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In 2013, the ﬁfth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5)
was published with a major revision to the sexual dysfunction categories, and the diagnosis of
female hypoactive sexual desire disorder (HSDD) was replaced with female sexual interest/
arousal disorder (SIAD). Since being introduced, concern has been expressed that SIAD
inappropriately “raises the bar” for diagnosis. To address these concerns, we sought to evaluate
the number of women with a diagnosis of HSDD who also met criteria for SIAD. In a sample of
151 women, we found that 73.5% of women with a diagnosis of HSDD met criteria for SIAD.
The two groups were compared on the Sexual Interest/Desire Inventory, and women who met
criteria for both HSDD and SIAD consistently scored lower on sexual desire frequency and
satisfaction, satisfaction with sex, receptivity, positive sexual thoughts, reactions to erotica,
arousal frequency, ease, continuation, and orgasm ease/achievement, and higher on distress.
In addition, women meeting criteria for HSDD only tended to have mild symptoms across the six
SIAD criteria compared to those meeting criteria for both HSDD and SIAD. These ﬁndings
suggest that the SIAD criteria does not unduly raise the bar for diagnosis.
The nature of women’s sexual desire—how it is experienced
and expressed, enhanced or suppressed, and where it is
sensed in the body—remains of immense interest to sex
researchers and clinicians. Adding to an early description
of the human sexual response cycle developed by Masters
and Johnson (1966), Kaplan (1977, 1979) and Lief (1977)
independently emphasized the need for the model to address
sexual desire, which was presumed necessary for initiating
the subsequent stages of sexual arousal and orgasm.
Although desire was described as being potentially triggered
by external factors such that two forms—intrinsic and
extrinsic desire—existed (Kaplan, 1979), a “triphasic
model” emerged in which desire was deemed essential as
the ﬁrst stage in a healthy sexual response and was viewed
as “spontaneous,” or emerging from within an individual.
This triphasic model formed the basis for the classiﬁcation
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of sexual dysfunctions in women (and men) from the third
edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III; American Psychiatric Association
[APA, 1980) through to the fourth edition, text revision, of
the DSM (DSM-IV-TR; APA, 2000). The DSM classiﬁed
sexual dysfunctions under the general headings of disorders
related to desire, arousal, orgasm, and pain, corresponding
with the desire–arousal–orgasm linear model of sexual
response.
There has been long-standing dissatisfaction with this
model of sexual response, with questions about the contention that progression from desire to arousal to orgasm is
linear (Tiefer, 1991). This has resulted in alternative models
being proposed. For example, the incentive motivation
model (IMM; Singer & Toates, 1987; Toates, 2009) frames
sexual desire and arousal as reciprocally reinforcing, with
sexual desire emerging only after one experiences sexual
arousal. Moreover, the presence of arousal reinforces sexual
motivation. Sexual stimuli are emphasized in this model as
key elicitors of sexual motivation, such that an effective
sexual stimulus will automatically engage cognitive and
physiological systems to prepare the body for sexual activity. Within the IMM, sexual response is framed as an
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emotion that emerges in response to triggers and is dependent on context rather than a drive that emanates spontaneously from within an individual (Singer & Toates, 1987).
Considerable experimental research on sexual response has
been carried out and provides robust support for the IMM
(Laan & Both, 2008; Laan & Janssen, 2007).
Beginning in the late 1990s, and on the basis of her experience assessing phases of the sexual response cycle both of
patients seeking treatment and of their sexually healthy partners,
Basson noted that in long-term relationships, typically one or
both partners began a sexual encounter for a variety of reasons,
some of which were unrelated to the experience of sexual desire
(Basson, 2001). This observation led Basson to propose a sexual
response model in which sexual desire was largely responsive in
nature, such that desire appears consequent to arousal, and
desire and arousal merge to be experienced simultaneously
(Basson, 2001, 2002). The essential need for sexual stimuli in
a sexual context appropriate for the person, an ability to stay
focused in the moment and on those triggers, mood, and other
biological and psychological factors that impact the processing
of sexual information were depicted in Basson’s circular model.
Also emphasized was the critical role of incentives (both nonsexual and sexual ones) that move a person out of sexually
“neutral” toward being sexually receptive to his or her sexual
stimuli. Informed by empirical research ﬁndings (e.g.,
Carvalheira, Brotto, & Leal, 2010; Meston & Buss, 2007), the
circular sexual response cycle also included intimacy-based
incentives, indicating that one may initiate sex purely to obtain
intimacy-related goals. The circular cycle also included the fact
that the individual may still experience what feels to be spontaneous desire, depicted as a potential but not essential reinforcing
component in the center of the cycle (Basson, 2001).
Large studies that involved presenting women with a
description of the linear model and a partial version of the
circular sexual response cycle (i.e., it did not depict sexual
desire that appeared spontaneous), have found considerable
heterogeneity among women (Ferenidou, Kirana, Fokas,
Hatzichristou, & Athanasiadis, 2016; Giraldi, Kristensen, &
Sand, 2015; Nowosielski, Wróbel, & Kowalczyk, 2016). Most
women endorsed a model of sexual response in which they
experienced a combination of sexual and nonsexual reasons
for engaging in sexual activity (Nowosielski et al., 2016).
Similar ﬁndings were observed with men (Connaughton,
McCabe, & Karantzas, 2016).
A combination of persuasive data showing marked diversity
in the ways in which women experience their sexual desire
(Brotto, 2010c; Meana, 2010), together with the mounting
evidence suggesting that responsive sexual desire may be common and may even be the predominant type of desire among
women, prompted the Sexual Dysfunctions Workgroup for the
ﬁfth edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) to critically evaluate the existing nomenclature for women’s sexual dysfunctions and, in particular, the
criteria outlined by HSDD. Over their ﬁve-year deliberation,
this workgroup critically evaluated the existing literature, published their reviews (Binik, 2010; Brotto, 2010a, 2010b;
Graham, 2010a, 2010b; Segraves, 2010a, 2010b, 2010c),

