A Comprehensive Global Review of Non-
Pharmacological Treatments for Sexual
Dysfunction and Performance Enhancement

1.0 Introduction: The Biopsychosocial Framework of Sexual
Function

1.1 Defining Sexual Dysfunction and the Sexual Response Cycle

Sexual function is a multidimensional phenomenon, integral to overall health and well-being, yet
susceptible to a wide range of disruptions. Sexual dysfunction (SD) is not a singular entity but a complex
category of disorders characterized by a clinically significant disturbance in a person's ability to respond
sexually or to experience sexual pleasure. The etiology of SD is best understood through a
biopsychosocial framework, which recognizes the intricate interplay of biological factors (e.g.,
hormones, health status, medications), psychological factors (e.g., history of sexual abuse, psychological
disorders), and contextual or sociocultural factors (e.g., culture, religion, relationship duration). This
framework is essential for both diagnosis and the development of effective treatment strategies, as it
acknowledges that sexual health is deeply embedded in an individual's physical, emotional, and
relational life.

Diagnostic classifications for sexual dysfunction have evolved, reflecting a deeper understanding of the
sexual response cycle. For males, primary dysfunctions include erectile dysfunction (ED), characterized
by the persistent inability to achieve or maintain an erection sufficient for satisfactory sexual
performance; premature (early) ejaculation; delayed ejaculation; and male hypoactive sexual desire
disorder. For females, the diagnostic landscape has seen significant changes. The fifth edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) merged what were previously distinct
desire and arousal disorders into a single diagnosis: Female Sexual Interest/Arousal Disorder (FSIAD).
Other key female sexual dysfunctions (FSD) include Female Orgasmic Disorder and Genito-Pelvic
Pain/Penetration Disorder. This evolution in diagnostic criteria, while aiming for greater clinical utility,
presents a significant challenge for researchers. The shifting definitions limit the comparability of studies
conducted across different time periods, making it difficult to synthesize data and perform robust meta-
analyses. For instance, a meta-analysis on Hypoactive Sexual Desire Disorder (HSDD) conducted using
older criteria may not be directly applicable to the broader construct of FSIAD, a limitation that must be
considered when evaluating the body of evidence.

1.2 Prevalence and Impact on Quality of Life

Sexual dysfunction is highly prevalent in the general population, affecting both men and women across
the lifespan. While incidence is seldom reported, prevalence rates for specific domains of FSD can vary



considerably, from 11% to 48% for female arousal disorder, underscoring the widespread nature of
these conditions. The impact of SD extends far beyond the bedroom, exerting a significant negative
influence on interpersonal relationships, sexual satisfaction, marital life, and overall mental and social
health. Studies have demonstrated that SD significantly reduces physical and emotional satisfaction and
general happiness among women.

Furthermore, a critical bidirectional relationship exists between sexual dysfunction and depression. A
meta-analysis confirmed that depression increases the risk of sexual dysfunction, and conversely, sexual
dysfunction increases the odds of developing depression. This cyclical relationship can create a feedback
loop where each condition exacerbates the other, complicating treatment and diminishing quality of life.
Despite this high prevalence and severe impact, a significant "treatment gap" exists. Lifetime sexual
difficulties are reported by a majority of some populations (up to 59%), yet among those with persistent
issues, only a small fraction (approximately 7.6%) seek professional help. This reluctance is not primarily
due to systemic barriers like a lack of services, but rather stems from personal and emotional barriers
such as shame, embarrassment, difficulty communicating about sexual issues, or a perception that the
problems are not bothersome enough to warrant intervention. This gap between need and care
highlights the necessity for interventions that are not only effective but also accessible, destigmatizing,
and aligned with patient preferences. The rise of private, direct-to-consumer options, such as online
therapeutic programs and over-the-counter supplements, can be viewed as a market response to this
unmet need, offering a discreet alternative to traditional clinical consultation, though this introduces
new challenges related to safety and efficacy.

1.3 The Rationale for Non-Pharmacological Interventions

The limitations of a purely pharmacological approach to sexual dysfunction underscore the critical need
for effective non-pharmacological interventions. While medications have revolutionized the treatment
of certain conditions, particularly male erectile dysfunction, drug therapy alone is often insufficient for
managing the multifaceted nature of SD. Behavioral and psychological interventions are frequently
necessary components of a comprehensive treatment plan, addressing the cognitive, emotional, and
relational factors that pharmacology cannot.

The rationale for prioritizing non-pharmacological strategies is particularly compelling in several
contexts. First, the high cost of many pharmacological interventions can be prohibitive, especially in low-
and middle-income countries, making effective, low-cost alternatives a public health priority. Second, in
special populations, the safety of medication is a primary concern. For postpartum women, for example,
non-pharmacological strategies are essential due to the risk of passing drugs to a newborn through
breast milk. Third, many patients express a preference for non-medical approaches, driven by a desire to
avoid side effects or a belief that "natural" interventions are safer. Finally, for many dysfunctions,
particularly those related to female sexual desire, pharmacological options have demonstrated limited
efficacy and are associated with significant side effects, making psychological and behavioral therapies
the more effective and appropriate first-line treatment. This comprehensive review will therefore
explore the full spectrum of non-pharmacological interventions, from well-established psychological
therapies to the burgeoning market of supplements and complementary medicine, to provide a critical,



evidence-based synthesis of the current state of the science.

1.4 Understanding the Levels of Evidence

To critically evaluate the various treatments discussed in this report, it is essential to understand the
hierarchy of scientific evidence. Not all studies are created equal; some research designs are more
robust and less prone to bias than others. The following table, adapted from established guidelines in
evidence-based medicine, provides a framework for interpreting the quality of evidence supporting each
intervention.

Throughout this report, interventions will be assessed based on where they fall within this hierarchy.
Level 1a evidence, derived from systematic reviews and meta-analyses of high-quality randomized
controlled trials (RCTs), represents the gold standard. Level 1b and 2a evidence from individual RCTs is
also strong. As we move down the hierarchy to non-randomized trials (Level 2b, 2¢c, 3) and expert
opinion (Level 4), the risk of bias increases, and the conclusions should be interpreted with greater
caution. This framework will allow for a more nuanced understanding of what is scientifically proven
versus what is merely promising or speculative.

2.0 Psychological and Behavioral Interventions

Psychological and behavioral interventions form the cornerstone of non-pharmacological treatment for
sexual dysfunction. These therapies are predicated on the understanding that sexual response is not
merely a physiological reflex but is profoundly influenced by thoughts, emotions, behaviors, and
relational dynamics. This section reviews the evidence for the most prominent psychological modalities.

2.1 Cognitive Behavioral Therapy (CBT) and Modern Sex Therapy

Cognitive Behavioral Therapy (CBT) is arguably the most empirically supported psychological
intervention for sexual dysfunction. It operates on the principle that maladaptive cognitions (e.g.,
performance anxiety, unrealistic sexual expectations, negative body image) and learned behavioral
patterns (e.g., avoidance of intimacy) are central to the development and maintenance of sexual
problems.

2.1.1 Mechanisms of Action

The core mechanism of CBT involves identifying, challenging, and restructuring these unhelpful thoughts
and behaviors. For instance, a man experiencing erectile dysfunction due to performance anxiety might
engage in "spectatoring" —anxiously monitoring his own performance rather than focusing on erotic
sensations. CBT would help him identify this cognitive pattern, challenge the catastrophic beliefs
associated with not achieving an erection (e.g., "My partner will leave me"), and replace them with
more balanced thoughts. Behaviorally, therapy might involve homework assignments, psychoeducation,
and skills-building exercises to reduce avoidance and re-engage with intimacy in a non-pressured way.
By addressing both the psychological and physiological components, CBT offers a holistic approach that
aims to equip individuals with long-lasting coping skills, promoting more durable benefits than



treatments that target symptoms alone.

2.1.2 Evidence in Female Sexual Dysfunction

The evidence for CBT in treating FSD is substantial and robust, particularly for disorders of desire,
arousal, and orgasm. A landmark 2013 systematic review and meta-analysis by Frihauf et al. found that
psychological interventions produced a moderate overall effect size for improving symptom severity
(d=0.58) and sexual satisfaction (d=0.47), with particularly strong evidence for women with Hypoactive
Sexual Desire Disorder and orgasmic disorder. Subsequent research has reinforced these findings. Meta-
analyses focusing specifically on CBT for HSDD have reported large improvements in sexual desire, with
a Cohen's d of 0.91.

