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Abstract HypoactiveSexualDesireDisorder (HSDD) is one
of two sexual desire disorders in theDiagnostic and Statistical
Manual of Mental Disorders (DSM) and is defined by the

monosymptomatic criterion ‘‘persistently or recurrently defi-
cient (or absent) sexual fantasies and desire for sexual activity’’

that causes ‘‘marked distress or interpersonal difficulty.’’ This

article reviews the diagnosis of HSDD in prior and current
(DSM-IV-TR) editions of the DSM, critiques the existing cri-

teria, and proposes criteria for consideration in DSM-V. Prob-

lemsincomingtoaclearoperationaldefinitionofdesire, thefact
that sexual activity often occurs in the absence of desire for

women, conceptual issues in understanding untriggered versus

responsivedesire, therelativeinfrequencyofunprovokedsexual
fantasies in women, and the significant overlap between desire

andarousalarereviewedandhighlight theneedforrevisedDSM

criteria for HSDD that accurately reflect women’s experiences.
The article concludes with the recommendation that desire and

arousal be combined into one disorder with polythetic criteria.
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Introduction

Thegoal of this review is to provide anoverviewon the history

and current status formaking a diagnosis of hypoactive sexual
desire disorder (HSDD). In line with the recommendation by

Segraves, Balon, and Clayton (2007) that criteria sets be listed

separately by sex, this article will focus on sexual desire in

women. This review will also discuss criticisms of the existing
Diagnostic and Statistical Manual of Mental Disorders (DSM-

IV-TR; American Psychiatric Association, 2000) criteria and

summarize prior attempts to offer alternate diagnostic criteria
and taxonomies. The issues to be considered for DSM-V in-

clude: (1) the utility of including lack of sexual fantasies in the

criteria; (2)whether or not ‘‘responsive desire’’ should be added
to the criteria; (3) how to capture relational influences and con-

sequences; (4) the overlap between sexual desire and sexual

arousal/arousability; and (5) whether or not associated distress
should be part of the diagnostic criteria.

It is important to first clarify terminology used. In the profes-

sional literature, the terms sexualdesire, drive,motivation, inter-
est, libido, hunger, and appetite are often used interchange-

ably. In the DSM-IV-TR, whereas the disorder itself and the

associated criteria focus on sexual ‘‘desire,’’ the ‘‘Associated
Features andDisorders’’ section alsouses the term ‘‘sexual in-

terest.’’ This reviewwill concludewith one recommendation

that the phrase ‘‘sexual interest’’ replace ‘‘sexual desire.’’
The categories of sexual disorders in the DSM since 1980

(DSM-III;American PsychiatricAssociation, 1980) have been
based on the human sexual response cycle as originally con-

ceptualized by Masters and Johnson (1966). Shortly after the

release of their book on treatment,Human Sexual Inadequacy
(Masters& Johnson, 1970), it became readily apparent that the

primary complaint forwhich patients sought treatmentwas not

problems with sexual performance or genital excitement, as
MastersandJohnsonhadassumed. Instead,problemsrelating to

a lack of sexual interest were the most common presentations

amongwomen.Today,wewould refer to this as a lackof sexual
desire. In the late 1970s, Kaplan (1977, 1979) and Lief (1977)

independently suggested that desire is a necessary separate

phase of the human sexual response cycle and Masters and
Johnson’s model was expanded to acknowledge the important

role of sexual desire. The resulting triphasicmodel emphasized
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Kaplan’s and Lief’s view that sexual desire was the first and

most important component, which triggered the rest of the
sexual response cycle. This triphasic sexual response cycle of

desire, excitement, and orgasm (and resolution), served as the

basis for how sexual disorders were categorized in the DSM:
Sexual Desire Disorders, Sexual Arousal Disorders, and Or-

gasmDisordersmappedonto thefirst threephasesof thesexual

response cycle, and the Sexual Pain Disorders were added as a
fourthcategoryofdysfunctionwithnoapparent justification for

their addition in either the DSM-III, DSM-III-R, DSM-IV, or
anyof theDSMSourcebooks.Thedisorderof lowsexualdesire

in theDSM-III was labeled ‘‘Inhibited SexualDesire’’ andwas

definedas apersistent andpervasive inhibitionof sexual desire.
TheDSM-III stipulatedthat thediagnosiswould rarelybemade

unless the lack of desire was a source of distress to either the

individual or a partner.
The revised edition of DSM-III (DSM-III-R; American Psy-

chiatricAssociation,1987)dropped the term‘‘inhibited’’because

of its assumed psychoanalytic (and potentially ambiguous) con-
notation and it was replaced with hypoactive sexual desire dis-

order (HSDD).Replacementof the term‘‘inhibited’’alsoallowed

for sexual desire disorder to be defined in the same way for men
andwomen(Graham&Bancroft,2006).TheDSM-III-Rdefined

HSDD as ‘‘persistently or recurrently deficient or absent sexual

fantasies and desire for sexual activity.’’ Subtypes (psychogenic
orpsychogenic/biogenic; lifelongoracquired; andgeneralizedor

situational) were introduced to further define the HSDD syn-

drome. The name and criteria for HSDD remained the same in
DSM-IV except that the criterion of having ‘‘marked distress or

interpersonal difficulty’’ was added. Thus, the individual with

deficient (or absent) sexual fantasies anddesire for sexual activity
who was not distressed by these symptoms did not meet criteria

for HSDD.

Criterion A for HSDD requires ‘‘persistently or recurrently
deficient(orabsent)sexual fantasiesanddesireforsexualactivity’’

and Criterion B requires that ‘‘the disturbance causes marked

distress or interpersonal difficulty’’ (American Psychiatric Asso-
ciation, 2000). Indeterminingwhether the lackof sexual fantasies

ordesire for sexualactivityareclinically significant, theDSM-IV-

TR instructs that ‘‘the judgment of deficiency or absence is made
by the clinician, taking into account factors that affect sexual

functioning, such as age and the context of the person’s life.’’

Criterion C indicates that the lack of sexual desire is not ‘‘better
accounted for by another Axis I disorder (except another Sexual

Dysfunction)and isnotdueexclusively to thedirect physiological

effects of a substance or a general medical condition.’’

Prevalence of Low Sexual Desire in Women

Over the past decade, there have been numerous attempts to

document the prevalence of low desire and HSDD in women.
There have been some inconsistencies in the findings and

methodologies employed—in particular, whether distress was

assessed and considered in determining prevalence rates. The
National Health and Social Life Survey (NHSLS) is one of the

most widely cited studies on the prevalence of sexual problems

in women (Laumann, Paik, & Rosen, 1999). Between 27 and
32% of women aged 18–59 who had been sexually active over

the past year respondedwith ‘‘yes’’ to the question: ‘‘During the

last 12 months has there been a period of several months or
more when you lacked desire for sex?’’ In the National Survey

of Sexual Attitudes and Lifestyles (NATSAL) conducted on
11,161Britishmen andwomen aged 16–44who participated in

a computer-assisted self-interview, low sexual desire was the

most common complaint in women (Mercer et al., 2003). The
prevalenceof lowdesire ‘‘lastingat leastonemonth’’was40.6%

and‘‘lastingat least sixmonths’’was10.2%. In theGlobalStudy

of Sexual Attitudes and Behaviors (GSSAB), 13,882 women
across 29 countries took part either in a computer-assisted

telephone interviewor a face-to-face interview (Laumannet al.,

2005). Lack of interest in sexwas themost common problem in
women, ranging from 26 to 43%. Distress was not assessed in

these three studies.

Prevalence of Low Sexual Desire and Associated Distress

Researchers have also attempted to quantify the prevalence

of low sexual desire (DSM-IV-TR Criterion A) versus the

prevalence of low sexual desire and associated distress (DSM-
IV-TR Criteria A and B).

In a Swedish study of 1,335 women aged 18–74, 34% of

women reported that they experienceddecreased sexual interest
quite often ormost of the time. Among this group, 43% viewed

the lowdesire as a problem (Fugl-Meyer&Fugl-Meyer,1999).

Bancroft, Loftus, and Long (2003) conducted telephone inter-
viewswith987Americanwomenaged20–65andexamined the

prevalence of sexual dysfunction, personal distress, and distress

about the relationship.Women aged 20–35weremore likely to
view their lack of sexual thoughts as distressing to the rela-

tionship and to their own sexuality compared towomenaged36

and older. The prevalence of low desire in this study was op-
erationalized by asking women the frequency with which they

thought about sex with interest or desire over the past month.

Response options were: not at all, once or twice, once a week,
several times a week, and at least once a day, with 7.2% of the

women reporting no sexual interest over the past four weeks.

Bancroft et al. found that negative mental state was the best
predictor of marked distress about the relationship as well as

marked distress about thewoman’s own sexuality (although the

authors recognized that the reverse order of causation was also
feasible but less likely). Moreover, mental state (e.g., feeling

calm and peaceful) was more predictive of relational distress

thanwasphysicalhealth,whereasphysicalhealthwasmorerele-
vant to distress about a woman’s own sexuality. Interestingly,
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perceived impairment in physical genital response was only

marginally predictive of distress about the relationship and did
not influence personal distress.

