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Multiaxial Classification of Male Sexual Dysfunction

OTTOBENKERT,WOLFGANGMAIERand FLORIANHOLSBOER

Summary: Sexual dysfunction in male subjects is a multifaceted illness, not
appropriately classifiable by any of the current diagnostic systems, in most of
which a major disadvantage is their poor inter-rater reliability. This results in over
or underestimation of minor biological (e.g. hormonal) disturbances, which occur
inconjunctionwiththedisorder,butareunlikelytobeonlyitspathophysiological
correlate. These biological factors can be important in some cases, however, as
they indicate therapeutic strategies (e.g. correction of a minor hormonal deficit).
The broad acceptance of classificatory systems with multi-axial dimensions has
prompted the construction of a new system. In accordance with DSM Ill this
consists of seven equivalent axes and sub-axes, supplemented by five sub-types,
from which the diagnostic attribution can be derived.

Presently available classificatory systems of sexual
dysfunction are unsatisfactory for both clinical
purposes and research. In particular, previously
constructed diagnostic entities are not reliably
applicable for clinicians with different theoretical
and practical orientations and this implies that they
do not provide an indication of specific therapies.
An increasing amount of information has been
accumulated, demonstrating the existence of subtle
biological indices which can be related to sexual
dysfunctions (Benkert & Holsboer, 1984), but
more recent data cannot be adequately included
into one of the currently available classification
systems. These schemes will be discussed here in
relation to the standards required for psychiatric
diagnosis, and the question will be explored
whether the proposed multi-axial classification
system is a worthwhile extension of existing diag
nostic instruments for sexual dysfunction. Empha
sis will be placed on the recognition of biological
measures, e.g. nocturnal penile tumescence or
endocrine aberrations, during the diagnostic pro
cess. This kind of biological data is more feasible in
men then in women, so that it was decided to
restrict the following outline to male sexual dys
function. However, construction of a classificatory
system for female sexual dysfunction should follow
the same lead, as soon as reliable biological data are
at hand.

Present status of classification of
sexual dysfunction

Construction of diagnoses must allow for a reliable
evaluation, which is unbiased by the user's orienta
tion and valid across different centres. Robins &
Guze (1970) proposed that the disorder should be
described on clinical grounds, and then systematic

ally defined in relation to other disorders; labora
tory investigations, as well as genetic and follow-up
studies have subsequently to be undertaken. These
recommendations were taken into consideration in
research on schizophrenic and affective disorders,
but for sexual dysfunctions, valid instruments of
comparable complexity, built on empirical fea
tures, are not satisfactory either for clinical or
research purposes.

The commonly used @Jiagnosticsystems for sexual
dysfunction will now be discussed in the light of the
following optimaicriteria, recommended by several
authors (Robins & Guze, 1970; Spitzer et a!, 1975;
Strauss, 1975; Spitzer, 1978): (a) homogenity of
entities with respect to relevant biological and
psychological factors; (b) relevance of the criteria
defining individual categories for aetiology and
therapy; (c) not overly restrictive delineation of
individual classes, which is important to allow the
recruitment of sufficiently large sample sizes for
group comparisons; (d) independence of the crite
ria defining the categories from the user's attitudes
and theoretical concepts.

Currently available classification systems were
constructed on the basis of either aetiological or
symptomatic features; Kaplan (1974) and Cooper et
a! 1970; Cooper, 1972) for example, distinguished
between psychogenic and organic impotence. How
ever, this distinction bears several caveats: attribu
tion to organic impotence needs the positive
identification of one or more somatic factors, so
that the diagnosis of psychogenic impotence is
generally based on an exclusion principle. More
over, this distinction fails to consider somatic
factors which may induce sexual dysfunction or
prevent resolution of its symptomatology without
being its prime cause.
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As an example, reduced testosterone concentra
tion in plasma is frequently a concomitant factor in
male patiÃ§nts with sexual dysfunction; Cooper
(1972) recognised this and proposed that the
testosterone plasma level be included into a
nosological classification. Future research is likely
todisclosean arrayofotherbiologicalindicesof
comparable quality. Marshall et a! (1981) have
extendedtheorganic/psychogenicdichotomyand
addedtwofurthercategories:firstlyimpotencedue
toorganicandpsychologicalfactorsand,secondly,
impotence which cannot be explained by aetiologi
cal factors. Accordingly, the diagnosis of psycho
genic impotence should only be made in cases
where no organiccausesareknown and where
thosepsychogenicfactorsareidentifiablewhich
may adequatelyexplainprecipitationandcourseof
sexualdysfunction.
One shortcomingofthissystembecomesobvious