Clinical trials have demonstrated the efficacy of various CBT delivery formats. Group CBT has been
shown to be an effective tool for treating HSDD, with significant improvements in sexual function that
are maintained at six-month follow-ups. Recognizing the profoundly interpersonal context of female
desire, couple-based CBT (CBCT) has also emerged as a highly effective modality. CBCT not only
improves the woman's dyadic sexual desire and reduces her sexual distress but also improves outcomes
for her partner, highlighting the importance of addressing relational dynamics. Comparative efficacy
studies consistently show that CBT offers broader and more durable improvements than medical
treatments. While medications may provide rapid relief of physiological symptoms like lubrication
deficits, CBT is more effective at addressing the underlying psychological and relational factors, leading
to more sustained improvements in overall sexual health. This body of evidence strongly suggests that
for female sexual desire and arousal disorders, psychological interventions should be considered the
first-line treatment. The limited efficacy and significant side effects of approved medications like
flibanserin stand in stark contrast to the robust and lasting benefits offered by therapies like CBT. This
indicates that FSIAD is, for many women, not a simple neurochemical issue but a complex condition
deeply rooted in cognitive, emotional, and relational contexts that are best addressed through
psychotherapy.

Level of Evidence: 1a

2.1.3 Evidence in Male Sexual Dysfunction

For men, the evidence for CBT is also substantial and robust. It is a primary treatment for psychogenic
erectile dysfunction. By targeting performance anxiety and restructuring negative self-talk, it can
effectively resolve ED that is not primarily organic in origin. It is also a critical component of treatment
for premature ejaculation, often combined with behavioral techniques. The utility of CBT extends to
special populations as well. For survivors of prostate cancer, whose sexual function is often
compromised by treatment, CBT has been shown to significantly improve erectile function, sexual
desire, and overall sexual satisfaction, in addition to promoting better mental health.

Level of Evidence: 1a

2.1.4 Practical CBT Techniques for Self-Help



Drawing from the principles of CBCST, several evidence-based exercises can be practiced by individuals
to begin addressing sexual concerns. These techniques are designed to challenge negative thought
patterns and build new, positive sexual experiences.

For Women:

e Exercise 1: Designing Your Preferred Sexual Scenario

o Objective: To build "bridges to sexual desire" by moving away from passive responsiveness
and actively creating a mentally stimulating and inviting sexual context. This is particularly
useful for women experiencing low desire.

o How to Practice: Like a movie scriptwriter, take time to develop a detailed, vivid erotic
scenario in your mind or in writing. Don't censor yourself; the goal is to discover what is
genuinely arousing to you. Consider all the elements:

m Setting: Where are you? What does it look, sound, and smell like?
m  Mood: Is it romantic, playful, adventurous, dominant, submissive?
m Dialogue and Actions: What is being said and done?

o Reflection: After developing the scenario, reflect on its meaning. How does it differ from your
real-life sexual experiences? What elements of this fantasy can you realistically and
comfortably introduce into your relationship to make sex more appealing and aligned with
your own desires?

e Exercise 2: "Acting Out Orgasm" (Role-Playing)

o Objective: To overcome self-consciousness, shame, and the fear of "losing control" that can
inhibit orgasm. This exercise uses behavioral rehearsal to desensitize anxiety around orgasmic
expression.

o How to Practice (Alone):

1. Create a private, safe space. You might put on music or read erotica to set a sexual mood.

2. Begin to imagine and physically act out the most dramatic, uninhibited orgasm you can.
This is not about actually having an orgasm, but about the performance of one. Move
your body, quicken your breath, make sounds, and allow yourself to be fully expressive
without judgment.

3. It might feel silly or awkward at first, and that's okay. The point is to confront self-
consciousness and give yourself permission to be fully present and expressive in your
body. This practice can make it easier to "let go" during partnered sex.

For Men:

e Exercise 1: The "Wax and Wane" of Erection Exercise
o Objective: To reduce performance anxiety and build confidence by demonstrating that
erections are not an all-or-nothing event. This helps men with ED learn that a temporary
decrease in rigidity is normal and easily reversible with relaxation and continued stimulation.
o How to Practice (with a Partner or Alone):
1. Begin with relaxed, non-demand genital touch. The goal is simply pleasure, not a perfect
erection.
2. Asyou become erect, continue the stimulation for a few minutes, enjoying the sensation.



3. Then, intentionally stop the direct penile stimulation. Let the erection naturally subside
(wane). It's crucial to remain relaxed and view this not as a failure, but as a normal part of
the process.

4. After a minute, resume gentle stimulation. Notice how easily the erection returns (waxes)
when the pressure to perform is removed. Repeating this process teaches the brain and
body that erections are resilient and not as fragile as feared.

e Exercise 2: "Stop-Start" Pacing for Ejaculatory Control
o Objective: To increase awareness of pre-orgasmic sensations and develop voluntary control
over the timing of ejaculation. This is a foundational technique for treating premature
ejaculation (PE).
o How to Practice (Alone, then with a Partner):

1. During masturbation, stimulate yourself until you feel you are approaching the "point of
no return" or "ejaculatory inevitability."

2. At that moment, completely stop all stimulation.

3. Focus on the sensations as the urge to ejaculate subsides. This pause can last for 30-60
seconds.

4. Once the urgency has passed, resume stimulation. Repeat this cycle 3-4 times before
allowing yourself to ejaculate.

5. Once mastered alone, this technique can be incorporated into partnered sex, with the
man signaling his partner to pause stimulation when he feels the urge becoming too
strong. This transforms ejaculation from an automatic reflex into a conscious choice.

2.2 Mindfulness-Based Interventions (MBI)

Mindfulness-Based Interventions have gained significant traction as an effective treatment for sexual
dysfunction. These approaches, rooted in ancient meditative practices, offer a distinct alternative to the
change-oriented focus of traditional CBT.

2.2.1 Core Principles

Mindfulness is defined as the practice of paying attention to the present moment, on purpose, and non-
judgmentally. In the context of sexual therapy, MBI helps individuals break the cycle of anxiety and
distraction that undermines sexual response. Many sexual difficulties are exacerbated by a focus on
distracting thoughts (e.g., "Am | taking too long?"), self-criticism regarding performance, and a lack of
attention to erotic stimuli. Mindfulness training teaches individuals to redirect their attention away from
these cognitive distractions and toward the physical sensations of the present moment—the touch of a
partner, the feeling of arousal, the rhythm of breathing—without judgment. This shift in attentional
focus disrupts the negative feedback loop where anxiety leads to decreased arousal, which in turn leads
to more anxiety.

2.2.2 Efficacy and Mechanisms

The evidence for mindfulness-based interventions is strong and growing. A 2021 meta-analysis of MBls
for sexual dysfunction (including both men and women) found a low to moderate overall effect size



(Cohen's d=0.55) in favor of mindfulness. The effect was stronger in more rigorously designed
randomized controlled trials (RCTs) (d=0.65) compared to studies without a control group (d=0.27),
suggesting a robust treatment effect beyond placebo. For women, MBIs have been shown to be
effective for treating low sexual desire, arousal difficulties, and acquired anorgasmia. For men, a
growing body of evidence suggests that mindfulness practice can improve sexual satisfaction, erectile
function, genital self-image, and reduce performance anxiety.

The mechanisms through which MBI exerts its effects are thought to be multifactorial, including shifting
the quality of attention during sex, decreasing the power of negative sexual schemas, altering negative
goals for sex (e.g., from performance to pleasure), and improving the relational context. Interestingly,
while often presented as a separate therapeutic school, there is considerable convergence between CBT
and MBI. Many modern interventions are, in fact, "mindfulness-based cognitive therapies" that
integrate elements of both. Both modalities aim to alter an individual's relationship with their thoughts.
The primary distinction is that CBT focuses on actively changing or restructuring cognitions, whereas
MBI focuses on accepting them without judgment and allowing them to pass (a process known as
decentering). The similar effect sizes found in meta-analyses for both CBT (d=0.58) and MBI (d=0.55)
suggest that the crucial "active ingredient" may not be the specific technique (restructure vs. accept) but
rather the meta-process of disrupting the automatic, negative cascade that follows an unhelpful
thought. This implies that effective therapy should focus on this meta-process rather than adhering
dogmatically to one approach.

