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Chapter 11

pisorders of Female Orgasm

vasisca P. Khouri, Corey Pallatto Hughan, and Cindy M. Meston

Kevwords Oreasm ¢ Anorgasmia « SSRI medi-
cations * Sev therapy

Introduction

Both cancer and cancer treatments can have
defeterious effects on women's ability to attain
orgasi. The degree to which sexual functioning
 large 15 impacted depends on a number of
medical. psychological, and social factors includ-
mg severity of the disease. treatment intensity
and length. emotional status during cancer diag-
nosis and management, access to social support,
and comorbid psychological problems. In this
chapter. we discuss the diagnosis. prevalence,
and treatment of  female orgasmic  disorder
FOD). with an emphasis, where possible, on
how they pertain to women with current or past
saneer. Orgasm is a fundamental component of
wexual response in both men and women, and is
dllected frequently in humans from the studies
o cancer survivors,
A summary of the specitic ways in which
weer and its trreatment can impact orgasm and

wexual functioning ag large is also provided.
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Definitions of Female Orgasm
Disorder

The Diagnostic and Statistical Manual of Mental
Disorders, fourth edition, text revision (DSM-
IV-TR) [1], defines FOD ag the persistent or
recurrentdelay in, orabsence of, orgasm following
a normal sexual excitement phase. In addition,
the disturbance must cause marked distress or
interpersonal difficulty. The diagnostic criteria
also specify that the diagnosis of FOD should be
based on the clinician’s Judgment that the wom-
an’s orgasmic capacity is less than that would be
reasonable for her age, sexual experience, and the
adequacy of sexual stimulation she receives,

It is important to note that the type or intensity
of sexual stimulation required for obtaining orgasm
varies widely across women. Orgasms have been
reported to be induced by erotic stimulation of
genital areas such as the breast/nipple, periurethral
glans, or mons, in addition to the clitoris and
vagina {2, 3]. Research indicates that stimulation
via mental imagery, or fantasy, and hypnosis has
been shown to induce orgasm [4, 5]. A few cases
of spontancous orgasm without an obvious source
of sexual stimulation have been reported in the lit-
erature [6, 7). Spontaneous orgasms have also been
reported with the use of antidepressants [8-10).

The DSM-1V-TR subtypes arc used to indicate
the onset of orgasmic disturbance (lifelong vs.
acquired), the context in which the disturbance
oceurs (generalized vs. situational), and whether
the FOD is a result of psychological or combined
factors. Most studies refer to orgasm problems in
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women as cither primary orgasmic dysfunction
or secondary orgasmic dysfunction. The term
primary orgasmic dysfunction was introduced
by Masters and Johnson [11] and has been used
to describe women who report never having
experienced orgasm under any circumstances,
including masturbation. According to the DSM-
IV-TR, this would refer to those women who
meet criteria for lifelong and generalized FOD.
Secondary orgasmic dysfunction relates (o
women who meet criteria for acquired and/or
situational FOD.

Although situational FOD is understood to
mean that orgasm difficulties occur in specific
contexts, the clinical consensus is that achieving
orgasm during intercourse with manual stimula-
tion but not with intercourse alone would not
meet criteria for clinical diagnosis, unless
clinically significant distress is present. The
inability to achieve orgasm when one wishes
may result in sexual distress or dissatisfaction in
women, but this is not always the case. Some
women meet criteria for FOD and do not per-
ceive their anorgasmia or reduced orgasmic
capability as a problem nor do they report
experiencing significant distress [12, 13]. If the
disorder does not cause the women marked dis-
tress or interpersonal difficulty, a DSM-IV-TR
diagnosis of FOD is not given.

While lifelong, generalized FOD is a clear
diagnosis covering all sexual situations, a diag-
nosis  of  secondary orgasmic  dysfunction
(acquired and/or situational FOD) encompasses a
wide range of clinical presentations. Women who
were initially orgasmic but later obtain orgasms
infrequently and women who achieve orgasms in
only certain contexts, with certain types of sexual
activity or with certain partners are examples of
the heterogeneity found with secondary FOD.