if several factors need to be considered simulta
neously. This is illustrated in cases where sexual
dysfunctiondevelopsinthepresenceofa partner
conflictand where an endocrineinvestigation
reveals a testosterone plasma concentration at the
lowerend ofthenormalrange.Thissubnormal
testosterone level does not necessarily produce
sexual dysfunction, but might have triggered the
onset of symptomatology under this particular
condition. According to the concept of.Marshall et
al (1981), this biological index would be disre
garded and the diagnostic attribution would be to
the psychogenic category, so that therapy which
corrected the hormonal deficit would most likely be
withheld. However, heterogeneity within the two
groups in respect of important therapeutic items is
an inherentdisadvantageofthisbimodalconcep
tion, while this kind of a aetiological orientation
bears the risk of poor inter-rater reliability, depend
ing greatly on the user's theoretical and therapeutic
preoccupations. For instance, an organically orien
tated investigator may apply a more rigorous
battery of laboratory tests to reveal the biological
origin of sexual dysfunction than a psychoanalyst.
Inadditiontoaetiologicallyorientatedsystems,

morerecentdevelopmentshavefocussedonsymp
tomsand precipitatingfactors(Fordney-Settlage,
1975;Schmitt& Arentewicz,1977).Inadditionto
symptomatology,psychologicaland socialcondi
tionsforwhichsexualdysfunctionmightbeasequel
should also be indicated within these systems, but a
preliminaryaetiologicalattributionof so called
â€˜¿�non-psychological'(e.g.organic)causessexual
dysfunctionwouldbeneeded.Boththeseinvestiga
tive groups consider thejx concept to be mainly
therapeutically orientated, but unfortunately, they

have failed.to attempt the incorporation of somatic
correlates into their systems. Neglect of these
biological indices and the necessity of aetiological
presumptions make the broad acceptance of this
system unlikely, at least for a comprehensive
therapeutic approach.

In clinical practice, European psychiatrists refer
to the International Classification of Disease (lCD
9, 1980), where a psychogenic aetiology is needed
forthediagnosisof sexualdysfunction.Such a
positiveidentificationofpsychogenicfactorshas
drawbacks,oneofwhichispoorreliability,another
isunderestimationofbiologicalconcomitants.

The rapidly progressing acceptance of the DSM
IIIsystem(APA, 1980)warrantsdetaileddiscus
sion of its criteria for sexual dysfunction. This
diagnosticsystemdistinguishesbetweensexual
dysfunctionasrelatedtodesire,arousal,excite
ment, and orgasm; each of these stages of sexual
behaviour represents a separate category. How
ever, these categories represent only those dysfunc
lions which cannot be explained by an organic
disorder or a disorder classified in DSM-III, axis I
(psychiatric disorder, excluding personality disor
der). Somatic factors (physical diseases, physical
conditions, and associated physical findings) can be
recorded on axis III and accompanying psycho
social stresses are listed on axis IV. To permit
symptomatological differentation, psychological
and somatic factors may be recorded simul
taneously.

However, with respect to the previously men
tioned optimal criteria, the DSM-III concept has
several unfavourable features:
(1) Its framework does not allow all patients with
sexual dysfunctions to be subordinate under a
nosological super-category; yet this is essential for
experimentaland therapy-orientatedresearch
whichinvestigatesthesomaticconditionsofsexual
dysfunction. Consequently, when sexual dysfunc
tion is associated with an affective disorder, the
diagnosis â€œ¿�psycho-sexualdysfunctionâ€•(DSM-III)
is ruled out
(2) Sexual dysfunction may not be diagnosed in the
presence of an organic disorder or of a disorder
recordedon axisI(psychiatricdisorder,excluding
personalitydisorder)providedthisrepresentsa
causativefactor.
(3)Thestage(desire,excitement,arousal,orgasm)
at which sexualdysfunctionoccursshouldbe
reported.Inmany cases,however,suchaclear-cut
attachmentintimeisnotpossible.
(4) In DSM-III,itis not requiredthatthe
nosological categorisation is carried out according
to those factors which are considered to be of
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primary therapeutic relevance. This is relevant to
somatic and psychological conditions and diseases
which are correlated with sexual dysfunction.

