women by their
biological normality, their sex-positive attitudes,
or past history of sensuality. While physicians
prefer to biologically intervene with sexual dys-
functions, to do so without paying attention to the
psychological, interpersonal, and cultural con-
texts of a patient’s life will often disappoint the
patient and the doctor. Comprehending the poten-
tials of sex to enhance lives ironically helps clini-
cians to understand these three contexts.
Sex is important because it has the capacity:

To please

To stabilize

To physically satisfy

To emotionally satisfy

To improve self-understanding

To improve understanding of the partner

To heighten the experience of being loved and
loving

8. To enhance life through reproduction

Nk L=

Patients with sexual difficulties can be
assumed to be currently lacking in the attainment
of these potentials. Some have never, even briefly,
attained them. Many have attained and lost them.
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2.13 Sources of Distress

Modern criteria for sexual diagnoses require that
the patient or the couple experience distress about
their difficulty. While rating scales can be used to
quantify distress [8] and are vital to clinical sex-
ual research, numbers explain the intensity but
not the sources of the distress. The right side of
Table 2.2 clarifies the subjective contributions to
the distress. These are obviously just the inverse
of the positive potentials of sex. Understanding
the reasons for the distress in these terms, whether
or not they are explicitly stated, helps in the
establishment of a trusting relationship with the
patient.

2.14 Two Subtleties About
the Sexual History

2.14.1 The Clinician’s Audition

Our contact with the patient begins with our tak-
ing a sexual history [9]. There have been many
seminal writings published on this important
topic since 1970 [10-12]. The clinician should
realize, however, that the initial evaluation is a
mutual process. The doctor is evaluating the sex-
ual complaint by searching for the correct diag-
nosis and beginning to ascertain the pathogenesis
and factors that may shape the approach to ther-

Table 2.2 Positive and negative potential of sex

Positive potentials

To please

To stabilize

To physically satisfy

To emotionally satisfy

To improve
self-understanding

To improve understanding
of the partner

To feel loved and loving

To enhance life through
reproduction and
parenthood

Negative potentials

To displease

To destabilize

To physically frustrate
To emotionally frustrate
To prevent
self-understanding

To obscure
understanding of the
partner

To feel empty—unloved
and uncaring

To prevent the pleasures
of reproduction and
parenthood
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apy. The individual patient, or the couple, all the
while is assessing the clinician’s warmth, inter-
est, understanding of their distress, and compe-
tence. Some initial evaluations are not followed
by treatment. Some treatments are not continued
for a reasonable duration. Doctors may be baffled
when patients do not return or do not follow their
recommendations. One of the possibilities that
may be considered is that the clinicians may have
flunked the patient’s evaluation of them. The goal
of the sexual history taking from the patient’s
perspective is the establishment of a hope-
generating trusting alliance with the doctor.
There will be no therapy, despite an accurate
diagnosis and a state-of-the-art treatment plan, if
the clinician fails the audition inconspicuously
conducted by the patient.

2.14.2 Therels No Such Thing
as a Complete Sexual History

The specifics of the sexual history vary, of course,
with the presenting problem, the specialty of the
clinician, the presumptions about the likely
sources of the problem, and the patient’s capacity
to talk about the matter. Despite the inherent
pressure clinicians feel to gather a lot of informa-
tion at the first encounter, there is no such thing
as a complete sexual history. For example, a
gynecologist and a psychologist may each be
thorough in their assessments, but the details that
will emerge will be quite different. The sexual
history and the doctor’s ability to formulate the
pathogenesis of the problem are evolving pro-
cesses. This is more apparent among mental
health professionals, but is nonetheless true as
well among urologists, gynecologists, and pelvic
floor specialists. As a general guideline to attain-
ing a comprehensive sexual history, clinicians
can recall the concept of the sexual equilibrium.
Eventually, the history should reveal the individ-
ual’s sexual identity components and sexual
functional capacities. It should clarify the part-
ner’s capacities and how they interact. It is asking
too much of any clinician to obtain a picture of all
of this by the end of the first meeting.



