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ASK DR GUY...
Have a question or topic you would  like to 

see discussed in the newsletter? Don’t be 
shy...email Dr. Guy guy@drguy.ca 

Sexual Desire Series
Like almost every other quality we humans have, our desire for sex also 
falls on a continuum. In the same way there are tall people and short 
people, brilliant people and not so brilliant people, musical geniuses and 
those who couldn’t carry a tune if they had to, so too is there a range in 
how often we feel sexual, how intensely we feel sexual and the kind of 
sexual experiences we find pleasurable.  As another comparison, even 
though we will all agree that everyone must eat, we would never presume 
that everyone must eat and enjoy the same thing!

Lets look at how differences in sexual desire, different 
levels of libido if you will, can manifest themselves 
and how this variability ought to be appreciated and 
understood. And, to begin, lets be clear that there is 
no “correct” level of sexual desire: while there can be 
mathematical averages and commonalities, just like 
there will of necessity be an average height or a most 
commonly preferred food, there is no “correct” height 
to be, or a “correct” food to eat. Similarly, there is no 
correct amount of sexual desire, nor is there a correct 
type of sexual behaviour. As we examine this topic 
over the next few weeks, it will be important to un-
derstand that concepts like “correct”, “average” and 
most importantly, “normal” are not the same thing, 
nor should they be seen as demands for change. 

Asexuality In an examination of the of the sexual desire spectrum, at 
one end of the continuum we will find those who have little and no sexual 
desire whatsoever. This is the “asexual” end of the desire continuum. That 
asexuality (that is, some one who feels no sexual interest or arousal) exists 
comes as a surprise to some. However, when it is recognized that sexual 
interest has the same variability as any other human trait, such as physical 
size or musical ability, is should not be surprising to learn that there are 
those who have no interest in sex and frankly have a hard time understand 
what all the fuss is about. 

Having little or no sexual desire should not defacto be considered a sexual 
problem or dysfunction. While it is true that sexual interest, appreciation, 
and expression are important aspects of human experience, their absence 
by no means a hobbled life. Rather, asexuality becomes problematic, and 
even toxic, when it goes unrecognized and unaccepted. Feeling guilty that 
one doesn’t have any sexual feelings or interests is of course a waste of 
time and would be akin to feeling guilty about not having enough talent to 
play hockey or even to enter the NHL. However, the asexual individual and 
potentially their non-asexual partner do face substantial challenges when, 
in the process of coupling and building a life together this relatively rare yet 
very real absence is discounted, denied, hidden, or ignored.  Thus, from 
a clinical perspective, asexuality far more often becomes a problem for a 
relationship rather than for an individual. 

Sexual aversion is another issue which needs to be discussed when 
we are talking about dimensions of sexual desire. Unlike a sex drive that is 
low or even non-existent (technically hypoactive sexual desire and asexu-
ality respectively), those who experience sexual aversion have powerful, 

negative reactions to sex or even the possibility of sex with another person. 
The asexual person and the one with a low need for sex can typically take or 
leave sexual interactions, but the person with sexual aversion will experience 
heightened levels of anxiety, even to the point of panic, if the possibility of a 
sexual interaction exists. 

Technically sexual aversion is supposed to apply to situations that involve an-
other person. That is, the fear and disgust they feel typically 
only exists when presented with the possibility of interacting 
with another person. However, there is a subset of those with 
sexual aversion that not only feel panic at the thought of hav-
ing intimate or sexual contact with another person, but also 
with the idea of engaging in autoerotic sexual behaviour like 
sexual fantasy or masturbation. 

Sexual aversion typically, though not always, results from 
sexual trauma like sexual assault. However, it can also be-
come manifest as a function of early and profoundly negative 
messages received as a child that sex should be viewed as a 
dirty or disgusting actively that should be avoided at all costs. 
Those experiencing sexual aversion seldom seek therapy on 
their own and typically only come to therapy when an impor-
tant relationship is threatened. Even then, the work is long 

and difficult and must be conducted with extreme sensitively and patience on 
the part of all parties involved.      

Hypoactive sexual desire disorder, (HSD) or what might more com-
monly be called low sexual desire or low libido. HSD is more common than 
some might realize and is positively correlated with age. That is, as both men 
and women grow older, they are more likely to experience HSD. As always there 
is variability across surveys as to how common any sexual dysfunction is, but 
looking at some of the largest and best done surveys indicates that between 
30% to 40% of women will experience HSD at some time in their lives, while for 
men rate varies between 15% and 20% over their lives. 

HSD arises for a large number of factors. Some sex therapists contend that 
among the sexual dysfunctions, HSD is the most difficult to correctly diagnose 
and treat. Why would this be the case? Well, as I am found of telling my stu-
dents, we need to understand that sex is a sensory-motor-neuro-hormonal-
vascular-psycho-socio-biomechanical-cultural event. To the extend that any 
one of these systems is not functioning well or is in disarray we will find at 
least a contributing if not a causal factor for someone finding it difficult to feel 
sexual. However, let me also be clear that while HSD is a clinical challenge, it is 
by no means an impossibility. While “quick-fixes” for low desire are few and far 
between, with time and effort plenty of “fixes” can be found that substantially 
improve one’s desire to be sexual. Treating low sexual desire is a challenge in 
sex therapy. When someone has “lost” or “dismissed” their libido, the search 
to retrieve it can be a journey.