solicited feedback from key advisors, presented drafts of working diagnoses and their criteria to the public, incorporated feedback from a multitude of stakeholders, and, ﬁnally, published
the revised DSM-5 in 2013 (APA, 2013). It was felt that the
category of HSDD should be expanded to reﬂect the different
ways women express sexual desire, and should include genital
and nongenital arousal given that desire and arousal emerge
simulateously in the IMM (Laan & Both, 2008).
The new diagnosis of sexual interest/arousal disorder (SIAD)
contained polythetic criteria, and symptom duration criteria of
six months were introduced (Table 1). Speciﬁcally, a diagnosis
would be considered when women experienced at least three of
the following: absent/reduced interest in sex; absent/reduced
erotic thoughts or fantasies; reductions or absence of sexual
activity; absent/reduced sexual pleasure during sexual activity;
absent/reduced responsive sexual desire; and absent/reduced
physical sexual sensations. In addition to polythetic criteria
and symptom duration criteria, a frequency speciﬁcation (75%
to 100% of the time) for two of the symptoms—absent or
reduced sexual excitement and absent or reduced pleasant genital sensations—was introduced. This was recommended by
Balon (2008), Balon, Segraves, and Clayton (2007), and
Segraves, Balon, and Clayton (2007) because it corresponds
with the “usually always/always” criteria in the study by Öberg,
Fugl-Meyer, and Fugl-Meyer (2004), who explored the prevalence of “manifest” compared to mild sexual dysfunctions.
Since SIAD was introduced, controversy surrounding the
diagnosis has been considerable (Balon & Clayton, 2014,
2015; Clayton, DeRogatis, Rosen, & Pyke, 2012a, 2012b;
Derogatis, Sand, Balon, Rosen, & Parish, 2016; Graham,
Brotto, & Zucker, 2014; Parish et al., 2016; Pyke & Clayton,
2015). Concerns have been expressed that the SIAD diagnostic
category lacks continuity with previous versions of the DSM
and has not been assessed for clinical utility (Balon & Clayton,
2014). Furthermore, there was no study of validation or reliability testing prior to its adoption in the DSM-5 (for a review, see
Balon & Clayton, 2014). The most predominant criticism of
SIAD centers around the view that SIAD unfairly “raises the
bar” for a diagnosis of sexual desire dysfunction in women
(Clayton et al., 2012a) and may result in countless women not
receiving needed clinical care, and care providers in some
countries being negatively impacted through billing codes.
We are aware of only one study that has attempted to examine
how many women with HSDD would not be diagnosed with
SIAD and thus face the possibility of not receiving care. In this
study, Sarin, Amsel, and Binik (2013) recruited women (and
men) meeting DSM-IV-TR (APA, 2000) criteria for HSDD,
female sexual arousal disorder (FSAD), or both, according to
telephone screening and a questionnaire. Unfortunately, little can
be gleaned from this study, as only 16 of the 114 women who
initially expressed an interest in the study passed the screening.
Among this sample of 16, 12 met the operational deﬁnition of
HSDD and ﬁve of these 12 (42%) met the additional criteria the
authors established in an effort to capture DSM-5 criteria for
SIAD. Sarin et al. (2013) noted the limitations of their study and
pointed out that they did not use operational criteria for each of
the six SIAD criteria and instead posed questions to their
735
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Table 1. Comparison of Criteria for Sexual Interest/Arousal Disorder (American Psychiatric Association, 2013) and Hypoactive Sexual
Desire Disorder (American Psychiatric Association, 2000)
DSM-5 Criteria for Sexual Interest/Arousal Disorder
A. Lack of, or signiﬁcantly reduced, sexual interest/arousal, as manifested by
at least three of the following:
1. Absent/reduced interest in sexual activity.
2. Absent/reduced sexual/erotic thoughts or fantasies.
3. No/reduced initiation of sexual activity, and typically unreceptive to a
partner’s attempts to initiate.
4. Absent/reduced sexual excitement/pleasure during sexual activity on
almost all or all (approximately 75%-100%) sexual encounters (in
identiﬁed situational contexts or, if generalized, in all contexts).
5. Absent/reduced sexual interest/arousal in response to any internal or
external sexual/erotic cues (e.g., written, verbal, visual).
6. Absent/reduced genital and/or non-genital sensations during sexual
activity in almost all or all (approximately 75%-100%) sexual encounters (in identiﬁed situational contexts or, if generalized, in all contexts).
B. The symptoms in Criterion A have persisted for a minimum duration of
approximately 6 months.
C. The symptoms in Criterion A cause clinically signiﬁcant distress in the
individual.
D. The sexual dysfunction is not better explained by a nonsexual mental
disorder or as a consequence of severe relationship distress (e.g., partner
violence) or other signiﬁcant stressors and is not attributable to the effects of
a substance/medication or another medical condition.