A large proportion of women who meet FOD
diagnostic criteria also meet the criteria for female
sexual arousal disorder | 14-16]. DSM-IV-TR cri-
teria explicitly state that the absence or delay in
orgasm must follow a normal sexual excitement
stage produced by adequate sexual stimulation.
Thus, women with comorbid FSAD and FOD
may indeed have orgasm difficulties when sexual
arousal is achieved. If adequate sexual arousal is

Y.P. Khouri et 3.

not achieved, the lack of orgasm is due to FSAD,
not FOD. Basson et al. [17] suggested the tollow.
ing revised FOD definition in order 1o address the
fact that a DSM-IV-TR diagnosis of FOD pre-
cludes one of female sexual arousal disorder, ang

also to highlight the need for adequate arousg) -
preceding the anorgasmia: “despite the self-repory
of high sexual arousal/excitement, there is either
lack of orgasm, markedly diminished intensity of

orgasmic sensations, or marked delay of orgasm
from any kind of stimulation.”

The World Health Organization’s Inter-
national Statistical Classification of Diseases
and Related Health Problems. 10th Revision,
defines orgasm dysfunction in broader terms and
without subtypes. According to the ICD-10,
orgasmic dysfunction is an absence of, or mark-
edly delayed, orgasm in which the individual has
had no experience of an 0rgasm in any situation
(similar to “lifelong™ subtype in DSM-IV-TR) or
developed the dysfunction after a period of rela-
tively normal response (similar to “acquired”
subtype), and must not be the result of prolonged
abstinence from sexual activity. Other criteria
include frequently occurring orgasm difficulties
that keep the individual from participating in

satisfactory sexual activity lasting for a period of

at least 6 months.

The Prevalence of Female Orgasmic
Disorder

Orgasm difficulties ranked as the second most
frequently reported sexual problem after sexual
desire difficulties based on the interviews of
1749 American women (aged 18-59) in the
National Health and Social Life Survey [82].

Specifically, 25% reported a lack of orgasm in
the past year for at least several months or more.

This percentage is comparable to clinic-based

data. Orgasmic problems were noted by 29% of

women (aged 18-73) who attended an outpa-
tient gynecologic clinic [16] and by 23% of

women (aged 18-65+) attending a UK general
practice clinic [18]. A recent study of attendees -

(aged 18-75) at several general practice clinics
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cevealed that I8% receved an ICD- 10 diagnosis

{orgasmic dystunction. 13% of which reported
\ &* .

TR
hat the frequency of orgasm both with a partner

also i problem for them [13]. [82] found

and during masturbation was greater for older

groups 0f women and lowest for women between
‘H.smi 2 vears ofage, Age differences inorgasm
frequency 1y be due 1o differences in sexual
ayperience such that younger women tend to
have less experience and fewer partners [ 19,
2] As young women engage in more sexual
evperiences, they may become more familiar
with their bodies and learn what is sexually
pleasing for them. including how to achieve
ureasi.

.[:mlu.mng_- the prevalence of orgasm dysfunc-
gon in cancer survivors is complicated by the
diversity ol psychological, medical, and social
factors that contribute to sexual outcomes and by
the fact that most studies report the impact on
sexual functioning in general without specifi-
cally addressing orgasm dysfunction. Out of the
population of women treated for breast and
gynecologic cancers, one half experience long-
term sexual dysfuncuon [20]. Breast cancer is
the most common cancer diagnosed in women,
hut has a high patient survival rate -~ 75% live at
least 5 years post-diagnosis [21]. In a study of
breast cancer survivors 1-5 years after initial
diagnosis, roughly half the survivors exhibited a
decreased interest in sex while 30% reported a
decrease  in sexual activity  overall  [22].
Gynecological cancer is the third most common
cancer diagnosed in women and inherently inter-
feres with sexual functioning due to the location
of the cancer [23]. Defined as cancer of the
female reproductive tract, gynecological cancer
I alfeet the cervix, endometrium, fallopian
tubes. ovaries, uterus. and vagina [20]. Several
Mudies have examined sexual dysfunction result-
ng from these cancers, but cross-study compari-
*0 has proved 1o be difficult as patients fall into
different cittegories of diagnoses, stages, and
featments [22].

