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WHAT ARE WE ASKING PATIENTS?

• How many of you take a sexual history?

• How many of you ask about sexual function?

• How many ask about sexual function in men?

• How many ask about sexual function in women?



AGENDA

• Taking A Sex History – It’s Importance-
Prevention and Quality Sexual Health

• Sexual Dysfunction 

• Male Sexual Dysfunction (MSD)

• Female Sexual Dysfunction (FSD)



THE SEXUAL HISTORY HELPS US TO BE 
PATIENT-CENTERED

In a survey of 500 men and women 

• 85% said they were interested in talking 
to their doctors about sexual issues

• 71% thought their doctor would likely 
dismiss their concerns.1

1Marwick C. Survey says patients expect little physician help on sex. JAMA. 1999;281:2173-4.



THE SEXUAL HISTORY IS PREVENTION

• Taking a history of sexual health allows us to find 
and treat sexually transmitted infections (STIs) 
that may otherwise be missed. 

• If left untreated, many STIs:

• can lead to more serious illnesses, infertility, and 
possibly death  

• can spread to other partners and increase disease in 
the community.

• Taking a sexual history also gives us the 
opportunity to talk with patients about ways they 
can stay healthy and discuss sexual concerns.



TAKING A SEXUAL HISTORY HELPS US IMPROVE 
OUR PATIENTS’ OVERALL HEALTH

• Preventing and treating STIs, HIV, and hepatitis, can 
help us reduce disease and death among our 
patients.

• Identifying and treating sexual problems and low 
sexual satisfaction can help us improve our patients’ 
mental health and well-being.

• When we show our patients that we are interested in 
and compassionate about their sexual problems, 
behaviors, and identity, we will see an improvement 
in our relationship with patients. 



HEALTH BENEFITS OF SEX 

• Cardiovascular 

• Sleep

• Prostate 



HOW CAN WE LEARN ABOUT PATIENTS’ 
SEXUAL HEALTH AND BEHAVIOR?

Should ask all patients about their sexual health and 
behavior as part of the routine history.  The sexual 
history for adults generally begins with these three 
screening questions, with follow-up as appropriate:

• 1. Have you been sexually active in the last year? 

• 2. Have you had sex with women, men, or both? 

• 3. How many people have you had sex with in the 
last year?



CDC RECOMMENDS ASK 5P’S

• Partners 

• Practices 

• Past History 

• Protection 

• Pregnancy 



PARTNERS: ASKING ABOUT SEXUAL ORIENTATION 
AND GENDER IDENTITY

• In addition to taking a sexual history, asking all 
patients about their sexual orientation and gender 
identity is now recommended by the:

• Institute of Medicine and the Joint Commission 

• As a way to improve the care of lesbian, gay, 
bisexual, and transgender people 

• Get to know them as individuals and explore risk 

• How do you ask how people identify themselves?



WHO IS AT GREATER RISK FOR MEDICAL ISSUES?

• Men who have sex with men (MSM) (gay and 
bisexual men, and men who have male partners but 
do not identify as being gay or bisexual)

• 64% of new HIV infections
• 37% of HIV+ MSM are African American (48% increase 

from 2006-9)
• 15%–25% of all new Hepatitis B virus infections  
• Frequent reports of Hepatitis A outbreaks

• Transgender women (people born male who feel very 
strongly that their gender is female, and who express 
themselves as women)

• 28% estimated to be HIV infected (57% of African 
American transgender women)



PARTNERS

• Are you having sex with women only, men 
only, or both?

• How many sexual partners have you had in 
the past year? 

• Additional questions about partners: 

• Have you ever had sex with someone you 
didn’t know or just met? 

• Have you ever experienced physical, sexual, or 
emotional violence from someone you were 
involved with? 



PRACTICES

• Some prefer open ended other rather yes or no 
questions- teens tend to prefer close ended

• What kind of sex are you having?  What do you 
do to protect yourself form STIs?  Tell me about 
how you use condoms. What do you know 
about your partner’s sexual activities

• Do you have any concerns about your sex life?

• Examples of Open ended 

? 



PRACTICES- CLOSED ENDED QUESTIONS

• Anal sex

• Do you use condoms never, sometimes or 
always when you have anal sex

• For MSM, have you received and or given anal 
sex?