Level of Evidence: 1a

2.2.3 Practical Mindfulness Exercises and Resources

e Mindful Body Scan for Erotic Focus: Lie down comfortably and bring your attention to your body,
starting with your toes and slowly moving upwards. Notice any sensations—warmth, tingling,
pressure—without judgment. When you reach your genital area, simply observe the sensations
present (or absent) with gentle curiosity. This practice trains the mind to stay connected to the
body's sensory experience, which is the foundation of arousal.

e Mindful Pleasure Practice: During self-pleasuring or partnered touch, make a conscious effort to
keep your attention on the physical sensations of the moment. When your mind wanders to
distracting thoughts (worries, to-do lists, self-criticism), gently and non-judgmentally guide it back
to the feeling of touch, the rhythm of your breath, or the sensations of arousal in your body.

e Recommended Reading: For those interested in a deeper dive, Better Sex Through Mindfulness:
How Women Can Cultivate Desire by Dr. Lori Brotto is a highly recommended, evidence-based
guide. While focused on women, its principles are applicable to all genders.

2.3 Foundational and Couples-Based Approaches

While CBT and MBI represent comprehensive therapeutic systems, other specific techniques and
relational therapies are foundational to the practice of sex therapy.

2.3.1 Sensate Focus



Developed by William H. Masters and Virginia E. Johnson in the 1960s, sensate focus remains a
cornerstone of modern sex therapy. It consists of a structured, hierarchical series of touching exercises
for couples. The process begins with non-genital, non-demand touching, with the explicit goal of
focusing only on the sensory experience—the texture, temperature, and pressure of touch—for one's
own absorption. Performance goals, including intercourse and even orgasm, are temporarily banned.
This prohibition is designed to alleviate performance anxiety and allow sexual response to emerge
naturally rather than being forced. As the couple progresses through the stages, touching gradually
includes breasts and genitals, and eventually intercourse is reintroduced, but with the same emphasis
on sensory awareness over goal-oriented performance. The evidence for sensate focus is well-
established within the context of broader sex therapy protocols. It is highly effective for a wide range
of dysfunctions, including low desire, arousal difficulties, and orgasmic disorders, and is frequently cited
by couples as the single most helpful component of their therapy.

Level of Evidence: 2a (as a component of broader therapy)

2.3.2 Emotion-Focused Therapy (EFT) and Communication Training

Emotion-Focused Therapy (EFT) is a humanistic, experiential therapy that focuses on strengthening the
emotional bond and attachment between partners. The premise is that a secure emotional connection is
the foundation for a fulfilling sexual relationship. EFT helps couples identify and de-escalate negative
interactional cycles, access and express underlying attachment-related emotions, and create new, more
positive patterns of engagement. The evidence for EFT in sexual dysfunction is emerging and promising.
In populations such as cancer survivors, EFT has demonstrated efficacy comparable to CBT in improving
sexual function and relational well-being. More broadly, training in interpersonal assertiveness and
effective communication is a key component of most sex therapy approaches, addressing relational
issues around intimacy, trust, and desire that often underlie sexual problems.

Level of Evidence: 2b

2.4 Psychoeducation and Counseling Models

Educational and counseling interventions play a crucial role, particularly as a first-line or adjunctive
treatment. Many individuals with sexual difficulties hold myths and misconceptions about sexuality or
lack basic knowledge about sexual anatomy and response. Psychoeducational programs can effectively
dispel these myths, increase knowledge, and improve comfort in discussing sexual matters, leading to
significant improvements in sexual function.

The PLISSIT model is a widely used framework for structuring sexual counseling. It is an acronym for
Permission, Limited Information, Specific Suggestions, and Intensive Therapy. This tiered approach
allows clinicians to provide the level of intervention appropriate for the patient's needs. Many
individuals benefit simply from being given permission to discuss their sexual concerns and receiving
limited information to correct misconceptions. For others, specific suggestions (e.g., trying a new
position, using a lubricant) may be required. Only a minority of patients will need referral for intensive
therapy. The evidence for this model is strong, especially in populations such as postpartum women and



individuals with multiple sclerosis, where educational and counseling interventions based on this or

similar models have been shown to be highly effective.

Level of Evidence: 2a
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2.5 A Deeper Dive into Cognitive-Behavioral Couple Sex Therapy (CBCST)

While the previous section provides a summary of CBT's efficacy, this section, drawing heavily on the
work of Metz, Epstein, and McCarthy (2018), offers a more detailed exploration of the specific
principles, models, and practical exercises that define modern Cognitive-Behavioral Couple Sex Therapy
(CBCST). This approach represents a significant evolution from early sex therapy, integrating a robust
understanding of couple dynamics with classic cognitive-behavioral techniques.

2.5.1 Core Principles and Therapeutic Stance

CBCST is fundamentally a subspecialty of couple therapy. It recognizes that sexual dysfunction is rarely
just an individual's problem; if not in origin, it invariably becomes a relational issue in its impact. The
therapeutic process is structured, collaborative, and relatively time-limited, typically involving a 4-
session assessment followed by 10-20 treatment sessions. The therapist acts as an active,
psychoeducational coach, working with the couple as an "intimate sexual team" to achieve their specific,
measurable goals.

A central tenet of this modern approach is the Good Enough Sex (GES) model. This model directly
confronts the performance-oriented, perfectionistic sexual scripts that fuel anxiety and dissatisfaction.
Instead of viewing intercourse as a pass/fail test of individual performance culminating in orgasm, the
GES model reframes sexuality as a shared experience of pleasure, intimacy, and connection. It
emphasizes that sexual satisfaction is derived from the meaning partners attach to their experiences,
not just the physiological function. This perspective normalizes occasional difficulties and prioritizes
realistic expectations, emotional closeness, and mutual support over a narrow focus on perfect
performance.

The key characteristics of the CBCST approach include:

A focus on the interplay of cognitive, emotional, and behavioral processes within the relationship.
A structured, collaborative, and time-limited process.
A moderately directive, psychoeducational stance from the therapist.

Teaching new skills in communication, problem-solving, cognitive restructuring, and emotion
regulation.
e The use of psychosexual skill exercises assigned as homework to practice between sessions.

2.5.2 The Biopsychosocial Model in CBCST

CBCST is grounded in a comprehensive biopsychosocial model that organizes assessment and treatment
around five interconnected domains of sexual health and satisfaction:

1. Developmental: This domain recognizes that sexuality is a lifelong process of growth and
adaptation. Sexual challenges and their meanings differ across the lifespan, from young adulthood
to middle age and beyond. Healthy sexual development involves lifelong learning, resilience, and
adapting to the physical and psychological changes that occur with age.

2. Biological: This covers physiological function, including vascular, neurologic, and hormonal
systems. A core part of therapy is providing accurate education about sexual physiology to correct



myths and establish realistic expectations about the body's responses.

Psychological: This domain includes the individual's cognitions, behaviors, and emotions. Therapy
targets specific psychological factors that maintain dysfunction, such as negative attributions (e.g.,
"He's not attracted to me anymore"), catastrophic expectations, unrealistic standards for
performance, and the anxious self-monitoring known as "spectatoring."

Relationship: This domain focuses on the couple's dyadic functioning, including their shared
identity, patterns of interaction, and emotional intimacy. Therapy addresses destructive patterns
like power struggles or demand-withdraw cycles and fosters cooperation, empathy, and emotional
cohesion.

Psychosexual Skills: This domain encompasses the practical, learnable skills of lovemaking. This
includes understanding different arousal styles, mastering pleasuring techniques, developing erotic
scenarios, and maintaining flexibility in sexual encounters.

This integrative model ensures that the therapist considers all facets of the sexual problem, from a

medication side effect (biological) to performance anxiety (psychological) to unresolved conflict

(relationship), creating a holistic and effective treatment plan.

2.5.3 Evolving Models of Sexual Response in CBCST

A crucial psychoeducational component of CBCST involves updating couples' understanding of the

sexual response cycle, moving beyond simplistic or outdated models.

The Classic Linear Model: Based on the work of Masters and Johnson, and later modified by Kaplan
to include desire, this model posits a linear progression: Desire -> Arousal -> Plateau -> Orgasm ->
Resolution. While this accurately describes a common pattern, particularly for men, treating it as
the only "normal" or "correct" way to experience sex can create immense pressure. A man who
experiences a normal fluctuation in his erection during the plateau phase might panic, believing he
is "failing," which in turn creates anxiety that kills arousal.

