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as a cause of sterility is now out of favour; you hardly dare do a
suspension nowadays or the registrars will pull you limb from limb.
Cervix factors, and we have already mentioned habitual abortion
due to cervical incompetence, are present, if you look for them, in
about ten per cent of cases; in Ireland endometrial tuberculosis is a
special problem in about four per cent of cases, and male factors
figure in about 20 per cent of all cases. In his work, Cross has
shown figures which correspond closely to those from other authors
and he emphasizes a fact which other authors increasingly emphasize,
namely, that marriage guidance is the most successful therapeutic
endeavour of the fertility clinics. Marriage guidance definitely gives
the best results of all, and over half of all cases seem to be cleared up
by this. Dr Marshall has already stressed the immense importance
of this factor.

FRIGIDITY

I. Rosen, M.B., B.Ch., D.P.M. (Consultant Psychiatrist, Portman Clinic,
London)

In this presentation I shall endeavour as a psychiatrist and
psycho-analyst to provide a brief survey of the salient problems the
general practitioner has to face in the individual case of frigidity.
These will be further exemplified by a detailed case study.

Definition
Frigidity may be defined as a state of inhibition of the psycho-

sexual responses which minimizes or prevents the attainment of full
orgasm in intercourse. Althouglh frigidity is usually applied to
females as a term denoting sexual inhibition, it is equally applicable
to men, except for the fact that in the male the signs of reflex spinal
activity are visibly present in the form of erection and ejaculation
and there is a convenient change of term into impotence or ejaculatio
praecox or retarda.

Classification
Frigidity must always be considered in relation to the whole of

a woman's psychosexual function, that is to say, her emotional
relationships with her sexual partner as well as her sexual and
reproductive functions. The condition is generally classified into
primary and secondary. The secondary factors are usually of lesser



significance and are due to current impediments to satisfactory
intercourse as a result of localized pathological abnormalities,
pregnancy, the post-partum period, certain factors of ageing,
debility, or generalized systemic illness. Of particular significance
here is the postpartum woman who has difficulty in commencing
sexual relations again. Her wishes for advice to prevent an im-
mediate pregnancy are often a disguise for the complaint of frigidity.
Primary frigidity is usually due to psychological inhibitions stem-
ming from distuibed early emotional relationships in the family,
or is the result of inhibitory attitudes to sex which are culturally or
educationally determined. These will be discussed in detail later.
The degree of frigidity ranges widely. At one extreme there may be
a complete lack of emotional and sexual satisfaction of any kind,
which state is often indistinguishable from conditions of serious
de-personalization. However, these are rare and the common
varieties are those due to cultural inhibitions and inexperience which
incidentally have the best prognosis. In the middle, as it were, there
are the numerous women who are able to obtain orgasm only as a
clitoral experience, and who have little or no pleasurable vaginal
sensation or awareness. The relative significance of the roles of
the clitoris and vagina as sources of sexual satisfaction will be
discussed later.

Anatomy andpsychology
It is important at the outset to examine the anatomy and neuro-

physiology of orgasm. In terms of orgastic pleasure, namely the
building up of a sexual tension and its spontaneous release and
discharge, the neural mechanisms in the male and female are
similar. Genital corpuscles in the glans penis or glans clitoris
convey sensations to a centre situated in the sacral plexus. With
high levels of psycho-physical arousal, a more generalized orgastic
discharge can take place as a result of an accompanying central
cortical stimulation, arising mainly from the psychological factors.
But it may well be asked, what is the sexual role of the vagina in the
pattern of sexual responsiveness? It is this organ which truly
distinguishes the male from the female response because its primary
function is that of receptivity for reproduction. Nature seems to
have added the additional function of sexual pleasure to the vagina
in a more complicated and less efficient way than it has dealt with
the phallic organ. The sensory receptors or genital corpuscles
exist in the vagina only in the lower half and the labia. This
anatomical fact is important when one considers the need for deep
penetration some women have in order to attain satisfaction. Apart
from the stimulation thus afforded to certain stretch receptors, the
results of such deep penetration could seem to be a more satisfying
stimulation of the clitoris and entrance tissues, together with the
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psychological satisfaction that, reciprocally, the male is more likely
to be stirred by such deep penetration.
We must now consider two psychological problems in develop-

