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Abstract 

Introduction. The current classification of sexual function (in particular, the 

Diagnostic and Statistical Manual of Mental Disorders, DSM IV) has lately attracted 

significant criticism at both research and clinical levels. Despite this, there has been a 

reluctance to return to the drawing board. Instead, attempts to improve the system 

have been marginal, constrained by the need to secure professional consensus, the 

desire for continuity with traditional categories, and the emphasis on diagnostic 

agreement (reliability).   

Aim. In this paper we examine two key challenges currently faced by the DSM: how 

to effectively acknowledge the relational context of sexual problems and how to avoid 

pathologising normal variation.  

Results. We raise some possible new directions, such as ways in which relational 

processes could be integrated into the current system, and possibilities for introducing 

a dimensional rather than categorical model of sexual function.  

Conclusions. We argue that if the next version of DSM (version V) is to avoid the 

weaknesses inherent in the present system, then a return to the drawing board is 

precisely what is required. 
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Introduction 

Classification systems impose meaning and structure upon complex phenomena 

and, where officially sanctioned, create a common language for the advancement of 

knowledge. Since 1952, sexual function problems have been classified under the 

rubric of mental health, in which the Diagnostic and Statistical Manual of Mental 

Disorders (DSM) and the International Statistical Classification of Diseases and 

Related Health Problems (ICD) prevail as officially sanctioned classification systems 

[1,2].  The purposes of these diagnostic systems are to facilitate communication 

among professionals, help clinicians determine which particular disorder is present 

and guide treatment decisions and research; in the U.S., the DSM also provides the 

basis for reimbursements to insurance companies. Many authors have argued that 

current classification systems fall far short of the above goals. Indeed it has been 

suggested that DSM criteria have hampered research into the etiology, 

pathophysiology, and treatment of mental disorders [3,4,5]. The DSM system for 

classifying sexual disorders has not escaped these criticisms, particularly in recent 

years [6,7].  

The concept of “psychosexual dysfunction” first appeared in the third edition 

of the DSM (DSM-III) [8].   Grounded in the work of Masters and Johnson, Lief and 

Kaplan, the classification is based on a biomedical model of sex comprising three 

temporal stages: desire, arousal and orgasm [9,10,11]. Since 1980, several revisions of 

the DSM have reflected advances in research coupled with ongoing debate concerning 

the nature of sexual difficulties.  Also, since the latest version [1], various panels have 

met to suggest further revisions: the National Institutes of Health Consensus 

Development Conference on Impotence, the International Consensus Development 

Conference on Female Sexual Dysfunction and the second International Consultation 
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on Sexual Medicine [12,13,14]. However, there have been no paradigm shifts and 

most of the suggested revisions have been minor [15], what Carson earlier described 

as “…more tinkering on a superficial level with operational diagnostic criteria that 

tend over time to approach the status of revealed truths” [3, p. 304].  

A particular barrier to substantive change has been the requirement that there be 

substantial empirical data before modifications can be considered [16]. Attempts to 

ground the DSM in empirical research date back to DSM-III [3]; however, in practice 

it seems that maintaining “continuity” with the classification system in place may 

sometimes take precedence over research evidence. Segraves and colleagues provided 

an example of this in the work leading up to DSM-IV [16]. A literature review 

suggested that the subjective criteria for female arousal disorder be retained. The 

DSM-IV work group overruled this in order that the DSM-IV diagnosis be similar to 

the ICD-9 criteria and “to maintain male-female similarity in diagnostic categories” 

[16, p. 569], a key feature of the DSM IV nosology. The process by which the DSM is 

compiled may also present barriers to substantive change; in particular, the selection 

of DSM working group and task force members and the need for consensus. For 

example, lack of “satisfactory consensus” was one of the key reasons that “sexual 

satisfaction disorder” failed to be introduced as a new category following 

deliberations of the International Consensus Development Conference on Female 

Sexual Dysfunction. This occurred despite a majority in favour and despite the 

relevance of the category to a significant proportion of women seeking help for sexual 

problems [13]. It is noticeable that much of the “tinkering” has been towards 

increasingly precise operational criteria designed to provide quantitative end points 

for clinical trials and clear-cut delineations for insurance companies. This is not 
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surprising, given the lack of non-clinical representation on consensus panels, and 

pervasive links between panellists and the pharmaceutical industry [15, 17-19]. 

As preparations for DSM-V step up, suggestions for improving the system are 

being brought to the table. Segraves and colleagues [16] recently proposed that DSM-

V include specific criteria related to duration and severity of symptoms, in order to 

avoid labelling transient (and possibly adaptive) alterations in sexual function as 

“sexual dysfunction” [20]. These seem reasonable suggestions and ones that have 

some empirical support [21, 22]. However, in our view there are also a number of 

more fundamental issues that need to be addressed in the next revision.  