From a therapy point of view, once medical explanations have been eliminated 
(such as vascular problems, serious illnesses, low levels of testosterone, nerve 
damage, medication interference, substance abuse, etc. etc. etc.), we start 
looking at “thinking and feeling factors,” the stock and trade of psychology. 
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What negative thoughts might a person have about sex? Do they think 
it’s dirty, immoral, only for “bad” people, only for young people, or only 
for reproduction? Are they being distracted from enjoying sexual thoughts 
and fantasies by worries or concerns about issues completely unrelated to 
sex? For example are they worried about money, their kids, their health, 
their job, the neighbors, Steven Harper, the Middle East, or anything that 
preoccupies their mind?

Of course we also look at relationship problems. Have things become sex-
ually boring, routine, or an obligation, is someone still sexually attracted 
to their partner, how much hostility, inequity, or disrespect is there in the 
sexual relationship, etc. Are the partner’s spending enough time with each 
other outside the bedroom for both to feel connected, understood, and 
safe with each other?

As broad as the above areas are, we still aren’t done. Do we need to look 
at issues of sexual attraction to others, sexual orientation issues, infidelity, 
or other kinds of psychological problems like mood or thought disorders? 

While the list of issues above is long (and incomplete) no particular item 
is intractable. However, the motivation to journey through the varied and 
complicated possibilities can too be a desire that is hard to summon. 
When looking at problems of sexual desire, an important point to make 
is that there is seldom a “correct” amount of sexual desire to have. Thus, 
some like to have sex often, while others are quite happy with only the oc-
casional sexual experience. With this understanding, it is clear that neither 
the couple who are satisfied having sex twice a day, nor the couple who 
are content having sex twice a year could be considered dysfunctional. 
However, mixing members of these two couples together so that a person 
who wants to have sex frequently is coupled with someone who has little 
interest in sex would result in a type of sexual desire problem called a 
“desire discrepancy.”

Desire discrepancies are sexual problems that exist only within a 
couple context. However, desire discrepancies may or may not be about 
sex. When one member of a couple is not feeling sexual because, within 
the relationship, they feel ignored, undervalued, cheated on, disrespect-
ed, misunderstood, taken for granted, etc., focusing on the sexual issues 
would be to miss the point. In circumstances like these, the desire dis-
crepancy is actually a sexual symptom of relationship discord, and, as is 
so often the case, solving the sexual problem will be something that takes 
place outside the bedroom, rather than between the sheets.

When desire discrepancies are more about absolute levels of sexual 
desire, negotiation, compromise, and communication training is often 
called for. Investigating alternative ways to have sexual needs met and ex-
pressed for the higher interest partner while concurrently looking of ways 
of enhancing and expanding the situations within which the lower interest 
partner can feel sexual becomes the course of therapy.
There are lots of ways to deal with stress. In general, we call stress-re-
ductions strategies “coping mechanisms.” The more coping mechanisms 
a person has, the more options they have to deal with the wide variety of 
challenges we deal with in daily life. However, the old saw of “all things in 
moderation” applies to how we attempt to cope.

The contention if often made that compulsive sexual behaviour, or what is 
commonly referred to as sexual addiction, represents the farthest end of 
the sexual desire continuum. Although intuitive, this mistaken conclusion 
is akin to believing that only the profoundly thirsty succumb to alcohol 
addiction. 

Compulsive sexual behaviour is less about sexual desire than it is about stress 
and self-esteem. Those who engage in sexual behaviour in compulsive ways are 
desperately seeking ways to relieve themselves of the profound anxieties they 
feel, while concurrently deluding themselves that the answer to this anxiety and 
their ever-eroding sense of self-worth lies in yet another sexual encounter. In es-
sence, what we have is the over use of a perfectly legitimate coping mechanism. 
As little toxic results from a drink or two after work to help wined down after a 
hard day, there is nothing wrong with using the recreation and closeness of a 
sexual encounter to help reduce stress and promote intimacy. However, when 
the choice increasingly becomes to use alcohol to deal with all stresses and to 
the exclusion of other coping mechanisms, so too can the choice to use sexual 
behaviour move from appropriate tool of coping to compulsive and pathological 
pastime. 

Sexual addiction or what more appropriately ought to be called compulsive 
sexual behaviour results when sex becomes the primary and sometimes only 
coping mechanism a person has to relieve their negative feelings and worries. 
When understood from this perspective, interventions become almost self-evi-
dent. 

Addiction nomenclature introduces us to the concept of HALT, which stands for 
“hungry, angry, lonely, tired.” Hungry, angry, lonely and tired are all common 
situations that make us feel stressed. When we feel stressed we are likely to use 
past patterns of behaviour, however dysfunctional, which previously have proven 
successful in alleviating our distress.  The value of HALT is that it directs our at-
tention to these common circumstances and recommends that we avoid them 
or take steps to reduce their occurrence. The person with compulsive sexual 
behaviour does well to both attend to this simple acronym, but also to learn the 
more general HALT message, which is to start identifying ALL circumstances 
which create stress and recognize that each has the potential to start the cycle of 
“preoccupation” and “planning” that proceeds compulsive sexual acts. 

The key, as with most compulsive behaviours, is to intervene as early as possible 
in the stress/stress-reduction system. The sooner one comes to understand how 
intimately stress and compulsive sexual behaviour are linked, the sooner they 
can start to establish a more enduring and successful form of intimacy. n

Getting married or know 
someone who is? 

From sexual compatibility to personal ambition, 
from chores to church, from fighting about the 
fight to pet politics, The 10 Conversations equips 
partners, old and new, with the necessary tools 
required to create a laughing, lasting, and loving 
relationship. The must-have book for all couples 
who are thinking of tying the knot!
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