Oberg, Fugl-Meyer, and Fugl-Meyer (2004) analyzed Swe-

dish data collected in 1996 and explored mild and manifest low
desire (DSM Criterion A) and mild and manifest distress (DSM

Criterion B). Manifest dysfunction was considered when the

symptom was experienced quite often, nearly all the time, or all
the time. Mild dysfunction was considered when the symptom

was experienced hardly ever or quite rarely. In their sample of
1,056 women aged 19–65 who had been sexually active in the

past year, 89%reported eithermild (60%)ormanifest (29%) low

desire, whereas 59% reported low desire plus the associated
mild (44%)ormanifest (15%)distress.Thus,whenonlymanifest

low desire was considered (i.e., womenwho reported low desire

quite often, nearly all, or all of the time), 29% experienced this
symptomand, of this group, 47%hadmanifest distress, 40%had

mild distress, and 13% were not distressed. That 13% of the

women with significant symptoms of low desire were not dis-
tressedby themisan interesting issue thatwill beexplored further

in this review.

The Women’s International Study of Health and Sexuality
(WISHeS) is an industry-funded international study examining

sexual function and distress. One publication based on the

WISHeS data focused on 952 mostly White American women
who completed the Profile of Female Sexual Function (PFSF)

and thePersonalDistressScale (PDS), twomeasures developed

by Procter and Gamble Pharmaceuticals and not in the public
domain. Rates of low desire were 24–36%, depending on age

and menopausal status (Leiblum, Koochaki, Rodenberg, Bar-

ton,&Rosen,2006).The ratesof lowdesirewithdistress ranged
from9% (naturallymenopausal women), 14% (premenopausal

women), 14% (older surgically menopausal women), to 26%

(young, surgically menopausal women). International data on
the WISHeS study, with a focus on 2,467 European women

aged 20–70, found comparable rates. Low desire ranged from

16 to 46%, depending on age and menopausal status (Denner-
stein, Koochaki, Barton, & Graziottin, 2006). However, these

numbers dropped drasticallywhen the prevalence of low desire

and distress together were considered: 7% of premenopausal
women, 9%ofnaturallymenopausalwomen, 12%of surgically

menopausal older women, and 16% of surgically menopausal

young women. Similar to the findings of Bancroft et al. (2003),
this group of European women with HSDD were significantly

more likely to endorse negative emotions or psychological

states than women with normal desire.
In a more recent study aimed at assessing the prevalence of

low sexual desire without (DSMCriterion A) and with distress

(DSM Criteria A and B; HSDD), West et al. (2008) used a
national probability sample to study the demographic factors

associated with low desire and HSDD in women aged 30–70

whowere in a relationship for at least 3 months. Data were ob-
tained from2,207women throughcomputer-assisted telephone

interviews duringwhichwomen completed the PFSF and PDS.

Using a PFSF desire domain cut-off score of 40, the overall
prevalence of low desire was 36.2% (20.3% for Black women,

38% for non-Hispanic White women, and 39.6% for Hispanic

women). Using a PDS cut-off score of 60 together with low
desire, the overall prevalence of HSDD was 8.3% (3.2% for

Blackwomen, 9.2% for non-HispanicWhitewomen, and 9.8%

for Hispanic women). Naturally menopausal women had the
most complaints of low desire (52.4%). Rates of low sexual de-

sire for surgicallymenopausal andpremenopausalwomenwere
39.7 and 26.7%, respectively. However, rates of HSDD were

lower for all women but highest for surgically menopausal

women (12.5%) compared to 6.6 and 7.7% for naturally men-
opausal and premenopausal women. Young surgically meno-

pausalwomenhadcomplaintsof lowdesirematchingpremeno-

pausal women (26 and 27%), but the highest rates of HSDD,
even after controlling for age, race/ethnicity, educational level,

and smoking status using an adjusted prevalence ratio. Older

womenwithbilateral salpingo-oophorectomy(BSO)post-men-
opause also had higher rates of HSDD (15%) while their com-

plaints of low desire matched those of older women with intact

ovaries. These data suggest that it is notmenopause, per se, that
negatively influences sexual desire; rather, surgical menopause

in the relatively recent past is linked to distress about low desire

(olderwomenwithdistantBSOhadlowerprevalenceofHSDD,
8.5%). These data also suggest that the prevalence of lowdesire

with distress is significantly lower than the prevalence of low

desire alone.
Witting et al. (2008) examined the prevalence of low desire

and associated distress in a population based Finnish sample of

5,463 women aged 18–49 using the Female Sexual Function
Index (FSFI; Rosen et al., 2000) and a shortened version of the

Female Sexual Distress Scale (FSDS; Derogatis, Rosen, Leib-

lum, Burnett, &Heiman, 2002). Fifty-five percent of the sample
experienced low sexual desire (defined as a FSFI desire subscale

score\3.16fromapossible rangeof1.2–6)and23%experienced

associated distress (defined as a FSDS score[8.75 from a pos-
sible range of 0–28). The prevalence of low desire was higher

than that reported by Oberg et al. (2004) andWest et al. (2008).

The low desire plus distress frequencywas similar to the rates in
Oberget al. (2004);however, bothof these studies showedhigher

rates of low desire plus distress than the study by West et al.

(2008).Also similar to thefindingbyOberg et al. (2004)was that
this study found a prevalence of distress alone (defined by high

FSDS scores), in the absence of low desire (defined by low FSFI

desire scores), tobe12.4%. It is possible that themuchhigher rate
of low desire in this trial was due to the use of the FSFI, which

focuses on the preceding 4-week interval, instead of interview

assessment instruments which may focus on a longer recall
period.

Recently, the Prevalence of Female Sexual Problems Asso-

ciated with Distress and Determinants of Treatment Seeking
(PRESIDE) study explored the prevalence of low desire in
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31,581Americanwomen aged 18–102 (mean age 49) using the

question ‘‘Howoftendoyoudesire to engage in sexual activity’’
and using the FSDS as the measure of distress (Shifren, Monz,

Russo,Segreti,&Johannes,2008).Lowdesire (definedasnever

or rarely desiring sexual activity) was prevalent in 38.7% of
women and distress (defined as FSDS score[15)was observed

in 22.8% of all women. The overall prevalence of low desire

and associated distress was 10.0%. Poor self-assessed physical
health and depression were significant risk factors for low de-

sire. In further analyses with this sample specifically exploring
the predictors of distress, having a partner was the strongest

predictor (with an odds ratio of 4.6) (Rosen et al., 2009). Fur-

thermore, sexual distress was highest in women with a partner
who were sexually dissatisfied (as 71% of partnered women

with low desire were in fact happywith their relationship). Age

had a curvilinear effect such that low desire plus distress was
highest in women aged 25–44 (despite the finding that actual

rates of low desire were lowest in this group). Surgical meno-

pause, depression, use of hormonal therapy, and history of uri-
nary incontinence were also significant predictors of distress.

Most recently, the second NATSAL was completed on

6,942Britishwomenaged16–44 (Mitchell,Mercer,Wellings,
& Johnson, 2009). In response to a computer-assisted self-

interview, 10.7% reported lacking interest in having sex for

sixmonths or longer in the past year.A further 27.9%of those
sought help for the problem.Whereas increasing age, having

a child in the past year, and having children younger than age

five at home was associated with persistent lack of sexual
interest, seeking help was associated with being married and

perceiving a poor health.

The marked variability in prevalence rates of low desire
suggests that identifying a single prevalence for the com-

plaint may be difficult and inaccurate. Disparate rates may

relate to varyingmethodological techniques (e.g., interviews
versus self-report questionnaires), different operational def-

initions of lowdesire, different time periods duringwhich the

low desire is experienced (e.g., 1 month versus 6 months),
and assessment across cultural groups (or subcultures) where

the experience of desire may vary. Moreover, in a later sec-

tion on Recommendations, I review the implications for
including versus not including distress as a necessary crite-

rion for low sexual desire inwomen in light of the finding that

there is a marked increase in the prevalence of low desire if
distress is not also taken into account.

Since the diagnostic criteria for HSDD were originally

available in DSM-III-R, the definition of HSDD has come
under criticism and there have been solid efforts to propose

alternative definitions for this most common sexual com-

plaint in women. Part of the challenge in coming to a con-
sensus definition on low sexual desire in women rests upon

establishing a unified definition of what sexual desire is (and

is not). Thedefinitionof desire is reviewed in the next section.

What is Sexual Desire?

One of the inherent challenges in defining sexual desire dis-

order relates to two factors (whichmayormaynotbe related):

(1) the operational definition of sexual desire adopted by the
DSMand used by clinicians/researchers and (2) thewoman’s

definition/understanding of her own desire. There are prob-

lems in the current operational definition of desire in the
DSM that has implications for making an accurate HSDD

diagnosis. Specifically, there is a known discordance between

women’s self-definitions of dysfunction and those applied
by clinicians (King, Holt, & Nazareth, 2007).