participants that appeared to tap into a variety of behaviors,
motivations, affective factors, and cognitive factors related to
desire. At most, we can conclude from their study that some
women who meet criteria for HSDD diagnosis may no longer be
eligible for diagnosis when SIAD criteria are applied.
In light of ongoing questions about the potential overlap
between HSDD and SIAD, the current study was designed
with the goal of carrying out the ﬁrst systematic comparison of
women meeting criteria for HSDD (DSM-IV-TR, APA, 2000)
versus those meeting criteria for SIAD (DSM-5, APA, 2013)
on a series of demographic characteristics and on validated
measures of sexual desire and sexual response. The distribution of SIAD criteria severity was also compared, and the
effect size of response differences between groups was calculated. The ﬁndings provide empirical evidence to test the
speculation that the SIAD criteria will restrictively and inappropriately raise the bar for making a desire disorder diagnosis.

Method
Participants and Procedure
A total of 324 women were recruited for a larger study
evaluating biopsychosocial predictors of sexual desire. For
the current study, 291 women from the larger study were
included in analyses on the basis that they provided sufﬁcient data for assessment of SIAD diagnostic criteria.
736

DSM-IV-TR Criteria for Hypoactive Sexual Desire Disorder and Female
Sexual Arouse Disorder
Hypoactive Sexual Desire Disorder
A. Persistently or recurrently deﬁcient (or absent) sexual fantasies and desire
for sexual activity. The judgment of deﬁciency or absence is made by the
clinician, taking into account factors that affect sexual functioning, such as
age and the context of the person’s life.
B. The disturbance causes marked distress or interpersonal difﬁculty.
C. The sexual dysfunction is not better accounted for by another Axis I
disorder (except another Sexual Dysfunction) and is not due exclusively to
the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition.
Female Sexual Arousal Disorder
A. Persistent or recurrent inability to attain, or to maintain until completion
of the sexual activity, an adequate lubrication-swelling response of sexual
excitement.
B. The disturbance causes marked distress or interpersonal difﬁculty.
C. The sexual dysfunction is not better accounted for by another Axis I
disorder (except another Sexual Dysfunction) and is not due exclusively to
the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition.

Participants were predominantly recruited from the community in response to advertisements that recruited women
with or without sexual desire concerns. Targeted advertising
to women with low sexual desire indicated: “Are you a
woman between the ages of 19–65 who experiences low
or absent sexual desire?” Women who responded to the ad
and who met the inclusion criteria of being between the ages
of 19 and 65, with no major medical illnesses known to
impact sexual functioning, who were nonsmokers, not currently depressed, not using medications with known side
effects on sexual functioning (e.g., antidepressants), not
using any topical or oral dehydroepiandrosterone (DHEA)
products, not using hormonal contraception, and not using
hormone replacement therapy were provided more information about the study. Inclusion criteria were established to
ensure consistency with DSM-IV HSDD diagnosis and with
the purpose of eliminating factors known to disrupt hormones being measured in the larger study (e.g., cortisol,
DHEA). Advertisements were placed online (i.e., Craigslist,
university paid-studies list, hospital electronic mailing lists),
in local newspapers, and on ﬂyers posted throughout the
community (i.e., bus stops, university boards, hospital
boards). Primary care providers known to accept patients
with sexual concerns were also made aware of the study and
encouraged to post an ad in their clinics.
Operational criteria for HSDD were assessed through a
telephone screening interview conducted by a trained research
assistant (see Measures section for further details). If the
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prospective participant reported regular drug use, a body mass
index (BMI) lower than than 18.5 or higher than 29.9, current
pregnancy, or stress levels that interfered with daily function,
the phone interview was terminated and the respondent was
thanked for her time. In addition, women reporting low desire
were excluded from participation if they experienced pain
during intercourse that was not relieved by an external lubricant, if low sexual desire was directly associated with relationship discord, or if low desire had been present for less than
one year. Reasons for the exclusion of ineligible participants
were kept in detailed records, with the most common reason
being medication use (e.g., antidepressants). In addition to
meeting the two criteria for HSDD (lack of interest in sexual
activity and reduced or absent sexual thoughts/fantasies), to be
included in the experimental group prospective participants
were also required to endorse that their lack of sexual desire
was associated with signiﬁcant personal distress. At times,
women who responded to recruitment ads for women with
low desire were placed―along with those who responded to
ads for sexually healthy women―in the control group, if lack
of HSDD symptomatology was evident. Prospective participants with subclinical HSDD symptomatology were not
included in either the control group or the experiment group.
Contact information was collected at the end of the
telephone screening from participants who met criteria and
continued to express interest in participating in the study.
Respondents who met inclusion criteria were e-mailed
the consent form for the full study and asked to review it.
After reviewing the consent form, if the respondent still
wished to participate in the study, arrangements were
made for an in-person meeting with a research assistant to
go over study procedures in more detail. Following this
meeting, the participant was e-mailed a link to an online
battery of questionnaires that she was asked to complete at a
time of her own choosing. After completing the questionnaires (and hormone-sampling phase for the larger study;
not reported here), a second in-person meeting was scheduled for the participant to meet with a clinical interviewer, at
which point HSDD criteria were assessed and a diagnosis
was conﬁrmed.
Participants received a monetary compensation of $100
for completing the questionnaires, interviews, and at-home
hormone collection. Partial compensation ($25 to $75) was
provided for incomplete participation. Compensation for the
portion of the study reﬂected here was $25.

