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MALE AND FEMALE ORGASMIC DISORDERS
by

Gabriella Kortsch, Ph.D., CHT

According to the classification of the DSM-IV, Orgasmic Disorders is divided into Female Orgasmic Disorders (formerly Inhibited Female Orgasm, 302.73) and Male Orgasmic Disorders (formerly Inhibited Male Orgasm, 302.74.  These disorders deal with the persistent or recurrent delay in, or absence of, orgasm following a normal excitement phase.  In the case of premature ejaculation it is the persistent or recurrent ejaculation with minimal stimulation.

Also, it is important to make a distinction between Arousal Disorders and Orgasmic Disorders simply because arousal precedes orgasm.  Some books talk about both disorders at the same time while the DSM-IV clearly establishes the difference.  However, the etiology accompanying arousal and orgasmic disorders overlaps.  The common factors after ruling out medical causes are inadequate stimulation, myths and misinformation, interpersonal conflicts, anxiety, shame and guilt.  


FEMALE ORGASMIC DISORDER 

According to the criteria established by the DSM-IV, Female Orgasmic Disorder formerly referred to as anorgasmia or inhibited female orgasm, presents as a persistent delay in or absence of orgasm following an adequate excitement phase.  In other words, a female becomes aroused, produces lubrication and swelling, but does not reach orgasm with adequate stimulation.  
A great majority of cases of female orgasmic disorder stem from a psychological cause.  Possible sources to the cause include lack of sexual education, strong religious upbringing, anxiety associated with sex, or past sexual abuse.  A common physiological cause may be due to strength of the woman’s pubococcygeus muscle.  
Anorgasmia may be categorized in one of three ways, primary, secondary or situational.  If primary the female has never been able to achieve orgasm at any point in her life.  When a woman was consistently able to achieve orgasm at one time but currently is unable, then it is categorized as secondary.  Situational anorgasmia occurs when a woman can achieve orgasm only in certain sexual situations but never in others.  Women suffering from this disorder may reasonably expect that they can be cured through therapy.  After ruling out a physiological cause through a gynecological evaluation many methods of therapeutic treatment exist.  These include relationship counseling as well as sex therapy.  Techniques including sensate focus, coital alignment and Kegel exercises all prove to be highly effective.  Overall, receiving attention within the last few years, women may experience sexual pleasure even if suffering from orgasmic disorder.
Female Secondary Anorgasmia or Inhibited Orgasmic Disorder

A number of authors (Heiman, Julia, 2000; Charlton, R. S. & Brigel, F.W., 1997) feel that often the ultimate causes of orgasmic dysfunction are uncertain, although contributing factors tend to be anatomic, and physical, sociocultural and interpersonal, as well as psychological. Thus treatment is also varied, including a range of psycho-analytic, cognitive-behavioral, and systems-interpersonal approaches. 
There are two types of anorgasmia: primary and secondary, with the former referring to never having had an orgasm, and the latter signifying orgasmic infrequency or restricted conditions for being orgasmic. This secondary type is more common and typically more?? difficult to treat. 

Of studies carried out in the USA and the UK, results show that anywhere between 10.3 and 29 percent of women have difficulty reaching orgasm (Heiman, J., 2000 for reference see p 111 in Rosen Leiblum Case Studies). The same author reports that nevertheless women are not always concerned or upset about these orgasmic problems, with high percentages of those women who indicated having orgasmic problems reporting that they were satisfied with their sexual relationship. One might well wonder whether the high percentage of satisfied women is due to the fact that they are from a generation that did not place a great deal of importance on a good sex life for the female, and that therefore these results can not be extrapolated to the current generations of women.

Schnarch (1997) indicates that some women are able to achieve orgasm (especially by masturbating), that requires nearly no physical contact, i.e. the orgasm is produced by mere virtue of the mental images the woman maybe utilizing in order to stimulate herself mentally. Others state that “most investigators agree that the brain plays a central or role in the experience of orgasm” (Leiblum & Rosen, 2000, p. 118 ) and that “there is evidence that individuals can have orgasm with no direct stimulation to the genitals (Heiman, Julia, 2000, p. 124).

Etiological Factors Influencing Orgasm in Women

Heiman succinctly points out the fact that the “difficulties in studying orgasm include the lack of (1) an objective measure to document when orgasm is occurring […] and (2) an agreed-on subjective definition of orgasm” (Heiman, Julia, 2000, p. 123). She clearly states that this latter point is of utmost importance for the therapist to bear in mind, since by carefully listening to patients, one will hear them reporting having had orgasms where none in fact occurred, or, to the contrary, not identifying orgasm when they are indeed occurring (Heiman, J., 2000.) Indeed, she reports that 15% of women may fall into this latter category (Heiman, 1977.)

