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Abstract
Individual psychological factors such as early maladaptive schemas, sexual self-esteem and anxiety can cause the occurrence of psychological disorders. However, the impact of these factors on female orgasmic disorder (FOD) have not been well examined. The aim of this study was to compare early maladaptive schemas, sexual self-esteem and anxiety among women with orgasmic disorder and normal women. This was a descriptive study of the causal-comparative type. For this purpose, 152 women participated in the research, of which 66 women with orgasmic disorder and 86 normal women were, respectively. Young Early Maladaptive Schema Questionnaire (YEMSQ) (1995), Zeanah and Schwarz Sexual Self-Esteem Inventory for Women (SSEI-W) (1996) and Beck Anxiety Inventory (BAI) (1988) were completed by the participants in both groups. To analyze the data obtained, independent t-test with significance level of (p <0.05) was used. The results indicated that the mean scores of women with orgasmic disorder were significantly higher in schemas and all its areas than the mean scores of normal women (p <0.001). On the other hand, the mean scores of normal women were significantly higher in the scale of sexual self-esteem and all its sub-scales than in women with orgasmic disorder (p <0.001). As well as, the mean scores of anxiety were significantly higher in women with orgasmic disorder than the mean scores of normal women (p <0.001). The obtained results support the differences in individual psychological factors among women with orgasmic disorder and normal women that the results can be used for education, prevention, evaluation and treatment of orgasmic disorders.
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Introduction
Sexual desires have always been a favorite subject of research for humans. Like any other human behavior and desire, a set of biological, psychological, cultural, interpersonal factors and personal growth experiences contribute to the determination of sexual behaviors and desires. Normal sexual behavior is a behavior that a person and her partner engage in sexual arousal and intercourse voluntarily and then they feel pleasure of sex. In addition, this process should be devoid of negative emotions such as guilt, fear and anxiety. In general, the sexual response cycle in humans has four phases: desire, excitement, orgasm, resolution (Sadock et al. 2015). Orgasm is usually defined as a combination of subjective experience and physiological changes occurring in the pelvic region and vagina (Jannini et al. 2012). Sexual disorder (dysfunction) means that a person has a dysfunction in one or more stages of the four phases mentioned or experiences sexual pains during sexual intercourse. According to the Diagnostic and Statistical. Manual of Mental Disorders, Fifth Edition (DSM-5), there are three types of sexual dysfunction for women: Female Orgasmic Disorder (FOD), Female Sexual Interest/Arousal Disorder (FSIAD) and Genito-Pelvic Pain/Penetration Disorder (GPPPD). Of these, female orgasmic disorder is referred to as other names such as anorgasmia or inhibited female orgasm, which includes problem in experiencing orgasm, or a significant reduction in the intensity of orgasmic emotions (American Psychiatric Association 2013). According to the results of a study, the prevalence of sexual dysfunction among women in Tehran is 31%, of which the sexual dysfunction (lack of sexual desire) in 33%, the prevalence of orgasm disorders in 25%, and the prevalence of painful intercourse in 45.5% of cases were observed (Mazinani et al. 2012).
The structure of sexual desire involves both psychological excitement and biological drive, and shows an interpersonal and intrapersonal variable that regulates the threshold for sexual arousal in the direction of excitement and orgasm (Nappi and Cucinella 2015). Over the past few years, clinicians and researchers have been interested in the role of cognitive and emotional variables on sexual function (Nobre and Pinto-Gouveia 2008). It is assumed that these cognitive structures have an essential role in determining sexual behavior and how one interprets the sexual fields and how she can respond to them (Goldey and Van Anders 2011). As mentioned earlier, interpersonal factors and growth experiences affect the individuals' sexual behaviors. The first interpersonal and developmental experiences of the child are shaped in the family and thus the family can be considered as one of the factors