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      To our parents:
our father for teaching us that nothing is impossible and
our mother for empowering us to believe it to be
            true

   



      
      
      A Note to Readers

      
      This book is intended to help you improve your sexual health, but it is not a substitute for a physician’s or psychotherapist’s
         advice and treatment. Please consult your own medical doctor or psychotherapist before embarking on any of these treatments.
      

      
      This book was originally written for an American audience, and although the vast majority is applicable to the United Kingdom,
         some of the medical interventions are not widely used or yet approved for use in the United Kingdom. In particular, the use
         of Viagra in women is still in the early stages of clinical research (Phase 2 trials). Testosterone also has a different history
         in the United Kingdom and is used for the most part in postmenopausal women in the form of a subcutaneous implant for women
         with reduced libido. Testosterone in oral or topical form is not approved for use in women in the United Kingdom.
      

      
      We are grateful to Rebecca Swingler MB ChB, a trainee in Obstetrics and Gynaecology, studying for a Masters degree in Reproductive
         and Sexual Health Research, for her invaluable help in adapting this book for the United Kingdom market.
      

   



      
      
      Introduction

      [image: image]

      This is, at heart, a book about the female sexual response. We believe that what women and their partners learn here will eliminate
         much anguish and despair and help them enjoy more sexually satisfied lives. For Women Only also reflects the enormous change in the treatment of women’s sexual problems in the last three years. Our book grew out
         of this exploding new field, and we are privileged to have played a part. Female sexual dysfunction is at last on the table
         – a recognized and often treatable disorder, which affects the general health and quality of life of millions of women around
         the world.
      

      
      What you read here is based directly on our work when we were codirectors of the Women’s Sexual Health Clinic at Boston University
         Medical Center. Thanks to the help of our mentor and role model, Dr. Irwin Goldstein, the pioneer and leader in the field
         of male erectile dysfunction, this clinic was an enormous success.
      

      
      We are sisters and started the clinic together, which was the realization of a longtime dream. We had talked for years about
         the possibility, particularly as Jennifer, a surgeon and anatomist and one of the few women urologists in a nearly all-male field, became convinced that women could benefit from the
         same medical attention to sexual problems that was given to men. Laura, a sex therapist and psychotherapist heavily schooled
         in anthropology, enthusiastically supported Jennifer’s views.
      

      
      We opened our doors in the summer of 1998 and have not caught our breath since. The clinic was among the first in the country
         to offer comprehensive treatment, both physiological and psychological, for women suffering from sexual dysfunction. We have
         made it clear from the beginning that while we could learn a tremendous amount from the treatment of male sexual dysfunction,
         we were not going to subscribe to the initial efforts of many physicians to define ‘female importence’ in masculine terms.
         We treat women with female sexual dysfunction in terms of four newly classified categories – hypoactive sexual desire disorder,
         sexual arousal disorder, orgasmic disorder, and sexual pain disorders – as well as a wide variety of other problems. We also
         offer sex therapy, couples therapy, educational counselling, medical treatment, and surgery. We answer frequently asked questions:
         What is orgasm? How can I enhance my sex life? Am I normal? How can I get my partner to fulfil my sexual needs? Our work is
         exciting and rewarding. With new medical technology and medications as well as existing psychotherapy treatments, women now
         have more options than ever before.
      

      
      Clearly, help is needed for women as much as men. Studies estimate that more than half the women over age 40 in the United
         States have sexual complaints. In early 1999, the National Health and Social Life Survey published in the Journal of the American Medical Association released a report showing sexual problems to be even more widespread: the survey found that 43 percent of American women, young and old, suffer from some sexual dysfunction – a significantly higher
         percentage than that of men, who suffer at a rate of 31 percent.
      

      
      And yet for most of this century doctors have dismissed women’s sexual complaints as either psychological or emotional. In
         the nineteenth century, the Victorians believed that ‘good’ women had no sexual desires at all. Even now, in our supposedly
         enlightened era, it is still shocking for us to hear how many doctors, female as well as male, tell their female patients
         that their problems are emotional, relational, or due to fatigue from child rearing or their busy jobs, and that they should
         take care of their problems on their own. Many doctors tell older women that these are not real problems at all, just something
         to accept as a normal part of ageing. This is particularly true of older women, although women of all ages have reported this
         to us.
      

      
      We hope this book will serve as an antidote to what women have heard for decades. The problem is not ‘just in your head.’
         You are not crazy, or alone, or fated never to have an orgasm or feel sexual again. Of course, we don’t dismiss the importance
         of psychological factors. But in our experience with our patients, who come from all over the United States and the world,
         and from all age groups and cultural backgrounds, most problems tend to have both medical and emotional roots, and feed on
         each other. Our goal in this comprehensive handbook on sexual health is to help the whole woman.
      