1) Neurophysiological factors: several anatomical areas are important for the experience of orgasm: the clitoris, the vagina, the pubococcygeal (PC) muscle, the Grafenberg or “G-spot”, as well as the brain.
2) Psychosocial factors: education, marital status, and age have been related to women being unable to achieve orgasm. Women who are younger, currently single, and of lower education levels are more likely to experience difficulties with orgasm.
Heiman (2000) reports that despite assumptions about the impact of religion, education, age, social class, and other sociocultural factors, few supporting data are available, although one study she mentions found that having a religious affiliation was associated with higher rates of orgasm for women, which may reflect differences in populations as to who seeks therapy compared to who does not. Depression, often associated with hypoactive sexual desire may contribute indirectly to orgasmic problems. And while sexual abuse is not necessarily at the root of orgasm difficulties, there does seem to be a higher report of these in abused as compared to non-abused women.

Charlton and Brigel (1997) also refer to inadequate sexual stimulation, myths and misinformation, interpersonal conflict, anxiety, and shame and guilt as being further causes of orgasmic disorders. With regards to the anxiety component, and due to the fact that there are many different types of anxiety, and the fact that the term is used in a variety of ways, it must be stated that “sexual arousal requires enough “relaxation” to take in sexual stimulation and enough “tension” to respond with arousal and orgasm” (Heiman, J.R., 2000, p. 127.)

Treatment Approaches


It should be noted that only cognitive-behavioral approaches have a substantial body of research support (Heiman, J.R., 2000.)

1) Psychoanalytic Approaches: In more recent psychoanalytic traditions “maturity” from clitoral to vaginal orgasm is no longer seen as a goal, since the focus has shifted to the experienced psychological differentiation between vaginal and clitoral orgasm. What is implied, is that the capability to experience orgasm and pleasure during intercourse is intrinsically related to the woman’s capacity to relate intimately to another person. (Heiman, p. 128.
The pitfalls of reliance on relationships for self-definition in terms of sexuality are that intimate relationships may be threatening because they recreate the demand of having to meet another’s emotional needs: previously the mother’s, now the sexual partner’s. Clear boundaries with an internal sense of separateness are needed to enable one to tolerate intimacy; conflicts with closeness may result in hostility, anger, an inability to trust, and inhibited orgasm. A woman needs to feel secure enough in her self-identity to experience pleasure in the physical “taking in” of the other without fears of merging with a partner or losing herself.

In this type of therapy the emphasis is not on symptom removal but on working through conflicts that are lead to believe to the symptom, with therapy focusing on the patient-therapist dyad using longer and more frequent sessions than with the other approaches.

2) Cognitive-Behavioral Approaches: these theories depend on theories of learning and cognitive processing to help explain the origins of orgasmic problems. Anxiety that has been associated with sexual experiences may interfere with relaxation, prevent arousal and inhibit orgasmic response. The goals of this approach are to promote cognitive change, attitude shifts, reduced anxiety, increased orgasmic frequency and increased connections between positive feelings and sexual behavior. “The hallmark of cognitive-behavioral therapy is the prescriptions of privately enacted behavioral exercises, the debriefing of their results, and new exercises tailored to meet the clients’ needs. Treatment is generally brief, about 15-20 sessions.
3) Systems Theory Approaches: General systems theory claims to offer a paradigm to account for multifactorial phenomena. Many systems theorists who come from the family therapy side of counseling tend to view symptoms such as anorgasmia with a somewhat jaundiced eye, assuming that it exists to camouflage a distressed dyad in order to divert all parties from more essential marital problems. Many sex therapists, on the other hand, have tended to shy away from family therapy. In the last two decades a number of therapists have compiled works stressing the integration of sex and family therapy, using systemic thinking, and generally avoiding a “symptom” approach. 
The systems principle of emergent qualities states that a system, such as a couple is more than the sum of its parts. Relationships therefore have properties of their own, beyond the properties that people bring to them. It is helpful to tell this to the couple early on in order to get beyond the position of “one against the other”. Offering periodic examples, couples begin to see that the relationship currently has as much power over them as they have over the relationship.

Three levels of interaction – symbolic, affective and sensate – are considered to be able to function somewhat independently, but are constantly interacting with each other within each individual. Each level requires some type of interactional fit between individuals or there will not be a connection on that level. This type of approach tends to aim at brief rather than long-term therapy.

4) Others: A number of pharmacotherapeutical approaches are listed as not having proven effective in increasing specific sexual responses. Sex education and bibliotherapy have shown positive results. Minimal therapist contact appears to be effective in conjunction with self-help manuals that outline exercises for women to try on their own. Hypnotherapy used adjunctively to sex therapy has been reported to be useful for individuals and couples.
MALE ORGASMIC DISORDERS

· PREMATURE EJACULATION


Premature ejaculation is the persistent or recurrent onset of orgasm and ejaculation with minimal sexual stimulation before or on shortly after penetration and before the person wishes it, accompanied by marked distress or interpersonal difficulty.  In order to make a correct assessment of the case the therapist must consider factors that affect the duration of the excitement phase such as age, novelty of the sexual partner or situation and recent frequency of sexual activity.  As with many disorders the subtypes of premature ejaculation can be lifelong or acquired, generalized or situational and their etiology can be both due to psychological factors or combined factors.  

