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ABSTRACT

Introduction. “Is there anything new in sex therapy?” Has the ﬁeld of sex therapy been stagnating and failing to
develop new treatments? Clearly, the important pharmaceutical advances of the past 11 years have overshadowed the
developments in the ﬁeld of sex therapy.
Aim. The goal of this manuscript is to call attention to the recent innovations in the ﬁeld of sex therapy.
Method. Review of the literature.
Results. There are four candidates to consider: (i) combination medical and psychological therapy; (ii) the technique
of mindfulness for women with complaints of arousal disorder and low sexual desire; (iii) Internet sexual therapy and;
and (iv) reconceptualization of genital pain and psychological interventions for women with these complaints. This
article reviews the literature in these areas and offers commentary regarding the beneﬁts and limitations of the
research. Finally, future directions for research in these four areas are discussed.
Conclusions. Psychological innovation and intervention remains a vital aspect in the ﬁeld of sexual medicine. New
methods continue to be developed and appraised and the methodology, design, and sophistication of sex therapy
outcome research have signiﬁcantly advanced. Althof SE. What’s new in sex therapy. J Sex Med 2010;7:5–13.
Key Words. Sex Therapy; Cognitive Behavioral Sex Therapy; Psychotherapy; Combination Therapy; Integrated
Therapy; Psychological Sexual Dysfunction; Hypoactive Sexual Desire Disorder; Mindfulness; Internet Therapy;
Genital Pain

Introduction

I

s there anything new in sex therapy? This question or slightly different versions of this question are frequently asked of me by my colleagues in
urology, gynecology, family practice, and endocrinology. Leaders in the ﬁeld of sex therapy are also
raising this question. Schover and Leiblum wrote
about the stagnation of sex therapy in 1994 and
criticized clinicians for failing to develop innovative sex therapy techniques [1]. Others have criticized the early (studies in the 1970s and 1980s)
sex therapy outcome studies for their: (i) small
sample sizes; (ii) not including control groups
(waiting list, no treatment, attention placebo controls); (iii) not randomizing subjects to different
conditions; (iv) failing to offer clear-cut deﬁnitions
of diagnostic criteria to permit replication; (v) not
J Sex Med 2010;7:5–13

including assessments of long-term outcome; (vi)
not adequately describing the therapy method
utilized; (vii) not employing a manual guiding the
therapeutic interventions; and (viii) not using
psychometrically sound validated questionnaires
[2,3].
While the criticisms of the early sex therapy
outcome studies are valid, as are Schover and
Leiblum’s comments urging more innovation and
inspiration regarding clinical applications, sex
therapy has continued to evolve and mature, generating higher level research studies and promising
clinical innovations. Clearly, the important pharmaceutical advances of the past 11 years have overshadowed any new developments in the ﬁeld of sex
therapy. Following the introduction of the phosphodiesterase type 5 inhibitor (PDE5i) drugs in
1998 and 2003 and their robust efﬁcacy and safety,
5
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some thought that sex therapy, at least for men
with erectile dysfunction (ED), would cease to
exist. Clearly, that has not been the case and I
continue to believe that sex therapy remains a vital
intervention on its own or combined with medical
interventions. Even when a sexual problem such as
ED is primarily organic in etiology, sex therapy is
often a critical component to the success of the
medical intervention.
The goal of this article is to review recent
innovations in the ﬁeld of sex therapy. There are
four candidates to consider in terms of “what is
new.” The ﬁrst is the combining of psychological
and medical therapy; second is the incorporation
of “mindfulness” techniques for women with
complaints of low sexual desire and arousal disorder; third is the use of the Internet to provide
psychological intervention; and fourth is the
reconceptualization of genital pain disorders and
psychological interventions for women with
genital pain. Obviously, there may be other contenders regarding innovation that are not included
in this review (e.g., psychosexual interventions
with cancer survivors, the diagnosis of persistent
genital arousal disorder or the prominence given
the role of conﬁdence in the restoration of erectile function). However, after consulting several
leading experts, there was general consensus on
these four topics. This article will review the literature in these areas and offer commentary
regarding the beneﬁts and limitations of these
approaches. Finally, future directions for research
in these four areas will be discussed.
What Is Sex Therapy?