The Responsive Desire Model: Developed by Rosemary Basson, this model offers a crucial
alternative, particularly relevant for women in long-term relationships (and increasingly for men as
they age). This model suggests that desire doesn't always come first. Instead, the cycle often begins
with a woman in a state of sexual neutrality. A decision to become sexual—motivated by a desire
for intimacy, connection, or pleasure—leads her to be receptive to Sexual Stimuli. This, in turn,
sparks Sexual Arousal, and only then does the subjective feeling of Sexual Desire emerge, leading
to continued arousal and eventual physical and emotional satisfaction. This model is empowering
because it validates the common female experience where desire is responsive rather than
spontaneous, and it shifts the focus from a biological drive to the relational context of intimacy and
pleasure.

Educating couples about both models helps them normalize their experiences, reduce pressure, and

appreciate the different pathways to sexual satisfaction.

2.6 A Practical Guide to CBCST Exercises for Individuals and Couples

Psychosexual skill exercises, often called "homework," are a critical component of CBCST. They bridge



the gap between discussing sexual issues in a therapy session and creating new, positive sexual
experiences in real life. These exercises are designed to be progressive, starting with foundational skills
for relaxation and self-awareness and gradually building toward more intimate and erotic couple
interactions. This section provides a practical framework of these exercises, adapted from the work of
Metz, Epstein, and McCarthy (2018), which can serve as a starting point for individuals and couples.

2.6.1 Foundational Exercises for Individuals

Before couples can work effectively as a team, it is often helpful for each partner to develop a greater
sense of personal comfort, body awareness, and relaxation. These exercises can be practiced alone and
are beneficial for anyone, regardless of relationship status.

Exercise 1: Mindful Breathing and Relaxation

® Objective: To reduce the background level of anxiety and stress that often interferes with sexual
response, and to increase one's ability to focus on physical sensations.
e How to Practice:

1. Find a quiet, comfortable place where you won't be disturbed for 5-10 minutes. Sit or lie down
in a relaxed position.

2. Close your eyes and bring your attention to your breath. Don't try to change it; just notice the
sensation of the air entering your nostrils, filling your lungs, and then leaving your body.

3. After a minute or two of focusing on your breath, begin a Progressive Muscle Relaxation
sequence. Start with your feet. Tense the muscles in your feet and toes, hold for a count of
five, and then release, noticing the feeling of warmth and relaxation that follows.

4. Systematically work your way up your body, tensing and releasing each major muscle group:
calves, thighs, buttocks, abdomen, hands, arms, shoulders, and finally, the muscles in your
face.

5. End the exercise by returning your focus to your breath for another minute, enjoying the
feeling of deep physical relaxation.

Exercise 2: Pelvic Muscle (PM) Awareness and Training (Kegels)

e Objective: To identify, strengthen, and gain conscious control over the pelvic floor muscles. This
enhances awareness of genital sensations and is a key skill for managing arousal and orgasm for
both men and women.

e How to Practice:

1. Identify the Muscle: The easiest way to find your pelvic floor muscle (pubococcygeus or PC
muscle) is to stop the flow of urine mid-stream. The muscle you squeeze to do this is your PM.
(Note: Do this only to identify the muscle; do not make a habit of exercising while urinating).

2. Basic Contractions: Once you've identified the muscle, you can exercise it anytime. Contract
(tighten) the PM and hold for 3 seconds, then completely relax it for 3 seconds. Repeat this 10
times. Aim to do 3 sets of 10 repetitions daily.

3. Develop Control: Imagine your PM control is on a continuum from 0 (completely relaxed) to
10 (fully contracted). Practice tightening to different levels (e.g., tighten to a '5', hold, then
relax to '0'; then tighten to a '10', hold, then relax). This builds finer motor control, which is



crucial for managing high levels of arousal.
Exercise 3: Genital Self-Exploration and Appreciation

® Objective: To increase knowledge of your own sexual anatomy and response, build a positive body
image, and discover what types of touch are most pleasurable in a non-demand, curious way.
e How to Practice (for a Woman):

1. Create a private, comfortable, and warm space. Prop yourself up with pillows and use a hand
mirror to get a clear view of your genitals.

2. Visually explore your vulva. Identify the outer lips (labia majora), inner lips (labia minora), and
the clitoral hood. Gently part the lips to see the clitoral glans and the vaginal opening. The goal
is simple, non-judgmental observation and familiarity.

3. Using a water-based lubricant, begin to explore the area with your fingers. Notice the different
textures and sensations. Pay attention to what feels pleasurable, interesting, or even neutral.
There is no goal other than discovery. This exercise helps reclaim your body and build sexual
self-confidence.

e How to Practice (for a Man):

1. The principles are the same: privacy, comfort, and curiosity.

2. Visually and manually explore your genitals in a relaxed state. Notice the texture of the
scrotum and the weight of the testicles.

3. Asyou become erect, pay close attention to the sensations. Use lubricant and explore
different types of touch on the shaft, the ridge of the glans (corona), and the frenulum (the
sensitive area on the underside of the head). The goal is not just to rush to orgasm, but to
learn the nuances of your own arousal and pleasure.

Exercise 4: Cognitive Restructuring: Challenging Negative Sexual Thoughts

e Objective: To identify, challenge, and replace the automatic negative thoughts (ANTs) that fuel
sexual anxiety and avoidance.
e How to Practice:

1. Identify the ANT: The next time you feel anxious, ashamed, or avoidant about sex, pause and
ask yourself: "What was just going through my mind?" Write down the thought exactly as it
occurred. (e.g., "I'm going to lose my erection," "I'm taking too long to get aroused," "My body
looks awful.").

2. Examine the Evidence: Treat the thought like a hypothesis, not a fact. Ask yourself:

m  "What is the evidence that this thought is true?"
m  "What is the evidence that this thought is not true?"
m  "What is a more balanced or realistic way to look at this?"

3. Create a Constructive Replacement Thought: Write a new thought that is more
compassionate, realistic, and helpful. (e.g., "It's normal for erections to wax and wane. | can
relax and focus on the pleasure of touch," "My body is fine just as it is. | can focus on how
good it feels to be touched," "Arousal takes time. | can enjoy the process without rushing.").

4. Repeat this process regularly. Over time, this practice weakens the power of negative
thoughts and builds a more positive internal narrative about sex.



2.6.2 Foundational Exercises for Couples

These exercises are designed to be done together and build upon the individual skills of relaxation and
awareness. They are structured to systematically reduce performance pressure and rebuild intimacy and
trust.

Exercise 1: Talking About Sexual Feelings and History

® Objective: To create a foundation of safety and mutual understanding by sharing past experiences
and current feelings about sexuality in a structured, non-judgmental way.
e How to Practice:
1. Set aside a specific time to talk, free from distractions. Agree to use the Speaker-Listener
technique mentioned in section 2.3.2 to ensure both partners feel heard and respected.
2. Take turns asking and answering questions about your sexual histories and attitudes. Use
open-ended prompts like:
m  "What were the first messages you learned about sex growing up?"
m  "What's one of your most positive or affirming sexual memories (either alone or with a
partner)?"
m  "What is one of your biggest fears or worries when it comes to our sexual relationship?"
3. The Listener's only job is to understand, not to rebut or defend. After the Speaker is finished,
the Listener should say, "Thank you for sharing that with me. What | heard you say was..." This
validation is crucial for building emotional safety.

Exercise 2: Sensate Focus - A Step-by-Step Guide

e Objective: To dismantle performance anxiety by removing all goals (including arousal and orgasm)
and re-focusing on the simple, shared pleasure of non-demand touch. This is often the most
powerful intervention in CBCST.

o The Setup: Agree on a time and create a warm, comfortable, and private space. No phones, no TV.
Nudity is encouraged but not required if it causes too much anxiety initially. Decide who will be the
"giver" first.

e Stage 1: Non-Genital Pleasuring

1. The receiver lies comfortably, and the giver begins to explore their partner's body with touch.
The focus is on the giver's own experience of touching—noticing textures, shapes, and
temperatures.

2. The receiver's job is simply to be present and notice the physical sensations, without any need
to perform or even become aroused.

3. THE RULES ARE CRITICAL: For this exercise, genitals and female breasts are off-limits. There is
a strict ban on intercourse. The goal is not to arouse your partner, but simply to explore and
experience touch.