Despite this issue., sexual dys-
lunction N

i serious issue for cancer survivors;
" one study, 50% of women with gynecological
“ECT reported sexual problems as having a
'lc““'ullng impact on quality of life [24].

The Impact of Cancer on Women'’s
Sexual Health

When a woman is diagnosed with cancer, the
priority for medical professionals is 1o determine
whether or not she will survive and what must
be done to give her the best possible prognosis.
When treating an oncological patient, the main
focus 1s on the physical ailment: however, cancer
is certainly more than skin deep. As they battle
their ailments, patients often cope with a variety
of side effects: many basic human processes are
affected, and sexual functioning is particularly
susceptible to complications.

In their book about sexuality and chronic
illness, Schover and Jensen elucidate the relation-
ship between the two by asserting that cancer and
its associated treatments can affect all biological
systems necessary for normal sexual function,
Symptoms such as pain during intercourse can
lead to an initial diagnosis, and concern about
their sexual functioning can influence patients as
they evaluate possible treatment options [25].
Although surgery, chemotherapy. and radiation
cradicate cancer cells, patients must cope with
side effects such as hair loss, nausea, vomiting,
weight gain, and fatigue.

Sexual responses are also affected by treat-
ment; for example, situations that would normally
excite someone may not clicit the same effect
because chemotherapy affects the chemicals of
the brain for stimuli [26]. Other possible sexual
side effects include genital pain, premature meno-
pause, dysparcunia, vaginal dryness, and vaginal
Patients may also face arousal
problems due to decrcased lubrication and
reduced vaginal elasticity [27].

In addition 10 physical effects, patients may

stenosis [22]).

also suffer emotional trauma. Potentially losing
one’s life can induce feelings of anger, fear,
anxiety, sadness, and guilt. while disfiguring
surgeries can alter a patient’s self-image as a
sexual being and lead o a decrease in sexual
interest and desire [28]. Patients recovering from
cancer may fuce depression and adjustment
disorder. which can negatively alfect sexual
functioning, and this can be further compounded
through the administration of selective serotonin
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reuptake inhibitors (SSRIs) as treatment. Studies
have revealed that sexual dysfunction can be a
side effect of SSRIs, so it may be difficult 1o
determine what impacts the patient’s sexuality:
the cancer treatment or SSRI [29].

Relationship issues may also develop during
a cancer diagnosis and therapy. Women may
need to reduce their workload in order to fully
recuperate, which can seriously strain a relation-
ship as their domestic and wage-carning duties
must be shouldered by their partners. High costs
of medical care may also impose a linancial bur-
den on the couple, and decreased sexual activity
as the woman recovers can create marital and
sexual tension that further damages the couple’s
relationship [30]. Sexual rehabilitation may be
required for the couple to return to their previous
levels of intimacy.

Effects of Specific Cancer
Treatments on Orgasm Function

Women with cancer often face issues with their
sexual health as procedures designed to treat
cancer, such as surgical procedures, radiation,
chemotherapy, and hormone therapy. negatively
impact sexual functioning and satisfaction.
Combining two or more therapies can result in
even greater sexual dysfunction via vaginal
stenosis, known as the narrowing of the vagina
accompanied with increased dryness, loss of
clasticity, and scar tissue [31]. Undergoing pel-
vic surgery often results in changes to sexual
functioning along with one’s body image and
self-esteem [32]. In one study, 66% of women
treated with radical pelvic surgery continued to
experience sexual problems more than 6 months
after the surgery [33]. Although invasive
surgeries such as hysterectomies may affect the
autonomic nerves  activated dunng  sexual
arousal, Thakar et al. [34] found that women
receiving full hysterectomies did not differ
from women who received partial hysterecto-
mies on orgasm frequency, intercourse fre-
quency, or sexual desire. When compared 1o
healthy controls, women treated with radical