      
      In our clinical work we have always worked as a team. Jennifer conducts the medical part of our patient evaluation and treatment.
         She is also in charge of our laboratory research, including a recently completed study funded by the American Foundation for Urologic Disease on the smooth muscle function of the vagina and clitoris. This research helped us
         to better understand the mechanisms underlying female sexual arousal responses. Laura is the clinic’s psychotherapist. She
         has a Ph.D. in health education and therapy, with a speciality in human sexuality. She interviews and evaluates patients both
         before and after Jennifer sees them, and determines if they have emotional problems or relational conflicts that require treatment
         on a longer basis. Laura helps them get a sense of the larger picture of their lives, and provides ongoing therapy to individuals,
         couples, and families if needed.
      

      
      Both of us feel that women’s sexual complaints are still neglected by the medical establishment, and that many of the same
         health problems that cause erectile dysfunction in men, such as diabetes, high blood pressure, and high cholesterol, as well
         as many medications used to treat these conditions, can cause sexual dysfunction in women. Most women also experience diminished
         sexual responsiveness and loss of libido at the onset of menopause, and many have sexual complaints after hysterectomy or
         other pelvic surgery. Although drug companies have worked for years to treat male impotence, they are only just beginning
         to recognize female sexual dysfunction as a medical problem. Even female sexual anatomy is not completely known or understood.
         It was not until 1998 that an Australian urologist, Helen O’Connell, discovered that the clitoris is twice as large and more
         complex than generally described in medical texts.
      

      
      The fact remains that there has been a great deal of psychological research but almost no medical research into the sexual
         response of women since the groundbreaking work of William H. Masters and Virginia E. Johnson in their laboratory in St. Louis, Missouri, in 1966. Masters and Johnson were the first to describe the physical changes in the vagina during
         sexual arousal, which they observed and filmed in volunteers with a small vaginal probe and a camera attachment. We have begun
         where Masters and Johnson left off.
      

      
      We have adapted the more sophisticated technology of our day: pH probes to measure lubrication; a balloon device to evaluate
         the ability of the vagina to relax and dilate; vibratory and heat and cold sensation measures of the external and internal
         genitalia; and high frequency Doppler imaging, or ultrasound, to measure blood flow to the vagina and clitoris during arousal.
         Ultrasound, which has been widely available since the 1970s, has never before been used to evaluate genital blood flow when
         a woman is sexually aroused. Currently, even more sophisticated instruments are being developed to evaluate female sexual
         arousal, response, and function. These include probes to measure vaginal, clitoral, and nipple sensation, and computerized
         equipment to measure vaginal anatomy and physiology in the office. MRI, or magnetic resonance imaging, is even being used
         to determine what areas of the brain are responsible for arousal and orgasm.
      

      
      One of our most important findings is that a physical problem – a decrease in blood flow to the vagina and uterus, perhaps
         as a result of ageing, hysterectomy, or other pelvic or vascular surgery – may be a cause of a diminished sexual response
         just as diminished blood flow may affect male sexuality. Some women have sexual complaints after hysterectomies and are often
         told by doctors that they are simply depressed. We believe that in some cases injury to the nerves and blood supply to the
         genital area may be the cause or be contributing to the problem. Jennifer is in fact developing the same nerve-sparing pelvic
         surgery for women as is available for men who undergo prostate surgery. Furthermore, we are beginning to realize the important role testosterone
         plays in female sexual function and dysfunction.
      

      
      Our goal in this book is to arm women with the information they need about their bodies and sexual response and to provide
         them with a full spectrum of options for treatment. Our hope is that women will take this book to their doctors, give it to
         their partners, or share it with other women. It is written without jargon, by women, for women. Clearly, the options will
         continue to grow as more research is done in this field, and it is also our plan to update women with the latest information.
      

      
      We are in a new era of women’s sexual health – perhaps feminism’s next frontier. Sex is central to intimacy, to who we are,
         to our emotional well-being and quality of life. Doctors have assumed for years that as long as a woman is able to have intercourse
         without pain, all is well. That is simply not the case. The fact that sexual education has rarely been a part of physicians’
         education and training has further aggravated the problem. Most male physicians have only their personal life experiences
         to help them understand female sexuality. We hope that this book will also help bridge that gap and encourage early education
         in sexuality for physicians and health care professionals in training and help educate those currently in practice.
      

      
      It is high time for women to receive the same attention as men, and to demand treatment, not only for pain, but to increase
         their sexual pleasure.
      

