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Preface

 

When you work in the fi eld of sexual health, you are asked a lot of questions. Sometimes you know the answer, sometimes you need to call on colleagues for advice. This book is a combination of our knowledge and the assistance we have received from many people. We are grate-ful to all those who have posed questions to us throughout the years and especially to the following people, who helped us before and dur-ing the writing of this book: Rachel Abrams, John Bancroft, Edwin Belzer, Wendy Birbano, Karen Brash-McGreer, Maria Cruz Rodriguez del Cerro, Arlene Feldman, Eleni Frangos, David Goldmeier, Gabriela Gonzalez-Mariscal, Cynthia Graham, Serin Kelami, Harvey Kliman, Roy Levin, Christine McGinn, Angelica Montiel-Breton, Michael Perelman, Martha Rivera, Jay Rosenblatt, Kenneth Ray Stubbs, Alexander Tsiaras, Mary Ann Ulrich, Nan Wise, and Kevan Wylie. Without their assistance, this book would never have been possible. We also acknowledge, with special thanks, our editor, Vincent J. Burke, for his continuous encouragement, support, thoughtfulness, and expert advice and help. We off er our sincere gratitude to Linda Strange, our copyeditor, for her excellent unruffl  ing of our text.

We think the diversity of our professional and personal backgrounds helps make the book both readable and comprehensive. Professionally, 
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among the four authors we have some level of expertise in virtually every aspect of sexual health related to orgasm. Personally, we are a diverse religious and cultural mix—Christian, Jewish, and Muslim; American, Middle Eastern, and Mexican. 

After numerous conversations among the four of us, we settled on eighty or so questions that represent what we think you are curious about. Some of our answers are brief, others more detailed. We tried to answer the questions without getting bogged down in scientifi c de-tails, but we also tried not to leave out important information--even if it meant including the occasional medical term. We tested the manuscript on both experts and non-experts and, we hope, have produced a book that satisfi es both groups.

Researching and writing a book takes you away from the ones you love for far too many hours of the day. For their understanding and support, Barry thanks his sons, Adam and Kevin, and, in remembrance, his wife, Carrie. Beverly thanks her husband, Jim, children, Allen and Susan, and grandchildren, Kayla, Travis, Valerie, William, and Elyse. Sara thanks her husband, Pejman Azarmina. Carlos thanks his wife, Josefi na, and daughters, Maria Emilia and Gaby.
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One

 

About Orgasms

 

What are orgasms?

As simple as this question sounds, and as obvious as the answer may seem to most of us, defi ning “orgasm” can prove diffi  cult. In some ways, it is as diffi  cult to defi ne “orgasm” as it is to describe how something tastes.

Let’s begin to explore the meaning of the word orgasm by looking at its linguistic origin, the Greek word orgasmos, which is defi ned as “to swell as with moisture, be excited or eager” ( Oxford English Dictionary). Alternatively, we could use the more technical defi nition off ered in the Kinsey Reports: “The expulsive discharge of neuromuscular tensions at the peak of sexual response.” An even more technical description was off ered by the research team of Masters and Johnson: “A brief episode of physical release from the vasocongestion and myotonic increment developed in response to sexual stimuli.”

Perhaps the most interesting of all characterizations is the one that was off ered by John Money, who, with his colleagues, wrote the 
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following description of orgasm: “The zenith of sexuoerotic experience that men and women characterize subjectively as voluptuous rapture or  ecstasy.  It  occurs  simultaneously  in  the  brain/mind  and  the  pelvic genitalia.  Irrespective  of  its  locus  of  onset,  the  occurrence  of  orgasm is contingent upon reciprocal intercommunication between neural net-works in the brain, above, and the pelvic genitalia, below, and it does not survive their disconnection by the severance of the spinal cord. However, it is able to survive even extensive trauma at either end.”

So, what are orgasms? Here is our broad defi nition: an orgasm is a buildup of pleasurable body sensations and excitement to a peak inten-sity that then releases tensions and creates a feeling of satisfaction and relaxation.

 

Do men and women have the same sensations during an 

orgasm?

Nobody can really feel someone else’s pleasure, so comparisons of the sort implied by this question are diffi  cult to make. However, the following experiment was a clever way of getting at the question. Researchers Vance and Wagner, in 1976, asked college students to write descriptions of their own orgasms, and a group of judges tried to guess which descriptions were written by men and which by women. The judges were a mix of female and male obstetrician-gynecologists, psy-chologists, and medical students. Before submitting the descriptions to the judges, the researchers substituted gender-neutral words for gender-specifi c words in the students’ written descriptions (such as genitalia for penis or vagina ) to intentionally conceal the sex of the writers.

The researchers found that the judges were “unable to distinguish the sex of a person from that person’s written description of his or her orgasm.”

The students’ descriptions are vivid, as demonstrated by the fol-lowing quotations, selected at random from the responses of six of the forty-eight participants in the study:
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•  A sudden feeling of lightheadedness followed by an intense feeling 

of relief and elation. A rush. Intense muscular spasms of the whole 

body. Sense of euphoria followed by deep peace and relaxation. •  Feels like tension building up until you think it can’t build up any 

more, then release. The orgasm is both the highest point of tension 

and the release almost at the same time. Also feeling contractions in 

the genitals. Tingling all over.

•  There is a great release of tensions that have built up in the prior 

stages of sexual activity. This release is extremely pleasurable and 

exciting. The feeling seems to be centered in the genital region. It 

is extremely intense and exhilarating. There is a loss of muscular 

control as the pleasure mounts and you almost cannot go on. You 

almost don’t want to go on. This is followed by the climax and 

refractory states.

•  The period when the orgasm takes place—a loss of a real feeling for 

the surroundings except for the other person. The movements are 

spontaneous and intense.

•  A heightened feeling of excitement with severe muscular tension es-

pecially through the back and legs, rigid straightening of the entire 

body for about fi ve seconds, and a strong and general relaxation and 

very tired relieved feeling.

•  Basically it’s an enormous buildup of tension, anxiety, strain fol-

lowed by a period of total oblivion to sensation then a tremendous 

expulsion of the buildup with a feeling of wonderfulness and relief.

One reason that men and women may experience similar feelings during orgasm is related to two of the primary body parts involved in orgasm: the penis and clitoris. These body parts are homologous, meaning that they both originate from the same tissue in the developing embryo. Throughout life, the spinal cord and brain are connected to the penis and clitoris by the same nerve route—the pudendal nerve (actually, a pair of pudendal nerves). So, while we don’t know the answer to the question with certainty, there are reasons to suspect that orgasms may feel generally similar for men and women.
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Why don’t all my orgasms feel the same?

Genitals are connected to several diff erent pairs of nerves, with each pair of nerves servicing (that is, carrying nerve impulses from) a diff erent part of the person’s genital areas. Stimulating diff erent com-binations of the nerves produces diff erent combinations of sensations. Depending on the parts of the genitals that are stimulated and the relative intensity and pattern of the stimulation, orgasms may feel very diff erent from one time to another.

SENSORY FIELD                NERVE

Clitoris

Pudendal

Perigenital skin

Pelvic

Vagina

Hypogastric

Cervix

Vagus

Uterus

Nerves carrying information between the female genital regions and the brain. Each of the four named nerves is a pair of nerves--one on the left side, one on the right. Some genital regions use more than one pair of nerves to communicate with the brain, as shown by the connecting lines in the diagram. Three of the nerve pairs (the pudendal, pelvic, and hypogas-tric) travel to the spinal cord, where the sensations are then transmitted to the brain. The pair of vagus nerves, however, travel directly to the brain, bypassing the spinal cord. 

For a woman, the sensory quality of an orgasm depends on where the stimulation occurs: the clitoris, vagina, or cervix. The clitoris is connected mainly to the pudendal nerves, the vagina mainly to the pel-vic nerves, and the cervix mainly to the hypogastric, pelvic, and vagus nerves. Although stimulating each of these genital regions may by itself produce orgasms, the combined stimulation of two or three regions has 
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an additive eff ect, producing a more encompassing orgasm, or what is described as “blended orgasm.”

In a man, the pudendal nerves carry nerve impulses from the pe-nile skin and scrotum, and the hypogastric nerves carry nerve impulses from the testicles and prostate gland. So, stimulation of these two nerve groups may cause somewhat diff erent feelings.

For many people, their “erogenous zones” extend beyond the genitals. The location of these zones is amazingly diverse and highly in-dividualistic. Stimulation of an individual’s “personal erogenous zones” can greatly aff ect the intensity of his or her orgasms. In addition to sensory factors, orgasms are often aff ected by cognitive, psychological, and pharmacological factors—such as distraction, worry, relaxation, medications, and the like.

 

What are multiple orgasms?

Orgasms that occur in close succession, within a few seconds to a few minutes apart, are often referred to as “multiple orgasms.” Although there is no consensus among researchers about what defi nes multiple or-gasms, we do know that some individuals experience orgasms multiple times in a relatively brief period. Multiple orgasms are more frequently discussed in relation to women’s sexual responses, but men can experi-ence them as well. Indeed, as early as 2968 BC, in China, there were writings that described men’s multiple orgasms.

 

What is anorgasmia?

The word ANORGASMIA means “a lack of orgasm.” This condition oc-curs in both men and women.

In men, anorgasmia is usually called “male orgasmic dysfunc-tion,” and both biological (“organic”) and psychological factors may contribute to this condition. The current defi nition of male orgasmic 
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dysfunction is “a spectrum of disorders ranging from delayed ejacula-tion to complete inability to ejaculate (‘anejaculation’), and retrograde ejaculation.” Any disease, drug, or surgical procedure that interferes with the normal functioning of the brain, spinal cord, or nerves can result in male orgasmic dysfunction. One of the main classes of drugs that inhibit orgasm is the SSRIs (selective serotonin reuptake inhibi-tors), which are commonly prescribed for depression.

Women’s anorgasmia, or “orgasmic disorder,” is defi ned as “either a lack of orgasm, markedly diminished intensity of orgasmic sensations or marked delay of orgasm from any kind of stimulation.” Professionals in the fi eld classify female anorgasmia into three types: primary, secondary, and situational anorgasmia. The diagnosis of “primary an-orgasmia” applies to a woman who has never experienced an orgasm by any means of stimulation. “Secondary anorgasmia” refers to the case in which a woman was previously orgasmic but currently is anorgas-mic. “Situational anorgasmia” relates to the conditions under which a woman may or may not experience orgasm—such as being able to experience orgasm by masturbation but not with a partner. According to researcher Raymond Rosen, anorgasmia is a common problem that aff ects an estimated 24 to 37 percent of women.

Therapy for anorgasmia includes a combination of a check-up by a medical professional (reviewing the history of medications and conduct-ing necessary tests) and the use of “behavioral therapies.” Behavioral strategies have proven very eff ective for both men and women. Such strategies include “sensate focus exercises” (to gradually build up one’s comfort with intimate physical contact), directed masturbation (that is, masturbation under the advice of a therapist) with or without a vibra-tor, Kegel exercises (to strengthen the muscles of the pelvic fl oor), and physical therapy. Other issues that may cause anorgasmia and that may be treated by behavioral therapy include anxiety, a past history of sexual abuse or trauma, problems in communication with the sexual partner, and issues of trust of the partner.

The simplest, and perhaps most helpful, treatment for the largest number of people who experience anorgasmia may be for health care 
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providers to ask questions and off er information. Orgasms can be elic-ited from a variety of body regions, including the penis, clitoris, vagina, G spot, cervix, prostate, nipples, breasts, anus—as well as through vi-sual and auditory stimulation and mental imagery. Here’s an important point: while you can be stimulated erotically by your partner, your part-ner can’t “give” you an orgasm. You are in control of your own feelings, including your orgasms. And even if you don’t experience an orgasm, you can nevertheless derive great pleasure and satisfaction from a posi-tive sexual encounter.

 

At what age do orgasms begin?

Although most people can experience orgasms fairly often by the age  of  ten  to  fi fteen,  there  is  some  debate  as  to  when  a  person  is fi rst able to experience an orgasm. In the past half-century, numerous psy-chologists and anthropologists have described a wide array of sexual responses in children, including orgasm. Indeed, children of both sexes often explore their genitals, and such tactile self-stimulation can cause muscle reactions that are diffi  cult to distinguish from orgasm in adult subjects. However, no well-controlled studies—that is, no rigorously conducted scientifi c studies—on children’s sexual responses, including orgasm, have been reported in recent years. The nerve (neural) network needed for many sexual responses is present and functional from the time of early childhood, and penile erection can even occur in the human fetus (that is, within the uterus). However, when young boys ex-perience what seem to be orgasm-like responses, these responses are not accompanied by ejaculation, which requires the presence of androgens (such as testosterone), sex hormones that are not present in suffi  cient quantities for ejaculation before puberty.
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Do orgasms end at a certain age?

Many studies on aging and sexual behavior have found a clear pat-tern  of  an  overall  decline  of  sexual  function  beginning  when  people enter their thirties or forties, but some people can experience orgasms past the age of ninety. As they age, both men and, more often, women experience the loss of their lifelong sexual partner due to death or ill-ness, a loss that often leads to a decrease in sexual activity.

Some studies suggest that, for women, the ability to become sexually aroused remains as the individual ages. However, many women experi-ence declines of desire, frequency of intercourse (coitus), and frequency of orgasm as they age (often well in advance of menopause). In a recent study of older women (average age was eighty-one years), only 18 percent were still sexually active, mainly by masturbation. There is good evi-dence that when older women have sexual problems, some of the causes are related to decreases in the secretion of the sex steroids—estrogen and androgen. For example, vaginal dryness and a condition known as dyspareunia (painful intercourse) are due to low levels of estrogen (which is correctable by vaginal estrogen therapy).

Sexual function and orgasm frequency also decline in men as they age. However, a typical older man (average age in the eighties) is twice as likely to be sexually active as a woman of a similar age (41 percent of men versus 18 percent of women). The most common type of sexual disorder in older men is erectile dysfunction.

A comparable pattern of sexual decline and disorder accompanying aging has been observed in nonhuman animals. For example, very old rabbits still attempt to copulate despite erectile dysfunction, and they will copulate successfully after receiving Viagra.

 

How long does it take to reach orgasm?

During sexual intercourse, the amount of  time before reaching orgasm varies considerably among individuals. Factors such as age, sexual 
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experience, and certain drugs infl uence the time it takes to reach orgasm. Both men and women can voluntarily delay orgasm through a variety of  techniques. For example, in some practices of  Hinduism—such as Tantra, which puts great emphasis on sexual intercourse for religious purposes— techniques developed over hundreds of  years allow some individuals to control ejaculation and orgasm. In recent years, these techniques have been incorporated into practices in the western world, through a series of  books that promote increased sexual satisfaction (see, for example, books by Kenneth Ray Stubbs).

Men typically require two to ten minutes of intercourse to reach orgasm. Men who experience “delayed orgasms” may need an hour or more of stimulation. Researcher Manfred Waldinger and his colleagues proposed that men who have early (premature) ejaculation and those who have delayed ejaculation are just extremes of the normal range of variability. They proposed that any random group of men will include some with early ejaculation (occurring within two minutes of starting sexual intercourse) and others with delayed ejaculation (requiring more than one hour of active intercourse). So, lifelong early or delayed ejacu-lators are considered to be part of the natural variability that occurs in any population. A common characteristic of many, but not all, rapid and delayed ejaculators is their lack of control of the ejaculatory latency. By contrast, a man who is near average for the duration of intercourse before orgasm may be more capable of controlling his ejaculation.

Several studies have found that most women require a more prolonged period of  stimulation before orgasm. While some women have an orgasm within thirty seconds of  starting self-stimulation, most women experi-ence orgasm after twenty minutes.

 

How long do orgasms normally last?

Although the time it takes a person to reach orgasm is highly variable for both men and women, the duration of orgasm itself is less variable, and is shorter. In one study, women’s orgasms were found to 
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last, on average, about eighteen seconds, and men’s orgasms lasted about twenty-two seconds. However, in 1966, Masters and Johnson found that the duration of orgasm in women is typically about three to fi fteen sec-onds, while orgasms in men are shorter. Multiple factors are known to infl uence how long an orgasm lasts, such as age, period of sexual absti-nence, type of sexual stimulation, and whether the orgasm is a result of masturbation or sexual intercourse. With aging, there is a tendency for the duration of orgasms to decrease.

 

How often do people experience orgasm?

The frequency of orgasm and attitudes toward the frequency vary greatly among individuals and cultures. Some societies have recom-mended restraint in sexual activity for men, because ejaculation was considered debilitating; but other societies have considered sexual activ-ity highly benefi cial for vigor and health. Researcher Havelock Ellis, in 1910, surveyed historical and religious pronouncements on the appropri-ate frequencies of marital coitus (and presumably orgasm) for men, and he reported the following recommendations:

•  Zoroaster, Persian religious leader: once in nine days •  Hindu authorities: three to six times per month •  Solon, Athenian statesman and poet: three times per month •  The Koran: once per week

•  The Talmud: once per day to once per week, depending on 

occupation

•  Martin Luther, German founder of Protestantism: twice per week

Typically, couples have more orgasms the younger they are. Kinsey reported that men had an average intercourse frequency of four times per week when they were fi fteen to twenty years of age, three times per week at age thirty, twice per week at age forty, and less than once per week at age sixty. However, studies show that some men between the 
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ages  of  sixteen  and  thirty  experience  as  many  as  twenty-fi ve  orgasms per week.

A “refractory period” just after orgasm occurs in most men, a pe-riod when they can’t have another orgasm—although some men can experience multiple orgasms. A report of one such case documented six successive orgasms (with decreasing volume of semen) in less than forty minutes. The duration of the “recharge time” seems to depend on age, sexual partner, and sexual experience. The brain mechanisms involved in the refractory period have been extensively studied in laboratory animals. In laboratory rats, ejaculation is accompanied by release of the neurotransmitter GABA (gamma amino-butyric acid) from neurons (nerve cells) in the brain, a process that inhibits the activity of neurons that control sexual motivation. The neural basis for the refractory pe-riod in humans is not known.

In 1994, a study based on interviews of 436 partnered women in the United Kingdom investigated the occurrence of female orgasm during the prior three-month period. There was a clear relationship between a woman’s age and the likelihood that she experienced orgasm during a sexual encounter. Of the women thirty-fi ve to thirty-nine years old, 63 percent reported experiencing orgasms during more than half of or all of their sexual interactions with their partner. Only 21 percent of women fi fty-fi ve to fi fty-nine years old reported this frequency. Five percent of the younger women, but 35 percent of the older women, had not experienced an orgasm in the past three months. The intermediate age groups were intermediate in frequency of orgasm.

 

Does a person inherit the ability to have orgasms?

One way of  testing whether a behavioral trait, of  any sort, has a ge-netic basis—or in other words, whether it is to some extent inherited—is to compare identical twins and fraternal twins. Identical twins have the same genetic makeup, because they come from the same fertilized egg. By contrast, fraternal twins develop from two diff erent fertilized eggs and 
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therefore are as diff erent from each other as are two non-twin siblings; they just happen to be born at the same time.

Researchers use the reasoning that if a particular behavioral trait occurs much more frequently in both identical twins than in both fra-ternal twins, then there is probably a genetic component to the trait. Of course, that evidence alone doesn’t explain how the genes aff ect the trait. In one study that looked at whether there is a genetic basis to women’s orgasms, Kate Dunn and her colleagues reported the responses to questionnaires from almost 1,400 women in the TwinsUK study group. About half of the women were identical twins and half were fraternal twins. There was considerable variability in the frequency of their orgasms during intercourse or masturbation. However, the identi-cal twins were much more similar in their frequency of orgasm than were the fraternal twins. The authors stated: “We found that between 34% and 45% of the variation in ability to orgasm can be explained by  underlying  genetic  variation,  with  little  or  no  role  for  the  shared environment (e.g., family environment, religion, social class, or early education). These heritability fi ndings are in a similar range (35-60%) to other behavioural and complex traits such as migraine, blood pressure, anxiety or depression.”

This conclusion is similar to that of Khytam Dawood and her col-leagues, based on a questionnaire study of more than 2,000 women identifi ed in the Australian Twin Registry. These researchers concluded that “overall, genetic infl uences account for approximately 31% of the variance of frequency of orgasm during sexual intercourse . . . and 51% . . . during masturbation.”

 

Are there really “nongenital” orgasms?

Orgasms characteristically result from genital stimulation, but there are many accounts suggesting that nongenital stimuli can also generate feelings that have been described, by both men and women, as orgasms. Here is a partial list:
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•  “Thinking off ” orgasms produced by mental imagery in the absence 

of physical stimulation. Studies of women who were “thinking off ,” 

conducted in the 1960s, were corroborated in the 1990s by some 

laboratory studies in which women were shown to have elevations in 

heart rate, blood pressure, pupil diameter, and pain thresholds that 

are typical of orgasm.

[image: ]

 

St. Teresa of Avila. Shown here is a detail of Ecstasy of St. Teresa, by the seventeenth-century sculptor Giovanni Lorenzo Bernini. St. Teresa of Avila is said to have been able to enter trances in which she described an ecstatic state of rapture and sweet pain in feeling union with God. The description and the facial expression shown here are similar to those characterizing orgasm, suggesting to some (but refuted by others) that she may have experienced nongenital orgasms. (Photograph courtesy Terry Ginesi) 
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•  Orgasms experienced during meditation, as popularized by Kenneth 

Ray Stubbs, who provides detailed accounts of orgasmic experiences 

during many diff erent types of meditation

•  Orgasms experienced during prayer and meditation, as documented 

by William Stayton

•  Orgasms produced in women and men with spinal cord injury, by 

their loved one caressing hypersensitive nongenital skin zones near 

the site of injury

•  Epileptic seizures producing orgasmic auras •  “Phantom” orgasms, occurring in men and women with spinal cord 

injury, who feel genital orgasms in their sleep even though their 

injury blocks their conscious genital sensations •  “Phantom limb” orgasms, such as orgasms “felt” in an amputated 

foot

•  Orgasms produced by stimulation of mouth, lip, breast, nipple, 

anus, shoulder, or toe

•  Orgasms produced as a result of stimulation of any part of the body 

by the “right” person in the “right” way

•  Orgasms during childbirth

•  Orgasms during defecation and “forceful urination” •  Orgasms during tooth brushing by a woman with epilepsy •  Orgasms produced by direct electrical or chemical stimulation 

of the brain, as reported during a brief period in the 1950s before 

restrictions were imposed on such research

•  Orgasms produced unexpectedly by electrical stimulation of the 

spine, initially done for pain control

•  Orgasms produced by stimulation after male-to-female or female-

to-male transsexual surgery

•  Nongenital orgasms experienced under the infl uence of psychedelic 

drugs


A B O U T   O RG A S M S

Why do people sometimes look as if they are in pain at or 

near orgasm?

