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ABSTRACT

Background: Female sexual dysfunction is a prevalent condition affecting 12% of women, yet few academic
centers in the US have female sexual medicine programs.

Aim: To characterize female sexual health programs in the United States, services offered, and training of female
sexual health providers.

Methods: We performed an internet search to identify female sexual health programs and clinics in the US. From
each programs’ website we abstracted the location, clinic setting (academic vs private), training of providers, and
whether the clinic provided investigational services (ie, PRP injections, laser/radiofrequency therapy). We categorized
clinics as specialized in sexual medicine, specialized with a focus on cancer patients, general, aesthetics-focused, gen-
eral & aesthetic, or specialized & aesthetic. We used Chi-square and Fisher’s exact test to evaluate association
between practice setting and provision of investigational therapies with a Bonferroni-adjusted critical P-value of
0.017.

Outcomes: Our outcomes were the number of clinics in each setting, in each category, and each state, as well as
the number of providers by training type.

Results:We identified 235 female sexual medicine programs in the United States. Seventeen percent were in the
academic setting. Clinics in the non-academic setting were significantly (a = 0.017) more likely to offer PRP
injections (0% vs 47%, P < .001), laser/radiofrequency therapy (14% vs 56%, P < .0001), and shockwave ther-
apy (0% vs 14%, P = .011). Among all clinics, 22% provided specialized care, 2% provided care for cancer
patients, 29% were more general clinics that advertised female sexual healthcare, 23% were aesthetics-focused,
22% were general practices that provided aesthetics services, and 2% were specialized clinics that offered aes-
thetics services. 81% of aesthetics-focused clinics advertised PRP injections. Seven states had no clinics and 26
states lacked a clinic specializing in female sexual health. The most frequent providers were OB/Gyns (40%),
nurse practitioners (22%), urologists (13%), and physicians assistants (10%).

Clinical Implications: The geographic distribution of clinics and pervasiveness of clinics offering investigational
services for female sexual dysfunction may be a barrier for patients seeking care.

Limitations: As a result of our internet search methodology, we likely did not capture all clinics providing female sex-
ual health services. Further, the accuracy of our data depends on the level of detail provided on each clinics’ website.

Conclusion: Online search identified few clinics providing female sexual healthcare in academic medicine: devel-
opment of such clinics could benefit patients by improving access to evidence-based care and promoting training
of future providers. Elizabeth E. Stanley and Rachel J. Pope, Characteristics of Female Sexual Health Pro-
grams and Providers in the United States. Sex Med 2022;10:100524.
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INTRODUCTION

Female sexual dysfunction is a prevalent condition: in the
United States, an estimated 44% of women experience sexual
problems and 12% of women experience sexual problems associ-
ated with distress.1 Conditions causing female sexual dysfunction
can impact patients’ quality of life as much as other chronic med-
ical conditions. For example, hypoactive sexual desire disorder
reduces quality of life to a similar extent as back pain and vulvo-
vaginal atrophy reduces quality of life to a similar extent as irrita-
ble bowel syndrome.2,3 In the last decade, female sexual
medicine has garnered attention as medical and surgical treat-
ments have flourished. Research into novel treatments led to the
approval of flibanserin and bremelanotide for the treatment of
hyposexual desire disorder in 2015 and 2019, respectively.4,5

Other potential therapies−such as laser/radiofrequency therapy,
shockwave therapy and platelet rich plasma (PRP) injections−are
under investigation and are not currently recommended for treat-
ment of female sexual dysfunction.4,6,7 Studies have also demon-
strated that specialized, multidisciplinary treatment teams
improve sexual function, both for cancer patient and the general
population.8,9

Despite these advances in treatment for female sexual dys-
function, education about sexual health topics, including sex-
ual dysfunction, remains limited in training programs for
healthcare practitioners.10,11 Although surveys have found that
patients expect healthcare providers to enquire about their sex-
ual health,12−14 a national survey of US obstetrician/gynecolo-
gists (OB/Gyns) found that only 40% routinely ask questions
to assess patients’ sexual function.15 This suggests that women
experiencing sexual dysfunction may face difficulty finding a
provider comfortable treating their condition. To evaluate this
potential gap in care, we aim to characterize the female sexual
dysfunction providers in the United States, including delinea-
tion of the clinic setting, practitioner training, and whether
investigational treatments (ie, laser therapy, PRP injections) are
offered. We aim to answer the questions of whether more clin-
ics are in the nonacademic setting, and whether clinics in the
nonacademic setting are more likely to offer investigational
therapies.
METHODS

