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ABSTRACT

Introduction: Sexual performance anxiety (SPA) is one of the most prevalent sexual complaints; yet, no diag-
nosis is recognized for either gender. Thus, research into treatment has been minimal.

Aim: Review the prevalence of SPA and its relation to sexual dysfunctions and anxiety disorders. Compare SPA
to (non-sexual) performance anxiety and social anxiety (PA/SA). Apply pharmacologic principles to the known
properties of drugs and phytotherapies to hypothesize treatments for SPA.

Methods: Review SPA and PA/SA through PubMed searches for relevant literature from 2000 to 2018.

Main Outcome Measure: Prevalence was estimated using population-representative surveys. For treatment
results, controlled clinical trial results were prioritized over open-label trial results.

Results: SPA affects 9—25% of men and contributes to premature ejaculation and psychogenic erectile
dysfunction (ED). SPA affects 6—16% of women and severely inhibits sexual desire. Cognitive behavior therapy
and mindfulness meditation training have been proven effective for PA/SA and are recommended for SPA, but
controlled studies are lacking. Phosphodiesterase type 5 inhibitors are effective for psychogenic ED and
premature ejaculation, both of which include SPA as a major element. Drugs proven for PA/SA have adverse
sexual and sedative effects, but serotonergic anxiolytics with prosexual effects (buspirone + testosterone, trazo-
done + bupropion) may have potential, and sage, passionflower, 1-theanine, and bitter orange are anxiolytic.
Nitric oxide boosters (L-citrulline, L-arginine, Panax ginseng) have the potential for increasing genital tumescence
and lubrication, and plant-based alpha-adrenergic antagonists may aid sexual arousal (yohimbine/yohimbe, Citrus
aurantium/ p-synephrine).

Conclusion: SPA causes or maintains most common sexual dysfunction. No treatments are well proven,
although cognitive behavior therapy, mindfulness meditation training, and serotonergic anxiolytics (buspirone,
trazodone, gepirone) have potential, and phosphodiesterase type 5 inhibitors are effective for psychogenic ED
and premature ejaculation. Several phytotherapies also appear to have potential. Pyke RE. Sexual Performance
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INTRODUCTION

Sexual performance anxiety (SPA) is among the most common
of sexual complaints, yet SPA is anomalous. Unlike the other
common sexual complaints, no current treatment for SPA exists
or seems to be under development. As will be explained below,
SPA was recognized over 50 years ago—and treated—before the
modern diagnoses of sexual dysfunctions were created, but now it
is not recognized as a diagnosis at all. Earlier, SPA was considered
superordinate to the behavioral aspects of sexual problems.
Today, it is considered merely a symptom, and behavioral sexual
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problems (eg, premature ejaculation, female sexual arousal dis-
order)—or a few anxiety disorders (especially social anxiety dis-
order and panic disorder)—are considered superordinate to SPA.
Did the 20th-century pioneers in sexual medicine get it wrong? Is
sexual performance anxiety an anachronism? Or has the
pendulum swung too far in sexual medicine from what might be
called emotion-based diagnoses to behavior-based diagnoses?

Anecdotes and medical opinions abound on the internet
claiming that SPA is a destructive, self-perpetuating problem
unto itself in men and in women.' * The question remains,
however, whether it is a treatment-worthy entity or merely a
symptom of other mental and/or sexual problems. A well-
referenced review in Psychiatric Times in 2007 concluded,
“Anxiety represents the final common pathway by which social,
psychological, biological, and moral factors converge to impair
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sexual response.”5 However, research on SPA and its treatment
lags far behind the study and development of treatments for the
currently recognized diagnostic entities in sexual medicine. Thus,
any review of SPA can at best offer only suggestive rather than
definitive evidence. Still, this work attempts to review the prev-
alence of SPA and to determine its place among sexual condi-
tions. Due to a paucity of proof of efficacy for existing
treatments, approaches will be recommended from research on
(non-sexual) performance anxiety and social anxiety.

METHODS

PubMed searches were made for sexual performance anxiety,
premature ejaculation, psychogenic erectile dysfunction (ED),
performance anxiety, anxiety disorders, social anxiety disorder,
panic disorder, and generalized anxiety disorder. Works from
2000 to December 2018 were primarily considered. Results of
published reviews were prioritized over individual study results.
Except for prevalence data, qualitative rather than quantitative
results were synthesized, eliminating the need for new (meta-)
analyses.