The parts of the brain and spinal cord that control pain and orgasm overlap. This close association has some interesting consequences. For example, on the positive side, during orgasm produced by vaginal self-stimulation, women become half as sensitive to pain as they normally are  (when  at  rest).  In  some  cases,  when  surgeons  were  called  upon  to stop pain that could not be controlled by medication, they cut specifi c neural pathways in the spinal cord to stop the pain; as a result, however, the patients’ orgasms also became blocked. Sometimes the surgery was only eff ective temporarily, and the pain returned six months later—but, then, so did the ability to experience orgasms!

Examination of brain activity during orgasms or during experi-mentally induced pain shows that at least two brain regions—the insular cortex and the anterior cingulate cortex—are active during both 
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Pleasure or pain? Pain and orgasm share a curious similarity of facial expression. Two of the brain regions that are activated by pain are also activated during orgasm, perhaps accounting for the similarity of expres-sion. (Photographs courtesy Richard Lawrence)
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experiences. This raises an intriguing but as yet unanswered question: How exactly does the brain distinguish between pain and pleasure, and what is the diff erence between the neurons that create the sensation of pain and those that create the sensation of orgasm?

Could the two brain regions have some property that is common to both pain and pleasure, perhaps the same intense emotional expres-sion (controlling the contorted facial expressions that occur during both painful anguish and impending orgasm), but separate from the diff erent feelings of pain versus pleasure? It seems possible. Perhaps the pain and pleasure pathways carrying sensation through the spinal cord and brain stream along together, producing similar eff ects on arousal and facial expression before diverging somewhere in the brain to pass the message either  to  a  pain-sensing  part  of  the  cortex  or  to  a  diff erent, pleasure-sensing part of the cortex. Until this divergence occurs, perhaps the sensory activity from either the genital or the noxious stimulation passes to the brain region that generates facial expression—so that the expression is curiously similar under both conditions.




Two

 

Women’s 

 

Orgasms

 

What’s the difference between vaginal, cervical, and 

clitoral orgasms?

As the names imply, we typically refer to a “vaginal orgasm” when the primary site of stimulation is the vagina (without stimulation of the cervix) and a “cervical orgasm” when the focus of stimulation is the cervix. A “clitoral orgasm” is one in which the stimulation is spe-cifi cally applied to the clitoris. Some women prefer stimulation that is confi ned to the vagina or cervix or both, and others prefer stimulation that is focused on the clitoris. However, some women seem to experi-ence the greatest intensity of orgasm when the clitoris and the vagina or cervix—or all three areas—are stimulated simultaneously. Combined stimulation of all three areas activates three or four pairs of diff erent nerves and provides a cumulative eff ect.
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Does breast or nipple stimulation affect a woman’s 

orgasm?

For some women, stimulation of the nipples and breasts can in-crease  the  likelihood  of  having  an  orgasm  and  increase  its  intensity. However, some women fi nd this stimulation has either no eff ect or a neg-ative eff ect. The orgasm-inducing eff ect of breast or nipple stimulation may be due to sensory activity from the breast traveling (“projecting”) to some of the same neurons, in the region of the brain known as the hypothalamus, that receive sensory activity from the genitals. Because of this convergence of nerve impulses from genital and breast stimulation onto the same neurons in the hypothalamus, breast stimulation may enhance the eff ect of genital stimulation on orgasm.

 

Do Kegel exercises intensify female orgasms?

At  present,  there  isn’t  enough information to answer this question. These exercises were developed for women in the 1940s by gynecologist Arnold Kegel, and this workout became popularly known as “Kegels.” Kegel taught women who suff ered  with  “urinary  stress  incontinence” (USI)—the leakage of urine when a woman coughs, jumps, or sneez-es—how to strengthen their pelvic fl oor muscles. Kegel argued that his technique could avert the need for surgery, and indeed it did for most of his patients. Coincidentally, many of his patients experienced orgasm for the fi rst time. In the decades that followed, several researchers re-ported that men can experience multiple orgasms when they practice contracting their pelvic fl oor muscles.

Kegel exercises mainly strengthen the PC (pubococcygeus) muscles, which are really a group of several muscles. In men and women, the PC muscles connect the pubic bone to the coccyx (the tailbone at the end of the spine). In other animals, this muscle group wags the tail. In humans, it supports the internal sexual organs, urethra, bladder, and rectum, pre-venting them from sagging. To use an analogy, the PC muscles (a fl at, 
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The PC (pubococcygeus) muscles. This sheet of muscles stretches between, and is attached to, the pubic bone and the coccyx. The urethra, vagina, and rectum penetrate through the muscle sheet. Kegel exercises are designed to strengthen it and prevent it from sagging.

 

broad sheet of muscles) are like the fl exible jumping surface of a trampo-line. The pubic bone at the front of the body and the coccyx at the tip of the spine are like the rigid frame of the trampoline. Kegel exercises tighten the PC muscles, ensuring that the vagina, urethra, bladder, and rectum are well supported and don’t sag.

Kegel invented a device to help him evaluate the PC muscles of his female patients and to assist in training them. This instrument, called a Kegel perineometer, may have been the world’s fi rst biofeedback device.

Using the perineometer, researchers in the 1970s measured the strength of women’s PC muscles in relation to their orgasmic experi-ence. They analyzed data from 281 women who had visited their sex therapy clinic, then divided the women into three groups: those who 
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could not experience orgasm, those who could experience orgasm from clitoral stimulation only, and those who could experience orgasm from clitoral or vaginal stimulation. The group of women who experienced orgasm with clitoral or vaginal stimulation had the strongest PC mus-cles, and those who could not experience orgasm had the weakest PC muscles. The group who could experience orgasm only from clitoral stimulation had intermediate muscle strength. In other words, there was a correlation between the strength of the women’s pelvic muscles and their orgasmic responses. A study in 1981 reported that women who ex-perienced female ejaculation had stronger PC muscles than women who never experienced ejaculation.

Taken together, these studies suggest that Kegel exercises probably do increase the likelihood of orgasm.

To locate your PC muscles, start to urinate with your legs apart and then stop the fl ow of urine. The muscles you squeeze are the PC mus-cles. Practice stopping the fl ow a few times to become familiar with the muscles. If you are interested in performing Kegel exercises, we recom-

mend the instructions at www.mayoclinic.com/health/kegel-exercises/

WO00119.

 

What fl uids are produced before and during a woman’s 

orgasm?

Two main types of fl uid are associated with women’s orgasms: vagi-nal lubricant and female ejaculate. The clear vaginal lubricant is not secreted by glands. Instead, it seeps into the vaginal canal from blood capillaries in the vaginal lining (a process termed “transudation”), be-ginning as small beads and ultimately coalescing until the fl uid moistens the entire inner surface of the vagina. (Incidentally, antihistamines may interfere with vaginal lubrication, as a side eff ect of their desired treat-ment for a runny nose.)

During orgasm, women may expel fl uid from their urethra (the tu-bular structure through which urine passes out of the body), a process 
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referred to as “female ejaculation.” Female ejaculation has a controver-sial past. Many women reported that they underwent surgery to correct this “problem,” and others reported that they inhibited their orgasms to prevent “wetting the bed.” Some people are under the impression that the secreted fl uid is urine. It is not. The fl uid resembles dilute fat-free milk and has a sweet taste. Although the volume may seem large dur-ing an orgasm, the total amount of liquid expelled rarely exceeds one teaspoonful (fi ve milliliters).

Several researchers chemically analyzed the fl uid produced by female ejaculation and found that it contains high levels of glucose and an enzyme called prostatic acid phosphatase, and low levels of urea and cre-atinine. This chemical composition diff ers substantially from that of a woman’s typical urine, which contains high levels of urea and creatinine and no prostatic acid phosphatase or glucose. A woman may experience ejaculation  regularly,  on  rare  occasions,  or  never.  We  are  aware  of  no credible evidence that women can learn to control this process (that is, either enhance or decrease it). The important point is that female ejacu-lation is a normal, though not universal, process. One study suggested that perhaps all women ejaculate during orgasm, but the volume of the ejaculate is often so small that it’s undetected, remaining in the urethra or passing back into the urinary bladder.

Aristotle was probably the fi rst to write about female ejaculation, and the Greco-Roman physician and philosopher Galen is said to have known about it in the second century AD. Many others have written about female ejaculation, including the gynecologist Ernst Gräfenberg in 1950.

We should note, however, that during sexual activities and orgasm, some women may ejaculate and other women may expel urine. A re-view of the scientifi c literature that was published in 1991 found that in some women, G spot stimulation, orgasm, and female ejaculation are related (but this is certainly not universal). Other studies reported that some women experience ejaculation with orgasm in response to clitoral stimulation and some women experience ejaculation without orgasm. Most women who do experience ejaculation say that it feels pleasurable.
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Why is the clitoris so sensitive after an orgasm?

Although increased sensitivity of the clitoris is common after orgasm, there seems to be no research that specifi cally reveals the cause of this increased sensitivity. However, we can make an educated guess, based on what we do know about sensations during sex, at a plausible explanation.

One of the changes that a woman’s body goes through when sexually aroused is the dilation (opening wider) of blood vessels. This increases the fl ow of blood to the genital area, resulting in swelling (“engorge-ment”) of the clitoris. This may itself make the clitoris more sensitive to stimulation. And, in addition to the physical changes in the clitoris, the mental and emotional changes occurring in the brain increase the woman’s attention to her clitoral sensations. When overdone, physical stimulation of the clitoris may become painful or even result in the clitoris becoming numb. Heightened sensitivity of the clitoris may per-sist after orgasm and slowly subside as the engorgement decreases over a period of minutes. During the period right after orgasm, a woman may be caught between two worlds. Her sexual intensity has diff used, but her sensory awareness may remain high. So she may now pay more attention to the sensitivity of her clitoris.

Some women say that their nipples also become very sensitive to touch after orgasm. Some like to continue the stimulation of the highly sensitized clitoris or nipples after the initial orgasm, to experience mul-tiple orgasms. Clearly, there are major diff erences among women in both sensitivity and preference.

A few rare cases have been reported of women having an overly sen-sitive clitoris, so that even the mild friction of their clothing creates discomfort. In such cases, medical consultation is advisable.
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Does body position during sex affect a woman’s orgasm?

Yes, body positions during vaginal intercourse can aff ect orgasms in women. To stimulate the G spot during vaginal intercourse (the G spot is an erogenous region just behind the pubic bone), the penis must make contact with the anterior wall of the vagina (the side of the vagi-nal wall closest to the belly). For most couples, the best positions for stimulating this area are: (1) the woman on top, so that she can direct the positioning of the penis in her vagina; (2) the rear entry position, in which the head of the penis can most directly contact the area of the G spot; and (3) the man on top, kneeling, so his penis will contact the anterior wall of the vagina.

To stimulate the cervix during vaginal intercourse, the couple should use a position in which there is deep penetration of the penis. One position is with the woman lying on her back with her legs elevated and around the man’s back or neck. Deep penetration is more likely if the woman pulls her legs toward her body. Placing a pillow under the woman’s lower back can also allow deep stimulation.

In the “coital alignment technique” (CAT), the woman lies on her back and the man lies fl at on top of her, aligned as close to the woman’s head as possible. In this position, the penis can stimulate the clitoris and the G spot simultaneously. Some women like to have their clitoris stimulated manually during vaginal intercourse. For these women, posi-tions such as woman on top, either facing away from her partner (the “cowgirl” position) or facing toward her partner, can allow stimulation of the clitoris with a fi nger.

Certain positions are preferred by couples in which one or both part-ners are overweight. For an overweight man, he can sit on a chair, with the woman sitting on top of him. For the “missionary position” (man on top), it’s important for the man to avoid placing all his weight on the partner. He can put his weight on his knees and hands to control the weight he puts on his partner. If the woman is overweight, she can expose her vulva and vagina by lying on her back, bending her knees and pulling them toward her belly, making penetration easier.
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There are also positions that are recommended for couples in which one or both partners have a chronic illness or disability. Whipple and Welner discuss positions for vaginal intercourse and provide line draw-ings of suggested positions in their chapter “Sexuality Issues” in Welner’s Guide to the Care of Women with Disabilities. Some suggested positions are the person with disability in a wheelchair, or lying on a table or bed, while the partner is standing.

 

Does penis size affect a woman’s orgasm?

For  most  cou pl e s,  t h e  answer  to  this  question  is  probably  not. Although some women do say that the length and girth of their partner’s penis is important (one study suggests that girth is far more important than length), most studies indicate that the dimensions of the penis don’t aff ect women’s overall satisfaction or probability of having an or-gasm. Indeed, just as penises vary in shape and size, so too do vaginas vary in shape, size, and sensitivity among individuals. So, size preference between partners—the idea of “a good fi t”—probably does not lend itself to generalizations.

Typically, if a penis is of average length (four to six inches when erect) and each partner is familiar with the pleasurable areas of the other’s body, the size of the penis will probably matter less than how it is used. When a penis is larger or smaller than average, extra eff ort may be required with some partners to increase contact or avoid uncomfort-able pressure.

 

Are orgasms affected by the menstrual cycle?

Yes, although there is considerable variation among women. Some women enjoy bodily intimacy with their partner during their menstrual period, whereas others prefer not to be physically intimate during that time. Similarly, a woman’s partner may be reluctant to be sexually 




WO M E N ’ S   O RG A S M S

intimate with her because of hygienic considerations, fear of causing discomfort, or cultural factors.

Researchers at Yale University reported that when a woman is not menstruating, her orgasms during sexual intercourse produce traveling wave-like uterine contractions that can suck semen into the uterus. By contrast, during menstruation, orgasms produce uterine contractions that travel in the opposite direction, which has the eff ect of pushing debris out of the uterus instead of sucking inward. The changing levels of hormones over the menstrual cycle play an important role in aff ect-ing the direction of these uterine contractions. This changing direction of uterine contractions could account for the observation that orgasms during menstruation may produce a surge of menstrual blood fl ow. The use of the Instead Softcup, which is a menstrual cup, not a contraceptive, may be used to collect this menstrual blood when a woman has vaginal intercourse during her period.

The research team of Morris and Udry explored diff erences  in women’s sexual activity on menstrual and nonmenstrual days, using daily report data from eighty-fi ve women and their spouses over about a hundred days. They concluded that in their group of respondents, the desire for intercourse and the frequency of intercourse and orgasm decreased during menstruation. The women responded to increases in their husband’s sexual frustration at this time by providing more noncoital orgasms on menstrual days. By contrast, the wives did not experience any increased sexual frustration during menstruation. The heterosexual non-intercourse-related orgasm rate among these women was relatively stable throughout their cycle. Morris and Udry suggested that the diff erent patterns of desire levels for husbands and wives may have a biological base and that the behavioral patterns observed in their study represent a social adjustment to this diff erence.

The level of estrogen and progesterone (hormones secreted by the ovaries) is lower during menstruation, which may play a role in decreased sexual desire. The lowered hormone levels may also reduce vaginal lu-brication. These two factors may combine to decrease a woman’s sexual enjoyment during menstruation. It’s likely that additional factors also 
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play a role in sexuality in relation to the menstrual cycle. Many women, however, don’t experience any diff erences in their sexual desire or ac-tivity across their menstrual cycle. Some women even fi nd it easier to express their sexuality and to experience orgasms during menstruation, perhaps because they know their chance of pregnancy is lower (although it’s not zero) than at other times of the month.

 

Is a woman more likely to become pregnant if she has an 

orgasm?

Po s s i bly. On e e f f ec t of orgasm is to increase a suction produced by wave-like contractions of the uterus. During orgasm in sexual inter-course, suction draws ejaculated semen that is deposited near the cervix into the uterus. When a woman experiences orgasm, the hormone oxytocin is released into the bloodstream by the pituitary gland. The oxytocin then stimulates the muscles of the uterus, which contract more forcefully  and  increase  the  amount  of  suction.  With  female  orgasm, more semen (and so more sperm) enters the uterus, where it is then pulled more toward the left or right side, depending on whether the left or right ovary will release a mature egg (ovum) during that particular menstrual cycle.

Further evidence of the eff ect of orgasm on pregnancy is a report that women whose orgasm occurs just after their partner ejaculates retain more semen (and so more sperm) in their vagina than women whose orgasm occurs just before their partner ejaculates. The study authors speculated that, by increasing the suction action of the uterus, a woman’s orgasm can increase the retention of sperm in the vagina, which could make more sperm available for fertilizing an egg. Some valid criticisms have been made of the methods used in these experiments, but there is still good evidence to suggest that a woman’s orgasm may increase the chance of pregnancy.
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Is it safe to have orgasms during pregnancy?

There is controversy among researchers about whether or not intercourse during pregnancy aff ects (causes or prevents) premature de-livery. One scientifi c report, published in 2001, found that intercourse during the “last few weeks of pregnancy appears to increase the risk of preterm delivery.” The study supported an earlier claim by researchers who stated that the male-on-top position was associated with premature rupture of the membranes. However, other researchers have concluded that intercourse during late pregnancy is associated with a reduced risk of preterm delivery. Yet another study found that intercourse earlier in pregnancy was not associated with an increased risk of preterm delivery (although intercourse during pregnancy was associated with an increased incidence of preterm delivery in women with a lower genital tract infec-tion). So, given all these contradictory fi ndings, couples should consult with their physician for individualized advice on the safety of inter-course during pregnancy.

On a diff erent but related topic: many women worry that sexual ac-tivity and orgasm during pregnancy could harm the fetus. In addition to the possible risks associated with preterm delivery mentioned above, there is a risk to the fetus if the woman acquires a sexually transmitted infection, so safer sex practices are advisable.

 

Does childbirth affect orgasm?

Yes, orgasm can be aff ected in a variety of ways by childbirth. The birth process itself has been described as orgasmic. In a 2007 interview study of eleven women, Danielle Harel characterized two types of sexual experience during childbirth as described by these women: “Unexpected birthgasms were described as surprising orgasms while pushing out or delivering the baby . . . They occurred without any sexual stimulation or use of fantasy, and were not perceived by the women in this sample as erotic or ‘sexual’ in nature . . . Passionate birth was experienced by the 
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women in the sample who chose to incorporate their sexuality openly and intentionally in the birth process, and who allowed themselves to fully explore it. They made love, vocalized, kissed passionately, and some of them masturbated to ease the pain.”

A diff erent facet of the eff ect of childbirth involves its eff ect on the sexual interaction between the parents. Researcher Kirsten von Sydow analyzed fi fty-nine research articles published between 1959 and 1996 that were related to parents’ sexual function and behavior during preg-nancy and up to six months after the birth of their child. On average, female sexual interest and frequency of intercourse decline slightly in the fi rst trimester of pregnancy and decrease sharply in the third trimes-ter. Many couples don’t have intercourse during the two months or so before the due date. After delivery, sexual interest and activity tend to be diminished for several months compared with pre-pregnancy levels, and sexual problems are common. However, not all couples follow this pattern. Sexual responsiveness and capacity to experience orgasm diff er from one couple to another.

When a child is born, the mother undergoes major emotional, psy-chological, and physiological changes, especially if she is a fi rst-time mother. At the same time, the father undergoes major emotional changes of his own. Changing roles within the relationship can bring the couple closer or drive them apart. The mother and the father, having adjusted to each other as independent adults, now must direct their attention to, and become responsible for, a newborn dependent being. The prior dual relationship, which may have involved a strong sexual bond and sharing the experience of orgasm, suddenly becomes a triangular relationship.

A simple lack of information about sexual relations and orgasms during and after pregnancy could aff ect a couple’s relationship after childbirth. For example, the couple might abstain from sexual inter-course if they are unsure of the risk of infection or, in the case of a caesarian delivery, they worry about rupturing the stitches. A woman may experience a decline in sexual interest and activity in the period after delivery (the “postpartum” period) for many reasons, includ-ing the physical eff ects of breastfeeding, vaginal delivery, surgical 
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vaginal delivery (in more complicated births), instrument delivery (use of vacuum extraction or forceps to help deliver the baby), trauma to the perineum (the skin between the vagina and anus), vaginal tearing, and episiotomy (a surgical incision made in the perineum during childbirth). Vaginal delivery can reduce the strength of the pelvic fl oor muscles, although studies have not shown that this adversely aff ects a woman’s sexual  functioning.  Nevertheless,  some  women  do  fi nd  that  starting Kegel exercises before and after childbirth can restore their strength and can empower a woman who wants to resume her prior level of sexual activity.

Most women say that the main reasons for not having an active sex life for at least a few weeks after childbirth are simply physical exhaus-tion from the birth, lack of sleep, and adjusting to the changed lifestyle with the new bundle of joy. It’s important to reinstate sexual life gradu-ally after childbirth. Some of the major organs of a woman’s body are involved in the process of childbirth. After a painful vaginal birth, a woman may associate the vagina with pain rather than with pleasure. A new mother may need time to reintroduce her vagina to pleasurable sensations. Nipples and breasts, perhaps once thought of as part of the sexual relationship, now take on a new purpose.

The reactions of the father can have an important impact on the mother’s interest in resuming the couple’s sexual relationship. Physical aff ection, not necessarily genital or even sexual, can help reestablish a man’s intimate relationship with the new mother. The new father should reassure the new mother about her bodily changes after pregnancy and birth and should appreciate that it will take time for her to become ready, physically and emotionally, to resume her sexual life.

 

How do hormones affect women’s orgasms?

Hormones are secreted by the endocrine glands, which include the gonads (ovaries and testicles), adrenals, pituitary, thyroid, and pancreas. The gonads are directly involved in the development and control of sexual 
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behavior through the secretion of their hormones: estrogens, androgens (including testosterone), and progestogens (including progesterone).

There is a general belief that sexual activity, including orgasm, is strongly  infl uenced  by  hormones.  So  it’s  logical  to  expect  that  taking hormones, for any reason, will aff ect orgasm and other components of sexual behavior. This turns out to be sometimes true, sometimes not, depending on the hormone and the preexisting levels of that hormone in the body.