Decreased Sexual Desire Screener (DSDS). The
DSDS is ﬁve-item clinician-administered diagnostic brief
screener for generalized acquired HSDD in women (Clayton
et al., 2009). Initially, participants were presented with a set of
four Yes/No questions pertaining to sexual desire (i.e., level of,
satisfaction with). If a participant endorsed all four items, a ﬁfth
question was administered to rule out potentially confounding
causes for decreased desire (e.g., medical illness, relationship
factors, medications, obstetric or gynecological factors, stress
and/or fatigue). If the respondent answered Yes to questions 1
through 4 and No to all factors in question 5, she received a
diagnosis of HSDD. A respondent also qualiﬁed for HSDD
diagnosis if she answered Yes to questions 1 through 4 and Yes
to factors in question 5 if a further assessment showed those
factors did not point to another primary diagnosis. The DSDS
shows 85.2% diagnostic accuracy and high sensitivity and
speciﬁcity (with point estimates of .84 and .88, respectively;
Clayton et al., 2009).
Sexual Interest and Desire Inventory—Female
(SIDI-F). The SIDI-F is a 13-item measure of sexual
interest, desire, and arousability (Clayton et al., 2006).
Across the 13 items, assessments are made in the following
areas: spontaneous and responsive sexual desire, receptivity
and initiation of sexual activity, satisfaction with desire and
arousal, desire for nonsexual affection, and genital arousal.
Typically, the 13 items are summed to create a total score,
with a possible rage of 0 to 51. However, in this study, we
examined each item separately to identify mean differences in
responding between women who met criteria for HSDD and
SIAD and women who met criteria for HSDD but not SIAD.
Higher scores indicate higher levels of sexual functioning. The
SIDI-F has excellent internal consistency, with a Cronbach’s
alpha of .92 in the present sample. Discriminant validity is
evidenced by the signiﬁcantly higher SIDI-F scores in women
without sexual dysfunctions compared to women diagnosed
with HSDD (Clayton et al., 2006).
Sexual interest/arousal disorder (SIAD). As part of
the DSM-5 development process, the Sexual Dysfunctions
Workgroup for DSM-5 developed questions that assessed
the presence and severity of criteria for SIAD (APA, 2013)
(Table 2). Possible responses to each item ranged from 0
(Never) to 4 (Extreme). In the present sample, internal
consistency of the measure was high, with a Cronbach’s
alpha of .93.

Measures
Telephone screening interview. In addition to the
screening criteria for HSDD described previously,
prospective participants were asked a series of demographic
questions pertaining to background information (e.g., age,
relationship history, degree of relationship satisfaction).
Prospective participants were also asked about their
experience of vulvovaginal pain, genital sexual arousal, and
their severity of distress.

Data Analytic Plan
Analyses were designed a priori and meant to compare
women who met criteria for HSDD to women who met
criteria for SIAD. A control group was used to ensure
validity of inferences drawn from the latter comparison.
For the sake of brevity, we refer to the group meeting
criteria for both HSDD and SIAD as the “SIAD group.”
Women were placed in the SIAD group if they scored at
737
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Table 2. Assessment for Sexual Interest/Arousal Disorder
Rating Options
Criteria

Never Mild Moderate Severe Extreme

1 Over the past 6 months, have you experienced absent or markedly reduced interest in sexual activity?
2 Over the past 6 months, have you experienced absent or markedly reduced sexual/erotic thoughts or
fantasies?
3 Over the past 6 months, have you rarely or never initiated sexual activity and are you rarely or never
receptive to your partner’s attempts to initiate sexual activity?
4 Over the past 6 months, have you experienced absent or reduced sexual excitement or pleasure during sexual
activity (on all or almost all of sexual encounters)?
5 Over the past 6 months, have most or all internal and external sexual/erotic stimuli (e.g., written, verbal,
visual, or other types) been ineffective in triggering your desire?
6 Over the past 6 months, have you experienced absent or markedly reduced genital and/or nongenital
sensations during sexual activity (on all or nearly all of sexual encounters)?

least 2 (moderate) or higher on three or more of the six
SIAD questions (refer to Table 2) and indicated that symptoms caused considerable personal distress.
Descriptive analyses compared the women in the HSDD,
SIAD, and control groups on demographic variables (e.g.,
age, ethnicity, education, sexual orientation, employment) to
ensure similarity across groups. Chi-square analyses were
carried out for categorical variables, and one-way analyses
of variance (ANOVAs; (i.e., F tests) or independent samples
t tests were carried out on continuous variables. We also
compared the severity of the six SIAD criteria among the
three groups. Finally, responses provided by the participants
in the HSDD and SIAD groups on the SIDI-F were compared using independent samples t tests. All analyses were
performed using SPSS 24.0.