affecting the person's sexual desires and sexual behaviors. One of the things that has caused the family to be considered as the first community in which the child enters is the issue of Early Dysfunction Schemas (Rellini Meston 2011). Young considers the schemas to be the deepest cognitive structures, and considers the factors of their formation and continuity in these three situations: fundamental emotional needs, early childhood experiences and emotional mood. Young et al. have identified 18 different EMSs to date, each with its own proposed origin and long-term impact. The 18 EMSs are grouped into five umbrella categories known as schema domains, bringing together the EMSs that tend to develop together. These domains consist of 1- Disconnection and Rejection including Abandonment (The belief that significant others will leave), Mistrust/Abuse (The belief that others will lie or take advantage), Emotional Deprivation (The feeling that adequate emotional support is not available), Defectiveness/Shame (The belief that one is flawed or worthless), Social Isolation/Alienation (The feeling of separation from others); 2- Impaired Autonomy and Performance including Dependence/Incompetence (The feeling that one is unable to take care of oneself), Vulnerability to Harm or Illness (The belief that catastrophe is impending), Enmeshment/Undeveloped Self (The fusion of identity with a significant other), Failure (The belief that one is inadequate compared with others); 3- Impaired Limits including Entitlement/Grandiosity (The belief that one is superior to and more deserving than others), Insufficient Self-Control/ Self-Discipline (The belief that one cannot restrain emotions or impulses); 4- Other-Directedness including Subjugation (The feeling that one’s own needs are less important than those of others), Self-Sacrifice (The focus on meeting the needs of others at the expense of one’s own), Approval-Seeking/Recognition-Seeking (The heightened need for approval/recognition from others); 5- Overvigilance and Inhibition including Negativity/Pessimism (The pervasive focus on negative aspects of life), Emotional Inhibition (The constriction of emotional expression), Unrelenting Standards/Hypercriticalness (The perfectionist drive to achieve), and finally Punitiveness (The belief that mistakes warrant punishment) (Hawke 2011). The results of Oliveira and Nobre's (2013) research indicate that women with sexual problems have inflexible and unrealistic schemas that may be rooted in their early maladaptive experiences. These structures may be aggravated by negative sexual events and lead to the growth of negative views to oneself. In support of the impact of schemas on sexual function, Swirtzer (2006) noted that early maladaptive schemas can affect an individual's perceptions of a variety of situations, including sexual situations. And women with sexual dysfunction have more maladaptive schemas than normal women (Abolghasemi and Kiamarsia 2012). In another study, the scores of women with vaginismus were higher in all early maladaptive schemas than normal women (Hamidi et al. 2015).
Sexual self-esteem is the emotional responses of an individual to her thoughts, feelings and sexual behaviors, and reflects the features that facilitate sexual interactions during sexual intercourse (Sexual self-esteem means individual's pleasant or unpleasant feeling to opposite gender, which includes the emotional response to the evaluation of thoughts, emotions and sexual behavior) (Visser et al. 2010). Sexual self-esteem is a key aspect of women's sexual life, and is not limited to her perception of her ability to attract a partner, but rather general feelings about the sexual self-independent of actual interpersonal sexual experiences or sexual performance (Calogero et al. 2009). The results of the study indicated that there was a positive and significant relationship between sexual self-esteem, sexual satisfaction and sexual dysfunction (Ramezani et al. 2011). The results obtained from evaluation on a university sample also revealed that there is a relationship between low sexual self-esteem, dysfunctional sexual behavior, and sexual abuse and sexual revictimization (Shareh 2016). As well as, low sexual self-esteem is correlated with self-destructive behaviors and the disability to establish and maintain effective relationships (Mayers et al. 2003).