• Vaginal sex

• Do you use condom never, sometimes or 
always when you have vaginal sex?

• Oral sex

• Do you use condoms or dental dams always, 
sometimes or never when you have oral sex?



PRACTICE- SUBSTANCE USE AND 
ALCOHOL 

Do you use alcohol or drugs 

when you have sex?  Do you 

/does your partner(s)? 

Condoms, psychological, PTSD



PAST HISTORY – STIS

• Have you ever had a sexually transmitted infection? 

• These are often called STIs. They are diseases you can 
get from a sexual partner. 

• Some examples are gonorrhea, chlamydia, herpes, 
genital warts, and syphilis. 

• Sometimes, but not always, when you have an STI, 
there will be itching, burning, dripping, or warts or 
sores on or near your (vagina / penis / genitals) or 
buttocks (rear end, bottom). 



IF YES….

• Have you noticed any symptoms, like burning, 
itching, sores or dripping, since you were 
treated? 

• Have you ever been tested for any (other) 
STIs?
• If yes, when and what were the test results? 

• What kind have you had? 

• When did you have it? 

• How were you treated/what medications did 
you take? 



STIS CONT.

• To your knowledge, have you ever had sex 
with someone who has been diagnosed 
with an STI or HIV?

• Would you be interested in being tested for 
HIV or other STIs today?



PROTECTION

• If condom use is sometimes:
• Can you tell me when you use condoms? 
With which partners? 

• If never: 

• There are a lot of reasons why people don’t 
use condoms. Can you tell me why you are 
not using them for sex? 

• How do you say to patients “you should 
use a condom?”



PREGNANCY

• FIRST DO NO HARM

• Need to establish who the patient is having sex 
with – individuals with same sex partners feel 
misunderstood and insulted when asked about 
need to contraception.



PREGNANCY

• If establish Pregnancy Risk Concerns

• Are you doing anything to prevent yourself 
or your partner from getting pregnant?  Do 
you want information on birth control?
Do you have any questions or concerns 
about pregnancy prevention? 



CONVERSATION PREVENTION
• During the visit, you can talk to all patients about their interest 

in learning risk reduction behaviors. Let them know there are a 

number of steps they can take to protect themselves, such as: 

• Reduce number of partners 

• Avoid or reduce having anonymous partners or “one night 

stands” 

• Only engage in lower-risk activities, like oral sex or mutual 

masturbation 

• Carry condoms at all times 



CONVERSATIONS PREVENTION

• Use condoms consistently (at every encounter) for 
anal and vaginal sex 

• Write down ideas about how you might protect 
yourself and your partners. Think about situations 
where you find yourself taking risks. What could you 
do differently? 

• Do not have sex while drunk or high, or develop a 
plan for how you can make sure you are protecting 
yourself ?



CONVERSATIONS PREVENTION

• Talk to your partners about HIV and STI status 

• Talk to your partners about using condoms before 
you have sex 

• Make sure you are following directions on how to 
use condoms correctly 



HIGH RISK 

• High Risk Patients

• Repeated STI’s

• Alcohol Drug use

• Trauma History 

Behavioral Health Referral 





PORNOGRAPHY

• The internet has become an abundant source of 
unregulated sexual information and pornography.1

• Among males 18-30 years old, 79% viewed pornography once per month and 63% 
viewed pornography greater than once per week.

• Among females 18-30 years old, 34% viewed pornography once per month and 
19% viewed pornography more than once per week.

Michael Leahy, Porn University: What College Students Are Really Saying About Sex on Campus
(Chicago: Northfield Publishing, 2009).
Katie Szittner, “Study exposes secret world of porn addiction, “Sydney.edu. May 10, 2012.
http://sydney.edu.au/news/84.html?newsstoryid=9176



PORNOGRAPHY AND THE BRAIN

• Maturation of frontal cortices in adolescents are 

necessary to exert cognitive control required to 

suppress sexual cravings, thoughts, and behaviors 

elicited by pornographic content.2

• Online pornography is now a $1 billion 

industry.1

• National survey of 1300 teenagers/young adults 

revealed 20% sent or posted nude pictures or 

videos of themselves (“sexting”).



