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The Diagnostic and Statistical Manual of the
American Psychiatric Association (DSM)-V com-
mittee 1s charged with examining empirical evi-
dence for either maintaining or changing the
current diagnostc criteria for female sexual dys-
function (FSD). At the 10th annual meeting of the
International Society for the Study of Women's
Sexual Health (ISSWSH) held recently in St
Petersburg Florida, Dr. Taylor Segraves presented
the update of the DSM-V committee’s proposed
changes in the diagnostic criteria from the DSM-
IV-TR criteria for FSD.

Dr. Segraves explained that DSM diagnostic
continuity should be maintained whenever pos-
sible; however, for any changes in diagnosis, the
evidence required to promote that change should
be proportional to the magnitude of the change.
itself as well as to the magnitude of the problems
with existing criteria. His 511(]&5 are available in the
ISSWSH program book. During the presentation,
Dr. Segraves repeatedly asked for feedback con-
cerning the proposed diagnostic systems for FSD in
DSM-V. He frequently stated that these proposed
changes may or may not meet the needs of some of
our patients with FSD and may or may not meet the

needs of some of us as clinicians and researchers.

who practice and study women’s sexual health.
The ISSWSH is unique in its international,
multidisciplinary makeup as an organization dedi-
cated to providing opportunities for communica-
tion among scholars, researchers, and practitioners
about women’s sexual health, to support the
highest standards of ethics and professionalism in
research, educaton and clinical practice of
women’s sexual health, and to provide the public
with accurate informaton about women’s sexual
health. As evidence of the broad nature of the
society, ISSWSH members of the board have been
from diverse specialties including psychology, psy-
chiatry, internal medicine, gynecology, urology,
pharmacology, dermatology, basic science, physi-
cal therapy, allied heath care, and educadon. At the
core of the success of ISSWSH is this diversity that
provides critical varied and distinctive input into
the field of women’s sexual health, including the
DSM-V proposed changes, despite the belief by

some members of the DSM-V committee that the
changes are not controversial.

In 1998, at the biennial meeting of the Interna-
tuonal Society tor Sexual Medicine in Boston, Dr.
William Masters, the invited grand master speaker,
admitted pubhch that his original theory concern-
ing erectile dysfunction bemg 90% psychological,
was, in fact, wrong. He stated almost 22 years ago,
and more than 25 years after his research studies
were performed, that erectile dysfunction was pri-
martly a result of both biologic and psychological
problems, with the psychological issues seemingly
secondary to the primary biologic concerns.
Today, we are still having the biology—psychology
debate, but it has moved from men to women.

The Journal of Sexual Medicine (FSM), the offi-
cial journal of ISSWSH, is muludisciplinary and
geared toward both the biologic and psychological
sexual medicine health care communities. The
JSM was proud to be selected as the sexual medi-
cine journal for publication of all the manuscripts
with the proposed DSM-V changes regarding
men’s sexual dystunctions [1-3]. Parallel manu-
scripts regarding women’s sexual dysfunctions
were published in Archives of Sexual Bebavior, a
primarily psychology-focused journal. Because of
the choice of publication, members of ISSWSH
who were not psychologists were not yet aware of
these proposed changes. Dr. Segraves’ presenta-
tion generated a great deal of discussion.

The Journal of Sexual Medicine appears to be the
perfect vehicle to make available to the DSM-V
committee selected comments. Experts from many
aspects of women’s sexual health were invited to
provide commentary in a timely manner. Although
many experts said they would provide this com-
mentary, time constraints kept some from writing
but it is expected they will follow up by other
means.

The proposed changes are listed below so that
the readers of the 7SM have an opportunity to see
them. After the changes are a series of invited
commentaries reflecting different opinions, many
based on available evidence, showing beyond a rea-
sonable doubt that problems of FSD are not purely
psychological and therefore need to be considered
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of the impact that the conditions have on the pos-
sibilities of the individual to tulfill his/her sexual
rights, and ultimately in his/her general well-being,
and not 1n a popularity test of the construct to be
considered. However, lack of evidence is not
equivalent to nonexistence.

