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This article provides a summary of the biopsychosocial model and the assessment and treatment of male sexual dysfunction as man-
ifested in cases of infertility. In couples trying to get pregnant, a unique set of psychosocial and behavioral changes may evolve that
directly interferes with a couple’s usual pattern of sexual behavior, resulting in sexual dysfunction. The unique set of changes is dis-
cussed and how these changes impact on erectile and ejaculatory function. Strategies for assess-
ing and managing male sexual dysfunction that compromise fertility are reviewed. (Fertil
Steril� 2015;104:1089–94. �2015 by American Society for Reproductive Medicine.)
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P sychological and social aspects
of male sexual dysfunction may
present barriers to successful

fertility. Men with no known medical
reasons for infertility may experience
difficulty with conception due to erec-
tile dysfunction (ED), premature (early)
ejaculation (PE), or delayed ejaculation
(DE). The psychosocial basis for these
disorders may be overlooked or may
be incompletely assessed during a
fertility work up due to a physician’s
lack of expertise in understanding the
psychological and social nuances that
are often present in such cases or due
to a patient’s reluctance or failure to
disclose important details of his sexual
functioning. This article provides a
comprehensive discussion of the
assessment and treatment of nonmed-
ical contributions to male sexual
dysfunction impacting on fertility.

The biopsychosocial model is to-
day’s gold standard for assessing and
treating sexual dysfunction in men
and women (1). In brief, this model ad-
vocates for an integrative look at the

medical and nonmedical (psychological
and social) factors that contribute to
sexual problems as well as an integra-
tive strategy for treatment (2). Medical
contributions to sexual dysfunction
within this model are the specific dis-
eases or conditions (such as diabetes)
that have a direct pathophysiologic
effect on sexual functioning as well as
the indirect medical factors such as
chronic pain or chronic obstructive
pulmonary disease, which may also
adversely impact on sexual functioning
although there are no specific physio-
logic pathways. The nonmedical factors
within the model are individual (per-
sonality, sexual history, and comorbid
mental health problems), relationship/
partnership (quality of partnership as
well as partner’s sexual and mental
health concerns), and environmental
(conditions under which sex occurs).

The established psychological
diagnosis of a sexual problem is deter-
mined by the American Psychiatric As-
sociation’s Diagnostic and Statistical
Manual of Mental Disorders (DSM).

DSM-5, the most recent edition, has es-
tablished criteria for all sexual dys-
functions as follows: the problem is
present on 75% of occasions, the prob-
lem has been present for at least
6 months, and the problem causes
stress (3). It should be noted, however,
that a large percentage of male patients
complaining of sexual problems do not
meet DSM-5 criteria. For example,
some men may present for treatment
after a single occurrence of ED or
even in feared anticipation of ED. Sex-
ual problems may present as either
acute or chronic or as specific or gener-
alized. In general, sexual problems that
are acute after a period of successful
sexual relations and problems that are
specific to one partner or set of circum-
stances are more amenable to
treatment.

Finally, it should be emphasized
that sexual behavior is often imbued
with strong feelings influenced by
one’s family values, culture, or religion.
It is important for clinicians to explore
such influenceswhen addressing sexual
functioning and incorporate treatment
approaches that are respectful of these
influences. Challenges to treatment
arise when family, cultural, or religious
influences conflict with ‘‘sexual sense.’’
For example, a man struggling with ED
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may be conflicted because ‘‘lustful’’ thoughts about his wife
are forbidden by his religion. In such cases, it is usually helpful
to work with a religious leader whom the patient respects to
navigate around such barriers to treatment.

This discussion points to a conceptual model and areas of
concern to be taken into consideration when addressing
sexual dysfunction problems, whether the problems are
related to a couple’s concerns about pregnancy or not. Efforts
to become pregnant often add additional unique factors that
must be considered.

CHANGES IN SEXUAL BEHAVIOR WHEN
‘‘TRYING TO GET PREGNANT’’
When a couple is trying to get pregnant, a unique set of
changes may occur in the couple’s usual approach to sexual
activity that may adversely impact sexual functioning. Sex-
ual activity may take on the single purposeful goal of concep-
tion and may no longer include a focus on eroticism and
mutual sexual satisfaction. In addition, urgency and pressure
may become associated with sexual intercourse rather than
relaxation and pleasure; accordingly, sex also may become
scheduled rather than spontaneous. All these changes may
produce a state of performance anxiety for both partners.
Simply stated, performance anxiety is a focus on the outcome
of sex, rather than an enjoyment of the process of sex.

