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Introduction
Sexual-health therapy requires a biopsychosocial, culturally responsive, and consent-centred
approach. A clinician should not assume that a change in desire has one hormonal cause, that a
sexual behavior is pathological because it conflicts with family values, or that a particular relationship
arrangement is an appropriate treatment. The two cases in this discussion involve different
developmental stages and ethical responsibilities. Veronica is a 57-year-old married lesbian woman
experiencing anxiety and reduced interest in sexual activity around menopause. Thomas is a 14-year-
old whose parents are distressed after discovering masturbation, sexually explicit material, and
participation in an online sexual chat forum. Veronica’s care should focus on her goals, physical
comfort, health history, relationship context, and informed choices. Thomas’s care should normalize
development without ignoring online safety, privacy, consent, possible exploitation, and the family’s
religious framework. Neither client should be shamed or pressured (World Health Organization, 2015).

Case One: Veronica
Veronica has been married to her wife for 25 years and reports a decline in sexual activity and
increased anxiety following menopause. Her wife does not report the same reduction in desire, and
this difference is creating tension. The first clinical task is not to prescribe a substance or recommend
a new partner. It is to understand what Veronica means by “lack of interest,” whether she
experiences distress herself, and which factors make intimacy difficult or desirable. Differences in
partners’ levels of desire are common, and a lower level of desire is not a disorder unless it causes
significant personal distress and cannot be better explained by another condition, medication,
relationship problem, or context (American College of Obstetricians and Gynecologists, n.d.; North
American Menopause Society, n.d.).

A Comprehensive Assessment
A sexual-health history should explore the timing and pattern of the change, whether desire is absent
in all situations or emerges after affectionate contact, and whether Veronica experiences pain,
dryness, irritation, bleeding, reduced arousal, difficulty with orgasm, or fear of discomfort. Menopause
can produce genitourinary symptoms because lower estrogen levels affect vaginal and vulvar tissue,
but menopausal experiences vary substantially. A clinician should also review sleep, hot flashes,
fatigue, chronic illness, pelvic-floor symptoms, medication use, alcohol or other substances,
depression, anxiety, trauma history, body image, stress, caregiving, and relationship communication
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(American College of Obstetricians and Gynecologists, 2026).

The assessment must not treat Veronica’s sexual orientation as a problem. Lesbian and bisexual
women can encounter gaps in culturally competent health care, including assumptions that sexual
activity always involves penile-vaginal intercourse or that contraception is the only reason to discuss
sexual health. The clinician should ask neutral questions about the kinds of intimacy Veronica values
and avoid presuming which practices occur. Privacy, respect, and explicit permission before sensitive
questions help create a therapeutic relationship.

Understanding Desire Without Blame
Sexual desire is not always spontaneous. For many adults, especially in long-term relationships,
interest may be responsive: it develops after emotional connection, relaxation, affectionate touch, or
pleasurable stimulation has begun. Explaining this pattern can reduce the belief that something is
wrong merely because desire does not appear before intimacy. At the same time, responsive desire
must never be used to pressure a person into unwanted activity. Veronica has the right to decline,
pause, or redefine sexual contact at any point.

The couple can explore the difference between affection, sensual contact, and explicitly sexual
activity. They may identify forms of closeness that do not carry an expectation of intercourse or
orgasm. Removing a performance demand can reduce anticipatory anxiety. A therapist may help both
partners express needs using non-accusatory language, negotiate initiation, and recognize that
compromise does not mean entitlement to another person’s body.

Medical and Nonmedical Options
If dryness or discomfort is present, initial options may include regular vaginal moisturizers and
lubricants selected for comfort and compatibility with any products used during sex. Persistent
genitourinary symptoms warrant assessment by a qualified clinician. Depending on medical history
and preferences, treatment may include low-dose local vaginal estrogen or other approved therapies.
Pelvic-floor physical therapy can be useful when muscle tension or pain contributes to avoidance. Any
unexplained bleeding, persistent pelvic pain, lesions, or other concerning symptoms should receive
medical evaluation rather than being attributed automatically to menopause (American College of
Obstetricians and Gynecologists, 2026).