Levine (1987) discussed the biological, cognitive, and emo-

tional aspects of sexual desire. Ultimately, Levine (2002) de-
fined desire as the ‘‘sum of forces that incline us toward and

away from sexual behavior.’’ However, this behavior-focused

proxyof sexual desire leaves uswith an incomplete picture as to
the truemeaningofdesiregiven thata lackofsexualactivitymay

relatemore to partner characteristics (e.g., not having a partner,

partnerhavingno interest, partner too tired) than to thewoman’s
own level of sexual desire (Cain et al., 2003). Also, some re-

search challenges this definition of desire as it has been shown

thatmanywomenengageinsexualactivitywithoutdesire(Beck,
Bozman,&Qualtrough,1991),womenmayengage/not engage

in sexual activity for reasons unrelated to desire (Cain et al.,

2003), and desire may be experienced in the absence of sexual
activity (Brotto,Heiman,&Tolman,2009).Moreover, a review

of 38 studies found that there are enormous individual differ-
ences in the likelihood of, and preference for, sexual activity

(Schneidewing-Skibbe, Hayes, Koochaki, Meyer, & Denner-

stein, 2008). In addition,whereasLevine (2002) stated that ‘‘we
desire others for personal comfort by selecting members of the

correct gender, age, race, orientation, and degree of attractive-

ness’’ (p. 40), more recent research in women shows a lack of
such target specificity in that women show a greater degree of

genital sexual response based on the sexual nature of the stim-

ulus,andnotonthegenderorattributesof thepersonengaging in
the sexual activity (Chivers, Seto, & Blanchard, 2007).

Among the validated measures of sexual desire, it is readily

apparent that desire is conceptualized in a variety of different
ways. For example,whereas the FSFI focuses on frequency and

intensity of ‘‘feeling sexual desire’’ (Rosen et al., 2000), the

Changes in Sexual Functioning Questionnaire has a multidi-
mensional focus on frequency of sexual activity, frequency of

fantasy, experiencing enjoyment with eroticmaterial, and plea-

sure when thinking about sex (Clayton, McGarvey, & Clavet,
1997). In addition to these aspects of desire, the Sexual Interest

andDesire Inventory also focuses on frequencyof initiation and

receptivity tosex, satisfactionwithdesire,andresponsivesexual
desire (Clayton et al., 2006). The SexualDesire Inventory takes

a more cognitive approach to measuring desire and explores a

variety of desire domains including: frequency of liking sexual
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activity, desire in response to seeing someone attractive, impor-

tance of ‘‘fulfilling’’ desire with sexual activity, strength of de-
sire for sexwithapartnerversusbyoneself, etc. (Spector,Carey,

& Steinberg, 1996). Collectively, this suggests that depending

on the measure used, definitions of desire may differ signifi-
cantly.This hasobvious implications fordetermining thepreva-

lence of self-reported desire concerns.

Although the DSM adopts a definition of desire that focuses
on absent or deficient sexual fantasies and desire for sexual

activity, women themselves may not necessarily consider fan-
tasies and desire for sex to be a feature or element of how their

desire is expressed. In a recent qualitative study of mid-aged

women with and without sexual dysfunction, the majority of
women did not discuss fantasies in their experiences of desire,

although the vast majority did endorse having fantasies on a

questionnaire (Brotto et al., 2009). Brotto et al. suggested that
rather than fantasy being an expression of desire, some women

may deliberately evoke fantasy as a way to boost their sexual

arousal. It follows, then, that the current DSM-IV-TR inclusion
of ‘‘lack of fantasies’’ in Criterion A for HSDD is problematic

for overpathologizing women and needs to be critically evalu-

ated. Also, when 3,262 multi-ethnic perimenopausal women
were asked about their frequency of desire to engage in sexual

activity, 70% of the sample reported less than once a week;

however, the majority (86%) were at least moderately to ex-
tremely physically sexually satisfied (Cain et al., 2003). Simi-

larly, among 5,892 women with low desire and a partner, the

majority (71.2%)werehappywith the relationship (Rosenet al.,
2009). Rosen et al. suggested, therefore, that focusing on the

frequency of desire is much less relevant to women than

focusing on the intensity of desire given that the former may
relate more to lack of time and/or energy, or other factors.

There may also be differences in how clinicians/researchers

define sexual desire compared to how women themselves de-
scribe it. A study by King et al. (2007) compared the degree of

agreement between ICD-10 clinical diagnoses of sexual dys-

functionandwomen’sperceptionsof theirownsexualproblems.
The Brief Index of Sexual Functioning for Women Question-

naire (BISF; Taylor, Rosen, & Leiblum, 1994), which provides

informationsufficient tomakeanICD-10clinical diagnosis,was
administered to401womenattendingageneral practice clinic in

the UK. Women were also asked if they thought they had any

kind of sexual problem and how distressing it was for them.
Women who were and were not currently sexually active were

included in analyses. Based on responses to the BISF, 38% of

women were diagnosed with at least one ICD-10 sexual dys-
function. Among women with an ICD-10 diagnosis who also

self-reported a sexual problem, the prevalence dropped to 18%.

The prevalence dropped even further to 6% if women had the
diagnosis and also reported distress. There wasmore agreement

between the diagnosis and self-report of problems for dyspa-

reunia (74%) and vaginismus (77%) than for sexual arousal dis-
order (38%) and sexual desire disorder (39%). A mere 48% of

womengivenanICD-10diagnosisagreed that therewasasexual

problem but 69% of womenwith no diagnosis agreed that there
was no problem.Age, ethnicity, employment, and recent sexual

activity were unrelated to these associations.

Interestingly, 19% of women did not receive an ICD-10
diagnosis but self-reported sexual difficulties and experienced

low sexual satisfaction. This study suggested that the criteria

used by clinicians to diagnose a sexual dysfunction may not
be relevant to how women themselves define whether or not

they had a sexual problem. This finding has been supported
by others. Bancroft et al. (2003) concluded that responses to

investigator-derived definitions of low desire differed from

women’s own accounts of their sexual problems. Similarly, in
another study of 290 British women aged 18–75, 79% indi-

cated being very satisfiedwith their current sex life despite the

finding that 24% had not engaged in any sexual activity over
the past 3 months (Dunn, Croft, & Hackett, 2000). The find-

ings from these studies suggest that the current assessment of

HSDD in women suffers from a high false positive rate when
women are asked directlywhether they feel they have a sexual

dysfunction and that lack of sexual activity is an unreliable

indicator of sexual dissatisfaction. They also raise the possi-
bility that relative infrequencymay be the preference for some

women. This was also suggested in a study showing that mid-

life women’s sexual satisfaction was higher when their part-
ner’s relative physical impairment precluded frequent sex (Avis,

Stellato, Crawford, Johannes, & Longcope, 2000).

A large body of research fromTheNetherlands (Both, Ever-
aerd, & Laan, 2003; Both, Spiering, Everaerd, & Laan, 2004;

Everaerd & Laan, 1995; Laan & Everaerd, 1995; Laan, Ever-

aerd, van der Velde, &Geer, 1995) has supported an incentive-
motivation model of sexual response, which has implications

for our understanding of sexual desire. This model argues that

motivation is not located ‘‘within’’ the individual but that it
emerges in response to sexual stimuli (Singer & Toates, 1987).

As far as sexual desire is concerned, this research suggests that

all desire is triggered (i.e., responsive) and that theprocessingof
sexual stimuli will prepare the person for action. An awareness

of sexual desire occurs when feedback from the physiological

changes of arousal goes beyond the threshold of perception. A
person’s ‘‘arousability’’ is their disposition to being able to be

pushed towards sex, and this is thought to differ among indi-

viduals and be dependent on a number of neurophysiological,
personal, psychological, and cultural factors (Laan & Both,

2008). This research also suggests that increases in sexual

arousal are accompaniedby increases in sexual desire.Thus, the
distinctionbetween sexual arousal anddesiremaybedifficult, if

not impossible, which has implications for making a diagnosis

of a subjective sexual arousal disorder. Certainly, whenwomen
are asked about the distinction between desire and subjective

arousal, many express conflation (Brotto et al., 2009). Oneway

that desire and arousal may be distinguished is that desire is
the subjective experience of a willingness to behave sexually
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whereas arousal is the subjective experience of genital changes

(Laan & Both, 2008; Prause, Janssen, & Hetrick, 2008).
Supporting this incentive-motivationmodel of sexual desire

in women are data which show the large number of cues which

provoke sexual desire (125) and sexual activity (237) inwomen
(McCall&Meston, 2006, 2007;Meston&Buss, 2007). Engag-

ing insexualactivity ‘‘because theopportunitypresented itself,’’

‘‘because Iwas horny,’’ or ‘‘because the personwas there’’were
unlikely reasons women provided for engaging in sexual activ-

ity. (The most common reasons women provided for engaging
in sexwere: Iwas attracted to the person, Iwanted to experience

physical pleasure, It feels good, I wanted to showmy affection

for the person, and I wanted to express my love for the person;
Meston & Buss, 2007.) Because the incentive-motivation

model posits that all of sexual desire is triggered, this raises

concerns about the DSM-IV-TR Criterion A, which partly de-
fines HSDD according to the lack of ‘‘sexual fantasies.’’ It has

been argued that Criterion A describes a more ‘‘spontaneous’’

(i.e., untriggered) form of sexual desire, which may not be rel-
evant for many women (Basson, 2006). It is very interesting to

note that in the DSM-IV Sourcebook in the section on sexual

desire disorders, the subworkgroup had recommended that ‘‘it
may be worth considering for a future DSM to further define

HSDD criteria to include the seeking out of sexual cues (or

awareness of cues)’’ (Schiavi, 1996, p. 1100). This recommen-
dation never made it into the final criteria set for HSDD in the

DSM-IV-TR (American Psychiatric Association, 2000).

