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In this issue, Menopause Management
Editorial Advisory Board members share their
expertise on broaching the issue of sexual function.
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Question: How do you raise the
issue of sexual function or dysfunc-
tion during routine office visits? If a
major dysfunction is identified, how
do you proceed?

Answers

I do it in two ways. First, I inquire about
physical problems that may interfere with
sexual activity, including vaginal dryness.
Second, I ask questions related to social
structure. This would include questions
such as, “How are things between you
and your husband/partner?”

In my experience, problems related to

sexual function tend to be part of a larger
constellation of interpersonal relations
between partners (except for physical
issues for which
local hormones are
usually needed, as
well as considera-
tion of the general
hormonal status).
Thus, I obtain a
more in-depth his-
tory and then counsel the patient/couple.
Personally, I do not routinely send

Frederick Naftolin, MD

patients to a counselor for these issues.
— Frederick Naftolin, MD

Talking about sexual function is difficult
for most people. Clinicians not only have
to face their personal reluctance to discuss
sex, but they are often ill prepared to deal
with the questons or issues that arise.
Nevertheless, if the subject comes up the
conversation is often robust. Patients have
concerns, if not outright dysfunction.
This is particularly true around the
menopause when physical, partner and
pyschological changes all add to the mix.

My routine-visit questionnaire asks if
women are sexually active, and if they
have any issues they would like to discuss.
When a woman is perimenopausal or
menopausal, I always ask if she is having
any sexual problems.

When the answer is “Yes” I ask about
desire, ease of arousal, discomfort, orgasm
and how she is getting along with her
partner. It is important to remember that
the most important sex organ is the brain.
Dyspareunia is sometimes in the realm of
the gynecologist. If loss of libido is the
complaint and the relationship sounds
solid, I offer testosterone testing and alert
the patient that levels are not always pre-
dictive and therapy is experimental.

There are several books to which I
refer my patients—some that are on the
NAMS reading list and others that are
not. In my referral repertoire I have a
good sex therapist, a vulvar specialist and
several behavioral health clinicians. By

the time I get to this
part of the discus-
sion I am usually
running way over
the visit time, and I
ask many patients
to make a follow-up

Marcie K. Richardson, MD

visit or phone ap-
pointment to explore the matter further.
— Maycie K. Richardson, MD

I usually bring up the question of vaginal
dryness and ask about sexual function. I
also give patients a questionnaire, such
as the Menopause Symptom Index
(MENS]), if they have time and are will-
ing to fill it out. I do, however, find that
some patients simply do not like filling
out questionnaires.

The next step is to address the
menopausal issues and treat them accord-
ingly. If this is not satisfactory in resolving
the problem, I will refer the patient to a
sex specialist and evaluate further for oth-
er issues, including depression.

— Michelle P. Warren, MD

Iwould simply refer to the recent Clinical
Updates in Women's Health Care: Sexu-
ality and Sexual Disorders, from the
American College of Obstetricians and
Gynecologists (Spring 2003;11[2]). Pages
33 and 34 explain the importance of
establishing a dialogue dependent on the
actual gynecologic/obstetric context in
question. These pages give examples of
the different types of questions to ask if a
woman is peri- or postmenopausal,
depressed, or dealing with chronic illness
or potentially damaging surgery, such as a
radical hysterectomy. It is important to
explain how the specific condition may
interfere with sexual desire or enjoyment,
and to ask if that is the case.

When a major sexual disorder appears
to be present, it is important to quickly
establish whether this is a lifelong prob-
lem or an acquired one. When the prob-
lem is acquired, it is necessary to ask
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about the personal/relationship/sexual/
medical (including psychiatric) context in
which this dysfunction emerged. Patients
should be made aware that most dysfunc-
tions are eminently treatable and that
both partners usually need to be assessed,
but that matters are often complex. At
that point, a decision will be made about
whether to focus on the sexual concern
during the current visit, or to focus on the
other gynecologic/obstetric issues that
may have necessitated the visit. In the lat-
ter instance, a full biopsychosocial assess-
ment and clarificadon of management
options would occur at a future visit.

— Rosemary Basson, MBBS, MIRCP

In discussing hormone therapy (HT) with
patients, it is important to state that there
are three hormones that have to be con-
sidered; those hormones are estrogen,
progestin and androgen. The estrogen
hormone can be easily discussed since this
seems to be one of the major indications
for HT. The progestin hormone is only
used if the padent has a uterus and there is
aneed to prevent endometrial hyperplasia.

The third hormone, androgen, is men-
tioned specifically with the intent of dis-
cussing the patient’s sexual function,
libido, energy, and so on. The clinician
explains that the hormone has been
researched and is
capable of adding
certain  positive
parameters in the
areas of sexual dys-
function, and it is at
this time that the
clinician inquires as
to whether the patient feels that her sexu-
al functioning is adequate. If she does not
have anything to say about it, then that is
the end of the discussion. In 90% of cases,
however, the patient is very interested and
replies that she notices that as she is get-
ting older there is a change in her sexual
function. Most of these women assume
that age is the important factor and do not
ever consider the fact that HT could help

Morrie M. Gelfand, CM, MD

to ameliorate or remedy some of the prob-
lems related to their sexual dysfunction.
"This opens up the entire discussion, and
a decision can then be made about whether
to add the androgen to the estrogen
replacement therapy or whether to add it
to the estrogen-progestin replacement
therapy. The flow is simple; it presents no
difficulty in its discussion and has been
used successtully for the past 15 years.
— Morrie M. Gelfand, CM, MD

If prescribing any medications, including
oral contraceptives, one could note that
sometimes women have side effects
including sexual problems/dysfunctions.
Or, if the office visit is an annual exam, it
is appropriate to mention sexual problems
while covering areas such as mood.
Attempt to determine if there is a prob-
lem with desire/interest, arousal, orgasm
or pain. If the patient mentions some-
thing, and she would like to further dis-
cuss it, be ready to suggest a referral
inside (an office nurse, for example) or
outside your practice. (This is presuming
that you do not wish to address sexual
dysfunctions yourself).

"There currently are no FDA-approved
medical treatments for sexual problems,
except the EROS female sexual therapy
device. Individual or couples therapy can
help with some problems, particularly
those related to orgasm and some desire
problems. In addition, it appears that
some version of testosterone therapy will
be available in the next two years.

Untl other safe and effective treat-
ments are available, the main function of
the clinician is to perform careful diagno-
sis, to familiarize yourself with treatments
and providers that can help, and to be
glad the woman feels she can talk to you
about the issue.

— Julia R. Heiman, PhD

Do you have a clinical question or situation that
you would like to pose to our panel of experts?
Contact Laura McKeown (phone:
732-282-0703; fax: 509-463-0447; e-mail:
Imckeown@menopausemgmt.com).
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