Clinic Identification
We identified clinics using Google search between July and

October 2021 and the International Society for the Study of
Women’s Health (ISSWSH) provider directory in February
2022. In the Google search, we used incognito mode to elimi-
nate the effect of browser search history and search location on
the results. We used the search terms “female sexual health clinic
[state]” and “female sexual health doctor [state]” for each of the
50 states and Washington, DC. One researcher reviewed the first
ten pages of results from each search, as well as all providers in
the ISSWSH directory. We included clinics in our dataset if they
met the following four criteria: (1) the clinic or practice name
included “sexual medicine” or “sexual health,” or the clinic web-
site had page(s) describing sexual health services; (2) the clinic
advertised services for hypoactive sexual desire disorder, arousal
disorder, or low libido; (3) the clinic webpage mentioned treating
painful intercourse, or conditions that cause painful intercourse
(i.e. vaginismus, vulvodynia, vaginal atrophy, etc.); (4) the clinic
webpage advertised services for orgasm dysfunction. We
excluded practices if the only medical staff were psychologists or
physical therapists. We received a waiver from IRB approval
from the University Hospitals IRB, Cleveland, OH.

To assess the robustness of our search methodology, we con-
ducted a more comprehensive search for the state of Ohio,
using the following search terms to identify additional practices:
“hypoactive sexual desire disorder doctor Ohio,” “dyspareunia
doctor Ohio,” “vaginismus doctor Ohio,” “orgasm disorder doc-
tor Ohio,” “sexual arousal disorder doctor Ohio,” “sexual pain
disorder doctor Ohio,” “cosmetic gynecology Ohio,” “sexual
health Ohio,” and “sexual medicine Ohio.” In this search, we
looked through Google results until the Google results ended,
or until two consecutive pages of results did not include any
medical clinics.
Data Collection
We used the website of each clinic to ascertain the state(s)

in which the practice was located, number and training of
medical practitioners, the clinic setting (academic vs private),
and whether the clinic offered investigational therapies (laser/
radiofrequency therapy, shockwave therapy, PRP injections).
Providers were categorized as nurse practitioner/nurse midwife,
physician assistants (PAs), physician, therapist, chiropractor, or
practitioner of alternative medicine. We further categorized
physicians by residency training received. Although nurse prac-
titioners may receive training in a specialty area (i.e. nurse
practitioner of women’s health) we did not collect data on this
training due to incomplete reporting on many clinic websites.
We considered the setting to be academic if the healthcare
organization was affiliated with a university or had a residency
program.

We sorted clinics into one of 6 categories: specialized in sexual
medicine, specialized in sexual medicine for cancer patients, gen-
eral, aesthetics-focused, general & aesthetic, or specialized & aes-
thetic. Clinics were considered specialized in sexual medicine if
they primarily provided care for female sexual dysfunction,
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without a specific focus on cancer patients. Clinics were consid-
ered specialized in sexual medicine for cancer patients if they
advertised sexual health services for female cancer patients. Clin-
ics were considered aesthetics-focused if they advertised them-
selves as a MedSpa, an antiaging/rejuvenation practice, or an
aesthetics practice. Clinics were considered general if they offered
female sexual health services as part of a larger family medicine,
urology, or OB/Gyn practice, but did not have a specific center
or program focused on female sexual health concerns. Clinics
were included in the specialized & aesthetic or general & aes-
thetic categories if they met the definition for the specialized or
general category and also offered aesthetics services (ie, facial
botox injections, plastic surgery, etc).
Statistical Analysis
Statistical analyses were conducted using JMP �16, SAS

Institutes Inc., Cary, NC. We used Chi-square or Fisher’s
exact test to evaluate associations between clinic setting and
provision of each investigational therapy. As three compari-
sons were made, we used a Bonferroni-corrected critical P
value of 0.017 (0.05/3). Figures were generated using Micro-
soft Excel 365 and Microsoft Powerpoint 365, Microsoft
Corporation, Redmond, WA. Maps were generated using the
Microsoft Excel map generator, which uses Bing Map service.
We generated descriptive statistics of clinic and provider
characteristics.
RESULTS