4. After 15-20 minutes, switch roles.

5. Afterward, briefly share the experience: "What | enjoyed most was..." or "One thing | noticed
was..."

e Stage 2: Genital Pleasuring



1. Only proceed to this stage after both partners are completely comfortable and anxiety-free
with Stage 1.

2. The format is the same, but the touch now includes the genitals and breasts.

3. THE RULES REMAIN THE SAME: The goal is still sensory exploration and pleasure, not arousal
or orgasm. This is an opportunity to learn what kind of genital touch feels good in a safe, non-
pressured context. The receiver can gently guide the giver's hand to show what pressure and
pace they prefer.

Exercise 3: Mapping Your Arousal Continuum

e Objective: For each partner to understand their own and their partner's unique pattern of arousal,
from initial desire to orgasm. This builds psychosexual skill and improves communication.
e How to Practice:

1. Individually, each partner creates a personal "Sexual Arousal Continuum" on a scale of O (not
at all aroused) to 100 (orgasm).

2. List specific thoughts, feelings, and behaviors and assign them a number on your continuum.
Be specific. For example:

m Desire Phase (1-20): "Thinking about my partner during the day" (5), "Getting a
compliment from my partner" (15).

m Arousal Phase (21-50): "A long, romantic kiss" (30), "Manual stimulation of my
breasts/chest" (45).
Plateau Phase (51-80): "Receiving oral sex" (70), "Slow, gentle intercourse" (75).
Orgasm Phase (81-100): "Faster, deeper intercourse" (90), "Intense clitoral/penile
stimulation" (95).

3. Share your maps with each other. This is not to create a rigid script, but to foster
understanding. You might discover that what one partner finds highly arousing (e.g., fast pace)
is only moderately arousing for the other. This knowledge allows the couple to better pace
their lovemaking and ensure both partners stay engaged and connected.

By following this progressive framework, couples learn to replace anxiety and avoidance with a new
sexual script founded on communication, mutual pleasure, and intimate connection.

3.0 Nutraceuticals, Supplements, and 'Grey Area' Molecules

The market for dietary supplements aimed at treating sexual dysfunction and enhancing performance is
vast and largely unregulated. Consumers are often drawn to these products due to their accessibility
and the perception that "natural" remedies are safer than prescription medications. However, the
scientific evidence for their efficacy and safety is highly variable. This section provides a critical review of
the evidence for common herbal supplements, vitamins, minerals, and other compounds, highlighting
both promising agents and significant concerns regarding product quality and regulation.

3.1 Herbal Supplements: A Critical Review of the Evidence

Herbal remedies have been used for millennia in traditional medicine systems to address sexual health.



Modern clinical research has begun to evaluate these traditional claims, yielding a spectrum of evidence
from robust to negligible.

3.1.1 Interventions with Substantial Evidence
Panax ginseng (Korean Red Ginseng):

o Pharmacodynamics: The primary active compounds in Panax ginseng are ginsenosides, a class of
steroidal saponins. The key mechanism of action for erectile function is believed to be the
enhancement of nitric oxide (NO) synthesis in the vascular endothelium of the corpus cavernosum.
Ginsenosides stimulate the activity of endothelial nitric oxide synthase (eNOS), leading to increased
NO production. NO is a potent vasodilator that relaxes the smooth muscle tissue in the penis,
allowing for increased blood flow and facilitating an erection. Some animal studies also suggest a
modest effect on testosterone levels, but this is not consistently supported in human trials. For
female sexual function, the mechanisms are less clear but likely involve similar NO-mediated
improvements in genital blood flow, as well as potential modulation of central neurotransmitter
systems involved in arousal and desire.

e Standardization and Evidence: Most clinical trials have used Korean Red Ginseng extract. While
specific ginsenoside content is not always reported, effective doses in positive studies range from
800 mg to 3000 mg per day. The evidence for its efficacy in male ED is substantial, supported by
multiple systematic reviews and meta-analyses.

Level of Evidence: 1a

L-arginine:

o Pharmacodynamics: L-arginine is a semi-essential amino acid that serves as the direct substrate for
the nitric oxide synthase (NOS) enzyme family. By providing more of this raw material,
supplementation is thought to increase the overall production of nitric oxide (NO). This leads to
vasodilation and improved blood flow to the genitals, which is the foundational physiological
process for penile erection and clitoral engorgement. Its action is systemic but has a pronounced
effect on vascular beds critical for sexual response.

e Standardization and Evidence: As a pure amino acid, standardization is not an issue. However,
dosage is critical. Meta-analyses show efficacy for mild to moderate ED at daily doses between
1,500 mg and 5,000 mg. Many commercial combination products use sub-therapeutic doses. The
evidence for its use in men is substantial, though it may be less effective in cases of severe ED. For
women, evidence is mostly from studies of combination formulas, making it difficult to isolate the
effect of L-arginine alone.

Level of Evidence (Male ED): 1a
Level of Evidence (Female SD): 2b

3.1.2 Interventions with Emerging or Mixed Evidence
Tribulus terrestris:

o Pharmacodynamics: The active compounds are believed to be steroidal saponins, particularly
protodioscin. Its mechanism is not fully elucidated but is thought to be multifactorial. It does not



appear to directly increase testosterone levels in humans, contrary to popular marketing claims.
Instead, it may work by increasing the density of androgen receptors in the brain, making the body
more sensitive to existing androgens. There is also some evidence that it may promote the release
of nitric oxide from the endothelium.

Standardization and Evidence: Clinical trials have used extracts standardized to contain a specific
percentage of furostanol saponins (e.g., 45%). Meta-analyses for both male and female sexual
function are positive. However, the primary studies are often of lower quality with a high risk of
bias, leading to a classification of emerging, rather than substantial, evidence.

Level of Evidence: 2a

Lepidium meyenii** (Maca):**

Pharmacodynamics: The precise mechanism of Maca is unknown. It contains unique compounds
called macamides and macaenes. Research suggests its effects on libido are independent of any
direct action on sex hormones like testosterone or estrogen. It does not appear to significantly
alter hormone levels in postmenopausal women or men. Its pro-sexual effects are thought to be
mediated through actions on the central nervous system, though the specific pathways have not
been identified.

Standardization and Evidence: Studies have typically used gelatinized Maca powder at doses
around 3g per day. The evidence for improving libido, particularly in postmenopausal women, is
promising but mixed. More high-quality RCTs are needed.

Level of Evidence: 2b

Eurycoma longifolia** (Tongkat Ali):**

Pharmacodynamics: This herb is thought to have a dual mechanism of action. First, its active
compounds, quassinoids, may act as weak phosphodiesterase-5 (PDE5) inhibitors, the same
mechanism as prescription ED drugs like sildenafil, leading to enhanced NO-mediated vasodilation.
Second, it may increase the level of free (biologically active) testosterone by inhibiting the action of
sex hormone-binding globulin (SHBG).

Standardization and Evidence: Research is still limited. Some smaller RCTs show positive effects on
erectile function scores, but larger, more robust studies are lacking. The evidence is emerging and
requires more research.

Level of Evidence: 2b

Horny Goat Weed (Epimedium):

Pharmacodynamics: The primary active compound is icariin, which has been shown in laboratory
(in vitro) studies to be a weak PDE5 inhibitor. This provides a plausible biological mechanism for
improving erectile function.

Standardization and Evidence: Despite the plausible mechanism, there is a significant lack of
human clinical trials. Its reputation is based almost entirely on animal studies and traditional use.
Level of Evidence: 3

3.1.3 Interventions with Significant Safety Concerns

Pausinystalia yohimbe** (Yohimbine):**



o Pharmacodynamics: Yohimbine is an indole alkaloid that acts as a selective alpha-2 adrenergic
receptor antagonist. By blocking these receptors in the central and peripheral nervous system, it
increases the release of norepinephrine. This sympathetic activation can increase blood pressure,
heart rate, and stimulate areas of the brain associated with arousal and libido. Unlike most other
ED supplements, its primary action is not on the nitric oxide pathway but on central arousal
systems.

e Standardization and Evidence: Systematic reviews find cautiously positive evidence for its efficacy
in treating ED. However, its narrow therapeutic window and significant risk of cardiovascular and
neurological side effects (hypertension, tachycardia, anxiety, seizures) make it unsafe for over-the-
counter use.

Level of Evidence: 2a (for efficacy), but with major safety contraindications.

3.2 Vitamins, Minerals, and Other Endogenous Compounds

The role of micronutrients and endogenous hormones in sexual function is an area of active research,
though the evidence for supplementation is often conditional.