RESULTS

Place in Diagnostic Criteria and Among Symptoms
of Sexual Dysfunction

There is no diagnostic entity of SPA in any of the current or
upcoming diagnostic schema; yet, SPA is familiar to most in the
field of sexual medicine, usually as simply one of many factors
associated with sexual dysfunction. For example, “worried about
sex” is the 7th of 13 symptoms in the standard Female Sexual
Distress Scale-Revised, amid items about distress, guilt, frustra-
tion, regrets, dissatisfaction, anger, dysphoria, and feelings of
inferiority or inadequacy.® However, research into the dual control
model of sexual response has produced Sexual Excitation and In-
hibition Scales in which SPA appears to be the predominant factor
in sexual inhibition. The original version with 45 items and a later
14-item revision both have a 3-factor structure. One factor is on
sexual excitation and 2 are on sexual inhibition. Of the latter, one is
on loss of arousal due to distracting thoughts or pressure to
perform, and the other is on anticipated adverse consequences.
These scales have shown that women and men with high sexual
inhibition related to performance concerns and distractibility
during sex report lower sexual function.” Whether “performance
concerns” and “anticipated adverse consequences” equate
completely to SPA is debatable, but the similarity is obvious.

Of importance for practitioners and distressed patients, the
International Classification of Diseases does include a diagnostic
category that is potentially applicable: F52.8 Other sexual
dysfunction not due to a substance or known physiological
condition. Its “approximate symptoms” include “psychosexual
dysfunction associated with inhibited sexual excitement.”® This
would apparently allow third-party reimbursement for treatment

of SPA.
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Relation to Anxiety Disorders

Official recognition of SPA lags. The prevalent attitude toward
SPA among psychiatrists has been expressed as, “You're getting
anxious about sex, but what’s the real (;liagnosis?”3 That is, SPA is
seen by psychiatrically oriented diagnosticians not as an entity
but as a symptom of a broader anxiety disorder. SPA may have
been barred from DSM-V because of support for this contention.
A new exclusion criterion was added for all sexual dysfunction
disorders, in that the disorder should not be better explained by a
“nonsexual mental disorder, a consequence of severe relationship
distress (e.g., partner violence) or other significant stressors.” As a
result, the subtypes for etiological factors (due to psychological or
combined factors) were dropped.’

Evidence for the contention that SPA is only part of a broader
anxiety disorder comes from studies of sexual dysfunction in
patients with anxiety disorders. Social anxiety disorder, also
called social phobia, is one of the common anxiety disorders
possibly associated with sexual dysfunction. When sexual prob-
lems in 40 drug-free outpatients with social anxiety disorder
(SAD) were compared to those in 40 mentally healthy controls,
the sexual problems of men with SAD were mainly sexual per-
formance problems: moderate impairment in sexual arousal,
orgasm, enjoyment, and satisfaction.'’ In contrast, women with
SAD had severe, pervasive impairment in sexual desire, arousal,
activity, and satisfaction, and they significantly (P < .05) lacked
sexual partners.'’ In a larger study in which 106 individuals with
SAD were compared to 164 people with sexual dysfunction and
111 healthy controls, men with SAD were found to be less
sexually active but just as satisfied as healthy male controls.
Women with SAD did not differ significantly in sexual function
from healthy female controls."'

Another study found a closer association of sexual dysfunction
with another common anxiety disorder, panic disorder.
Researchers compared 30 people with SAD and 28 people with
panic disorder and found that significantly more of those with
panic disorder had a sexual disorder (75% vs 33% of those with
SAD; P < .01). Unlike the general population, sexual aversion
disorder was the most common sexual dysfunction overall
(36% in male and 50% in female panic disorder patients). Pre-
mature ejaculation was the most common sexual dysfunction in
male SAD patients (48%).'” Thus, panic disorder seems highly
related to sexual dysfunction, whereas SAD may or may not be.
One explanation for the close relationship of panic disorder to
SPA might be that panic attacks tend to be triggered by increased
physiologic arousal. Stimulants are known to precipitate panic
attacks,”'? as is exercise.'* Thus, the physiologic components of
sexual arousal such as flushing, tachycardia, and tachypnea could
be expected to serve as triggers for panic attacks in predisposed
patients.