   



      
      
      CHAPTER ONE

      [image: image]

      Our Approach to
Women’s Sexual Health

      
      When Nicole arrived at our clinic early one December morning with complaints that she had no interest in sex, we could see
         how nervous she was.* But then, almost every woman who walks through our door is a little frightened at first. It’s the normal reaction, since
         sex is not normally addressed openly in any setting, much less a doctor’s office. Our immediate task is to put our patients
         at ease. They’re always relieved to learn that many other women share the very same problems, that they’re not abnormal or
         alone. A lot of women will tell us that they are embarrassed that their sexuality is so important to them, and that they feel
         they aren’t entitled to feel sexual because they are older. The younger women often say they are unable or afraid to talk
         to their partners about their sexual problems. These attitudes reflect the long-standing pressure on women to acknowledge
         sex as a basic part of their lives but not to feel entitled to an optimum response.
      

      
      
      Nicole, a 40-year-old bank loan officer from Kentucky, learned about us from an article in a women’s magazine about female
         sexual dysfunction. Like a lot of our patients, she had finally decided that her problems were important enough to take time
         off from work and travel a long way to see us. ‘It’s been pretty stressful,’ she told Laura. ‘I feel bad for my partner.’
         Other patients are referred by their gynaecologists, primary care doctors, or internists, or hear about us by word of mouth.
         Others are interested in trying Viagra, which we have successfully prescribed to a number of female patients. Some of those
         patients have taken part in our Viagra trial, one of the earliest studies of the drug’s effects on women. (For the results
         of our Viagra study, and information about Jennifer’s research on vaginal and clitoral tissue, see pages 18 to 20 at the end
         of this chapter.)
      

      
      When Nicole had called to make her appointment, she spoke briefly to Laura. During these initial phone calls, many women break
         down and cry out of frustration from having dealt with this issue alone for so long. Others cry from relief that someone is
         finally listening to them. Nicole was more matter-of-fact. Laura asked her a little about herself and to describe her problem.
         Then, as Laura does with all of our patients, she told Nicole what to expect during her upcoming visit to the clinic: Nicole
         would first talk to Laura and then be evaluated by Jennifer. Following her medical evaluation, she would then undergo our
         physical testing in a private examination room. We explained that in order to fully evaluate her arousal problem, if one existed,
         and determine its cause (for example, hormone levels, low genital blood flow, decreased genital sensation, or low vaginal
         lubrication), we would need to evaluate her, as best we could, under conditions of sexual arousal. Her physiological sexual
         responses would then be measured. Although this situation does not reproduce what happens in the privacy of one’s own home, it does provide us with
         a lot of useful information.
      

      
      We evaluated Nicole over a period of two days. On the first day we evaluated her baseline sexual response without medication.
         On the second day, the evaluations were repeated after she took Viagra.
      

      
      What happened after that, during Nicole’s two days at our clinic, will tell you a lot about who we are and how we work. We
         also hope that Nicole’s case, and those we’ve included here of two other patients, Maria and Paula, will clarify what our
         patients tell us is a professional, caring, and very positive experience.
      

      
      The first thing Nicole did in our office was fill out several short questionnaires asking about her sexual functioning over
         the previous month. These forms, used by all of our patients, ask for basic medical and relationship information. They also
         ask them to rate their sexual desire, their ability to become aroused, their level of lubrication, any sensations they feel
         in their genital area during sex, any feelings of numbness, their ability to reach orgasm, whether they experience any pain
         during intercourse, how satisfied they are with their partner’s stimulation, and their feelings of emotional intimacy during
         sex.
      

      
      After Nicole completed the forms, she went in to see Laura for a 45-minute psychosexual evaluation. Laura uses an assessment
         model she created called the Biopsychosocial Sexual Evaluation System (BSES), through which she is able to get an initial
         impression of not only the sexual history of the patient, but the source of the sexual function complaints as well. After
         these sessions, often the first time that the patient has talked to anyone at length about her difficulties, Laura can identify red flags that signal the need for further evaluation and potential treatment, either physical or emotional.
         A course of action, both medical and psychotherapeutic, can begin to be developed based on the findings.
      

      
      When Laura first asked Nicole to describe as specifically as possible her problem and why she had come, Nicole responded that
         not only had she lost desire, but also that she had trouble with vaginal lubrication and could not reach orgasm when she did
         have sex. She traced her problems to laser surgery for skin cancer of the vulva that she had undergone three years earlier.
         Nicole told Laura that she had at one time enjoyed sex enormously – ‘I remember having orgasms and being real wet’ – but since
         her cancer surgery ‘it hasn’t been anything like it was before.’ Nicole also told Laura that she was on Seroxat, an SSRI (selective
         seratonin reuptake inhibitor) antidepressant, which can cause a loss of libido, vaginal dryness, and difficulty in reaching
         orgasm. (For more about the effects of antidepressants on sexual function, see chapter 4.)
      

