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Whether you are a parent or
teenager, a patient or physi-
cian, talking about sex is usual-
ly associated with some level of

discomfort. Most people simply are not aware
that it is appropriate to discuss sexual concerns
with their physician. At the same time, many
physicians are reluctant to initiate these dis-
cussions with their patients. In a recent sur-
vey, only 14% of Americans aged 40 to 80 said
they’d been asked by their physician about
sexual difficulties within the past three years.1

Why doctors don’t talk about sex
A number of practical barriers get in the way
of effective dialogue:
• Lack of training. Physicians who specialize

in reproductive health “should have more
in-depth training in human sexuality than the
general practitioner,” notes the World Health
Organization.2 Yet there are few standard-
ized curriculum guides on sexuality, and pre-
cious little classroom time is spent on the top-
ic: In a survey of North American medical
schools, more than half dedicated fewer than
10 hours to training on human sexuality.3

• Lack of comfort and confidence. Most
women who do seek help for sexual prob-
lems turn to an ob/gyn.4 Yet without specif-
ic training, physicians often do not feel they
have the expertise to address patients’ sexu-
al concerns. One study found that health
professionals who treat patients with ovari-
an cancer rarely discuss sexual issues, even
though they are aware that these patients

are at increased risk for sexual problems.5
They cited their own embarrassment and
lack of knowledge. Physicians may think,
“Why bring up the subject if I am not con-
fident that I’ll be able to help?”

• Perceived lack of time. Busy office schedules
can get in the way of frank, open-ended con-
versations about sexual function. Practitioners
may not realize how much can be learned and
accomplished with a few pertinent questions.

199

Just ask!
Talking to patients about
sexual function
There’s a simple way to overcome the obstacles to discussing 
sexual concerns with your patients: Simply ask. This helpful 
review of female sexual dysfunction focuses on lack of sexual 
desire after menopause, and tells how to make an accurate
diagnosis and offer effective treatment and counseling.
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✒ KEY POINTS

■ Only 14% of Americans aged 40–80 have been asked by their doctor about
sexual difficulties within the past three years.

■ In one survey, 68% of patients feared that raising concerns about sexual
problems would embarrass their physician—71% believed the doctor would
dismiss their concern. 

■ The most important step in starting a dialogue: Simply ask patients about
their sexual activity and associated concerns.

■ Women are more likely to bring up sexual matters if they have seen the
physician before and if the physician seems concerned and comfortable 
or has a professional demeanor.

■ Low sexual desire is the most prevalent female sexual dysfunction and is
frequently associated with menopause. Persistent or recurrent low desire
that causes personal distress is classified as hypoactive sexual desire
disorder.

■ If you suspect hormonal imbalance in a patient with hypoactive sexual 
desire disorder, consider estrogen and/or testosterone therapy.

■ Offering brochures or books that address sex and marital problems helps 
to normalize a patient’s concerns and provide education.
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• Lack of treatment options. There are no
FDA–approved pharmacologic therapies for
female sexual dysfunction, and most physi-
cians’ comfort level with current treatment
strategies is low.

Why patients don’t talk about sex
Patients are not likely to bring up the subject
of their sexuality, and very few women seek
help or treatment for sexual concerns. In the
American Association of Retired Persons/
Modern Maturity Sexuality Study of 1,384
Americans aged 45 and older, only 14% of
women reported ever seeking assistance from
a health care professional for problems relat-

ed to sexual function.6 On the other hand, if a
physician takes the lead in discussing sexuali-
ty, patients are more likely to report problems.
In a study of patients receiving selective sero-
tonin reuptake inhibitors, the incidence of
sexual dysfunction was only 14% when based
on spontaneous patient reports, compared with
55% when physicians posed direct questions.7

Patients’ reluctance to discuss sex has
much to do with the reaction they anticipate
from their doctor. In a survey of Americans 25
and older, 68% of men and women said they
feared that raising concerns about sexual
problems would embarrass their physician—
and 71% believed that the doctor would dis-
miss their concern.8 Women are more likely
to bring up sexual concerns if they have seen
the physician before and if the physician
seems concerned and comfortable or has a
professional demeanor.9 Patients thus seem to
be looking to their physician for “permission”
to bring up sexuality issues.

