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A B S T R A C T

Introduction. Orgasm is a sensation of intense pleasure creating an altered consciousness state
accompanied by pelvic striated circumvaginal musculature and uterine/anal contractions and
myotonia that resolves sexually-induced vasocongestion and induces well-being/contentment. In
1,749 randomly-sampled U.S. women, 24% reported an orgasmic dysfunction.

Aim. To provide recommendations/guidelines concerning state-of-the-art knowledge for man-
agement of orgasmic disorders in women.

Methods. An International Consultation in collaboration with the major urology and sexual med-
icine associations assembled over 200 multidisciplinary experts from 60 countries into 17 commit-
tees. Committee members established specific objectives and scopes for various male and female
sexual medicine topics. The recommendations concerning state-of-the-art knowledge in the respec-
tive sexual medicine topic represent the opinion of experts from five continents developed in a
process over a 2-year period. Concerning the Disorders of Orgasm in Women Committee, there
were four experts from two countries.

Main Outcome Measure. Expert opinion was based on grading of evidence-based medical litera-
ture, widespread internal committee discussion, public presentation and debate.

Results. Female Orgasmic Disorder, the second most frequently reported women’s sexual problem
is considered to be the persistent or recurrent delay in, or absence of, orgasm following a normal
sexual excitement phase that causes marked distress or interpersonal difficulty (DSM-IV). Empir-
ical treatment outcome research is available for cognitive behavioral and pharmacological
approaches. Cognitive-behavioral therapy for anorgasmia promotes attitude and sexually-relevant
thought changes and anxiety reduction using behavioral exercises such as directed masturbation,
sensate focus, and systematic desensitization treatments as well as sex education, communication
skills training, and Kegel exercises. To date there are no pharmacological agents trials (i.e., bupro-
pion, granisetron, and sildenafil) proven to be beneficial beyond placebo in enhancing orgasmic
function in women diagnosed with Female Orgasmic Disorder.

Conclusions. More research is needed in understanding management of women with orgasmic 
dysfunction.
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An orgasm in the human female is a variable,
transient peak sensation of intense pleasure

creating an altered state of consciousness usually
with an initiation accompanied by involuntary,
rhythmic contractions of the pelvic striated cir-
cumvaginal musculature often with concomitant

uterine and anal contractions and myotonia that
resolves the sexually-induced vasocongestion
(sometimes only partially) and myotonia usually
with an induction of well-being and contentment.
Women’s orgasms can be induced by erotic stim-
ulation of a variety of genital and nongenital sites.



The clitoris and vagina are the most usual sites of
stimulation, but stimulation of the periurethral
glans, breast/nipple or mons, mental-imagery or
fantasy or hypnosis have also been reported to
induce orgasm [1–4]. Orgasms have been noted to
occur during sleep in the able-bodied, hence con-
sciousness is not an absolute requirement [5–7].
Rare cases of so-called true “spontaneous orgasm”
have been described in the psychiatric literature
where no obvious sexual stimulus can be ascer-
tained [8].

As of yet, no definitive explanations for what
triggers orgasm have emerged. The first studies of
brain imaging (positron emission tomography,
PET, coupled with MRI) during orgasm in women
have recently been reported [9,10]. Increased 
activation at orgasm, compared to pre-orgasm
arousal, was noted in the following brain regions:
paraventricular nucleus (PVN) of the hypothala-
mus, periaqueductal gray area of the midbrain,
hippocampus, and cerebellum [10]. Further
studies that compare brain areas activated by
orgasm with those activated during sexual arousal
without orgasm are needed to assess whether there
are specific brain regions responsible for trigger-
ing orgasm in women.

The psychosocial factors most commonly dis-
cussed in relation to female orgasmic ability
include age, education, social class, religion, per-
sonality, and relationship issues. There are no con-
sistent, empirical findings that psychosocial factors
alone differentiate orgasmic from anorgasmic
women. Research that systematically examines
these factors among women who are more care-
fully diagnosed as either meeting or not meeting
clinical criteria for Female Orgasmic Disorder is
needed.

