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INTRODUCTION
The World Health Organization defines sexual health as a 
state of physical, mental and social wellbeing in relation 
to sexual health, and not merely the absence of disease.1 
Sexual health rests on being functional and unimpaired 
in the physical, psychological and relational aspects of 
sexual behaviour, and conversely, it is certain that these 
facets contributes to the state in which sexual function can 
eventually lead to dysfuntion.2 Female sexual dysfunction 
(FSD) is a complex and often underdiagnosed condition 
that can significantly impact a woman’s quality of life. Until 
recently FSD was considered to be psychological in nature. 
However, it is now recognized that FSD is multifaceted, 
encompassing biological, psychological, relational and 
sociocultural factors. Biological factors such as vascular 
disease, diabetes mellitus, neurological conditions, and 
malignancies may impact sexual function directly or 
indirectly.3,4 Ageing itself has been shown to be associated 
with a decrease in sexual responsiveness, sexual activity, 
and libido.5 FSD is highly prevalent with overall prevalence 
rates as high as 43%.6 Improved knowledge about female 
pelvic anatomy and advances in the understanding of 
female sexual physiology have helped to classify FSD. 
Female sexual dysfunction can be defined as a disorder 
of sexual desire, orgasm, arousal and sexual pain.7 This 
article aims to provide a comprehensive overview of the 
approach to FSD, including its classification, investigations, 
management and the importance of addressing the issue in 
clinical practice

CLASSIFICATION AND DEFINITIONS
Sexual dysfunction refers to a problem that occurs during 
the sexual response cycle that prevents the individual 
from experiencing satisfaction from sexual activity. In 
1966 Masters and Johnson reported that the normal 
female sexual response cycle consists of four successive 
phases: excitement, plateau, orgasm, and resolution.8 In 
1977 Helen Kaplan modified this hypothesis by further 
dividing the excitement phase into desire and arousal and 
eliminated the plateau phase.9 This three-dimensional 
model consisting of desire, arousal, and orgasm formed 
the basis for the Diagnostic and Statistical Manual of 
Mental Disorders, 4th edition (DSM-IV) definitions of 
sexual dysfunction. 

The classification of FSD has evolved over time to 
reflect a better understanding of the underlying causes 
and manifestations of these disorders. The International 
Consensus Development Conference on Female Sexual 
Dysfunction (ICDC-FSD) in 2001 proposed a classification 
system that categorized FSD into four main disorders: 
sexual desire disorders, sexual arousal disorders, orgasmic 
disorders, and sexual pain disorders.10 However, this 
classification system has been criticized for its arbitrary 
nature and imprecision.11 More recent research has 

suggested a revised and expanded classification for FSD that 
incorporates both organic and psychogenic aetiologies.12 
The classification of FSD includes three main categories: 
female sexual interest/arousal disorder, female orgasmic 
disorder, and genito-pelvic pain/penetration disorder.

FEMALE SEXUAL INTEREST/AROUSAL DISORDER
The Diagnostic and Statistical Manual of Mental Disorders, 
5th ed. (DSM-5), combines hypoactive sexual desire 
disorder and female sexual arousal disorder into a single 
disorder: female sexual interest/arousal disorder. But this 
is not based on sufficient evidence and for the purpose of 
this paper we will separate it into two separate disorders. 
Hypoactive Sexual Desire Disorder (HSSD) refers to the 
persistent or recurrent deficiency or absence of sexual or 
erotic thoughts or fantasies and desire for sexual activity. 
Whereas Female Sexual Arousal Disorder (FSAD) refers to 
the persistent or recurrent inability to attain or maintain 
arousal until completion of the sexual activity, an adequate 
subjective assessment of her genital response.3,7

FEMALE ORGASMIC DISORDER
Female orgasmic disorder is characterised by a delay, 
absence or reduced intensity of orgasm, despite adequate 
stimulation. It may involve difficulty reaching orgasm, a 
prolonged time to reach orgasm, or an inability to reach 
orgasm altogether.3,7

