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Abstract:Recently, treatment of sexual dysfunction more focused on pharmacotherapy 

approaches, because of the development of research in the field. With the increasing use of 

pharmacotherapy, often lead to reduced attention to psychotherapeutic approaches. On the other 

hand, humans are creatures who respond not only biological but also psychological, social, 

cultural and spiritual.Handling of sexual dysfunction with holistic approach can provide a 

complete benefit in the treatment of sexual dysfunction. A psychological approach that can be 

done to handle sexual dysfunction, so we get a holistic treatment. 
 Keyword:sexual dysfunction, holistic approach. 

INTRODUCTION 
Sexual dysfunction often too late to get proper treatment, because people with sexual dysfunction rarely 

see health services. There are a number of things that cause them to be reluctant to visit health services 
because they feel embarrassed by the problem that is considered the most secretive, do not know where to 
disclose, do not understand that sexual function is an illness, many of them do not understand that the 
disorder can be overcome (Pangkahila, 2003), only 9% want to visit the doctor (Payne and Sadovsky, 2007), 
in Korea only 2 % men or women discuss their sexual problem with doctor (Moreira, 2006). A study in five 
countries such as USA, Canada, England, Australia and New Zeland with 631 men and 714 women that have a 
sexual problem, only 32 % see the medical services (Nicolosi et al., 2006). 

There are many kinds of sexual dysfunction in the community. In some studies, found large variation data. 
The prevalence of sexual function among women 40-45 % and 20-30 % among men with any kinds of 
dysfunction (Lewiset al., 2004). Some risk factors related toour health state in general, diabetes mellitus, 
cardiovascular diseases, urogenital diseases, psychiatric problem, the other chronic diseases, and social 
problem. Premature ejaculation is the most sexual disorders that found in the community, one in 3 men 
(Pengkahila, 2007), in women, the most frequent is decreased of sexual desire, its 37% (Moreiraet al., 2006). 

Recently pharmacotherapy for sexual dysfunction is improving so fast, since the phosphodiesterase 5 
inhibitor (PDE5i) as a drug for erectile dysfunction, and the many kinds of PDE5i   such as tadalafil and 
vardenafil. This causes a shift in attention to biological problems as a cause of sexual dysfunction. Followed by 
other studies for other sexual function disorders, such as the use of Selective SerotoninReuptake Inhibitors 
(SSRI) as a treatment for disorders of premature ejaculation. This development little forgets that humans are 
holistic creatures who respond comprehensively both physically, psychologically, socially and even 
spiritually. 

It turns out that this development does not necessarily solve existing sexual dysfunction problems. 
Although the effectiveness and safety of PDE5i are good, it turns out the dropout is also quite high at around 
50% (Althof, 2002). Although erectile repair occurs, sexual intercourse will not necessarily occur, because 
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sexual intercourse is related to many factors. The use of SSRIs to deal with disorders of premature ejaculation 
can also cause other problems. It is estimated that around 30% to 50% of SSRI use is associated with sexual 
dysfunction (Balon, 2006). Paying attention to this seems to be very important to carry out comprehensive 
therapy so that sexual function can function properly 

Sexual Dysfunction  
In households, where there is a conjugal relationship, sexual dysfunction is often related to each other, 

sexual dysfunction on the part of the husband can cause sexual dysfunction in their partners. A study 
conducted as part of the Global Study of Sexual Attitudes and Behaviors (GSSAB) in Korea during 2001 and 
2002, with 3,691 subjects, found that about 91 percent of men and 71 percent of women had sexual relations 
during the past 12 months. Premature ejaculation (33%) and erectile dysfunction (32%) are the most 
common sexual dysfunction in Korean men, and the most common sexual dysfunction found in women is a 
loss of sexual drive (37%) and inability to orgasm around 31 % (Moreira et al., 2006). Other researchers 
found that around 64% (16-75%) had problems with the sexual drive, 35% (16-48%) had difficulty orgasm, 
around 31% (12-64%) had problems with sexual seizures and about 26% (7 - 58%) experience pain (Hayeset 
al., 2006) 

A study to obtain the prevalence and risk factors for sexual dysfunction was carried out in collaboration 
with urologists with the sexual medicine association, involving more than 200 experts in various disciplines 
from 60 countries with 17 committees. The result is that the incidence rate of erectile dysfunction is 25-30 
thousand per year. The prevalence of sexual dysfunction in women is around 40-45% and 20-30% in men 
have at least one sexual function disorder. General risks associated with sexual dysfunction in both men and 
women are general health status, diabetes mellitus, cardiovascular disease, urogenitalia disease, psychiatric 
or psychological disorders, other chronic diseases and social demographic conditions (Lewiet al., 2004). 