Vitamins and Minerals: Epidemiological studies have identified associations between deficiencies in
certain micronutrients and a higher risk of ED. Specifically, low levels of Vitamin D, Vitamin B9 (folic
acid), and zinc have been linked to erectile dysfunction. Vitamin B3 (niacin) intake has also been
associated with a reduced risk of ED. A systematic review found that niacin supplementation had a
significant positive effect on erectile function, whereas supplementation with vitamins A, C, and E did
not show a significant benefit. While correcting a deficiency may be beneficial, the evidence that
supplementation improves sexual function in individuals with adequate levels is weak. However, a
recent meta-analysis on general antioxidant supplementation (which can include vitamins, L-arginine,
and herbal extracts) found that it appears to be a safe and effective strategy for improving erectile
function, particularly in men with more severe ED.

Level of Evidence: 2a (for correcting deficiencies); 1a (for general antioxidant supplementation in ED)
Dehydroepiandrosterone (DHEA): DHEA is a precursor hormone produced by the adrenal glands that can
be converted into testosterone and estrogen. Some studies suggest that DHEA supplementation may
help restore libido in older women and improve ED in some men, particularly those without other clear
causes like diabetes. However, the evidence is not robust, with some sources dismissing it as
unsubstantiated hype. As a powerful hormone, DHEA carries significant safety concerns, especially with
long-term use, and should not be taken without a physician's supervision.

Level of Evidence: 2b

3.3 Adaptogens and Nootropics for Libido and Performance
A growing category of supplements includes adaptogens and nootropics, which are primarily marketed

for their effects on stress and cognitive function, respectively, but are also claimed to benefit sexual
health.

Adaptogens: These are herbs and mushrooms purported to help the body adapt to and resist physical
and psychological stress. Since stress and its associated hormone, cortisol, can significantly suppress



libido, adaptogens are thought to enhance sexual function indirectly by mitigating the effects of stress.
Ashwagandha (Withania somnifera) is a prominent adaptogen with some clinical evidence supporting its
use for sexual health. One study found it significantly improved sexual function in women, while another
noted increased sperm counts in men. However, a meta-analysis on its effect on male ED was
inconclusive due to high heterogeneity and risk of bias in the included studies.

Level of Evidence: 2b

Nootropics: This is a broad class of substances, often called "smart drugs," intended to improve
cognitive function. While some ingredients classified as nootropics, such as Panax ginseng, have
established roles in sexual medicine, the direct evidence linking most common nootropic compounds
(e.g., choline, L-theanine, piracetam) to libido enhancement is sparse and largely anecdotal. Their
potential effects are more likely to be indirect, through mechanisms like reduced anxiety or improved
mood.

Level of Evidence: 4

3.4 'Grey Area' Molecules and Critical Considerations

This subsection addresses substances that affect sexual function but are not therapeutic agents, and
highlights the overarching safety and regulatory issues in the supplement market.

Research Chemicals and Environmental Disruptors: A range of environmental chemicals, such as
fungicides, pesticides, and industrial pollutants like dioxins, function as endocrine disruptors. These
substances can interfere with the body's hormonal systems, leading to documented negative effects on
the male reproductive axis, including reduced libido and erectile dysfunction. This toxicological evidence
provides a stark contrast to the intended therapeutic effects of supplements and underscores the
sensitivity of the sexual response system to chemical interference.

Safety, Regulation, and Adulteration: The single most critical issue pervading the supplement industry is
the lack of stringent regulation. This creates a "buyer beware" market fraught with risks. Many products
marketed as "herbal Viagra" have been found to be adulterated with undeclared prescription drug
ingredients, such as sildenafil or its chemical analogues, which can cause dangerous side effects and
drug interactions. This presents a significant public health risk.

Even when not illegally adulterated, the quality and composition of commercial supplements are often
highly questionable. This is demonstrated by a critical mismatch between the scientific evidence and the
products available to consumers. For example, the well-established mechanism for L-arginine requires a
daily dose of several grams to be effective. However, a systematic analysis of supplements marketed in
Italy found that over 90% of products containing L-arginine used it at an incorrect, sub-therapeutic
dosage. Overall, 80% of the 25 supplements analyzed were deemed to have no expected efficacy based
on their composition, and nearly 89% contained at least one active ingredient dosed below its minimal
effective daily dose. This reveals a fundamental disconnect: the scientific rationale for an ingredient is
used for marketing, but the product itself is not formulated to deliver a therapeutic effect.
Consequently, the failure of many supplements in practice may not be due to the inefficacy of the core
ingredient, but to the fundamentally flawed composition of the commercial products.



Another significant methodological challenge, particularly in the study of supplements for women, is the
reliance on proprietary combination formulas. Many of the positive studies on ingredients like L-arginine
for female sexual function have used products like ArginMax or Lady Prelox, which contain a cocktail of
vitamins, minerals, and other herbal extracts. This "black box" approach makes it scientifically
impossible to attribute the observed effects to any single component. It is unclear whether the benefit
comes from L-arginine, another ingredient, or a synergistic effect between them. This practice creates
an opaque evidence base that benefits manufacturers of specific formulas but hinders the scientific
community's ability to make clear recommendations about individual ingredients.
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Table 3.1 Abbreviations & Definitions:

e |IEF (International Index of Erectile Function): A widely used questionnaire for assessing erectile
dysfunction. The full version has 15 questions, while the IIEF-5 is a 5-question screener. Higher
scores indicate better erectile function.

e DISF-M (Derogatis Interview for Sexual Functioning-Male): A structured interview to evaluate the
quality of a man's sexual function across multiple domains (e.g., desire, arousal, orgasm).

e MD (Mean Difference): A statistic showing the absolute difference between the average scores of
two groups (e.g., treatment vs. placebo).

o NPT (Nocturnal Penile Tumescence): Erections that occur during sleep, used as an objective
measure of physiological erectile capacity.
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Table 3.2 Abbreviations & Definitions:

e FSFI (Female Sexual Function Index): A 19-item self-report questionnaire assessing female sexual
function across six domains: desire, arousal, lubrication, orgasm, satisfaction, and pain. Higher
scores indicate better sexual function.

e SMD (Standardized Mean Difference): A statistic used in meta-analyses to combine results from
studies that use different scales to measure the same outcome. It represents the size of the
treatment effect.

e HSDD (Hypoactive Sexual Desire Disorder): A clinical diagnosis characterized by a persistent lack of
sexual thoughts, fantasies, and desire for sexual activity that causes personal distress.

4.0 Complementary and Alternative Medicine (CAM)
Approaches

Complementary and Alternative Medicine (CAM) encompasses a diverse group of healthcare systems,
practices, and products that are not generally considered part of conventional medicine. Many
individuals with sexual dysfunction turn to CAM therapies, seeking less invasive or more holistic
treatment options. This section evaluates the evidence for several prominent CAM modalities.

4.1 Mind-Body Practices

Mind-body practices like yoga integrate physical postures, breathing techniques, and meditation to
improve physical and mental health. Their holistic nature makes them a theoretically ideal intervention
for the biopsychosocial complexity of sexual dysfunction.

Yoga: The evidence for yoga is preliminary but promising. Pilot studies have demonstrated that a 12-
week yoga program can lead to statistically significant improvements across all measured domains of
sexual function for both men and women. In men, this included improvements in desire, intercourse
satisfaction, performance, confidence, erection, ejaculatory control, and orgasm. In women, benefits
were seen in desire, arousal, lubrication, orgasm, satisfaction, and pain reduction. The proposed
mechanisms for these broad effects are multifactorial and align well with the biopsychosocial model of
sexual health. Yoga is believed to calm the mind and reduce stress (addressing psychological factors),
tone the abdomino-pelvic muscles (a physical mechanism similar to Kegel exercises), improve blood flow
to the genitals, and enhance endocrinal function (addressing biological factors). This multi-system
impact may explain its apparent robust effects compared to interventions with a narrower mechanism
of action. Despite these promising findings, the research is still in its early stages and lacks large-scale,
rigorously controlled trials.



Level of Evidence: 3

4.2 Acupuncture and Traditional Chinese Medicine (TCM)

Acupuncture, a key component of Traditional Chinese Medicine (TCM), involves the insertion of fine
needles into specific points on the body to influence the flow of energy, or gi.

Theoretical Basis: From a TCM perspective, sexual function is intimately linked to the health of several
organ and meridian systems, particularly the Kidney, which stores the body's fundamental essence
(jing), and the Liver, which governs the smooth flow of gi and blood. Sexual dysfunction is therefore
viewed as a manifestation of an imbalance or deficiency in these systems. Acupuncture treatment is
tailored to the individual's specific TCM diagnosis, with acupoints selected on the relevant meridians
(e.g., Ren, Kidney, Liver, Spleen) to restore balance.