pelvic surgery were found to have less sexual

desire and decreased vaginal lubrication, but ng
differences in orgasmic function or dyspareunig
at 12 months post-surgery [ 35].

Radiation therapy impacts orgasm function 1o
a greater degree than does the pelvic surgery,
Radiation can cause thickening and contraction
of the skin in the vaginal canal, vaginal stenosis,
and changes in texture leading 10 difficulties
with vaginal penetration and genital sensitivity
[32]. Radiation-induced injury to genital organs
has been reported objectively [36] and subjec-
tively by patients [37, 38] described in the cancer
literature, Jensen et al. [39] noted that in a sample
of 118 women with cervical or vaginal cancer,
67% reported never to occasionally experiencing
orgasm | month after radiotherapy with little
improvement at | year (62%). In addition, the
relative risk of orgasm dysfunction was approxi-
mately 1.5 times greater for women with cancer
compared to the control group.

Chemotherapy is particularly detrimental to
orgasmic function. Head, face, or genital hair
loss, a common side effect of chemotherapy,
may impact the way a woman feels about her
sexual attracuveness and self-esteem |32, 83).
Other side effects include fatigue and weight
change [83]. Ovarian failure due to chemother-
apy is considered to have a direct effect on sex-
ual functioning; a decrease in estrogen levels,
provided by the ovaries, is associated with
decreased vaginal lubrication leading to diffis
culty with intercourse and other sexual activi-
ties [40, 83]. Young-McCaughan [41] reported
that women who underwent chemotherapy were
seven times more likely to report difficulty
attaining orgasm than women not treated with
chemotherapy. Results from an outpatient study
of 50 ltalian women emphasize the damaging
effects of chemotherapy compared to other
treatments [42]. Of the women who did not
report sexual problems prior to breast cancef
treatment, 26% reported sexual dysfunction
after chemotherapy, much greater than the
women treated with surgery or radiotherapy. 12
and 6% respectively [42].

Endocrine therapy is effective for several
medical conditions (e.g., diabetes, h)'p"lh)"mid'
ism) and is commonly used for treating estrogen
receptor positive breast cancer [32]. Selecuveé
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estrogen receptor modulators such as tamoxifen
and ,-.,|l.uh-nc bind to the receptor sites within
cancer cells not allowing the cell w divide.
Other hormone treatments include aromatase
inhibitors and GnRH agomists, whi¢h lower
estrogen levels. One prospective study of women
receiving different combinations of  hormone
therapy found that women reported minimal
wexual side effects with the use of tomaxifen
Jone and significant sexual dysfunction with
oladex, a luteinizing hormone-releasing  hor-
mone agonist. compared o cancer patients not
receiving endocrine therapy [43]. Generally,
cancer patients tolerate endocrine  treatment
much better than other therapies, especially che-
motherapy (e.g.. [32]).

The Treatment of Female
Orgasmic Disorder

Several therapeutic perspectives including psy-
choanalytic, cognitive-behavioral, pharmacolog-
ical, and systems theories approaches have been
applied to the treatment of anorgasmia. To our
knowledge, there has been little research on the
effectiveness of these interventions specifically
among cancer survivors who experience orgasm
difficulties. Cancer survivors face a number of
psychological and physiological challenges that
need to be considered when planning treatments
for sexual concerns. Here we review the effec-
tiveness of empirically validated treatments for
orgasm difficulties. Where available, we include
information on whether the treatment has been
effective among cancer survivors.