Clinic Characteristics
We identified 235 clinics in the United States that pro-

vided care for female sexual dysfunction. Of these, 17% (95%
CI: 13.1%−22.8%) were in the academic setting. Clinics in
the nonacademic setting were significantly (a = 0.017) more
likely to offer PRP injections (47% vs 0%, P < .001), laser/
radiofrequency therapy (56% vs 14%, P < .0001), and shock-
wave therapy (14% vs 0%, P = .011). Among all clinics, 52
Table 1. Clinic characteristics

Specialized
N = 52

Cancer
N = 4

G
N

Number with academic setting
(% of clinic type in academic
setting)

23 (44%) 4 (100%) 1

Number offering PRP injections
(% of clinic type offering PRP
injections)

6 (12%) 0 (0%) 1

Number offering laser therapy (%
of clinic type offering laser)

13 (25%) 0 (0%) 2

Number offering shockwave
therapy (% of clinic type
shockwave)

4 (8%) 0 (0%) 1
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(22%) specialized in providing care for female sexual dysfunc-
tion (without a focus on cancer); 4 (2%) provide care for can-
cer patients; 69 (29%) were primary care, urology, or OB/
Gyn practices that advertised care for female sexual dysfunc-
tion; 54 (23%) were practices with a focus on aesthetics; 51
(22%) were general practices that provided aesthetics services;
and 5 (2%) were specialized practices that also offered aes-
thetics services. The proportion, by clinic type, of practices in
the academic setting and practices offering each investigational
therapy is outlined in Table 1.
Practitioner Characteristics
Overall, OB/Gyns comprise the majority of female sexual

health practitioners (Figure 1A), with 248 identified. Next most
common were nurse practitioners/nurse midwives (138), urolo-
gists (81), physician assistants (62), and family medicine/internal
medicine providers (25), and therapists (23). Additional physi-
cians identified included psychiatrists, plastic surgeons, emer-
gency medicine doctors, endocrinologists, dermatologists,
anesthesiologists, and PMR doctors. Fewer than 10 practitioners
of each of these specialties were identified. There were also 3 chi-
ropractors and 9 alternative medicine practitioners (non-accred-
ited degrees) identified. Doctors without specialty training
related to female sexual medicine (i.e. emergency medicine)
more frequently practiced in the private setting and in aesthetics-
focused practices (Figure 1B, Table 2).
Geographical Distribution
Figure 2 depicts the geographic distribution of clinics. Texas,

California, and Florida have the highest number of clinics with
23, 19, and 15, respectively. Seven states (Alaska, Hawaii, Mon-
tana, Vermont, New Hampshire, Iowa, and Delaware) all had 0
clinics; nine states only had one clinic. Twenty-six states had
zero clinics specializing in treatment of female sexual dysfunction
(Figure 3).
eneral
= 69

General & aesthetic
N = 51

Aesthetic
N = 54

Specialized &
aesthetic N = 5

3 (19%) 0 (0%) 1 (2%) 0 (0%)

0 (14%) 29 (57%) 44 (81%) 3 (60%)

4 (35%) 40 (78%) 33 (61%) 4 (80%)

(1%) 11 (22%) 9 (17%) 1 (20%)



Figure 1. Training of Female Sexual Medicine Providers (a) Number of female sexual medicine providers by provider training. (b) Number
of providers by training in academic (grey, top bar) vs. private (black, bottom bar) clinic settings. “Other” includes doctors whose training
could not be ascertained, as well as emergency medicine doctors, endocrinologists, dermatologists, anesthesiologists, physical medicine
and rehabilitation doctors, and chiropractors; fewer than 7 practitioners total were identified in these categories.
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Evaluation of Search Methodology
In Ohio, our expanded search identified 8 clinics not identi-

fied in the initial search. Of these, 6 were aesthetics-focused clin-
ics and 2 were general OB/Gyn practices.
DISCUSSION

We identified 235 practices in the United States that provide
care for patients experiencing female sexual dysfunction. The
majority of these practices (83%) are privately-owned, and a
minority (22%) focus specifically on care of patients with female
sexual dysfunction. Clinics in the private setting were more likely
Table 2. Training of female sexual medicine providers by clinic type