Getting the conversation started
Healthcare professionals should approach fe-
male sexual dysfunction much like any other
disorder: First accurately assess whether or
not a problem exists, then treat and/or refer.

Although women are at risk for sexual dys-
function throughout their life span, there are
several key periods, including the menopause
transition and beyond, that are associated with
increased risk.10-11 Office visits at these times
provide an opportunity to screen for sexual
concerns (Table 1).

What is the best way to approach patients
about sexuality and related concerns? Simply
put, just ask them. Whether or not the patient
offers information, physician-initiated ques-
tioning conveys concern and comfort and lets
the patient know that it is appropriate to dis-
cuss these matters in an office setting.

An algorithm for screening sexual dys-
function is available (Figure 1), or the follow-
ing questions can be used.10,12-13

• Are you currently involved in a sexual rela-
tionship? With men, women, or both?

• How often do you engage in sexual activity? 
• Do you have difficulty with desire, genital

or subjective arousal, or orgasm?
• Are you satisfied with your current sexual

relations?
• Do you have any sexual concerns you would

like to discuss?
Physicians interested in conducting a

Figure 1. Screening for sexual dysfunction

Mention the importance of assessing 
sexual function as part of the usual 

history and physical

Currently sexually active?

No

With men, women, or both?

Any sexual concerns or pain with sex?

Any sexual concerns or pains 
that have contributed to lack of 

sexual behavior?

Yes

In a survey of North American
medical schools, more than

half dedicated fewer than 10
hours to training on human
sexuality.

TABLE 1

Opportunities to screen for sexual dysfunction10

Prior to surgery
Uterine prolapse
Hysterectomy
Oophorectomy

Menopause-
related visits
Prior to discussing 
hormone therapy

Antenatal visits

Postnatal visits

Annual visits

Infertility

Chronic illnesses

Depression
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more in-depth assessment may want to use
the algorithm developed by Basson to help es-
tablish a diagnosis (Figure 2).10

Menopause, sexual issues,
and loss of desire
Women who are menopausal, whether natu-
rally or surgically, may have specific sexual
concerns. Estrogen depletion causes physio-
logic changes, such as vaginal atrophy and 
dryness, that affect sexual function. A de-
crease in testosterone, which may lead to 
decreased sexual desire in women, occurs
with aging and is further pronounced in
women who undergo oophorectomy (See also
“Women’s sexuality after menopause: What

role for androgens?” on page 204 of this issue.)
The following questions will help start a

conversation with menopausal patients:
• Menopausal women often experience vagi-

nal dryness that can make intercourse un-
comfortable. Has this been a problem for
you? 

• Menopausal women sometimes experience
changes in sexual desire. Have you noticed
any changes in sexual desire?

• Since your ovaries were removed, have you
experienced a meaningful loss in your desire
for sex? Or a decrease in the frequency of
your sexual activity?

• Are you concerned about or bothered by
your current level of desire for sex?

Figure 2. Establishing a diagnosis of sexual dysfunction
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Persistent or recurrent low desire that
causes personal distress is classified as hy-
poactive sexual desire disorder (HSDD). Low
sexual desire is the most prevalent female sex-
ual dysfunction and is frequently associated
with menopause. The disorder is complex, in-
volving biologic and psychosocial factors, and
may overlap with other types of sexual dys-
function.

A careful evaluation of all potential factors
is required to diagnose and treat HSDD. The
following questions may help assess the im-
pact of low desire:
• Describe your loss of desire in your own

words.
• How long have you had concerns with re-

spect to your desire?

• Is it always a problem, or only at certain
times or in certain situations?

• Do you have sexual thoughts, daydreams, or
fantasies?

• Has the problem changed over time? If so,
how?

• Does anything appear to improve your de-
sire (such as a romantic vacation or differ-
ent partner)? Does anything make it worse?

• How is your emotional intimacy with your
partner?

Complete medical and sexual histories
should be taken when making a diagnosis of
HSDD:
• Identify any medical conditions that could

negatively affect sexual function. These may
include hyperprolactinemia, thyroid condi-

tions, or depression. Although reproductive
hormones may be involved, hormone as-
sessments often are not indicative.