Determining a course of treatment for sexual
"_.“ftmunnn In cancer patients requires addi-
tonal research and investigation as sexuality
SSues are not frequently discussed during rou-
tine oncological care [84]. The addition of sexual
health traming for physicians and improved
Patient education detailing cancer's potential
Yexual side effects would ensure a more accurate
Prevalence assessment and hopefully break down

| " .
FUMmunication barriers between patients and
F‘h_\slcmn\,

Psychological Approaches (Table 11.1)

Directed Masturbation

For women with orgasm dysfunction, masturba-

non exercises may be beneficial in a number of

ways. Focussing on nonsexual cues rather than
sexually arousing cues has been shown to impair
sexual response [44]. Masturbation can help
guide a woman's attention toward pleasurable
sexual sensations (i.c., erotic cues). In addition,
solitary  masturbation  climinates  performance
anxiely or discomfort with communicating with a
partner, both of which may play role in a woman’s
orgasm difficulties. Morcover, having the ability
to immediately adjust the type of stimulation and
intensity according to what a woman prefers may
be more effective than depending on her partner
to touch her with appropriate stimulation.

For women with primary anorgasmia, directed
masturbation is the most frequently preseribed
treatment. This treatment program was initially
developed by LoPiccolo and Lobitz [45] and other
researchers have produced vanations of directed
masturbation such as bibliotherapy, individual,
couples, and group therapy formats (e.g.. [46]).
The directed masturbation program consists of
successive stages of guided masturbation 1o train a
woman to locate and manually sumulate genital
arcas that bring her sexual pleasure. The first stages
begin with a visual examination of her body, using
amirror and educational diagrams depicting female
genital anatomy. After visual and manual identifi-
cation of her genitals, she is instructed to explore
those areas and note which genital areas are sensi-
tive and elicit pleasure. Then she is instructed 10
apply targeted manual stimulation to these regions
and 1o increase the intensity and duration until
“something happens™ or until discomfornt arises.
Alds such as topical lubricants. vibrators, and erotic
materials can be incorporated into the exercises,
Training on self-stimulation is directed toward the
woman’s achieving orgasm alone. Once she has
accomplished this, her partner is included in the
dirccted masturbation sessions. The addition of her
partner’s presence serves as desensitization to anx-
tety that she may have experienced up until this
point. As the woman learns 1o experience sexual

b o
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arousal and orgasm openly in the company of her
partner, anxiety accompanying sexual encounters
lessens. In addition, the partner is able to observe
how to stimulate the woman effectively.

Directed masturbation is highly effective and
evidence to support this treatment is presented in
the link between masturbation and orgasm ability.
Kinsey et al. [47] reported that the average woman
reached orgasm more frequently during masturba-
tion than with intercourse (95 vs. 73% of the time).
More recently, Laumann et al. [48] reported a
strong relation between frequency of masturba-
tion and orgasmic ability during masturbation.
Women who masturbated one (o six times per year
reported less frequent orgasms (67%) than women
who masturbated once a week or more (81%).

A number of outcome studies and case series
reported directed masturbation is highly success-
ful for treating primary anorgasmia. High rates
have been reported for orgasm attainment
through group directed masturbation, ranging
from 82 to 100% of anorgasmic women [49-51].
Self-directed masturbation via text and video
yielded lower rates, 47—-65% (50, 52].