Clinical Efficacy: The clinical evidence for acupuncture in treating sexual dysfunction is insufficient and
contradictory. On one hand, some individual pilot studies and clinical reports have shown remarkably
positive results. For example, one pilot study on FSD reported an overall treatment improvement rate of
100%, with significant gains across all domains of the Female Sexual Function Index (FSFI) and high
patient satisfaction. On the other hand, high-level systematic reviews and overviews of reviews
consistently reach a more circumspect conclusion. They repeatedly state that the current evidence is
insufficient to recommend acupuncture as a reliable treatment for either male ED or FSD. This
discrepancy arises from significant methodological weaknesses in the primary research, including small
sample sizes, a high risk of bias, lack of adequate sham controls, and conflicting results between studies.
This evidence paradox suggests that the field may be affected by publication bias, where small, positive
studies are more likely to be published than null findings. It also points to a fundamental challenge in
studying CAM: the individualized nature of TCM diagnosis and treatment clashes with the
standardization required for conventional RCTs, making it difficult to evaluate the modality in a way that
satisfies the criteria of modern evidence-based medicine.

Level of Evidence: 3

4.3 Physical and Device-Based Therapies

This category includes interventions that use physical exercises or mechanical devices to improve sexual
function.

Pelvic Floor Muscle Training (PFMT): Also known as Kegel exercises, PFMT involves the voluntary
contraction and relaxation of the muscles of the pelvic floor. It is a well-established and highly effective
non-pharmacological intervention. Strengthening these muscles can improve orgasmic function,
enhance genital sensation, and provide support for pelvic organs. PFMT is a key intervention for
postpartum women, where it has been shown to increase sexual self-efficacy. It is also one of the most
effective non-pharmacological treatments for sexual dysfunction in individuals with multiple sclerosis
and can improve sexual function in those with urinary incontinence. While individual RCTs consistently
show positive effects on FSFI scores, some meta-analyses have failed to find a significant overall effect,
likely due to high heterogeneity in the training protocols, duration, and populations studied.

Level of Evidence: 1a



Vaginal Electrical Stimulation: This therapy involves using a probe to deliver a mild electrical current to

the vaginal muscles, causing them to contract. The evidence is strong, with RCTs showing that this

technique can significantly improve both subjective sexual function and objective pelvic floor muscle

strength in women.

Level of Evidence: 1b

Mechanical Devices for Men: For men with ED, several device-based therapies are available.

e Vacuum Erection Devices (VEDs): A VED uses a plastic cylinder and a pump to create a vacuum
around the penis, drawing blood into it to create an erection-like state, which is then maintained
by a constriction ring placed at the base. VEDs are highly effective, producing usable erections in
over 90% of patients. However, their main drawback is patient and partner acceptability; the
erection can feel cold, the process can be cumbersome, and the constriction ring can be
uncomfortable.

Level of Evidence: 2a

e Penile Prostheses: This is a surgical solution involving the implantation of a device (either malleable
rods or an inflatable system) into the corpora cavernosa. Modern three-piece inflatable prostheses
come closest to mimicking a natural erection and flaccidity and are associated with high rates of
patient and partner satisfaction. It is an effective but invasive last-resort treatment for severe
organic ED.

Level of Evidence: 2¢

e Low-Intensity Extracorporeal Shockwave Therapy (Li-ESWT): This is a newer, non-invasive therapy
for vasculogenic ED. It involves applying low-energy shockwaves to the penile shaft with the aim of
promoting neovascularization (the growth of new blood vessels) and improving blood flow. Its
efficacy is still being established, with emerging evidence from ongoing clinical trials.

Level of Evidence: 2a
Modality Proposed Target Summary of Level of
Mechanism(s) Population/Dysf | Clinical Evidence
unction Evidence
Yoga Holistic/Multi- Female & Male: Pilot studies 3
system: Stress General sexual show significant
reduction, pelvic function improvement in
muscle toning, enhancement, all domains of
improved blood premature sexual function
flow, hormonal ejaculation. for both men
regulation. and women
after 12-week
programs.
Acupuncture TCM-based: Female & Male: Highly 3
Balances gi and ED, premature inconsistent.




blood flow in
key meridians
(Kidney, Liver,
etc.). Western
view: Modulates
neurotransmitte

ejaculation, FSD
(low desire,
arousal, pain).

Some pilot
studies report
dramatic
success, but
systematic
reviews

rs and consistently
hormones. conclude
evidence is
insufficient due
to poor study
quality and
conflicting
results.
Pelvic Floor Strengthens Female: Well-established 1a
Muscle Training pelvic floor Postpartum intervention.
(PFMT) muscles, recovery, Effective for
improves blood orgasmic postpartum
flow, enhances dysfunction, women,
genital urinary individuals with
sensation and incontinence- MS, and those
orgasmic related SD. with
control. Male: incontinence.
Premature Individual RCTs
ejaculation, are positive, but
post- meta-analyses
prostatectomy are mixed due
ED. to
heterogeneity.
Vaginal Induces passive Female: General RCTs show 1b
Electrical contraction of FSD, weak pelvic significant
Stimulation pelvic floor floor muscles. improvement in
muscles, sexual function
improving and pelvic floor
muscle tone and muscle strength.
strength.
Vacuum Mechanical: Male: Erectile Highly effective, 2a

Erection Devices

Creates negative

Dysfunction (all

producing




(VED) pressure to etiologies). usable erections
draw blood into in >90% of
the penis, users.
inducing an
erection.
Penile Surgical: Male: Severe Highly effective 2c
Prostheses Implantation of organic ED with high
a device to refractory to patient and
provide other partner
mechanical treatments. satisfaction
rigidity for rates.
intercourse.

5.0 Considerations for Special Populations

Sexual dysfunction is not uniformly experienced across the population. Certain groups face unique
challenges due to specific physiological states, medical conditions, or treatments. Effective non-
pharmacological management in these special populations requires a tailored approach that addresses
the specific etiology of the dysfunction. A "one-size-fits-all" model is unlikely to succeed, as the optimal
strategy is dictated by whether the underlying cause is primarily muscular, neurological, iatrogenic, or
psychological.

5.1 Management of Antidepressant-Induced Sexual Dysfunction (AISD)

Antidepressant-Induced Sexual Dysfunction is a significant public health concern and one of the most
common and disruptive side effects of antidepressant medication, particularly Selective Serotonin
Reuptake Inhibitors (SSRIs). AISD encompasses a range of symptoms, including difficulties with sexual
desire, arousal, and orgasm. It poses a major challenge to mental healthcare because it can profoundly
affect quality of life and lead to non-adherence with antidepressant treatment, thereby compromising
the management of the underlying psychiatric condition. While pharmacological strategies exist, such as
switching to an antidepressant with a lower risk of sexual side effects (e.g., bupropion) or augmenting
treatment with another medication, non-pharmacological approaches are also vital. The evidence base
for specific non-pharmacological interventions targeted exclusively at AISD is still developing, but
principles from general SD treatment are applicable. For example, some studies have investigated the
use of supplements, such as saffron, for managing SSRI-related ED. Psychological therapies that address
the cognitive and emotional components of sexual response can also be beneficial adjuncts.

5.2 Postpartum Sexual Health

The postpartum period is a time of profound physiological and psychological change, and sexual
dysfunction is a very common and relevant clinical problem for new mothers. The contributing factors



are multifactorial and include perineal trauma from delivery, low estrogen levels (particularly in
breastfeeding women, leading to decreased vaginal lubrication), postpartum mood changes, and
profound fatigue. In this context, non-pharmacological therapies are not just important but often
necessary, as there is a lack of clinical data on the safety of pharmacological treatments during lactation
due to the risk of passing drugs to the infant through breast milk.

The most effective and commonly studied non-pharmacological interventions for postpartum sexual
dysfunction are tailored to its specific causes. Pelvic floor muscle exercises (Kegel's) are crucial for
rehabilitating muscles affected by pregnancy and childbirth and have been shown to increase sexual
self-efficacy. Psychoeducational counseling, often structured around models like PLISSIT, helps couples
navigate the changes in their sexual relationship, manage expectations, and improve communication.
Cognitive-behavioral therapy can also be effective in addressing postpartum mood changes and their
impact on sexual function.