Psychological and relationship interventions may include cognitive-behavioral strategies for anxiety,
mindfulness-based approaches, sensate-focus exercises adapted to the couple’s boundaries, and sex
therapy with a properly trained professional. Treatment of depression, sleep disturbance, or other
health problems may indirectly improve sexual well-being. Medication review matters because some
antidepressants and other drugs can affect desire or orgasm; changes should be made only with the
prescribing clinician.
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Testosterone and Other Substances
The original recommendation of routine testosterone treatment was too simple. Professional guidance
indicates that systemic testosterone may offer a modest benefit for some postmenopausal women
diagnosed with distressing hypoactive sexual desire disorder after a careful biopsychosocial
assessment. It is not a general solution for every menopause-related change in desire. Product
selection, dosing, monitoring, adverse effects, and uncertainty about long-term safety require
clinician supervision. Compounded or supraphysiologic products should not be presented as harmless.
Veronica should receive balanced information and participate in shared decision-making (Parish et al.,
2021).

Her wife’s suggestion to use marijuana also requires caution. Evidence on cannabis as a treatment for
low desire is insufficient for a routine recommendation, effects vary by dose and person, and
intoxication can increase anxiety, impair judgment, interact with medications, or complicate consent.
Veronica’s uncertainty should be respected. No partner should pressure another person to use a
substance to become more sexually available.

Relationship Structure Is Not a Prescription
Suggesting that Veronica change sexual partners or add a male partner is clinically unsupported and
potentially harmful. It assumes that novelty or a man’s participation would correct her desire and
ignores her orientation, marriage, values, and consent. Some adults consensually choose
nonmonogamy, but that is a relationship decision rather than a medical treatment. It should be
discussed only if both partners independently express interest, without coercion, and with attention to
emotional agreements and sexual-health protection. Therapy should help Veronica and her wife
create the relationship they choose, not impose a model upon them.

A Collaborative Care Plan for Veronica
A reasonable plan would begin by clarifying Veronica’s goals: reduced anxiety, comfortable intimacy,
better communication, increased desire, or acceptance of a changed sexual pattern. She could
receive a medical assessment for menopausal and other health factors, while the couple explores
pressure-free forms of connection. Follow-up should evaluate comfort, distress, relationship
satisfaction, and any adverse effects rather than measuring success only by frequency of intercourse.
Referral to a menopause-informed clinician, pelvic-floor therapist, or certified sex therapist may be
appropriate.
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Case Two: Thomas
Thomas is 14 and lives in a Catholic family. His parents discovered him masturbating while viewing
sexually explicit images and participating in an online sexual chat forum. They interpret these
behaviors as deviant, while Thomas has questions and feels unable to discuss them. The case
includes two issues that must be separated. Masturbation and sexual curiosity are common during
adolescence and do not by themselves indicate pathology. Online sexual content and interaction,
however, can expose a minor to exploitation, grooming, sextortion, privacy violations, distorted
expectations, and legal risks. An effective response combines developmentally accurate education
with concrete safeguarding (American Academy of Pediatrics, 2025).

Confidentiality and Safety Assessment
The therapist should explain confidentiality to Thomas and his parents, including its limits when there
is suspected abuse, exploitation, danger, or another legally reportable concern. Thomas should have
an opportunity to speak privately with the clinician. The therapist needs to determine who
participated in the chat, whether any adult contacted him, whether he shared identifying information
or images, whether anyone threatened or pressured him, and whether material involving minors was
exchanged. These questions should be asked calmly, not as an interrogation. Evidence of grooming,
coercion, trafficking, or image-based abuse requires immediate safeguarding consistent with local law
and professional duties.

The assessment should also examine whether the behavior interferes with school, sleep,
relationships, responsibilities, or emotional regulation. Frequency alone does not establish a disorder.
The clinician should ask whether Thomas feels in control, whether he uses sexual material
compulsively to manage distress, and whether he has been exposed to violence or abuse. Depression,
anxiety, isolation, bullying, and family conflict may shape online behavior and deserve attention.