      
      Because early childhood experiences can impact on sexuality later in life, Laura next asked Nicole about her early childhood
         and adolescence, her attitudes toward sex when she was growing up, her parents’ attitudes, and her past sexual experiences.
         Like many of the women we see, Nicole said she had been raised to believe that premarital sex was wrong, and that her brother
         had always told her that ‘if you had sex, a guy wouldn’t respect you.’ She first had intercourse at the age of 19 with a boyfriend
         and described the experience as physically painful, although she began to enjoy sex a few years later with a different partner.
         She apologetically said that sex was always easier for her after a few drinks – ‘I move better, probably, and I’m looser’ – and that in general it was hard to let herself go without alcohol. Nicole
         also told Laura that she had tried masturbation, but had never used it to reach orgasm, and was afraid to try a vibrator.
         ‘I always heard if you used a vibrator,’ she said, repeating something we hear all the time, ‘that you wouldn’t want a man.’
         Other women worry – wrongly – that they will become dependent on a vibrator or be unable to become aroused or reach orgasm
         without it.
      

      
      Nicole’s words were strikingly but typically full of self-reproach. She was blaming herself for her problems. It didn’t help
         that they were also upsetting her relationship with her partner. ‘A lot of times I don’t reach orgasm, which makes him feel
         inferior,’ she said. Her partner, Nicole said, was now having trouble getting an erection or maintaining one. But she also
         admitted that she sometimes resented him for expecting that it was ‘my job’ to arouse him. ‘Some times I really don’t like
         to work to get it hard,’ she said. At one point, as Nicole catalogued her problems with her partner, she quietly wept.
      

      
      Afterward, Laura recounted the session to Jennifer and summarized the important psychological factors and problems with the
         relationship that could be contributing to Nicole’s problem. Then Nicole met with Jennifer for a medical evaluation, which
         included a full gynaecological and urological exam. Jennifer checked the internal and external structures, including the clitoris,
         which is usually omitted during pelvic exams. Through this process she can rule out obvious gynaecological problems. Jennifer
         asked Nicole questions about her present problem, past surgeries, past illnesses, ob-gynae history, family history, and the
         depression she was being treated for with Seroxat. Nicole told Jennifer that she had a long history of bladder infections,
         which may also have interfered with her interest in sex since these infections cause pain and irritation in the urethra.
      

      
      What followed is the physiological part of our testing. As Nicole lay on the examination table, Jennifer inserted a small
         flexible pH probe, about the width of a cocktail stirrer, into Nicole’s vagina to measure her vaginal pH. Our nurse-assistant
         then recorded a reading of 4.6 on Nicole’s chart, considered in the normal range for a premenopausal woman (4.5 to 5.1; pH
         rises in menopausal women who are not on oestrogen). After that, Jennifer measured Nicole’s clitoral and labial sensation
         using a biothesiometer, which is an instrument that detects sensitivity to low-and high-frequency vibration. This provides
         information about the sensory nerves to the genital area. Nicole’s clitoral and labial sensation were low. Next, Jennifer
         inserted a small balloon device into Nicole’s vagina and very slowly inflated it, asking Nicole to tell her when she felt
         the first sensation of pressure and then when it became uncomfortable. This was to measure Nicole’s vaginal compliance, or
         the ability of the vagina to relax and lengthen. That was normal.
      

      
      Finally, Jennifer placed the ultrasound probe, about the size of a wooden matchstick, against Nicole’s clitoris and labia.
         The probe allowed Jennifer to see a complete picture on a television screen of the clitoral and labial anatomy, as well as
         the blood flow to Nicole’s clitoris, labia, and urethra. Next, a tampon-sized probe was inserted into her vagina to measure
         blood flow to the vagina and uterus. Surprisingly, given her surgery and what she had told Laura, Nicole had very good blood
         flow to all parts of her genital area.
      

      
      After that, Nicole was given a vibrator and a pair of 3-D surround sound video glasses. These glasses allow for uninterrupted
         erotic visual stimulation. Nicole was to watch an erotic video, designed and produced for women, through the glasses and stimulate herself in private with the vibrator for
         15 minutes. Before leaving the room, Jennifer told her that the goal was to become maximally aroused so that we could get
         the best measurements.
      

      
      After 15 minutes, Jennifer returned and asked Nicole how she was doing. Nicole had not had an orgasm, but shyly said she had
         enjoyed the vibrator. ‘I think I need to get one,’ she said. Jennifer then repeated the three-part exam. Nicole’s lubrication
         and pelvic blood flow had increased significantly poststimulation. Her vaginal elasticity also increased, but her genital
         sensation did not significantly improve.
      

      
      After Nicole dressed, we talked with her in our office, where she asked the single most common question in our practice: ‘Do
         you think it’s in my head?’ Laura told her it was absolutely not, but that it was probably her head and body working against
         each other. Although Nicole did not have any severe anatomic abnormalities, the Seroxat she was taking can be associated with
         sexual function problems. In addition, her previous genital surgery most likely affected the sensory nerves to her labia and
         minor branches of the clitoris, making it difficult for her to become maximally aroused and have an orgasm. Nicole also had
         emotional and relationship issues, which in turn made her physical problems worse – a vicious cycle. On an emotional level,
         the surgery she had had for her vulvar cancer was particularly traumatic. Any woman who faces a life-threatening illness like
         cancer, particularly in her genital area, is going to feel differently about herself and her body. Nicole seemed to have some
         negative body image issues from her surgery, which had been mildly disfiguring, and also some fear during sex. Her partner’s
         functioning contributed to her problem.
      