GENITO-PELVIC PAIN/PENETRATION DISORDER 
(GPPD)
GPPD involves the persistent or recurrent difficulties with 
vaginal penetration during intercourse or other forms of 
sexual activity. It may manifest as pain or discomfort during 
penetration, fear or anxiety about pain, or involuntary 
tightening of the pelvic floor muscles that interferes with 
penetration.13 

ASSESSMENT AND INVESTIGATIONS 
Accurate assessment of FSD is crucial for effective 
management. As with any medical condition a 
comprehensive assessment that include both physiological 
and psychological factors is crucial. There is a need for 
a thorough medical history, physical examination, and 
laboratory investigations to identify any underlying 
medical conditions or hormonal imbalances that might 
interfere with normal sexual function. Some chronic 
conditions such as vascular disease, diabetes mellitus, 
neurological disease and malignancies can directly or 
indirectly impact sexual function as seen in Table 1.3,14 
Further, commonly prescribed medications (Table 2) 
may adversely affect sexual functioning, including anti-
estrogens such as aromatase inhibitors and combined 
hormonal contraceptives.15 
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Table 1: Medical conditions that can impact sexual 
function References 3,18

Desire/Arousal

Coronary artery disease Diabetes Mellitus

Hypertension Hypothyroidism

Maligancies and treatment Neurmuscular disorders, spinal cord 
injuries, multiple sclerosis

Parkinsons Urinary incontince

Orgasm

Hypothyroidism Maligancies and treatment

Neurmuscular disorders, spinal cord injuries, multiple sclerosis

Pain

Arthritis 
Urinary incontinence

Maligancies and treatment
Dermatological conditions, lichen 
sclerosis, vulvar eczema

Gynaecological conditions (eg, sexual transmitted infections, 
endometriosis, pelvic organ prolapse)

Neurmuscular disorders, spinal cord injuries, multiple sclerosis

Table 2: Medications associated with female sexual 
dysfunction References15

Desire/Arousal

Anticholinergics Hormonal Preparations
Antiandrogens
Hormonal contraceptives
Tamoxifen

Antihistamines 

Cardiovascular and 
antihypertensives 

Antilipids 
Betablockers
Clonidine
Digoxin
Spironolactone

Monoamine oxidase inhibitors 
Trazadone
Venlofaxine

Psychotropics
Antipsychotics
Barbiturates
Benzodiazapine
Lithium
Selective serotonin reuptake inhibitorsOther 

Aromatase Inhibitors
Chemotherapeutic agents

Orgasmic disorder

Amphetamines and related 
anorectic medications

Hormonal Preparations
Antiandrogens

Cardiovascular and 
antihypertensives
Clonidine
Digoxin

Narcotics

Psychotropics
Antipsychotics
Barbiturates
Lithium
Selective serotonin reuptake 
inhibitors
Tricyclic antidepressants

Various assessment tools have been developed to 
evaluate different aspects of sexual function in women. 
One commonly used tool is the Female Sexual Function 
Index (FSFI), which measures sexual function across six 
domains: desire, arousal, lubrication, orgasm, satisfaction, 
and pain.16 The FSFI has been shown to have good 
psychometric properties and is useful for assessing female 
sexual dysfunction.17 In addition to self-report measures, 
clinical interviews and medical examinations are important 
components of the assessment process. These allow 
healthcare providers to gather detailed information about 
a woman's sexual history, identify any underlying medical 
conditions or medications that may contribute to sexual 
dysfunction, and assess for any psychological factors that 
may be influencing sexual function.18 