Over the past 10 years, Basson (2000) has published a series
of expert opinion papers that provided clinical support for the

incentive-motivationmodel of desire andwhich challenged the

Masters and Johnson/Kaplan model of women’s sexual re-
sponse. Arguing from a clinical perspective, Basson stated that

triggered sexual desire (which she terms ‘‘responsive desire’’)

more often reflects the experiences ofwomen than spontaneous
(i.e., untriggered) desire (Basson, 2001a, b, 2002, 2003, 2006).

Themotivational theory of desire,which portrays it as an action

tendency to rewarding internal or external sexual stimuli, also
supports desire which is responsive. Basson has described and

encouraged the adoption of an alternative sexual response cycle

that is based on responsive sexual desire or desire that emerges
from a sexual situation, augmented only on some (possibly

infrequent) occasions by initial or ‘‘spontaneous’’ desire. Her

critiqueemerged fromearlier criticisms (e.g., Tiefer,1991)against
the linear sexual response cycle proposed by Masters and

Johnson and Kaplan, and adopted by the DSM. In particular,

the Masters and Johnson and Kaplan model purports that
women (and men) first experience sexual desire before

experiencing sexual arousal. Although thewording ofHSDD

in the DSM does not make this explicit, many have inter-
preted the fact that the DSM is based on Masters and John-

son’s and Kaplan’s model to imply that desire is something

experienced at the beginning of a sexual experience, and
certainly prior to sexual arousal. In fact, Kaplan (1977, 1979)

defined desire as ‘‘sensations that motivate individuals to

initiate or be receptive to sexual stimulation’’ and she divided
these into spontaneous desire triggered by internal stimula-

tion or sexual desire triggered by external stimulation (e.g.,

seeing an attractive partner). Thus, if a woman does not en-
dorse sexual thinking or fantasies (presumably thinking and

fantasies which are not first triggered by arousal or triggered by

her partner, her environment, or herself), then she would meet
criteria for DSM Criterion A. A second aspect of Basson’s cri-

tique focused on the linear nature of the Masters and Johnson/
Kaplansexualresponsecycle.Againsummarizingtheresearchof

others, Basson argued that desire and arousal emerge and are

experiencedsimultaneously.Particularlyforwomeninlong-term
relationships,wherenovelandpowerful stimuliare lessprevalent

(Perel, 2006) this model states that sexual desire emerges after

arousal, and not vice versa. In reality, the precise distinction be-
tween desire and arousal may not be entirely clear (e.g., Brotto

et al., 2009; Graham, 2009).

Basson’s reconceptualization of the sexual response cycle
forwomen focusedon themotivations/incentives for initiating

sexual activity, rather than spontaneous desire. In otherwords,

thisviews the infrequencyorabsenceofspontaneousdesire for
sexual activity asa normative experienceamongmanywomen

in long-term relationships. In fact, even among college-aged

students in a relationship of average length 13 months, 50%of
the female participants reported having engaged in consensu-

al sexual activity without sexual desire in the past two weeks,

and 93% had done so at any time with their current partner
(O’Sullivan & Allgeier, 1998). The most common reasons

provided for engaging in sexual activity without sexual desire

were: the partner’s satisfaction and promotion of relational
intimacy and prevention of relational discord. By extension, if

one adopts the view that sexual desire is triggered, then amore

appropriate determination of low desire would be the woman
who never experiences sexual desire at any point during a

sexual encounter—before orafter experiencing sexual arousal.
There has been some support for this definition, focused on

responsivesexualdesire,but therehasalsobeennotablecriticism.

In support, a recent study on Malaysian women found a high

degree of overlap in the desire and arousal domains of the FSFI
and these domains loaded onto one factor (Sidi, Naing,Midin,&

Nik Jaafar, 2008). Sidi et al. concluded that this provided support

for the Basson circular model of sexual response given the high
degree of overlap between response phases. In a quantitative

studyof141community-recruitedwomenaged40–60, reportsof

spontaneous sexual thoughts were low and the majority of wo-
men, across menopausal categories, reported the frequency of

sexual thoughts as mostly being ‘‘never’’ or ‘‘once/month’’ (Ca-

wood & Bancroft, 1996). An earlier random sample of 40-year-
old Danish women found that a significantly greater proportion

of women endorsed sexual desire in response to something the

partnerdidasopposed tohavingsexualdesireat theoutset (Garde
& Lunde, 1980). In the SWAN study, 78% engaged in sexual
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activity and the majority were physically, emotionally, and sex-

ually satisfied, experienced physical pleasure, almost always
experienced arousal, and usually did not have pain (Cain et al.,

2003). Themajority (77%)also reported that sexwasmoderately

toextremely important.Nonetheless,mostof thewomenalsohad
infrequent sexual desire (0–2/month).

Amodel of sexual response that focuses on responsive desire

is open to criticismbecause it has never been directly empirically
tested. Inonestudywhichattempted tocomparewhichmodelsof

sexual responseagroupof111nurses (currently ina relationship)
endorsed, thosewomenwho identifiedwith awritten description

of the Basson model (compared to the Masters and Johnson

model or to theKaplanmodel) had the lowest scores on theFSFI,
suggestingthat theBassonmodelwasonlyfittingforwomenwith

extreme forms of sexual dysfunction (Sand & Fisher, 2007).

However, the results were not surprising since Sand and Fisher
used ameasure of sexual desire that rewards spontaneous sexual

desire. This study importantly pointed out that women did not

endorse one model of sexual response. More recently, an Aus-
tralian study found that women with and without sexual dys-

function were equally likely to endorse a circular model of

responsive sexual desire (Giles &McCabe, 2009). In support of
the circular model of responsive desire, other research exploring

cues for sexual desire in pre- and post-menopausalwomen found

that most women endorsed a variety of ‘‘cues’’ which triggered
their sexual desire, and the only factor that differentiatedwomen

with and without HSDD was that the former had fewer cues for

their desire (McCall &Meston, 2006, 2007). Among women in
theSWANstudy (all ofwhomwere in established relationships),

spontaneous sexual desire was an infrequent reason provided

for engaging in sexual activity, and lack of partner (not lack of
desire) was the most frequent reason for not engaging in sexual

intercourse (Cain et al., 2003). In a separate set of analyses fo-

cused on 2,400 women from this sample, 41.4% reported that
they never or infrequently felt sexual desire (Avis et al., 2005).

Despite this, 86% were moderately to extremely sexually satis-

fied, and the majority reported no problems with sexual arousal.
In a more recent qualitative study of mid-life women with and

without sexual dysfunction, Brotto et al. (2009) found that the

majority of women in both groups could relate to a model of
responsive sexual desire. It may be that the expression of desire

may differ as a function of assessment method (e.g., self-report

questionnaires,providedwrittendescriptionsofdifferentmodelsof
desire, or assessed through qualitative interviews). In addition,

none of the previously usedvalidatedmeasures of desire are based

onacceptance that responsivedesiremaynormativelyovershadow
untriggereddesire(Althof,Dean,Derogatis,Rosen,&Sisson,2005).

Thus, there is both clinical and empirical support suggest-

ing that sexual desire is commonly a triggered (i.e., respon-
sive) experience and, therefore, a lack of spontaneous sexual

desire should not be pathologized. In consideration of the

DSM-Vdefinition of sexual desire disorder, this findingmust
be taken into account.

Fantasy is another aspect of the current DSM criteria that

requires evaluation. Criterion A includes ‘‘persistently or recur-
rently deficient (or absent) sexual fantasies and desire for sexual

activity.’’However, thereare inadequatedataavailable tosupport

‘‘lackofsexual fantasies’’asanecessaryfeatureofdesire. Instead,
the available data suggest that absence of sexual fantasies (like

lack of spontaneous sexual desire) may be rather normative

among themajority ofwomen, and thismay bewithout apparent
sexual dissatisfaction. Sexual fantasies and sexual satisfaction in

women are not found to correlate (Bancroft et al., 2003; Cain
et al., 2003). Fantasies, instead, are often deliberately (i.e., not

spontaneously) evoked as a means of boosting sexual arousal

(Beck et al., 1991; Hill & Preston, 1996; Lunde, Larsen, Fog, &
Garde, 1991; Purifoy, Grodsky, & Giambra, 1992; Regan &

Berscheid, 1996). Sexual fantasies in women decrease in fre-

quency with age (Purifoy et al., 1992). Moreover, there are ob-
served gender differences in the frequency of sexual urges (men

experience themmoreoften),andmentend tohavegreatersexual

imagery (Jones & Barlow, 1990). The content of fantasies for
men and women differ, with men being more likely to have

fantasies for activities they do not engage in and women having

fantasies that correlate with their own actual experiences (Hsu
et al., 1994). Thus, it is possible that fantasiesmay be a construct

more relevant tomen’s sexualdesire thanwomen’s.Asdiscussed

in a later section, absence of fantasies as a necessary criterion for
HSDD is highly problematic.

