
Hypoactive sexual desire disorder; The next target for drug
development?

An increasing number of population

based surveys have revealed high pre-

valence rates of disturbances in sexual

functioning in women. The overall pre-

valence of having at least one such dis-

turbance in the past year is reported to

be in excess of 40%1–3. Amongst the

various disturbances, prevalence rates of

self-reported low sexual desire are

especially high2,3. Not all women

who, in epidemiological-type studies,

report low sexual desire can be regarded

as having a sexual dysfunction. The

crucial criterion is whether it is pro-

blematic4,5. The American Psychiatric

Association, in their Diagnostic and

Statistical Manual of Mental Disorders

(DSM-IVTR), use the term ‘hypoactive

sexual desire disorder’ to describe pro-

blematic low or absent sexual desire for

which the diagnostic criteria mandates

both ‘‘marked distress or interpersonal

difficulty4. However, it has been

recommended that the clause ‘causing

interpersonal difficulty’ should no

longer be used as a diagnostic criterion;

only the woman’s personal distress

being important5. In a Swedish popula-

tion study of women aged 18 to

74 years, 33% were found to have low

sexual interest but of these, only 43%

considered it a problem2. The pre-

valence of problematic low sexual desire

has been reported to be much higher in

some clinical samples. For example,

amongst women attending for routine

gynaecological care from general practi-

tioners and gynaecologists in North

America 67% reported low sexual

desire that was causing problems6.

The currently recommended defini-

tion for hypoactive sexual desire dis-

order, is ‘‘the persistent or recurrent

deficiency (or absence) of sexual fanta-

sies/thoughts, and/or desire for or

receptivity to sexual activity, which

causes personal distress5. This is an

improvement on the DSM-IV-TR

definition4 because it reflects current

thinking on the nature of sexual desire

in women7,8. This definition highlights

two main components; sexual drive

(evidenced from sexual fantasies and

thoughts) and sexual desire. It may be

helpful to consider sexual drive as an

index of the biological ‘‘appetite’’ for

sexual activity which is omni-direction

in that it can lead to any type of sexual

outlet – sexual fantasies, masturbation,

partner-related sexual activity, and

sexual desire as being object-focused –

for example, the desire to have sexual

activity with a particular partner or in a

particular manner9. This dichotomisa-

tion may become more important as

pharmaceutical and endocrinological

agents are introduced to treat hypo-

active sexual desire. There is a clinical

need for such agents, but their success

in treating hypoactive sexual desire in

clinical practice may well fall short of

the efficacy demonstrated in clinical

trials where the study populations are

selected using criteria that may pre-

dispose to successful outcome and

comprise women who are motivated

and investigators who have time and

experience to assess the subjects

thoroughly. Of all female sexual

problems, hypoactive sexual desire

disorder is probably the most difficult

to assess.

Not all women are naturally sexually

proceptive. In other words, they lack

spontaneous sexual drive. However, a

woman, not sexually driven at the

time, may agree to begin sexual activity

with her partner for a number of rea-

sons unrelated to sexual drive10. These

may include enhancing intimacy,

demonstrating commitment to and

love for partner, bonding, wanting to

be emotionally close and sharing plea-

sure. As a result of sexual stimulation

derived from such activity she may

become aroused and her awareness of

sexual arousal may induce sexual desire

and drive which encourages her to con-

tinue the sexual activity to resolve

increasing sexual tension. This has

been termed ‘‘responsive sexual desire’’

If a women in a relationship presents

with loss of sexual desire (usually mean-

ing she has little of no desire for sexual

activity with her partner) but continues

to experience sexual thoughts or can

generate sexual fantasies or has other

sexual outlet, such masturbation to

relieve sexual tension (not all masturba-

tion is sexually driven) she has intact

sexual drive and the reasons why she is

unable to focus her sexual drive towards

her partner need to be explored.