Sex therapy is a specialized form of psychotherapy
that draws upon an array of technical interventions
known to effectively treat male and female sexual
dysfunctions (e.g., in the case of female anorgasmia, directed masturbation). Treatment may be
conducted in an individual, couples, or group
format, depending upon the initial problem, the
judgment of the therapist, the motivation of the
patient(s), and practical considerations of both
patient(s) and therapist [4].
Psychosexual evaluation goes beyond traditional psychological assessment to examine the
patient’s or couple’s sexual history, current sexual
practices, relationship quality and history, emotional health, and contextual factors (e.g., young
children, chronic illness, ﬁnancial concerns, cul6

tural beliefs, etc.) currently inﬂuencing their lives.
The patient’s developmental history is examined
for inﬂuences upon current functioning. Assessment of all the relevant medical and biological
factors is necessary to understand the genesis and
maintenance of the current difﬁculty.
Sexual therapy techniques comprise behavioral/
cognitive interventions as well as psychodynamic,
systems, relationship, and educational interventions (e.g., reading, videotapes, illustrations, anatomical models). While employing traditional
psychotherapeutic techniques—support, interpretation, confrontation, cognitive reframing, and
homework to name a few, sex therapy incorporates
speciﬁc technical interventions such as sensate
focus to diminish performance anxiety, stop-start
to help patients with premature ejaculation,
directed masturbation for anorgasmia, and insertion of dilators paired with relaxation for sexual
pain disorders. Effective comprehensive treatment
often involves collaboration with other specialists
such as urologists, gynecologists, endocrinologists,
family practice physicians, internists, cardiologists,
neurologists, nurse practitioners, physician assistants, or physical therapists.
Innovation 1: Combination Medical and
Psychological Treatment

In psychiatry, the concept of combination or integrated therapy is not new. It is the standard of care
for the treatment of depression, and research has
demonstrated that combining antidepressants
with psychotherapy is superior to either treatment
alone [5]. Combination therapy is also employed
in the treatment of childhood anxiety, schizophrenia, and posttraumatic stress disorder [6,7].
Several authorities in the ﬁeld have criticized
the manner in which we currently deliver sexual
health care and advocate for more of a combined
therapy approach [8–11]. Combination therapy
addresses the relevant biological/medical as well
as psychosocial issues that predispose, precipitate,
and maintain sexual dysfunction. Combining
medical and psychological interventions harnesses
the power of both treatments to enhance efﬁcacy,
increase treatment and relational satisfaction, and
decrease patient discontinuation [8]. Combination
therapy also provides patients with rapid symptom
amelioration, thereby “jump starting” the treatment process. Too often, medical treatments for
sexual dysfunction, those approved and those offJ Sex Med 2010;7:5–13
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label, are narrowly or mechanistically directed at
sexual function alone and fail to address the salient
psychosocial issues. Likewise, psychological intervention alone may be time-consuming, costly, and
may fail to yield rapid symptom amelioration.
PDE5i are efﬁcacious in 70% of men with ED;
yet, 60–70% of individuals discontinue treatment
[12]. In response to the high discontinuation rate,
urologists began implementing “optimization
strategies” that target patient education, dose optimization, need for sexual stimulation, and followup [13–15]. However, none of these “treatment
optimization” proposals address crucial psychosocial issues such as: restarting a sexual life after an
extended period of abstinence, partner resistance,
partner concerns or dysfunction, lack of conﬁdence, performance anxiety, depression, relationship issues, men with unconventional sexual
scripts, and unrealistic expectations [16]. Combination therapy would include all the medical optimization recommendations while simultaneously
addressing the psychosocial barriers that hinder
treatment efﬁcacy, satisfaction, and compliance.
Additionally, combination therapy would address
the important partner issues that may impede
treatment progress or success.
Given the multiply determined nature of female
sexual dysfunctions, it is likely that combination
medical and psychological therapy will ultimately
(when a drug becomes approved for FSD) be of
signiﬁcant beneﬁt to women as well [17]. Likewise,
although there are no approved medications for
premature ejaculation in the United States
(Dapoxetine was recently approved in Sweden,
Finland, Austria, Germany, and Italy), combination therapy is likely to offer signiﬁcant beneﬁts to
men and their partners with this condition [18].