Surprisingly, testosterone, which is commonly thought of as the “male hormone,” is actually the hormone that is most closely related to the expression of sexual response in women. A large number of carefully controlled studies have recently shown that the application of a transder-mal androgen patch—designed to release low amounts of testosterone through the skin (transdermally) and into the bloodstream—has posi-tive eff ects on all components of women’s sexual response, including orgasm and sexual satisfaction. This is found to occur for postmeno-pausal women, women who have had their ovaries removed, and women who have an androgen-insuffi  ciency disorder. These treatments are designed to provide women with amounts of testosterone that are high enough to mimic the normal levels produced by the ovaries (and by the adrenals), but low enough to avoid unwanted (masculinizing) side eff ects.

Recently, a synthetic steroid known as tibolone (which has estrogen-ic, progestogenic, and androgenic eff ects) has been introduced in Europe and other countries, but not in the United States, for the treatment of sexual disorders in women. Results coming from diff erent institutions indicate that this synthetic hormone eff ectively improves most aspects of sexual response, including orgasm. Tibolone has been associated with a slightly increased risk of stroke.

Another use of hormones, of course, by millions of women world-wide, is as a method of contraception. Oral contraceptives use a combination of estrogens and progestins (synthetic progestogens). Reports on the eff ects  of  these  contraceptives  on  sexual  response  are extremely variable—a small percentage of women complain of negative 
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eff ects, and a similarly small percentage report a positive eff ect. In most cases, studies show that these eff ects are not signifi cantly diff erent from those obtained with a placebo (an intentionally inactive pill that is iden-tical in outward appearance to the active pill containing the hormones).
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Three

 

Men’s Orgasms

 

How does a penis become erect?

Sexual stimulation of the penis or psychogenic (cognitively in-duced) arousal activates specialized nerves that travel from the pelvic region of the spinal cord to the penis. These nerves release nitric oxide (NO) and other nerve products (neurotransmitters) that relax the smooth muscles and blood vessels of the penis ( smooth describes muscles that, unlike skeletal muscles, are not under our voluntary control). Relaxation of these muscles allows increased blood fl ow into the penis. Spongy tissues (the corpora cavernosa) in the penis become fi lled (en-gorged) with blood and expand rapidly. There is a capsule (the tunica albuginea) that surrounds the internal penile tissues, which is made of connective tissue and is fl exible but not stretchable. When the corpora cavernosa become engorged with blood, they “infl ate” against the cap-sule, making the penis rigid. The compression inside the penis almost totally closes down the veins that drain blood from the penis, so blood is trapped in the penile tissues, maintaining the erection.

Because erection is so dependent on an adequate blood fl ow, the con-dition known as erectile dysfunction can provide an early warning sign, 
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Penile erection. Erection occurs as a result of a two-stage process. The top diagram shows (in cross section) the penis before erection. In the fi rst stage of erection, the arteries that supply the penis dilate, allowing more blood to enter and fi ll the open spaces (“sinuses”) of the penis The amount of infl ation is limited by a fl exible but non-expandable membrane (like a mylar balloon), the tunica albuginea, which envelops the penile tissues. In the second stage of erection, the veins that drain blood from the penis get squeezed almost shut against the tunica albuginea. The resulting pressur-ized accumulation of blood in the penis produces the erection. 

or red fl ag, for impending vascular (blood vessel) disease. Erectile dys-function in men who have no other symptoms of vascular disease may be a marker of a “silent” vascular disorder, especially coronary artery disease, and this has become an important new means of identifying men at risk for such disease.
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How do men ejaculate?

Ejaculation requires precise coordination among several dif-ferent organs, from the testicles to the penis. Two intriguing aspects of ejaculation are: First, how exactly are the spurts of semen produced? Second, is the pleasurable sensation of orgasm a consequence of the sen-sory activity produced by the mechanics of ejaculation, or is it mainly a brain phenomenon that is pleasantly enhanced by the sensory activity generated by the expulsive fl ow of semen at ejaculation? This is a case in which understanding the structure of a system is key to understanding its function.

From a purely mechanical standpoint, contraction of the muscles of the male genital system is, by itself, not strong enough or sudden enough to account for the emission of semen in spurts. Instead, the spurts are produced by precise timing between muscle contractions of the ejaculatory duct system and the sphincter muscles (valves that act much like purse strings) situated in the path of the semen fl ow. In se-quence, this is what happens: (1) the ducts fi ll with semen (the process of “emission”); (2) pressure builds up behind a closed sphincter valve (the semen-fi lled duct and the sphincter together are aptly called the “pres-sure chamber”); (3) a sudden release of the sphincter valve emits a spurt of semen (“ejaculation”); (4) the ejaculatory ducts fi ll up again behind the re-closed sphincter; and (5) a repeat of the process results in another spurt of semen. This sequence of events repeats several times in rapid succession in a matter of a few seconds.

The initial, emission, stage in the ejaculation process is produced by contractions of the muscles in several places: in the capsules of the tes-ticles, seminal vesicles, and prostate, and in the ducts of the epididymis and vas deferens. The vas deferens contracts as a unit, from one end (at the caudal, or tail-end, epididymis) to the other (at the ejaculatory duct of the prostate); the seminal vesicles contract by peristalsis (travel-ing waves of muscle contraction and relaxation that propel the semen through this tubular organ).
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The path taken by sperm during ejaculation. Sperm travel from the testicles through the vas deferens (one on each side) to exit the body through the urethra. The seminal vesicles and prostate contribute the seminal fl uid that carries and nourishes the sperm. The external and internal sphincters consist of rings of muscle that surround and squeeze shut the urethra. Contractions of the vas deferens tubes and the seminal vesicles during sexual stimulation, building up to ejaculation, increase the pressure against the closed sphincters. At orgasm, the external sphincter relaxes rhythmi-cally, enabling the pressurized semen to be released in spurts. (Image courtesy Alexander Tsiaras, TheVisualMD.com)

 

Contraction of the internal sphincter prevents the backfl ow of semen into the bladder. If this sphincter fails to close suffi  ciently during ejacu-lation, semen can make a U turn and enter the urinary bladder, a process known as “retrograde ejaculation.”

At orgasm, under the control of the pudendal nerves, the pelvic mus-cles start contracting rhythmically and involuntarily. A sphincter opens and closes in closely coordinated timing with the contraction of specifi c muscles. The intermittent opening and closing aids in propulsion of the 
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semen through the urethra. Studies have shown the importance of the coordination of the opening and closing of this sphincter. If the sphinc-ter becomes paralyzed or is incapacitated by experimental anesthesia, a dripping seminal emission, rather than ejaculation, occurs.

 

Does a penis need to be hard to have an orgasm?

Giles Brindley noted in 1983 that ejaculation and orgasm don’t nec-essarily require erection. In Brindley’s studies, men were equipped with a mechanical clamp that squeezed shut the pudendal arteries—the arteries that supply blood to the penis. The men were still able to ejaculate and experience orgasm, even though the penis remained entirely fl accid (non-erect). In other words, the nerves that convey sensations from the penis during stimulation do so whether the penis is erect or fl accid. Many men who have had surgery for prostate cancer are able to experience orgasm without erection (men with successful nerve-sparing prostate surgery will most likely continue to have erections).

 

Why is the penis so sensitive after an orgasm?

Some men experience greatly increased sensitivity (hypersensitiv-ity), and even pain, of the penis after orgasm. The physiological basis for this hypersensitivity is not known. During penetrative sex, the friction of the skin of the penis against the walls of the vagina (or other surface) could make the skin sensitive. There is some evidence that release of the hormone prolactin into the bloodstream at orgasm may increase the sensitivity of the penis, as well as the nipples.

There is no consensus among researchers as to whether circumci-sion at infancy aff ects the sensitivity of the penis. Abnormally low penile sensitivity, as a result of trauma to the genital region, injury to the penile sensory (pudendal) nerves, or diabetes, can result in erectile dysfunction.
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Can a man have an orgasm without stimulation of his penis?

Yes, most men have experienced orgasm without obvious penile stimu-lation, while asleep (commonly known as wet dreams, or more technically as nocturnal emissions). In rare cases, men have reported experiencing orgasm without mechanical (e.g., tactile) stimulation while fully awake. According to an extensive study by Kinsey and his colleagues in 1948, three or four men in fi ve thousand claimed to have experienced ejacu-latory orgasm without mechanical stimulation while awake. Some men who practice a specialized form of  forced rapid deep breathing com-bined with Tantric meditation (“fi re breath”) claim that they experience orgasms in the absence of  physical genital stimulation.

 

Can men experience ejaculation without orgasm, or 

orgasm without ejaculation?

Yes, men can experience orgasm with no ejaculatory fl uid expelled, and they can ejaculate without feeling the pleasure of orgasm.

There are certain conditions that prevent ejaculation despite an erec-tion and orgasm. These include surgery aff ecting the genital system, such as prostatectomy (removal of the prostate gland, typically as a treatment for cancer); certain psychiatric conditions, such as obsessive compulsive disorder (for example, when a man is overly concerned about hygiene and thinks ejaculation will be messy); psychological/psychosex-ual issues, such as fear of impregnating a partner, fear of losing control, or cultural inhibitions; and side eff ects of certain medications such as SSRIs (selective serotonin reuptake inhibitors), which are prescribed as antidepressants (for example, citalopram or fl uoxetine). Although SSRIs and other medications can interfere with sexual desire and function, in-dividuals should not discontinue these medications without consulting their physician, because serious complications could result. Interference with ejaculation may also result from a progressive neurological disease such  as  MS  (multiple  sclerosis),  from  neurological  damage  resulting 
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from stroke or spinal cord injury, or from hormonal defi ciencies.

By contrast, there are some conditions in which a man can ejaculate in the absence of erection or orgasm. These include severe cases of pre-mature ejaculation (early ejaculation), in which the man ejaculates before developing an erection or before physical stimulation of the penis; psycho-logical factors, such as overexcitement, fear of intimacy, or relationship issues; psychiatric disorders such as severe schizophrenia; complications after surgery involving the genital system; and other conditions such as hormone imbalance, progressive neurological disorders, chronic diabetes, abuse of drugs or alcohol, and brain or spinal cord injury.

Some men voluntarily separate their orgasm from ejaculation. They do so by noting the point after which they can’t hold back (the point of “ejaculatory inevitability”) and training themselves to control their ejaculation  just  before  reaching  this  point.  By  delaying  ejaculation  in this way, they claim to experience an enjoyable, prolonged sexual session with their partner, with a deeper and more intense sexual intimacy. An example of this practice is the teaching of Tantric sex, through which a man learns to be orgasmic while delaying ejaculation until he feels ready.

 

Why do some men become so sleepy after an orgasm?

Nobody  knows  for  sure.  However, sleepiness in men after orgasm is very common. The physical exertion of sexual intercourse can feel as if it’s considerable, but a 175-pound man participating in vigorous sex for thirty minutes expends only 63 calories. If he had spent the same amount  of  time  jogging,  he  would  have  used  288  calories  (and  most joggers claim to feel energized, not sleepy, after their run). So, it’s prob-ably something other than physical exertion that accounts for the sleepy feeling after orgasm. We do know that women seem to feel less tired than men after orgasm. Men share their tendency to want to doze with at least one other mammal. Carefully constructed laboratory studies showed that male rats fall deeply asleep shortly after mating (but, so do female rabbits!).
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In one study, of fi ve men and fi ve women, researchers compared three conditions: masturbation to orgasm with a latency of about fi fteen min-utes; masturbation for fi fteen minutes, while intentionally refraining from orgasm; and reading a newspaper for fi fteen minutes. They found no signifi cant diff erence among the three conditions in the time delay between the event and when the person fell asleep, or in the duration of sleep, or in the type of sleep pattern. However, this study was just a start, not an ideal way to study this topic. Many disruptive factors could account for the lack of diff erence among the three conditions in the study, including the laboratory setting, the fact that an investigator entered the room after every fi fteen-minute period to remove the anal probe used to measure orgasmic muscular contractions, the presence of EEG (electroencephalogram) electrodes to measure sleep, the possible sleep-inducing eff ect of reading a newspaper, the combining of the data for the men and the women, and the absence of the personal physical and emotional interactions inherent in sexual encounters. So, with our present state of knowledge about any connection between orgasm and sleep, anecdotal reports, jokes, and cartoons appear to characterize real-ity better than does the existing scientifi c research!

Still, even though science has yet to off er a satisfactory explanation for the widely reported tendency of men (and some women) to become sleepy after orgasm, at least knowing that this sleepiness is so common off ers some comfort to those who may “take it personally.” As humans, many of us have the capacity to generate a modicum of conversation and hugging and caressing in the aftermath of orgasm, at least for a while. To our male readers, especially, we suggest giving it a try. An interlude of post-orgasm tender bonding—even if only briefl y, before sleep over-whelms—doesn’t hurt.
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What is the clear fl uid that comes out of the penis before 

ejaculation?

Secretion of this pre-ejaculatory fl uid, which in some cases starts during sexual foreplay, can be surprisingly abundant—half to one milliliter (1 mL is about one-fi fth of a teaspoonful). The presence of this fl uid is evidence of a high level of sexual arousal. For many years it was associated with voluptuous thinking, and medieval writers called it “the distillate of love.”

Long before the nineteenth century, when William Cowper described the glands involved in this secretion, the secreted fl uid was recognized as being diff erent from semen. There is now good evidence that the secretion comes from a small set of structures named Cowper’s glands, in honor of their discoverer (and also called the bulbo-urethral glands). Cowper’s glands, together with the prostate and seminal vesicles, com-prise the “sex accessory” glands in men. Cowper’s glands are the male counterpart of women’s Bartholin’s glands (or greater vestibular glands), which produce some of the vaginal fl uid.

The secretion from Cowper’s glands is composed of a clear fl uid with a high concentration of glycoproteins (proteins with some sugars at-tached). The fl uid neutralizes the acidity of the urine residue in the man’s urethra and the normal acidity of the vaginal environment. It may also provide lubrication for the penis during intercourse. For some time it was thought that this secretion could contain some stray sperm that escape from the epididymis before ejaculation, and that this could ex-plain unexpected pregnancies during coitus interruptus (a contraceptive technique in which the man withdraws his penis from the vagina before ejaculating). However, recent studies have shown that the pre-ejaculato-ry fl uid that leaks from the tip of the penis during sexual stimulation does not contain any sperm.
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What is the difference between semen and sperm?

Semen (also called seminal fl uid, seminal plasma, or ejaculatory fl uid) consists of a combination of secretions from the testicles, epididy-mis, vas deferens, seminal vesicles, prostate, and Cowper’s glands.

When the free-swimming sperm cells (also called spermatozoa) leave the testicles (where they are produced), they enter, on each side, a long, convoluted tube—the epididymis—situated above the testicles. The sperm are mixed with a fl uid secreted by the epididymis and testicles, and this mixture moves slowly toward the vas deferens, a slightly wider tube than the epididymis. (The paired vas deferens tubes, left and right, are the tubes that are “tied” in the vasectomy procedure.) After passing through the vas deferens on each side, the sperm and fl uids enter the urethra, the tube that also transports urine from the bladder. During this journey, the sperm acquire their capacity to fertilize the ovum (a process  termed  “capacitation”).  This  involves  a  series  of  physical  and chemical changes in the “head” of the sperm (the acrosome, as distinct from the sperm’s moving tail). The semen is therefore a mixture of vari-ous fl uids; it conveys the sperm.

The fl uids that comprise semen serve a variety of functions. They provide for more powerful ejaculation and contain a source of energy for the vigorously swimming sperm, in the form of fructose (a sugar) and inositol (another type of nutrient). The semen also contains pros-taglandins (secreted by the prostate gland), which stimulate contraction of the muscles of the female reproductive tract, assisting the sperm in their voyage toward the egg (ovum).

The normal color of ejaculatory fl uid is a semitransparent yellowish color. If any major changes occur in the color or texture of ejaculatory fl uid (for example, becoming orange, thick and white, or with drops of blood), it’s advisable for a man to consult his physician. A physician should always be alerted if ejaculation is combined with a feeling of urgency to urinate, a burning sensation when urinating, or pain, because these may be signs of a urinary tract infection or an STI (sexually transmitted infection), which, if untreated, could lead to kidney damage or other serious complications.
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Why does semen change from opaque to transparent?

Ejac u l at ed h u m a n se m en t y pica l ly appears opaque—a grayish-white mass mixed with a clear liquid. The mass consists of protein that is coagulated (jelled) by an enzyme secreted by the seminal vesicles. The clear liquid is secreted mainly by the prostate gland and Cowper’s glands.

Within about ten to twenty minutes of ejaculation, the opaque mass begins to change into a clear liquid. This change is due to the action of another enzyme, known as seminin, that is secreted into the semen by the prostate gland. This enzyme gives a characteristic aroma to the semen. As an aside, “seminin” is another name for “prostate-specifi c antigen,” or PSA. The level of PSA in the bloodstream is commonly used to screen for prostate cancer. The normal function of PSA—or seminin—is to liberate the sperm from the coagulated semen so that the sperm cells are free to move toward the egg.

Evidence suggests that the coagulated mass in semen restricts the free movement of the ejaculated sperm, which probably has the eff ect of “herding” them, keeping them near the cervix, which is the gateway to the uterus. Thus the semen helps keep the sperm from fl owing out of the vagina. Then, seminin starts to convert the coagulated mass into a clear liquid (a process called liquefaction), allowing the sperm to swim out of the mass and enter the uterus on their way to the egg.

This coagulation function of semen is developed to an extreme in some rodents. In these animals, coagulation forms a “copulatory plug” almost instantaneously after ejaculation into the vagina. The copula-tory plug has the texture of dried rubber cement. It forms a hard piston that fi lls the inner end of the vagina just in front of the cervix, trapping the sperm, under pressure, between the tip of the plug and the cervix. The pressure forces the semen and sperm through the cervix and into the uterus.
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What causes differences in the amount and characteristics 

of semen ejaculated?

The  process  of  ejaculation  in men has been investigated by nu-merous techniques, including genital physiological recordings, genital imaging, and brain imaging. Several genital organs contribute to semen. A typical orgasm produces about fi ve milliliters (5 mL; about one tea-spoonful) of semen, which has the following components: sperm cells and secretions from the seminal vesicles (3 mL), prostate (1.5 to 2 mL), Cowper’s glands (0.5 mL), and glands of Littre, also known as preputial glands (0.1 to 0.2 mL). The amount, aroma, taste, texture, density, and color of semen vary from person to person and from time to time in each individual. Temperature, physical activity, diet, and recent ejacula-tions can also aff ect the properties and amount of the fl uid. In the case of two closely successive ejaculations, the second volume is typically less than the fi rst.

 

How do hormones affect men’s orgasms?

Men’s sexual behavior and sexual function, including orgasm, are infl uenced by the action of hormones. A man’s natural steroid hormones, in particular, aff ect sexual processes. These hormones are secreted into the bloodstream by the gonads (testicles) and by the adrenal glands (spe-cifi cally, the part of the gland known as the adrenal cortex). The term steroid refers to their chemical structure, and this family of chemicals includes the sex steroids (androgens, estrogens, and progestins) and the corticoids (which are secreted by the adrenal cortex). By far the most important male hormone is testosterone, an androgen, which is secreted almost exclusively by the testicles. Castrating males (surgically removing the testicles) greatly aff ects their sexual functioning.

Castration has been carried out in men and animals since prehis-toric times. It’s a relatively easy operation, because of the accessibility of the testicles, and was practiced by several cultures for its biological 
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and psychological eff ects. In the middle of the nineteenth century, it was observed that castration of roosters not only induced physical changes but also inhibited their sexual behavior. Early scientists found that the eff ects of castration could be reversed when a testicular graft was placed into the castrated rooster. This type of experiment has been repeated in many mammalian species, including humans, with the same results. Indeed, the rooster experiment is credited with creating the entire fi eld of endocrinology (the study of hormones and their eff ects).  Despite these known eff ects  of  drastically  reducing  testosterone  levels  by  cas-tration,  normal  levels  of  testosterone  do  not  guarantee  normal  sexual behavior and orgasm.

It isn’t always possible to establish a clear correlation between levels of testosterone circulating in the bloodstream and sexual activity (de-sire, arousability, and orgasm), but we do know that a clear and abrupt decrease in sexual interest may occur in healthy men when treated with drugs that inhibit their testosterone secretion.

We also know that medical treatment with testosterone aff ects or-gasms. In men, aging is often associated with a lowered secretion of testosterone, and sexual disorders including anorgasmia (inability to have an orgasm) can occur. According to a recent study, 30 percent of men over the age of sixty have clear signs of what is known as hypo-gonadism (low levels of androgen secretion). Currently, testosterone is the usual treatment for these men, and most studies indicate a clear improvement in sexual life following administration of the hormone. Injections  of  a  long-acting  chemical  derivative  of  testosterone  (tes-tosterone undecanoate) have often been used successfully to improve men’s sexual activity and ability to experience orgasm. In more recent studies, testosterone has been administered transdermally (through the skin), by a skin patch that delivers constant, low amounts of the hormone into the bloodstream. Although there is no doubt that tes-tosterone improves sexual life in hypogonadal men, it’s not clear how it works, whether through its action on brain structures related to sexual desire and orgasm or, indirectly, by increasing physical energy and/or by maintaining the genital structures.




T H E   O RG A S M   A N S W E R   G U I D E

There has been some controversy about the side eff ects of testoster-one treatments for men with hypogonadism. Some researchers worry, for example, that the treatments might activate dormant prostate cancer in older men or might cause immunodefi ciency. In the United States, a controversy between the Endocrine Society and a National Institutes of Health panel occurred only a few years ago on this topic. In recent well-controlled studies using the dosages actually used for treatment of  hypogonadism,  no  serious  side  eff ects occurred. Indeed, positive eff ects  on  cardiovascular  health  were  reported  when  proper  doses  of testosterone were administered. However, most physicians are not likely to prescribe testosterone for men who have undergone treatment for prostate cancer.

There is no consensus on whether testosterone can act as an aphrodi-siac. Some studies have reported that testosterone administered to men with  normal  levels  of  testosterone  can  increase  sexual  enjoyment  and activity. However, other studies suggest there is no benefi t to increasing the androgen level beyond that of normal secretions by the testicles.