Sexual disorders and anxieties can arise due to mood and anxiety disorders or can be a cause in aggravating these disorders (Hawke 2011). Hence, the role of anxiety and other excitements in the development of sexual functional disorders in some researches has been examined. A comparable British study (N = 1498) reported that high levels of public anxiety are associated with the lifelong mental health problems and poor orgasmic experiences (Burri and Spector 2011). Furthermore, a study carried out by Bradford and Meston (2006) demonstrated that the anxiety sensitivity and trait anxiety are correlated with the amount of sexual arousal reported by a person outside the laboratory environment.
Satisfaction with sexual intercourse is one of the factors influencing the satisfaction of marital life and the amount of individual happiness. And because sexual problems today have a relatively high prevalence, they can directly or indirectly affect many aspects of couples’ life (Karimi 2012). A study, in Iran, conducted on those referred to Judicial Complexes of Tehran due to divorce request has demonstrated that 66.7% of men and 68.4% of women are not satisfied of sexual life with their spouses (Foroutan 2008). Due to the remarkable increase of people with sexual dysfunction in the country, the epidemiology, etiology and treatment of sexual dysfunction should be taken into account. Since culture has a significant impact on sexual behaviors, therapists need to discover their own stereotypes, assumptions, and cultural beliefs for greater effectiveness (Garcia et al. 2012). Despite the investigations done, sufficient research on early maladaptive schemas, sexual self-esteem and anxiety levels in women with orgasmic disorder has not been carried out. The present study was conducted with the aim to compare the early maladaptive schemas, sexual self-esteem and anxiety among women with orgasmic disorders and normal women in order to clarify whether there is any difference between the two groups in the listed components or not?
Research Method
This was a descriptive study of the causal-comparative or ex post facto type. The statistical population of this study included all married women aged 18 to 40 years old. The purposive sampling method was used for the group with disorder. This group consisted of married women referring to psychosexual clinics of Roozbeh Hospital and Mostafa Khomeini Hospital, psychosomatic clinic of Imam Khomeini Hospital, and several other sexual psychiatric clinics in Tehran in 2017, where at least 6 months had passed since their marriage, and they were diagnosed with anorgasmia disorder in these health centers by sex therapist based on DSM5. The women were again interviewed by the researcher for orgasmic disorder according to the DSM5 criteria. This sampling was conducted from the beginning of March to the end of July of the year 2017, and 66 of these women who had sufficient desire and motivation and condition to participate in the study were selected as samples for group with orgasmic disorder. Informed consent was obtained from all the individual participants included in the study The questionnaires were then provided to them, responded to questions in a private space, and returned them manually to the researcher. 86 women of normal group were selected by convenience sampling method in the same period from married women who wish to participate in the study. The women were also directly linked with the researcher, and the questionnaires were provided exclusively to them, and then returned to the researcher after responding them via email or manually. None of the participants, to participate in the study, was not paid.
Measurement Tools
Researcher-made demographic questionnaire: Based on the researcher-made questionnaire, the required demographic information such as age of the woman, duration of marriage, type of marriage (traditional and non-traditional), level of education and employment status (full-time, part-time-housekeeper-others) were examined.