Research Supporting Combination Therapy
The majority of research on combination therapy
focuses on ED. This evolving body of literature
compares men with ED taking a PDE5i, or those
utilizing intercavernosal injection or vacuum
pump therapy with a comparable group of men
who receive the same medical treatment and some
form of psychological intervention. The population of men with ED includes those with psychogenic ED only, mixed ED, and one study of
men who underwent radical prostatectomy. The
results of these studies demonstrate that combined
medical and psychological treatment results in
improved efﬁcacy of the medical interventions,
J Sex Med 2010;7:5–13

decreased discontinuation rates, enhanced treatment, and sexual satisfaction compared with
medical therapy alone [19–28].
A range of psychological interventions has been
used in these studies, including: a 90-minute psychoeducational group, weekly group treatment,
weekly individual counseling, and the use of a
manual instructing men how to treat themselves
with optional telephone assistance from a therapist. These consistent results challenge us to move
beyond traditional postures and paradigms. Applying these ﬁndings to the ordinary world of medical
care delivery is the challenge.
Steggell et al. [29] describes an adaptation of
combination therapy to men with premature ejaculation. These men were randomly assigned to
either 20 mg of paroxetene or 3–8 sprays of Premjact (a lidocaine-based spray) for 4 weeks followed
by a 4-week behavioral intervention during which
the pharmacotherapy was discontinued. Intravaginal ejaculatory latency time (IELT) was recorded
for each episode of intercourse by stopwatch. After
4 weeks of pharmacotherapy (paroxetene or Premjact), compared with baseline, men with lifelong
and acquired PE demonstrated an eightfold
improvement in IELT. During the next 4 weeks of
behavioral therapy only, the IELT of men with
lifelong PE returned to baseline, while acquired PE
men maintained a 3.5-fold increase over baseline.
Steggell did not directly contrast pharmacotherapy alone with a combined psychological and
medical treatment because of the unique nature of
his study population. The men in Steggell’s study
consisted primarily of Bangledeshi Muslim men
residing in London who had previously rejected
psychological interventions in favor of medical
solutions for their sexual problems. By ﬁrst providing them with a medical treatment, the author
was engaging the patients and providing them with
a rapid symptom resolution. This made them
more amenable to the behavioral and educational
interventions in the last 4 weeks of the study.
Future studies of combination therapy should
employ larger, more heterogeneous populations
and directly contrast combination therapy against
pharmacotherapy alone. The interventions should
be manualized so that they can be replicated by
others. These studies should employ validated
measures to assess psychosocial outcomes, employ
less arbitrary measures of success, and report on
at least 6 months of follow-up after cessation of
therapy. Finally, it would be interesting to see
7
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more data on combination therapy and its impact
on partners.

Innovation 2: Mindfulness

Mindfulness is an innovative technique imported
into the ﬁeld of sexual medicine from Buddhist
teachings of over 2,500 years ago. Before judging
mindfulness as “far out,” “ﬂakey,” or “too touchy
feely,” consider that research has shown mindfulness to be helpful in the regulation of chronic pain
and reduction of anxiety and stress [30–32].
Mindfulness is a mental state, characterized by
concentrated awareness of one’s thoughts, actions,
or motivations. It is described as a “relaxed wakefulness” or “nonjudgmental, present-moment
awareness [33,34]. It quiets the busy mind distracted by judgments and internal commentary
and allows individuals to observe and participate
in life without getting caught up in their inner
dialogues. These internal distractions/dialogues
interfere with focusing on sexual pleasure, sensation, or intimacy. They lead individuals to become
preoccupied with nonerotic thoughts or behaviors
that generate performance anxiety, unpleasant
monitoring of performance, and critical assessments of themselves or their partner. The here and
now of sensation, pleasure, and eroticism is lost in
the distractions of the busy and judgmental mind.
Brotto et al. [35] developed a mindfulnessbased psychoeducation (PED) intervention for
women who underwent hysterectomy following
the diagnosis of gynecologic cancer. The threesession PED intervention sought to lessen sexual
arousal and desire complaints and improve relationship satisfaction, body image distortion,
depression, and maladaptive beliefs about sexuality. The PED consisted of: cognitive–behavioral
exercises targeted to sexual arousal and desire
complaints (e.g., body image distortion, maladaptive beliefs about sexuality, relationship distress,
etc.); mindfulness exercises; and homework assignments involving reading, self-observation, behavioral exercises, and couple communication.
Assessments consisted of baseline and end-oftreatment administration of the Female Sexual
Function Index (FSFI), Female Sexual Distress
Scale (FSDS), Sexual Interest and Desire Inventory (SIDI), Detailed Assessment of Sexual
Arousal (DASA), Beck Depression Inventory
(BDI), Dyadic Adjustment Scale (DAS), Film
8