Working from this premise, we examine two challenges that have been the 

source of much debate: (1) How do we effectively acknowledge the relational context 

of sexual problems? and (2) How do we best avoid pathologising normal variation? In 

the context of this debate, we aim to provide some possible directions for a revised 

classification system of sexual problems. 

How do we effectively acknowledge the relational context? 

Relationship factors – the sexual partner as well as the interaction between 

partners – are often fundamental to the etiology and experience of sexual difficulties 

[23]. This fact is well supported by empirical evidence [20,24,25]. A recent British 

study showed that between half and two thirds of women thought that difficulties with 

their partner lay at the base of their sexual problems [26]. We also know that co-

morbidity of sexual problems in partners is common, and that when one partner 

receives individual therapy for a sexual problem, there is often also improvement in 

sexual functioning for the other partner [27-29]. There is increasing recognition that 

medications such as PDE-5 inhibitors may prove ineffective if significant relationship 

issues are not also dealt with and there has been a related interest in combining 
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medical and sex therapy approaches to treatment [30, 31]. In practice, the relational 

context is almost always a central focus of clinical therapy for problems [32].  

Given this evidence and the realities of clinical management, it is puzzling that 

the possibility of formally acknowledging relational components within the 

classification system does not appear to have been seriously considered [33]. In fact 

recent proposals to revise DSM have, if anything, placed even more emphasis on the 

individual rather than the couple. For instance, the International Consensus Group on 

Female Sexual Dysfunction recommended replacing the DSM criterion of “marked 

distress and interpersonal difficulty” with “personal distress” [13].  More recently, 

Segraves et al. recommended, “decrease in desire related to …discrepancies in sexual 

desire between sexual partners, should not be diagnosed as desire disorders” [16, p. 

576]. The ostensible rationale for both of these recommendations was that the system 

should not pathologise individuals on the basis of their relationship context.  

To an extent, the case made by Segraves and colleagues is persuasive: 

discrepancies in desire should not result in the partner with the lower level being 

labelled as “dysfunctional”. But the mismatch itself can be seen, at a systems level, as 

a problem belonging to the “interactional dynamics of the couple” [34, p. 243]. In 

fact, it has long been recognised that within couples, the assessment of desire is 

relative; individuals make judgments about their level of desire primarily in 

comparison with the level of their partner [35]. If we are interested in a classification 

that is clinically meaningful, then this couple-level dysfunction is important because it 

is such a common problem for which individuals seek help. Clement questioned 

whether sexual desire might be more usefully construed as an “emergent function of 

the structural matching of partners” than as an individual trait [34]. Relevant here is 

the large body of literature on “relational disorders”, defined as “persistent and 
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painful patterns of feelings, behavior, and perceptions involving two or more partners 

in an important personal relationship” [36, p. 161]. Work is being done to develop 

diagnostic criteria for relational disorders such as marital conflict disorder and marital 

abuse disorder [37]. In a similar vein, it may be worth exploring the possibility of an 

additional sub-category of sexual disorder where the focus is primarily relational. 

 Incorporating relational processes need not imply as radical a step as the 

creation of new categories. Although the DSM highlights relational processes in the V 

codes and in some of the supplemental materials, “currently relational problems are 

poorly described…and not very useful for clinical or research purposes” [38, p. 360]. 

In response to this, various authors have discussed the possibilities for integrating 

relational issues into DSM [36-40]. For instance, Beach and colleagues suggested that 

reference to the presence or absence of specific relational processes associated with a 

sexual disorder could be made via “relationship specifiers” [38, p. 364]. Specifiers are 

usually used to “describe the course of the disorder or to highlight prominent 

symptoms” or to “indicate associated behavioural patterns of clinical interest” [38, p. 

364]. Alternatively, relationship patterns of relevance could be elaborated as part of 

the symptom criteria for the disorder.  

A third approach to acknowledging the relational and cultural contexts of sexual 

problems is to develop a classification system that is based on etiology of sexual 

difficulties, rather than discrete categories of symptoms. Such an approach has been 

put forward by the “New View of Women’s Sexual Problems” developed by an 

independent group of clinicians and social scientists [41]. This classification system 

incorporates a woman-centred definition of sexual problems (as “discontent or 

dissatisfaction with any emotional, physical, or relational aspects of sexual 

experience”) and provides four categories of causes, including socio-cultural, 
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political, or economic factors, partner and relationship factors, psychological factors, 

and medical factors.  

All of the above approaches would require further research and elaboration, but 

in our view they have the potential to rectify DSM’s problematic “erasure of the 

relationship context in DSM” [41]. Without such fundamental shifts in thinking, we 

will continue to get tied up in knots trying to classify an inherently relational act in 

purely individual terms. 

What is the best way to avoid pathologising normal variation? 