These items suggest that the reliability of the
DSM-HI system in its present form is not satisfac
tory for diagnosing sexual dysfunction, while
Graber & Kline-Graber (1981) have demonstrated
that the specificity and physiological basis of DSM
III are inadequate. Schoveretal(1982) have further
elaborated the DSM-III concept and narrowed the
definitions by recording only the symptoms of
sexual dysfunction. This concept permits inclusion
of the characteristics of the disorder without regard
to relevance for aetiology or therapy of the present
syndrome, so that homogeneous samples do not
differ in important aetiological and therapeutic
variables.

The general concept of Essen-MOller &
Wohlfahrt (1947), which delineates different rel
evant variables of related illness and its nosological
classification, seems advantageous. When applying
this multiaxial system, current syndromes are
characterised and supplemented by variables which
are closely related to the syndrome, but the nature
of these variables is a matter of current discussion.
The present proposal takes appropriate account of
recent developments in the collection of biological
data and in the diagnostic practices of research
investigators. As a guideline for description of the
axis we used the strategy of Helmchen (1980).

Multi-axial description of sexual dysfunction
Axis A: Description of the syndrome: inaccordance
with DSM-III, the stages (desire, excitement,
arousal orgasm) in which the dysfunction occurs are
recorded.

Axis B: Description of the course: the date on which
the dysfunction first appeared is recorded with a
description of its course, from first appearance of
symptomatology until the date of the investigation.
Any symptom-free intervals should be specified.
Axis C1: Description of relevant organic diseases:
specification of defined basic organic diseases
which may be of relevance for the occurrence of
sexual dysfunction and which occur in conjunction
with this dysfunction.
Axis C2: Description of relevant laboratory findings:
Specification of unusual findings which may be of
relevance for sexual dysfunction and occur in
conjunction with it (insofar as they have not been
adequately described on Axis C1).

Axis D1: Description of relevant psychiatric disor
der: Specification of defined psychiatric disorders
(including personality disorder, sexual deviations

and affective disorders) occuring in conjunction
with the sexual dysfunction, according to axis I and
II of the DSM-III system.

Axis D2: Description of relevant psychosocial
stressors: Specification of psychosocial stress ac
companying the occurrence of sexual dysfunction.
These data should be operationalised by life event
scales.

Axis E: Description of medication: Specification of
intake of pharmacotherapeutic substances or other
drugs (including alcohol) which may be of relevance
for the occurrence of sexual dysfunction and are
taken concurrently.

All axes and sub-axes are equivalent in this system,
but their relevance for aetiological attribution and
therapeutic consequences differs considerably.
Whereas axis A and B are descriptive, the criteria
given in axis C, D, and E are relevant for
classification and therapy. The biological and
psychological mechanisms which induce and/or
maintain sexual dysfunction are too complex to be
understood. After the onset of symtomatology, it
remains unresolved to what extent psychological or
biological factors play a pathogenetic role, so that a
classificatory system which incorporates both types
of factors seems desirable.

Classificatory system for sexual dysfunction

The aetiologic and therapeutic classificatory system
divides sexual dysfunction into the following sub

types.
Sub-type / a: Organic disorder*: sexual dysfunction
with the simultaneous presence of a defined organic
disorder which may be of relevance for the
occurrence of the sexual dysfunction.

Sub-type / b: Physical conditions*: sexual dysfunc
tion in the absence of sub-type I a and in the
presence of unusual laboratory test and physio
logical features (e.g. deviations of the testosterone
plasma level from standard; abnormal nocturnal
penile tumescence).
Sub-type i/a: Psychiatric disorder: sexual dysfunc
tion in the presence of a defined (i.e. DSM-III)
psychiatric disorder including personality
disorders.
* The terms â€˜¿�organic disorder' and â€˜¿�physical condi

tion' are used in accordance with DSM-III.

Sub-type Jib: Psychosocial conditions: sexual dys
function in the presence of psychosocial stress
situations (e.g. partner conflict). Sub-type Ila has
to be excluded.

Sub-type Iii: Pharmacological conditions: sexual
dysfunction in parallel with the intake of medica
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lions or drugs (including alcohol) insofar as these
may beofrelevancefortheoccurrenceofthesexual
dyfunction.