Few controlled studies have examined the
effects of directed masturbation for treating
secondary anorgasmia. Fitchen et al. (53] com-
pared minimal therapist contact bibliography
with several established techniques, including
directed masturbation, relaxation exercises, Kegel
exercises, sensatefocus,andsexualcommunication
training. Surprisingly, the authors found no
change in orgasmic ability among 23 women with
secondary anorgasmia. These findings may indi-
cate that factors other than orienting oneself to
her body sexually and focussing on pleasurable
physical sensations may be at play. Hurlbert and
Apt [54] compared the effectiveness of directed
masturbation with coital alignment technique in
36 women with secondary anorgasmia. Coital
alignment is a technique in which the woman
assumes the supine position and the man posi-
tions himself up and forward on the women.
Thirty-seven percent of the women and their
Spouses receiving instructions on coital alignment
technique vs. 18% of those receiving directed
masturbation reported substantial improvements

(>50% increase) in orgasmic ability during inter-
course, orgasmic strength, and an increase in the

Y.P. Khouri g ad
‘\‘5‘

number of orgasms during sexual activity \;.“h
their spouse after four 30-min sessions. The hen.
efits of this technique result from the facg that ¢lj.
toral contact and possibly paraurethral stimulatigg
are maximized. The effectiveness of directey
masturbation for the treatment of anorgasmig
among cancer survivors has yet to be examined,

Anxiety Reduction Techniques

Barlow [44] theorized that when faced with a sex.
ual situation, individuals with sexual dysfunction

shift their focus of attention away from erotic Clies

and re-direct their attention toward NONErotic cues
(e.g., performance anxiety). This may be particy-
larly relevant for cancer survivors as their bodies
can be changed physically through the treatment
of cancer. During sexual situations, these wormen
may begin to focus on body image concerns sn:m-
ming from altered breast [55] or genital tissues
(56]. Healthy women with orgasm dysfunction
may experience anxiety and negative emotions
such as performance concerns, embarrassment; of
guilt. It is very likely that cancer patients might
also experience negative effect regarding impor
tant issues such as mortality and loss of reproduc-
tive capability [28] that could result in orgasmie
difficulties along with other sexual problems.
Focussing on these and other anxicties and
concerns could result in “spectatoring” or self-
monitoringduringsexual activity [ | | ]. Spectatoring
is thought to impede sexual functioning through
cognitive interference, with cognitions  being
directed away from the sexual experience and
leaving less cognitive resources for processing
erotic and physiological arousal cues. ‘
Two commonly prescribed anxiety reduction
techniques for the treatment of FOD include
systematic desensitization and sensate focus.
Wolpe [57] developed systematic desensitization
for the treatment of specific phobias. When
applied to orgasmic dysfunction, the woman and
the therapist create a fear hierarchy of anxiety*
provoking stimuli which successively increases
in the amount of anxiety the activity prOdU“_s'
The deep relaxation exercise training aids 1
replacing fear responses with a calm, relaxed
state. When anxiety is reduced and a relaxed staté
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b,,-hit;'\’ ed, the woman can progress to the next,
more fearful task in [hf: hlerarchyA The procedure
i first ‘completcd~by iragining all the nems‘on
te hierarchy. Attgrwgrd, she restarts lhe fear
yierarchy by engaging in the actual activities.
gensate focus is askills-based couples’ therapy
Jeveloped by Masters and Johnson [1 1] that, like
directed masturbation, increases awareness of
wxually pleasurable regions for each partner and
mphixizcs communication of each other’s
ferences and pleasurable experiences via a
sequence of body-touching exercises. The first
sage of sensate focus is to explore their partner’s
sonsexual body areas without the goal of sexual
activity. Once the couple increases the practice of
swxual touching without the pressure of inter-
course and the woman can maintain a relaxed
state, she can move toward more sexually ori-
ented touching such as female-guided genital
stimulation or penile stimulation and eventually
mtercourse. Sensate focus combines the hierar-
chical nature of systematic desensitization with
in vivo desensitization in order to reduce anxiety
mssociated with orgasm performance.
Many of the treatment outcome studies that
assess the effectiveness of anxiety reducing
lechniques for FOD combine these techniques
with other modalities such as directed masturba-
tion, skills and communication training, biblio-
therapy, Kegel exercises, or sexual education. With
the current literature, it is difficult to ascertain the
Exlent to which these anxiety-focussed modalities
Impact treatment outcomes. In addition, the varia-
F*'ﬂ“in sample characteristics, such as demograph-
IS, Scxual dysfunction severity. diagnoses, primary
¥. secondary anorgasmia, therapist characteris-
U, and treatment setting and duration, provides
additional heterogeneity when systematically
“mparing anxiety reduction techniques. Meston
#al. [58] reviewed controlled studies and found
hat anxiety appears to play a small role in FOD
and theSﬁ: techniques are most effective when
Women experience concurrent sexual anxiety.
€T patients use relaxation techniques to reduce
#neral anxieties [59]; it may be possible that sex-
"""Y'meious individuals could benefit from such
Iemnk'iues. Sexual anxiety was found to be a key
*l0r in sexyal relationships of women after breast
omstruction surgery [60]