ment which were high-lighted through psycho-analytical investiga-
tions into female sexuality. These are important, as theoretical
considerations nowadays pass rapidly into cultural acceptance and
determine standards of ideal sexual attainment women strive for.
The first, which was postulated by Freud, is that the girl undergoes

a phase of phallic eroticism similar to that in the boy and this is
centred on the clitoris. In her later development, in order to
achieve psychosexual maturity or true feminity, the girl at puberty
is expected to give up the primacy of the clitoris in favour of the
primacy of the genital organ itself, namely the vagina, and to derive
her maximum sexual pleasure through vaginal orgasm with a
heterosexual partner. Modern writers such as Helena Deutsch
(1947) and Marmor (1954) have questioned the degree to which
clitoral stimulation and satisfaction is ever fully given up in favour
of purely vaginal sources of pleasure. It is most reasonable in view
of the evidence presented to accept that in the woman's sexual
orchestra the clitoris retains an important place as part of an
orgastic concerto in which the vagina plays the leading role. The
second problem raised in this connection is that of the age at which
an awareness of vaginal sensations is perceived. Sandor Lorand
(1939) challenges the theory that the presence of vaginal sensations
before the age of puberty may be due only to vaginal play and states
that " even without a definite memory of vaginal masturbation the
presence of such sensations in early years can be substantiated from
the age of three upwards ". The significance of this early awareness
or otherwise is vital for an understanding of the vaginal anaesthesia
which is complained of by a high proportion of women with partial
frigidity. According to Greenacre (1950), early vaginal awareness
may result from emotional stress which is non-sexual in origin.
This is in keeping with her earlier views on the use of bodily sexual
and masturbatory functions as a means ofdischarging tensions arising
from emotional deprivation or over-stimulation. Khan (1964) has
the impression clinically that where there has been a precocious
awareness of vaginal sensations this may lead to a pathological
denial of the existence of the vagina which may persist into adult
life. But whether the normal phase of vaginal sensations in infantile
life is established or not, it still seems to be relevant, as stated by
Freud in his Three essays on sexuality, that sexual frigidity or
anaesthesia of the vagina inherent in the failure to transfer the
leading orgastic role from the clitoris to the vagina is due to a
hyperabundance of sexual activities in infantile life. The subsequent
repression of these experiences and the need to keep them out of
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awareness lead to the lack of later sexual responsiveness. For this
reason, the pursuit of elaborate sexual techniques often fails to
produce a required result. As Mann has pointed out in an excellent
review of the subject, feminine sexual responsiveness " is activated
by an anticipatory sexual excitation . . . Indeed in the absence of
some degree of anticipatory excitation, some aesthetic genital
stimuli arising out of sexual foreplay or of sexual intercourse are
virtually without erotic stimulus value. It is only after a certain
threshold level of anticipatory excitement has been reached that
genital stimuli become erotically invested. Once this threshold is
reached participatory excitement leading to orgasm becomes
possible." This factor of anticipatory sexual excitation or arousal
is very important for those selective types of frigidity where a woman
may be frigid with one partner though not with another due to the
varying potency effect the male partner may have upon her. In
this sense potency in the male means not only the ability to perform
the sexual act, but also the ability to potentiate adequate responsive-
ness in the female.

Clinical
The problem of classification of frigidity together with that of its

recognition by the phsyician is dependent upon the degree of
inhibition present and the various ego defence mechanisms utilized
by the individual to maintain a homoeostatic emotional equilibrium
in the face of internal difficulties in the economy of the libido.
While all gradations exist between the main types of frigidity which
I will now outline, the task of the general physician is to try to
separate them into two main classes. First, there are those whose
inhibitions are of a more superficial nature and who can be helped
by a process of education as to the correct facts of sex, and whose
fear, shame and guilt are not so deep-seated that they cannot be
alleviated by the simple psychotherapeutic procedures of sympathetic
listening together with a clarification of the problems involved. In
these cases the physician takes the role of a tolerant representative
of society giving permission for sexual life and pleasure, where
formerly this was forbidden. The second type is where the inhibi-
tions are widespread, the personality being involved to a large
degree in rigid or neurotic or hysterical conversion symptoms.
These are the patients who require to be referred to the psychiatrist
or psycho-analyst for further help. The capacity of the female to
dissimulate in sexual behaviour, together with the natural reticence
about such matters, makes the primary complaint of frigidity to
the physician an uncommon one. Where such a complaint is made
in the absence of numerous other fears or neurotic complaints, the
subject is usually a person of some sophistication and distinguished
often by an apparent high degree of awareness in aesthetic matters.