PORNOGRAPHY AND THE BRAIN
• Influence views on body image, sex and gender 

roles- Distorted view of sexuality 

• Adolescent - Brain not fully developed -80%

• Neuroplasticity – sets up patterns/ behaviors 

Completed age 25- dopamine increases – sets up 

reward cycle when viewing porn 

• Some become addicted 

• May contribute to sexual dysfunction



SEXUAL DYSFUNCTION







SEXUAL DYSFUNCTION IN MEN

• Decreased libido

• 5-10% of men

• Erectile dysfunction - most common

• Ejaculatory concerns

• Premature ejaculation



DECREASED LIBIDO - CAUSES

• Medications

• Alcoholism

• Depression

• Fatigue

• Recreational drugs

• Relationship problems

• Fear of humiliation

• Sexual aversion 
disorder

• Systemic illness

• Testosterone 
deficiency



HISTORY AND PHYSICAL DECREASED LIBIDO

History
• Medical and surgical history

• Sexual history has to be 
thorough to obtain abuse 
history or other factors that 
may be contributing

• Use of medications and other 
substances

• Assessment of psychological 
and relationship health are key

Physical

• General exam looking for 
systemic illness

• Neuro exam 

• Genital exam

• Look for secondary sex 
characteristics



LAB EVALUATION – DECREASED LIBIDO

• Serum total testosterone

• TSH

• Appropriate labs if concerned about systemic 
illnesses



LOW TESTOSTERONE

• Diagnosed by

• Two morning total serum 
testosterone measurements show 
low levels

• Can get free testosterone and sex 
hormone-binding globulin levels 
(affected by aging, obesity, 
diabetes most commonly)

• If testosterone is low on 2 
occasions:

• Check LH and FSH to find out if 
primary or secondary

• Check prolactin to see look for 
pituitary adenoma

https://courses.lumenlearning.com/contemporaryhealthissues/chapter/testosterone/



TREATMENT – DECREASED LIBIDO

• Medication review and adjustment

• Medical illness

• Substance abuse

• Psychologic problems

• Low testosterone



BENEFITS OF TESTOSTERONE THERAPY - LIBIDO

• Libido

• Systematic review of 23 trials, 13 showed some 
benefit, 8 showed no benefit and 2 had mixed 
results

• CHOOSING WISELY: do not treat men with 
testosterone who do not have biochemical 
evidence of low testosterone

• Is anyone using testosterone for this?



ERECTILE DYSFUNCTION

• 16% of men between 20-75 years old suffer from 
erectile dysfunction that is severe or complete.

• 37% of men ages of 70-75 have erectile 
dysfunction.

• Lowest prevalence is in men without chronic 
medical problems who engage in healthy 
behaviors



PREVALENCE OF ERECTILE DYSFUNCTION INCREASES 
WITH AGE

Rew, KT, Heidelbaugh, JJ. Erectile Dysfunction, Am Fam Physician. 2016;94(10):820-827.



ERECTILE DYSFUNCTION

• Tobacco abuse

• Compared with 
men who have 
never smoked, the 
risk of ED is 
increased by 51% in 
current smokers 
and 21% in ex-
smokers



ERECTILE DYSFUNCTION

Psychological causes Physical causes



PSYCHOLOGICAL CAUSES 
ERECTILE DYSFUNCTION

• Anxiety

• Depression

• Guilt

• History of sexual abuse

• Marital or relationship problems

• Stress



CAUSES AND RELATED CONDITIONS OF
ERECTILE DYSFUNCTION

• Metabolic syndrome

• HTN, HDL, 
triglyceride level,  
waist 
circumference, 
fasting glucose

• Diabetes

• Prescription drugs

• Substance abuse

• Neurological diseases

• Surgery

• Spinal injury

• Kidney failure

• Low testosterone



CAUSES OF ERECTILE DYSFUNCTION

Rew, KT, Heidelbaugh, JJ. Erectile Dysfunction, Am Fam Physician. 2016;94(10):820-827.



