Outline of Lecture 26 (03-08 PP; Fagan)

Introduction to Human Sexuality

No content
Outline of Lecture 27 (03-08 PP; Kraft)
Sexuality, Medicine, and Culture

This lecture was not given

Outline of Lecture 28 (03-08 PP; Wise)
Medical Illness and Its Effects on Sexuality

See Notes
Outline of Lecture 29 (03-08 PP; Lee)

The Patient and Sexuality, a Patient-Colleague Perspective
Important to ask patients how they define sex when taking a sexual history
Perhaps “how is your sexual function” is a better question than “are you sexually active”

Consider also that the experience of orgasm differs from person to person

Consider how the different sense are involved

Consider the role of love, and loving “differently” vs loving “uniquely”

Beware of awkward silence (which may imply value judgement)

Beware of misinforming your patients about their condition

Outline of Lecture 30 (03-08 PP; Plaunt)

Sexual Boundaries in Professional Relationships
The physician is in a fiduciary (trusting) role and has power over the patient and so the physician is expected to maintain control of boundaries.  Therefore, patient consent is not a defense to inappropriate professional relationships.
Beware of the slippery slope of blurred boundaries.  Monitor warning signs in both self and patient behavior and act appropriately to maintain professional stance and distance.
Outline of Lecture 31 (03-09 PH; Burnett)

The Pharmacologic Treatment of Sexual Dysfunction
Review of erectile physiology


See Year1/neuropsych/Lec 78

Pro-erectile:  smooth mm relaxants (cAMP or cGMP activators), DA neurons in hypothalamus


Anti-erectile:  cavernous (1 neurons, spinal cord 5HT neurons

ED pharmacotherapy


1st line: oral agents, vaccum constriction devices, psychosexual therapy


2nd line: intraurethral suppositories, intracavernous injections


3rd line: surgical prostheses


Intracavernous

- Direct injection of nonspecific PDE inhibitor (papaverine), ( blocker (phentolamine), cAMP activator (alprostadil) or combination


- Contraindicated in priapism, coagulopathy, and MAOI use


- Tox: priapism (painful continual erection), penile fibrosis, bleeding, penile pain


Intraurethral



MUSETM: medicated urethral system for erection, alprostadil pellet delivery



ALIBRATM:  alprostadil + prazosin


Contraindicated in priapism, abnormal penile anatomy



Tox: local GU pain, bleeding, hypotension, dizziness, priapism


Oral (sildenafil and others)


MOA: PDE5 inhibitor ( ( cGMP ( ( Ca ( ( smooth mm relaxation



PK: 1hr onset, need sexual stimulation for erection


Contraindicated in nitrate use (severe hypotension) and retinal disorders (effect on PDE6)



AE: HA, flushing, dyspepsia, visual disturbances, caution in CV disease

Not effective or not yet FDA approved


Yohimbine: (2 blocker, thought to be erectogenic but shown to be ineffective


Trazodone: SSRI (5HT1 agonist), peripheral ( blocker, but not effective for ED



Apomorphine: central D1/2 agonist, not likely to be approved by FDA due to syncope


Phentolamine: ( blocker still in clinical trials for ED


Topical agents: eg minoxidil, PGE1, papaverine; all still in clinical trials


Subcutaneous agents: (-melanocyte stimulating hormone analog, in clinical trials

Summary


- Penile erection is a corporal smooth mm relaxation response resulting from the proper influence of opposing regulatory mechanisms


- Erection pharamacostimulation may involve the promotion of proerectile mechanisms, suppression of antierectile mechanisms, or both


- While current pharmacotherapies are diverse and rather effective, ongoing strategies in the field aim to offer improved efficacy, safety, and ease of administration

Outline of Lecture 32 (03-09 PP; Dobs)
Hormonal Treatment of Male Sexual Dysfunction

Epidemiology of ED


- Organic causes include vascular > diabetes > prostate > spine injury > gonadal > MS


- Risk factors of ED: smoking, alcohol, certain drugs/medications (antiHTN, antidepressants, steroid hormones, tranquilizers, H2RA, cocaine, heroin), age, anger, depression

Evaluation

Should include medical & sexual history, psychosocial evaluation, physical exam

Labs should include at least serum T, and perhaps prolactin, LH, FSH, estradiol levels, etc


Recall serum T declines with age


ADAM (androgen deficiency in aging males) questionnaire is used to assess hypogonadism



Libido may be difficult to document
Role of testosterone


Recall functions of testosterone


- T: effects on muscle mass, skeletal growth, spermatogenesis, sexual function (independent of sexual orientation)


- DHT: facial and body hair, acne, scalp hair loss, prostate growth



- Estradiol: bone formation, breast tissue


Recall androgenic hormones: T, DHT, DHEA, DHEA-S
Testosterone replacement therapy


- Cross-sectional studies do not show a clear effect of T on erectile function, perhaps due to comorbidities

- However, prospective studies in hypogonadal men indicate increased mood, energy, and libido that are sustained with long term T use

- A study of combined T and sildenafil possibly indicates that baseline T is needed for sildenafil to work, but the result is not clear; lecturer recommends starting with TRT then add other agents later

- Delivery options: injection, patch, gel, tablet (each has advantages and disadvantages)
Take home messages


Sexual dysfunction is common in men and is associated with aging and chronic diseases 


Testosterone appears to have an important role in libido and erectile function 


Testosterone is necessary, but not sufficient for the treatment of erectile dysfunction

Outline of Lecture 33 (03-09 PP; Derogatis & Rogers)

Medical Treatment of Female Sexual Disorders

Overview of FSD

Female sexual dysfunction is poorly understood, especially compared to male sexual dysfunction


