FEMALE ORGASMIC DISORDER (FOD):

Difficulty or inability to reach orgasm is one of the commonest forms of female sexual dysfunction with a reported incidence of almost 25%. It is defined as a “persistent or recurrent delay in, or absence of orgasm following a normal excitement phase.” As with most sexual problems it can be primary or lifelong, or may have developed as a secondary or acquired problem.
What is an Orgasm?

A common question people ask is: “how do I know if I’ve had an orgasm?”  Even definition of orgasm is difficult. Perhaps the most complete available is: “a variable, transient peak sensation of intense pleasure, creating an altered state of consciousness, usually accompanied by involuntary, rhythmic contractions of the pelvic, uterine and anal muscles which resolves the sexually-induced vasocongestion usually with an induction of well-being and contentment.” ….quite a mouthful!
Female orgasm was thought to be unique to the human species but other mammals including the rat are known to have a urogenital reflex leading to rhythmical muscular contractions. Despite claims to the contrary female orgasm has no apparent function either in procreation or survival of the species.
Different Types of Orgasm:
Women’s magazines have long-debated the difference between “vaginal” and “clitoral” orgasm. The truth is that there are many different types of sensations with orgasm both for an individual and from one person to another.  The sensation of orgasm can be described as short, sharp or electric, deep and pulsating, or drawn out in waves of pleasure. Some women have one orgasm whilst others can have several within a few minutes.  Some may reach orgasm easily on some occasions and not on others.
Certainly many women will notice different qualities of orgasm if stimulated in different ways e.g., G-spot vs. clitoral stimulation. It is also possible that if orgasm occurs before full sexual arousal (which can take an average of 25 minutes,) then the sensation whilst satisfying is more superficial.
Physiologically we know that the trigger for orgasm lies in the brain where when a critical balance in brain chemicals is reached, a reflex response leads to rhythmical contraction of the pelvic and vaginal muscles, hypersensitivity of the genitals and occasionally release of fluid in “female ejaculation’ described below.
With orgasm a potent cocktail of brain chemicals are released including serotonin, (the chemical involved in happiness and satisfaction,) oxytocin, (implicated in wellbeing and bonding,) and endorphins, (the natural morphine-like pain killer,) No wonder we feel so good after one!

Female Ejaculation:
There is some debate whether this is a rare ability in some women or whether all have the potential to ejaculate. After years of uncertainty it is now generally accepted that the fluid ejaculated is from the paraurethral or Skene’s glands. The ejaculate is then expelled into the urethral canal and out through the urethral opening. Female ejaculation is often referred to as “spurting” and usually follows intense stimulation of the G-spot which corresponds to clitoral tissue closely connected to the urethral area.
How do people Have Orgasms?

Some women are lucky enough to be able to reach orgasm just through thought or fantasy; it is not unusual to have orgasms in your sleep- the female equivalent of a “wet dream.” Others can “come” by rhythmically squeezing their legs together, or just with nipple stimulation. Others will struggle to reach orgasm despite prolonged and vigorous stimulation of the clitoris; most are somewhere between these extremes. I have often said that if you asked 50 men to masturbate they would do so in a very  similar way, the same can certainly not be said of female masturbation where there can be huge variation in the type of stimulation used to achieve orgasm.

Stastistically 4-5% of women have never had an orgasm, 15% can have an orgasm on their own but not with their partner; of those 80% who can achieve orgasm with their partner less than half can do so by vaginal intercourse alone, (35%,) most needing direct clitoral stimulation. Most women find it easier to reach orgasm by direct stimulation of the clitoris by fingers, tongue or a vibrator. Other areas of sensitivity include the anterior vaginal wall (G-spot,) anal margin, and nipples. With heightened levels of arousal, quite vigorous stimulation is often preferred. Many women clench their pelvic and buttock muscles in the final build up to orgasm.
Causes of Orgasmic Disorder (FOD):

Whilst a lack of sufficient sexual stimulation is obviously a potential cause of orgasmic disorder, more commonly the problem is one of an inability either to mentally relax sufficiently or to “loose control.” Any background stressors will effectively block the orgasmic response. Worrying about privacy, a fear of making a noise, self-consciousness or embarrassment will all prove powerful inhibitors.

Many male partners may not realise how long it takes the average female to become fully sexually aroused. Whilst lubrication can start within 30 seconds, full sexual arousal can take an average of 25 minutes! Also direct genital stimulation may be counter-productive and even unwelcome until sufficient levels of arousal have been reached. A common complaint from women is of their clitoris’ being touched too much too soon but then not enough or hard enough later or!

Any sedative drugs including alcohol may make it harder to reach orgasm, but drugs acting on the serotonin system are the ones that have the most profound effects on orgasm; these include most commonly used antidepressants, (SSRIs) as well as amphetamines and some pain killers. Studies have shown that about 50% of female patients treated with anti-depressants suffer orgasmic disorder and that this is a common reason for stopping their treatment.
TREATMENT OF ORGASMIC DISORDER, (FOD):

The treatment with the best rate of success is a cognitive therapy approach incorporating directed masturbation, relaxation techniques and sex education. 

If the FOD is thought to be secondary to drug use, alteration in the type or dosage of the drug may be helpful. There have been a few studies that show some success in treating antidepressant- induced FOD using sildenafil, (Viagra,) bupropion, reboxitene, and Gingko Biloba but none are adequately placebo-controlled.

The first stage in therapy is often one of learning about herself and her genital responses. Negative thoughts and assumptions are challenged and relaxation techniques are also used. Most women initially find it easier to reach orgasm on their own either using manual stimulation or a vibrator.  A good self-help book is written by Dr Vivienne Cass, “The Elusive Orgasm;” available from ISH or bookshops. Sometimes pelvic floor or “Kegel” exercises can help by increasing both strength and coordination of the pelvic floor muscles. The use of fantasy or erotica can also help both by increasing stimulation and focusing the mind from distracting thoughts.

Once orgasm is happening with masturbation then the partner can be gradually involved perhaps initially as an observer and then in a more active capacity. Once the hurdle of the first orgasm is crossed then it tends to get easier and easier. Advice may be given as to which sexual positions provide the greatest degree of clitoral or G-spot stimulation.
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