SPA, however, cannot simply be an expected symptom of an
underlying anxiety disorder, because the prevalence of anxiety
disorders differs markedly from that of SPA. Figure 1 shows the
results of assuming that social anxiety disorder, generalized
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Figure 1. Estimated 1-year prevalence of generalized anxiety dis-
order, panic disorder, and/or social anxiety disorder in the United
States as of 2001—2002." Figure 1 is available in color online at
www.smr.jsexmed.org.

anxiety disorder, and panic disorder are the relevant anxiety
disorders and adding their prevalences from a survey of the US
population to estimate the 1-year prevalence by age group, after
making an appropriate correction (x0.60) for the fact that pa-
tients tend to have more than one anxiety disorder. Comparing
Figure 1 to Figure 2, it can be seen that the prevalence of relevant
anxiety disorders in men is less than half the prevalence of SPA.
The prevalence of relevant anxiety disorders in women is about
twice that of SPA, and it has a different relationship to age, as the
prevalence of relevant anxiety disorders is almost constant for
ages 18 to 59, but the prevalence of SPA drops precipitously with
older age."”

A large study comparing attitudes in sexually functional and
dysfunctional men and women (343 subjects) found that the
main factors related to all types of sexual dysfunction in both
genders were performance anxiety, attitudes toward sex, and
relationship issues (for men, conflict in their relationship; for
women, relationship quality). The authors concluded that SPA
had a central role in either the development or maintenance of

Prevalence of sexual problem over prior year, US
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Figure 2. Prevalence of sexual performance anxiety compared to
other common sexual problems in the United States.?” Figure 2 is
available in color online at www.smr.jsexmed.org.
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sexual dysfunction among both men and women.'® A review by
2 leaders in the field of psychotherapy for anxiety makes much
the same point.'” SPA does specific harm to sexual function by
creating a vicious cycle of anxiety begetting sexual malfunction,
which begets sexual performance anxiety, which worsens sexual
function further.”'® Thus, in men and women, SPA contributes

. 19-22
to the most common forms of sexual dysfunction.

Distracting thoughts in general impair sexual arousal in
20 . . .
men.” Male sexual performance anxiety is also a major cause of
acquired premature ejaculation,”’ which affects 30% of men.””
In women, distracting thoughts during sexual activity, espe-
cially worry about body image, are a major cause of low sexual

. 19,23
desire.

Prevalence

An authoritative compendium on the worldwide epidemi-
ology of female sexual dysfunction in 2005 included 97 surveys
of the frequency of sexual problems, but only 3 such surveys
asked about SPA.”* Yet, SPA is among the most prevalent of
sexual problems (Table 1). Figure 2 provides results from the
US National Health and Social Life Survey (NHSLS) of about
1500 men and 1700 women in the United States, a
population-representative survey.”” The figure shows the age
distribution of SPA relative to each of the most frequently
diagnosed sexual problems. The survey shows that younger
men and women, up to the age of 29, are frequently, and about
equally, beset by SPA (16% vs 19%, respectively). The prev-
alence declines sharply with age in women but not in men. In
women, SPA and arousal problems are about equal in preva-
lence in young adulthood, and with increasing age SPA de-
creases. In men, in contrast, SPA remains relatively constant in
prevalence with increasing age.

The only other US population-representative survey available
is that of 57- to 85-year-old US residents which was published in
2007. For the sake of comparability to the NHSLS, Figure 3
includes only the 57- to 64-year-old subgroup (528 men and
492 women). Much like the NHSLS survey, this newer survey

Table 1. Prevalence of feeling anxious about sexual performance
for at least 1 month over the past year

Age Number Yearly

Population range (y)  surveyed prevalence
Women

United States®” 18—59 1,789 6—16%

United States?” 57—64 492 10.4%

United Kingdom?® 16—44 4,826 6.7%
US gynecology clinics?’ 18—73 329 38%*
Men

United States®” 18-59 1,410 14—19%

United States® 57—64 528 25.1%

United Kin(_:;dom26 16—44 3,980 9%

*Anxiety or inhibition during sexual activity lasted at least 1 month in past
year.
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US Prevalence of sexual problems over the prior
year, 57-64 year-olds
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Figure 3. Prevalence of sexual problems over the prior year for
57- to 64-year-olds in the United States.”® Figure 3 is available in
color online at www.smr.jsexmed.org.