      
      On Nicole’s next visit, she received a single dose of Viagra, the brand name of the drug sildenafil, one hour prior to her evaluation. As we had suspected it might, Nicole’s pelvic blood
         flow tripled poststimulation and her genital sensation increased. She had an orgasm in our clinic, one of her first in years.
         The Viagra, which increased genital blood flow and sensation, combined with stimulation from the vibrator and the erotic video,
         seemed to help her overcome the loss of sensation and arousal as a result of her surgery and the SSRI she was taking. She
         left our clinic with a prescription for Viagra, which she now takes on a regular basis. She was also encouraged to explore
         the emotional aspect of her problem and was referred to a trained sex therapist in her hometown for further treatment.
      

      
      Virtually all of our cases at the clinic include some combination of medical, emotional, and relationship problems. It’s like
         a pie chart, but the pieces of the pie are distributed differently. We’ll see a woman whose primary problem is medical or
         physiological, but because she’s experiencing a long-standing problem, it’s affecting the way she feels about her body and
         herself. As a result, her relationship is often in crisis, which makes the physical problems much worse. We’ve learned that
         it’s very difficult for a woman to separate her sexuality from the context in which she experiences it – that is, in her relationship
         with her partner. This emphasizes the point that the most important sex organ in the human body is the brain. However, we’ve
         learned that physical problems can affect the mind, which in turn affects happiness and sexual satisfaction, and vice versa.
      

      
      We’ve had tremendous success using sildenafil for women like Nicole, but it’s important to point out that many patients don’t
         even make it to the prescription. Sometimes the diagnosis is a relationship problem, communication difficulties, or a partner who either doesn’t know what to do to stimulate her sexually or has sexual function problems of his or her own.
         We’ve also learned that even if the problem is purely medical or physiological, medications like it do not always work.
      

      
      Maria, a 44-year-old medical technician from the Boston suburbs, was a case in point. She came to see us because she had never
         experienced an orgasm. Attractive, slightly bohemian, and outspoken, Maria had been married for 23 years, with two nearly
         grown children. She had been raised in Russia, where no one in her family talked about sex, let alone orgasm.
      

      
      ‘I knew something was supposed to be happening, and I’d heard the word from reading books, but I knew nothing was happening
         to me,’ Maria told Laura. Although Maria had lived in the United States for nearly two decades, no doctor here had been able
         to help her. She told Laura that when her regular internist had asked her as part of a routine physical about any sexual problems,
         he had brushed her off when she mentioned that she had never had an orgasm.
      

      
      ‘He’d say, “Oh, all right,” and then go to another question,’ Maria said.

      
      Ten years earlier, Maria had also seen a psychotherapist about her problems but described the talks with her as too vague
         to be of help. The psychotherapist had suggested that Maria get a vibrator, but didn’t tell her how it worked or what to do
         with it. At the time, Maria dismissed the vibrator as ‘stupid.’ Another therapist had seen Maria and her husband and then
         just Maria alone, but Maria had become impatient with all the talk and expense and had stopped going. ‘It was, “OK, tell me
         about your fantasies,”’ Maria said. ‘It was interesting for me, but did I really want to pay $100 for this pleasant talk?’
      

      
      
      Maria then told Laura that her frustration had led her into an experiment with group sex: she and her husband had made love
         while another couple, good friends, had sex simultaneously in the same hotel room. ‘It was so exciting,’ Maria told Laura.
         ‘I loved it.’ She felt she had come close to orgasm and watched the other woman carefully to see if she could learn what to
         do. ‘I was very curious,’ Maria said. She did in fact learn something, but not what she expected. The other woman, she decided,
         was faking an orgasm. ‘I suspect a lot of women don’t have orgasms, but just don’t talk about it,’ Maria concluded.
      

      
      Jennifer put Maria through our standard physical tests, showed her how to use the vibrator, and then left the examination
         room. When she returned, Maria announced, stunned, that she had just had her first orgasm. ‘It took me a minute!’ Maria said.
         She was relieved that nothing was wrong with her and amazed that having an orgasm could be so easy.
      