• Ask about any medications that could impair
sexual function, such as selective serotonin
reuptake inhibitors, estrogen therapies, and
corticosteroids.

• Include in the sexual history first sexual ex-
periences, number of lifetime partners, any
sexually transmitted diseases, past history of
sexual problems, reproductive history, and
past sexual abuse or trauma.

• Consider interviewing the patient’s partner
to obtain important information on the qual-
ity of the relationship and any related issues
that need to be addressed.14

Most screening tools for sexual dysfunc-
tion are lengthy and reserved for clinical re-
search.15 Questionnaires such as the Female
Sexual Function Index16 and the Arizona Sex-
ual Experiences Scale for Women17 are avail-
able, and additional diagnostic tools for office-
based screening are in development.

Treatment options: 
Estrogen and testosterone
If you suspect hormonal imbalance in a pa-
tient with HSDD, consider estrogen and/or
testosterone therapy. Systemic or local estro-
gen therapy can be used to treat problems as-
sociated with vaginal dryness but often does
not affect a woman’s loss of desire.18 The 
addition of testosterone to estrogen may in-
crease sexual desire and activity and is well-
tolerated, but currently there are no FDA-
approved testosterone therapies for HSDD.19

Testosterone formulations, such as patch-
es and lotions, are now in development for the
treatment of female HSDD.20-21 Meanwhile,
testosterone products developed for men are
sometimes used in women. 

Remember the psychosocial aspects
Since many factors contribute to HSDD, psy-
chosocial aspects must be addressed along
with any medical interventions. Distinguish-
ing biologic from relationship factors is es-
sential for any physician assessing or treating
sexual problems.

Treatments may be very different based
on which components of desire are compro-
mised. For example, a woman might have a
very strong biologic drive to be sexual, but if
she is not happy with her partner and has no
motivation to be emotionally intimate, she

TABLE 2

Specialists for referral of patients with 
sexual dysfunctions10

• Sex therapist

• Mental health professional (psychologist, psychiatrist,
marriage/relationship counselor)

• Neurologist

• Gynecologist/urologist specializing in sexual disorders

Try to identify any medical conditions that
could negatively affect sexual function. 

These may include hyperprolactinemia, thyroid
conditions, or depression.
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may not experience any perceived desire. On
the other hand, if a woman has lost some of
her drive but remains motivated to be close
and intimate with her partner, this can com-
pensate for the decreased biologic component
of desire.  These are important distinctions to
make, because physicians can then normalize
this reality for their patients who have come
to believe that because their initial drive has
diminished, they are no longer sexual beings.

In addition to openly discussing sexual
health issues, offering brochures or books that
address sex and marital problems helps to nor-
malize concerns and provide education.22 Plac-
ing brochures in waiting rooms or exam rooms
along with a “top 10” list of self-help sexuali-
ty books provides easy access for patients and
makes their waiting time seem shorter.

Referrals: When and where?
The decision of when to refer a patient with
sexual dysfunction depends on the physician’s
level of expertise and the complexity of the pa-
tient’s dysfunction. Other considerations in-
clude the patient’s own interest in receiving
additional evaluation and the presence of sex-
ual dysfunction in the partner.10

If available, a specialist can provide addi-
tional evaluation and management (Table 2).10

However, it is important for patients to rec-
ognize that treatment is a true collaboration
among professionals. You don’t want a patient
to feel rejected or conclude that the problem
“is all in my head.”

Psychosocial counseling often is useful
even if the primary treatment is a medical in-
tervention. Approaches include couples ther-
apy, communication training, anxiety reduc-
tion, cognitive-behavioral interventions, or sex
therapy (e.g., sensate focus).23

But is there time?
The fear that treatment and counseling for
sexual function disorders will take too much
office time is not well founded, nor is it a valid
reason to avoid the responsibility of managing
patients’ sexual health. A few brief questions
allow the physician to quickly assess the gen-

eral nature of a sexual concern and determine:
• Can the concern be properly addressed

within the office visit?
• Should the patient return for a separate 

appointment? or, 
• Should the patient be referred to a special-

ist in treating sexual dysfunction? ■■
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If a woman has lost some of her drive but is motivated to be close
and intimate with her partner, this can compensate for the

decreased biologic component of desire.
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