found that 25.1% of men and 10.4% of women were anxious

about sexual performance for several months or more during the
. 2

previous 12 months. >

One European population has been surveyed for SPA via a
nationally representative survey of 16- to 44-year-olds in the
United Kingdom patterned after the NHSLS studies. Figure 4
shows the frequency of the surveyed sexual problems that las-
ted at least 1 month in the past year. Like the US study of
younger people (Figure 2), the UK survey showed that SPA was
among the top 5 most frequent sexual problems in women
(6.7%) and top 3 sexual problems in men (9.0%).%°

The prevalence of SPA was even higher in the only study
available on sexual problems in gynecology clinics. In a survey of
329 women ages 18 to 73 in a women’s wellness clinic, SPA was
the most frequent problem, found in 38% with “anxiety or in-
hibition during sexual activity.””” This frequency might seem
anomalously high and may include lack of sexual desire (sexual
inhibition might have been understood by surveyed patients as a
synonym for low sexual desire), but the survey’s values seem

UK Prevalence of sexual problems over the prior
year, 16-44 year-olds

0.45
0.4
0.35
0.3
0.25
0.2
0.15
o I I I
0.05 I I
. - 1 | [ -
> & Q s+ Q& < > & & Y 5+ o o
NS N 0 & ¢ §
© &° > \@9 o@ %% V%(l ¥ & & o\. \éa o& \??L
S & @3 & & & S
& ¥ ¢S & & &g S
SN e & %é S RN\ & <38
. X .
-d$ & & S\Q N @'b* & b‘;\\ N
N & O & & & O
&° ra W N ® W
Q
N &¥
? R

Figure 4. Prevalence of sexual problems over the prior year for
16- to 44-year-olds in the United Kingdom.® Figure 4 is available in
color online at www.smr.jsexmed.org.
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representative. The prevalence of another sexual problem, lack of
lubrication, was 13.6%, not dissimilar to the finding in the

NHSLS (18—27%).%

Psychotherapy

Systematic desensitization (a la Masters and Johnson), which can
be seen as a behavioral approach to reducing SPA, was originally
proposed as an effective treatment for sexual arousal disorders but
later was found to be of only temporary benefit and not well suited
to disorders of sexual desire or female cognitive arousal.'” No
controlled or even substantial uncontrolled studies of psychother-
apy for SPA are available. Cognitive behavior therapy”® (also called
exposure and cognitive restructuring)29 is well proven for social
anxiety and its component of performance anxiety (PA/SA).
Mindfulness-based interventions, also known as acceptance-based
treatments, are less well proven for PA/SA.*° Both psychother-
apies have been recommended for SPA nonetheless. Cognitive
behavior therapy and mindfulness-based interventions have been
found effective in women with hypoactive sexual desire disorder
(HSDD) and sexual pain disorders. These treatments are proposed
to reduce “anxious arousal,” a phenomenon explained above for
panic disorder, which inhibits focusing on sexual desire, sexual

. . . [
arousal, and orgasm and is strongly linked to sexual pain."”

Pharmacotherapy

Selective serotonin reuptake inhibitors, venlafaxine, mono-
amine oxidase inhibitors, and some anticonvulsants’' have been
proven effective for PA/SA but cannot be recommended for SPA
because of a dearth of efficacy studies and because of known
prominent antisexual and other adverse effects. Treatment with
some serotonergic agents might be effective, such as those with
known anxiolytic effects and reputed prosexual effects. Trazo-
done is untested in patients with primary anxiety disorders but
was found to relieve anxiety scale scores significantly in 1 week in
a large antidepressant trial.”” In a Phase 2a crossover study, a
proprietary combination of trazodone with bupropion called
Lorexys was more effective than bupropion alone for relieving
sexual distress in female patients with HSDD”” and was associ-
ated with a decrease of unparalleled magnitude in the median
score of the Female Sexual Distress Scale-Revised, from 27.0 to
13.0 in 4 weeks (n = 25; unpublished data, S1 Biopharma, Inc).
Regarding men, trazodone has been studied for ED in 6 trials; a
review found that the drug was more effective in men with
psychogenic ED,” a problem in which performance anxiety is a

5
well-known component.3

Buspirone, long approved for treating generalized anxiety, has
only been tested in a single published trial for performance
anxiety or social anxiety; it was found to be ineffective for per-
formance anxiety in a study of 15 musicians.’® Prosexual effects
for buspirone have been found in an open-label trial of selective
serotonin reuptake inhibitor users”” and a 10-patient open-label
trial in patients with generalized anxiety.”® Buspirone is recom-

mended to treat HSDD in women.”” In a Phase 2 trial, relief of

Sex Med Rev 2020;8:183—190
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HSDD occurred but only in combination with a sublingual dose

40
of testosterone.