According to the International Consensus Development Conference on Female Sexual Dysfunctions, it is 
recommended that a group of sexual function disorders in women become four groups of disorders such as 
sex drive disorders, sexual arousal disorders, orgasm disorders, and sexual pain disorders (Rosen et al., 
2000). Whereas in men grouped into four groups namely sex drive disorders, erectile disorders, ejaculation 
disorders, and orgasm disorders. Sexual drive disorders in the form of a decrease in sexual drive. Erectile 
disorders are the inability to achieve and maintain an erection in sexual intercourse. Ejaculatory disorders 
have premature ejaculation, there is late ejaculation and there is retrograde ejaculation, and orgasmic 
disorders are the inability to reach orgasm. 

Principles in Handling Sexual Dysfunction 
In handling sexual dysfunction sexual function must be seen as a function of relations with family, 

husband, and wife. In this context, sexual disorders in one partner will have an effect on the partner. There 
are many approach strategies that can be done, but according to Althof, three things must be considered: 1) 
there are no or only a few psychological obstacles; 2) There are moderate psychological barriers, and 3) there 
are severe psychological barriers. Of the three groups, therapy can be chosen. For example in the first group 
with no or few psychological barriers, medical therapy will provide good effectiveness. If the couple has a big 
obstacle, therapy with medical treatment has less effect, so combination therapy is needed (Althof, 2002) 

As a general handle in carrying out the sex therapy approach, what Immanuel recommends is as follows: 
1) Overcoming problems with sexual dysfunction is a shared responsibility, sexual function disorders are 
interrelated disorders between partners, therefore couples must have responsibility the same to solve 
problems and improvements for the future, 2) Education and Information, this is very important because 
many sexual function disorders are caused by a lack of knowledge, the number of myths and 
misunderstandings that can cause anxiety, which ultimately causes sexual dysfunction, 3 ) Changes in 
attitude, a lot of sexual dysfunction because of the attitude that considers sexual behavior is very dirty, taboo 
and should not be discussed, which ultimately causes sexual dysfunction, 4) Relieve anxiety, often anxiety 
arises because one's sexual prognosis does not match with what they heard or expected, so that it must be 
alleviated and even eliminated, and 5) Levels of sexual communication and technique, sexual dysfunction is 
often caused by disturbances in communication with partners, frequent blaming, sensitivity, and closure with 
one another (Immanuel, 2013). 
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Psychological Approach in Sexual Dysfunction 
Since Freud era, more sexual disorders were associated with psychological disorders, based on Freud's 

theory of sexual dysfunction due to a person's history, especially psychosexual development. Impaired sexual 
function comes from a history of unresolved intrapsychic conflict and unconscious sexual conflict (Walkeret 
al., 2012). Based on this concept, the handling is through psychoanalytic psychological approaches. This 
approach aims to open a hidden intrapsychic conflict because it requires a long time. 

Until around the 1960s, sexual dysfunction was handled by a psychoanalytic approach because the basic 
concepts of sexual function disorders were more seen as psychological disorders (Immanuel, 2013). Sex 
Therapy which is known now is a concept developed by Masters and Johnson around the 1970s, with shorter 
therapy time and more problem-focused. Then developed by Helen Kaplan who introduced new sex therapy, 
in this concept integrated between psychoanalytic and behavioral approaches. This concept is intensive 
therapy with a partner (husband and wife), with information about the anatomical structure of the human 
body along with its function, then proceed with counseling in accordance with what is needed. Then proceed 
with intervention directly in the form of exercises, including focus sensation (Immanuel, 2013). 

After that Annon introduced one type of sex therapy which was abbreviated as the PLISSIT Model from 
Annon. This PLISSIT stands for Permission, Limited Information, Specific Suggestions and Intensive Therapy 
(Immanuel, 2013). However, very few sufferers of sexual dysfunction who want to be referred to sex therapy 
services, only about 10 percent want to be referred to a doctor who studies sex therapy. On the other hand, 
few workers have competencies in the field of sexuality. There is some approach to help sexual dysfunction 
such as combination medical and psychological therapy, the technique of mindfulness for women with 
complaints of arousal disorders an low sexual desire, internet sexual therapy and reconceptualization of 
genital pain and psychological interventions for women with these complaints (Althofet al, 2010). 

Biological Therapy In Sexual Dysfunction 

The development of handling sexual dysfunction depends on the progress of science in the sexual field. In 
around 1998 sexual knowledge developed with the discovery of PDE5i as a drug that can overcome erectile 
dysfunction in men. This development makes the concentration of the therapist's attention toward the 
biological approach so that psychological factors seem to be ruled out, everything can be overcome with 
medicine. This era is often referred to as the medicalization of sex (Goodwach, 2005). 

Erectile dysfunction that was previously treated with training, with a vacuum that felt uncomfortable 
being a research center and study center with the development of PDE5i. With the establishment of sildenafil 
(PDE5i) as a therapy for erectile dysfunction disorders, about 90% of erectile dysfunction disorders are 
treated with PDE5i. Moreover, 5 years later, there were two other types of PDE5i, tadalafil, and vardenafil, 
which made all the attention to biology as a basis for therapy for sexual dysfunction. 