Results
Proportion of Women With and Without HSDD Meeting
Criteria for SIAD
Of the 291 women who participated in this study,
151 met criteria for HSDD and 140 did not. Among the
151 women who met criteria for HSDD, 111 also met
criteria for SIAD (73.5%) and 40 women did not (26.5%).
Among the 140 women who did not meet criteria for
HSDD, none met criteria for SIAD. This group served as
the nonclinical control group.
Comparison of Women With HSDD versus SIAD on
Demographic Characteristics
No signiﬁcant difference in age was observed between the
women with SIAD (n = 111, M = 33.25, SD = 11.67), women
with HSDD (n = 40, M = 33.90, SD = 12.38), and healthy
controls (n = 140, M = 32.20, SD = 11.46); F (2, 287) = 0.44,
p = .64. Likewise, the groups did not signiﬁcantly differ
with respect to the proportion of women who identiﬁed with a
Euro Caucasian, East Asian, or other ethnicity,
χ2 (12, N = 291) = 17.62, p = .13, with over 64% of the sample
738
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identifying as Euro Caucasian. Highest education level was
similarly not signiﬁcantly different between the groups,
χ2 (10, N = 291) = 12.81, p = .235, with the majority of
women in the sample having at least some postsecondary education. Employment status did not differ between the groups,
with 38.7% of the SIAD women, 45% of the HSDD women,
and 41% of the controls reporting full-time employment,
χ2 (14, N = 291) = 12.66, p = .59. A total of 80.2% of the
women with SIAD, 87.5% of the women with HSDD, and 80%
of controls identiﬁed with a heterosexual orientation, and there
was no difference between the groups, χ2 (6, N = 291) = 6.56,
p = .36. The majority of the sample—79.2% of women with
SIAD, 77.5% of those with HSDD, and 71.4% controls—
reported being in a relationship, with no signiﬁcant group
differences, χ2 (10, N = 291) = 15.35, p = .12. Finally, no
differences were observed in relationship duration (measured
in months) between women with SIAD (M = 69.97,
SD = 100.81), women with HSDD (M = 67.78, SD = 77.14),
and controls (M = 55.18, SD = 87.81); F (2, 287) = .88, p = .42.
Demographic data are summarized in Table 3.

Comparison of Women With HSDD versus Those With
SIAD on Sexual Desire and Arousal
The two groups were compared on responses to the 13 item
SIDI-F, examining different aspects of desire, arousal, satisfaction, and behaviors. Compared to women meeting criteria for
SIAD, women with HSDD reported signiﬁcantly higher satisfaction with the sexual aspect of their relationship,
t (128) = −3.24, p = .002; signiﬁcantly higher receptivity scores,
t (122) = −3.62, p < .001; more frequent sexual desire, t
(144) = −4.41, p < .001; more satisfaction with their level of
sexual desire, t (148) = −3.65, p < .001; more positive sexual
thoughts, t (144) = −5.73, p < .001; a greater response to erotica,
t (143) = −2.44, p = .016; less distress associated with their level
of sexual desire, t (147) = −2.54, p = .012; a higher frequency of
sexual arousal, t (138) = −4.63, p < .001; a greater ease with
which arousal was reached, t (139) = −4.65, p < .001; more
desire following sexual arousal, t (140) = −3.52, p = .001; and
greater frequency and ease of reaching orgasm, t (117) = −3.73,
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Table 3. Participant Demographic Characteristics for Women With Hypoactive Sexual Desire Disorder (HSDD), Women
With Sexual Interest/Arousal Disorder (SIAD), and Controls

Variable
Age
Relationship duration (months)
Race/ethnicity
Euro Caucasian
East Asian
South Asian
First Nations
Middle Eastern
African Canadian
Other
Education
High school
College/technical/trade school
Undergraduate degree
Master’s degree
Doctoral degree
Other
Employment status
Full time
Part time
Self-employed
Unemployed
Retired
Student
Homemaker
Other
Sexual orientation
Heterosexual
Lesbian
Bisexual
Other
Relationship status
Single
Dating
Married/cohabiting
Divorced
Other

HSDD

SIAD

Controls

(n = 40)

(n = 111)

(n = 140)

M

SD

M

SD

M

SD

33.90
67.78
n

12.38
77.14
%

33.25
69.97
n

11.67
100.81
%

32.20
55.18
n

11.46
87.81
%

28
2
6
1
—
1
2

70.00
5.00
15.00
2.50
—
2.50
5.00

70
20
4
2
2
1
12

63.06
18.02
3.60
1.80
1.80
0.90
10.81

88
29
9
1
5
1
7

62.86
20.71
6.43
0.71
3.57
0.71
5.00

5
6
13
13
—
3

12.50
15.00
32.50
32.50
—
7.50

9
20
50
17
6
9

8.11
18.02
45.05
15.32
5.41
8.11

21
20
58
23
10
8

15.00
14.29
41.43
16.43
7.14
5.71

18
7
1
1
1
11
1
—

45.00
17.50
2.50
2.50
2.50
27.5
2.50
—

43
18
5
4
4
29
3
5

38.74
16.22
4.50
3.60
3.60
26.13
2.70
4.50

58
22
8
—
2
46
1
3

41.43
15.71
5.71
—
1.43
32.86
0.71
2.14

35
3
2
—

87.50
7.50
5.00
—

89
4
11
7

80.18
3.60
9.91
6.31

112
4
18
6

80.00
2.86
12.86
4.29

7
7
24
—
2

17.50
17.50
60.00
—
5.00

18
23
65
2
3

16.22
20.72
58.56
1.80
2.70

30
47
53
3
7

21.43
33.57
37.86
2.14
5.00

Note. Demographic variables did not differ signiﬁcantly by group.