These are some of the known facts about premature ejaculation:

· Some males suffering this disorder learn to delay orgasm with sexual experience and as they get older.

· Individuals with this disorder in the majority of the cases are able to delay orgasm during self-masturbation for a considerable longer time than when having intercourse.

· Some males are able to delay ejaculation in long term relationships but that symptoms can recur when they have a new partner.

· Some males lose the ability to delay orgasm after a period of adequate function (due either to decreased frequency of sexual activity or intense performance anxiety).

· Males utilize alcohol intake to delay orgasm instead of learning behavioral strategies or going to therapy.

DIFFERENTIAL DIAGNOSIS:

It is important to understand that a male suffering from erectile dysfunction once having acquired sufficient erection may ejaculate immediately; however occasional instances that are not persistent or recurrent do not qualify for the diagnosis of premature ejaculation.

TREATMENT:


James Semans devised a way to help males regulate their arousal.  The exercise consists on laying on their back while the partner stimulates them manually.  All the man has to do is just pay close attention to his arousal process and tell the partner to stop when he feels he is getting close to orgasm.  Master’s and Johnson’s went a little further and implemented the “squeeze technique” using the thumb and the index finger to squeeze the penis just below the glans.  The squeeze should be firm and last approximately ten seconds.  It can be used as often as needed to prevent ejaculation.  This is the same as the stop-start method mentioned earlier, so when the man feels that he is close to orgasm the partner uses the squeeze technique.  

This technique is helpful in helping the individual distinguish the arousal phase, possibly prolonging it and gaining some control of the situation.  The next stage is to do the stop-start method with vaginal penetration.  This seems to work better again with the man laying on his back.  Progressively this can be done on the side to side position and then with the man on the top.  Another recommended exercise is that of prolonging intercourse after ejaculation has taken place rather than stopping abruptly so that the female can have pleasure too.


Most of the data researched agrees that the need to focus on the arousal process rather than on the performance process is the key to treatment.  It is when the male has figured out and mastered his level of arousal that he can vary the speed and the thrusts he can execute before orgasm and that it is this awareness which becomes the most important aspect of the treatment.


Recently another method of treatment has been the use of pharmacological agents such as Prozac and Anafranil to delay premature ejaculation, however side effects can range from sedation to dry mouth, to constipation.  Another danger to this form of treatment is the psychological dependency or lack of self-esteem as a consequence of this type of therapy. 

CONCLUSION 


Research shows that as much as 60 percent of American males have had concerns at one point or another with rapid ejaculation.  Until the last decade the most widely used approaches had been behavioral and cognitive but most recently the pharmacological approach is being widely pursued in combination with sex therapy (Rosen, 1995).  However some men learn to develop the skills and ejaculatory control while others fail to progress.

Whenever a male feels he is encountering dysfunctions in his sexual life he should attempt to locate an certified urologist, with experience and a special interest in male sexual problems. The diagnosis and treatment of sexual disorders is a complicated specialty. The first step in resolving a sexual problem is to identify and/or rule out certain physiologic causes such as diabetes, etc. If the clinician suspects that the problem is psychological in nature, such as performance anxiety, conflicts within the relationship, etc., there are also professionals with the skills and understanding to help. Sex therapy for individuals and couples with male orgasmic disorders is usually short term and very successful. The client should not be afraid to ask the doctor how much experience and success he/she has had with treating one’s specific complaint.  With the variety of medications and treatment options available today, there is virtually no acceptable reason for a couple to go through life without enjoying a satisfying sexual relationship.

Finally, regarding the orgasmic disorders, it is of utmost importance to help couples understand that the function of the presenting problem at both the individual level, as well as at the level of the couple’s interaction is a central focus of treatment. What does having an orgasm mean to the woman? What does it mean to her partner? What solution does the problem provide for the couple? Does the woman have a sense of ownership over her body? Is her main purpose in achieving orgasm to satisfy her partner or herself? Can the couple communicate directly about sexual preferences?

Research supports no consistent empirical findings that are subjacent to a series of factors separating orgasmic from situationally orgasmic to nonorgasmic women. Heiman suggests that since all these terms in and of themselves are far too global to ever yield reliably discriminant factors, that more useful results might be found if patterns of orgasmicity and nonorgasmicity were developed based on early history factors, personal factors – both physiological and psychological, as well as relationship factors. Nevertheless, there is evidence that “an active approach to treatment is more effective than a purely reflective one [and that] a systems framework provides a theoretical perspective with which to understand and implement effective treatment modalities” (Heiman, J.R., 2000, p. 147.)
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