Female Sexual Function Index (DSFI) Questionnaire: The female sexual function index questionnaire is a scale to measure the women's sexual function. This scale was developed by Rosen et al. (2000) and validated in a group of women with sexual arousal disorder. The questionnaire was employed in numerous studies abroad and demonstrated a high degree of internal consistency and reliability. As well as studies indicated a significant difference between the scores of the patient’s group and the control group in each of the 6 domains. Given the high scores and the shortness of the questionnaire, it seems that the Female Sexual Function Index is a proper tool to assess sexual function. The Female Sexual Function Index in Iran has been validated by Mohammadi Khadijeh et al. (2008). According to the study of Mohammadi et al. (2008), reliability of index for each of the 6 domains and the total scale for case group, control group and whole people was calculated using Cronbach's alpha coefficient (r = 0.85). Moreover, according to the results obtained in the research conducted by Mohammadi et al. (2008), the cut-off score is achieved for the total scale and sub-scales. The cut-off scores for the total scale and sub-scales are, respectively, as follows: total scale 28, sexual desire 3.3, mental stimulation 3.4, moist 3.4, orgasm 3.4, satisfaction 3.8, and sexual pain 3.8. In other words, scores higher than the cut-off score represent good performance. In this study, Cronbach's alpha for the Female Sexual Function Index was 0.94.
Young Early Maladaptive Schema Questionnaire (YEMSQ). Young Schema Questionnaire (Young and Brown 1990-2001) is a self-report instrument to assess the schemas. Yang et al. (1991) initially developed the Young Schema Questionnaire Long Form with 205 items to measure 16 schemas. Then, the Young Schema Questionnaire (Second Edition Short Form) (1995), which had 75 items to measure 15 schemas was extracted that it was used in this study. In this questionnaire, based on the description, the patient measures each sentence on a six-point Likert scale. Each item is scored with a 6-point scale: totally disagree (score 1) and totally agree (score 6). If a patient has three or four high scores (5 or 6) in a schema, it means that this schema exists in the mind of the patient. Reliability and validity of the instruments have been demonstrated in numerous studies. Sadoughi et al. (2008) examined the factor structure of this questionnaire on 370 male students of Shahid Beheshti University and Shahed University in Tehran. The results of their study revealed that there are 17 factors in this questionnaire, of which 15 subscales showed good internal consistency (0.62-0.90). The internal consistency for the whole questionnaire was 0.94. Ghiyasi et al. (2011) reported the alpha coefficient of subscales in the range from 0.71 to 0.90, representing the good internal consistency of the questionnaire. Young Schema Questionnaire-Short Form scale showed a high level of internal consistency, so that the Cronbach’s alpha, which was 0.94 in the Korean sample and 0.81 to 0.94 in the Australian sample for the whole scale, revealed psychometric features and good reliability in both samples (Baranoff et al. 2006). In a research carried out by Waller et al., the reliability of the scale by Cronbach's Alpha for the whole test was 0.96 and for the subscales was higher than 0.80. As well as, Ghiyasi et al. reported the Cronbach's alpha coefficient for the subscales from 0.60 to 0.86 and reported the concurrent validity for the Dysfunctional Attitude Scale (DAS) to be 0.64 (Ghiyasi et al. 2011). In this study, Cronbach's alpha for the Young Schema Questionnaire was calculated to be 0.96. Moreover, Cronbach's alpha in the domain of disconnection and rejection (0.93), in the domain of impaired autonomy and performance (0.89), in the domain of impaired limits (0.81), in the domain of other-directedness (0.86) and in the domain of overvigilance and inhibition (0.85) was calculated respectively.
Sexual Self-Esteem Inventory for Women (SSEI-W). This 35-item questionnaire was developed by Zeanah and Schwarz (1996) to assess affective reactions to self-appraisals of sexuality. Cronbach's alpha coefficient was 0.92 for the total scale, 0.84 for Skill/Experience, 0.88 for Attractiveness, 0.80 for Control, 0.80 for Moral Judgement, and 0.88 for Adaptiveness. Questions are answered in a Likert five-point scale from 1 to 5 (strongly disagree to strongly agree). Items 4, 5, 9, 11, 12, 15, 16, 18, 19, 20, 21, 24, 25, 26, 27, 29 and 31 have reverse scores. The questionnaire has five subscales that reflect the domains of sexual self-esteem: skill/experience, attractiveness, control, moral judgment and adaptiveness. By summing the scores of the 5 domains together, the total score of scale is achieved and the higher score indicates higher sexual self-esteem. In Iran, Farrokhi and Shareh (2014) have done the standardization of this questionnaire. In this study, items 1, 3, and 33 were excluded of the total number of items due to factor loading less than 30%, and the number of items decreased from 35 items to 32 items. As well as, Cronbach's alpha coefficient was 0.88 for