Establishing the boundary between normal and pathological has always been a 

key issue and is still being raised with respect to the next edition of the DSM [42].  

This is a similar challenge to that faced by mental health practitioners in deciding 

when ‘sad’ becomes ‘depressed’.  

Some argue that more reliable cut-off points could be established if there was 

sufficient normative data. This lack is frequently bemoaned but what little data we 

have actually suggests substantial variability in sexual interest and behavior across 

age, gender, cultural context and sexual orientation [43-45]. For instance, the 

variability with which women experience desire and arousal (and indeed whether 

these constructs are separable) has posed an ongoing headache for the classification of 

female desire and arousal disorders [7, 46-48]. Given this variation, and the fact that 

what counts as normal is so culturally dependent, attempts to define normal need to be 

met with extreme caution [43].  

Against this background, at least three strategies have been proposed to avoid 

pathologising this normal variation. We discuss each in turn.  

One option that is increasingly fashionable is to aim for precise and evidence-

based cut off points using what normative data is available. An example is the 
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recently proposed cut-off point of 1.5 minutes intravaginal ejaculation latency time 

(IELT) in the diagnosis of premature ejaculation (PE) [49]. Thus ejaculations deemed 

‘too quick’ by men themselves (or their partners) but that occur longer than 1.5 

minutes after penetration, are construed as normal variation. The difficulty with 

precise cut-off criteria is that it feeds an unhelpful obsession with a particular criterion 

of ‘health’ (in this instance, time to ejaculation) and might risk measuring 

‘performance’ according to this indicator. If we accept that some men are ‘designed’ 

to come sooner than others (in the same way that some men are better at sprinting and 

others at long-distance running), then it is harder for some men to ‘achieve’ the cut-

off point than others. Given the association between performance anxiety and PE, do 

we want to (further) encourage men to think about their sexual life as governed by a 

stopwatch? On a more practical level it is questionable how feasible it would be to use 

such precise criteria in clinical settings. 

A second option is to specify distress as a necessary, but not sufficient, criterion 

for diagnosing dysfunction.  “Marked distress or interpersonal difficulty” is currently 

an essential criterion for any DSM diagnosis of sexual dysfunction and distress or 

disability is a necessary condition for the diagnosis of all psychiatric disorders [1].   

But this criterion was apparently added in haste, and with insufficient consultation, to 

DSM-IV and has been the source of controversy ever since [16].  

The issue of whether distress should be a criterion for classification, unless it is 

contributing to the problem (e.g., ‘performance anxiety’ contributing to erection 

difficulties), is a difficult one. On the one hand, if we accept that sex is an inherently 

psychosocial act, essentially variable, primarily relational, and influenced as much by 

culture as by biology, then it would seem to follow that if individuals do not see 

themselves as having a problem, they cannot be deemed by others to do so. The 
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problem is that the distress itself is influenced by socio-cultural factors such as the 

expectations of a partner or messages from the media. 

Furthermore, we know that some individuals with sexual dysfunction are not 

distressed by it. Studies that have measured distress have found that only a proportion 

of women with sexual difficulties (up to two-thirds) also report distress [50]. In one 

national survey of women that examined distress about sexual relationships, the best 

predictors of distress were general emotional well-being and emotional relationship 

with partners [20]. In contrast, DSM-related physical aspects of sexual functioning, 

such as lubrication and orgasm, were poor predictors, suggesting that distress may be 

more closely associated with relationship quality than with physical function.  A 

recent qualitative study suggested that the degree of distress might be affected by a 

wide range of factors including the perceived cause of the problem and the reaction of 

the partner [51]. 

A study by Oberg and colleagues demonstrated that from an epidemiological 

standpoint, measuring dysfunction per se versus dysfunction plus distress0F

1 results in 

only moderately lower prevalence rates for the latter [22]. They suggested that the 

more significant distinction is between the reporting of mild (defined as “hardly ever” 

or “quite rarely”) versus manifest (“quite often”;  “nearly all the time”; and  “all the 

time”) symptoms/and or distress; mild symptoms, because they are so common, might 

be considered ‘normal’ variation as opposed to a clinical condition. The importance of 

specifying duration and intensity of symptoms has been discussed earlier [16].  

Clearly, anyone who is not distressed or troubled is unlikely to seek treatment 

and clinically, it is important to assess the degree of distress engendered by a problem. 

However, logically it seems that lack of distress should not exclude a problem from a 

 
1I.e., comparing the A and B categories to differentiate dysfunction from its emotional impact. 



 11 

diagnostic category, even if it means that the non-distressed individual does not wish 

treatment. It would also seem important that research into the etiology, course, and 

prognosis of individuals with sexual dysfunction include individuals in this latter 

group as well as those who are motivated to seek help for a problem.  