Men are more profoundly affected by performance anxiety
than women because a man’s penis (erect or flaccid) is observ-
able by both him and his partner (4). Focused vigilance on the
firmness of an erection contributes significantly to the risk of
ED. Performance anxiety is the singlemost important nonmed-
ical contribution to ED. Once a man and his female partner are
worried about ED, it often becomes a vicious circle and a self-
fulfilling prophecy. Performance anxiety also may be exacer-
bated by a female partner’s emotional response to ED when it
is expressed as doubt of her partner’s attraction to her, anger,
blame, or belittlement. Unwittingly, the pressure on a couple
to perform successfully may also come from their parents and
in-laws, whomay be expressing their investment in grandchil-
dren or constantly inquiring into the status of pregnancy.

Performance anxiety is not a true anxiety but rather may
more accurately be described as cognitive interference or per-
formance worry. In fact, true physiologically expressed anx-
iety (increased heart rate, increased blood pressure) may
actually increase sexual response in a positive direction (5,
6). The more a man focuses on nonerotic and worrisome
thoughts, however, the more likely sex is interfered with.
Although it is most notably present in ED, performance
anxiety may also be present in PE and DE.

There is evidence that the diagnosis of infertility alone
contributes to loss of sexual desire and satisfaction in men
undergoing fertility assessment (7, 8). The infertility
evaluation is associated with an uncontrollable and
unpredictable situation that further increases stress (7),
which can exacerbate already existing performance anxiety.

ERECTILE DYSFUNCTION
Erectile dysfunction (ED) is the most widely recognized and
studied of all sexual dysfunctions and has been the focus of

intensive scientific and public interest and intense commercial
activity over the past two decades (4, 9). With the development
of phosphodiesterase type 5 (PDE5) inhibitors, more than 100
million men worldwide have received prescriptions; the
Internet is replete with Web sites providing descriptive
information on ED as well as guidelines for assessment and
treatment (4). With DSM-5 (3), changes have occurred that
reflect our increased understanding of the disorder and that in-
crease the reliability and validity of the diagnosis (10). As indi-
cated previously, the changes in the DSM diagnosis of ED take
into consideration the severity and duration of ED; specifically,
the diagnostic criteria must be present for a minimum duration
of 6 months and present on at least 75% of occasions (10). In
addition, the condition must cause an individual significant
stress to fully meet the diagnostic criteria. The individuals
who express little or no concern about ED thus would not
meet DSM-5 criteria, whereas others who are extremely dis-
tressed or even suicidal would. In general, younger men
experiencing ED express much greater negative emotions
than older men (9).

Prevalence

Erectile dysfunction is by far the most prevalent sexual
dysfunction experienced by men. It must be noted, however,
that prevalence rates vary widely not just for ED but for all
sexual dysfunctions owing to differences in research method-
ology, to the criteria used to define the disorder, and to the
population under study (4). For ED, it is generally recognized
that age is a significant factor affecting prevalence rates, with
10% of men aged 35 years or younger experiencing ED and
with 50% of men over 60 experiencing ED (9, 11). The
difference in prevalence rates by age is due to the increase
in medical conditions that contribute to ED found in an
older population.

Patients describe ED in a number of different ways,
including an inability to obtain an erection, an inability to
maintain an erection, or having a ‘‘softer’’ or less firm erec-
tion. For some men, the presence of ED has been a lifelong
problem; for others, ED has occurred after a period of normal
sexual functioning. The condition may also be situational or
generalized. Situational ED occurs only in specific situations
or with specific partners whereas generalized ED occurs under
all circumstances and with all partners. Younger men in cou-
ples who are focused on becoming pregnant generally have
fewer medical conditions contributing to ED, and they are
more likely to be experiencing acute situational ED precipi-
tated by the performance anxiety associated with the pressure
to conceive.

In situational ED, men typically experience ED with their
usual partner, but they experience full erections and orgasms
during private masturbation or with a different partner. In
private masturbation, men do not usually feel the same pres-
sure to perform that may be present in sex with their usual
partner; hence, the worry is removed, and the focus is solely
on the erotic material and physical sensations. During
masturbationmen are alsomore likely to use visual erotic ma-
terial that may be novel or unusual and intensely stimulating.
The combination of a lack of worry about performance, novel
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