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Ithough women of reproductive age often deplore their

lack of sexual desire, this is generally blamed on an
increasingly hectic life, which leaves little time or energy for
intimacy with their partner and their sexuality. In comparison,
women of menopausal age commonly describe a significant
decline in desire, which is frequently accompanied by a dra-
matic reduction, or interruption, in sexual activity. In_fact,
40% of menopausal women note a decrease in sexual interest,
while 50% report minimal sexual activity:! Despite physio-
logical mechanisms being poorly-understood, the shift.inhor-
monal production surrounding menopause may have marked
effects on physical and emotional well-being. This-may-in
turn alterssexual interest and.response.

orty\per-cent-of menopausal
womenhote d'deeréase in sexual
interest, while.50% report minimal
sexual aetivity.

Sexual dysfunction in mature women

Beyond hormonal alterations, psychosocial and medical fac-
tors may also influence sexual function. This can make it
challenging for mature women and their doctor to identify
possible causes, to select appropriate investigations and to
choose suitable treatment options.

Initially, it is important to classify the problem(s). Many
validated tools are available but they are usually too compre-
hensive to be practical in clinical practice.2* Fortunately,

classification of female sexual dysfunction has recently been
established.>
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Sexual desire disorder

Sexual desire disorder is the most commonly reported sexual dys-
function in the mature women. It is characterized by a decline in sex-
ual interest, which may affect frequency of sexual activity.

Sexual arousal disorder

Sexual arousal disorder is a lack of emotional or physical response in
the face of appropriate sexual stimulation.

Orgasmic disorder

Orgasmic disorder is the inability or difficulty in achieving orgasm
despite adequate stimulus.

Sexual pain disorders

Sexual pain disorders include dyspareunia and vaginismus.

Once a presumptive diagnosis is established, the possible
causative factors should be explored. At this point, it is essential
to emphasize the complex and often multifaceted nature of sexu-
al dysfunction. If hormonal evaluation is done, gonadotropins can
be assessed; however, they are of limited use in establishing a

diagnosis or guiding therapy.

Open communication Serum estrogen varies widely

and it is poorly predictive of

iS the key lngl" edient symptoms or response to treat-

in l‘h e treatment o f ment. Free or bioavailable testos-

terone level, if low, may imply a

S exual d)/ Sf unct iOl’l. causative association, but it is at

best a very inconsistent associa-
tion. Menopausal women with a normal testosterone level, may report
profound decline in sexual interest and response; while women with a
low level may have no sexual concerns.

A decline in sexual interest & response

Both medical disorders and pharmacologic therapies should be eval-
uated. Thyroid dysfunction is a common condition in this age group
and should be excluded before diagnosing the patient with a sexual
dysfunction.
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This is important, especially if the patient shows symptoms such
as:

 fatigue,

* low energy and

* unexplained weight gain.

Cardiovascular conditions, diabetes and depression should
also be ruled out.

It is also important to note that commonly prescribed med-
ications may have a negative impact on sexual function. The
following are examples of this:

* Antidepressants such as selective serotonin reuptake
inhibitors (SSRIs), may reduce sexual desire and response®

* Antihypertensive medications can affect physiological
response to sexual stimulation

* Oral estrogenic compounds raise the hepatic production of
sex-hormone binding globulin (SHBG), which may decrease
the bioavailability of testosterone’

It is essential to evaluate the psychosocial environment.
Self-image and emotional closeness to the partner are the
most important factors affecting sexual desire.3 The length of
the relationship with the same partner may also affect the
intensity of sexual desire. Women approaching menopause
are sometimes confronted with significant changes in their
health, their body image, their relationship issues, family cir-
cumstances and work-related matters and they may not intu-
itively link these factors to their sexuality.

Self-image and emotional closeness to the
partner are the most important factors

affecting sexual desire.

Open communication

Open communication is the key ingredient in the treatment of
sexual dysfunction. Often, causes of sexual dysfunction are
clearly identifiable and can be simply resolved. For example,
dyspareunia, due to dryness, may be alleviated with the appli-
cation of vaginal estrogenic compounds.

The type of medication and the route of administration
may be altered to lessen side-effects. For example, bupropion
has been shown to be effective in the treatment of depression,
without consequences to sexual desire. In fact, animal and
human studies suggest that bupropion may improve libido in
non-depressed women.8
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Systemic estrogen can be administered transdermally to nor-
malize the sex hormone-binding globulin. If bioavailable testos-
terone is low, replacement may be considered. Presently, there are
no available testosterone preparations designed for women in
Canada. Treatment is off-label and must be modified for adminis-
tration to women and requires close monitoring.

Finally, sexual or marital counseling may be beneficial to
enhance communication and to explore psychosocial and rela-
tionship issues.

t is imperative that healthcare
providers acknowledge sexual
dysfunction as a problem, facilitate
communication and guide medical
management to promote healthy
sexuality in the mature woman.

Sexual dysfunction is a common occurrence among
menopausal women; however, many women suffer for years in
silence before disclosing their concerns to their doctor. This can
result in personal distress and it can profoundly affect the intima-
cy of their relationship. It is imperative that healthcare providers
acknowledge this problem, facilitate communication and guide
medical management to promote healthy sexuality in the mature
woman.
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