5.3 Sexuality in Aging

Sexuality remains an important aspect of life and well-being into older age, contributing to a strong
sense of identity and successful aging. However, sexual function in the elderly is often affected by a
combination of factors, including the biological changes of aging, the increasing prevalence of chronic
diseases, psychological factors, and relational issues such as the loss of a partner. A significant barrier to
sexual health in this population is the persistence of cultural myths and ageism, which can create sexual
inhibition and unnecessary anxiety (e.g., the belief that ED is inevitable or that older adults are asexual).

Non-pharmacological interventions are particularly well-suited for older adults. Educational programs
are effective in dispelling myths and providing information about age-related physiological changes,
which can increase knowledge and sexual satisfaction. Sex therapy, including CBT to address erroneous
beliefs and sensate focus to reduce performance anxiety and re-focus on pleasure, is also a valuable
approach.

5.4 Sexual Function in the Context of Chronic lliness

Living with a chronic iliness can have a profound impact on sexual function through a combination of
direct physical effects of the disease, side effects of treatment, and significant psychological distress.
Despite its high prevalence and impact on quality of life, sexual dysfunction in the context of chronic
illness is frequently under-recognized and under-treated by healthcare providers. Professionals may lack
time, knowledge, or comfort in discussing sexuality, leaving patients' needs unmet. This represents a
significant gap in chronic care, as properly addressing sexual health is beneficial to a patient's overall
well-being and disease self-management. A paradigm shift is needed to integrate sexual health
assessment and rehabilitation into routine chronic disease management as a vital component of quality
of life, not a peripheral concern.

Prostate Cancer Survivors: This population faces severe iatrogenic sexual dysfunction, as treatments like
radical prostatectomy and radiation therapy often cause nerve damage leading to erectile and orgasmic
dysfunction. These physical changes are frequently accompanied by significant emotional distress,



including anxiety, depression, and low self-esteem. For these men, a multifaceted approach is essential.
While medical treatments for ED are common, psychological interventions are critical. CBT has been
shown in RCTs to be an effective strategy for promoting both mental and sexual health in survivors of
prostate cancer, improving sexual function, desire, and satisfaction.

Multiple Sclerosis (MS): Sexual dysfunction in MS can arise from primary (neurological damage),
secondary (fatigue, spasticity), and tertiary (psychological, social, cultural) factors. A systematic review
and meta-analysis identified psychoeducational interventions and exercise/rehabilitation interventions
as the most effective non-pharmacological treatments. Psychoeducation, including counseling based on
the PLISSIT model, addresses the psychological and relational aspects, while rehabilitation, particularly
pelvic floor muscle training, targets the physical components of dysfunction.

Cardiovascular Disease: Erectile dysfunction and cardiovascular disease are closely linked. They share
common risk factors, including hypertension, diabetes, hyperlipidemia, smoking, and obesity.
Importantly, ED is often an early clinical manifestation of underlying endothelial dysfunction and can
predate a major cardiovascular event by several years. This makes the assessment of ED a crucial
opportunity for cardiovascular risk screening. From a treatment perspective, lifestyle interventions are a
critical non-pharmacological approach. Smoking cessation, improved diet, weight loss, and regular
exercise have been shown to benefit men with ED by directly treating the underlying vascular risk
factors.

6.0 Synthesis and Future Directions

This comprehensive review of the global literature on non-pharmacological treatments for sexual
dysfunction and performance enhancement reveals a diverse and rapidly evolving field. The evidence
base spans a wide spectrum of quality and efficacy, from robustly supported psychological therapies to
promising but under-researched CAM modalities and a poorly regulated supplement market. A synthesis
of these findings highlights key trends, methodological challenges, and critical directions for future
research.

6.1 Comparative Efficacy and Integration of Modalities
When the various non-pharmacological modalities are compared, a clear hierarchy of evidence emerges.

e Psychological and Behavioral Interventions: This category, particularly Cognitive Behavioral
Therapy (CBT) and, increasingly, Mindfulness-Based Interventions (MBI), stands on the most robust
evidence base. Supported by numerous RCTs and meta-analyses, these therapies have
demonstrated efficacy across a range of male and female sexual dysfunctions. Their strength lies in
addressing the underlying cognitive, emotional, and behavioral drivers of SD, providing patients
with durable skills. For certain conditions, such as female low sexual desire, these interventions
represent the clear first-line treatment, outperforming available pharmacological options.

e Nutraceuticals and Supplements: The evidence for this category is highly polarized. A small
number of specific ingredients—most notably Panax ginseng and L-arginine for male ED, and
Tribulus terrestris and Panax ginseng for FSD—are supported by positive meta-analyses of RCTs.



However, the vast majority of products on the market lack rigorous scientific validation. The entire
field is severely hampered by a lack of regulatory oversight, leading to issues of product quality,
inconsistent dosing, and illegal adulteration that undermine both consumer safety and the ability
to conduct reliable research.

e Complementary and Alternative Medicine (CAM): This category contains the most preliminary and
inconsistent evidence. While some modalities like yoga show promise in holistic, multi-system
improvement in pilot studies, they lack large-scale validation. Physical therapies like pelvic floor
muscle training are well-established for specific indications but are more accurately classified as
ancillary conventional treatments. The evidence for other modalities, such as acupuncture, is
currently too weak and contradictory to support clinical recommendations.

The future of non-pharmacological treatment likely lies in the thoughtful integration of these modalities.
A comprehensive approach might combine the foundational psychological framework of CBT with
specific behavioral techniques like sensate focus, adjunctive physical therapies like pelvic floor muscle
training, and, where evidence supports it, carefully selected, quality-controlled nutraceuticals.

6.2 Quality of Evidence and Methodological Challenges

Despite progress, the field of sexual medicine faces significant methodological hurdles that limit the
certainty of many conclusions. Across all categories of intervention, recurring limitations in the primary
literature include small sample sizes, short follow-up periods, and the frequent use of wait-list controls
rather than more rigorous active controls. This is particularly true for CAM research, where studies are
often plagued by a high risk of bias, non-standardized interventions, and a failure to control for powerful
placebo effects. The inconsistent use of validated psychometric instruments for measuring sexual
function further complicates the comparison and synthesis of results across studies. As previously
detailed, the supplement industry's lack of regulation is a major confounder, making it nearly impossible
to know if a study's result (positive or negative) is due to the named ingredient or to issues of dosage,
purity, or contamination.

6.3 Key Research Gaps and Recommendations for Future Clinical Trials
Based on this review, several key research gaps and priorities for the future can be identified:

o Conduct High-Quality, Large-Scale RCTs: There is a pressing need for large, multi-center,
methodologically rigorous RCTs for interventions that have shown promise in preliminary studies
but lack definitive evidence. This includes modalities like yoga, and supplements such as Maca and
Eurycoma longifolia. These trials must use active control groups, long-term follow-up, and
standardized, validated outcome measures.

e Prioritize Head-to-Head Comparative Efficacy Trials: While many interventions have been shown
to be superior to a wait-list, there is a scarcity of studies directly comparing active treatments.
Future research should focus on head-to-head trials to determine the relative efficacy of different
approaches (e.g., CBT vs. MBI, or a psychological therapy vs. a nutraceutical) for specific
dysfunctions.

e Investigate Standardized and Quality-Controlled Nutraceuticals: To move the supplement field



forward, researchers must use independently verified, standardized products with confirmed
purity and dosage. This is the only way to build a reliable evidence base for specific ingredients and
move beyond the confounding issues of the commercial market.

Focus on Underserved and Under-researched Populations: The vast majority of research has
focused on heterosexual, cisgender individuals. There is a critical need for more research on sexual
dysfunction and its treatment in sexual and gender minority populations. Furthermore, while
research into FSD has grown, it still lags behind research on male dysfunction, and continued
investment in this area is essential.

Develop and Validate Integrated Treatment Models: Future clinical trials should move beyond
testing single modalities and focus on developing and validating integrated, multi-component non-
pharmacological treatment packages. These packages should be tailored to the specific etiologies
of dysfunction in different populations. For example, a comprehensive postpartum sexual health
program could be developed and tested, combining pelvic floor physiotherapy, psychoeducation
about postpartum changes, and mindfulness-based or CBT techniques for managing stress and
mood. Similarly, an integrated sexual rehabilitation program for prostate cancer survivors could
combine CBT, couples counseling, and specific physical therapies. Such research would represent a
significant step toward providing truly holistic, evidence-based, and personalized care in the field of
sexual medicine.
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