Scale, and psychophysiological assessment of
sexual arousal.
At the completion of the three PED sessions,
compared with baseline, the women demonstrated
improvements in desire, arousal, distress, depression, and overall quality of life. Marginally signiﬁcant improvements in physiological sexual arousal
(vaginal pulse amplitude) and relationship satisfaction were also reported. The subjects also underwent a qualitative debrieﬁng in which they
identiﬁed mindfulness training as the most important aspect of the psychoeducational intervention.
Brotto et al. [35] concluded that the PED, while
“directly targeting psychological constructs such
as thoughts, affect, and behavior, psychological
treatments can evoke physiological change. The
ﬁnding that perceived genital arousal was most
increased after the PED in women who were hormonally replete suggests that a certain baseline
level of hormones might be necessary in order
for improvements in sexual response, through a
behavioral intervention, to be borne out. There
is also the suggestion that women with more
depressed mood might especially respond to the
intervention since quality of life scores improved
most in women with higher baseline depressive
scores.”
In a subsequent study on mindfulness training,
Brotto et al. sought to examine the efﬁcacy of their
PED intervention in women with female arousal
disorder and desire complaints without gynecologic cancers [34]. Based on feedback from the
initial study, the authors developed a manual for
the therapist and homework assignments for
patients and sought to conduct the PED in a group
rather than in an individual setting. They administered the same measures and physiological
assessments as in the earlier study. After three
group PED sessions, compared with baseline,
women’s score on the desire subscale of the FSFI
and SIDI signiﬁcantly increased, while their distress scores signiﬁcantly decreased.
Approximately one-third of Brotto et al.’s
sample were survivors of childhood sexual abuse
(CSA); two-thirds were not. At baseline, these two
groups did not differ on the BDI, DAS, DASA,
SIDI, or on any subdomain of the FSFI except
arousal, where CSA survivors had signiﬁcantly
lower scores. After the three-session PED, in a
post hoc analysis, women with a history of CSA
improved more than women without such a
history on all FSFI subdomains, FSDS total score,
J Sex Med 2010;7:5–13
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and BDI. Similarly, there was a more marked
reduction in negative affect during the physiological assessment while watching the erotic ﬁlm from
pre- to post-PED in the women with a history of
CSA compared with the women without such a
history.
Mindfulness interventions help women to be
present and attend to pleasurable erotic sensations.
Distractions from a “busy mind” that tend to be
nonerotic, negative, and judgmental are minimized. Mindfulness training appears to have
special relevance to women with sexual arousal and
desire complaints who are depressed and survivors
of CSA.
The prior two studies did not utilize a control
group; presently, the authors are conducting a randomized controlled study of their mindfulness
PED. It would also be interesting to include partners in this intervention to see if that might facilitate even more change. The enhanced beneﬁts of
the mindfulness intervention for women survivors
of CSA and depressed women with sexual arousal
and desire problems are a fascinating ﬁnding that
requires replication and further study. The development of a therapist manual allows others to
easily duplicate the intervention, and the ability to
conduct the intervention in groups allows for efﬁciency, reduced cost, and the beneﬁts of group
support.
Innovation 3: Sex Therapy on the Internet