Num

Specialized Cancer

Obstetrics & gynecology 48 (38%) 4 (50%)
Nurse practitioner & nurse midwife 23 (18%) 1 (13%)
Urologist 23 (18%) 1 (13%)
Physician Assistant 6 (5%) 1 (13%)
Therapist 16 (13%) 1 (13%)
Family/internal medicine 3 (2%) 0 (0%)
Alternative medicine practitioner 0 (0%) 0 (0%)
Plastic surgeon 0 (0%) 0 (0%)
Psychiatrist 1 (1%) 0 (0%)
Other 5 (4%) 0 (0%)
to offer investigational therapies. Care at these clinics is
mostly provided by OB/Gyns and nurse practitioners or
nurse midwives. Twenty three percent of clinics providing
services related to female sexual function have a focus on aes-
thetics and, alarmingly the majority of such clinics offer
expensive, investigational services with unclear clinical effi-
cacy in improving sexual function (81% offered PRP injec-
tions, 61% offered laser/radiofrequency treatment, and 17%
offered shockwave therapy). Providers without training
related to female sexual health are more likely to practice in
these clinics. Further, 26 states do not have a clinic specializ-
ing in the treatment of female sexual dysfunction.
ber of providers (% of providers in setting)

Aesthetic General
General &
aesthetic

Specialized &
aesthetic

11 (11%) 123 (47%) 61 (48%) 1 (11%)
26 (26%) >45 (17%) 38 (30%) 5 (56%)
1 (1%) >46 (18%) 7 (5%) 3 (33%)

13 (13%) >29 (11%) 13 (10%) 0 (0%)
0 (0%) >6 (2%) 0 (0%) 0 (0%)
12 (12%) >5 (2%) 5 (4%) 0 (0%)
9 (9%) >0 (0%) 0 (0%) 0 (0%)
8 (8%) >0 (0%) 0 (0%) 0 (0%)
1 (1%) >5 (2%) 0 (0%) 0 (0%)

20 (20%) >1 (0%) 4 (3%) 0 (0%)

Sex Med 2022;10:100524



Figure 2. Distribution of Female Sexual Health Clinics Across the United States. The number of clinics in each state is indicated on a map
of the United States; darker colors represent more clinics. States in white with no data label had 0 clinics. MA: Massachusetts, RI: Rhodes
Island, DC: District of Columbia.
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We found that only 17% of female sexual medicine clinics
were in the academic setting, which suggests a lack of widespread
inclusion of female sexual medicine at academic institutions. In
fact, prior studies have found that sexual medicine as a whole is
insufficiently covered in physician and physician assistant
education.10,12,16 Further, although provision of specialized,
team-based care for gynecologic cancer patients received atten-
tion in recent years,8 we found that only four comprehensive
programs for cancer patients nationally. Thus, our findings
Figure 3. Distribution of Female Sexual Health Clinics Across the Uni
indicated on a map of the United States; darker colors represent more
(b) general clinics advertising care for female sexual health, (c) aesthe
services, (e) general clinics that also offer aesthetics services, and (f) sp
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further the narrative that despite increasing interest in providing
quality female sexual healthcare, program development remains
an important next step, especially in academics.

This study has several limitations. While our internet
search methodology allowed us to identify many of the practi-
ces that patients performing an online search would identify,
we likely did not capture all clinics providing care for female
sexual dysfunction. In particular, our expanded search for
Ohio indicates that we most undercounted aesthetics-focused
ted States by Clinic Category. The number of clinics in each state is
clinics. (a) clinics specializing in providing female sexual healthcare,
tics-focused clinics, (d) specialized clinics that also offer aesthetics
ecialized clinics focused on cancer patients.
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clinics and general practices. For many aesthetics, general pri-
mary care, urology, and OB/Gyn practices, the amount of
detail provided on the website determined whether we
included the clinic in our database; thus, clinics with less-
detailed websites may have been excluded despite providing
care for female sexual dysfunction. Additionally, lack of infor-
mation on clinic websites may have limited our ability to
identify all clinics that provided investigational therapies.
Additionally, in larger practices, it was not always possible to
identify whether all practitioners provided care for patients
with female sexual dysfunction, which may have led to an
overestimate in the number of providers.

We found that general practices (120) comprised the largest
number of practices offering female sexual health services, fol-
lowed by aesthetics-focused practices (54). Aesthetics-focused
clinics most frequently offered PRP injections. Further, 26 states
lack a specialized clinic. These findings suggest that inability to
identify an appropriate provider for female sexual dysfunction
may pose a barrier for patients in certain geographic locations.
Expansion of academic female sexual health programs could cre-
ate more opportunities to educate trainees about appropriate
treatment for female sexual dysfunction, enabling more providers
in general practice and specialized clinics to offer evidence-based
services to patients.
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