Other Classification Systems

Influenced by clinical evidence that women’s sexual desire is
responsive, andby theemergingpsychophysiological data from

The Netherlands, the International Classification Committee, a

convened internationalpanelofexperts in sexologypracticeand
research,whomet in 2002–2003 tomake revisions to theDSM-

IV-TR criteria, offered the following definition of ‘‘Women’s

sexual interest/desire disorder’’:

Absent or diminished feelings of sexual interest or desire,

absent sexual thoughts or fantasies anda lackof responsive
desire. Motivations (here defined as reasons/incentives)

for attempting to become sexually aroused are scarce or

absent. The lack of interest is considered to be beyond a
normative lessening with life cycle and relationship dura-

tion. (Basson et al., 2003)

Although this revised definition has appeal in that it reduces
pathologizing of women who lack spontaneous sexual desire

but who retain responsive sexual desire, a notable criticism is

that there is, at present, inadequate empirical data to support this
definition of desire disorder in which lack of both spontaneous

andresponsivesexualdesirearenecessarycriteria.Again,based

on the findings of Sand and Fisher (2007), women do not
unanimouslyendorseonemodelof sexual response.Ofnote, the
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composite Basson (2006, 2008) model allows for the known

variability of women’s experience and flexibility of their sex-
uality.Both responsiveandspontaneousdesiremightcontribute

in any one encounter to different degrees. However, if for a

given woman responsive desire is typically the major contri-
bution, this may be nomore ‘‘dysfunctional’’ than if apparently

spontaneous desire governed her experiences, possibly leading

to risk taking, unhealthy relationships, or promiscuity and sub-
sequent distress.

It is possible that a complete ‘‘overhaul’’ of the DSM clas-
sification system for sexual dysfunctions is needed. A different

categorization of sexual dysfunction inwomen, stemming from

a feminist perspective and anti-medicalization approach, pre-
ferred a system which completely removed the pathologizing

‘‘hypoactive sexual desire disorder’’ language. In response to

a reductionistic view of women’s sexual problems and their
treatments, and the medical model which compartmentalizes

mind-body influences, TheWorking Group for a NewView of

Women’s Sexual Problems (2000), chaired by Tiefer, offered
a new classification scheme for women’s sexual dysfunction

that was a radical departure from the symptom-focused system

adoptedby theDSMandICD.Tiefer (2001)argued that aworri-
some combination of mistaken claims (errors of commission)

and leaving out too much information (errors of omission)

provided strong justification for the New View.
In theNewView,whichwas organized around the etiology

ofwomen’s sexual problems,women could identify their own

sexual problems, which they defined as ‘‘discontent or dis-
satisfaction with any emotional, physical, or relational aspect

of sexualexperience.’’Specifically, thereare fourcategoriesof

sexual problems in the NewView: (1) sexual problems due to
sociocultural, political, or economic factors; (2) sexual prob-

lems relating to partner or relationship; (3) sexual problems

due to psychological factors; and (4) sexual problems due to
medical factors. The advantage of this model is that it avoids

defining any one particular pattern of experience, focuses on

causation which would guide treatment, and is sensitive to the
important influence of sociocultural, political, and economic

factors that influence sexual function. In a recent study that

explored the extent to which the New View framework cor-
responded with women’s accounts of their sexual difficulties,

an open-ended questionnaire was administered to 49 British

women who were asked to describe their sexual difficulties in
their ownwords (Nicholls, 2008).Using language equivalents

and thematic content, women’s accounts of their difficulties

were divided into 108 distinct issues. Sixty-seven percent
could be classified according to the New View system at a

subcategorical level. At a higher thematic level, 31% of dif-

ficulties could be categorized which could not be categorized
at a lower, subcategory level.Overall, 98%of the sexual issues

could be classified by the New View scheme. The majority

(65%) of problems were classified as problems relating to

partner or relationship; 20% were problems resulting from

sociocultural, political, or economic factors; 8% were asso-
ciatedwith psychological factors, and only 7%were problems

resulting frommedical factors. This is the only study, to date,

providing a direct empirical test of the classification system
outlined in The New View.

Whereas the New View classification is an improvement

over the DSM perspective of a linear model of sexual response
which is based on a medical model of men’s sexuality, it does

represent a radical departure from theDSMsystem,whichmay
have implications for the continuityof researchbetween the two

systems. An overriding question exists: Is it useful to diagnose

sexual dysfunctionon thebasis of causes rather thanon thebasis
of symptoms? In many cases of diagnosing a sexual dysfunc-

tion, it is difficult, if not impossible, to ascertain the precise

etiological causes and many different causes interact with one
another (Basson,2006).Thus, ifaproblemof lowdesire isdue to

both medical and psychological factors, it is unclear how the

New View would categorize this given that medical and psy-
chological etiologies are on different domains. Moreover, the

DSM symptom criteria for all categories are not based on a

presumed etiology but rather on symptom presentation. A dif-
ferent, although related, alternative is to focuson the reasonwhy

people seek treatment for sexual difficulties, i.e., the distress

(Nathan, 2003; L. Tiefer, personal communication, May 20,
2009).A single disorder of SexualResponseDistress, and elim-

inating HSDD (as well as Female Sexual Arousal Disorder and

Female OrgasmicDisorder) would capture the issue presenting
for treatment and would overcome the problematic and well-

documented overlap between desire, arousal, and orgasm (as

reviewed by Graham, 2009). This intriguing idea deserves
consideration.

Hartmann, Heiser, Ruffer-Hesse, and Kloth (2002) also

proposed that a new classification system for women’s sexual
function be considered in light of the high degree of overlap

among the different sexual dysfunctions. They suggested that

sexual problems were not the result of a single phase of a
‘‘virtual response cycle,’’ but, rather, sexual problems may be

due to a global lack of interest, arousability, and arousal. Thus,

they suggested that sexual desire disorder be classified as being
(i) in combination with sexual arousal disorder, (ii) in combi-

nation with orgasmic disorder, (iii) associated with depressive

symptoms, (iv) associated with low self-esteem, and/or (v)
associatedwith partner conflict. They also concluded that a new

classification system must take etiology into account. Unfor-

tunately, there has been no direct empirical test of the utility of
this proposed system; however, Hartmann et al.’s observation

that sexual desire and (subjective) arousal are difficult to dif-

ferentiate, and may be experienced as one and the same for
women (Brotto et al., 2009; Graham, 2009), is an issue that will

be elaborated upon more fully later in this paper, and one that

should be considered for DSM-V.
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Deconstructing the DSM-IV-TR Criteria for HSDD

Specific features of the DSM-IV-TR (American Psychiatric

Association, 2000) criteria forHSDDwill nowbe considered

first with an attempt to highlight aspects of the definition that
should be preserved followed by specific recommendations

for change. Criterion A for HSDD requires ‘‘persistently or

recurrently deficient (or absent) sexual fantasies and desire
for sexual activity’’ and Criterion B requires that ‘‘the dis-

turbance causes marked distress or interpersonal difficulty.’’

Moreover, we are told that ‘‘the judgment of deficiency or
absence is made by the clinician, taking into account factors

that affect sexual functioning, such as age and the context of

the person’s life.’’CriterionC indicates that the lack of sexual
desire is not ‘‘better accounted for by another Axis I disorder

(except another Sexual Dysfunction) and is not due exclu-

sively to the direct physiological effects of a substance or a
general medical condition.’’ Following from these criteria,

the issues to be considered, in turn, are (1) the meaning of

persistent and recurrent; (2) sexual fantasies and desire for
sexual activity; (3) the disturbance causes marked distress

and (4) interpersonal difficulty; (5) judgment of deficiency is

determined by the clinician; (6) not better accounted for by
another Sexual Dysfunction; and (7) terminology of ‘‘hypo-

active’’ and ‘‘desire.’’

The Meaning of ‘‘Persistent and Recurrent’’

Mitchell andGraham (2007) andBalon (2008) suggested that
a new diagnostic system must not overpathologize normal

variation and that the inclusion of objective cut-off points

(e.g., frequency and duration) for symptomsmay circumvent
this problem. The DSM-IV-TR text for HSDD indicates that

‘‘occasional problems with sexual desire that are not persis-

tent or recurrent or are not accompanied by marked distress
or interpersonal difficulty are not considered to meet criteria

for hypoactive sexual desire disorder’’ (American Psychiat-

ric Association, 2000). However, persistent and recurrent are
not clearly operationalized in the DSM. This is not a unique

feature of HSDD; rather, none of the sexual disorders are as-

sociated with specific criteria for frequency and/or duration.
Recently, there have been efforts towards providing more

objective cut-off criteria for premature ejaculation (McMa-

honet al., 2008), but very little, if any, comparable data for the
other sexual dysfunctions exist. Bynot including specific cut-

off criteria for duration and frequency of symptoms, there is a

danger of pathologizing normal variations in sexual desire
(Mitchell & Graham, 2007). Notably, data on the optimal

frequency of low desire for designating desire disorder and

the specific duration of complaints have not been reported on
in the empirical literature. Also these are difficult data to

obtain given that they would require a method of objectively

quantifying low desire that is reliable and valid. (In research

on men, ejaculatory latencies were quantified with a stop-

watch but there is no analogue to this formeasuringwomen’s
desire.) As reviewed in an earlier section, validated ques-

tionnaires differ markedly on how desire is operationalized.