Sub-type IV: Cryptogenic disorder: sexual dysfunc
tions which cannot be classified in any of the above
mentionedfivesub-types.

Patientswithsexualdysfunctionsmay on occa
sion display subtype Ia or lb together with sub-type
ha or IIb and sub-type III.

Discussion
The proposedclassificationsystemisaetiologically
orientated,withoutpresupposingadefinitiveorder
ofcausativefactorswhichmightberesponsiblefor
onsetand courseof sexualdysfunction.Thisis
important, since different sub-types require differ
ent therapeutic strategies. Investigators applying
the proposed scheme do not need to commit
themselves to either psychological or biological
factorsasoriginsofsexualdysfunction.

Consequently, a higher inter-rater reliability
than in other aetiologically orientated systems is
most likely. Also, this system enables investigators
to construct population samples which will be
homogenouswithrespecttorelevanttherapeuticor
aetiologicalparameters,whichisimportantfor
basicresearchaswellasfortherapeuticstudies.In
particular,theexpandingknowledgeoflaboratory
markersin psychiatricpatientswarrantstheir
adequateconsiderationwithina classificationsys
tem (Benkert & Holsboer, 1984). Further studies
which validate the outlined concept thoroughly on
the basis of biological parameters are needed. To
date, an integrative description of endocrine (go
nadalsteroids,gonadotropins,sexhormonebind
ing globulineetc) and neurophysiological
(nocturnalpeniletumescence,sleep-EEG)mark
ersof sexualdysfunctionseems to be a most
promisingapproach(Roffwargetal,1982;Benkert
etal, 1984).

It is hoped that results of longitudinal studies
withinthesamepatientswillsupportthevalidityof
the suggested classificatory system, which allows
delineationoftherapeuticstrategies,butitisnotan
aidtomonitoringor evenevaluatingsomaticor
othertherapeuticregimens.For thatpurpose,a
scaleisneededwhichassessesreliablytheintensity

of the syndrome, with the related items located on
Axis A and B. Due to the particular nature of the
disease, the most objective way to monitor the
efficacy of a treatment are self-rating scales.
Benkert (1977) developed a self-assessment scale to
judge the severity of sexual dysfunction. Both, the
validity of self-assessment scales as monitoring
tools in longitudinal observations of sexual dysfunc
tion and their criteria for classification need to be
strengthened.

These scales should be used independently of
self-report measures which describe sexual func
tioning and attitude intra-individually (Conte,
1983). Any further advances in future diagnostic
specificationshouldguaranteethattheincreasingly
acknowledgedtechnicalandpsychologicalfactors
will be incorporated in an appropriate maener.

Appendix
Application of the submitted classificatory system is illustrated by
two examples:

Case!: male patient, 50 years, married for 20 years.
Axis A: difficulty in achieving and maintaining erections; normal
desire, ejaculation and orgasm; diminished frequency of erec
tions, no spontaneous erections during morning awakening.
Axis B: slowly increasing difficulties to achieve and maintain
erections over three years.
Axis C1: no organic disease.
Axis C2: testosterone plasma concentrations at three consecutive
collections of low-normal or below normal prolactin plasma
concentration,normalgonadotropinresponseto luteinising
hormone releasing hormone (LHRH), normal NPT.
Axis D1: normal.
Axis D2: patient established a sexual relationship during a business
trip 3Â½years ago; subsequently. he considered separation from his
wife. After partner therapy, problems were considered to be
partially resolved.
Axis E: normal: Two beers/day, no smoking.
Diagnosis: sexual dysfunction: Sub-type I b (physical condition)
and Sub-type lIb (psychosocial condition).

Case2: malepatient, 39years,married for five years.
Axis A: diminished sexual desire; difficulty in maintaining
erection; normal ejaculation and orgasm; missing spontaneous
erection during morning awakening.
Axis B: difficulty for six months persistent.
Axis C,: gastric ulcer 15 years ago; no organic diseases at the
presenttime.
Axis C2: normal testosterone and prolactin plasma concentra
tions, normal gonadotropin-response to LHRH, normal NPT.
Axis D,: normal.
Axis D2: normal.
AxisE: fivecigarettesdaily;haIfa litreof winedaily.
Diagnosis: sexual dysfunction; sub-type IV (cryptogenic
disorder).
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