At the other extreme, treatment with certain steroids has been used to inhibit  undesired  male  sexual  behavior,  such  as  pedophilia  (sex  with children), with variable success. For example, a synthetic progestin (medroxy-progesterone) has been reported to inhibit undesired sexual behavior. It acts by inhibiting the secretion of the pituitary hormones that maintain the production of testosterone by the testicles. Another way to decrease unwanted sexual activity is by the use of drugs known as anti-androgens (such as cyproterone acetate), which don’t aff ect tes-tosterone secretion but instead prevent the action of the hormone in the brain, by preventing its interaction with specifi c receptors in brain neurons and other cells.

In yet another use of steroids, for more than thirty years, men of all ages  have  been  using  anabolic  steroids  (androgens  that  stimulate  pro-tein synthesis, particularly in muscle) for bodybuilding. One of these steroids is 5-alpha-dihydrotestosterone (DHT), which is a normal metabolic product of testosterone. In most experimental animals, ana-bolic steroids such as DHT are much less potent in stimulating sexual 
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behavior than is testosterone, and apparently the same is true in men. Some recent studies, however, indicate that when administered together with estrogen, DHT can be used to treat male anorgasmia and several other types of sexual disorder.
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Four

 

Hows and Whys 

 

of Orgasm

 

How do legal and illegal drugs affect orgasm?

A large variety of drugs are known to aff ect orgasm in positive or negative ways. In many cases, the reports of positive eff ects are anec-dotal or have been described in uncontrolled (that is, not scientifi cally rigorous) studies using a small number of individuals. So we need to take some claims about the positive eff ects of certain drugs with a grain of salt. However, there is reliable information, based on sound scientifi c studies, about the eff ect  on  orgasm  of  several  drugs,  particularly  pre-scription drugs that are used to treat sexually and non-sexually related health problems. We will do our best to explain what is known about the eff ects of many drugs, legal and illegal, on orgasm. It’s important to keep in mind that a lot of drugs can have serious side eff ects and their use should not be considered lightly.
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The positive eff ect of steroids, particularly testosterone, on orgasm in both men and women has been established in many well-controlled studies. Testosterone is found to be eff ective for individuals with low levels of testosterone in their bloodstream, usually older men or post-menopausal women. Its possible aphrodisiac eff ect on individuals who have normal levels of steroids produced by their gonads (testicles and ovaries) remains controversial.

Yohimbine has for many years had the reputation of being an aphrodisiac, and this has been validated in several studies. This drug counteracts several aspects of sexual disorders. Initially, yohimbine was used to facilitate or prolong penile erection, but it was later found to improve sexual arousal and orgasm as well. It acts mainly by increasing the release of noradrenaline (also called norepinephrine), a neurotrans-mitter in the brain and nerves that is involved in various aspects of sexual activity.

We need to get a bit technical here to explain how yohimbine works, but this information is also useful in understanding the actions of some other drugs. Neurons (nerve cells) that produce noradrenaline have a particular type of receptor, called an “autoreceptor,” that recognizes and responds specifi cally to the same neurotransmitter that the cell produces. In this case, neurons that produce and dispense noradrenaline contain autoreceptors (called alpha-2 receptors) on their surface that re-spond to their own or other neurons’ released noradrenaline by slowing down the further release of their own noradenaline. This is a process called “negative feedback.” It’s similar to how a thermostat works, re-sponding to the increased temperature in the room by turning off  the source of heat—the furnace. Yohimbine has its eff ect by blocking the action of noradrenaline on the neuron’s autoreceptor (much like a key that breaks off  in a lock so that another key can’t be inserted into the lock). This results in the continued release of noradrenaline from the neuron, and this increased noradrenaline has an orgasm-stimulating ef-fect. Again using the analogy of the thermostat, it’s as if the thermostat is blocked from sensing when the room gets warm, so it fails to shut off  the furnace, and the room gets hotter.
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Yohimbine is eff ective when taken two to four hours before sexual activity. An eff ective  dose  of  yohimbine  to  counteract  orgasmic  dys-function in men is about twenty milligrams. At this dose, side eff ects seem minor. There is insuffi  cient comparable information for women.

Another neurotransmitter that has a stimulating eff ect on orgasm is dopamine. Drugs such as amphetamine that stimulate the release of do-pamine can stimulate or prolong orgasm. However, the undesirable side eff ects of amphetamine, particularly serious paranoid schizophrenic symptoms, prevent its medical use for the treatment of sexual disorders.

Cocaine has a similar eff ect of increasing the levels of dopamine in specifi c brain regions, thereby stimulating orgasm in men and women. Cocaine blocks the reabsorption (reuptake) of dopamine by the neurons that released it, keeping it available to neighboring neurons—which in-creases the stimulatory eff ect of the dopamine. Because cocaine is highly addictive, its use as a treatment for sexual disorders is not recommended.

The antidepressant drugs known as selective serotonin reuptake inhibitors (SSRIs) have a negative eff ect on orgasm and other sexual functions. Since the nineteenth century, depression has been known to be associated with sexual disorders, and it was logical to think that an improvement in the depressive illness would result in improvement of sexual function. So, it’s ironic that a class of drugs that reduces the eff ects of depression creates sexual disorders as a side eff ect.  Recent studies suggest that 90 percent of patients taking antidepressants that increase serotonin levels—which is how SSRIs work—experience sexual disorders. The SSRIs act by interfering with the reuptake of se-rotonin into the serotonin-producing neurons, thereby prolonging the action of serotonin on neighboring neurons. Some recent studies that examine specifi c aspects of sexual disorders in patients treated for major depression with SSRIs and other medications show that men are more likely than women to have problems experiencing orgasms.

The fi rst eff ective antidepressants introduced into clinical practice were the MAO inhibitors (monoamine oxidase inhibitors). Monoamine oxidase is an enzyme that breaks down and inactivates the class of neu-rotransmitters known as the monoamines. These include noradrenaline, 
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dopamine, and serotonin. By inhibiting this breakdown, MAO inhibi-tors increase the levels of these three monoamines in the brain. Although dopamine and noradrenaline, as we’ve seen, tend to stimulate orgasm, these eff ects are counteracted by the increased levels of serotonin, which has an overriding inhibitory eff ect on sexual responses.

Fortunately, several new antidepressant drugs avoid the side eff ect of sexual disorders, and some of them even enhance sexual responses. Studies show particularly consistent results in enhancing orgasm with the use of bupropion. In addition, a new generation of antidepressants, such as moclobemide, which are known as “reversible inhibitors of MAO,” are reported to strongly stimulate orgasm in some individuals.

Another class of frequently prescribed drugs that depress sexual ac-tivity is the antipsychotics, which are used for treating schizophrenia and a particular form of depression known as malignant depression. These were among the fi rst drugs that were recognized to impair or prevent orgasm in men and women.

More recent, “atypical” antipsychotics such as clozapine, which act on several types of neurotransmitter receptors other than the dopamine receptor, apparently have a less negative eff ect on orgasm and sexual activity than other antipsychotics.

There is a widespread belief that certain recreational stimulant drugs enhance or alter sexual pleasure and orgasm. Many marijuana users claim they have more prolonged, intense, and hence more rewarding orgasms than those experienced without the drug. These marijuana-re-lated changes in the quality of orgasm, rather than changes in frequency or in ease of stimulation, are diffi  cult to evaluate. Some well-controlled studies do report an increase in awareness of muscular contractions in the genital area during orgasm. Perhaps it’s more signifi cant, however, that a recent analysis of sexual disorders resulting from drug use in 3,004 men and women found that chronic use of marijuana was signifi -cantly associated with anorgasmia.

The drug Ecstasy, a derivative of amphetamine, is considered to af-fect social interactions and sexual response. Some studies were designed to test the reported aphrodisiac eff ects of this drug. Sexual desire was 
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increased in most men and women taking Ecstasy, although, paradoxi-cally, erectile dysfunction was noted in 40 percent of the men. Some Ecstasy users claim to experience a diff erent, more rewarding type of orgasm, but this eff ect is diffi  cult to evaluate objectively.

A variety of drugs that have the common property of depressing the central nervous system (brain and spinal cord), including alcohol, opiates, barbiturates, and benzodiazepines (such as diazepam), have at times been described as reducing social inhibitions to sexual intercourse. In some cases, when sexual activity is inhibited by high levels of anxiety, moderate amounts of alcohol or diazepam are found to facilitate sexual activity, but in general these drugs impair orgasm.

 

Why do people sometimes experience orgasms while 

asleep?

Unfortunately, there is very limited scientifi c research on orgasms while sleeping. One question that is raised is whether the person ex-periencing the orgasm was in fact making contact between his or her genitals and the bed or sheets. However, there is good reason to believe that orgasms while sleeping are not, in fact, the result of genital stimula-tion but instead are created in the brain. For example, men and women with spinal cord injuries—with no nerve connections between their ex-ternal genitals and their brain—are known to experience orgasms while asleep.

In a rare, and lucky, case in a laboratory study, researchers made phys-iological measurements while a woman had an orgasm during a dream. When she awoke, the woman described the dream and the orgasm she had experienced. The researchers reported that the rate of blood fl ow to her vagina, her heart rate, and her respiration rate all increased during the dream. Specifi cally, her heart rate increased from 50 to 100 beats per minute, her respiration rate increased from 12 to 22 breaths per minute, and she had a “very marked” increase in vaginal blood fl ow. Her vagina showed  cyclic  episodes  of  engorgement  with  blood  during  her  REM 




T H E   O RG A S M   A N S W E R   G U I D E

(rapid eye movement) sleep stages. In sleep studies, the greater ease of measuring  penile  erection  than  vaginal  blood  fl ow  has  resulted  in  re-search showing that men typically have penile engorgement during 95 percent of REM sleep stages.

It is likely, based on all these observations and other, less scientifi c reports, that orgasms during sleep are not a response to genital stimu-lation, but rather are the result of brain activity. In other words, the physiological responses seem not to be “refl exive” responses to genital stimulation but to be generated intrinsically by the brain. So, it seems that during sleep, the brain can behave in a way that turns on all the systems involved in the experience of orgasm.

 

Why do people say that orgasms happen in the brain?

The answer depends largely on what we mean by “happens.” Every- thing a person feels is sensed in the brain. So, orgasms are felt in the brain, and to some that means they happen in the brain. But the process of  orgasm involves virtually every body system. Looked at in this way, the brain is not the only place where orgasms “happen,” but rather, the brain is the conductor of  the orgasmic orchestra.

In recent years, technology has made it possible to directly observe three-dimensional activity in the human brain. This has led to an explosion of research that correlates activity in specifi c brain regions with people’s perceptions and feelings. Some investigators have begun to analyze the parts of the brain that are activated by genital stimula-tion and orgasm, through the use of a technology called “functional magnetic resonance imaging,” or functional MRI, or simply fMRI. All the major regions of the brain become activated during orgasm. Perhaps this is not surprising, because many diff erent body systems are activated during orgasm—systems that are under the infl uence of the brain. The muscles of the arms, legs, trunk, face, and genitals become more active, as do the muscles that produce increased heart rate, blood pressure, uterine contractions, and dilation of the pupils. Sweating and 
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Before orgasm          During orgasm

 

Images of brain activity recorded by fMRI (functional magnetic resonance imaging). The left image is of a woman’s brain during the fi rst minute of vaginal self-stimulation. The image on the right shows the same brain several minutes later, during orgasm. The much greater brain activity dur-ing orgasm is revealed by the regions covered with white squares.

 

the secretion of hormones (including oxytocin and prolactin) increase, while arousal and pleasurable feelings intensify. Using fMRI, research-ers can visualize these events in the brain. If you compare the fMRIs of a brain before orgasm and a brain during orgasm, it’s like comparing a Christmas tree with just a few scattered light bulbs and one festooned with many strings of lights. With this imaging technology, researchers are starting to chart the eff ects of orgasm on the brain.

 

How does “sex-change” (“transsexual”) surgery affect 

orgasms?

According to Christine McGinn, who is one of  the few surgeons in the United States who performs this type of  surgery, some specifi c ter-




T H E   O RG A S M   A N S W E R   G U I D E

minology is preferred. The surgery is referred to as “gender-confi rming” surgery or “genital reassignment.” Transmen refers to persons who undergo female-to-male surgery, and transwomen to persons who undergo male-to-female surgery.

For transwomen, the standard surgery is “penile inversion vagino-plasty.” The surgery re-forms the main components of the penis into female proportions. The penile glans (the cone-shaped tip) is surgically reduced in size and sutured into position as a sensitive clitoris. Although many of its nerve endings are removed during this step, orgasmic ability remains intact. The testicles and erectile tissue of the penis are removed. The penile skin is left with an intact blood and nerve supply and is used to create the labia, clitoral hood, and vaginal wall. The vagina is cre-ated by surgically opening a space between the scrotum and the rectum and placing the inverted penile skin-tube within this space. The penile skin-tube is further lengthened by using a skin graft from the scrotum. The newly formed vagina ends blindly without a cervix and is located between the prostate and rectum. The prostate in transwomen remains in place after surgery and is an important source for orgasm, much like the G spot. Transwomen frequently report a decrease in desire as well as a change in character of their orgasms with estrogenic hormone therapy.

For transmen, there are two types of genital surgery: phalloplasty and metoidioplasty. Due to exclusion policies of many U.S. health in-surance companies, the costly phalloplasty is not routinely performed in the United States; consequently, transmen undergo this surgery in other countries. While there are many techniques for phalloplasty, the basic method creates a penis from a fl ap of tissue from another area of the body (commonly, the forearm), using microsurgery. A nerve within the fl ap is attached to the ilioinguinal nerve and the clitoral branch of the pudendal nerve, allowing for sensation in the new phallus. The clitoris is incorporated into the base of the new phallus fl ap. The scro-tum is created from the labia majora, and prosthetic silicon testicles are inserted.

In metoidioplasty, the clitoris is fi rst enlarged by preparatory tes-tosterone use. In the surgery, it is released from its attached ligaments 
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in order to add length. Next, the urethra is extended and incorporated into the phallus. The dorsal nerves of the clitoris are left intact, and the individual is able to urinate from the standing position.

Transmen frequently report an increased desire as well as a change in character of their orgasms with androgenic hormone therapy. This may be related to the eff ects of hormone therapy on the frequency and quality of erectile tissue stimulation, but more research needs to be con-ducted in this area.

Anyone contemplating gender-confi rming surgery should carefully consult with the surgeon about the expected changes and possible side eff ects. Psychological counseling is advisable to address the complexities of personal and social interactions.

 

How do machines and devices stimulate orgasms?

Various  machines  and  devices  can be used as sex toys for recre-ational  pleasure  or  as  treatments  to  help  overcome  a  sexual  disorder. The simplest sex toys are vibrators, powered by battery or wall current. They are available in diff erent sizes, shapes, textures, and colors, and are used by women and, although less so, by men.

Some vibrators are worn on the back of the hand, behind the fi ngers, so that genital contact is made by the vibrating fi ngers rather than by the vibrator itself. Other vibrators are applied directly to the genital region. This  type  of  device  varies  in  diameter  of  the  stimulating  head.  Some women prefer to start out using a wider, rather than a narrower, vibrator for ease of stimulating the clitoris, and then, with practice, they make a transition to a narrower vibrator. The wider vibrators are also easier for a woman’s partner to use. Vibrators that focus on clitoral stimulation are particularly appropriate for beginners or for individuals who want to avoid possible tearing of their hymen while enjoying self-stimulation. The hymen is a membrane inside the vagina near the vaginal entrance. The hymen only partially blocks the vaginal canal, thereby allowing the passage of menstrual fl ow.




T H E   O RG A S M   A N S W E R   G U I D E

Dildos resemble an erect penis in shape, size, and/or texture, and they may or may not contain a vibrator mechanism. They are made from a variety of materials, including pliable silicone or hard plastic, glass, or metal. They can stimulate the vaginal walls and give a woman a sense of penetration. The “Rabbit” is a Y-shaped dildo that is designed to stimulate the vagina internally at the same time as stimulating the clitoris externally. Another type of dildo is the “G spot stimulator,” which is typically curved to apply pressure to the G spot, the anterior (belly-side) wall of the vagina, just behind the pubic bone. There are vibrating and nonvibrating designs. Some dildos have remote controls, which could be helpful for persons with physical limitations such as rheumatoid arthritis or obesity.

“Butt plugs” are small dildos designed specifi cally to stimulate the anus and rectum of women or men. They typically have a widened base at the end to prevent the dildo from inadvertently entering too deep into the rectum. Some butt plugs, such as Aneros, are devised to stimulate the prostate gland, which some men describe as pleasurable. Another type of sex toy for men is the artifi cial vagina. One example of this is the Fleshlight, which resembles a fl ashlight and contains a soft silicone vagina-shaped canal and an external vulva.

There are also devices that stimulate both partners simultaneously, such as penile ring vibrators, which the man puts around his penis to help him prolong his erection, and vibration from the ring stimulates his partner’s clitoris during vaginal intercourse.

Some massagers, designed for use on the back, neck, or face, can also be used for sexual pleasure.

Other devices, such as Eros and vacuum constriction devices (the “sex pump,” or VCD), increase blood fl ow to the genital area. The Eros is battery-powered, and the VCD has both mechanical and battery-powered models. The VCD was initially recommended for men who were  experiencing  erectile  dysfunction  as  a  complication  of  diabetes, prostate surgery, or spinal cord injury. The Eros, which is newer, was originally designed to help women who have arousal or orgasmic dis-orders related to low genital blood fl ow. Reports indicate that it’s also 
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useful for treating urinary urgency-frequency and urge  incontinence (“overactive bladder”) in women. While both Eros and the VCD are reported to be generally safe, you are advised to seek medical advice before embarking on use of these devices.

The Sybian is a large, electric motor-driven device that a woman sits astride. This device was made famous by its use on shows hosted by television and radio personality Howard Stern. The motor drives a thrusting dildo that can be moved at variable speed. The Venus is a large, electric motor-driven device that contains an artifi cial vagina into which a man inserts his penis; air is pushed and pulled rhythmically through the “vagina” at variable speed.

People use sex toys, including vibrators, for many diff erent reasons. Some people might fi nd it diffi  cult or unacceptable to self-stimulate by hand, but don’t feel the same way about self-stimulating with a device. In a sexual relationship, some may fi nd it easier to give their partner pleasure using a device, rather than their hands. This may be especially true in elderly couples or in persons with physical limitations. Other people may just want to experiment with a new wrinkle in their sex life. It goes without saying that these devices won’t solve relationship issues that may underlie interpersonal sexual diffi  culties. Casual sharing of sex toys should be viewed as being potentially as risky as unprotected sex, so they should not be shared. Sex toys should be cleaned according to the manufacturer’s instructions.

In the United States and elsewhere, there are museums dedicated to these sexual devices. The Prague SexMachines Museum has more than two hundred objects and mechanical appliances available for view on its website, including machines from hundreds of years ago and devices with multiple functions, such as stimulating the clitoris while scratch-ing the back. Another museum, the Museum of Sex, in New York City, exhibits a variety of patented sexual devices.
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How can scientists tell whether animals have orgasms?

Males of  every species of  mammal ejaculate, and many researchers have concluded that the activity seems to be rewarding, just as it is in humans. The orgasmic experience, however, must diff er  considerably among mammalian species, considering the great variability in ejacula-tory patterns in terms of the amount of genital interaction required to ejaculate and the duration of the ejaculatory process itself. For a few species, we have precise information on the duration of the distinct behavioral events involved in mating (copulation, or coitus), including ejaculation.

In male rats, copulation lasts for an average of about one-third of a second, and then, after several of these brief copulations over the next few minutes, ejaculation occurs, lasting about two-thirds of a second. In rabbits, ejaculation occurs immediately following penile insertion; the contraction of the seminal vesicles, which produces the ejaculation, lasts about one second. If the perceptual experience of orgasm is directly related to these peripheral events, such as occurs in men, orgasm would last about one second. So, orgasm in rats and rabbits would be consider-ably shorter than in humans. The conscious perception of orgasm in most men has been timed to last twenty seconds or less.

One might wonder about the duration of the perceptual orgasm in a male pig, whose seminal emission and ejaculation lasts about fi ve minutes! But what about the female pig? She stands still during these fi ve minutes. Studies have shown that the male pig’s breath immobilizes the female pig, and the essence in his breath has been identifi ed as the biochemical 16-androstene. If this chemical is sprayed onto a female pig’s nose, she stops moving. It is not known, however, whether the fe-male pig stands immobilized for the fi ve-minute duration of the male’s ejaculation because of the eff ect of his breath or because it’s rewarding to her, or perhaps both. (One might not be surprised if the breath of a copulating male pig had an immobilizing—or knockout—eff ect on a human, as well.)
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The female pig exemplifi es the problem of determining whether nonhuman females experience orgasm—we simply lack a good marker (such as ejaculation). The issue has been much debated, particularly among investigators interested in the idea that female orgasm is a spe-cialized adaptation in humans, supposedly related to the reinforcement of bonding between the sexes. This position draws a clear distinction between women and other female primates. However, many data sup-port the existence of female orgasm in other primates. Physiological responses identical to those occurring in women during orgasm have been observed in female monkeys of several species. In his book Primate Sexuality, Alan Dixson lists eight species of primates in which behavioral and physiological responses in females strongly suggest the presence of orgasm. Among the behavioral responses are a quick backward glance at the male, changes in facial expression (“climax face, open mouth, and grimaces”), and vocalizations. Among the physiological responses are uterine contractions, contractions of other tissues surrounding the vagina, and increased heart and respiratory rate.

Some researchers have claimed that other, nonprimate female mam-mals also experience orgasms, based on four kinds of evidence: (1) changes in heart rate, blood pressure, and respiration similar to those observed  during  orgasm  in  women,  which  have  been  recorded  in  sev-eral nonprimate mammalian species during copulation; (2) vaginal and uterine contractions in several species during copulation, comparable to those observed in women; (3) hormonal changes, some of them specifi -cally associated with orgasm in women (such as release of prolactin), in nonprimate females; and (4) females’ vocalizations during coitus.
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Orgasms and 

 

Health

 

Are orgasms good for our health?