Gepirone-ER showed anxiolytic efficacy in placebo-controlled
antidepressant trials,”’ and significantly improved sexual dysfunc-
tion in the men and women in these studies.”>* Flibanserin has not
been reported to have anxiolytic effects, despite at least 9 antide-
pressant trials; this is probably relevant because anxiety is extremely
closely related to depression,44 and, as shown with trazodone and
gepirone earlier, outpatients in antidepressant trials are very likely to
have treatment-responsive anxiety symptoms.

Phosphodiesterase type 5 (PDE5) inhibitors, although not
tested for SPA, are effective for psychogenic ED, illustrating the
same principle as for cognitive behavior therapy: Cognitions can
interact with physiology in a virtuous cycle that replaces negative
mood states, especially anxiety and depression, with positive
states, as positive events/behaviors (erections, in this case) are
repeated and become more predictable.”“® Similarly, premature
ejaculation may have a component of performance anxiety and
has responded significantly to a PDE5 inhibitor."”

DISCUSSION

How can one characterize something so subjective and with so
many possibilities of variation as what is termed “sexual perfor-
mance anxiety” in this paper? The studies asking sample pop-
ulations whether they were “anxious about sexual performance”
did not define their terms to the subjects or in their publications.
No doubt, there is room for discussion and improvement of our
understanding of the theme. It remains unclear whether sexual
performance anxiety is a syndrome, although it is a frequently
reported complaint. More research is needed to establish that such
symptoms or feelings are related exclusively to sexual performance
before or during sexual activity. Alternatively, this emotional
response to sexual activity could be related, for example, to low
self-esteem, cultural and gender differences in gender-role beliefs,
or history of repression during emotional development.

Still, the ways SPA causes or perpetuates sexual dysfunction in
both genders appears to make it an important focus of treatment
in many cases of sexual dysfunction. Indeed, work long ago,
preceding DSM-III, by Wolpe, by Kaplan, and by Masters and
Johnson concentrated on the centrality of treating SPA to relieve
sexual problems.'” More recent versions of the DSM,”'” and the
various iterations of the International Classification of Diseases,”
however, have concentrated on phases of the sexual response
cycle to the exclusion of accepting SPA as a diagnosis or even as a
criterion for sexual dysfunctions. What gets recognized is what
gets treated, so SPA has been eclipsed. But that does not mean it
can be evaded if treatment is to be successful. This may
help rationalize the fact that virtually every successful pharma-
cologic treatment tested for the various forms of sexual
dysfunction has been associated with a response rate of about
50%; that is, treatments limited to the phase-specific aspects of
sexual dysfunction fail half the time.

Sex Med Rev 2020;8:183—190
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SPA should not replace the current diagnostic systems, but
this review shows that sexual dysfunction has more than one
important dimension. SPA is neither subordinate to diagnosis
nor superordinate; rather, it is coordinate, with regard to iden-
tifying the phases of sexual dysfunction for developing diagnostic
and treatment frameworks. Authoritative bodies consistently
stress that sexual dysfunctions are biopsychosocial disorders and
that attention should be paid to addressing each of these aspects
in order to treat the whole patient.”**”** Similarly, urogyne-
cologic and other diseases and relationship problems cause and/
or perpetuate sexual problems, as do depressive disorders.

The current diagnostics of depression, in fact, provide a relevant
analogy. DSM-IV and DSM-V pay scant attention to anxiety as
comorbid with depression, relegating it to a specifier, “with
anxious distress.””"” Yet, anxiety is virtually inherent in depres-
sion. Experts estimate an 85—90% overlap between anxiety and
depression,”” and patients with the various forms of anxiety have
been found to have a highly elevated risk of major depressive
disorder.”””" Psychiatric pioneer Emil Kraepelin found anxiety so
fundamental to all psychiatric illnesses that he decided anxiety
should not be diagnosed as a separate entity."” To this very day, in
DSM-V, the criteria for anxiety disorders prohibit the diagnosis of
an anxiety disorder if symptoms are better explained as a mood
disorder.” Thus, diagnostic standards steer psychiatrists away from
recognizing anxiety in depressed patients. However, psychiatrists
cannot treat patients with mood disorders comprehensively
without considering concomitant anxiety, nor, this review posits,
can practitioners treat patients with sexual disorders comprehen-
sively unless they consider sexual performance anxiety.