Such an attempt at objectively quantifying desire (and lack
thereof) in terms of intensity and frequency would also need

to be sensitive to potential cultural variations in how desire is

expressed. Sexual desire has been found to be significantly
lower inEastAsian compared toEuro-Canadian/Americanuni-

versity samples (Brotto, Chik, Ryder, Gorzalka, & Seal, 2005)
as well as in population-based samples of mid-aged women

(Cain et al., 2003; Laumann et al., 2005), and increasing accul-

turation to the mainstream culture is associated with increasing
levels of sexual desire (Brotto et al., 2005).Moreover, there are

cultural differences in sex guilt which specifically mediates the

relationship between ethnic group and sexual desire (Woo,
Brotto, & Gorzalka, 2009). Whether sexual desire is indeed

lower amongEastAsian compared toNorthAmerican samples,

or whether this finding is an artifact of cultural differences in
how sexual desire is conceptualized, remains unknown. Thus,

the determination of optimal cut-off points for when low desire

is considered problematicmust be sensitive to cultural nuances.
At present, there is no recommendation in the DSM to help

guide the clinician to account for cultural factors in low desire.

At hand when considering the meaning of ‘‘persistent and
recurrent’’ is the issue of frequency and of severity in low

sexual desire. In the FSFI (Rosen et al., 2000)—the most

common self-report measure of sexual response in women—
the desire domain is assessed as a composite of one question

assessing the frequency of sexual desire and another question

about the level (degree) of sexual desire.Whether a reduction
in sexual desire is experienced more often in duration or

severity, however, has never been empirically tested. In a

seriesofpapersbyBalon (2008),Balon,Segraves, andClayton
(2007), and Segraves et al. (2007), one of their strong rec-

ommendations was that a duration criterion of 6 months or

more be added to sexual dysfunctions. This timedurationwas
chosen given the finding of the NATSAL surveys (Mercer

et al., 2003;Mitchell et al., 2009) that lack of interest in sex in

the past monthwas significantly more common (40.6%) than
lack of interest lasting for six months (10.2%). Epidemio-

logical data on the persistence of low desire for intervals

between one and six months are not available. Balon et al.
also recommended that the symptom of low desire be present

in 75% or more of sexual encounters (Balon, 2008; Balon

et al., 2007; Segraves et al., 2007). This frequency corre-
sponds to the ‘‘usually always/always’’ criteria in the study

by Oberg et al. (2004), who labeled these as ‘‘manifest dys-

function’’ and found them to be less common (29%) than
‘‘mild dysfunction’’ (i.e., rarely or sometimes present; 60%).

However, among women who are not in relationships, the

relevance of the 75% criterion is questionable. For single
women, it is possible that only the duration criteria would be
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considered. The addition of 6 months duration and 75% or

more of sexual encounters appear to be reasonable objective
cut-points; however, the small number of studies on which

these recommendations are based suggests that they need to

be directly tested for reliability and validity in field trials.

Sexual Fantasies and Desire for Sexual Activity

As reviewed earlier, the inclusion of absent sexual fantasies
as a necessary criterion for HSDD is problematic given the

low frequency with which untriggered fantasies occur in
women. There is also strong evidence that women deliber-

ately evoke fantasy as a means of boosting arousal. More-

over, as reviewed earlier, women with and without sexual
dysfunction provide many different reasons for engaging in

sexual activity and desire is but one. Thus, the absence of

‘‘desire for sexual activity’’ may not be a sufficient marker of
sexual desire disorder in women. It is possible that any

revision to the criteria for HSDD may include lack of sexual

fantasy as one potential marker of low desire, but that there
are other ways in which low desire is manifested. Similarly,

lack of desire for sex may be one way in which the woman’s

low desire is expressed.
At present, HSDD is diagnosed according to monosymp-

tomatic criteria, i.e., if thewoman experiences problemswith

sexual fantasies and desire for sexual activity then she meets
the necessary symptom criterion A for HSDD. In consider-

ation of the literature findings for the low baserate of spon-

taneous sexual fantasies, and that sexual activity is sought for
any number of reasons unrelated to desire, this calls for the

consideration of other criteria to define presence of a desire

disorder. This would require desire to be assessed according
to a predetermined number of symptoms taken from a vali-

dated list. The precise number of symptoms required for a

sexual desire disorder to be met would require validation in
field trials; however, some symptom possibilities based on

this literature review might include: lack of sexual thoughts,

lack of sexual fantasies, lack of motivation to be sexual, lack
of initiation or receptivity to sexual activity with a partner,

and lack of responsive sexual desire.

‘‘The Disturbance Causes Marked Distress’’

As reviewed earlier, there are obvious problems with

including distress as a necessary criterion (Criterion B) for
making a diagnosis of sexual desire disorder (Althof, 2001).

‘‘Personal distress’’ as a criterion is problematic as it over-

emphasizes the role of the individual to the exclusion of
partner influences (Bancroft, Graham, & McCord, 2001;

Mitchell & Graham, 2007). ‘‘Interpersonal distress’’ is also

problematic because it does not solve the problem of how to
handle the diagnostic dilemma of whether to diagnose a

sexual desire disorder in a situation where the woman is not

bothered and experiences no distress over her loss of desire

whereas her partner is distressed. Using premature ejacula-
tion as an example, it is obvious how the inclusion of distress

as a necessary criterion creates conceptual problems. Why

should the manwho ejaculates within 10 s of penetration not
be considered to have a sexual dysfunction on the basis of not

being bothered by his abnormal sexual response? Similarly,

for the woman who cannot reach orgasm in any sexual situ-
ation andwith any formof stimulationdespite reachingahigh

level of sexual arousal: it is illogical for her not to receive a
diagnosis of Female Orgasmic Disorder simply because she

is not bothered by her anorgasmia. From The New View

perspective, however, this position assumes that orgasm is a
normal/natural state and that its absence denotes pathology.

With low desire, however, the picture is not as clear.

Distress seems more important to the delineation of whether
or not the symptom of low desire constitutes a problem or not

and whether or not individuals will seek treatment. For

example, there is a small but growingbody of literature on the
phenomenon of human asexuality (Bogaert, 2004, 2006;

Brotto, Knudson, Inskip, Rhodes, &Erskine, 2008; Prause&

Graham, 2007; Scherrer, 2008), defined as lifelong lack of
sexual attraction. Asexuals commonly do not experience

sexual desire; however, they are not distressed over the low/

absent desire. Asexuality has been described as a sexual
identity (Bogaert, 2006; Brotto et al., 2008) as opposed to a

sexual dysfunction on the basis of finding that the only dis-

tress experienced by asexual persons is in reaction to socio-
cultural pressures to be sexual, and pathologizing those who

do not wish to be sexual. The removal of distress from the

criteria for HSDD may lead to the unfortunate labeling of
asexuals as having a sexual dysfunction and there is strong

opposition to this view among the asexual community

(Brotto et al., 2008). Although research on asexuality is still
in its infancy, there is also insufficient evidence to suggest

that asexuality is a sexual dysfunction of low desire. I would

forward that theDSM-Vconsidermaking this point in the text
or adding it to the list of exclusion diagnoses.

Asreviewedinanearlier sectionandsummarized inTable 1,

the prevalence of low desire without distress is significantly
higher (in somecases double) than the rates of lowdesirewith

distress. Hayes (2008) highlighted some important concep-

tual consequences of not includingdistress in thedefinitionof
HSDD in epidemiological research. Specifically, this review

found that low desire and age are positively correlated (i.e.,

complaints of low desire become more prevalent as women
age); however, low desire, together with its associated dis-

tress, is not significantly associated with age (Bancroft et al.,

2003; Hayes, 2008; Rosen et al., 2009). In analyses of both
European andAmericanwomenparticipating in theWISHeS

study, Hayes et al. (2007) found low desire to significantly

increase with age but the proportion of women with low de-
sire whowere distressed by it decreased with age, suggesting
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that, perhaps, it is only younger women who may be dis-

tressed by their low desire. By including distress into the
symptom criteria, important information about the associa-

tion between lowdesire and agewas reversed. Thus, the deci-

sion to include versus not include distress in the operational
definition of desire disorder will not only have implications

for determining its prevalence, but also for determining asso-

ciated risk factors.
On the other hand, in the clinical setting, it is unlikely that a

woman would seek treatment for her low desire unless she
experienced some degree of personal and/or relational dis-

tress. Indeed, the best predictor of distress with low desire

was relationship status (Rosen et al., 2009). Thus, in the
majority of clinical situations in which a DSM-V diagnosis

would bemade, distress would likely be present. The issue of

elevated levels of desire disorder if distress is no longer
considered part of the criteria, therefore, becomesmore of an

issue in epidemiological and basic scientific research.

There may be alternatives to capturing distress that do
not require it to be a necessary symptom criterion. For ex-

ample, Mitchell and Graham (2007) recommended that dis-

tress could be included as a specifier (just as lifelong versus
acquired has been in the DSM-IV-TR). This option was

adopted by the 2003 Consensus Group (Basson et al., 2003).

Another option to consider is whether distress could be in-
cluded as a dimensional criterion for HSDD inwhichwomen

would be rated on a Likert scale corresponding to their level

of distress. The inclusion of dimensional criteria in the DSM
has been considered for many years in response to the

problems of categorical decision making, and may be given

serious consideration for DSM-V (Kraemer, 2007; Rounsa-
ville et al., 2002). Dimensional criteria may become a more

common feature acrossmanyof thedisorderswithinDSM-V.

Specifically, Kraemer (2007) suggested that a dimensional
adjunct could be added to a DSM criterion. Oberg et al.