p = .012. The two groups did not differ in their reported
frequency of initiating sexual activity, t (127) = −1.17,
p = .243; or nonsexual affection, t (145) = −1.65, p = .101
(Table 4).
Endorsement of SIAD Symptoms Across Women With
HSDD versus SIAD
We next examined patterns of endorsing the six SIAD criteria among the women who met criteria for HSDD. By deﬁnition, women assigned to the SIAD diagnostic group had to
endorse at least three of the six criteria with at least moderate
intensity. We then compared the two groups on the proportion of

participants who endorsed a score of 2 or higher (reﬂecting
moderate to extreme intensity) across all six SIAD criteria.
For item 1 pertaining to reduced interest in sexual activity,
42.27% of the full sample, 32.50% of those with HSDD,
93.63% of those with SIAD, and 5% of controls scored at
least moderate (see Figure 1). We then compared the difference
in responses to item 1 between groups and found that the
difference between the HSDD and SIAD groups (d = 1.67)
and the HSDD and control groups (d = 1.15) was large. For
item 2 pertaining to reduced erotic thoughts or fantasies, 35.05%
of the full sample, 7.5% of those with HSDD, 85.45% of those
with SIAD, and 3.62% of controls scored in the moderate range
(see Figure 2). The difference in responses to item 2 was large
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Table 4. Sexual Interest and Desire Inventory Responses for Women
With Hypoactive Sexual Desire Disorder (HSDD) and Women With
Sexual Interest/Arousal Disorder (SIAD)
HSDD
SIDI-F Item
1. Relationship—Sexual**
2. Receptivity***
3. Initiation
4. Desire—Frequency***
5. Nonsexual Affection
6. Desire—Satisfaction***
7. Desire—Distress**
8. Thoughts—Positive***
9. Reaction to Erotica*
10. Arousal—Frequency***
11. Arousal—Ease***
12. Arousal—Continuation***
13. Orgasm**

SIAD

n

M

SD

M

SD

130
124
129
146
147
150
149
146
145
140
141
142
119

2.38
2.03
.75
1.77
3.00
1.70
2.80
2.72
1.47
2.20
1.72
2.00
2.49

1.28
1.40
.73
1.20
1.24
1.14
.91
1.10
.92
.80
.73
.79
1.34

1.65
1.24
.57
.90
2.57
1.03
2.38
1.50
1.06
1.40
1.13
1.43
1.54

1.09
.95
.80
1.00
1.46
.94
.90
1.14
.90
.97
.66
.89
1.24

*p < .05; **p < .01; ***p < .001.

between the HSDD and SIAD groups (d = 1.98) and between
the HSDD and control groups (d = 0.94). For item 3 pertaining
to reduced or absent initiation of sexual activity or receptivity to
a partner’s sexual invitations, 42.27% of the full sample,
43.24% of those with HSDD, 93.33% of those with SIAD,
and 7.56% of controls scored in the upper range (see
Figure 3). The difference in responses on item 3 was large
between the HSDD and SIAD groups (d = 1.09) and between

the HSDD and control groups (d = 1.23). Item 4 assessed
reduced or absent pleasure during sexual activity. A total of
33.33% of the full sample scored at least moderate on this item,
while 7.5% of the women with HSDD, 83.33% of those with
SIAD, and 2.90% of controls scored in this range (see Figure 4).
The difference in responses on item 4 was large between the
HSDD and SIAD groups (d = 1.70) and between the HSDD and
control groups (d = 1.00). Item 5 assessed responsive sexual
desire to sexual stimuli, and 33.33% of all women, 7.89% of
women with HSDD, 74.07% of those with SIAD, and 10.07%
of controls reported having at least moderate concerns in this
domain (see Figure 5). The difference in responses on item 5
was large between the HSDD and SIAD groups (d = 1.58) and
small between the HSDD and control groups (d = 0.31). Finally,
the sixth item assessed difﬁculties relating to genital and/or
nongenital sensations during sexual activity, and 23.02% of
the full sample, 5% of those with HSDD, 59.80% of women
with SIAD, and 2.88% of controls scored at least moderate (see
Figure 6). The difference in responses on item 6 was large
between the HSDD and SIAD groups (d = 1.55) and small
between the HSDD and control groups (d = 0.39).