HISTORY AND PHYSICAL EXAM ED

History

• Medical and surgical history

• Sexual history

• History of erections

• Use of medications and other 
substances

• Assessment of psychological 
and relationship health are key

Physical

• Blood pressure

• Body mass index

• Waist circumference

• Genital exam

• Assess for secondary sex 
characteristics



EVALUATION – ERECTILE DYSFUNCTION

• Consider measuring nocturnal erections

• A1c

• Lipids

• TSH if symptoms of hypothyroidism

• Consideration of testosterone level

• If low libido, small testes, lack of secondary sex 
characteristics, inadequate response to 
phosphodiesterase 5 inhibitor



TREATMENT OF ERECTILE DYSFUNCTION

• Psychological treatment

• Medication changes

• Phosphodiesterase-5 Inhibitors

• Intraurethral or intracavernosal alprostadil (Caverject)

• Vacuum device

• Prosthesis

• Testosterone?

• Choosing Wisely: Don’t prescribe testosterone to men with ED 
who have normal testosterone levels. 



PSYCHOLOGICAL TREATMENT FOR 
ERECTILE DYSFUNCTION

• Sex Therapy

• Explore anxiety/stress/depression

• Examine couple dynamics/communication styles

• Explore past sexual relationships by completing a 
thorough sex history

• Sensate focus



SENSATE FOCUS

• Assign abstinence from sexual intercourse and any 
sexual contact (1 week)

• Massage - with romantic setting and quality time -
each takes a turn without genital contact

• Massage with genital contact

• Ongoing marital therapy with communication 
exercises



PHOSPHODIESTERASE 5 INHIBITORS

• Sildenafil, vardenifil, tadalafil, avanafil

• Highly effective for treating erectile dysfunction.

• Works in 63-82% men with erectile dysfunction due to 
either organic or psychogenic causes.

• Less effective for diabetics or s/p radical prostate surgery.

• If no response to PDE-5 inhibitor would check testosterone



Rew, KT, Heidelbaugh, JJ. Erectile Dysfunction, Am Fam Physician. 2016;94(10):820-827.



PDE-5 INHIBITOR CONTRAINDICATION

• Intraurethral or intracavernosal alprostadil
(Caverject)

• Vacuum device

• Prosthesis



ERECTILE DYSFUNCTION AND CARDIOVASCULAR RISK

• ED has a positive predictive value for development of CVD 
that is greater than smoking, hyperlipidemia or family 
history of MI

• ED is associated with higher risk of:

• CAD

• ED typically occurs 2-5 years prior to CAD

• Stroke

• Peripheral vascular disease

• All-cause mortality





PREMATURE EJACULATION

• Most common male sexual problem

• 1/3 of American men suffer from the inability to control 
the timing of their ejaculations (many millions of men)

• Tends to effect younger men

• Prognosis is positive : 80% - 90% of men learn better 
control with the assistance of sex therapy

• Not a physical manifestation - problem  with lack of 
knowledge, attention, or skill sometimes may be a 
transitory phenomenon



DIAGNOSIS

• Psychosocial issues

• Lack of sexual knowledge

• Sexual inexperience

• Anxiety

• Unrealistic expectations

• Change of health status of either partner

• Lack of accommodation to high arousal



DIAGNOSIS

• Penile hypersensitivity

• Lower spinal cord lesions

• Stroke or brain injury

• Acute prostatitis

• Decreased orgasmic threshold



PHYSICAL EXAMINATION

• Carefully examine the abdomen and genitalia 

• For size and firmness of the testicles

• Presence of spermatic cord structures

• Normal penile foreskin retractibility

• Any prostate conditions

• Look for systemic signs of hypogonadism



PHYSICAL EXAMINATION

• Neurologic

• Changes in sensation to the genitalia or genital 
reflexes

• Intact pinprick sensation to the glans penis and 
voluntary anal contraction demonstrate the 
potential for normal orgasmic sensation.