Developmentally Accurate Education
Thomas should receive age-appropriate information about puberty, sexual feelings, masturbation,
consent, privacy, and healthy relationships. Masturbation should not be falsely blamed for physical
illness, developmental damage, or moral corruption. It is a private behavior, and boundaries
concerning place and privacy are appropriate. The therapist can acknowledge that religious traditions
differ in their teachings without presenting a theological judgment as a medical fact (American
Academy of Pediatrics, 2025).

Explicit media is not a reliable form of sex education. It may depict unrealistic bodies, scripted
reactions, aggression, poor communication, or behavior without visible consent and protection. The
goal should not be to shame Thomas for curiosity but to help him evaluate what he sees critically. He
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needs trustworthy sources and an adult who can answer questions about consent, respect, sexual
orientation, contraception, infection prevention, and emotional readiness when developmentally
appropriate.

Online Safety and Digital Consent
Thomas must understand that people online may misrepresent their identity and that sexual
conversations can be recorded or used for blackmail. He should not send nude or sexual images,
request such images from another minor, reveal his location or school, or move conversations to
secret channels at another person’s request. Once an image is sent, control over it can be lost. The
therapist and parents should help him block and report suspicious accounts, preserve evidence if
threats occur, strengthen account security, and seek specialized help rather than paying a
blackmailer or complying with demands.

Digital consent involves more than agreeing to talk. It requires freedom from pressure, age-
appropriate and lawful participation, respect for boundaries, and the ability to stop. A minor cannot
safely rely on an unknown person’s claim about age. These lessons are useful without assuming that
Thomas intended harm.

Working Respectfully With the Parents
The parents’ values can be acknowledged while challenging shame and panic. They may teach their
religious beliefs, but humiliation, threats, invasive surveillance, or labeling Thomas as deviant can
damage trust and make him more likely to hide risky experiences. A calmer response communicates
that he is loved, that questions are welcome, and that online safety rules exist to protect him rather
than to punish normal development.

Parents should use clear, proportionate boundaries for devices, nighttime access, privacy settings,
and contact with strangers. Rules work better when reasons are explained and when adults model
respectful technology use. Total prohibition without communication may drive behavior underground.
The therapist can help the family distinguish between moral beliefs, developmental facts, and
nonnegotiable safety concerns. A family can retain Catholic values while discussing consent, bodily
autonomy, exploitation, and respect in medically accurate terms.

A Collaborative Care Plan for Thomas
The immediate plan should assess exploitation risk, secure accounts, and provide a private clinical
conversation. Subsequent sessions can address sexual development, online media literacy, family
communication, and emotional coping. If there is no abuse or compulsive impairment, treatment
should not pathologize masturbation. If Thomas has been groomed or threatened, the priority shifts to
protection, trauma-informed support, and appropriate reporting. Progress should be measured by
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safety, knowledge, trust, emotional well-being, and responsible digital behavior rather than forced
declarations of shame or abstinence.

Ethical Principles Across Both Cases
Both cases require autonomy, informed consent, nonmaleficence, cultural humility, and accurate
information. Veronica should not be pressured by her spouse, clinician, or social expectations to
produce a particular level of desire. Thomas deserves developmentally appropriate confidentiality and
protection, while his parents retain an important role in safety and guidance. Clinicians must avoid
heterosexual assumptions, gender stereotypes, victim-blaming, and moral judgments disguised as
medical advice (World Health Organization, 2015).

Referrals should be based on competence. Sexual-health care may involve a primary-care clinician,
gynecologist, menopause specialist, mental-health professional, pelvic-floor physical therapist, or
certified sex therapist. When a minor is involved, clinicians must know local consent, confidentiality,
and mandatory-reporting rules. No online essay can substitute for individualized assessment.

Conclusion
Veronica’s concern is best addressed through a careful evaluation of menopausal symptoms, health,
anxiety, relationship dynamics, and her own goals. Evidence-based options include education,
communication, treatment of discomfort, therapy, and selected medical interventions under
supervision; changing partners is not a prescribed cure, and substance use should never be
pressured. Thomas’s masturbation should be approached as a common aspect of adolescent
development, while his online sexual chat requires serious but non-shaming attention to exploitation,
privacy, consent, and digital safety. In both cases, effective therapy replaces assumptions with
assessment and replaces shame with informed, respectful care.
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