Sexual disorders (male)
Sexual disorders (male) - F52 (Clinical term: Sexual dysfunction, not caused by organic disorder or disease Eu52)
Clinical judgements about sexual dysfunction should take into account the individual’s ethnic, cultural, religious, and social background, which may influence sexual desire, expectations, and attitudes about performance. Sexual problems in non-Western patients are often somatized; expectations may be unrealistic and psychological explanations and therapies may not be readily accepted.
Presenting complaints
Patients may be reluctant to discuss sexual matters. They may instead complain of physical symptoms, depressed mood or relationship problems.
Diagnostic features
Sexual dysfunction may cause marked distress and interpersonal difficulty.

Common sexual disorders in men are as follows:
	erectile dysfunction or impotence 

premature ejaculation 
retarded ejaculation or orgasmic dysfunction (intravaginal ejaculation is greatly delayed or absent but can often occur normally during masturbation) 
lack or loss of sexual desire. 
Distinguish between lifelong versus acquired, generalized versus situational, and sexual dysfunction caused by psychological versus combined factors.
Differential diagnosis and co-existing conditions
When the sexual dysfunction can be better accounted for by another axis 1 disorder, or is caused by the direct psychological effects of a substance/medication, or a general medical condition; that is:
	Depression - F32#. 

Problems in relationships with partners frequently co-exist and may contribute to sexual disorder, especially those of desire. Where there is persistent discord in the relationship, relationship counselling should precede specific treatment of the sexual dysfunction. 
Specific organic pathology is a rare cause of orgasmic dysfunction or premature ejaculation. 
Physical factors frequently contribute to erectile dysfunction, including diabetes, hypertension, alcohol abuse, smoking, medication (eg antidepressants, antipsychotics, diuretics and beta-blockers), multiple sclerosis and spinal injury. (Important clue: inability to achieve erection at any time - nocturnal, morning, masturbation, etc.) 
Patients may have unreasonable expectations of their own performance. 
Note that more than one sexual dysfunction can co-exist.
Erectile dysfunction (failure of genital response; impotence)
Essential information for patient and partner
Erectile dysfunction is the persistent or recurrent inability to attain or maintain an adequate erection. It is often a temporary response to stress or loss of confidence and responds to psychosexual treatment, especially if morning erections occur. It is frequently associated with sexual anxiety, fear of failure, concerns about sexual performance, and a decreased subjective sense of sexual excitement and pleasure. It may also be caused by physical factors (problems with the blood vessels or nerves) or by medication. 
General management and advice to patient and partner (ref 213)
Advise patient and partner to refrain from attempting intercourse for several weeks.  Encourage them to practise pleasurable physical contact without intercourse during that time, commencing with non-genital touching and moving through mutual genital stimulation to a gradual return to full intercourse at the end of that period. Partners must take it in turns to be active and passive in terms of touching, and to initiate/go second ('sensate focus' therapy).
Progression along this continuum should be guided by the return of consistent, reliable erections. A book containing self-help exercises (see Resources for patients and families) might be helpful. Inform patient and partner of the possibilities of physical treatment by penile rings, vacuum devices, intracavernosal injections and medication.
Medication
	Oral: sildenafil 50-100 mg taken on an empty stomach 40-60 min before intercourse enhances erections in 80% of patients, whether the cause is psychogenic or neurological (ref 214). Beware danger of interaction with cardiac nitrates (BNF section 7.4.5). 

Recent developments include two new phosphodiesterase type 5 inhibitors: tadalafil and vardenafil; both have fewer ocular side-effects than sildenafil (ref 215). 
Intraurethral: MUSE (prostaglandin E1) 125-1000 mg inserted 10 min before intercourse produces erections in 40-50% of patients (ref 216) (BNF section 7.4.5). 
Intracavernosal: prostaglandin E1 5-20 mg injected 10 min before intercourse produces erections in 80-90% of patients,(ref 217) but long-term acceptability is low.
These medications are less effective in predominantly vasculogenic cases. See current NHS Executive guidelines for prescription of the above, either privately or on the NHS.
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Premature ejaculation
Essential information for patient and partner
Persistent or recurrent onset of ejaculation and orgasm with minimal sexual stimulation before, on or shortly after penetration and before the person wishes it. Most young men learn to delay orgasm with sexual experience and ageing, but some continue to ejaculate prematurely. Premature ejaculation is typically seen in young men and is present from their first attempts at intercourse. When onset occurs later in life, it is often caused by a decreased frequency of sexual activity, intense performance anxiety with a new partner, or loss of ejaculatory control related to erectile dysfunction. It may also occur in men who have stopped regular use of alcohol.
Control of ejaculation is possible and can enhance sexual pleasure for both partners.
General advice and management to patient and partner
Reassure the patient that ejaculation can be delayed by learning new approaches during masturbatory training (eg the squeeze or stop–start technique). This, and other exercises, are set out in self-help books (See Resources for patients and families).  
Medication