There  are  currently  more  than a million websites that discuss orgasms and health, so we know there’s certainly a lot of interest in this topic. Overall, orgasms are evidently good for our health, even though they are not particularly eff ective at burning calories. An orgasm itself burns only two to three calories. However, a person can burn another fi fty or more calories during the physical activity that leads to orgasm. One way to relate sexual activity to various forms of exercise is to compare “metabolic equivalents” (METs). One MET is defi ned as the amount of energy required to just sit quietly, which is about one calorie per kilogram (1 kilogram = 2.2 pounds) of body weight per hour. At this rate, a person who weighs 160 pounds would burn about 70 calories in one hour while sitting quietly or sleeping, which would be about 1,700 
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calories in twenty-four hours. Having sex with your partner uses about 5 METs. Having sex with someone who isn’t your usual partner uses about 9 METs. Playing basketball also uses about 9 METs. Playing tennis uses 6 METs. Skiing uses 8 METs. Walking one mile uses 2.3 METs, and walking three miles uses 4.3 METs.

Research studies reviewed in a paper prepared by the Planned Parenthood Federation of America found that masturbation and part-nered sexual activity may benefi t many aspects of health and well-being, including longevity, immunity, reproductive health, and pain manage-ment. Some researchers have suggested that sexual activity may be correlated with a reduced risk of two of the leading causes of death in the western world: heart disease and cancer.

One study claimed that a steady and active sex life diminishes the negative physiological eff ects of aging and the risk for some diseases. Another study, which included 918 men between forty-fi ve and fi fty-nine years of age, probed the question in depth. The men were given a physical examination, including taking a medical history, measuring blood pressure, electrocardiogram, and cholesterol tests, and were asked about their frequency of orgasm. At a ten-year follow-up, it was found that the men who had reported having eight or more orgasms per month were twice as likely to be alive as the men who had less than one orgasm per month. The researchers concluded that “sexual activity seems to have a protective eff ect on men’s health.”

In the same group of 918 men, the researchers found that those who reported a high frequency of sexual intercourse were only half as likely to die of a heart attack (myocardial infarction, or MI—a blockage of blood fl ow to the heart muscle) as men who reported a low or interme-diate frequency of orgasm.

There are not as many studies of women, but a study published in 1976 compared the sexual lives of 100 women hospitalized for heart attack (MI) with those of a group of 100 women of comparable age who were hospitalized for other reasons. Some of the questions about sexual life included the occurrence of “frigidity” (a 1970s term that is now considered obsolete). “Frigidity” was defi ned as a long-term lack 
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of enjoyment of sexual intercourse, or a current inability to experience orgasm during intercourse, which created emotional dissatisfaction, or a current absence of orgasm, sexual enjoyment, and/or sexual intercourse due to a partner’s illness or erectile dysfunction, which also created emotional dissatisfaction. The study found that the women with MI were more likely to be sexually “frigid” and sexually dissatisfi ed than the women hospitalized for other types of illness.

There is some evidence that male orgasms may protect women! Actually, the evidence is that pregnancy may aff ord a long-term protec-tive eff ect against breast cancer. One researcher proposed in 1994 that a woman’s immune response that protects against breast cancer may be triggered by antigenic proteins in her partner’s sperm. The possible sperm eff ect was supported by a later study that found a woman’s risk of breast cancer was associated with the number of lifetime male sexual partners she had: the more sex partners, the lower her risk of breast cancer. Although much less common, men also can have breast cancer. One study found that men with breast cancer have a lower frequency of orgasm than a comparison group of healthy men.

For men, two studies have provided evidence that the higher the frequency of ejaculations over many years, the lower the incidence of prostate cancer. In an Australian interview study of more than 2,000 men under the age of seventy, those who recalled having an average of four or more ejaculations per week during their twenties, thirties, and forties had a signifi cantly lower (by one-third) risk of developing prostate cancer than men who reported an average of fewer than three ejaculations per week during the same age period. There was no associa-tion of prostate cancer with the number of sexual partners, suggesting that infectious factors did not account for the diff erence (it’s well es-tablished that the greater the number of sexual partners, the higher the likelihood of acquiring a sexually transmitted infection, or STI).

In a questionnaire study of more than 50,000 American men ages forty to seventy-fi ve, researchers found that the group of men who ex-perienced many orgasms (at least twenty-one per month) were much less likely to have prostate cancer than the group who experienced moderate 
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to low numbers of orgasms (seven or fewer per month). The researchers speculated that ejaculations may clear the prostate of potential carcino-genic substances and that psychological stress reduction resulting from ejaculation could reduce the release of “stress-related substances” (which could be related to eventual development of cancer) from the nerves that supply the prostate.

Orgasms may also serve as a sleep aid. It’s well known that many men feel sleepy after experiencing an orgasm, and this seems to be less so in women, but one study found that many women use orgasm to induce sleep. The study reported that 32 percent of women who reported mas-turbating in the previous three months did so to facilitate falling asleep.

People experiencing pain may fi nd that orgasms can off er some relief. In the 1970s researchers discovered that vaginal and cervical stimula-tion in laboratory animals blocks behavioral and brain responses to pain, a fi nding that led to similar studies with humans. The human studies  showed  that  vaginal  self-stimulation  produces  an  increase  in pain thresholds (ranging from 40 percent to more than 100 percent; an increase in pain threshold of 100 percent means that the woman has become half as sensitive to the pain). However, these women do not “go numb.” Their sense of touch is not diminished, just their reaction to pain. A later study found that pleasurable stimulation of all areas of the genitals elevates pain thresholds. The most eff ective area for increasing pain threshold when stimulated is the area of the G spot. Orgasm pro-duces the greatest increase in pain thresholds. This eff ect has not been measured in men, although anecdotal evidence that men become insen-sitive to pain at the time of orgasm has been described for many years.

 

Do orgasms reduce stress?

Yes, there is research evidence that sexual activity and orgasm can reduce stress. A study of 2,632 American women found that 39 percent of those who masturbated reported doing so to relax. When a person experiences orgasm, the hormone oxytocin is released from nerve cells 
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in the hypothalamus (a region of the brain) into the bloodstream. Low levels  of  oxytocin  in  the  blood  are  correlated  with  a  relatively  high incidence of tension and anxiety disorders, whereas higher levels are cor-related with reduced responsiveness to stress.

In  addition  to  the  physiological  role  of  orgasm  in  reducing  stress, orgasmic pleasure in a mutually loving relationship can benefi t the men-tal health of the partners and the quality of the relationship. But we must note that if individuals attempt to stimulate orgasms specifi cally to achieve relaxation afterward, this may place the partners under per-formance pressure—which could intensify stress rather than reduce it.

In rare cases, individuals have been forced to have orgasms by a sexual abuser or during a sexual assault. Following such abuse or assault, it’s possible that orgasmic sensations intensify the individual’s stress rather than providing a sense of relief. People who experience increased stress when having an orgasm should see a sexuality counselor or psychosexual therapist (ideally, one who is experienced in dealing with victims of sexual abuse).

 

Can an orgasm cause a heart attack?

When a for mer v ice pr esident of the United States, Nelson A. Rockefeller, died of a heart attack during a sexual encounter in a hotel with a much younger woman, it triggered great interest among the pub-lic. People wanted to know whether “death in the saddle” was common or rare. The answer is that it is rare. In one study of 5,559 cases of sudden death  in  men,  fewer  than  20  deaths  occurred  during  a  sexual  act.  In general, it seems that the exertion associated with sexual activity is more the culprit than is the actual orgasm.

According to one medical examiner, “death in the saddle” follows a pattern in which “the deceased [man] is usually married; he is with a non-spouse in unfamiliar surroundings after a big meal with alcohol.” (Unfortunately, so far, most scientifi c articles on the incidence of “death by sex” focus on men.) One study reported that 70 percent of twenty 
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coital (sexual intercourse) deaths recorded had occurred during extra-marital intercourse. This suggests that added stresses could have been involved in these deaths. The researchers cited another study in which coroners estimated that “acute coronary insuffi  ciency  resulting  from coitus is a fact, but the incidence rate is no more than three out of every 500 subjects with heart disease.” The researchers concluded that “it is obvious that coital death is a rare occurrence, and that reports of coital death of a middle aged, middle-class, male patient with heart disease who engages in sexual activity with his wife of 20 or more years in their own bedroom is even rarer.”

In a more recent review, the same researchers caution that the in-creases in heart rate and blood pressure that occur during intercourse might “precipitate the fracture or erosion of a vulnerable atherosclerotic plaque with subsequent thrombus (clot) formation and arterial occlu-sion.” However, they cite a survey of more than 1,700 patients in which “sexual activity was noted to be a potential triggering event prior to MI in only 1.5 percent of patients.” These authors concluded that “absolute risk  caused  by  sexual  activity  is  considerably  low:  one  chance  in  one million healthy individuals. Cardiac rehabilitation and exercise training programs can reduce incidence of chest pain (angina pectoris) during sexual activity.” One medical heart expert recently recommended a gradual increase in sexual exertion after a heart attack. The recommen-dation is to resume sexual activity slowly, over a period of six or more weeks, starting with gentle caressing, then mutual genital manipulation, and  eventually  intercourse,  as  long  as  no  medical  symptoms,  such  as chest pain, occur as exertion increases.

 

Can orgasms cause headaches?

Yes. Some men and women suff er from “pre-orgasmic headache,” which is characterized by a dull ache in the head and neck associated with muscle contraction in the jaw muscles that increases with sexual excitement. An “orgasmic headache” has also been described—a sudden 
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severe  (“explosive”  or  “thunderclap”)  headache  that  occurs  at  orgasm produced by masturbation or intercourse. Some, but not all, men and women who have orgasmic headaches also suff er from migraines. The orgasmic headache is said to last for minutes, hours, or even days. To be on the safe side, when experiencing such severe headaches, the individual should see a doctor to rule out the possibility of an aneurysm (bal-looned, locally weakened blood vessel) or a burst blood vessel supplying the meninges (the membranes that form a capsule around the brain and spinal cord).

Another type of headache associated with orgasm has been described as “ice-pick-like,” with the pain felt in the face. Someone who expe-riences this type of headache should be tested for possible epileptic activity or compression of, or stretching of, the spinal cord, which may be related to prior trauma, a tumor, or a congenital condition. Another possible cause of this type of orgasmic headache is constriction of blood vessels that convey blood to the meninges.

Some physicians suggest that orgasmic headaches are similar to headaches after exercise, which are related to a temporary rise in blood pressure, muscle spasm of the neck or scalp, or dilation of blood vessels in the meninges. Orgasmic headache also has similarities to headache after the procedure known as a “spinal tap,” which may be due to re-duced pressure of the spinal fl uid after the sample of fl uid is removed.

Relief  from  orgasmic  headache  has  been  obtained  with  a  class  of drugs known as triptans. Triptans (which are also eff ective against mi-graine  headaches)  are  reported  to  reduce  the  duration  and  severity  of orgasmic headaches and even to prevent orgasmic headaches when they are taken thirty minutes before intercourse. Propanolol (a type of drug known as a beta-blocker) and calcium-channel blockers are other head-ache medicines that can be eff ective in preventing orgasmic headaches.
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What causes “blue balls”?

Th er e  i s  su r pr i si ngly  l i t t l e  research on this widely discussed issue. The scientifi c literature through the 1990s is a barren shelf, but a medical discussion of “blue balls” was started with publication of a case report in the major medical journal Pediatrics in 2000. The authors (two physicians) wrote that “‘blue balls’ is a widely used colloquialism de-scribing testicular and scrotal pain after high, sustained sexual arousal unrelieved because of lack of orgasm and ejaculation. It is remarkable that the medical literature completely lacks acknowledgment of this condition.” The authors described a case of a fourteen-year-old who came to the emergency room with testicular-scrotal pain that had per-sisted for more than an hour. The boy reported experiencing the pain previously, when he was petting with his girlfriend; on neither occasion did he ejaculate and on both occasions the pain started immediately after stopping foreplay. An examination found that the boy had no cur-rent or prior relevant pathology, and the pain subsided after an hour in the emergency room. On subsequent telephone follow-up, he revealed that he’d started having sexual intercourse with his girlfriend, with no further episodes of testicular-scrotal pain.

The authors of this report suggested that the pain in cases of this sort might result from the lack of orgasmic resolution, which could lead to insuffi  cient  draining  of  blood  from  the  genitals  and/or  increased pressure in the epididymal tubes, through which sperm and fl uid are normally transported away from the testicles. “The treatment is sexual release,” the authors wrote, “or perhaps straining to move a very heavy object” (a straining procedure known as the “Valsalva maneuver”).

This  report  stimulated  a  letter  to  the  editor  of  the  journal,  which read: “we wonder whether the authors’ suggestion that ‘straining to move a very heavy object’ is the fi rst choice . . . As this condition is com-ing to light in a highly respected pediatric journal, perhaps we should resurrect the advice of former Surgeon General Jocelyn Elders and teach masturbation in the schools. This novel idea, which led to her removal from offi  ce, should have been implemented yesterday.” Jocelyn Elders, 
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M.D., was appointed U.S. surgeon general by President Bill Clinton and served for fi fteen months in his administration, until she was forced to  resign  in  1994  as  a  direct  result  of  suggesting  that  schools  should consider teaching masturbation to students as a means of preventing sexually transmitted diseases.

In response to the letter’s suggestion that sexual release is an eff ective treatment for blue balls, another letter appeared: “What are the ethical implications of such a statement? Will young men demand sexual sat-isfaction of their partners as essential medical therapy? Do the authors condone self-treatment? What about potential adverse eff ects of treat-ment, such as blindness and palmar hypertrichosis [hairiness] (personal communications, our mothers)? What are the ethical and/or medical responsibilities for the health care team in treating young men in an urgent care setting? And if treatment is rendered, are there appropriate diagnostic and treatment codes for billing purposes?”

The authors of the original article responded in yet another letter to the editor of Pediatrics: “A 70-year-old retired college professor told us . . . [that] in the 1940s a practicing physician taught him and his fel-low eighth-graders about sexuality, including ‘lover’s nuts.’ The doctor told them that masturbation was at times a legitimate medical treat-ment.” They continued: “In no way should the pain of blue balls be an excuse to inappropriately advance a sexual relationship. As part of sexual education, we might teach that sexual urges are natural, abstinence is a real choice, and sexual decisions ought never to be based on coercion or exploitation.” They concluded with the droll pun: “blue balls is real, and a cure is coming.”

In a subsequent commentary on the dialogue, an engineer, L. N. Ludovici (in a letter with coauthor J. Arndt) wrote: “I have had a va-sectomy and noticed that I no longer get blue balls with prolonged sexual  excitement  if  there  is  no  release  by  ejaculation.  Instead,  I  feel pain along the path of the vas deferens down to the point where it is sealed off . Indeed, with palpation of the vas deferens, it feels swollen. If blue balls were caused by blood engorgement in the testicles I would still get it since the vasectomy did not cut the blood vessels. I conclude 
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that blue balls is caused not by blood engorgement, but by seminal fl uid engorgement. I theorize that since the fraction of the seminal fl uid that is produced outside of the testicles has nowhere to go, it backs down the vas deferens into the normally connected testes and swells the whole system to the point of pain.”

Until someone undertakes a more serious analysis of blue balls syn-drome, it will most likely remain a controversial, and much discussed, phenomenon.

 

What is the effect of cancer and its treatment on orgasm?

Most often, orgasm remains intact for men and women who have been diagnosed with or have been treated for and survived cancer. However, it is a common complaint of cancer survivors that they fi nd it diffi  cult to restart their sexual life after they have been treated for their cancer. After treatment, orgasm may become delayed or more dif-fi cult to experience for reasons related to medications or the emotional adjustment to cancer, or both. The medications and emotional adjust-ment can also lead to a common sexual problem for people with cancer: loss of desire for sexual activity. The loss of desire seems to aff ect men and  women  equally.  In  general,  cancer  patients  undergoing  treatment and recent cancer survivors commonly fi nd rigorous physical activities fatiguing, which may also reduce interest in engaging in sexual activity.

Other cancer-related sexual problems commonly experienced are erectile dysfunction in men and dyspareunia (pain during vaginal in-tercourse) in women. These problems could be due to treatments such as radiation therapy to the genital area or surgical procedures such as hysterectomy and bilateral salpingo-oophorectomy, in which the uterus, cervix, ovaries, and fallopian tubes are removed.

Surgical procedures related to cancer may aff ect the nerve and blood supply to the genital region, interfering with stimulation of arousal and erection in men, lubrication and vaginal and cervical sensation in women, and orgasm in both men and women. In the case of dyspareunia, 
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a course of dilation therapy (in which the woman uses a graded series of dilators, from fi nger size to penis size, for daily massage of the vaginal opening and walls to ease penile penetration), use of lubricants, and use of sedatives may help the woman become more comfortable with vaginal intercourse.

As a result of total hysterectomy (removal of the uterus and cervix), women may experience changes in genital sensations due to pain or to loss of sensation and numbness, as well as a decreased ability to experi-ence orgasm. Premature ovarian failure as a result of chemotherapy or pelvic radiation therapy is also often a preliminary to sexual disorders, particularly when hormone replacement is inadvisable (“contraindicat-ed”) because the growth of the cancerous cells is hormonally sensitive. Premature ovarian failure resulting from chemotherapy or radiation pre-cipitates the onset of menopausal symptoms due to the sudden loss of estrogen and androgen normally produced by the ovaries. These symp-toms include vaginal atrophy (shrinkage), thinning of the vulvar tissues and vagina, loss of tissue elasticity, decreased vaginal lubrication, hot fl ashes, increased frequency of urinary tract infections, mood swings, fatigue, and irritability. When not contraindicated because of cancer risk, physician-prescribed replacement of the ovarian hormones—by hormone patch, pill, or injection—can diminish and control these symptoms.

Men who undergo treatment for prostate cancer (chemical, surgical, and/or radiation) may experience ejaculation that is delayed, inhibited, or “retrograde” (the ejaculated fl uid goes into the bladder rather than out through the urethra, due to failure of the urethra’s internal sphinc-ter). In some cases, ejaculation may not occur at all. Among men with prostate cancer who have received anti-androgen therapy (“chemical castration,” which is done to decrease the normal prostate-stimulatory eff ect of androgens), about 80 percent report a profound decrease in sexual interest, typically accompanied by erectile dysfunction and dif-fi culty experiencing orgasms.

Relationship problems, such as a change of “power” between part-ners, may also occur following a cancer diagnosis and treatment. With 
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the new role for one partner as caretaker of the partner with cancer, the personal interactions may change dramatically, creating tension and confl ict in the couple’s emotional and sexual relationship. In a common misconception, the partner of the cancer patient erroneously believes that if he or she overstimulates or puts too much pressure on the partner with cancer, this will cause a relapse (return) of the disease. So he or she withholds such stimulation or does not make sexual requests. Such overly cautious behavior might lead to weakening of the couple’s emo-tional and sexual relationship.

Depending on the type of cancer and its severity, surgeons have developed nerve-sparing procedures that allow them to remove cancer-ous tumors and other structures while minimizing damage to sexual function. For example, for men with colorectal cancer (cancer of the colon and rectum), development of surgical techniques that spare the hypogastric and pelvic plexus nerves has allowed patients to largely re-tain erectile and ejaculatory function and orgasm. Similar nerve-sparing surgical procedures can also be used in the case of prostate cancer, de-pending on its location and severity. We are surprised that the medical literature seems to off er only a few reports of nerve-sparing surgery for women who undergo hysterectomy.

 

Does hysterectomy affect orgasms?

A hysterectomy (the removal of the uterus and, in a total hys-terectomy, the cervix and the uterus) may aff ect a woman’s ability to experience orgasm in three main ways. First, hysterectomy eliminates or reduces pain and excessive menstrual bleeding. If the pain and bleeding were negatively aff ecting a woman’s enjoyment of sex, then the hyster-ectomy could improve her sexual experience. Second, the surgery can aff ect the sensations from the sexual organs directly by damaging blood and nerve supplies, or the medication that follows the surgery can inter-fere with the neurotransmitters in the brain that control sexual feeling and the ability to have an orgasm. So, there is the potential for a decline 
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in sexual sensations and desire. Third, any surgery can have a profound psychological impact.

The nerves that convey sensation from the clitoris are likely to re-main undamaged by hysterectomy, so clitoral sensation is unlikely to be aff ected. However, the nerves that convey sensation from the vagina are more likely to be damaged by the surgery, and this could reduce the woman’s ability to experience orgasm. In the case of a total hys-terectomy, in which the cervix is also removed, cervical sensation is eliminated, and for some women, both vaginal and cervical stimulation are an important component of their orgasmic experience.

The many studies that are available on the eff ects of hysterectomy on a woman’s sexual experience don’t paint a clear picture of the outcomes, mainly because they fail to report on women’s preferred regions of geni-tal stimulation, and the diff erent regions can be diff erently aff ected by the surgery.

 

Besides hysterectomy, do other female genital surgeries 

affect orgasms?

Hysterectomy may be the most commonly discussed surgery af-fecting female genitals, but there are many other surgeries that may aff ect a woman’s ability to experience orgasm. These other “pelvic sur-geries” include, but are not limited to, oophorectomy (removal of the ovaries), cystectomy (partial or complete removal of the urinary blad-der), vulvectomy (which might involve the removal of the top layer of the vulval skin aff ected by cancer or, in severe cases, the entire vulva and deep tissues, including the clitoris), and abdomino-perineal resection (a radical surgical procedure in which the anus, rectum, and sigmoid colon are removed to treat cancer located very low in the rectum or in the anus, close to the sphincter—the muscle that keeps closed and opens the anus). If the surgeon is successful in retaining adequate blood supply and preserving healthy nerves, the eff ects of these surgeries on sexual activity and orgasm may be minimal. Conversely, disturbance in the 
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function of the blood or nerve supply could lead to a sexual disorder. If you are to undergo surgical treatment of this sort, it’s important to inform your surgeon beforehand about the importance to you of retain-ing your sexual function. The surgeon will then take extra care when working on these nerves, veins, and arteries.

 

Does prostate surgery affect orgasms?