• Look for other signs of peripheral neuropathy or 
general CVS compromise



LABORATORY TESTING

• Limited

• Ejaculatory pain

• Assess for infectious causes

• Infertility

• Assess semen quality, volume



FUNCTIONAL DIFFICULTIES

• Most common disorders seen are functional

• Premature ejaculation

• Lack of control over the reflex

• Biological causes – enhanced sympathetic response

• Psychosocial issues

• Performance anxiety

• Low sexual self-esteem



BEHAVIORAL-SEX THERAPY TECHNIQUES FOR 
PREMATURE EJACULATION

• 1. Masturbation exercise ( 3+ times a week)

• focus is on arousal/tension level

• refocus on arousal/tension level, not genitals

• dry hand masturbate for 15 minutes without 
ejaculating

• when you feel you are in a control area, stop 
stimulation

• next take a few deep breaths (arousal will drop - 10 
seconds to over a minute) resume stimulation and 
repeat until you feel in the control area



• 2. Same as above, but add KY Jelly or massage oil 
on hands

• when able to complete exercise with one or 2 
stops - you are ready to move on

• Partner stimulation: stop/start exercise: same 
steps as #1 - It is important for the male to  
continue to focus on arousal/tension levels, not
his partner



• 3. Stop/start exercise with oral stimulation
• 4. Stop/start exercise with penis near vagina
• 5. Rapid ejaculation during intercourse ending in a 

positive experience.  This is done in a constructive 
manner

• 6. Gradual insertion into the vagina with 
movements

• 7. Penis in the vagina with no movements
• 8. Penis in the vagina with movements
• 9. Different intercourse positions
• 10. Imagining being separate from your partner’s 

excitement



MEDICAL MANAGEMENT

• SSRIs are first line treatment

• Paroxetine may be longest delay, 9 minutes 
over baseline

• Clomipramine is second line

• PDE-5 inhibitors can be helpful if patient with ED

• Lidocaine-prilocaine spray

• Showed improved ejaculatory latency, control 
and sexual satisfaction applied 5 minutes prior 
to intercourse



FSD- FEMALE SEXUAL 
DYSFUNCTION 

















CLASSIFICATIONS OF FSD 
• Sexual complaints occur in 40% of women

• Only about 12% are associated with distress

• Symptoms must

• Be recurrent or persistent

• Cause significant personal distress or interfere 
with personal relationships

• Primary vs secondary

• Situational vs Generalized. 



CLASSIFICATION OF FEMALE SEXUAL 
DYSFUNCTION 

• Desire

• Hypoactive sexual desire disorder – MOST COMMON

• DSM-V calls it Interest/arousal disorder

• Sexual aversion disorder

• Arousal

• Decreased arousal

• Orgasm

• Difficulty achieving orgasm, anorgasmia

• Pain

• Dyspareunia, pelvic floor  hypertonus, non-coital pain*Based on traditional linear model of female sexual response cycle*



CLASSIFICATION OF FEMALE SEXUAL DYSFUNCTION 

Desire

• Hypoactive sexual desire disorder – MOST
COMMON

• DSM 5- Female sexual interest/arousal 
disorder

• Male hypoactive sexual desire

• Arousal

• Decreased arousal

• Orgasm

• Difficulty achieving orgasm, anorgasmia

• Pain

• Dyspareunia, pelvic floor  hypertonus, non-
coital pain



CLASSIFICATION OF FSD

• There often is a lot of overlap with the different 
classifications

• All the different classifications can be affected by 

• General medical conditions

• Substance abuse and medications

• Biopsychosocial factors





























AVERSION

Psychological 

Relationship/ 
culture/religion

Sexual Trauma

Mental Health

Depression / PSTD

Anxiety / Phobia



TREATMENT 
ADVERSION

Education 

Stress reduction 

Psychotherapy - CBT

Couples therapy

Sex Therapy 



MEDICATIONS FOR DESIRE DISORDERS

• Buproprion – premenopausal studied

• Off label use

• Flibanserin- (Addyi)- Premenopausal women

• Black box warning- hypotension and syncope, worse with alcohol

• Daily medication

• Bremelanotide-(Vyleesi) – Premenopausal women

• SubQ injection prior to sexual activity

• Meaningful increase in sexual desire and sexual satisfaction, no increase 
in # of sexually satisfying events

• Nausea, flushing, vomiting, headache

• Do not use in uncontrolled HTN or known CAD, or with naltrexone



MEDICATIONS FOR DESIRE DISORDERS

• Testosterone – postmenopausal women

• Transdermal application, but no preparations 
available for appropriate dosing

• Have to use compounding pharmacy

• No evidence to checking testosterone levels 
to guide therapy

• Goal is equivalent dose 300 mcg 
transdermal patch

• Two systematic review and meta-analysis from 
2019 show improved sexual function in post 
menopausal women with low sexual desire 
causing distress