Other Techniques

Sex education has been an important component
of sex therapy since the publication of Masters
and Johnson’s Human Sexual Inadequacy (1970).
Particularly, education about genital anatormny and
learning techniques to enhance sexual pleasure
aid in gaining orgasmic capability. Several studies
provide evidence for the effectiveness of sexual
education for primary and secondary anorgasmia
[61]. [27] examined the effects of a brief sex
education intervention on sexual arousal con-
cerns among women with early-stage gyneco-
logic cancer. The sexual education was conducted
over three 1-h sessions and included education
on masturbation and orgasm attainment, marital
satisfaction, mindfulness, and relaxation tech-
niques. Among improvements in sexual func-
tion, orgasm frequency and satisfaction increased
significantly after the intervention.

Kegel [62] proposed that conducting exercises
that strengthen the pubococcygeous muscle
could facilitate orgasm by increasing vascularity
to the genitals. Treatment studies comparing
therapies with and without Kegel exercises have
not produced significant differences in the alle-
viation of orgasmic dystunction. However, Kegel
exercises may act to boost orgasmic ability by
enhancing physical arousal via increasing vascu-
larity in the pubococcygeous muscle and may
help women to identify and focus on pleasurable
genital feelings much in the same way as other
genital stimulation techniques.

Pharmacological Approaches

A small number of placebo-controlled studies
have examined the effectiveness of pharmacologic
agents for treating FOD not induced by antide-
pressant medication. Sustained release bupropion
failed to improve orgasm in nondepressed, anti-
depressant-free women (n=20) with orgasmic
dysfunctionas compared to placebo [63]. However,
a small percentage of women (20%) experienced
facilitated and/or more intense orgasm during
bupropion treatment. Zajecka et al. [64] reported
improvement in orgasm among depressed women



156

Y.P. Khouri etal

reporting sexual dysfunction, including orgasm
difficulties, compared to baseline after 12 weeks
of treatment with nefazodone. Studies on sildena-
fil for FOD show mixed results. In one study, 53
premenopausal women diagnosed with sexual
arousal disorder received a randomized combina-
tion of three 4-week periods consisting of either
sildenafil, or washout, or placebo [65]. Women
reported improvements in sexual arousal and
orgasm and increased frequency of sexual fanta-
sies and intercourse with sildenafil [65]). These
findings were replicated in premenopausal women
with sexual arousal disorder and type I diabetes
[66]. An in-laboratory study by Basson and Brotto
[67], however, found that the administration of
sildenafil (Viagra) among 34 postmenopausal
estrogenized women did not improve sexual
arousal or orgasm. Meston et al. [68] examined
the effects of Ginkgo biloba in 68 sexually dys-
functional women. Women were randomly
assigned to 8 weeks of Ginkgo biloba extract, sex
therapy, placebo, or Ginkgo biloba combined with
sex therapy. Long-term use of Ginkgo biloba alone
did not have a sighiﬁcant impact on sexual func-
tioning, though when combined with sex therapy,
significant increases were noted for sexual desire
and satisfaction compared to placebo. Sex therapy
alone significantly increased orgasmic function.