There are other problems with the suggested
classification that could merit a comment much
longer than this small commentary. The exclusion
of the sexual aversion disorder deserves ambivalent
reaction: 1t1s clear that its inclusion on sexual desire
disorders on DSM-IV was problematic; however,
excluding it completely form the list of sexual prob-
lems can damage the patents who actually have the
pathology: the tact that this is a form of an anxiety
disorder: specific phobia would justfy its inclusion
in that category if most psychiatrist were prone to
treat and identify sexual problems. However, there
has been a continuous decline in the interest of
psychiatrist on sexual medicine, a process that has
occurred as therapeutic alternatives have appeared
come from other medical specialties. leaving
sexual aversion out of the classification of sexual
disorders will facilitate the misidentification of the
problem by the proper professional.

In contrast, the modifications proposed for .

FOD seem to improve diagnostic accuracy, the
problem here is that the FOD recognizes the
importance of medical conditions, and the diagno-
sis 625.8 “Other Female Sexual Dysfunction Due
to a General Medical Condition” would be very
difficult to differendate when, for instance, the
FOD is due to diabetes mellitus and to decide
which diagnosis to apply.

What we really need is a two-level classification,
one classification organized at the syndromic level,
where problems that appear in people’s sexual lives
are clearly delineated and described on the basis on
their mmpact of wellbeing (to prevent unfair
pathologization of conditions that really do
nothing to people wellness), such classification is
unlikely to be produced by a psychiatric associa-
tion as such a classification (i.e., DSM-V) should
limit itself to include psychiatric conditions. In
addition, an etiological-based classification is very
much needed and desirable: the diagnostc identi-
fication, treatment plan, and foreseeable outcome
of a female with sexual difficulties needs an etio-
logical classification to guide tweatment, as the
actions to be taken are very different depending on
the specific etiological factor found in the clinical
evaluation.

The task for these efforts should be placed in
societies as the International Society for Sexual
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Medicine, or due to the impact on American health
care system, on the Sexual Medicine Society of
North America. I certainly hope that in the forth-
coming tuture we can produce such much needed
systems of classification of sexual problems.

Fusesro Rugio-Avuriores, MD, PhD
Asociacton Mexicana para la Salud Sexual,
A.C. (AMSSACQC)

Mexico City, Mexico

The authors of this commentary, two gynecolo-
gists (AG, MK), a uro-gynecologist (I.B), a gyne-
cologic nurse pracutioner/sexologist (SK), a
psychologist (CP), and a woman’s health physical
therapist (PM), all specialize in the diagnosis and
treatment of women with vulvar pain and pain
during intercourse. We applaud the proposal of
the DSM-V to recategorize penetrative pain difh-
culties (characteristic of the condition previously
termed vaginismus) as genito-pelvic pain [67].

For generations, gynecologists and urologists
(ourselves included) had minimal training in the
evaluation and treatment of sexual dysfunction,
including the sexual pain disorders. In addition,
even the meager training we did receive empha-
sized (without supporting evidence) that women
with sexual pain had been the victims of sexual
abuse—whether they remembered it or not. These
women, we were taught, had a subconscious fear of
penetraton; hence, vaginismus. This view allowed
gynecologists and urologists to abdicate the treat-
ment of sexual pain to mental health providers
such as psychologists and sex therapists. Yet, these
mental health protessionals did not directly treat
the pain component of sexual pain conditions
either; most focused on psychosexual issues as the
prevailing attitude was that it was the sexual—not
the pain—component that required attention.