This is usually the ' fire and ice ' type of individual who dresses in a
highly erotic way, so that the physician may be surprised to find that
there is actually very little or no satisfaction in her sexual life or
otherwise a frantic series of promiscuous encounters amounting to
nymphomania in an attempt to find eventual satisfaction. These
women are usually of an hysterical type of personality and they
may complain of an inability to gain a sense of emotional satisfac-
tion in their relationships as well. These are the women whose
feminity has not been fully established, who have a high degree of
envy and resentment against masculinity and the penis. In many
of them their frigidity is of a malicious kind. In these women too
there has been a withdrawal of the physical awareness of the
sensations coming from their bodies in the act of participating in
sex. The mental energy or libido which is the vehicle of this aware-
ness is then displaced into a physical awareness of the self. This is
experienced paradoxically by the woman as a heightened awareness
that she is not having any bodily sensations. By this means she can
also actively block the possible awareness of any further bodily
sensations reaching consciousness. This type, particularly if the
inhibitions involve large areas of the personality in addition, offers
the most difficult challenge in treatment and is best dealt with by
psycho-analytical treatment. In my experience it is possible to treat
such cases-even those with serious depersonalization-successfully,
but they demand great patience and an enormous length of time.

The case most favourable for treatment by the general practitioner
is the young woman who comes for premarital advice or who has
recently got married and asks for help because of her feelings of
inadequacy and fears of sex which are mainly due to her ignorance
of the facts of life. Guilt is often present about previous masturba-
tion, conflicts about love and hate for father or mother, and rivalry
with siblings.

In reviewing the literature on this subject one is struck by the
numerous American publications written for and by gynaecologists
and obstetricians because of the role they have assigned to them-
selves as premarital counsellors. This development in America
seems to be the result of two factors: firstly, the cultural concept that
the woman has a right equal to the man for a high level of psycho-
sexual satisfaction, and secondly, the idea that the physician under-
taking the care of reproductive functions includes those of the
sexual functions as his responsibility instead of separating them off.
In Britain this lot falls naturally to the family doctor, although with
his busy surgery premarital advice is more and more being left in
the hands of the marriage guidance council or, in England, the
family planning associations. In both these cases an unnatural



35

division of function takes place.
It is the attitude of the physician towards the woman's sexual

functions that often determines the whole of her future happiness,
as exemplified by the next group of patients. In these women the
effects which are blocked as a result of the frigidity still exist in an
active state in the unconscious and as Fenichel pointed out " give
rise to states of tensions which may reveal themselves through
derivatives either as affective equivalents, states of tensions or of
tiredness which are resulting from a consumption of energy required
to keep the underlying affects in check ". These patients therefore
present as emotionally unstable and complaining either of tiredness,
depression, anxiety or a host of minor unstable psychosomatic
symptoms. This group can also be helped by the physician. It is
up to the physician to enquire into the sexual life of these patients
to determine its relationship to the presenting symptoms. In the
majority of cases once the confidence of the patient has been gained
through the display of sympathetic understanding by the physician,
often after several interviews, the causal link between the disordered
sexual life and the symptom derivatives may be made. Theie are a
number of women in this group who also use denial as one of their
major defences. They are those who reply to a question as to the
satisfaction of their sexual life with the classical phrase " It does
not bother me ". Here lies the major pitfall for the physician who
can then return to the safe ground of organic symptomatology,
happily saying to himself: " If it does not bother her I am not going
to let it bother me either ", and entering into the denial of his
patient by collusion. The wisest attitude under these circumstances
would rather be to note this as an indication for further investigation
by returning to the topic later on in the interview and enquiring
in a more detailed fashion as to the frequency of coitus and -the
quality and presence of orgasm. As with other aspects of medicine
the finding of disturbed or pathological functions carries with it the
responsibility of restoring them to normal functioning, and many
physicians feel ill equipped to deal with the therapeutic side of these
problems. Indeed where this is so and recourse to more skilled
help is not available it may be better to leave well alone and not
arouse further anxiety and expectations in the patient by elucidating
the condition. The denial is in itselfan attempt to ward off a noxious
focus which in the older woman may be due to reality factors such
as the incapacity of her male partner or a rigidity in herself, all of
which may be beyond the efforts of the physicians and herself to
remedy.