In some cases, yes. Removal of the prostate gland (prostatectomy) is one of the most common male pelvic surgeries. This surgery can damage nerves and blood vessels and, at a minimum, removes an important male sex organ. The risks associated with prostate surgery include occasional or total loss of erection, loss of ability to ejaculate, expulsion of urine at orgasm (“orgasm-associated incontinence”), painful ejaculation, and sexual desire disorder (decrease or loss of sexual desire). Men may be at least as aff ected psychologically by prostate surgery as women are by hysterectomy, because the eff ects of prostate surgery can be more exter-nally evident—possibly aff ecting erection, penetration, and ejaculation.

Men with an intact prostate who experience pain at the point of ejaculation or immediately afterward may have prostatitis (an infl am-mation of the prostate gland that develops gradually), benign prostatic hyperplasia (enlargement of the prostate gland, which occurs with age), or ejaculatory duct obstruction. These are medical conditions that may be treatable with medication, but they may require surgery.

Men facing prostate surgery should be frank with their doctors, ask-ing questions about the potential consequences involved in the surgery. Recent  improvements  in  surgical  techniques  have  greatly  reduced  the risks to men’s sexual functioning.
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Besides prostate surgery, do other male genital surgeries 

affect orgasms?

There are many other forms of surgery in men that can profoundly aff ect orgasm. These include abdomino-perineal resection (in which the anus, rectum, and sigmoid colon are removed), cystectomy (partial or total removal of the urinary bladder), vesiculectomy (partial or total removal of the seminal vesicles), urethrectomy (removal of the urethra), orchidectomy (removal of one or both testicles), and penectomy (partial or total removal of the penis).

 

Are there surgeries that can improve a man’s chance of 

experiencing orgasm?

Failure to develop an erection obviously can mechanically prevent a man from experiencing orgasms from vaginal intercourse. If, despite lack of erection, the man has penile sensation, surgical implants can make the penis suffi  ciently rigid for orgasms to be stimulated through intercourse.

There are two major types of surgical implant. One type is a semi-rigid, malleable rod (like a goose-neck lamp) that makes the penis rigid (two rods are implanted). The penis can be raised or lowered by bend-ing the rods, although the circumference of the penis does not change. The other type consists of two infl atable cylinders that are implanted in the penis. A reservoir of liquid is implanted in the abdomen or scrotum, and a pump is implanted in the scrotum. When the pump is squeezed, the liquid from the reservoir fi lls the two cylinders and the penis be-comes erect. Squeezing a release bar near the pump returns the fl uid to the reservoir when an erection is no longer desired. The advantages of the surgical implants are a long-lasting eff ect and a high degree of satisfaction among men who have them. The disadvantages include ir-reversibility, invasiveness, and the potential for surgical complications and mechanical failure.
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Prosthetic devices for producing penile erection. The two main types of surgically implanted devices designed to enable penetrative intercourse are the malleable rods (lower left) and the hydraulic pump plus infl atable rods (upper and lower right). The malleable rods can be bent into an erect position when desired, supporting the penis. In the pump-and-reservoir devices, infl atable rods are implanted in the penis, the pump is placed in the scrotum, and the hydraulic reservoir is implanted into the scrotum or nearby. The pump is activated manually, infl ating the cylinders in the penis to produce an erection. The nonsurgical suction device, with constriction band (upper left), is shown for comparison. (Adapted from image courtesy Dr. Gorm Wagner)

 

Another type of surgery in men with erectile dysfunction involves the blood vessels. According to Thomas Lue, young men who have in-adequate penile blood fl ow can be treated surgically to increase arterial infl ow and decrease venous outfl ow, enabling them to experience erec-tions and orgasms from vaginal intercourse.
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How do brain injuries or spinal cord injuries affect 

orgasms?

Ther e  ar e  r eports  of  “hypersexuality” produced by some types of brain damage. The basis for the hypersexuality may be a combination of  loss  of  discrimination  of  appropriate  sexual  objects,  loss  of  social inhibitions, and increased sexual desire.

There was a report in 1955 of a nineteen-year-old man with temporal lobe epilepsy that was resistant to medication. He underwent surgical removal of parts of his brain (anterior portion of the temporal lobes, an-terior portion of the hippocampus, and the amygdala, on both sides of his brain). After the surgery, “He picked up objects . . . the same object again and again . . . [and] displayed to the doctor, with satisfaction, that he had spontaneous erections followed by masturbation and orgasm . . . be-came exhibitionistic . . . wanted to show his sexual organ erect to all doctors . . . [and]  showed  indiff erence  [to  women]  in  contrast  with  his behavior before the operation . . . Homosexual tendencies . . . were soon noticed . . . [and he practiced] self-abuse several times a day.”

Two surgeons in the 1940s noted increased sexuality in about 25 per-cent of their patients who had undergone frontal lobotomy, a procedure mainly  used  to  treat  depression  or  psychosis  before  the  advent  of  ef-fective medications. The controversial physicians Walter Freeman and James Watts, who performed more than 500 frontal lobotomies in the 1940s, commented that “it would seem that the postoperative inertia manifested by some patients reduces the tendency of the individual to seek sexual gratifi cation. On the other hand, the suppression of the re-straining forces may lead to a freer expression of the personality along sexual lines.” In the latter case, in which an eff ect of the surgery was to relax social inhibitions, patients were described as making inappropriate advances to members of their own and the other sex and masturbating in public. With the introduction of antidepressant and antipsychotic drugs after the 1950s, frontal lobotomy became obsolete.

There are several reports of hypersexuality after surgery that encroached on the septal region of the patient’s brain. The behavior 
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patterns were similar to those occurring after frontal lobotomy: socially inappropriate sexual advances to others, masturbation in public, de-mands for sexual intercourse many times a day—all behavior patterns that were not present before the surgery.

Diff erent parts of the brain excite and inhibit sexual activity in humans, normally maintaining a balance between the two tendencies. However, when specifi c regions of the brain are damaged by trauma or surgery, an imbalance can occur that results in an increase or decrease in sexual motivation and behavior. Specifying the brain regions aff ected by the trauma or surgery is not precise enough to conclude exactly which brain regions control which sexuality functions or to predict the ways in which sexuality might be aff ected by an individual case of brain trauma or surgery.

Women and men with spinal cord injury suff er problems of bowel and bladder control, spasticity (uncontrollable, powerful contractions of leg and back muscles), and, depending on the level of the injury, the possibility of sudden elevation of blood pressure with associated severe headache. The reduced genital sensation that results from the damage to the sensory pathways from the genitals to the brain adds to the dis-tress. Sexual desire, however, is often unaff ected in people with spinal cord injury.

We give here just a short and necessarily oversimplifi ed account— oversimplifi ed because there are many individual diff erences, depending on physical, physiological, emotional, and interpersonal factors.

In men, complete spinal cord injury blocks signals passing from the brain down the spinal cord to the genitals (complete means that there is no voluntary motor control or sensory awareness below the injury site). For these men, sexual arousal such as by “psychogenic” factors—erotic visual, verbal, thought, fantasy—or any stimulation originating in the brain rather than in the genitals cannot be transmitted to the genitals. If the complete spinal cord injury is near the base of the spinal cord, which is just below the last rib, erection, ejaculation, and orgasm in response to physical stimulation of the penis may also be blocked, due to damage to the nerves that carry genital sensation to the spinal cord. However, 
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if the damage is higher up in the spinal cord, erection in response to physical stimulation of the penis may be possible, even if ejaculation and orgasm are blocked. If the spinal cord damage is still higher, near the level of the upper ribs or above, then erection and ejaculation in re-sponse to physical penile stimulation may be possible, although orgasm may be blocked.

There are many exceptions to these generalizations. If the spinal cord injury is incomplete, sensory pathways from the genitals to the brain may be variably intact or damaged. Some reports describe men with spinal cord injury who experience orgasm from genital stimulation. It may be possible to induce ejaculation, if not by manual penile stimula-tion, then by vibrator or by electrical stimulation with a rectal probe. Viable sperm may be obtained by these methods, which can be used to impregnate the partner, at least by in vitro fertilization.

Even in cases of complete spinal cord injury in which genital sensory awareness is absent, caressing of other sensate body regions can elicit orgasms, such as stimulation of the hypersensitive skin region near the level of the spinal cord injury, in the “right” way by the “right” person. Other potentially erogenous body regions above the level of the injury include the nipples, ears, lips, tongue, face, and neck.

For women who have a severed spinal cord near the level of the nipples or above, research shows, surprisingly, that stimulation of the vagina and cervix (whose sensory nerves connect to the spinal cord below the site of injury) can induce orgasm. These women have no sensation of the clitoris, vulva, and labia, because of their injury. But the pair of vagus nerves convey enough sensory activity from the cervix and vagina directly to the brain (outside the spinal cord) to stimulate orgasms. The vagus nerves travel near the intestines, along the esophagus (the tube that connects the mouth to the stomach), up through the chest and neck, and into the brain. We don’t know whether every woman with a complete spinal cord injury will have a functional vagus nerve pathway. But for a woman with spinal cord injury who desires sexual stimulation, it’s worth exploring whether she still has sensory awareness to physical stimulation of the deep vagina and cervix.
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What treatments are there for erectile dysfunction?

Erectile dysfunction (ED), previously called “impotence,” has numerous causes and many treatment options. The dysfunction can be lifelong or situational. The cause may be organic, psychological, mixed, or unknown. “Complete erectile dysfunction” is defi ned as the total in-ability to obtain or maintain erections during sexual stimulation, as well as the absence of nocturnal (nighttime) erections. There are also lesser degrees of ED. To produce an erection, certain penile blood vessels di-late, allowing extra blood to be pumped into the penis, which causes the penis to expand. The outgoing blood vessels are squeezed partially shut as the penis becomes engorged with blood, causing less blood to fl ow out. The increased infl ow combined with the decreased outfl ow of blood results in an erection. In ED, there is insuffi  cient blood fl ow into the penis (and, sometimes, too much outfl ow). The lack of a “backup of blood” results in a penis that is either fl accid or insuffi  ciently rigid.

Before the U.S. Food and Drug Administration (FDA) approved Viagra (sildenafi l) in 1998, very few men with ED reported this problem to a physician or sex therapist. Today, Viagra, Levitra (vardenafi l HCl), Cialis (tadalafi l), and related medications are commonly prescribed, and many men feel comfortable telling their doctor they have a problem related to erection. Doctors have also become more comfortable asking their patients about their sex life, something that may have been viewed as inappropriate in years past.

It was long believed that about 80 percent of cases of ED were psy-chological in origin, and many, if not most, women believed it was their fault if their partner had ED, because the woman felt she was no longer attractive or suffi  ciently sexually arousing. However, we now know that a large majority of cases of ED are due to medical factors related to the man.

Erectile dysfunction can be associated with a wide range of medical conditions and psychological problems caused by depression, relation-ship diffi  culties, and even employment changes. Physiological bases for ED include vascular problems as a consequence of high blood pressure, 
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diabetes and diabetes-related nerve damage, elevated levels of cholesterol and other lipids, multiple sclerosis, Parkinson disease, various surgical procedures, even prolonged bicycle riding, and side eff ects  associated with prescription or nonprescription drug use. Smoking, alcohol, and stress can also contribute to ED.

In recommending a treatment, doctors must consider the needs and priorities of the man and his sex partner(s), which will be infl uenced by cultural, social, ethnic, religious, and national factors. Men with ED and their partner(s) should select the best treatment for their sexual concerns, after receiving appropriate education that includes informa-tion on sexuality and all treatment options. In evaluating the various treatments for ED, a family’s traditions, ethnicity, and socioeconomic conditions, as well as the man’s and his partner’s preferences, expecta-tions, and psychological status, must be carefully weighed. This is a couple’s issue, not just one man’s issue.

Depending on the underlying reasons for the ED, the following treatments are among the individual’s and couple’s options.

Psychological and sex therapy

There are four major components of sex therapy for ED: (1) anxiety reduction and desensitization; (2) cognitive-behavioral interventions; (3) increased sexual stimulation; and (4) interpersonal assertiveness and couple’s communication training. Men with ED and their partners are often resistant to psychological interventions, because of the potential implication that the problem is “all in his head” or that the man is purposefully avoiding sexual intimacy.

For some cases of ED, a combined approach might work best. Men with  ED  or  their  partners  frequently  have  other  sexual  or  relationship concerns, psychological distress, or partner confl ict, and these can best be addressed with a combination of medical and sex therapy interventions.

In some cases, cognitive-behavioral therapy could be useful. During this form of therapy some exercises are assigned to the person to help him gain confi dence and a sense of control over his body. One of 
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these exercises is to slowly stimulate the penis to an erection (by self-stimulation or by the partner). As soon as an erection is produced, the stimulation should be stopped. Then, after a few seconds, when the penis is semi-erect or fl accid, the stimulation should begin again and the same process repeated. On the third occasion, the stimulation could be continued with hand or oral stimulation to bring the person to orgasm and ejaculation. This is an eff ective psychological exercise that dem-onstrates to the man that he can produce an erection whenever, and as many times as, he desires, and he need not “use it or lose it.” Performed in conjunction with a caring and loving relationship, this technique can be very eff ective. It is one of the techniques that are widely used in combination with other exercises to help men with psychosexual bases for their ED, such as performance anxiety.

Muscle exercise

Researchers in Europe found that if men with ED went on a special exercise program, this was just as successful in improving erection ca-pacity as taking Viagra. This research group found that more than 80 percent of the men who exercised reported better erections, compared with 74 percent of those taking Viagra and 18 percent of the placebo group (the group taking a pill that looked like Viagra but contained only inactive ingredients; use of a placebo group is standard procedure in well-controlled clinical studies). The exercise program was aimed at improving blood supply around the pelvic region, buttocks, and upper leg muscles by means of squatting and leg lifts. In another study of men who followed an exercise program to strengthen their pelvic fl oor muscles, erections were highly improved. This success with exercise is especially true if the ED is due to mild leakage in the veins that drain the penis, in which case the penis does not suffi  ciently maintain a backup of blood to keep an erection.
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Nontraditional treatments

Several over-the-counter products are available for treatment of ED, but most  of  them  have  not  been  tested  in  adequately  controlled  research studies and the results published in professional journals. One prod-uct that has been appropriately studied and positive results reported is ArginMax for Men. It contains gingko biloba, Korean ginseng, American ginseng, l-arginine, and vitamins. A 1994 study reported that this product improved men’s ability to maintain an erection during intercourse and improved their satisfaction with their overall sex life, compared with men who received a placebo.

Medical treatments

Medical treatments for ED can be divided into three major categories:

 1.  Oral pharmacological agents

 2.  Local (nonsurgical and mechanical) therapies 3.  Surgical treatments

Oral pharmacological agents. Several oral pharmacological agents are ap-proved for this use, of which the most commonly used are the PDE-5 inhibitors (phosphodiesterase type-5 inhibitors, a name that refers to their mechanism of action). Viagra, Levitra, and Cialis are PDE-5 inhibitors. These drugs do not produce sexual desire; instead, they fa-cilitate erection of the penis in response to cognitive (psychogenic) or physical sexual stimulation. Basically, these drugs open the blood ves-sels that supply the penis and thus allow more blood to enter. Men may experience side eff ects from these drugs, including headache, facial fl ushing, and visual problems. Furthermore, the blood vessel–dilat-ing eff ect of these drugs can add to the blood vessel–dilating eff ect of nitroglycerine-type drugs—including illegal drugs such as “poppers” (amyl nitrate)—to produce a dangerous and sometimes fatal drop in blood pressure.
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Other oral products are available, but the PDE-5 inhibitors are the most commonly used. Some other types of drugs are currently under clinical investigation.

Local (nonsurgical and mechanical) therapies. Injection of Alprostadil (a prosta-glandin) through a fi ne needle directly into the corpora cavernosa (the spongy erectile tissues that form the body of the penis) is one treatment that brings about a rapid erection. The drug is self-injected, or injected by a partner. Alprostadil relaxes smooth muscles, dilating arterial blood vessels and so improving blood fl ow into the penis. The drug can also be applied in the form of a semi-solid pellet that is inserted, with a special applicator, directly into the urethra (the channel in the penis that conveys the ejaculate and urine). Some men report pain with this method, and there are rare cases of low blood pressure and dizziness. It’s recommended that if the female partner is, or may be, pregnant, a con-dom should be used with this type of therapy. Some research suggests the pellet method is not as eff ective as the injection method.

Vacuum constriction devices (VCDs) are widely available, including over the counter (without a prescription) in some countries. They consist of a plastic cylinder with a pump attached. The man places the cylinder over his penis and pumps the air out, drawing blood into the penis and creating an erection. A plastic ring, which is supplied with the VCD, is then placed around the base of the penis to maintain the erection. Although VCDs are cumbersome to use, they are nonpharmacological and may appeal to some men who prefer to avoid taking medications.

Surgical treatments. Surgical implants in the penis are among several sur-gical procedures for the treatment of ED (see, earlier in this chapter, “Are there surgeries that can improve a man’s chance of experiencing orgasm?”). Non-invasive treatments should be attempted fi rst.
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Does Viagra help women experience orgasm?

Vi agr a  and  si m ilar  drugs  (Cialis, Levitra) that are used to treat erectile dysfunction—the PDE-5 inhibitors—have also been tested for use in treating women with sexual disorders.

Although the eff ectiveness of Viagra on women’s sexual desire and orgasmic response remains controversial, most studies show that this drug increases blood fl ow into the clitoris. The side eff ects, as in men, are relatively minor, but there are health risks associated with taking any drug, and PDE-5 inhibitors in particular. The manufacturer of Viagra discontinued testing it in women, and the FDA has not approved it for use in women. Certainly, no one—men or women—should take these drugs without careful consultation with their doctor about the risks and potential benefi ts.

 

Does vaginal dryness affect orgasms?

When the vagina is inadequately lubricated, it can feel itchy and ir-ritated. Vaginal dryness may make some activities uncomfortable, and it can make vaginal intercourse less pleasurable. It can cause pain or light bleeding with sexual intercourse, and it may cause urinary frequency or urgency because of the thinning of the lining of the urethra and the vagina. During menopause, vaginal dryness is a common cause of discomfort or pain for the woman, and perhaps for the man, during vaginal intercourse. Burning and pain during vaginal intercourse can begin  long  before  a  gynecologist  is  able  to  detect  changes  in  vaginal tissue. Of course, vaginal dryness can greatly reduce a woman’s pleasure and interfere with her ability to experience orgasm.

Vaginal dryness is a common condition that can aff ect women of all ages, although it occurs most often during and after menopause. It can also be caused as a side eff ect of drugs such as antihistamines and decongestants, which are taken to dry up the mucous membranes in the nose. In relation to menopause, reduced estrogen levels are the main 
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cause of vaginal dryness. Estrogen, a hormone secreted mainly by the ovaries but also by the adrenals, helps keep the vaginal tissue healthy by promoting normal vaginal lubrication, and it helps keep the tissue elastic and normally acidic. These are natural defenses against vaginal and urinary tract infection. Estrogen levels decrease around the time of menopause, and the vaginal lining becomes thinner and more fragile. Reduced vaginal lubrication may also occur as a result of childbirth, breastfeeding, treatment for cancer, surgical removal of the ovaries, and smoking.

Douching, the process of cleaning the vagina with a liquid prepara-tion, disrupts the normal chemical balance in the vagina and may cause infl ammation. This can cause the vagina to feel dry and irritated. Most health care professionals recommend that women should not douche.

Medical diagnosis of vaginal dryness is made by a pelvic examina-tion performed by a health care practitioner. A sample of cervical cells or vaginal secretions may be taken for microscopic examination. Low estrogen levels, which may be the basis for vaginal dryness, can most reliably be determined by a blood test for FSH (follicle-stimulating hormone). For women who are still menstruating, estrogen levels in the blood vary with the time of the menstrual cycle, and tests for estrogen are not as reliable as measurement of FSH levels in blood, which in-crease as estrogen levels decrease.

There are several self-care and medical treatments that can help re-duce vaginal dryness. If the vaginal dryness is due to a lack of adequate estrogen and if the following self-care measures don’t correct the prob-lem, vaginal estrogen therapy may be ordered by prescription.

Self-care measures

The most commonly used water-based lubricants are Astroglide and K-Y jelly. They lubricate the vagina for several hours and are safe for use with latex products such as condoms and dental dams. Vaginal mois-turizers such as Replens last longer than lubricants. They may decrease dryness for up to three days with a single application. Women should 
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probably avoid many of the other products that claim to help, as very few have been properly tested and evaluated.

Oil-based products such as Vaseline or massage oil may produce vaginal dryness. They should not be used with latex condoms and other latex products because they can cause deterioration of the latex. It’s advisable to avoid other products that have not been studied through standard scientifi c research procedures. The vagina may become irri-tated by application of vinegar, yogurt, hand lotions, soaps, and bubble baths, and by other douches.

Vaginal dryness has been shown to be reduced by ArginMax for Women. In an adequately designed research study with 77 women, the results showed an increased satisfaction with overall sex life, in addition to a reduction of vaginal dryness.

Estrogen therapy

There are several forms of estrogen therapy:

 1.  Vaginal estrogen creams such as Estrace, Premarin, and others 

are inserted directly into the vagina with an applicator, usually at 

bedtime, two or three times per week. Vaginal estrogen creams 

should not be used as a lubricant for vaginal intercourse. 2.  A plastic estrogen-infused ring, called Estring, is a soft, fl exible ring 

that is inserted into the inner part of the vagina by the woman or 

her health care practitioner. It resembles a vaginal diaphragm with-

out a center. The ring remains in place for three months, during 

which time it releases a steady dose of estrogen. It does not interfere 

with vaginal intercourse.

 3.  Vagifem is an estrogen tablet that is inserted into the vagina with a 

disposable applicator. It is usually applied twice per week.

Although the ability of estrogen to stimulate growth of uterine tissue could promote uterine cancer, the amount of estrogen absorbed into the body by the three methods listed above is too low to stimulate 
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signifi cant  growth  of  uterine  tissue  and  is  therefore  unlikely  to  be cancer-promoting. Orally administered or higher doses of estrogen, however, can produce undesirable uterine stimulation. To counteract that eff ect, progesterone, which inhibits uterine growth, is added to the higher-dose estrogen treatments to prevent the growth of uterine tissue.

 

What causes premature ejaculation?

Premature, rapid, or early ejaculation (usually called PE) is one of the most common male sexual disorders. According to some studies, this condition aff ects one in three men between the ages of eighteen and fi fty-nine. Initially, the criterion of PE was the experience of a short latency (one to two minutes) from vaginal penetration to ejaculation. This criterion is now considered inadequate and has been replaced: PE is now defi ned as a consistent inability to intentionally delay ejaculation.