the total scale and was 0.73, 0.54, 0.66, 0.72 and 0.62, respectively, for the subscales of skill/experience, attractiveness, control, moral judgment and adaptiveness, and content validity and construct validity of the questionnaire were also reported to be desirable. Moreover, there was a significant positive relationship between female sexual self-esteem and female sexual function index (r = 0.31, p <0.05). In this research, Cronbach's alpha for the Sexual Self-Esteem Inventory for Women (SSEI-W) was calculated to be 0.90. As well as, Cronbach's alpha's in subscale of skill/experience was 0.73, in subscale of attractiveness 0.88, in subscale of control 0.65, in subscale of moral judgment 0.63 and in subscale of adaptiveness 0.75, respectively.
Beck Anxiety Inventory (BAI). This scale was designed to measure anxiety by Beck et al. (1988) and included 21 items. Each item reflects one of the symptoms of anxiety that people who are clinically anxious or those who are in anxious state usually experience. This scale has achieved a high internal consistency and the correlation of its materials together include a range of 0.30 to 0.71 (average of 0.60). This test was conducted on 83 patients with a one-week interval for retest, which had a high correlation (0.75). The correlation between BAI and the results of several clinical tests was quite significant. The correlation of results of BAI with HARS_R and HRSD was approximately 0.51 and 0.25. The correlation of BAI results with the BDI was 0.48. To perform the scoring, one should read the list of symptoms and quantitatively score the severity of each symptom in the last week and mark her evaluation in columns (not at all), (mild), (moderate), and (severe). These four options get scores of 0, 1, 2, 3, respectively. The total score of the experienced anxiety is obtained from the total scores of each symptom. So the range of scores could be from 0 to 63 that the high scores indicate more severe anxiety. Score 0 to 21 indicates very low anxiety. Score 22 to 35 indicates moderate anxiety. Score above 36 indicates high anxiety requiring follow up and treatment. Kaviani and Mousavi (2008) In Iran, by examining 1513 individuals, obtained BAI's validity coefficient of 0.72 and BAI's reliability coefficient of 0.83. The Cronbach's alpha was employed for the internal consistency of the BAI questionnaire items that the results indicate high internal consistency (alpha = 0.92). In this study, Cronbach's alpha for Beck Anxiety Inventory was calculated to be 0.89.
Procedure
The married women aged 18 to 40, who had been married at least 6 months, if they gained the score less than the cut-off score of orgasm disorder in the Female Sexual Function Index Questionnaire (3.4) and were also diagnosed with orgasm disorder in the diagnostic interview of the researcher based on DSM5 criteria, were eligible to enter the study. Participants who did not have sexual intercourse during the past four weeks were excluded from the study before filling out the questionnaires (21 people). After obtaining the necessary criteria, Young Early Maladaptive Schema Questionnaire (YEMSQ) (Short Form), Sexual Self-Esteem Inventory for Women (SSEI-W) and Beck Anxiety Inventory (BAI) were provided to them. Then, the questionnaires filled out completely and correctly were interpreted and data were used in the research. The group of normal women also consisted of those who did not have a sexual complaint and, in the female sexual function index (FSFI) questionnaire, had scores higher than the cut-off scores. This group was also given the same questionnaire and the data was analyzed. The data obtained were analyzed in two levels, descriptive statistics and inferential statistics. Mean and standard deviation of data were presented in the descriptive statistics, and independent t-test was used in the inferential statistics.
Findings
The subjects of the study were 152 women in Tehran province, of which 66% (43.3%) were women with orgasmic disorder and 86% (56.6%) were women with no disorder. The age range of the subjects was between 18 and 40 years old (with an average of 31 years for women with orgasmic disorder and 30 years for women with no disorder). In Table 1, the descriptive characteristics of the marriage age of individuals in the studied groups are presented. There was no significant difference between the groups in terms of age (t = 0.989, p = 0.342) and education level (t = 0.107, p = 0.915).
Table 1 Description of marriage age of subjects in the studied groups
	