Research for other sexual function disorders still refers to a biological approach, such as for premature 
ejaculation. Some studies use SSRIs to treat premature ejaculation. A study that collects articles on serotonin 
and premature ejaculation conclude that SSRIs (fluoxetine, fluvoxamine, paroxetine, sertraline, citalopram, 
and escitalopram) provide improvements in premature ejaculation (Moreland, 2005). A study using 
antidepressants mirtazapine and paroxetine found that paroxetine 20 mg daily for 6 weeks can improve 
premature ejaculation, while mirtazapine cannot improve premature ejaculation (Waldinger et al., 2003). 
Giving SSRIs will inhibit reuptake at the presynaptic receptors and cause serotonin levels in the synapses to 
increase, which then bind to 5-HT 2C and 5-HT 1A receptors and slow ejaculation (Safarinejad and Hosseini, 
2006) 

An animal study given a combination of SSRIs and receptor antagonists can prolong ejaculation time 
(Looney et al., 2005; Waldinger, 2007). To evaluate the effect of SSRIs, namely sertraline, a study was 
conducted by giving sertraline 50 mg to 22 patients with premature ejaculation, the results of the first week 
of 68.75% were improved (Balbay et al., 1998). Fluoxetine as one of the SSRIs can significantly improve 
ejaculation (Lee, 1996). Giving fluoxetine one type of SSRI at a dose of 20 mg/day for 8 weeks turned out to 
provide an improvement of 68% (Novaretti et al., 2002). The results of studies with various types of SSRIs 
have different results. With other types of SSRIs, namely paroxetine 20 mg, a measured study using 
Intravaginal Ejaculatory Latency Time (IELT) was also found to provide improved ejaculation, and no side 
effects were found (McMahon and Touma, 1999). With the provision of SSRI on demand, it was also studied 
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compared to the daily administration, the result of giving SSRIs on demand had a lower impact than the daily 
administration of improved ejaculation (Waldinger et al., 2005) 

A review of several studies using SSRI antidepressants to treat premature ejaculation found that there 
were 79 studies with various methodologies from 1943 to 2003. Differences in the effectiveness of various 
SSRIs were found based on their methodology, and paroxetine seesin therapy with pharmacotherapy, men 
are more focused on their erection than spur and feel the pleasure of themselves and their partners. Some 
couples feel their partners are more aroused with drugs compared to themselves. Some couples feel fear 
because their partners use drugs that can harm them, so they will focus more on watching their partner's 
reactions physically than feeling and enjoying sensations and pleasures. The other obstacle is that men will 
focus on their hopes that are not real, such as if they have had an erection repair they will be able to have 
sexual intercourse more often, if their expectations are not achieved, they will stop treatment (Althop, 
2006)med to produce better results in improving ejaculation (Waldinger et al., 2004). 

Holistic Approach 
A study was conducted with 3 types of approaches, the first group was given psychotherapy with sessions 

every week for 6 months and sildenafil citrate 50 mg on demand, the second group was only given sildenafil 
citrate 50 mg on demand for 6 months, and the third group was given psychotherapy alone weekly session for 
6 months. The result is that improvements in baseline data occurred in all groups, but significant 
improvements occurred in the first group (Melnik and Abdo, 2005). It was explained that psychotherapy can 
improve patients' understanding of emotions, help patients strengthen the patient's commitment to change 
the process, become more deeply involved, also make it more realistic and positive sexual expectations 
(Althop, 2006)  

In another study by Phelps, he put pressure on the psychoeducation intervention session. The first group 
received combination therapy between sildenafil and psychoeducation interventions for 60-90 minutes, and 
the second group was only given sildenafil. The psychoeducation includes sexual function, an explanation of 
expectations of therapy, and the provision of training. After 24 weeks, the two groups showed significant 
improvement, but the satisfaction score in the psychoeducation group was higher than the sildenafil group 
alone. 

The research was conducted to evaluate the effectiveness of psychosocial interventions in erectile 
dysfunction compared to oral drugs, local injections, vacuum, and various psychosocial interventions such as 
the psychoeducation method, psychotherapy or both. The researchers concluded that the therapy group and 
sildenafil compared with sildenafil alone, patients with group therapy and sildenafil showed better 
improvements in sexual intercourse success and fewer dropouts. The psychotherapy group also provided 
significant improvements compared to Sildenafil alone (Melniket al, 2007) 

CONCLUSION  
In the midst of advances in the field of treatment of sexual function disorders, so that patients with sexual 

function disorders can be handled properly. It must always be borne in mind that humans are creatures that 
respond holistically, so the handling of patients with sexual dysfunction must be done holistically. In this case, 
the sex therapy approach as part of psychotherapy needs to be continuously improved so that it can carry out 
optimal treatment. Thus sufferers of sexual function disorders can be helped thoroughly, not only to improve 
sexual function disorders but to improve the quality of sexual relations and make family functions 
harmonious for the mental health of husbands, wives, and children. 
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