In some cases, delay can also be achieved with clomipramine or SSRI medication (paroxetine, sertraline) or clomipramine, but relapse is very common on cessation.  Local anaesthetic sprays, if used cautiously, can delay ejaculation. Durex Performa is a new condom coated with a small amount of anaesthetic cream.

Orgasmic dysfunction or retarded ejaculation
Essential information for patient and partner
Persistent or recurrent delay in/absence of orgasm, following the normal excitement phase. The man typically feels aroused at the beginning, but thrusting gradually becomes a chore and less pleasurable.
This is a more difficult condition to treat; however, if ejaculation can be brought about in some way (eg through masturbation) the prognosis is better. Can be secondary to medication (eg antidepressants) or regular alcohol use.
General management and advice to patient and partner
Consider the patient’s age and whether stimulation is adequate in focus, intensity and duration. Recommend exercises, such as self-pleasuring and penile stimulation with body oil, use of vibrator or masturbation close to the point of orgasm, plus use of sexual fantasy, followed by vaginal penetration shortly before ejaculatory ‘point of no return’. Continue practice, and on repeated attempts try to penetrate progressively sooner.
Lack or loss of sexual desire
Essential information for patient and partner
The level of sexual desire varies widely between individuals. It may merely represent different expectations. Lack or loss of sexual desire has many causes, including stress and relationship problems, physical and psychiatric illnesses, bereavement or other losses, medication (SSRIs) and, rarely, hormonal deficiencies. Men with low/absent sexual desire typically do not usually initiate sexual activity or may only engage in it reluctantly when it is initiated by his partner.
General management and advice to patient and partner
Encourage stress reduction, balanced assertiveness and co-operation between partners and fostering intimacy through increased communication and shared pleasurable activities. ‘Sensate focus’ may be helpful in re-introducing structured but ‘safe’, non-performance-related sexual activity. Educational leaflets, books or videos might be helpful.
Referral
Patients can refer themselves to:
	Relate 

BASRT (British Association for Sexual and Relationship Therapy)-registered psychosexual therapist 
Family planning clinics 
Genito-urinary medicine clinics.
Consider referral if patient and doctor are unable to enter into a programme of treatment or if primary care treatment has failed:
	to a urologist for erectile dysfunction, if unresponsive to medication and counselling 

to a psychosexual specialist, if problem is predominantly psychogenic.

Resources for patients and families
Relate  0845 1304 010/4561 310 (helpline)
Website: http://www.relate.org.uk
Counselling for adults with relationship difficulties, whether married or not.

BASRT (British Association for Sexual and Relationship Therapy) 020 8543 2707
Email: info@basrt.org.uk; website: http://www.basrt.org.uk
Registered therapists are multidisciplinary and work in the NHS as well as privately.

The Impotence Association 020 8767 7791 (helpline)
Email: theia@btinternet.com; website: http://www.impotence.org.uk

Brook Advisory Centres 020 7617 8000 (24-hour helpline)
Free counselling and confidential advice on contraception and sexual matters for young people (under 25).

AVERT http://www.avert.org.uk
Includes useful gay and young people’s sections, which give basic information about homosexuality and sexual health.

Lovelife http://www.lovelife.uk.com
Designed for 16–24 year olds. Includes a list of GUM and family planning clinics around the country.

Impotence: A Guide for Men of All Ages by W Dinsmore and P Kell. RSM Press, 2002

Embarrassing Problems: Straight-Talking Good Advice by M Stern. Health Press Ltd, 1998

Men and Sex by B Zilbergeld. Fontana, 1980 

Self-help exercises for erectile dysfunction and premature ejaculation.

Sexual Happiness by M Yaffe and E Fenwick. Dorling Kindersley, 1986