One of the most common causes of PE involves psychological fac-tors, particularly anxiety. There is commonly an element of distress in both partners. Men who worry about the sexual satisfaction of their partners may have an increased tendency to experience PE.

Although we don’t have a full understanding of the neural processes that enable a man to control the timing of his ejaculation and orgasm, the fi ndings from many studies suggest that the neurotransmitter se-rotonin  is  involved  in  this  process.  This  conclusion  is  based  on  the frequent observation that men taking SSRI antidepressants (selective serotonin reuptake inhibitors), which increase the level of serotonin in the brain, complain of anorgasmia—indicating that serotonin may delay orgasm. Men taking these same antidepressants for treatment of PE seem to increase the latency—the time it takes to ejaculate—from less than one minute to between two and six minutes.

Although SSRIs have been reported, anecdotally, to be eff ective in correcting PE, no oral or topical agents, including SSRIs, have been approved by the FDA for the treatment of this problem. One of the criticisms associated with the use of most SSRIs for the treatment of 
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PE  is  that  they  can  produce  side  eff ects such as dry mouth, nausea, drowsiness, and anorgasmia. It’s advisable to consult a psychiatrist or an experienced general practitioner before using any form of antidepres-sant drugs (including SSRIs) for PE. Some men report that they fi nd one type of SSRI more eff ective than others. It’s important to consult a physician before changing the type or dose of SSRI, or stopping it altogether.

In about one-third of cases, men with PE also show some degree of erectile dysfunction, which typically results in PE without full erection. In these cases, treatment with drugs such as Viagra can be benefi cial. Men with PE are often successfully treated with behavioral therapy, including the “stop-start” or “squeeze” techniques, which are based on the idea that PE results from insuffi  cient attention to pre-orgasmic lev-els of sexual tension.

When PE is associated with a high level of anxiety, moderate amounts of alcohol or a benzodiazepine are reported to be eff ective in delaying ejaculation. In other cases, the application of a local anesthetic to the glans of the penis (the rounded part at the tip) may signifi cantly prolong ejaculation latency without aff ecting the quality of orgasm. These local anesthetics, such as lidocaine or prilocaine spray, are typically applied fi fteen minutes before intercourse.

Men suff ering from PE that is aff ecting their sex life might be helped by  an  assessment  by  a  psychosexual  therapist,  who  could  then  direct them to the most appropriate path for treatment. Sometimes just a course of behavioral psychosexual therapy is suffi  cient; sometimes medi-cal treatment is necessary. Some of the techniques that are recommended for overcoming PE are: (1) desensitization of the penis, to control the level of excitement elicited by diff erent stimuli from the partner; (2) the squeeze technique, in which the underside of the glans is compressed by the fi ngers; (3) exercises contracting the muscles of the pelvic fl oor; and (4) the stop-start technique, in which the penis is stimulated to the point right before ejaculation, then stimulation is stopped for a couple of seconds, then it is repeated. The third time, the man can ejaculate.

Finally, men with PE might simply wear a condom. The condom can 
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prevent oversensitivity of the penis in contact with the vaginal warmth and texture, so the man can enjoy the penetrative sex for a longer time before ejaculating.

 

How do I have an orgasm while practicing safer sex?

No sexual activity— at least, activity involving two or more people—is completely safe. But there are levels of safety, and you can participate in safer sex, taking precautions during sexual activity that can help you avoid acquiring or transmitting an STI. Everyone engaging in sexual activity should understand that STIs are passed around from person to person because the “germs” take advantage of our desire to have sex. The bacteria and viruses that “travel with passion” include genital herpes, HPV (the virus that causes genital warts), HIV, chla-mydia, gonorrhea, syphilis, hepatitis B and C, and several others. You can greatly decrease your chances of getting these diseases if you choose to behave in a “safer” manner. It is always important to practice safer sex, and it is extremely important if you and your partner don’t know each other’s HIV status, have not known each other for a long time, or have been involved in risky health behavior patterns such as having one or more sexual partners, injecting drugs, or sharing needles. Individuals who have had blood transfusions in the past few years, or who are in-timate with someone who has, should also be extra cautious. If your partner has been, or may have been, with another partner in the past year, it’s wise to use extra protection.

The best way to reduce the possibility of spreading disease when en-gaging in sexual activity is to avoid the exchange of bodily fl uids. Latex condoms, when properly used, greatly reduce (but do not eliminate) the risk of transmitting and receiving an STI. Improper use includes exposing the condom to oils, which break down the latex (oils include Vaseline, massage oil, and many hand creams), and using a condom more than once. However, too many people don’t use condoms—and the re-sults of such decisions can be devastating. The reasons people avoid 
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condom use are many. Some men believe that if they use condoms, their partner might think they are having sex with other partners behind her back. Others think that it’s unnatural and “impure” to have sex with a barrier. Some couples don’t want to interrupt sex to put on the condom. And of course, condoms signifi cantly reduce the pleasurable sensation of direct contact between bare penis and vagina.

Oral sex is much safer when a man wears a condom (unlubricated, to avoid the bad taste). Some couples may prefer dental dams. Dental dams can be used when a woman wants to experience an orgasm from oral sex. The dental dam covers her vulva and clitoris, limiting her exposure to a man’s saliva and oral blood. Dental dams and male condoms that are designed for protected oral sex are available in various colors and even diff erent tastes to give more fl avor to a couple’s sex life.

The  fi rst  FDA-approved  female  condom  is  made  of  polyurethane, which does not disintegrate with oil-based lubricants. The female condom is usually supplied with lubricant and, like the male condom, should be used only once. Some couples prefer the female condom be-cause it can be inserted hours before sex and so won’t interfere with the sexual encounter.

New products are now being developed, called microbicides, which are being tested in animals and humans. These are products that pro-tect against both pregnancy and STIs, including HIV. Women can use these products with a diaphragm or with the Softcup (a feminine hy-giene product—not itself a contraceptive—known as a menstrual cup), which can be worn for up to 12 hours. Women do not report any change in their orgasmic responses with these products.

Many men participating in studies on condom use and sexual plea-sure report that their pleasure decreases when they use condoms, but women don’t report the same experience. In fact, some studies show that women whose partners use condoms have more positive attitudes toward sexuality and engage in a higher frequency of sexual activity. This might be because using a well-lubricated condom makes it much easier to penetrate the vagina, which is especially helpful when women experience pain at the beginning of penetration.
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Some studies report condom slippage when participants used supplementary lubricant on their condoms for oral and vaginal sexual encounters, so it’s advisable to build up the level of supplementary lubri-cant you use gradually as you become more confi dent about how to use a condom in this way.

The other benefi t of using condoms is that they can help reduce anxiety related to making a mess or impregnation. For a woman, it can help her overcome her fear of contracting an STI or becoming pregnant and may help her relax more, which may help her to experience orgasm. Using a condom may also help her overcome her dislike of pleasuring her partner orally, for fear of ending up with a mouthful of seminal fl uid or smelling genital odors.

 

Can I get HIV/AIDS and other STIs from oral sex?

Probably yes. Oral sex, often performed to stimulate an orgasm, is broadly defi ned as any contact between mouth, lips, and tongue of one person with another person’s vulva, penis, or anus. The exact level of risk associated with oral sex is not completely known for each STI be-cause  it  is  very  diffi  cult to reliably identify the transmission route of an infection (which may have occurred weeks, months, or years before diagnosis). In one study, 8 of 122 HIV-infected patients (7 percent) were deemed  likely  to  have  contracted  HIV  through  oral  sex.  Researchers in England have also presented conclusive evidence that transmission of HIV can occur from oral sex where the virus travels from penis to mouth, mouth to penis, and vagina to mouth. This risk of acquiring HIV during oral sex is highest for people who have other risk factors such as bleeding disorders, dental problems (loss of a tooth or bleeding gums), and illegal drug use. There is also research showing that the hepatitis B virus can be transferred through oral sex. Some researchers believe that herpes and gonorrhea infections are often transmitted as a result of oral sex. (For safer sex during oral sex, see above, “How do I have an orgasm while practicing safer sex?”)
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Does diet affect orgasms?

Orgasms are probably not aff ected very much by our everyday diet. However, since antiquity and in practically all cultures, and still today, there has been a belief that certain foods stimulate sexual desire and performance. In the classical world, men who ate fi sh, especially salmon, herring, and carp, were thought to have remarkable sexual potency. Other products of the sea, such as ambergris (whale vomit, used as a base for expensive perfumes) and shark fi ns, were eagerly sought in some cultures as aphrodisiacs. We have found no scientifi c data in support of the sexual performance–improving eff ect of the fi sh diet for men. However, a recent study showed that feeding boars a high diet of omega-3 oil, prevalent in some fi sh, lengthened the duration of their ejaculation from an already impressive average of 5 minutes 44 seconds to an even more impressive 6 minutes 29 seconds!

Plants, including many herbs, contain a large number of biochemi-cals that may infl uence sexual response and orgasm. Since medieval times, garlic, anise, cinnamon, onions, and carrots, among others, have been recommended to cure “anaphrodisia,” the lack of sexual interest. However, only a very few of these plant derivatives have been tested in humans and found to have positive eff ects. One such biochemical is yohimbine, obtained from the tree Corynanthe yohimbe. Other herbal prod-ucts found to have positive eff ects on sexual response include extracts of Ginkgo biloba (maidenhair tree). These extracts contain many poten-tially active agents known as glycosides, fl avonoids, and terpenolactones, which may aff ect brain regions involved in sexual response. The eff ect of ginkgo biloba on sexual arousal in men is exerted through relaxation of the smooth muscles of the penis, facilitating erection by increasing blood  fl ow  into  the  penis.  Ginkgo  biloba  has  also  been  reported  to counteract the inhibitory eff ect of antidepressant medication on sexual response, including orgasm, in men and women.

Ginseng is another herbal product that has been reported to improve sexual response. “Ginseng” is a generic term for several plant species belonging to the genus Panax. Ginseng contains many biochemicals, 
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including steroids, saponins, and ginsenosides, that may alter the functioning of several of the neurotransmitters—nitric oxide (NO), acetylcholine, and opioids—that are involved in sexual response. Ginseng stimulates penile erection by the pathway that uses nitric oxide as neurotransmitter. The eff ect on penile erection of these herbal thera-pies has been confi rmed by some studies.

Although no clear information exists on the positive or negative ef-fects of the components of our normal, everyday diet, there is evidence that obesity in men is one cause of erectile dysfunction. Obese men with ED can regain their sexual activity after two years of adopting a “Mediterranean-style” diet, which is rich in fruits, vegetables, nuts, whole grains, and olive oil. The adoption of this type of diet by obese women for a two-year period signifi cantly improved their scores on a rating scale called the “Female Sexual Index.” However, whether the diet directly aff ects a person’s sex life or aff ects weight, which in turn aff ects sex life, is diffi  cult to evaluate.




The Geography Six

 

of the Female 

 

Orgasm

 

What is the clitoris?

Th e c l i tor i s i s a female sex organ located above the vagina. Most people are familiar with the visible head, or glans, of the clitoris. Contact with the glans can heighten a woman’s sexual desire and help her experience orgasm. Beneath the glans, the clitoris extends deep into the body and is attached by supporting connective tissues to the pubic bone, mons pubis (a layer of fatty tissue over the pubic bone), labia, urethra, and vagina. The overall shape of the clitoris resembles a thick wishbone, consisting of the visible glans in the midline and two branches, the “bulbs” and the “crura” (singular, “crus”).
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Structure of the clitoris. The clitoris is much larger than just the visible portion (the “glans”). The rest of the clitoris has a wishbone shape that extends deep into the body, straddling the urethra and vagina. Each side of the wishbone consists of a “crus” and a “bulb,” both of which are erectile tissues (tissues that can become rigid). These deep components of the clitoris can develop an erection by becoming engorged with blood, similar to what happens in a penis. 

What is the cervix?

The cervix, located at the far (inner) end of  the vagina, is the con-stricted opening to the uterus. When touched by a fi nger, it feels somewhat rubbery, like the tip of a nose. Some women say that contact (penis, fi nger, or sex toy) with the cervix enhances their possibility of experiencing an orgasm and may increase the intensity of their orgasm.

 

What is the G spot?

Th e  G  s p o t,  or  Gräfenberg spot (named by Drs. John Perry and Bev-erly Whipple for researcher Ernst Gräfenberg, who wrote about this area in 1950), is a sensitive area felt through the front (anterior, belly-
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side) wall of the vagina about half way between the level of the pubic bone and the cervix (along the course of the urethra). It’s easiest to feel the G spot with the woman lying on her back. If one or two fi ngers are inserted into the vagina, with the palm up, using a “come here” motion, the tissue that surrounds the urethra (through which urine passes from the bladder to the urethral opening) will begin to swell. When the spot is fi rst touched, the woman may feel as if she needs to urinate, but if the touch continues for a few seconds longer, it may turn  into  a  pleasurable  feeling.  Women  have  reported  that  they  have diffi  culty locating and stimulating their G spot by themselves (except with a dildo, a G spot vibrator, or similar device), but they have no dif-fi culty identifying the erotic sensation when the area is stimulated by a partner. To stimulate the G spot during vaginal intercourse, the best positions are the woman on top or rear entry, so the penis will hit the anterior wall of the vagina.

Some women describe experiencing orgasm from stimulation solely of the G spot. The orgasm resulting from stimulation of the G spot is felt deep inside the body, and a bearing-down sensation during the orgasm is commonly reported. Physiologically, the orgasm is diff erent from an orgasm produced by clitoral stimulation. During orgasm with clitoral  stimulation,  the  end  of  the  vagina  balloons  out.  During  or-gasm from G spot stimulation, the cervix pushes down into the vagina. Many women experience a “blended orgasm” when the G spot and the clitoris are stimulated at the same time. We should note, however, that not all women like the feeling of stimulation of the G spot area.

Some women experience an expulsion of a small amount of fl uid (about one teaspoonful) from the urethra with G spot orgasms (as well as with orgasms resulting from stimulation of other areas). The fl uid produced by this “female ejaculation” has the appearance of watered-down, fat-free milk. It’s chemically similar to seminal fl uid and is diff erent from urine. Researcher Milan Zaviacic conducted hundreds of studies on autopsy specimens and concluded that the fl uid is from the para-urethral glands, which recently have been named the “female pros-tate gland.” Many men enjoy stimulation of their prostate, which can 
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Location of the G spot, showing its proximity to other genital and nearby nongenital structures. (Courtesy Henry Holt and Company)

produce an orgasm that is accompanied by a bearing-down sensation similar  to  that  described  by  women  when  they  experience  an  orgasm from G spot stimulation.

Not all researchers have been able to locate the G spot, thus there is some controversy about it. Other researchers consider that the G spot is obvious. It may be that researchers use diff erent methods of stimulation (and thus obtain diff erent results) in studying the G spot area or that not all women have a sensitive G spot area. One group of researchers re-cently studied twenty women and observed a correlation between vaginal orgasms and the thickness of the “clitoris urethra-vaginal complex also known as the G spot.” So, pressure exerted against the anterior vaginal wall may be more eff ective if the G spot area is thicker, according to this 
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new research. However, the careful terminology (clitoris urethra-vaginal complex) used by the researchers alerts us to the fact that there are sev-eral diff erent organs in this highly complex body region. These include (1) the anterior vaginal wall, (2) the urethra, (3) the Skene’s glands (also called the para-urethral glands or female prostate gland), (4) perhaps other glands in this region (vestibular glands, Bartholin’s glands), (5) the surrounding muscle and connective tissue, and (6) perhaps even por-tions of the clitoris. The eff ect of G spot stimulation might primarily be the result of stimulation of just one structure (such as the female prostate gland) or it might be the result of stimulation of several sensi-tive structures that are close together.

We need to issue a word of caution here. There is a new procedure, called the “G shot,” in which a medical doctor injects collagen into the anterior vaginal wall to increase the volume of the G spot region. There are no controlled, scientifi c studies on this procedure as yet, and noth-ing about it has been published in peer-reviewed journals. Some women are spending thousands of dollars every four months for something that has not been scientifi cally documented as eff ective. We are unable to recommend this expensive procedure.

We suggest that if G spot stimulation feels good, then enjoy it, but don’t feel compelled to fi nd it. Some women have been frustrated in their search for their G spot. Regard it as one area of sensual and sexual pleasure that some women enjoy.

 

What is the U spot?

The U spot has been described as a small patch of sensitive erectile tissue located just above and on either side of a woman’s urethral open-ing. It may also include the opening of the urethra. There have been claims that if this region is gently caressed, with the fi nger, tongue, or tip of the penis, this can produce a particularly strong erotic response. The possible erotic involvement of the U spot was described in Desmond Morris’s 2004 book The Naked Woman: A Study of the Female Body. To our 




T H E   O RG A S M   A N S W E R   G U I D E

knowledge, there has not been much study on the role of the U spot in promoting orgasm or erotic sensations.

 

What is the A spot?

The A spot (more technically, the anterior fornix erogenous zone, or AFE zone) was described in the 1990s by Chua Chee Ann, a Malaysian physician, as a possible sexual stimulatory region in women. It’s a region of sensitive tissue on the anterior (belly-side) vaginal wall, past the G spot and just before the cervix.

 

What are the vaginal fornices?

The anterior fornix, posterior fornix, and lateral (side) fornix of the vagina are the deepest portions of the vagina. They are the recesses ( fornix means “arch”) created by the slight protrusion of the cervix into the vagina at its inner end. Research has shown that pressure on this area stimulates the vagina to become lubricated. Stimulation of the vaginal fornices can produce orgasmic contractions of the uterus in some women. Women may be able to improve their natural lubrication by stimulating this area.




Seven

 

Orgasms and 

 

Relationships

 

How can I stimulate or intensify orgasms in myself or my 

partner?

There are several basic strategies you can use to intensify sexual responses and orgasms. Most important to recognize is that our brain is our greatest sexual organ. We can fl ood it with physical, cognitive, emo-tional, and pharmacological stimuli that may have additive eff ects on the intensity of orgasms. For women, combined stimulation of the cli-toris, vagina, cervix, nipples, breasts, lips, and personal erogenous zones may intensify the frequency and strength of orgasm. Men describe additive eff ects on orgasm when penile stimulation is accompanied by stimulation of the scrotum, testicles, prostate, nipples, lips, and personal erogenous zones.

The eff ects of combined stimulation of these regions are cumula-tive, because the overall eff ect on our brain of stimulation of the 
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diverse nerves that carry sensations from these organs may be additive. Combining this physical stimulation with mental imagery and fantasy may intensify the eff ect still more.

For most people, the ultimate aphrodisiac is true love, with heartfelt and mutual caresses and tenderness. Couples in love almost always re-port satisfying sexual relationships. Nothing can surpass the delicious fusing of mutual, true love and the passion associated with a nurturing physical relationship. Conversely, nothing leads to a breakdown of both love and the sexual relationship faster than disrespect and betrayal of trust.

 

How can I tell whether my partner is faking an orgasm?

You probably can’t. Both men and women do pretend to have or-gasms. When doing so, they are probably convinced they will not experience an orgasm and they don’t wish their partner to think they are dissatisfi ed or are incapable of having this pleasurable experience. Faking is dishonest, but we should recognize that the intent is not to harm.

For men, because most of the time an orgasm is followed closely by ejaculation, faking is more diffi  cult. A woman may notice that ejacula-tion did not occur. For women, orgasm may be experienced on many diff erent levels and may occur with or without external signs. So, it’s diffi  cult to tell whether a woman experiences an orgasm or not. Some women have one or more of the following physical indications of or-gasm: retraction of the clitoral head (glans), increased breathing and heart rate, dilated pupils, vaginal muscle spasms, skin fl ushing, and sudden perspiration. However, not everyone shows these responses, and experiencing orgasm is a subjective feeling. The only way to know whether your partner truly has an orgasm is to engage in an honest discussion based on mutual trust.
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How can my partner and I have simultaneous orgasms?

Numerous studies have shown that women and men have diff er-ent experiences leading up to orgasm, especially during penetrative sex. For example, for men, orgasm tends to be experienced as a single peak of intense pleasure, but for women it’s often a series of waves of pleasure. Diff erences in orgasmic pattern, plus individual diff erences in the time it takes to experience orgasm, create diffi  culties in attempting to coor-dinate them.

In Tantric sex, the partners practice gaining control over their excite-ment, which may help them synchronize and prolong their state of  arousal. They learn to read each other’s body language and body signals and to be aware of  their own and their partner’s phase of  excitation, which helps them pace their own excitement and pace their erotic stimu-lation of  their partner.

The same principle of paying attention to your partner’s state of sexual excitement in relation to your own state is, of course, applicable to all sexual interactions, Tantric or other. By learning your partner’s erogenous zones and pattern and timing of excitation, and by heeding your own pattern simultaneously, and with communication, practice, fa-miliarity, and loving tenderness, the likelihood of experiencing orgasms simultaneously is increased. If the woman has prolonged orgasms, one strategy is for the man to wait until she starts to experience an orgasm and then allow himself to experience his orgasm in the midst of hers.

Of course, compulsively setting the goal of “achieving” orgasms simultaneously can be a sure formula for disappointment, frustration, and resentment if that goal is not “attained.” Better to heed and learn each other’s rhythms and enjoy whatever sexual interaction transpires, whether or not orgasms occur. This strategy may ultimately, unexpect-edly, yield the delightful surprise of simultaneous orgasms.
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Why does my partner use a vibrator to have an orgasm?

Many women say that they don’t experience orgasm through penetra-tive sex but only through clitoral stimulation. So, although they enjoy vaginal intercourse, they like the simultaneous sensation of  clitoral stimulation. This preference may leave a woman’s partner in doubt as to whether she enjoys penetrative sex. Good communication—as always— may help dispel the partner’s concerns.

Some women enjoy a vibrator’s stimulation before or after having penetrative sex with their partner, because women are often physically capable of having several orgasms in succession. Women don’t experi-ence the male-typical “refractory period” (a period after orgasm during which an individual can’t have another orgasm) and may wish to enjoy the sensation of clitoral stimulation preceding or following penetrative sex. A woman may also prefer the feeling of a vibrator during oral sex, when a man is stimulating her clitoris. The vibrator can be used to stimulate the G spot and other areas.