Sex therapy delivered via the Internet is a controversial notion. There are several ethical and professional challenges to be overcome; nonetheless,
use of the Internet poses several advantages for
patients that include: easy accessibility, anonymity,
practicality, reducing embarrassment or humiliation, geographical isolation, time constraints, and
the availability of specialized psychological care in
communities where there is no trained professional. Internet psychotherapy has been successfully used to treat panic disorder, social phobia,
depression, and recurrent headache [36–39]. Some
of the challenges for therapists conducting Internet therapy include concerns with patient honesty,
losing the subtle and not-so-subtle visual and auditory cues present in face-to-face psychotherapy,
not being able to easily pick up nuance in written
text and professional issues concerning liability,
and consent to treating and providing therapy to
patients where one is not licensed. There are also
J Sex Med 2010;7:5–13

concerns regarding conﬁdentiality and security of
Internet connections. Finally, physicians are concerned with prescribing medication over the Internet without physically examining a patient or
gathering a detailed and accurate medical history.
There are four articles that examine the beneﬁts
of providing Internet treatment to individuals with
sexual problems [40–43]. All are exploratory in
nature, and report on small samples of patients.
Two of the four focus on treatment of men with ED.
In a pilot study with eight subjects, Hall examined online sex therapy for men and women with a
diverse range of sexual dysfunctions including:
anorgasmia, vaginismus, dyspareunia, premature
ejaculation, delayed ejaculation, and ED [40]. The
number of e-mail sessions ranged between 2 and
23. Online therapy began with patients completing
a Problem Evaluation Form which solicited sexual
history and information about the speciﬁc dysfunction. Based on the patient’s responses to the
form, the online therapist devised a treatment
plan. At the conclusion of treatment, patients completed an online evaluation form.
Of the eight patients, online therapy signiﬁcantly improved sexual function signiﬁcantly in
two, much in three, slightly in two, and for one, it
stayed the same. All eight patients reported an
improved self-awareness and 6/8 said their sexual
knowledge improved. Obviously, this was an uncontrolled study not using validated questionnaires
with a very small number of patients. However, it
was designed as a pilot study and suggests that
Internet sex therapy may beneﬁt some patients.
Leusink and Aarts [41] investigated the effectiveness of electronic consultations to 219 men
suffering from ED. Unlike the previous study,
after completing an online history form, the
authors provided prescriptions for PDE5i as well
as suggestions for psychological interventions.
The International Index of Erectile Function and a
General Assessment Question were given pre- and
post-online therapy and response to both were
compared. Eighty-one percent of men reported
improved erectile function at the conclusion of
their consultation. This study did not include a
comparison group, making it difﬁcult to assess
whether similar outcomes would have been
achieved following face-to-face consultation, or
might have been due to spontaneous recovery.
McCabe and Price [42] evaluated the effectiveness of an Internet-based treatment program for
ED and compared a combined medical and psy9
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chological Internet intervention with only a psychological Internet intervention. Each arm of the
study received the same psychological treatment
intervention. Outcome measures included the
International Index of Erectile Dysfunction, SelfEsteem and Relationship Questionnaire, Kansas
Marital Satisfaction Scale, Index of Sexual Satisfaction, and World Health Organization Quality
of Life BREF. The psychological intervention was
a cognitive–behavioral intervention targeted to
resolve psychological and relationship factors
related to ED. The Internet program called
Rekindle consisted of three treatment components: sensate focus, communication exercises, and
unlimited e-mail contact with a therapist. Subjects
and their partners were encouraged to spend
approximately 2 weeks completing each of the ﬁve
treatment modules. The entire Rekindle Internet
program took 10 weeks to complete. The purpose
of e-mail contact (unlimited) was to resolve any
individual or relationship problems that the men
experienced as a result of the sensate focus or communication exercises.
Both the combined therapy and psychological
intervention only groups demonstrated improvements in sexual function from pretest to posttest.
There were no signiﬁcant differences between
either treatment. Similarly, compared with baseline, at the end of treatment, both groups demonstrated signiﬁcant improvements in relationship
satisfaction. The authors suggest that in cases
where ED is more severe or has been established
for a signiﬁcant period of time, a more intensive
Internet intervention may be necessary. Additionally, they point out that when other comorbid
sexual dysfunctions are present, or when the level
of discord within the general relationship is high,
Rekindle may also need to be supplemented with
additional treatment.
McCabe et al. [43] conducted another study
where they compared the Rekindle program with a
no-treatment control group. After completion of
the study, subjects in the control arm could participate in the treatment arm. Men in the treatment arm reported improved erectile function and
relationship satisfaction in contrast to men in the
control group. The sexual gains of men in the
Rekindle group remained stable for 3 months following the termination of treatment. While the
second study employed a control group and utilized validated outcome measures, the numbers of
subjects enrolled in the study was relatively small
10