Group
	Frequency of marriage age

	
	Between 6 months to 2 years
	Between 2 to 5 years
	Between 5 and 10 years
	More than 10 years

	Women with orgasmic disorder

	
15
	
11
	
19
	
21

	Normal women

	13
	18
	30
	25

	Total
	28
	29
	49
	46



Table 2 indicates the descriptive indexes of mean and standard deviation of the research variables for individuals in the studied groups.
Table 2 Descriptive Indexes for the Schema Domains, Sexual Self-Esteem and Anxiety in Studied Groups
	Group
	Variable
	Mean
	SD
	Group
	Variable
	Mean
	SD

	



Orgasmic Disorder
	Disconnection and Rejection
	62.31
	24.21
	



Orgasmic Disorder
	Skill/
Experience
	21.34
	4.35

	
	Impaired Autonomy and Performance
	
39.75
	
16.74
	
	
Attractiveness
	
20.98
	
6.57

	
	Impaired Limits
	31.74
	9.76
	
	Control
	21.00
	4.30

	
	Other-Directedness
	29.62
	11.28
	
	Moral Judgement
	25.28
	4.67

	
	Overvigilance and Inhibition
	32.46
	10.65
	
	Adaptiveness
	19.01
	4.69

	




Normal
	Disconnection and Rejection
	40.52
	13.76
	




Normal
	Skill/
Experience
	25.18
	3.28

	
	Impaired Autonomy and Performance
	
29.48
	
11.07
	
	
Attractiveness
	
26.00
	
5.28

	
	Impaired Limits
	22.83
	7.94
	
	Control
	25.18
	3.74

	
	Other-Directedness
	21.32
	8.66
	
	Moral Judgement
	28.86
	3.81

	
	Overvigilance and Inhibition
	23.36
	9.21
	
	Adaptiveness
	25.11
	25.11

	Orgasmic Disorder
	Anxiety
	19.00
	11.51
	Normal
	Anxiety
	13.37
	8.53



The Table above represents the descriptive indexes of the schema domains of individuals in the studied groups. As can be seen, the mean and standard deviation of all domains of early maladaptive schemas in women with orgasmic disorder is higher than that of normal women. In all subscales of sexual self-esteem, the mean scores of normal women are higher than women with orgasmic disorder. As well as, the mean and standard deviation of anxiety in women with orgasmic disorder is higher than the normal women.
In this part, the information obtained from the study in order to answer the hypotheses was analyzed using the independent t-test. To use this test, the presumption of normality of the data was examined by Kolmogorov-Smirnov test, and the distribution of data was normal in all scales and subscales. Also, Levine test did not confirm the homogeneity of variances.
Research Hypotheses
1. Early maladaptive schemas are higher in women with orgasmic disorder than normal women.
2. Sexual self-esteem is higher in normal women than women with orgasmic disorder.
3. The level of anxiety in women with orgasmic disorder is higher than normal women.
In order to test the research hypotheses, independent t-test was used.
Table 3 Results of independent t-test between the studied groups
	
Variable
	
Group
	
Frequency
	
Mean
	
SD
	Degree of freedom
	
t
	
Significance

	Disconnection and Rejection
	Disorder
	66
	62.318
	2.980
	96.697
	6.546
	0.001

	
	Normal
	86
	40.523
	1.484
	
	
	

	Impaired Autonomy and Performance
	Disorder

	66
	39.757
	2.061
	
106.762
	
4.311
	
0.001

	
	Normal
	86
	29.488
	1.194
	
	
	

	Impaired Limits
	Disorder
	66
	31.742
	1.202
	
150
	
6.197
	
0.001

	
	Normal
	86
	22.837
	0.856
	
	
	

	Other-Directedness
	Disorder
	66
	29.621
	1.388
	118.593
	4.956
	0.001

	
	Normal
	86
	21.325
	0.934
	
	
	

	Overvigilance and Inhibition
	Disorder
	66
	32.469
	1.311
	150
	5.535
	0.001

	
	Normal
	86
	23.360
	0.993
	
	
	

	Skill/
Experience
	Disorder
	66
	25.186
	3.281
	116.980
	5.974
	0.001

	
	Normal
	86
	21.348
	4.355
	
	
	

	Attractiveness
	Disorder
	66
	26.00
	5.289
	122.477
	5.065
	0.001

	
	Normal
	86
	20.984
	6.576
	
	
	

	Control
	Disorder
	66
	25.186
	3.746
	150
	6.399
	0.001

	
	Normal
	86
	21.00
	4.303
	
	
	