Some women presenting with

hypoactive sexual desire are unable to

initiate this intimacy – enhancing

activity with their partner because of

lack of attraction; they do not ‘‘fancy’’

their partner. Attractiveness is not

merely related to physical state but

also elements of behaviour, intellectual

capability, worthiness, and perhaps

chemical, although the role of phero-

mones in human sexual attraction still

needs to be elucidated. Another reason

for inability to initiate or participate in

intimacy-enhancing activity, especially

in a long term relationship is intimacy

disorder. This is characterised by the

person being able to enjoy sexual

interaction with strangers but develops

sexual avoidance when she or he

becomes too emotionally involved

with a partner11.

When a woman, in a non-sexually

driven state, begins sexual activity with

her partner, she will become sexually

aroused and hence develop sexual

desire, only if she receives effective sex-

ual stimulation, has intact arousal

mechanisms and competently processes

the clues indicative of sexual arousal.

A recent focus group study has revealed

that women describe a wide range of

physical (genital and non-genital),

cognitive, emotional and behaviour

cues to sexual arousal12 There is a
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firm association between sexual arousal

and sexual desire13 just as there is high

co-morbidity between hypoactive sexual

desire disorder and arousal disorder14.

Effective sexual stimulation can be

considered as the algebraic sum of posi-

tive, sexually enhancing stimuli and

negative, sexually inhibiting, stimuli9.

Positive stimuli comprise both psycho-

genic (psychological stimulation) and

reflexogenic (genital stimulation) ele-

ments. Basson points out that often

the needed stimuli are related more to

the behaviour of the partner during the

day, than specifically at the moment of

physical interplay8. Relationship con-

flict or partner behaviour that falls

short of what the woman expects during

the day will constitute negative stimuli in

the effective stimulation formula pro-

posed above and hence inhibit responsive

sexual desire. The duration and nature of

the psycho-physical interplay during fore-

play is also important. In a study of

women in non-distressed marriages the

majority (65.3%) said they wanted

more foreplay15.

Another important factor that oper-

ates in the focusing of sexual drive to

sexual desire is ‘sexual satisfaction’.

Achieving sexual satisfaction from a

sexual interaction acts as a re-inforcer

that makes the person want to repeat

the particular interaction. If the person

derives little or no satisfaction from the

sexual interaction there is no incentive

to repeat it. A useful working definition

of sexual satisfaction is ‘how near what

a person gets out of a particular sexual

behaviour comes to what he or she

had expected to get out of it’16. The

problem is that many people set their

own criteria for sexual satisfaction at

unrealistic and unattainable levels and

hence have no reinforcement for their

sexual desire.

The definition of hypoactive sexual

desire includes both ‘absence’ and ‘defi-

ciency’ of indices of sexual drive5.

‘Deficiency’ requires clinical judge-

ment. The intensity of sexual drive fol-

lows a distribution, ranging from zero

(no sexual drive) to extremely high

levels, in women probably skewed to

the lower. Neither end of this conti-

nuum can be considered abnormal,

except, perhaps, where extremely high

levels of sexual derive leads to disrup-

tion of everyday life. How then does

a woman make a self-assessment of

having low sexual desire? In general, the

woman has a reference level of sexual

desire against which she compares her

ongoing desire. This may be real or

imagined. Real reference may be how

the woman judges her desire to be rela-

tive to some point in the past, eg before

her pregnancy, before her marriage or

before her menopause. For women in a

relationship, a common reference point

is the level of her partner’s sexual desire.

Convention is that where a discrepancy

in sexual desire levels causes problem, the

partner with the lower level is the

‘‘patient’’. Or women may compare

their level of sexual desire with what

they imagine to be the norm. Whatever

reference the woman may use, it is

essential that the clinician assesses it

carefully taking in to account factors

such as age, duration of relationship

and partner’s level of sexual desire.

Hypoactive sexual desire disorder is a

difficult problem to assess and treat. It

is a problem whose aetiology can rarely

be traced solely to a biochemical or

other organic abnormality. Whilst the

development of drugs and hormonal

products specifically designed to help

patients with this problem is welcomed

it is essential that clinicians gain a better

understanding of the nature of sexual

desire and the factors that influence it.

Ideally, for best outcome such products

should be used as an adjunct to sex and

relationship therapy.

Alan Riley
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