This review has shown that anxiety disorders are not the sole
cause of, or the underlying proxy for, SPA; however, in a larger
sense, anxiety is too pervasive in Western society not to be
considered an inescapable factor in SPA. The same US national
survey that showed a 19.1% 12-month prevalence of any anxiety
disorder also found that the lifetime prevalence of any anxiety
disorder was 31.2%."° Among others (those not diagnosable with
an anxiety disorder), subsyndromal anxiety and depression and
mixed anxiety-depression may be even more prevalent.”” This
still underestimates the prevalence of anxiety because it neglects
those with other psychiatric disorders that subsume anxiety di-
agnoses (eg, substance and maladaptive “process” abuse), best
estimated as having a collective prevalence of 47% and which
are likely to be motivated as self-medication for depressive (and
thus anxious) feelings.”* We may still underestimate the preva-
lence of mental distress unless we also consider the impact of
physical, psychological, and sexual abuse, which, at least in the
United States, has victimized about half of the population.”

This adds potent fuel to the arguments for teaching ways to
allay existential anxiety not only to those suffering from sexual
dysfunction but to all. Mindfulness training has been found to be
effective for improving emotional regulation and stress hardiness
among school children.”®”” Prominent multidisciplinary medical

groups have developed efficient ways for adults to practice
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anxiety reduction through various types of mindfulness training,
with positive effects on anxiety and depression.”® Three of the
operating premises are that the usual egoic state overvalues past
difficulties, stressing one’s present state; that egoic attempts to
control the future cause needless anxiety because the future is
unknown and uncontrollable; and that egoic undervaluation of
the present as merely a means to a future goal closes one off
psychically and emotionally from experiencing the fullness of life.
Thus, sexual performance anxiety can be understood as a product
of the usual egoic state, existential anxiety is incompatible with
sexual pleasure, and sexual dysfunction can serve as a telltale
symptom of existential anxiety.

Because of the absence of studies supporting psychotherapy or
pharmacotherapy for SPA, the question remains unanswered
about whether SPA is a primary or secondary condition. Would
any benign intervention be worthwhile for SPA, whether it is a
disorder, a condition, or merely a symptom? Especially, could
any harmless phyrotherapy be recommended for potential benefit
for the anxiety component and for direct prosexual effects to help
jump start sexual activity? Sage, passionflower, bitter orange
(Citrus aurantium), and lavender have been found to be rapid-
acting, non-sedating anxiolytics, usually in single-dose clinical

. . 59—065
paradigms of (non-sexual) performance anxiety.”” ®’

Earlier, it was noted that PDE5 inhibitors are effective for
psychogenic erectile dysfunction. Similarly, phytotherapy for
SPA might be augmented by direct prosexual effects. The
main efficacy pathway-related activities (and relevant natural
agents) cited in the literature for improving sexual dysfunction
directly are to increase brain dopamine (L-theanine)®>®” for
sexual desire, to increase nitric oxide levels for genital tumescence
and lubrication (L-citrulline, L-arginine, Panax gz’mmg),(’x’(") and
to suppress alpha-adrenergic receptors for sexual arousal
(yohimbine/yohimbe, C aurantiuml/p-synephrine).

Yohimbine is an alpha-2 adrenergic antagonist, the only such
agent to have been tested in women with sexual dysfunction. Two
controlled trials have been published. Yohimbine was ineffective in
a small study of women with HSDD.”” However, when com-
bined with L-arginine, yohimbine HCI (6 mg) increased objective
sexual arousal compared to placebo in postmenopausal women
with sexual arousal disorder.”" A review of 7 controlled trials in
men with ED concluded that yohimbine is substantially effec-
tive.”” Thus, several phytotherapies are supported by clinical trials
for performance anxiety or sexual dysfunction, although the evi-
dence includes no studies of SPA per se.

CONCLUSIONS

Sexual performance anxiety may not be recognized diagnosti-
cally, but it may cause, aggravate, or maintain most common
sexual dysfunctions. No treatment modalities are proven, although
cognitive behavior therapy, mindfulness training, and pharmaco-
therapy with serotonergic anxiolytics (buspirone + testosterone,
gepirone, trazodone =+ bupropion) have potential, and PDE5

Pyke

inhibitors appear effective for 2 male problems tied to performance
anxiety: psychogenic erectile dysfunction and premature ejacula-
tion. Several phytotherapies appear to also have potential.
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