We would agree with the views of Althof [52], and Segraves and colleagues 

[16] that personal or interpersonal distress should not be a requirement for the 

diagnosis of sexual dysfunction. One possibility, suggested by Althof [52], is that 

distress be included as a “specifier”, rather than an essential criterion for diagnosis. 

Other specifiers might indicate developmental or biological features of a disorder. 

A third option is to use a dimensional model of classification of sexual disorder 

rather than a categorical one. The former views sexual dysfunction as “arbitrary 

distinctions along dimensions of functioning”; whilst the latter views them as 

“discrete clinical conditions” [53, p. 211]. In a categorical system, a ‘case’ is an 

individual who meets the criteria for the attribute; using a dimensional model, 

‘caseness’ is a matter of degree, and a ‘cut-off’ point may be imposed, depending on 

circumstance [54]. A dimensional system avoids the need to claim distinct boundaries 

between normal and pathological and gets around the problem of overlap between 

diagnostic categories. 

The question of whether a dimensional model should supplant the categorical 

perspective used in the DSM is a longstanding issue but one that seems to be gaining 

momentum [3,36,53, 55]. At the 2007 Annual Meeting of the American Psychiatric 

Association, a symposium was held on the feasibility of adding dimensions as well as 

categories of mental disorders to DSM-V.  It was noted that the purpose of a 

diagnostic system such as the DSM is not to say what is “normal” or “acceptable” but 

to describe the presentation of an individual who comes to get clinical help [56]. The 
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debate around a categorical vs. dimensional classification system seems highly 

relevant to the debate around medicalization of sexual problems [15]. However, it is 

interesting that, again, there have been no proposals for using a dimensional model of 

sexual functioning as a possible basis of classification of sexual disorders in DSM.  

Part of the reluctance to consider dimensional classification stems from a fear 

that it is less clinically useful [53]. Yet the current categorical system has been 

criticised for its weak clinical utility, both in predicting the best form of treatment or 

the prognosis [15,43,57].  It has been described as “a list of symptoms not necessarily 

synonymous with diagnoses” [58, p. 131]. As Carson argued, “the notion that the 

patient may simultaneously harbour a plurality of separate diagnoses with 

considerable feature overlap seems on its face to involve enormous classificatory 

difficulties” [3, p. 303].   

Finally, a strong argument in favour of a dimensional rather than categorical 

model is the fallacy of the ‘one model fits all’ idea. This was amply demonstrated in a 

recent study by Sand and Fisher [59] in which a community sample of women, when 

asked which best represented their own sexual experience, were equally likely to 

endorse each of three different current models of sexual response – those of Masters 

and Johnson, Kaplan and Basson [9,11,47]. The findings underline the heterogeneity 

of women’s sexual response and highlight the need for more research into how 

women (and men) themselves actually experience sexual problems. The presumption 

that the current DSM categorical system represents an underlying “model” of sexual 

response that is uniform across and within individuals, is a likely source of many of 

its shortcomings and lack of clinical utility. Although the Sand and Fisher study had 

limitations e.g., the descriptions of the models were fairly brief, it is one of few 

studies that has employed such a ‘bottom-up’ approach and is a refreshing alternative 
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to the “consensus” conferences that have required expert members to reach agreement 

about recommendations for diagnostic criteria.  

Conclusions 

In summary there has been a lack of progress in refining and improving the 

criteria for diagnosing sexual dysfunction which we would argue has less to do with 

lack of empirical data and more with a deep-seated reluctance to “go back to the 

drawing board”. It is interesting that although there are some fairly radical 

suggestions for changes in classifying other psychiatric disorders [e.g., 37,39], most 

of the suggestions for revising the classification of sexual disorders have been 

comparatively modest. 

In the introduction we stated that the purposes of the DSM are to facilitate 

communication among professionals, help clinicians determine which particular 

disorder is present, guide treatment decisions and research and, in the U.S., provide 

the basis for reimbursements to insurance companies.  We suggest that a dimensional 

classification system, which includes relational aspects as one dimension, may 

facilitate a valid conceptualisation, enabling clinicians to understand, treat and 

research difficulties holistically and in context. It would also facilitate dialogue across 

disciplines by formally requiring clinicians to consider dimensions beyond their 

immediate clinical focus and by avoiding the unhelpful split between psychosocial 

and biomedical perspectives. It may also simplify reimbursement procedures by 

avoiding plural and over-lapping diagnoses. 

Our aim in this article was neither to present a new classification scheme nor to 

suggest new diagnostic criteria for DSM-V categories of sexual dysfunction. Instead 

we wanted to raise some possible “new directions” for conceptualizing sexual 

problems (e.g., as relational disorders, or using a dimensional model) that warrant 
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serious consideration. Although much work would need to be done to develop the 

possibilities we have raised (in particular much further research) and there is bound to 

be reluctance to consider such changes, the outcome might be a classification system 

of sexual problems that would be useful for both clinical practice and research.  
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