Findings from the National Social and Health
Life Survey suggest that orgasmic problems are
the second most frequently reported sexual prob-
lems in women [11]. In this random sample of
1,749 U.S. women, 24% reported a lack of orgasm
in the past year for at least several months or more.
This percentage is comparable to clinic-based
data. A precise estimate of the incidence of orgas-
mic disorder in women is, however, difficult to
determine because few well-controlled studies
have been conducted, and definitions of orgasmic
disorder vary widely between studies depending
on the diagnostic criteria used. The DSM-IV-TR
defines Female Orgasmic Disorder using the fol-
lowing diagnostic criteria: Persistent or recurrent
delay in, or absence of, orgasm following a normal
sexual excitement phase that causes marked dis-

tress or interpersonal difficulty [12]. Women
exhibit wide variability in the type or intensity of
stimulation that triggers orgasm. The diagnosis of
Female Orgasmic Disorder should be based on the
clinician’s judgment that the woman’s orgasmic
capacity is less than would be reasonable for her
age, sexual experience, and the adequacy of sexual
stimulation she receives. Studies of women diag-
nosed with Female Orgasmic Disorder note a high
percentage are also diagnosed with Female Sexual
Arousal Disorder, suggesting that the DSM-IV-
TR criterion of absence of orgasm follows a
“normal sexual excitement” phase is often ignored.
The DSM-IV-TR uses the terms lifelong versus
acquired and generalized versus situational. The
International Statistical Classification of Diseases
and Related Health Problems (ICD-10) defines
Orgasmic dysfunction simply as “Orgasm either
does not occur or is markedly delayed.” Regard-
ing women who can obtain orgasm during mas-
turbation or during intercourse with manual
stimulation but not during intercourse alone, the
clinical consensus is that she would not meet cri-
teria for clinical diagnosis.

The treatment of anorgasmia has been ap-
proached from psychoanalytic, cognitive-behavioral,
pharmacological, and systems theory perspectives
but substantial empirical outcome research is 
available only for cognitive behavioral and, to a
lesser degree, pharmacological approaches [13].
Cognitive-behavioral therapy for anorgasmia
focuses on promoting changes in attitudes and 
sexually-relevant thoughts, decreasing anxiety, 
and increasing orgasmic ability and satisfaction.
Behavioral exercises traditionally prescribed to
induce these changes include directed masturba-
tion, sensate focus, and systematic desensitization. 
Sex education, communication skills training, 
and Kegel exercises are also often included in 
cognitive-behavioral treatment programs for 
anorgasmia.

Directed masturbation has been used to effec-
tively treat anorgasmia in a variety of treatment
modalities including group, individual, couples
therapy, and bibliotherapy. It has been shown to be
an empirically valid, efficacious treatment for
women diagnosed with lifelong, generalized anor-
gasmia. For the woman with acquired anorgasmia
who is averse to touching her genitals, directed
masturbation may be beneficial. If, however, the
woman is able to attain orgasm alone through mas-
turbation but not with her partner, issues relating
to communication, anxiety reduction, safety, trust,
and ensuring the woman is receiving adequate
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stimulation either via direct manual stimulation or
engaging in intercourse using positions designed
to maximize clitoral stimulation (i.e., coital align-
ment technique) may prove more helpful.

Anxiety can serve as a distraction that disrupts
the processing of erotic cues by causing the
woman to focus instead on performance related
concerns, embarrassment, and/or guilt. As origi-
nally conceived by Masters and Johnson, sensate
focus is an anxiety reduction technique that
involves a step-by-step sequence of body touching
exercises, moving from nonsexual to increasingly
sexual touching of one another’s body [14]. Across
studies women have reported decreases in sexual
anxiety and occasional increases in frequency of
sexual intercourse and sexual satisfaction with sys-
tematic desensitization, but substantial improve-
ments in orgasmic ability have not been noted.
Similarly, of the few controlled studies that have
included sensate focus as a treatment component,
none have reported notable increases in orgasmic
ability. These findings suggest that, in most cases,
anxiety does not appear to play a causal role in
anorgasmia and anxiety reduction techniques are
best suited for anorgasmic women only when sexual
anxiety is coexistent. There is no direct empirical
evidence to suggest that sex education, communi-
cation skills training, or Kegel exercises alone are
effective for treating either primary or secondary
anorgasmia. A review of studies suggests they may
serve as beneficial adjuncts to therapy.

There have been few placebo-controlled studies
examining the effectiveness of pharmacological
agents for treating Female Orgasmic Disorder. To
date there are no pharmacological agents proven
to be beneficial beyond placebo in enhancing
orgasmic function in women with diagnosed
Female Orgasmic Disorder. Placebo-controlled
research is needed to examine the effectiveness of
agents with demonstrated success in case series or
open-label trials (i.e., bupropion, granisetron, and
sildenafil) on orgasmic function in women.
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