 

What can I do if my partner says he can’t have an orgasm 

because my vagina is not tight enough?

The vagina has elastic capability—it can dilate to accommodate a baby passing through it and constrict enough to provide friction to a penis. When the male partner says he thinks his partner’s vagina is not tight enough, this means that he would prefer greater frictional stimula-tion of his penis. Surgery of the pelvic region and childbirth may aff ect the “tightness” of the vagina. Also, some men become used to vigorous penile stimulation when masturbating. In this case, a man could relin-quish masturbation and try to sensitize his penis solely to his partner’s vagina.

Alternatively, the woman can be more interactive during vaginal in-tercourse, such as by synchronizing her movements with her partner, and trying to grasp his penis with her pelvic fl oor muscles. The couple 
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might also experiment with diff erent positions to see which ones pro-vide more intense stimulation.

Kegel exercises to increase the contraction strength of  the pelvic fl oor muscles may provide a tighter grasp of  the penis during penetra-tive intercourse. (For women who wish to try this, we recommend the 

instructions given at www.mayoclinic.com/health/kegel-exercises/WO

00119. See also “The importance of  healthy pelvic muscles,” chapter 4 in Ladas, Whipple, and Perry’s book The G Spot and Other Discoveries about Human Sexuality.)

 

What can I do if my partner says she isn’t having orgasms 

because my penis is too small?

The  average  human  penis  is approximately four to six inches (thir-teen to fi fteen centimeters) in length when erect. When a woman says her partner’s penis is too small, she probably means that she is not get-ting the stimulation she desires. One of the easiest ways to increase a woman’s sensations is to use a textured (such as ribbed) condom.

For some women, increased clitoral stimulation may lead to more satisfying results, while others may prefer the penis to be aimed at their cervix or G spot. The use of a vibrator or dildo may be helpful, if both partners are comfortable with it. These strategies may help reduce the importance of penis size, as alternative forms of pleasurable stimulation are explored.

The woman might try doing Kegel exercises as a way to increase the vaginal grasp of the penis, which will simultaneously increase the intensity of her vaginal stimulation.

The devices and treatments that claim to enlarge a healthy man’s penis should be considered with great caution. We are not aware of any research  that  adequately  demonstrates  the  benefi ts  of  such  devices  or treatments.
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Why does my partner want to have an orgasm through 

anal sex?

“Anal sex” t ypically r efers to insertion of the penis through the anus and into the rectum, but can include anilingus (oral stimulation of the anus), fi ngering, and use of sex toys, including vibrators and small dil-dos known as “butt plugs.” Some people seek to have anal sex because of the particular pleasure they derive from it. Others may do so for reasons such as avoiding pregnancy or preserving a sense of vaginal virginity.

This form of sexual activity is comparatively high risk, because of the relative ease of tearing the tissue of the anus and rectum, the risk of transmitting viral infections such as HIV, and risks associated with the high bacterial content of the rectum. The tissue lining the rectum provides little natural lubrication, so a personal water-based lubricant is often used with a tear-resistant condom during anal sex.

Some people report experiencing orgasms as a result of anal stimula-tion. There are probably three diff erent sources of sexual stimulation produced by anal intercourse: sensation from the anus, the rectum, and, in men, the prostate gland. Each of these tissues sends sensory signals to the brain through diff erent pairs of nerves—the anus through the pudendal nerves, the rectum through the pelvic nerves, and the prostate through the hypogastric nerves.

For some men, prostate stimulation produces an orgasm that they de-scribe as “deeper,” more global and intense, longer lasting, and associated with greater feelings of  ecstasy than orgasm elicited by penile stimulation only. These descriptions of  orgasm are similar to women’s descriptions of  orgasms in response to cervical and uterine stimulation. It’s plausible that the similarity in descriptions stems from the fact that the hypogas-tric nerves transmit sensory stimulation from the cervix and uterus in women and from the prostate gland in men.

In women, orgasms may be elicited from stimulation by way of any of the following nerve routes: from the clitoris through the pudendal nerves, from the vagina and cervix through the pelvic nerves, and from the cervix and uterus through the hypogastric (and probably the vagus) 
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nerves. Stimulation of the G spot region may involve all of these nerves except, perhaps, for the vagus nerves. Because the anus and rectum also send sensory signals to the brain by way of the pudendal and pelvic nerves, respectively, it’s likely that these nerves convey the sensory sig-nals  that  produce  orgasm  in  response  to  anal  and  rectal  stimulation, both in women and in men.

For those who are interested in engaging in anal sex, it’s important to consider your partner’s beliefs and comfort level. No one should be  pressured  or  coerced  to  engage  in  this  type  of  sex.  Because  of  its relatively high-risk nature, a couple should be committed to a monoga-mous  relationship  before  considering  anal  sex.  A  strong  condom  that is specifi cally designed for anal sex should always be used. To avoid injury, perhaps it’s advisable to start slowly, massaging the anal region, then inserting fi ngers to relax the anus, applying generous amounts of lubricant, and advancing gradually.

 

Why does my partner need me to “talk dirty” in order to 

have an orgasm?

“Dirty talk” or “talking sexy” is probably arousing because it helps a person fantasize, breaks cultural taboos, or creates a sense of exciting risk-taking. Your partner may fi nd it diffi  cult  to  experience orgasm without this increased stimulation. Unless there is mutual agreement about this, however, talking sexy runs the risk of off end-ing, insulting, or even turning off  one’s partner. A higher percentage of men than women fi nd this talk stimulating, although many women do enjoy this type of interaction. Some women seem to get equally or more aroused by hearing endearing and loving words, rather than “dirty talk,” during sexual interaction (perhaps related to cultural pressure against their talking about sex). Some research suggests that “dirty talk” might encourage the partners to “act out” their fantasies, leading to unsafe sex practices. Most couples, we hope, have the wisdom to recognize the diff erence between safe fantasy talk and unsafe real-world experiences.
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What can we do if my partner or I can’t experience 

orgasms?

One of the first things a sexual therapist is taught during training, and will convey to his or her clients, is that orgasm is an experience, not a goal. Considered in this context, many people have satisfying sexual experiences without orgasm. While some men and women have tried but have not experienced orgasms, others have never tried and have not felt the need to try. Still others have been orgasmic intermittently, won-dering why the experience is not always available to them.

The causes and eff ects of these situations are likely to be diff erent from one person to another, and they may be cultural, psychological, physiological, or some combination thereof. While there are many similarities between how men and women describe their orgasms, each person may experience orgasms diff erently and with diff erent forms of stimulation, both physically and mentally. A man may ejaculate without feeling an orgasm or satisfaction, or he may experience orgasm without ejaculating and still derive pleasure and satisfaction from it. Each per-son is unique and experiences sexual responses in unique ways.

For couples intent on trying to experience orgasm, there are some paths to consider. First, you might start by seeing whether you can stimulate yourself to orgasm. For women, gentle rubbing on the clitoris could be the starting point. If you don’t want to touch your genitals, you could use a vibrator or even a fl ow of water. You could then combine this with stimulating diff erent areas that many women fi nd sensitive, such as the G spot. Try experimenting privately with your own body to see which areas bring you pleasure. This will help you fi nd which combination may feel best and help with your experiencing an orgasm. You could also try stimulating your nipples, which are known to be erogenous for some women. Stimulation of the vaginal entrance also may contribute to erotic feelings.

Once a woman knows what brings her pleasure (even if she has not experienced an orgasm), she can guide her partner (verbally or nonver-bally), communicating what she fi nds stimulating. Of course, the partner 
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must  be  loving  and  gentle  in  such  intimate  interactions.  Remember, nothing is a bigger turnoff  than disrespect.

Men who have diffi  culty experiencing orgasm should probably try self-stimulation fi rst. Stimulation of the penis by hand is usually suf-fi cient. Some men fi nd that stimulation with a vibrator is helpful. Try experimenting with other potential erogenous areas of the body, such as the scrotum, testicles, prostate, and nipples.

Some people feel uncomfortable about self-pleasuring or self-explo-ration. For these individuals, they might ask their partner to explore their body and discover together how various parts of their body re-spond to diff erent stimulation. As each partner explores the other’s body, comfort, nonverbal communication, and discussion may develop. Make use of the discoveries to give each other pleasure. This may pro-long your sex-play time and bring you closer to each other, even if you don’t experience orgasm.

Another exercise is to focus on diff erent senses. For example, ex-periment with diff erent aromas. For women, this could mean wearing a particular perfume that she wears only when in an erotic mood; for men, a particular cologne. Visual stimulation may also increase the chances of experiencing orgasm: a couple might look through an erotic magazine or watch a movie they both fi nd erotic. Couples can play with texture, each partner applying diff erent textures to the other’s body to see how they feel, which kind of touch is most relaxing, and which is most arousing. Often it is what couples say or don’t say that is the most erotic—try using arousing words or relaxing music. You might want to read to each other from books or poems that you fi nd erotic. Finally, some people fi nd it stimulating to involve food in their romance—feed-ing each other or putting whipped cream, honey, or chocolate syrup over the body, and then licking it off .

It may be helpful for partners, separately, to write down what they fi nd pleasing, share the results with each other, and then destroy the written record so that the information is seen as very personal. If done with respect, each partner can understand and respond to the desires of the other. If you discover what arouses you and your partner, and use 
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what you learn, it may help you stay focused during sexual experiences and may help you experience an orgasm.

For those who wish to seek help from a professional, the best starting points are the American Association of Sexuality Educators, Counselors and Therapists (AASECT), the Society for Sex Therapy and Research (SSTAR), and the British Association for Sexual and Relationship Therapy (BASRT), all of which have international members. All have a website you can visit.




Eight

 

Orgasms and 

 

Culture

 

Do different cultures view orgasms differently?

Yes, views of orgasm do diff er among cultures, which is not surpris-ing. Given the vast diversity of values, attitudes, and practices among the world’s many cultures, we would hardly expect sexual behavior to be  exempt  from  cultural  interpretations.  Yet,  historical  texts  from  a variety of cultures eloquently describe pleasurable orgasmic sensations resulting from sexual activity. In most of the world’s cultures, discus-sions concerning how men and women can and should experience sexual pleasure, including orgasm, have been a part of their tradition. Sometimes these discussions are intended to reduce sexual activity (such as the often repeated myths that if a man has orgasms through self-stimulation, he will go blind or grow hair on his palms, or his hand will turn green). At other times, discussions are intended to foster a better 
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marriage—for example, in some Islamic cultures, men are encouraged to withhold ejaculation until they are certain that their wife is satisfi ed.

We are, each of us, embedded within a culture and infl uenced by it. Your view of orgasm and the prevailing view in your culture may be aligned  or  may  be  in  confl ict.  In  this  time  of  growing  cross-cultural relationships, we suggest that, for the sake of more fulfi lling sexual relationships,  each  of  us  should  learn  as  much  as  possible  about  our own culture and others (this is particularly important if your partner’s culture is diff erent from your own). In this way, each person probably has the best chance of maximizing his or her sexual experiences.

 

Does female genital cutting affect orgasms?

Female genital cutting, or female genital mutilation (FGM)— also called, inaccurately, female circumcision—is a practice that has been documented among peoples in certain parts of the world, regard-less of religion (and including Judaism, Christianity, and Islam). The severity of the procedure depends on diff erences in locale, educational attainment, and socioeconomic status rather than religious affi  liation. Depending on the type of genital cutting and the parts that are injured or removed, women can have a variety of experiences in their sex life, including orgasm. These experiences can range from having no prob-lems to having (1) severe infections, (2) a deep fear of being touched, (3) severe pain during penetrative sex, (4) diffi  culties during childbirth, and (5) hemorrhaging.

Although some women might undergo genital cutting as an expres-sion of cultural and social conformity, others are coerced or undergo the event as a child. In all cases, the World Health Organization consid-ers female genital cutting a violation of human rights, because it denies women the right to be free from “cruel, inhuman or degrading treat-ment.” The World Health Organization categorizes the types of female genital mutilation as follows:
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• Type 1: Clitoridectomy. Removal of the prepuce (the hood of the 

clitoris), with or without all or part of the clitoris. • Type 2: Excision. Removal of the clitoris with partial or total excision 

of the inner lips (labia minora) of the vulva. The remaining skin 

may be stitched together.
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Urethral opening 
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Glans of clitoris

major Labia

Vaginal opening                 minor

Opening of Bartholin’s 

glands

Anus
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type 2 type 3
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Types of genital cutting. The different types vary in severity. In type 1 (least severe), the hood of the clitoris (prepuce) is removed, with or without all or part of the clitoral glans. In type 2, the glans and part or all of the labia minora are removed, and the remaining skin may be stitched together. In type 3, the glans, labia minora, and labia majora are removed and the remaining skin is stitched together, leaving a small exit hole for urination and menstruation. (Adapted from image courtesy Allison Rogers)
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• Type 3: Infi bulation. Removal of all or part of the clitoris and the 

inner and outer lips (labia majora) of the vulva. The raw skin is then 

stitched together, leaving a tiny opening for urination and menstru-

ation. The scar reopens during childbirth and is then re-stitched. • Type 4: Other. Pricking, piercing, cutting, or stretching of the 

clitoris and/or labia; burning of the clitoris and surrounding tissue; 

scraping or cutting of the vagina; introduction of corrosive sub-

stances or herbs into the vagina to cause bleeding or for the purpose 

of tightening or narrowing the vagina.

Depending on which body parts have been removed by the genital cutting, women may report pain during intercourse, which may create a fear of intercourse and decrease their sexual activity, frequency of or-gasms, and sexual desire. This problem could be partly due to trauma to the nerve supply to the vulva and clitoris. One study compared women who did and women who did not undergo the “less severe” types of genital cutting, and found that 66 percent of the cut women and 59 percent of the uncut women said they usually or always had an orgasm during intercourse. However, the cut women were more likely to cite the breasts than the clitoris as their most sensitive body part. The study’s authors concluded that genital cutting does not eliminate a woman’s sexual sensation, but instead “shift[s] . . . the point of maximal sexual stimulation from the clitoris . . . or labia to the breasts.” Based on the same study, the authors reported that any type of genital cutting can increase the chance of urinary tract infections, itching (pruritus) in the genital area, pain while urinating, and pain during sexual intercourse. So, although this “less severe” type of female genital cutting might not eliminate responsiveness to sexual stimulation, it may be harmful to a woman’s reproductive health.
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Does male circumcision affect orgasms?

Male circumcision was performed at least as early as 6,000 years ago, as we know from fi ndings in Egyptian mummies. The Bible (Genesis 14) recounts a covenant between God and Abraham, which includes: “and he who is eight days old shall be circumcised among you, every male throughout your generations.” This ancient tradition for Jews continues to this day, and it is widely practiced by Christians and Muslims as well. The issue of  male circumcision is controversial for some people. There are hygienic arguments for its practice, although researchers disagree on whether or not circumcision reduces the transmission of  sexually trans-mitted infections (STIs).

The ability of a man to experience an orgasm doesn’t seem to be greatly aff ected by circumcision; however, some woman may be aff ected by male circumcision. Women whose partner has a foreskin may experi-ence increased duration and comfort of sexual intercourse and may have an increased likelihood of experiencing single and multiple orgasms.

 

Does piercing affect orgasms?

In a questionnaire study of thirty-three women who responded before and after undergoing voluntary piercing of their clitoral sheath (hood, or prepuce), there was no signifi cant change in their orgasms after piercing. The only signifi cant change was an increase in their “de-sire.” The study had no control group, so it’s possible that these women underwent the piercing as a means of fulfi lling a wish to increase their desire—which is just a somewhat complicated way of saying that the study was not designed to give foolproof results.

The research team of Miller and Edenholm reported two case stud-ies of female genital piercing. In one, the woman said that the metal ring through her clitoral sheath increased the intensity of clitoral stimula-tion during intercourse. In the other case, the ring pierced the woman’s clitoral sheath and anterior labia minora (a piercing method termed the 
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“triangle”). Before the piercing, she “required masturbation to achieve orgasm. After piercing, orgasm intensity increased, and with intercourse she reached multiple climaxes.”

In  a  survey  of  many  diff erent types of genital piercing in men and women in England, researcher William Anderson and his colleagues provide a colorful lexicon for piercing of the genitals. In men, piercing the pubic skin over the penis—“pubic piercing” or “rhinoceros horn”— is said to enhance the woman’s clitoral stimulation during intercourse. In the “ampallang” or “palang,” the glans of the penis is pierced hori-zontally above the urethra. The “apadravya” is the vertical equivalent through the glans, but it pierces the urethra. The “dydoe” pierces the coronal ridge (rim) of the glans. The “frenum” is a single ring piercing of the underside of the glans. In the “frenum ladder,” there are multiple (perhaps six) piercings along the underside of the penis. The “Jacob’s ladder” is the equivalent, but on the top side of the penis. The “Prince Albert,” in which a ring pierces the urethral opening and the undersur-face of the penis, is reported to provide “an intense urethral stimulation during intercourse.” In the “reverse Prince Albert,” the urethral opening and the upper surface of the penis are pierced. The “dragonfl y” adds six fl exible plastic “wings” to the “Prince Albert,” which increases the inten-sity of vaginal stimulation during intercourse. In the “Prince’s wand,” a bar is inserted into the urethra and exits through the underside of the penis. The “hafada” is a piercing of the upper part of the scrotum. The “guiche” (rhymes with “quiche”) pierces the raphe (seam), the narrow, elevated strip of tissue in the midline that goes from the back of the scro-tum to the anus. And last, there is the “anal ring,” which pierces the anus.

In women, in addition to the “triangle” described above, there is the large “Christina,” which is not very popular. The piercing is through the external portion (glans) of the clitoris rather than the sheath (pre-puce) and exits through the abdominal skin above the pubic bone.

Some of the health risks of genital piercing include hepatitis B and C, HIV, bacterial infections, allergic reactions, diffi  culty with hygiene, scar tissue formation that could obstruct the urethra, trauma to the vagina or anus, a partner choking on swallowed piercings, and tooth damage.
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Does “dry sex” affect orgasms?

“Dry sex” refers to a form of sexual practice in a few communities in African countries in which the woman uses an agent to dry out the natural fl uids that normally lubricate the vagina. Some studies report that  this  drying  agent  is  only  warm  water  (for  example,  in  Zaire  or Malawi), while others report the use of local herbs for drying. Among the groups who practice dry sex, the timing of the practice and the importance the community attributes to it vary. In Tonga, a village in Zambia, dry sex is mostly practiced by women after giving birth, be-cause they or their male partner prefer a tighter vagina. However, not all women follow this ritual, nor is it widespread in other parts of that local region.

We could not fi nd any scientifi c studies specifi cally addressing a pos-itive or negative relation between dry sex and the experience of orgasm by men or women who practice it. It seems likely that a dry vagina will lead to harsher penetration and more painful intercourse, which could interfere with pleasure and orgasm for the woman. The dryness of the vagina could also promote damage to the delicate tissue of the vaginal lining and increase the likelihood of condom breakage, which could put both partners at risk of unwanted pregnancy, STIs, and HIV.

 

Is there too much emphasis on “achieving” orgasm in 

some cultures?

If  you feel some cultural pressure to “achieve” orgasm, you are cer-tainly not alone. However, as for all pressures, you have complete control over your reaction to sexual pressures. You probably have noticed that in this book we prefer to use the expression “experience orgasm” rath-er than “achieve orgasm.” There is an ongoing debate among medical professionals, sexual psychotherapists, counselors, neuroscientists, physi-ologists, and other professionals as to whether we should use words such as achieve, reach, stimulate, elicit, induce, or produce when referring to orgasms. 
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The disagreement among these professionals is mainly that terms such as achieving or reaching orgasm can give the impression that sexual activity has orgasm as a goal to be attained, which, if  not attained, implies “in-adequacy” or even “failure.” Neuroscientists and physiologists consider terms such as elicit, induce, stimulate, generate, and the like to be neutral, but sexuality professionals tend to view these terms as too coldly “scientifi c.” By contrast, the term experiencing orgasm is descriptive yet neutral, avoid-ing the attitude toward orgasm as a goal to be achieved. A limitation of  the word experiencing is that it conveys the sense of  “being there” while missing the sense of  the process, of  “getting there,” which is at least half  of  what’s important.

Using the term achieving orgasm may subtly put pressure on sexual partners to have a goal-oriented sexual relationship, which could lead to disappointment, frustration, and resentment. In movies and TV pro-grams, when a sexual encounter is portrayed, there is typically a point when the partners make the most noise and seem to be at a climax, followed by a relaxation scene. While this may make for entertaining theater, it tends to distort reality, because neither women nor men ex-perience orgasm in every sexual encounter. These cultural exaggerations should  be  seen  as  what  they  are—exaggerations.  It’s  wise  not  to  fall under the infl uence of unrealistic expectations.

 

Why can’t people talk about orgasms without feeling 

embarrassed or silly?

Men and women often have diffi  culty talking about sex in general, and they may fi nd it even more diffi  cult and embarrassing to talk about orgasm. Fear of seeming naive or improper may cause a defensive reac-tion—and in that state, many people resort to silliness, joking, sarcasm, or other “detoxifying” strategies that defl ect or distract from the issue. Such  fear  and  avoidance  of  discussing  sexual  needs,  desires,  and  con-cerns may compromise an otherwise close relationship. In a long-term relationship, as the couple goes through the life phases of changing 
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health, pregnancy, childbirth, and aging, poor communication about their sexual relationship may create a climate that leads to loss of inti-macy, alienation from each other, and deterioration of their relationship.

There is no ideal way for partners to talk with each other about orgasm, but it does seem to help a relationship when the partners com-municate their sexual beliefs, feelings, and desires and the intimacy they wish to share when experiencing orgasm. It’s obviously not helpful to begin a discussion with a criticism or complaint. Instead, you might begin with a compliment: “I really liked it when you . . .” Or, “You made me feel good when you . . .” Mutual expressions of respect and reassurance can go a long way toward reducing the embarrassment and easing the dialogue with your partner about your orgasms or your desire to experience them. Try to remember that a healthy sexual relation-ship—with or without orgasms—is to be cherished. As a wise mother once commented to the newlyweds: “Sex occupies just a brief time dur-ing your entire lives. But it’s an important time.”
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