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Sexual dysfunction

Sexual dysfunction in women with HIV
D Goldmeier, A Kocsis, M Wasserman
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Not discussing sexual problems in women with HIV is all too easily
done

B

y the end of 2003 it was estimated
that 37 million adults were infected
with HIV, of whom 27 million
resided in sub-Saharan Africa.1 Twice
as many women are infected as men.2
Untreated, they will inevitably fall sick
and die. However, in the earlier stages of
the disease and in those with access to
combination antiretroviral chemotherapy, quality of life issues such as sexual
functioning and sexual satisfaction are
important.
What is known about sexual dysfunction in women with HIV? The answer is
probably very little.
The National Sexual Attitudes and
Lifestyles Survey (2000) in the United
Kingdom, which surveyed 11 161 of the
general population between the ages of
16–44, found that 54% of women with
one or more current sexual partners had
at least one sexual problem for a month
over the previous year and that 16%
complained of such problems for
6 months or more.3 Female sexual dysfunction in the general population thus
appears to be common. It may be caused
by medical problems such as diabetes,
hypertension, or lowered oestrogen
levels at the menopause. However,
women’s sexual pleasure is commonly
contextually related, so that a quarter of
the general female population admit to
marked distress about their sexual
relationship and their sexuality.4 The
best predictors of sexual distress seem to
be markers of general emotional wellbeing and the emotional relationship
with their partner. Also important are
psychosocial and economic issues—for
instance, doing a full time job as well as
looking after children may lead to
exhaustion and hence low sexual desire
in a woman.
However, data on sexual dysfunction
in HIV positive women are harder to
come by and what studies there are
come from small convenience based
samples.5 6
Specific causes of sexual dysfunction
in HIV positive women may be broadly
categorised under medical and psychosocial headings. Medical causes include
low sexual desire secondary to the
malaise of advanced HIV disease,
endocrinopathies, and autonomic and
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peripheral neuropathies, particularly
in women on combination antiretroviral therapy.7–9 Psychosocial causes
include grief reactions after developing
HIV,
anxiety,
and
depression.10
Lipodystrophy may identify and stigmatise patients with HIV on treatment
to others and may result in sexual
and
personal
ostracisation
and
isolation.11 12
In this issue of STI (p 333) Lambert
and colleagues report on sexual practices and difficulties in a group of 82
women from hospital outpatient departments and the community in the United
Kingdom. Three quarters of them were
black Africans. Lambert et al found a
high level of dysfunction and dissatisfaction in this sample. The paper has a
number of drawbacks—the major ones
being its small size and biased uncontrolled sample. However, its major merit
is that it raises important issues.
Sexual dysfunction in women with
HIV is a complex subject, not least
because the contextual non-medical
issues are manifold. So for African
women in the United Kingdom these
may include ongoing application for
political asylum, work permits and
citizenship, housing and financial problems, as well as depression and grief
reactions. It would be surprising if these
issues did not affect libido and sexual
pleasure.
So much for the United Kingdom.
What of women who have HIV in subSaharan Africa? Personal experience
(MW) and anthropological studies in
South Africa13 suggest there is widespread male coercion and violence in
sexual relationships. Some contextual
issues in South Africa, such as poverty,
are not dissimilar to those in the United
Kingdom. However, others, such as lack
of access to treatment (new legislation
recently passed makes treatment available to everyone, yet roll out of this
policy will take time), fear of disclosure
of HIV status (which is known to result
in violence, job loss, homelessness, and
even murder) are dissimilar. Furthermore, sex and sexual problems may not
be openly discussed in some South
African communities. Again, it would
be surprising in these scenarios if sexual

dysfunction, in particular low desire,
was not a result.
Since sexual functioning may offer a
window into physiological abnormality
as well as onto psychosocial difficulties
of a woman, it is good clinical practice to
assess these aspects of her functioning
routinely. Not discussing sexual problems in women with HIV is all too
easily done. Assuming that any difficulties are caused by physical problems
rather than psychosocial or contextual
issues does not encourage a holistic
approach to the treatment of HIV and
decreases the quality of life in these
women who are already markedly disadvantaged.
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