Several studies have examined potential
pharmacotherapies for treating FOD induced by
medications such as SSRIs, antipsychotic, and
antieptlepsy drugs. Drugs tested as antidotes
include antiserotonergic agents, such as cypro-
heptadine, buspirone, mirtazapine, and granise-
tron; dopaminergic agents, such as amantadine,
dextroamphetamine, bupropion, methylpheni-
date, and pemoline: adrenergic agents, such as
yohimbine and ephedrine; cholinergic agents,
such as bethanechol; and the selective phospho-
diesterase type 5 inhibitors. Numerous case
reports and open-label studies examining SSRI-
induced anorgasmia report success in alleviating
reduced orgasmic function with some of these
agents. However, placebo-controlled studies
generally have not shown differential effects
across these active treatments and placebo (for
review, see Meston et al. [58]).

Hormone manipulation for the treatment of
sexual dysfunction among cancer survivors has

primarily consisted of either estrogen or androgen
therapy [32, 69]. Cancer treatments such g
chemotherapy and hysterectomies may lead 1
impaired ovary function [85]. Ovarian failupe
results in decreased levels of androgens gpq
estrogen which, in turn, can impair sexua] fune.
tioning, particularly sexual arousal (70]. Much
of the hormone replacement research is dedj.
cated to the alleviation of menopausal symp.
toms, natural and chemotherapy-induced, which
include changes in one’s sexual function (for 4
review, see Hickey et al. [71)).

A case series conducted by [84] found that
oral esterified estrogen with methyl-testosterone
(known commonly as the testosterone patch)
improved sexual desire and arousal in three
women with a history of recent breast cané};r,
one of which reported an increase in Orgasmie
function. Although hormone treatment has been
shown to be effective and well tolerated (e.g,
{72, 73]). certain risks have been identified.
Findings from the Women’s Health Initiative
conducted across 40 US clinical sites conserva
tively suggest that hormone therapy may‘kbe
linked to increased risk of heart disease and
stroke and that beginning hormone therapy closer
to menopause decreases the risk of heart disease
[73-75]. i

Complementary and alternative treatments
are used by cancer patients primarily to alleviaie
symptoms and side effects due to the disease
itself and conventional treatment. Several survey
studies have found that usage rates range from
9 to 91% across a variety of cancer diagnoses
[76-80]. Therapies include (1) physical inter-
ventions such as yoga, acupuncture, massage;
and therapeutic touch, (2) mind-body methods
including relaxation techniques, music therapy
and meditation, (3) dietary remedies such a
herbs, homeopathy, specific diets, and vitamins.
and (4) alternative medical systems including
Chinese medicine and ayurveda, a traditional
Indian medicine [59, 81]. Studies assessing the
efficacy of these treatments have found that theré
are benefits to the patients regarding subjective
reports of relief of side effects and increit‘#d
coping ability [81], although the known effects
of alternative treatments on sexual difficulties
among cancer patients are limited (Table | 1.2}.‘

pharmacalogical treatment of orgasm dysfunction

Yable 11.2 Studics for the
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Conclusion

This chapter provided a summary of FOD. high-
lighting the prevalence of orgasm dysfunction
amonyg female cancer survivors. A cancer diag-
nosis can significantly impact a patient’s sexual-
ity as the cancer itself, and its treatment has a
wariety of physiological and psychological side
clfects. The array of therapies available to treat
FOD offers women with cancer the opportunity
1o regain their sexual identities and capacity for
response as they focus on achieving a high stan-
dard of health overall.

In order Tor female cancer survivors to gain
aecess (o these treatments, it is imperative that
sexual oncology be incorporated into a patient’s
reatment regimen. In order to fully understand
and effectively address orgasm concerns among
this group, physicians must broaden their focus
to all clements of their patients” well-being,
which includes sexual fitness. Assessing sexual
function at the time of diagnosis and throughout
reatment will provide data that researchers can
use to develop therapies more finely tailored to
the patient’s needs.
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