TESTOSTERONE – NON SEXUAL EFFECTS

• Transdermal preparations did not have effect on lipid 
profile that oral did

• No effect on blood pressure, blood glucose and insulin

• Increase in weight

• Mild adverse cosmetic effects (acne and hair growth)

• No effect on breast and endometrial safety

• No effect on cognitive performance, muscle strength, 
depressed mood, and psychological wellbeing





















ORGASM INTERVENTIONS 

• Masturbation is evidenced –
based best practice model

• Vibrators may help enhance 
sensation and can be 
incorporated into partner sex

• Positions, Rest, Exercise, Yoga 
Mindfulness techniques for sex/ 
fantasy exercises 

• Lady Care, Clitoral vibration and 
vacuum device 

• www.damarproducts.com

Female clitoris vacuum

http://www.damarproducts.com/


USE IT OR LOSE IT : NOT AN URBAN LEDGED 



CLINIC VISIT: MRS JONES

• Additional history

• Reports pain with 
intercourse, 
especially insertion

• No discharge

• Some burning, 
itching pain



PAIN DISORDERS

• Two categories

• Genito-pelvic pain/penetration disorder

• Used to be vaginismus and dyspareunia 

• Non-coital



PA
IN

 D
IS

O
R

D
ER

S 
GENITO-PELVIC 
PAIN/PENETRATION
DISORDER

NON-COITAL PAIN

Superficial 
Initial penetration 
Vaginal
Introits to cervix 
Deep 
Cervix to pelvic 

Recurrent or persistent 
genital pain during non-coital 
sexual stimulation 

Recurrent or persistent 
Involuntary vaginal 
contractions of perineal 
muscles during attempts or 
anticipation of vaginal 
penetration 
Outer 1/3 of the vagina

Genital Pain 



C
A

U
SE

S 
O

F 
PA

IN
 

GENITO-PELVIC PAIN/PENETRATION
DISORDER

NON-COITAL PAIN

Psychological Psychological
Same

Inflammation
Post Menopausal
Breast feeding, Mini pill
Low weight – athletes
Contact irritants
Vulvodynia
Vestibulitis

Same

Anatomic 
Scars (episiotomy)
Endometriosis 
Uterine Prolapse, tumors

Same

Infections
Candidiasis 
STI/ Herpes  lesion
Pelvic inflammatory dis.

Same 



101

GENITO-PELVIC 

PAIN/PENETRATION/ 

DISORDER 
Dyserunia (old term)

GENITO-PELVIC 

PAIN/PENETRATION

/ DISORDER
Vaginismus (old term)

Non - Coital Pain

Psychotherapy 
Psychotherapy 

address fears 
Psychotherapy 

Physiotherapy 

Physiotherapy 

Biofeedback

Vaginal Dlators

Pelvic floor Physical 

therapy 
Physiotherapy

Treat underlying causes 

Lubricants

Topical vaginal estrogen

treat infections

Surgical interventions

Treat underlying 

causes 

Treat underlining  

causes 



TREATMENT

Physical Therapy-APTA.ORG
Pelvic Floor Muscle relaxation
Biofeedback
ultrasound
Dilator therapy 

http://therapy-apta.org/


TREATMENT

Plastic Dilators- Syracuse 

• Medical Dilators - $55.00 a kit 



DIALATORS   





SUMMARY OF CASE: MRS. JONES
• Hypoactive sexual desire disorder

• Post-partum, depression, mini-pill

• Relationship issues, stress

• Arousal disorder

• Stresses and depressed

• Lubrication problems

• On antihistamine

• Orgasm disorder

• Being treated with an SSRI

• Pain disorder

• Herpes 



ANY CASES??



IN SUMMARY

• Ask about sexual health

• Remember that sexual dysfunction is often multi-factorial

• To be a disorder there has to be distress

• Look for and treat any underlying medical disorders

• Review medications that may be contributing

• Recognize psychosocial influences

• Use as an opportunity to educate

• Refer for therapy when appropriate
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