      
      We never prescribed Viagra for Maria. What she needed was psychosexual education and practical guidance about self-stimulation;
         she did not have any medical or physical complications and her libido was clearly not the problem. It’s also important to
         point out that Maria’s experiments with group sex were not unusual and were in fact symptomatic of her problems. Laura sees
         a lot of women in long-term relationships who start to question their partners and then reach beyond them to try to figure
         out what’s wrong. They’ll often try self-stimulation for the first time, or maybe sex with another partner. Their goal is
         to rule out a fundamental problem with the partner or the relationship. Often a woman is devastated when she discovers that
         she has the same sexual problems in an extramarital affair as she does at home with her partner, suggesting to her that the
         problem is hers rather than her partner’s. This experimentation can often put the woman, and sometimes the relationship, into crisis and that is
         often the point at which she comes to see us.
      

      
      Since Maria was particularly interested in how a woman climaxes, Laura helped her pick out a vibrator and also advised her
         about some educational videos (see the Resources section in chapter 9). Maria wanted to learn how to masturbate and felt she
         needed a visual representation. Laura helped by sketching out the female genitals and pointing out the different components,
         especially the clitoris. This is something she does for a lot of our patients who grew up being told that self-stimulation
         is wrong or were never told anything at all.
      

      
      Maria now checks in regularly with Laura, who suggests practical techniques and devices for her to use at home. Then Maria
         comes back in and talks about how it all went. Not long ago, Maria told us that she had invited the woman from the group sex
         experience to her home to watch the video and experiment with the vibrator. Maria said the other woman didn’t like the vibrator
         as much as she did, but Maria still found the experience erotic.
      

      
      Maria also tried the Eros-CTD, or clitoral therapy device. Developed by UroMetrics, Inc., and available in the United Kingdom
         through Mentor UK, this is the first invention to treat female sexual dysfunction approved by the FDA, in May 2000. This device
         is placed over the clitoris and surrounding tissue and provides gentle suction that the woman controls. It’s not meant to
         replace a vibrator, but it does cause orgasm in some women. Its main purpose is to enhance arousal and to engorge the clitoris
         and labia by pulling blood into the area. The theory is that, over time, this will prevent fibrosis of the clitoral and labial
         arteries and the clitoral and labial erectile tissue that typically occurs with ageing and menopause. It also increases overall clitoral and labial blood flow. Maria reported that it didn’t do much for her, and that she preferred
         the standard vibrator. But other women, chiefly those who have physiologically based sexual problems, are enthusiastic about
         it.
      

      
      Maria now uses the vibrator freely, without shame, embarrassment, or guilt, although not when she has sex with her husband.
         ‘We have sex before we go to bed, he falls asleep, I take out my vibrator and do what I have to do, and then I fall asleep,’
         she told Laura. Although Maria and her husband seem to be satisfied with this arrangement for now, we’ve suggested to her
         that she and her husband incorporate the vibrator into their foreplay, or perhaps use a smaller, more intense one that can
         be used during intercourse itself.
      

      
      Even though Maria could ideally advocate more for herself, at the moment she seems happy. The situation is not affecting her
         ability to have an orgasm, her sexual satisfaction, or her self-esteem. Our goal is not to tell patients how they should run
         their sex lives, but to arm them with the information and resources to assume control over their bodies and sexuality. On
         the other hand, if Maria were to want to change her situation – if she should tell us that she wants her husband to be more
         responsive, or if she should feel lonely when she stimulates herself after sex – we would start helping her with that. Usually
         the best course of action in cases like this is couples therapy, but Maria and her partner would both have to be motivated.
      

      
      One of our most successful cases is that of Paula, a 55-year-old college professor from Boston, married for 22 years. In 1994
         she was diagnosed with breast cancer. Over the next three years, Paula had eight breast surgeries and then three pelvic surgeries – the first to remove an ovary, the second for
         a hysterectomy, and the third to remove pelvic adhesions that developed as a result of the previous two procedures. After
         the surgeries, Paula was given Seroxat for depression.
      

      
      It was after the hysterectomy that Paula began to notice a decrease in her libido as well as a decrease in her clitoral, labial,
         and vaginal sensations. Her orgasms, once powerful, became muffled or less intense, but more often didn’t occur at all. Paula
         recovered from the depression and went off the Seroxat, but still had almost no desire for sex. ‘So I began to say to all
         these caregivers, “What happened to me?”’ Paula told us. ‘And all of them said, “Most women your age don’t care.” One told
         me I was only the second woman in 20 years who had cared so much. And this is from women!’ The underlying message, Paula said,
         was ‘We saved you. What are you complaining about?’ She was also convinced that they would never have said those things to
         a man. Our philosophy is that more women probably care than we think, which is why it is so important that women be made to
         feel entitled to their sexual response. If not, how will they ever feel comfortable speaking to their doctors about it? It
         doesn’t help when doctors are unable or unwilling to accept and address the problem.
      