In these cases of functional frigidity the role of hormone therapy
also requires to be discussed. In my opinion it is very rarely neces-
sary to resort to any hormone preparations. The only one which is
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of benefit is testosterone or a derivative, which exerts a stimulating
effect upon the libido by sensitizing the appropriate organ, i.e. the
clitoris. This may result in the raising of the level of clitoral re-
sponsiveness and in this way promote orgasm, though it is unlikely
to have any effect on the central inhibitory factors which are due to
psychological causes.
Case study

I would like to exemplify many of the features described above
by the following case study. This patient, aged 21 years, was first
referred in 1959 complaining of depression and anxiety of six months'
duration. In her history she revealed that she had been married for
a year and was happy with her husband but they had not yet
consummated their marriage. The vaginismus was due to her fear
of damaging the penis, and guilt that in having sexual pleasure she
would reveal her previous enjoyment of masturbation. Although
partial penetration took place she was also unable to conceive as
part of a psychogenic infertility. Further investigation into her
childhood sexual activities and attitudes was most rewarding. Her
fears of sex linked directly with her fears of harming herself as a
result of masturbation in her childhood. She also felt guilty about
the possibility of having harmed a baby whose penis she had played
with surreptitiously as a child. In her family history her parents
were always bickering and it was common knowledge in the family
that her parents' marriage had been forced through pregnancy.
She was also afraid of having sexual pleasure in marriage where her
parents always appeared to be suffering. Mother was subjected to
beatings and allegations of infidelity by father, the latter being
actively denied by mother. In this atmosphere of prevailing tensions
and unrest the patient sought solace in masturbation which only
increased her burden of fear and guilt. As a result of psychotherapy
the patient's fear and guilt together with her presenting symptoms
diminished considerably. Three months later she reported herself
to be pregnant and was gratified by this. She also reported greater
pleasure in intercourse with her husband. Soon after this she had a
nightmare in which she had been delivered of her baby. They
would not tell her the sex, then they brought a baby to her with a
horrible large nose. She asked for another baby and they said this
was the boy she wanted. She said shewould rather have the other one,
a little girl, who was pretty. At about the same time she dreamed
that her husband had no arms or legs. The analysis of these dreams
concerned her very strong penis envy, her old guilt of damaging the
little boy's penis as well as her strong underlying aggression towards
males and the penis in particular. Psychotherapy was continued
throughout her pregnancy and into the puerperium. The latter was
characterized by an initial resentment at the lack of personal
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attention from the nurses, feeding difficulties leading to a cracked
nipple, and her having to be placed on oestrogens to suppress her
milk supply. She was afraid the baby would not have the correct
handling if it was not breast fed. She had fears of damaging the
baby which were rapidly diminished in psychotherapy. Her failure
to establish breast feeding made her anxious (breast and penis) but
she felt quite well and as the baby was fine, she soon indicated no
further wish to attend. She was seen as an emergency earlier in
1964 complaining of fears of going insane and was tearful and
depressed. The apparent reason for this state was a turning of her
aggression against herself instead of towards her husband who had
refused to consider their having another baby, which she wanted
badly. She felt she could not talk easily to him about these things
and there was very little pleasure in or frequency of intercourse. In
addition she felt depressed at having to come to a psychiatrist for
treatment. In the very next session she revealed that there were still
significant sexual experiences from her childhood which she had
previously never divulged. She had been seduced into clitoral
masturbation by her elder sister and had repeated this actively with
her younger sister as well. There was further mutual masturbation
with a girl of her own age from the age of seven to ten but there had
never been any further sexual activity with a partner of the same sex
since that age. Her clitoris had retained its childhood primacy and
she had no vaginal sensibilities and claimed to be unaware of its
presence until just prior to her marriage. Her fear of insanity was
shown to be an expression of her fear of losing control over her feel-
ings and bodily sensations.

I shall end with a simple formula for successful intercourse. In
the woman there is high arousal by actual physical stimulation,
leading to orgasm through a psychological release. Foreplay, in
which stimulation which is adequate for the clitoris plays an
important role, is crucial, and many men are not aware of the fact.
The man's arousal is basically psychological and his orgasm or
release is due to physical stimulation. In this sense, it is incredible
how much the educators who are supposed to educate the public in
sexual matters need educating, and my final remark is that the best
treatment for a frigid woman is a tolerant potent man.