FSD involves psychological, biological (organic), and interpersonal factors



Consider also chronicity and specificity


The FSD syndromes are inter-related and thus patients often present w/ Sx of multiple disorders


There are possibly unrecognized FSD subtypes that could have selective response to medication


Models of sexual behavior



- Classic sexual response cycle: drive ( arousal ( orgasm ( resolution


- Alternative model:  intimacy needs ( sexual stimuli ( sexual arousal ( desire ( enhanced intimacy  (this model emphasizes need for intimacy over sexual drive)


There are no approved drugs for FSD currently, but some are soon to be approved

- Drugs such as these are under investigation: PDE-5 inhibitors, prostaglandins, DA-R agonists, tibolone, SERMs, testosterone, estrogen, PT-141, nonselective alpha-1 agonists (phentolomine), central agents

FSD Syndromes

Hypoactive Sexual Desire


- Def: persistent or recurrent deficiency or absence of sexual fantasies/thoughts and/or desire for, or receptivity to, sexual activity which causes personal distress

Sexual Arousal Disorder


- Def: persistent or recurrent inability to attain or maintain sufficient sexual excitement, causing personal distress


- May be expressed as a lack of subjective excitement or a lack of genital (lubrication/swelling) or other somatic responses



- Three clinical trials were unable to show efficacy of sildenafil in treating this condition

Female Orgasmic Disorder


- Def: Persistent or recurrent delay in or absence of orgasm following normal sexual excitement phase that causes marked distress or interpersonal difficulty


- Dx is based on clinician’s judgment that orgasmic capacity is subnormal for the patient



- Etiology is unknown but leading theory is that it’s a skill deficit



- 5-20% of women report never or infrequently having orgasm



- Rx of anorgasmia includes sexual therapy (eg directed masturbation)

Sexual Pain Disorder


- This was undefined in lecture and it’s unclear what it’s relationship to dyspareunia is

Dyspareunia


- Def: recurrent or persistent genital pain assoc w/ sexual intercourse in either male or female that causes marked distress or interpersonal difficulty



- May be deep or insertional

Vulvodynia


- Def: vulvar burning, stinging, irritation, or pain lasting 6 mo or longer not better explained by objective pathology


- Includes vulvar vestibulitis (localized to vestibules) and dysesthetic vulvodynia (wider distribution)



- Vulvodynia is a neuropathic pain syndrome (hyperesthesia)



- Workup includes mapping the location and intensity of pain around the introitus


- Etiologies include yeast and other infections, skin disease, nerve damage, etc


- Rx involve mental health early, eliminate irritants, treat underlying factors, lubricants, physical therapy, tricyclic antidepressants, surgery (perineoplasty)


Vaginismus


- Def: involuntary contraction of the perineal mm surrounding the outer third of the vagina (not simply a spasm)



- Etiology is unclear, but it is NOT associated with a history of sexual abuse


- Patients often have passive and unassertive male partners, but


- Rx desensitization (like phobia treatment), benzodiazepine (anxiety)

Androgen deficiency in women


- Sx is what you expect (( energy, ( libido, ( mm tone, ( pubic hair, genital atrophy, ( abdominal fat)


- Phase II trials show that T supplement therapy is effective and well-tolerated
Outline of Lecture 34 (03-09 PP; Ponticas)

Psychological Treatment of Sexual Dysfunction

Sensate focus therapy


- Based on the premise that performance anxiety causes sexual dysfunction


- The therapy begins with prohibition of intercourse and touching of erogenous body areas, then through a series of exercises gradually returns the couple to full intercourse


- Anxiety is addressed by early relief of sexual activity, by desensitization, and by focusing on sensual aspects of sexual interaction
Outline of Lecture 35 (03-09 PP; Berlin)
Paraphilia

Sex offenders

- The legal definition of a sex offender is based on criminal behavior (eg sex w/o consent or w/ a partner that is too young), however, paraphilia is not synonymous with a sex offender

- Nonparaphilic sexual offenders: a sex offense not due to paraphilia, eg due to other psychiatric disorders, lack of morals, intoxication, mental retardation, etc
Paraphilia


Intense recurrent erotic fantasies about [fill in blank here]

1. behavior that person does or does not find erotic


- transvestitic fetishism: dressing in clothing of opposite gender (usually male dressing as female)



- exhibitionism: public exposure



- masochism: pain and suffering of self (equally common in men and women)

- sadism: pain and suffering of another individual (can become criminal based on consent and extent of pain/suffering induced)

2. partners that person does or does not find erotic



- zoophilia: animals



- necrophilia: dead people (case example of Jeffrey Dahmer)


- pedophilia*: prepubescent children


- May be exclusive (only attracted to prepubescent children) or nonexclusive (attracted to adults and prepubescent children)




- May be hetero-, homo-, or bi-sexual  (indep of orientation to adults if nonexcl.)

3. intensity of sexual desire


4. attitude toward own sexual desire



- Egodystonic: person feels paraphilia conflicts with personal morals



- Egosymtonic: person feels paraphilia does NOT conflict with personal morals


Etiology



- Paraphilia is not due to lack of social skills or a game of power and control



- Paraphilia isn’t voluntary, but, this doesn’t absolve responsibility for one’s own actions


- Risk factors for pedophilia: sexual abuse as a child*, TBI, genetics, etc


Treatment



- Rx is directed to addressing strong cravings

- Rx includes group therapy, lifestyle changes (to avoid situations that would cause relapse), and antiandrogens (“chemical castration” is a poor analogy because it only affects motivation and not sexual performance)

