
Women presenting for advice about sexual 
concerns most commonly report lowered libido.  
A useful approach to this complex problem 
includes assessing the woman’s relationship, 
general, psychological and gynaecological health, 
medication use, reproductive state and 
psychological stressors.

F emale sexual dysfunction is common, with estimates of 
prevalence ranging from 8 to 50%;1-3 however, the very 
existence of female sexual dysfunction has been questioned, 

with the implication that it is a fabricated entity driven by 
pharmaceutical companies’ desire to profit from offering new 
products to a novel target audience.4,5

Nevertheless, while this debate about female sexual dysfunc-
tion continues, a subset of women will present to their medical 
practitioner, usually their GP, for advice about sexual concerns, 
with the most commonly reported problem being lowered libido. 
In this context, having an approach to female patients who 
present with lowered libido is a useful aid to making a diagnosis 
and discussing management options with them. This article 
outlines an approach to the assessment and management of 
women who present with problematic low libido.

Lowered libido
Disorders of female sexual desire and arousal have been combined 
in the Diagnostic and Statistical Manual of Mental Disorders, 
5th edition; however, most published studies of female sexual 
dysfunction have reported that lowered libido is the most 
prevalent problem, regardless of study population or age group.6 
In a recent large telephone interview study of women in Australia 
aged between 20 and 64 years, over two-thirds of participants 
reported at least one sexual problem, and 50% of these reported 
lowered libido.7

Libido is the result of a complex interplay of psychological, 
anatomical and physiological factors. A unique component in 
women is the cyclical sex steroid hormone fluctuations through-
out their reproductive life, followed by a vastly different hormonal 
array in the untreated postmenopausal state. Low libido is 
commonly reported after menopause, and the prevalence of low 
libido increases with age; however, the key element of lowered 
libido in the definition of female sexual dysfunction is that it is 
causing the woman distress. Libido and sexual function generally 
decrease with age,8 yet the degree of distress associated with this 
is higher among premenopausal than postmenopausal women.9 
Other factors that can affect libido in women include relationship 
length, coexisting physical or mental health problems, gynae-
cological history, medication use, partner health, education level 
and psychosocial stressors.10

Assessing the patient and managing care
Managing the care of a woman with low libido will depend on 
the initial assessment of the likely cause or contributing factors 
(Box). If relationship issues predominate, psychosexual coun-
selling may be useful. General health issues such as thyroid 
dysfunction or iron deficiency need further investigation and 
appropriate management. Treatment of anxiety and depression 
will aid libido in some women; however, if this involves using a 
selective serotonin reuptake inhibitor (SSRI), mood may improve 
but lowered libido may remain problematic.

Vaginal dryness can be treated with commercially available 
vaginal moisturisers or vaginal oestrogen. If the woman is 
postmenopausal and has other oestradiol deficiency symptoms 
such as vasomotor symptoms or sleep disturbance, systemic 
menopausal hormone therapy should be effective for these 
symptoms as well as vaginal dryness.

Low libido in 
women
SONIA DAVISON MB BS, FRACP, PhD

WOMEN'S HEALTH  PEER REVIEWED

MedicineToday 2016; 17(8): 55-56

Dr Davison is Senior Postdoctoral Research Fellow at the Women’s Health 

Research Program, Monash University, Melbourne; and Clinical Fellow at Jean 

Hailes for Women’s Health, Melbourne, Vic.©
 W

AV
EB

R
E

A
K

M
ED

IA
/D

IO
M

ED
IA

.C
O

M

MedicineToday   ❙   AUGUST 2016, VOLUME 17, NUMBER 8    55
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2016.

����������������������������������������������



The combined oral contraceptive pill may assist libido by 
removing the risk of pregnancy, but a common side effect  
is lowered sexual desire. This may be associated with the pill 
greatly reducing levels of freely circulating androgens, including 
the midcycle surge in testosterone at around the time of 
ovulation.

Addressing psychological stressors is challenging, but 
psychology referral may be useful.

Androgen therapy
Some women will seek treatment with androgens, including 
testosterone or dehydroepiandrosterone (DHEA), for lowered 
libido. This is a controversial area, but most studies of testosterone 
use in women report an improvement in libido.11-21

Most studies of testosterone use in women have been con-
ducted in surgically postmenopausal women on menopausal 
hormone therapy. There is a large placebo effect of about 30%, 
and most studies report supraphysiological levels of testosterone 

in women on treatment. Short-term side effects may include 
hirsutism, oily skin, acne and scalp-hair loss. Irreversible side 
effects include clitoromegaly and voice deepening. Compre
hensive guidelines are available, and women need careful 
counselling and expert advice if off-label testosterone use is 
being considered.22,23

Few studies of testosterone use in premenopausal women 
have been conducted. Those who are at risk of pregnancy need 
to use failsafe contraception if considering testosterone use, as 
virilisation of a developing fetus may occur, leading to a need 
to terminate the pregnancy.

Flibanserin
Flibanserin has been approved in the United States for treatment 
of hypoactive sexual desire disorder in premenopausal women. 
Flibanserin is an oral 5-hydroxytryptamine (5HT)1A receptor 
agonist and 5HT2A receptor antagonist, and a weak partial 
dopamine agonist.

Studies in the USA and Europe have reported an increase in 
the number of satisfying sexual events or increased desire in 
premenopausal women treated with flibanserin. Reported side 
effects have included nausea, dizziness, fatigue, somnolence and 
insomnia, and this medication is not available for use in Australia 
at the time of writing this article.24

Conclusion
Lowered libido that causes the woman distress is the most 
commonly reported type of female sexual dysfunction. Many 
factors may contribute to lowered libido in women.

There is no one solution to the problem of low libido, and 
some women may need to be referred for sexual counselling or 
other specialist management. Further useful information is 
available for patients and health practitioners at http://www.
jeanhailes.org.au, http://www.med.monash.edu.au/sphpm/
womenshealth and http://www.menopause.org.au.�   MT
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AN APPROACH TO ASSESSING WOMEN WHO PRESENT 
WITH LOWERED LIBIDO

Relationship
Key areas to ask the patient about include the quality of  
her relationship, whether her lowered libido distresses her or 
her partner, and whether her lowered libido causes strain  
within the relationship.

General health
It is important to exclude pathological causes of lowered libido, 
such as thyroid dysfunction, anaemia and iron deficiency.

Psychological health
Anxiety and depression are common causes of lowered libido 
and need to be excluded in the workup for lowered libido.  
Other causes may include post-traumatic stress disorder, 
including past sexual abuse.

Gynaecological health
Ask the patient about vaginal dryness, dyspareunia,  
past endometriosis, uterine fibroids and previous traumatic 
births.

Medication use
Many medications can have a negative impact on libido, 
including commonly prescribed medications such as the 
combined oral contraceptive pill and the selective serotonin 
reuptake inhibitor (SSRI) and serotonin and noradrenaline 
reuptake inhibitor (SNRI) groups of antidepressants.

Reproductive state (pre-, peri- or postmenopausal)
Fluctuating oestradiol levels in perimenopause and 
permanently low levels after menopause can both adversely 
affect libido.

Psychological stressors
Stress related to work, family, financial difficulties and the  
care of dependents can all adversely affect libido.
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