	Moral Judgement
	Disorder
	66
	28.860
	3.810
	150
	5.190
	0.001

	
	Normal
	86
	25.287
	4.673
	
	
	

	Adaptiveness
	Disorder
	66
	25.116
	3.711
	121.005
	8.679
	0.001

	
	Normal
	86
	19.015
	4.695
	
	
	

	Anxious
	Disorder
	66
	19.00
	11.513
	115.672
	3.330
	0.001

	
	Normal
	86
	13.372
	8.536
	
	
	


The results of the independent t-test revealed that there is a significant difference between the groups in terms of mean scores of the schema domains and women with orgasmic disorder have higher scores in all five domains than normal women. The independent t-test results also showed that normal women had higher scores than women with orgasmic disorder in all subscales of sexual self-esteem. Based on the results of the independent t-test, there was a significant difference between the groups in terms of overall score of anxiety and women with orgasmic disorder had higher scores in anxiety than normal women (p <0.001).
Discussion and Conclusion
Hypothesis 1 of the research compared the early maladaptive schemas in women with orgasmic disorder and normal women. The results of the independent t-test showed that there is a significant difference between the two groups in all domains. In all domains, women with orgasmic disorder have more schemas. The differences from the highest to the lowest were as follows: 1. Disconnection and Rejection; 2. Impaired Limits; 3. Overvigilance and Inhibition; 4. Other-Directedness; and 5. Impaired Autonomy and Performance. The results obtained were similar to results of Oliveira and Nobre (2013), who showed that women with sexual dysfunction had significantly more early maladaptive schemas in the domain of impaired autonomy and performance, especially the schemas of failure, dependence/incompetence, and vulnerability to harm or illness. As well as, the results of this study were consistent with the results of Abolghasemi and Kiamarsia (2012), in which women with sexual dysfunction had higher scores than normal women in all early maladaptive schemas. In the research conducted by Hamidi et al. (2015), women with vaginismus had more early maladaptive schemas than normal women. On the other hand, there are numerous psychological factors involved in female orgasmic disorder. Some of these factors include fear of rejection by sexual partner, vaginal injury, hostility towards men, and guilty feelings about sexual impulses. In some women, orgasm means the loss of control or aggressive, destructive or violent behavior. Their fear of such skills may appear as inhibition of stimulation or orgasm. Many women have believed that sexual pleasure is not the natural right of so-called respected women (Sadock et al. 2015). In explaining this hypothesis, it can be stated that the beliefs mentioned above are the result of schemas, which are formed in the course of individual evolution. In conjunction with the formation of early maladaptive schemas, we believe that the basic emotional needs of childhood have not been properly met. Some of these needs are: secure attachment to others, freedom in expressing the healthy needs and emotions, or the need for spontaneity. It seems that when schemas are unconditionally formed on the basis of these unfulfilled needs in a person, following the evolution, the person suppresses herself for spontaneous action or for the free expression of needs. These unconditional schemas develop in the form of cognitive, behavioral, and emotional patterns in adulthood that may affect the psychological aspect of orgasmic disorder. However, memories and body feelings have also formed part of the schema and, while reactivating the schema, these sections are also enabled and may affect the physical aspect of orgasmic disorder.
Hypothesis 2 of the research compared the sexual self-esteem in normal women and women with orgasmic disorder. The results demonstrated that there was a significant difference between the sexual self-esteem of two groups, and normal women had more sexual self-esteem than women with orgasmic disorder. The difference between the two groups in the five subscales of sexual self-esteem in order from highest to lowest was as follows: adaptiveness, control, skill/experience, moral judgment and attractiveness. Although a study to examine the relationship between sexual self-esteem and orgasmic disorder has not been carried out in details, there are some investigations that have explored the impact of sexual self-esteem on sexual issues, and their results have some similarities to the present research, which are listed below.