      
      Paula was devastated, then enraged. ‘I wanted my sexuality back,’ she said. ‘I went back to each doctor and said, “Why didn’t
         you tell me what would happen?”’ Paula felt as if she had crashed into a wall. ‘It really was the first time that ageism and
         sexism had so profoundly hurt me,’ she said. ‘I’ve had a pretty successful career, and I’ve been able to manage what life
         has thrown me, but this just hurt me.’ In Paula’s case, her loss of libido was secondary to the loss of hormones and the fact that sex had been frustrating and unsatisfying. If it isn’t enjoyable, why do it?
      

      
      When Paula came to our office, we saw a self-assured and articulate woman. Unlike other patients, who do not feel entitled
         to their sexuality, Paula was very firm about what she had lost. She was excited to find us, and adamant about a solution.
         We also knew that we were the first doctors to take her problem seriously. (Unfortunately, this was no surprise. Laura can’t
         forget a recent comment she saw on the Internet, from a urologist at Harvard, about whether female sexual dysfunction should
         be included as a subject in a medical study of impotence: ‘I can’t imagine anything more annoying than prompting a parade
         of unhappy women into urology offices for evaluation of their sexual problems,’ the doctor wrote. ‘Do urologists really want
         to move in this direction? We must be getting desperate for things to keep us occupied professionally.’) This is just one
         blatant example of some physicians’ attitudes, which can make it extremely difficult for female patients to talk to their
         doctors.
      

      
      When Laura evaluated Paula, she felt there were no significant psychosexual issues at play. Her marriage was stable and she
         was happy in her relationship. Although her mastectomy and breast reconstruction were enormously difficult experiences, she
         had worked hard to resolve her body image and emotional issues and trauma from surgery. She seemed to have a medical basis
         for her problem. Since she was not a candidate for hormonal therapies (oestrogen or testosterone) because of her history of
         breast cancer, and she had experienced enjoyable sex previously, we felt that Paula might benefit from Viagra.
      

      
      Sure enough, the blood flow to Paula’s genital area and her genital sensation increased after she took the medication. She
         also experienced an orgasm. She was even more successful at home with her husband, and now reports that her libi do and 90
         percent of her genital sensation are back. Paula discussed the option of topical hormone creams with her gynaecologist and
         oncologist. Due to the type of cancer she had and the lack of recurrence, they both felt that there were some potential options,
         but that there were still risks associated with them. Paula wanted to restore her sexual response as best she could, and she
         was willing to take the risk. She received Estring, which is a soft silicone ring impregnated with oestrogen that is inserted
         like a diaphragm into the vagina. It provides a low continuous dose of oestrogen to the vaginal tissue to alleviate symptoms
         of vaginal dryness. (See chapter 5 for a discussion of hormone replacement therapy, oestrogen rings, and breast cancer.)
      

      
      The larger issue was whether there had been damage during her hysterectomy. Our theory is that since we still don’t know the
         precise location of the nerves and blood vessels to the vagina and clitoris that are vital for normal sexual responses, they
         indeed can be injured during surgery. Although such anatomical ignorance seems astonishing in the twenty-first century, the
         reality is that we only learned two decades ago where those pelvic nerves and blood vessels are located in men. We have also
         learned a great deal from rectal surgeons, who have known for years about many of the pelvic nerves and how to avoid them
         in operations for cancer and colitis in men. For these reasons, one of Jennifer’s immediate goals is to determine where these
         structures are in women and she is currently developing surgeries that will protect and preserve them.
      

      
      It’s important for us to say here that not all women with hysterectomies have complaints of sexual dysfunction. Clearly the surgery doesn’t adversely affect all women. One observation of ours is that women who had orgasms with pelvic
         floor uterine contractions – typically referred to as vaginal or G-spot orgasms – experience the greatest loss when the uterus
         is removed. Women who, prior to surgery, experienced primarily localized ‘clitoral orgasms,’ that is, without pelvic floor
         and uterine contractions, do not experience the same loss. (We’ll get into this in more detail in later chapters, but there
         are two kinds of orgasms, despite all the myths and misinformation, and one is not better than the other, just different.)
      

      
      For some women, hysterectomies are necessary, and because they alleviate pain, bleeding, and discomfort, any loss in sensation
         or of orgasm is offset by relief from the symptoms. One of our patients, a younger woman with endometriosis and bleeding,
         told us her hysterectomy had improved her sex life because her cramping had finally stopped.
      

      
      But many other operations women get to ‘improve’ their sexual lives are unnecessary and damaging. Not long ago we had a woman
         come in with a particularly troubling case. She told us that her boyfriend had grown less responsive and had begun to lose
         his erection. When she asked why, he told her that ‘there seems to be a lot of room in there.’ She was clearly devastated
         and embarrassed. Although she was able to reach vaginal orgasm and said she could feel herself ‘grabbing on’ to her boyfriend
         during intercourse, she went to her gynaecologist and told him, ‘My boyfriend says I’m too loose.’ The doctor then said he
         could give her an operation to tighten her up. Since we didn’t see the woman before the surgery, we have no idea of the extent
         of her problem, or even if it was a problem at all. It is quite possible that the problem may have been with her boyfriend. Some women, however, are born with or develop weak supporting tissues in their pelvis, which become
         more pronounced as they grow older. In healthy women, ageing, vaginal childbirths, and prolonged labours are the primary causes
         of pelvic support problems, which may potentially cause damage to the muscles in the pelvic floor and result in the perception
         of a ‘looser’ vagina. (See chapter 4 for more information about pelvic floor disorders.)
      