Discussion
The primary aim of this study was to conduct the ﬁrst
systematic comparison of women meeting criteria for
HSDD versus those meeting criteria for SIAD by testing

Figure 1. Proportion of women diagnosed with hypoactive sexual desire disorder (HSDD) and women with sexual interest/arousal disorder (SIAD) by
severity rating for Item 1 on SIAD.
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Figure 2. Proportion of women diagnosed with hypoactive sexual desire disorder (HSDD) and women with sexual interest/arousal disorder (SIAD) by
severity rating for Item 2 on SIAD.

Figure 3. Proportion of women diagnosed with hypoactive sexual desire disorder (HSDD) and women with sexual interest/arousal disorder (SIAD) by
severity rating for Item 3 on SIAD.
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Figure 4. Proportion of women diagnosed with hypoactive sexual desire disorder (HSDD) and women with sexual interest/arousal disorder (SIAD) by
severity rating for Item 4 on SIAD.

Figure 5. Proportion of women diagnosed with hypoactive sexual desire disorder (HSDD) and women with sexual interest/arousal disorder (SIAD) by
severity rating for Item 5 on SIAD.
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Figure 6. Proportion of women diagnosed with hypoactive sexual desire disorder (HSDD) and women with sexual interest/arousal disorder (SIAD) by
severity rating for Item 6 on SIAD.

how many women diagnosed with HSDD would meet the
diagnosis of SIAD and then comparing these two groups to
each other and to a control group (i.e., women meeting
neither diagnosis).
Overall, the results of the present study demonstrate that
the SIAD diagnostic category, despite its stricter criteria,
does not prevent women in an excessively exclusionary
way from receiving a diagnosis of sexual dysfunction.
Contrary to the results of the Sarin et al. (2013) study, in
which only 42% of women with HSDD met criteria for
SIAD, we found that the majority (73.5%) of women who
received a diagnosis of HSDD also received a diagnosis
when DSM-5 SIAD criteria were used. In other words,
nearly three-quarters of women diagnosed with HSDD continued to have a diagnosis of SIAD. One explanation for the
disparate ﬁndings between the present study and the ﬁndings of Sarin et al. (2013) is that the present study used
operational criteria for HSDD and SIAD that were based on
the actual DSM diagnoses, whereas Sarin et al. (2013) made
diagnostic decisions on the basis of “several reasoned
assumptions” (p. 1097), without explicitly assessing for
the SIAD criteria. This may have resulted in the large
number of women excluded in their study due to the overly
restrictive criteria that they imposed. Moreover, the present
study was based on a sample size that was nearly 10 times
the size of the sample used by Sarin et al. (2013) (i.e.,
n = 151 versus n = 16). By reducing the margin of error,
the larger sample size in this study provides a more precise