The results of Zarbakhsh et al. (2013) showed that there was a positive and significant relationship between sexual self-esteem and all its components (skill/experience, attractiveness, control, moral judgment and adaptiveness) with marital satisfaction. As well as, Ramezani et al. (2011) found that there was an increase in the fields of sexual function and sexual satisfaction in people with low self-esteem. Research conducted by Melanie and Offman (2007) indicated that sexual self-esteem was a unique predictor of sexual communication in intimate relationships that has a larger and higher share than overall self-esteem. The results of Runtz's (2005) study showed that there was a relationship between low sexual self-esteem, dysfunctional sexual behaviors, and sexual abuse and sexual revictimization. Research of Mayers et al. (2003) also showed that damaged sexual self-esteem can be severe and disabling, and it can also decline the person's perspective of herself, life satisfaction, the ability to experience pleasure, the desire to interact with others, and the ability to communicate. In explaining this hypothesis, it can be stated that probably women with low sexual self-esteem, when exposed to sexual situations, thoughts and feelings that they perceive themselves as sexual creature, pass through a negative filter and process it and the behavioral representation of this negative process is the sexual dysfunction and this faces their sexual interactions with difficulties. Moreover, people with orgasmic disorder, while exposure to sexual situations, may also have negative perceptions of themselves such as: lack of skills for orgasm, lack of sexual attraction for sex partner, inability to direct emotions during sexual intercourse, difference between moral standards and sexual desires, and the mismatch between one's desire and what exhibits of herself. As a result of these negative perceptions, sexual cycle stages for these people may not be easily done.
Hypothesis 3 of the research compared the anxiety level of women with orgasmic disorder and normal women. The results showed that there was a significant difference between the two groups in terms of anxiety levels. And the anxiety of women with orgasmic disorder was more than that of normal women. The results of this study are consistent with the results of research conducted by Sepehrian and Hosseini (2012), in which there is a significant relationship between female sexual dysfunction, stress, depression and anxiety, among which depression and anxiety are the strongest predictors of female sexual dysfunction. As well as, Burri et al. (2012) in a study concluded that the relationship between anxiety sensitivity and sexual dysfunction of women is a common genetic component. On the other hand, the results of this study are similar to the results of the Maccabi study (2005), where the main factors associated with any kind of male sexual dysfunction include their views on sexual relations, conflict in relationships, and performance anxiety, and the main causes of dysfunction for women include their attitudes toward sexual relationships, the quality of relationships, and performance anxiety. The results of their research indicate that performance anxiety plays a substantial role in the creation and maintenance of sexual dysfunction in both genders. In explaining this hypothesis, it could be stated that probably women with orgasmic disorder, when exposed to in sexual situations, interpret their position with additional estimates of the deterioration of the situation as well as underestimating their ability to cope with the situation, that these negative interpretations may influence the person's sexual function. Certainly, it should be noted that disorder in these individuals may cause the anxiety and, to clarify the type of causal relationship between these two factors, further longitudinal research needs to be done.
Limitations of the study include the purposive and convenient sampling methods. Thus, the generalization of results should be done with caution. Factors related to spouse and sexual relations in this study were not investigated. Most of the participants in the study had high education levels in both groups, so generalizing it to people with less education level should be done with caution. Research and Applied Recommendations: Since only individual factors have been examined in this study, it is suggested that factors related to the spouse should be explored. It is suggested that other sampling methods in other populations be used in future studies as well. It is suggested that the levels of education be controlled in the further research. It is better to compare the factors studied in this study between women and men with sexual dysfunction. Due to confirming the hypothesis of increased early maladaptive schemas in women with orgasmic disorder compared to normal women in the phase of treating the orgasm disorder, evaluation and treatment protocols of schemas can be benefitted. Given the confirmation of the hypothesis increased sexual self-esteem in normal women compared to women with orgasmic disorder, with proper education in the late childhood and early adolescence (age of self-esteem formation) in schools and homes, positive assessment of a person of herself as sexual beings and therefore correct formation of sexual self-esteem can be improved. Furthermore, considering the difference in the levels of anxiety between the two groups, it is better that therapists and counselors, in their assessments, to check the factors causing anxiety in person's life.
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