      
      The doctor ended up performing a version of the operation for women with vaginal prolapse, or lifting and tightening the vaginal
         wall. We do not know for sure if she indeed had vaginal prolapse (loosening and falling of the vagina). After her recovery,
         she found that her lubrication remained the same, and that she was able to have clitoral orgasms. But she told us that she
         no longer had sensation in her vagina and was unable to have vaginal orgasms.
      

      
      It is frustrating to see so many women who have been persuaded to have unnecessary surgeries to enhance their genital appearance
         and then lose their sexual function as a result. Unfortunately, we think this is a reflection of not only the negative way
         in which women view their genitals in general, but also the fact that what is considered ‘attractive’ is determined by men.
      

      
      When we’re not in our clinic, Laura sees patients for ongoing therapy and handles our administrative work. Jennifer is either
         performing surgery on women with urologic problems or is in the lab, studying vaginal and clitoral muscle physiology and performing
         cadaver dissections to better understand female pelvic anatomy. For the muscle physiology experiments, tissue samples are
         held in place with clips and stretched in a large tube called an organ chamber. Jennifer then tests the effects of different drugs and hormones on the
         tissues. She is also able to stimulate the nerves in the tissues and then evaluate how the tissues react with or without certain
         drugs. She is also looking at the effects of a new drug that increases mucus production in the cervix, which increases vaginal
         lubrication.
      

      
      The goal of her research is to help develop new medications for women and to understand the female sexual response. Jennifer
         discovered that several medications and hormones enhance sexual responses in female animals. This information is being used
         to tailor drug development and future clinical trials in women. She also discovered that vaginal tissue responds differently,
         depending on whether it is in the upper or lower vagina. This suggests that drugs may have different effects depending on
         where in the vagina they are placed and on the inherent structure of the tissue. Her research is ongoing, and we are optimistic
         about future findings.
      

      
      In 1998 and 1999, we evaluated the physiological sexual responses of 48 women pre-and post-Viagra, then followed up with a
         questionnaire after the women had taken Viagra for six weeks at home. The results: 67 percent said their ability to have an
         orgasm increased after taking it. More than 70 percent said they felt more sensation in the genital area during intercourse,
         sexual stimulation, or foreplay.
      

      
      We should note that other studies have determined that Viagra had little effect on female sexual dysfunction, including the
         first placebo-controlled sildenafil study, led by Dr. Rosemary Basson of Vancouver General Hospital. That study found that
         the drug did no better than a placebo among 577 women. But our study was different in that Laura carefully screened patients beforehand, eliminating those with emotional and relationship problems that would be better addressed
         by therapy. We excluded women who had primary complaints of hypoactive sexual desire disorder – that is, women with a longtime
         lack of interest in sex, which is often emotionally based. In addition, all the women we selected had to already have adequate
         levels of testosterone, the ‘hormone of desire,’ either naturally or through replacement, in order to be included in the study.
         We also excluded women with a history of sexual abuse, major depression, or a psychiatric disorder that required medication.
         We did include women who were taking selective seratonin reuptake inhibitors (SSRIs) like Prozac and Lustral for depression,
         provided that the women had been free of anxiety or depression for at least a year. Most important, we selected patients who
         had previously enjoyed sex.
      

      
      To be evaluated, a woman had to exhibit symptoms of sexual arousal disorder. That is, she could not attain or maintain adequate
         genital lubrication or swelling during sex and to have a decreased sensation in her clitoris, vagina, or labia – problems
         that are often medically based. She also had to have been in a satisfying relationship for at least the past six months, be
         comfortable with self-stimulation, and be satisfied with her partner’s ability to sexually stimulate her. Our goal with these
         requirements was to narrow down the pool of women to those who appeared to have physiological problems; we already knew from
         our experience with our patients that Viagra is of limited use for psychological or relationship problems. Half of the participants
         were menopausal, and almost a third had had hysterectomies.
      

      
      We found that Viagra significantly increased the blood flow to the vagina, clitoris, labia, and urethra in all 48 women. Seventy percent of the women also reported that their overall sexual experience had significantly improved.
      

      
      The positive findings of these initial evaluations led to a larger scale study that is currently under way. If this study
         shows a positive effect, suggesting a role for Viagra in the treatment of women with sexual dysfunction, FDA approval may
         not be far off. At the time of writing, licensing of Viagra for women in the United Kingdom is in its very early stages.
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