(12 in Rekindle, 19 in the control arm) and there
was no involvement or data from partners.
The use of the Internet shows promise for offering therapeutic interventions to patients suffering
from sexual dysfunctions. However, more work
remains to be done in terms of extending the
Internet offerings to larger and more diverse
populations of subjects and providing extended
follow-up regarding the stability of change. Additionally, the aforementioned challenges of protecting patient’s privacy, consent, and concerns with
liability need to be addressed. Finally, regulatory
agencies and professional societies need to address
the legal and ethical issues of delivering care via
the Internet. Policy recommendations have not
kept up with the pace of technological change.
Innovation 4: Reconceptualization of Genital Pain
and Psychological Interventions for Genital Pain

Binik and his coworkers [44,45] have cogently
argued for the reclassiﬁcation of vaginismus and
dyspareunia from sexual dysfunctions to genital
pain disorders. Although genital pain disorders can
interfere with sexual function, Binik et al. urge us
to focus on the pain and not the function with
which it interferes. They emphasize treating these
disorders by utilizing an array of pain management
strategies. Two important studies highlight this
important reconceptualization.
Bergeron et al. [46] report on 78 women with
provoked vulvar vestibulitis who were randomly
assigned to one of three conditions: biofeedback,
cognitive behavioral psychotherapy, or vestibulectomy. The women were assessed at the end of
treatment, 6 months post-treatment, and 2.5 years
later. At the end of treatment, women in all three
groups reported lessening of symptoms. At the
6-month follow-up, vestibulectomy resulted in
approximately twice the pain reduction of the
other two interventions. All three groups signiﬁcantly improved on measures of psychological
adjustment and sexual function from pretreatment
to the 6-month follow-up.
Two-thirds of the original sample was reassessed 2.5 years after the end of treatment [47].
The women underwent a gynecological exam and
completed a structured interview and pain and
sexual function questionnaires. Compared to the
6-month follow-up, the women reported less pain
and there were no differences between the three
treatments. Higher pretreatment pain intensity
J Sex Med 2010;7:5–13
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predicted poorer outcomes at the 2.5-year
follow-up for all three treatments.
Backman et al. [48] reported on 27 women with
provoked vulvar vestibulitis who participated in a
combination treatment of physical and psychosexual therapy. Psychotherapy aimed to increase
the patient’s awareness between her thoughts and
somatosensory responses, improve sexual function,
and reduce stress from daily living. Physical therapy
was targeted to increase the patient’s knowledge
about her genital anatomy and function, desensitize
the mucosa, reduce pain, and restore function in the
pelvic ﬂoor muscles. On average, patients received
12 and 15 sessions of psychotherapy and physical
therapy, respectively. Seventy-nine percent of the
women considered themselves to be cured or
greatly improved. Intercourse frequency was signiﬁcantly increased, sexual function improved, and
coital pain was reduced. The authors concluded
that women can beneﬁt from combined treatment
that addresses both their pain and the psychosexual
issues associated with the pain.
Bergeron’s study was a randomized trial that
employed validated questionnaires. The Backman
et al. study was not a randomized controlled trial
and did not utilize validated questionnaires. Both
studies demonstrate the importance of reconceptualizing vulvar vestibulitis as a genital pain disorder and developing multiple strategies to help
improve these women’s experience of pain, sexual
function, and overall quality of life.

Conclusion

Psychological innovation remains a vital aspect in
the ﬁeld of sexual medicine. New methods continue to be developed and appraised. The methodology, design, and sophistication of sex therapy
outcome studies and the development of validated
questionnaires have also advanced the ﬁeld. While
it remains difﬁcult to fund and conduct large scale
randomized controlled trials of psychological
interventions, the past decade has seen several
innovative and exciting innovations. Combination
therapies hold great promise to harness the power
of both the medical and psychological aspects that
precipitate and maintain sexual and genital pain
problems.
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