(2004) used the delineations of mild versus manifest dis-

tress and that may be one useful scheme to follow, with two
additional anchor points at the extreme ends. Thus, a woman

mayexperience (0) no, (1)mild, (2)manifest/moderate, or (3)

extreme distress associated with her low desire. It might also
be possible to add as a specifier whether the distress was

personal or in regards to the woman’s relationship (cf. Ban-

croft et al., 2003). Clearly, the reliability and validity of a
dimensional criterion of distress remains to be tested in field

trials.

‘‘The Disturbance Causes Interpersonal Difficulty’’

Mitchell and Graham (2007) argued that the DSM-V must

avoid pathologizing normal variation. They noted that pre-
vious recommendations (e.g., Basson et al., 2000) placed too

much emphasis on the individual by including the criterion

of ‘‘personal distress.’’ Discrepancies in partners’ levels of

sexual desire are common in the clinical setting, reflecting an
interactional system of dyadic sexual desire (Heiman, 2001).

Thus, for a diagnostic system to be clinically applicable, it

should take into account couple-level dysfunction. At pres-
ent, there is no way to document or quantify the extent of the

relational influence on sexual dysfunction in the DSM-IV-

TR. However, it is interesting that ‘‘Relational Disorders’’
have been given consideration for DSM-V as being ‘‘serious

behavioral disturbances in a relationship of two or more
people’’ (First et al., 2002). Moreover, in a table of proposed

relational disorders, First et al. list ‘‘Sexual Dissatisfaction’’

as an empirically derived characteristic of marital relational
disorders.

TheDSM-IV-TRCriterionB forHSDD indicate that there

must be distress or ‘‘interpersonal difficulty.’’ Some have
suggested that the relationship between sexual difficulties

and distress may bemore a product of relationship influences

as opposed to other potential predictors. It is known that
sexual problems can exist without distress, and that one may

experience distress with no manifest sexual problems. The

precise reasons for this are unclear; however, Bancroft et al.
(2003) noted that the occurrence of distress was closely

associated with relationship quality, and Rosen et al. (2009)

found that relationship status was the single most predictive
factor accounting for distress in women with low desire. In

support of this are the findings thatwomen linked their sexual

problems to emotional strain in the relationship (King et al.,
2007), sexual distress is associated with poor partner com-

munication (Hayes, Dennerstein, Bennett, & Fairley, 2008),

and there is an association between sexual distress and a
partner’s sexual dysfunction (Byers&Grenier, 2003; Cayan,

Bozlu, Canpolat, & Akbay, 2004; Oberg et al., 2004). In

longitudinal work followingwomen through themenopausal
transition, relationship status and feelings for the partner

were significantly more predictive of sexual response than

other variables, including changes in estrogen (Dennerstein,
Lehert, & Burger, 2005). In a recent study exploring the rela-

tionship between partner compatibility (a broad term includ-

ing ability to communicate one’s needs, sharing emotions,
etc.) with sexual dysfunction in women,Witting et al. (2008)

found compatibility items to be significantly associated with

sexual distress.Havingapartnerwho ismore interested in sex
than the woman was a major predictor of low desire. Other

significant compatibility factors for predicting low desire

were: partner not stimulating the right way, a belief that the
partner believes the woman is not ‘‘doing things the right

way’’ during sex, the partner having sexual needs that thewo-

man believes she cannot satisfy, the woman having sexual
needs that the partner cannot satisfy, and not finding the part-

ner attractive (Witting et al., 2008). Others have found sexual

compatibility to predict depression and sexual stress, and
higher compatibilitywas associatedwith a greater likelihood
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of using fantasy and overall higher levels of sexual desire and

motivation (Hurlbert, Apt, Hurlbert, & Pierce, 2000).
It is clear that partner influences on women’s sexual desire

are relevant to the diagnosis of sexual desire disorder.However,

the DSMs instruction that the clinician’s judgment guide the
assessment of whether relationship duration affects the sexual

dysfunction provides little guidance for making a diagnosis.

Consider the situation inwhich awoman desires sexual activity
once/month and her partner desires it twice/daily. The couple

may present for treatment with the initial complaint of her low
sexual desire. However, this is a case of desire discrepancy for

the woman’s low desire is only relative to her partner’s some-

what higher desire. Another illustrative situation is the case of
the woman who does not desire sexual activity from a partner

who is physically and/or emotionally abusive towards her. In

both of these scenarios, appreciating the relational influences
may change the decision as towhether a diagnosis of lowdesire

is given.Onemeans of capturing the relational componentmay

be with a dimensional criterion, as was proposed in the assess-
ment of distress. Such a ‘‘relational influences’’ specifier would

capture, on a Likert scale, the extent to which relationship-

related factorsmaybe implicated in theetiologyormaintenance
of the woman’s low desire. This may be quantified with (0) no,

(1)mild, (2)moderate,and(3)extremerelational influences. It is

obvious that the reliability and validity of this added dimen-
sional criterion would require empirical justification in field

trials. Thus, the woman for whom a lack of sexual desire is

completely attributed to partner-related factors would still meet
criteria for a desire disorder; however, the clinical recommen-

dationsmay direct a treatment that ismore oriented towards the

couple-level dysfunction if her relational influences score was
higher. This proposal is similar to the adoption of a relational

contextual descriptor from the 2003 Consensus committee

(Basson et al., 2003).

The Judgment of Deficiency is Determined

by the Clinician

Criterion A of HSDD in the DSM-IV-TR (American Psychi-

atricAssociation,2000) states that ‘‘The judgment of deficiency

or absence is made by the clinician, taking into account factors
that affect sexual functioning, such as age and the context of the

person’s life.’’ Although this statement lacks any recommen-

dation about how ‘‘judgment’’ is made, the qualities of the cli-
nician inmaking the judgment,andwhether judgmentpossesses

validityand inter-rater reliability, this statementdoesemphasize

the contextual (and relational) factors that may influence a
woman’s low desire. Similarly, the International Classification

Committee also recommended that ‘‘The lack of interest is

considered to be beyond a normative lessening with life cycle
and relationship duration’’ (Basson et al., 2003). It has been

established that sexual intercourse frequencydeclineswith rela-

tionshipduration(e.g.,Christopher&Sprecher,2000;Klusmann,T
ab
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2002). Witting et al. (2008) also found that relationship

length and age were both associated with a higher prev-
alence of sexual desire dysfunction, and that these two

variables accounted for 13% of the variance in desire dys-

function. Klusmann (2002) explored relationship duration in
almost 1,900 German university students and found that, for

women, desire for sex declined and desire for tenderness

increased with relationship duration, whereas this pattern
was not found for men. In addition, quality of marital sex is

not necessarily correlated with relationship duration (Liu,
2003).

Clement (2002) proposed a systemic approach to under-

standing sexual desire in a long-term relationship thatmayhave
implications for the DSM-V definition of desire disorder. He

argued that desire mismatch is an emergent function of the

couple’s communication and is not due to individual levels
of desire within each member of the dyad. Importantly, such

mismatches are more prevalent with relationship duration.

Not Better Accounted for by Another Axis I Disorder

CriterionC ofHSDD in theDSM-IV-TR states that ‘‘The sexual

dysfunction is not better accounted for by anotherAxis I disorder
(except anotherSexualDysfunction).’’ Thus, it is possible, and in

fact common, for women to experience more than one sexual

dysfunction (Fugl-Meyer & Fugl-Meyer, 2002). Epidemiologi-
cal, laboratory, and clinical studies usually find a high degree of

overlap between sexual desire and arousal disorders (Bozman&

Beck, 1991; Slob, Bax, Hop, Rowland & van der Werff ten
Bosch, 1996; Sanders, Graham, &Milhausen, 2008). However,

FemaleSexualArousalDisorder(FSAD),accordingto theDSM-

IV-TR, focuses on ‘‘adequate lubrication-swelling response of
sexual excitement’’ andnot onmental arousal—and it is the latter

which is the more common clinical presentation. Additionally,

psychophysiological research has found that a perceived lack of
genital arousal is usually not detected with objective measure-

ment, suchas thevaginalphotoplethysmograph (Laan,vanDriel,

& van Lunsen, 2008), calling into question the validity of lubri-
cation-swelling as a marker of sexual arousal. As a result, it has

been suggested that a separate ‘‘Subjective Sexual Arousal Dis-

order’’ be added to the taxonomy of female sexual dysfunctions
(Basson et al., 2003), to reflect the more common reason for

seeking treatment. The prevalence of subjective sexual arousal

problems is unknown given that it is rarely assessed in epidemi-
ologicalstudies(exceptDunn,Croft,&Hackett,1999,whofound

a prevalence of 17%).

In reality, the distinction between subjective arousal and
desire may be unclear at best (Graham, 2009). In part, this

may be because women express difficulties differentiating

desire from subjective arousal (Brotto et al., 2009; Graham,
Sanders, Milhausen, & McBride, 2004; Hartmann et al.,

2002).Also, in somewomen desire precedes arousalwhereas

in otherwomen, it follows (Grahamet al., 2004). In treatment

outcome research, psychological interventions for lowdesire
also significantly improve subjective sexual arousal (Hurl-

bert, 1993). Indeed, some researchers conceptualize sexual

desire entirely as the cognitive component of sexual arousal
(Prause et al., 2008; Spector et al., 1996). Others prefer the

term ‘‘arousability’’ to refer to sexual desire and subjective sex-

ual arousal, where sexual desire is considered to be an early
arousal process (Everaerd, Laan, Both, & van der Velde, 2000;

Whalen, 1966). As reviewed earlier, Hartmann et al.’s pro-
posed taxonomy suggests that there be one universal sexual

desire disorder with specifiers denoting problematic arousal,

orgasmic function, mood, self-esteem, and/or relationship
concerns. Additional research is needed to test this conclu-

sion that sexual desire and subjective arousal may, in fact, be

two sides of the same sexual coin. If this is the case, then
incorporating ‘‘arousability’’ into the criteria for low sexual

desire is reasonable for DSM-V.