MANAGEMENT OF FEMALE SEXUAL  
DYSFUNCTIONS
The management of FSD requires a comprehensive and 
individualized approach that addresses both the physical 
and psychological aspects of sexual function. Treatment 
options may vary depending on the specific type of FSD 
and its underlying causes. The potential use of central 
nervous system medications to treat FSD arises from 
laboratory and clinical studies suggesting the role of some 
neurotransmitters in the activation and/or deactivation of 
brain areas affecting sexual response.14 For sexual desire 
disorders such as HSDD, pharmacological interventions 
such as Flibanserin, a novel non-hormonal therapy, initially 
developed as an antidepressant medication has been shown 
to be effective in premenopausal and postmenopausal 
women.19,20 Extensive clinical research demonstrated 
statistically and clinically significant improvement in the 
number of satisfying sexual events, level of sexual desire, 
and decrease of distress compared with placebo after 24 
weeks and up to 52 weeks in open-label extensions.21–23 

Unfortunately, Flibanserin has not been registered for 
use in South Africa. The antidepressant bupropion, a 
compound with dopamine and norepinephrine reuptake 
inhibition and no direct serotoninergic effect, has shown a 
mild to moderate pro-sexual effect. Research indicate that 
bupropion has significant effects on increasing measures of 
sexual arousal, orgasm completion, and sexual satisfaction 
and can be considered as a treatment option for HSDD as 
well as FSAD.19,24

Testosterone has been explored as a potential treatment 
for FSD, particularly in HSDD and FSAD. The use of 
testosterone in managing FSD has been a topic of debate 
and investigation. Several studies have examined the effect 
of testosterone therapy on female sexual function, but the 
evidence is still limited and controversial. Some studies 
suggest that testosterone therapy, particularly transdermal 
testosterone, may have a positive effect on sexual desire 
in postmenopausal women with FSD.25 Testosterone 
has been used for decades in women to treat FSD, and 
it is frequently prescribed off-label for the treatment of 
low libido in postmenopausal women.26 The Brazillian 
Society of Endocrinology and Metabolism suggests that 
testosterone may have positive effects on sexual desire, 
although the effect size is small.27 The safety and long-
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term effects of testosterone therapy in women are still 
under investigation. It is important to note that the use of 
testosterone in women should be approached with caution, 
as it carries potential risks and side effects.

Psychological interventions, such as cognitive-behavioral 
therapy (CBT) and sex therapy, can also be effective in 
addressing underlying psychological factors contributing 
to HSDD and other FSD’s.28 In cases of sexual arousal 
disorders, interventions may include the use of vaginal 
lubricants or moisturizers, hormone replacement therapy, 
or the off-label use of medications such as sildenafil.29 
Psychological interventions, such as sensate focus exercises 
and mindfulness-based techniques, can also be beneficial 
in improving sexual arousal.30 For orgasmic disorders, 
treatment options may include the use of vibrators or other 
sexual aids, psychoeducation, and behavioral techniques 
aimed at enhancing sexual pleasure and orgasm.31 
Treatment options for GPPPD encompass a multidisciplinary 
approach, including physiotherapy, CBT, and educational 
programs. Physiotherapy offers multimodal options, with 
education being a recent resource often utilised.32 CBT 
have shown effective in reducing anxiety and improving 
martial harmony in the context of GPPPD.33 The use of 
vaginal dilators in managing GPPPD has been supported 
by various studies. The systematic desensitisation 
approach, involving the use of progressively larger vaginal 
dilators has been strongly encouraged in association with 
a physiotherapy program.34 Additionally, regular use of 
vaginal dilators has been recommended as a prophylactic 
measure following treatment for gynaecological cancers 
to break down adhesions, minimise vaginal stenosis, and 
promote optimal healing of the vagina.35

CONCLUSION
Female sexual dysfunctions are complex and multifaceted 
conditions that can significantly impact a woman's sexual 
well-being. Recent advances in anatomical and physiological 
details have led to a better understanding of female sexual 
function, which formed the basis for an international 
consensus classification of FSD. A comprehensive approach 
to the assessment and management of FSD is essential, 
taking into account both physiological and psychological 
factors. Accurate assessment using validated tools and a 
multidimensional treatment approach that addresses the 
specific type of FSD and its underlying causes can help 
improve sexual function and overall quality of life for 
women with FSD.
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