representation of the eligibility of the SIAD diagnosis for
women diagnosed with HSDD. The ﬁndings of the present
study bring into question several of the conclusions made by
Sarin et al. (2013), most ostensibly that diagnostic eligibility
problems are compounded when using DSM-5 operationalization for SIAD.
Although we found that most women with HSDD continued to meet a diagnosis of SIAD, we also found that
those with SIAD had more severe symptoms compared to
those with HSDD. Speciﬁcally, Figures 1 through 6 depict
the distribution of responses to each of the six SIAD criteria
and indicate a signiﬁcantly higher percentage of women in
the SIAD group describing their symptoms as moderate,
severe, or extreme, compared to those in the HSDD group.
Criterion 1 (desire for sex) and criterion 3 (initiation of and
receptivity to sexual activity) showed the least amount of
discrepancy between the two groups, with one-third of
women with HSDD endorsing at least moderate intensity
of reduced sexual desire and 40% endorsing at least moderate reductions in receptivity and initiation. Surprisingly,
only 7.5% of women with HSDD reported a moderate to
severe loss of sexual thoughts/fantasies, whereas 85% of
women with SIAD did so. This ﬁnding is surprising given
that the diagnostic criteria for HSDD require persistently or
recurrently absent sexual fantasies (APA, 2000). It is possible that because the operational criteria for HSDD do not
include the severity and duration of criteria, that women
meeting criteria for HSDD may do so even after only a
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minimal/mild reduction in sexual fantasies and/or that the
duration of their reduced fantasies was for fewer than
six months. Alternatively, it may be that women with a
lesser degree of symptomatology (i.e., those in the HSDD
group) were engaging in more sexual activity and evoking
fantasies as a means of boosting sexual arousal (for a
review, see Brotto, 2010c).
Three of the SIAD criteria had 7.5% or less of women
with HSDD scoring at least moderately on each of them.
These were item 4 (absent or reduced sexual excitement
or pleasure), item 5 (reduced responsive desire), and item
6 (absent or reduced genital and/or nongenital sensations).
Of note, these three were new criteria in the SIAD diagnosis that were arrived at on the basis of thorough literature reviews (Brotto, 2010c; Graham, 2010a) and expert
feedback on proposed criteria. To explain our ﬁndings,
we note others have found that arousal/lubrication problems are more likely to be experienced among women
diagnosed with HSDD who experience severe symptomatology (Maserejian et al., 2012). Because women in the
HSDD group showed mild symptomatology compared to
women in the SIAD group, it is reasonable to assume that
arousal/lubrication problems were less pronounced in this
group. When we consider that arousal increases the likelihood that a responsive-type of desire will occur during
sexual activity—even when engaged in for nonsexual
reasons (e.g., bonding, partner pleasing; Basson, 2000)
—it is understandable why women in the HSDD group
were underrepresented in the moderate to severe range on
these items (sexual pleasure, responsive desire, and genital sensations). This further indicates that the women with
HSDD who no longer met diagnostic criteria when DSM5 SIAD criteria were used were those with mild symptomatology, many not even warranting a diagnosis of a
sexual disorder. Some may interpret their scores on the
measure of SIAD as indicating a healthy sexual response.
Taken together, ﬁndings on the endorsement of the six
SIAD criteria suggest that the SIAD diagnostic category
may prevent healthy individuals with mild (and possibly
transient) sexual problems from receiving a diagnosis,
while remaining sufﬁciently sensitive to diagnose those
with a disorder (i.e., more persistent and severe sexual
dysfunction). Importantly, difﬁculties with responding to
sexual cues to trigger arousal and desire simultaneously
are common (74.07%) in women with SIAD but rare, in
fact less frequent than in controls, in women with HSDD.
We also compared the two groups on a validated measure of
sexual desire and response using the SIDI-F. Women with
SIAD attained signiﬁcantly lower scores (representative of
more signiﬁcant sexual dysfunction) on average across the
majority (11 of the 13) of SIDI-F items compared to the
HSDD group. A greater degree of sexual dysfunction in the
SIAD group was observed in the following areas: satisfaction
with sexual aspects of the relationship; receptivity; desire
frequency; desire satisfaction; desire distress; positive sexual
thoughts; reaction to erotica; arousal frequency; arousal ease;
arousal continuation; and orgasm ease/achievement. These
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results suggest the SIAD diagnostic category “raises the bar”
by distinguishing between mild and moderate-severe symptomatology, thus fulﬁlling its original intention.
Two SIDI-F items—initiation and nonsexual affection—
showed no statistically signiﬁcant difference between
groups. As nonsexual affection does not map onto HSDD
or SIAD criteria, we were not surprised to see little difference between groups. With regard to initiation, one possible
explanation for the similarly low scores between groups is
that women in the HSDD group, while showing lower levels
of symptomatology compared to those in the SIAD group,
were not asymptomatic. Even a mild or transient reduction
in libido may explain a decrease in willingness to initiate
sexual activity. This may be especially true for women who
are in unsatisfying sexual relationships (note that although
we excluded women for whom low desire was largely
attributable to relationship discord, many of our participants
may still have experienced some degree of relationship
distress). Alternatively, this ﬁnding may be a result of traditional gender-role norms, which establish more permissibility for men to initiate sexual activity than for women
(Muehlenhard & McCoy, 1991) and, in that way, have little
to do with women’s levels of desire. Women in both groups
by deﬁnition were experiencing distress about their sexuality; this alone might well preclude them from initiating sex.
In addition to assessing the degree to which women
with an HSDD diagnosis would remain eligible for diagnosis when using DSM-5 SIAD criteria, this study sought
to systematically compare women in the HSDD group to
those in the SIAD group on a series of demographic
characteristics, including age, ethnicity, employment status, sexual orientation, and relationship status. No statistically signiﬁcant difference was observed between groups
with respect to any of the demographic characteristics
examined. These ﬁndings suggest that women with
HSDD and those with SIAD are similar with regard to a
host of demographic characteristics. More generally, these
results provide evidence of SIAD being a diagnostic category that does not bias or discriminate on the basis of
demographic characteristics (i.e., age, ethnicity, sexual
orientation, employment status), an important ﬁnding
given that measurement invariance has not yet been studied with respect to SIAD.
Implications
Overall, the ﬁndings of the present study counter the
concern that SIAD criteria exclude large numbers of
women with moderate-marked HSDD (rather than severe)
from diagnosis or treatment (Clayton et al., 2012a, 2012b).
On the contrary, this study shows that the SIAD diagnostic
category may be better at capturing more severe forms of
dysfunction and across a broader array of manifestations of
desire. Moreover, applying this diagnosis may also address
concerns about diagnosing normative or adaptive changes in
low desire that should not warrant treatment (Mitchell et al.,
2013; Mitchell et al., 2016).
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Limitations
There are limitations to this study that must be considered.
First, although the total sample size was robust, and women
received a face-to-face clinical interview to make the diagnosis
of HSDD and SIAD, the two groups were unbalanced with
regard to sample size, with considerably more women in the
SIAD group than in the HSDD group. Future studies should
seek to replicate the current methodology using larger sample
sizes. Another possible limitation is that the majority of
women were recruited from the community and not from a
treatment center. It is possible that recruitment from a sample
of treatment seekers may have revealed more similarities in the
characteristics of women with HSDD and SIAD, given that
treatment seekers tend to have a longer duration of low desire
(Maserejian et al., 2010). Finally, given that women in this
study were part of a larger study that involved salivary hormone collection, it is possible that they are not representative
of the larger group of women with low desire who elect not to
participate in research.
Conclusion
Overall, these ﬁndings suggest that SIAD captures the
majority of women diagnosed with HSDD. Recent efforts to
revert to implementing HSDD criteria and replace SIAD
(Goldstein et al., 2017; Parish et al., 2016) do not seem
warranted.
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