Terminology

Although the term ‘‘hypoactive’’ was introduced in the third

edition of the DSM in 1980, there are problems with the label
hypoactive. It connotes a deficiency of activity and, therefore,

unnecessarily emphasizes sexual activity as the central focus of

the loss of desire. Some interpret the ‘‘hypo’’ inHSDD to infer a
biological deficiency of testosterone (Burger & Papalia, 2006).

However, to date, the majority of studies (including two large

studies) have failed to find a correlation between low sexual
desire and serum testosterone levels (Cawood & Bancroft,

1996; Davis, Davison, Donath, & Bell, 2005; Dennerstein,

Randolph, Taffe, Dudley, & Burger, 2002; Dennerstein et al.,
2005; Gracia, Freeman, Sammel, Lin, & Mogul, 2007; Gracia

et al., 2004; Santoro et al., 2005). Moreover, in many cases of

presentation of low desire in a woman, it is apparent that the
distress over her frequency of feeling desire is due to a dis-

crepancy in desired sexual activity between the woman and her

partner, as opposed to being attributable to a deficient level of
herownsexualdesire. I amproposing, therefore, that ‘‘hypo’’ be

removed from the diagnostic name of this condition.

Additionally, several epidemiological studies exploring
the prevalence of low desire in women operationalize the

construct as a ‘‘lack of sexual interest’’ instead of ‘‘desire’’

(see Table 1). The term ‘‘interest’’ is preferred over ‘‘desire’’
as it emphasizes a broader construct than themore biological

‘‘drive’’ connotations of sexual desire (e.g., Levine, 1987)

and it reflects the lack of motivation. Interestingly, Sexual
Interest/Desire Disorder was the preferred term adopted by

the International Classification Committee on women’s

sexual dysfunction (Basson et al., 2003). It is recognized that
this may not be the ideal term given that some feel that

‘‘interest’’ is devoid of any sexual meaning.
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Recommendations

Twopossible revisednamesfor thisdisorderareSexual Interest/

ArousalDisorder orSexualArousabilityDisorder.Both revised

titles reflect the common empirical finding that desire and (at
least subjective) arousal highly overlap. As reviewed earlier,

there are inconsistencies in how desire is defined, with some

focusing on sexual behavior as an indicator of desire, some
definitions focusing on spontaneous sexual thoughts/fantasies,

and others emphasizing the responsive nature of women’s de-

sire. The DSM-IV-TR uses a definition of desire (i.e., sexual
fantasies and desire for sexual activity) that is highly problem-

atic for some women given that women adopt different models

of sexual response (Sand& Fisher, 2007), and therefore loss of
anticipatorydesire for sexmaybe relevantonly to somewomen.

Given the strong tradition in the DSM of using a polythetic

approach, here I argue that a polythetic approach also be used
in the diagnosis of Sexual Interest/Arousal Disorder or Sexual

Arousability Disorder, in line with most of the categories of

dysfunction throughout the DSM since DSM-III.
Based on the literature reviewed, the following criteria

might be considered in this definition: (1) absent/reduced in-

terest in sexual activity (preserving the DSM-IV definition);
(2) absent/reduced sexual or erotic thoughts or fantasies (pre-

serving and expanding the DSM-IV definition); (3) does not

initiate sexual activity and is not receptive to a partner’s ini-
tiation; (4) absent/reduced sexual excitement/pleasure dur-

ing sexual activity, and (5) desire is not triggered by any erotic
stimulus (e.g., written, verbal, visual, etc.). As reviewed by

Graham (2009), because complaints of reduced genital and/

or non-genital excitement often co-occur with low desire, it
is recommended that this also be added as a sixth possible

criterion (i.e., absent/reduced genital and/or nongenital phy-

sical changes during sexual activity). The precise number of
these symptoms required in order to meet criteria for Sexual

Interest/Arousal Disorder or Sexual Arousability Disorder

remains to be determined; however, it is reasonable to assert
that four of the six symptoms must be met (Table 2). The

(rare) situation in which complaints of impaired/absent

genital arousal (A.6) occur despite a normal level of sub-
jective desire/excitement would be classified as a Sexual

Dysfunction Not Otherwise Specified.

Thus, desire for sexual activity is acknowledged as being
one of several possiblemarkers of sexual desire. By adopting

a polythetic approach to the new desire disorder, this empha-

sizes that the woman who lacks desire before the onset of
sexual activity, butwho is receptive to apartner’s initiation or

instigates for reasons other than desire and who does expe-

rience excitement during the sexual interaction would not
meet criteria for a desire disorder. On the other hand, the

woman who never experiences sexual desire, neither before

nor during the sexual interaction, would meet criteria for the
disorder. The advantage to a polythetic approach for the

diagnosis of Sexual Interest/ArousalDisorder or Sexual Aro-

usability Disorder is that it takes into account the wide vari-
ability across women in the experience of desire.

Specifiers would include: lifelong/acquired, generalized/

situational, and relational influences (measured dimension-
ally), which includes both partner factors (e.g., partner’s

sexual or health problems) and relationship factors (e.g., poor

communication, desire discrepancy). Whether generalized/
situational is preserved as a specifier or not requires addi-

tional careful evaluation given that a situational dysfunction
may be an adaptive/normal reaction to a problematic context

and therefore should not be pathologized. Because criterion

C of the DSM-IV-TR definition of HSDD indicates that the
diagnosis ‘‘is not due exclusively to the direct physiological

effects of a substance or a general medical condition’’ and

because a determination of exclusive cause can never be de-
termined in the case of low desire, I would argue that a new

specifier be added to the diagnosis which captures the clini-

cian’s impression as to whether medical factors play a role in
the etiology (i.e., Medical factors). Moreover, given the

recognition of the important influence of mood and increas-

ing data showing cross-cultural differences in the expression
of desire, two additional specifiers (e.g., individual vulnera-

bility factors and cultural/religious factors) should be added.

Because of the marked elevation in rates of desire when a

Table 2 Proposed criteria for Sexual Interest/Arousal Disorder (or
Sexual Arousability Disorder)

A. Lack of sexual interest/arousal of at least 6 months duration as
manifested by at least four of the following indicators:

(1) Absent/reduced interest in sexual activity

(2) Absent/reduced sexual/erotic thoughts or fantasies

(3)No initiation of sexual activity and is not receptive to a partner’s
attempts to initiate

(4) Absent/reduced sexual excitement/pleasure during sexual
activity (on at least 75% or more of sexual encounters)

(5) Desire is not triggered by any sexual/erotic stimulus (e.g.,
written, verbal, visual, etc.)

(6) Absent/reduced genital and/or nongenital physical changes
during sexual activity (on at least 75% or more of sexual
encounters)

B. The disturbance causes clinically significant distress or impairment

Specifiers

(1) Lifelong or acquired

(2) Generalized or situational

(3) Partner factors (partner’s sexual problems, partner’s health
status)

(4) Relationship factors (e.g., poor communication, relationship
discord, discrepancies in desire for sexual activity)

(5) Individual vulnerability factors (e.g., depression or anxiety,
poor body image, history of abuse experience)

(6) Cultural/religious factors (e.g., inhibitions related to
prohibitions against sexual activity)

(7) Medical factors (e.g., illness/medications)
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morenarrowwindowisdefined (e.g., onemonth), I recommend

that these symptomsmust be present for at least 6 months dura-
tion and on at least 75% or more of sexual encounters.

Given the importance of distress, I do not advocate for the

removal of distress from the criteria. Instead, the low desire
(indicated in Criterion A) must cause clinically significant

distress or impairment (Criterion B).

Criteria for identifying sexual problems should be as con-
servative aspossible and account for thediversity inwomen’s

experiences of desire (M. Meana, personal communication,
May 29, 2009). By adopting the suggested polythetic ap-

proach, this recognizes that difficulties in women’s desire may

not be experienced in a uniform manner. Moreover, the re-
quirement that there be at least four symptoms of problematic

desire/arousal for 6 months on themajority of sexual encoun-

ters helps safeguard against the unfortunate situation where
adaptive decreases in desire may be inadvertently patholo-

gized.

Field Trials

It is apparent from this review that there has been much ex-

cellent research in the domain of distress in women’s sexual

desire disorder. There is also good, indirect psychophysio-
logical data supporting the responsive nature of sexual desire;

however, a direct test of the reliability and validity of res-

ponsive sexual desire as part of the diagnostic criteria for
Sexual Interest/ArousalDisorder or SexualArousabilityDis-

order will be essential. In addition, as I have proposed, objec-

tive criteria of low desire present on at least 75% of encoun-
ters for a duration of at least 6 months will require empirical

verification in the context of field trials.
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