In the decade since the DSM-IV-R was pub-
lished however, there has been great progress in
understanding the sexual pain disorders. It is now
recognized that the most common cause of sexual
pain in premenopausal women is not vaginismus
but is provoked vestibulodynia (PVD). Addition-
ally, turther research has established that vaginis-
mus and dyspareunia overlap substandally and in
fact, are difficult to separate [68]. Furthermore,
researchers have used-a combination of epidemi-
ology, basic science, and clinical research to give us
insight mto the different causes of PVD [69-72].
In 1980, a twenty-year-old woman who presented
to her gynecologist with insertional dyspareunia
would have been told that she had vaginismus and
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would have been referred to a sex therapist
However, in 2010, that same woman can be tested
for a genetic polymorphism that predispose her to
chronic inflammation [73], which has caused her
to develop a proliferation of c-afferent nociceptors
in her vestibular mucosa [74]. In addition, she can
be offered treatments that target the underlying
pathophysiology of her disease process [75,76] and
be referred to other specialist who can address her
sexual issues and pelvic floor dystunction, for
example.

Despite these advancements, sexual pain contin-
ues to be primarily a “sexual problem in DSM-1V
TR terminology.” We strongly believe that genito-
pelvic pain should be classified with the pain disor-
ders, not with the sexual dysfunctions. As clinicians
who evaluate and treat thousands of women each
year with valvar pain and dyspareunia, we clearly
understand that “the pain is not sexual, the sex 1s
painful.” [77] A woman who has allodynia of the
vestibule because she has an increased density of
nociceptors in the vestibular mucosa has the same
disease process if she has pain when she wear tght
clothing, if she has pain during intercourse, or if she
has pain during both acuvities.

We do question some inclusions in the new
definition. First, we cannot find relevant studies to
support the seemingly arbitrary requirement that
the symptoms of dyspareunia must occur at least
50% of the tme. We believe a woman who has pain
during intercourse one-third of the time should
also be classified as having gemito-pelvic pain. In
clinical practice, we frequently see intermittent
(and distressing) dyspareunia. Second, we do not
see the necessity of including distress or interper-
sonal difficulty in the new definition. Although
distress certainly increases a woman’s suffering
associated with her dyspareunia, 1t1s not a necessary
component of her dyspareunia. A woman that has
‘increased density of c-afferent nociceptors in her
vestibular mucosa stll has pathology whether she is
distressed by it or not. Just as we do not require a
person with coronary artery disease to be distressed
by his/her condition, we should not require a
woman with dyspareunia to be distressed by it

Third, we recognize that hypertonus of the pelvic
~ floor musculature may play a role in the develop-
ment and/or maintenance of allodynia the vulvar
vestibule and may be a frequent cause of dyspareu-
nia [78,79]. However, the new definition stll
implies that this tightening only occurs during pen-
etration (i.e., the former definition of vaginismus.)
As thoroughly discussed by Binik, clear evidence of
this reflex “tensing or tightening” is not clearly
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supported in the literature [67]. Itis our beliet from
our collective vast clinical experience and from
preliminary research [80] that the hypertonus of the
pelvic floor muscles is not a reflexive act, but s a
static condition. Therefore, we prefer that the new
definition simply state, “Increased tone of the
pelvic loor muscles is a frequent cause of, or con-
tributor, to dyspareunia.”

Finally, definition aside, we want to emphasize
three very important facts: (i) we recognize that
continued research is essential to determine the
specific causes of painful sex; (i) without a thor-
ough revamping of the education provided to phy-
sicians and allied health care providers, the myth
that dyspareunia is a psychological process will
continue to be perpetuated; and (iii) that treatment
by a multidisciplinary team comprised of knowl-
edgeable and well-trained health care providers
(physicians and/or nurse practitioners) women’s
health physical therapists, and psychologists/sex
therapists is needed to address the biological, psy-
chosocial, and sexual aspects of genito-pelvic

pain [81].
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“When you come to a fork in the road, take it” as
Yogi Berra once said. While many women may
have both desire and arousal problems, many
others clearly have only one or the other. So why
not have three categories, HSDD, FASD, and
SIAD? Would this not offer the best options for
patients and clinicians alike? As for pain disorders,
every day researchers learn more about etiologies
of sexual pain resulting in the need for more
precise nomenclature; not merging all sexual pain
disorders into one category. Take the fork—do not
run the other way.

Medical treatment of women is as important as
psychological treatment; theretore, assessments
must be available that address both aspects of
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