Sexual Disorders

Sexual functioning is an essential aspect of human existence that can be a very rewarding or upsetting part of a person’s life. Sexuality involves such a driven force in human nature, and is such an emotionally charged phenomenon, that is not surprising that there are problems associated with this facet of human behaviour.

· Sexual feelings are a key part of our development and daily functioning.

· Sexual activity is tied to the satisfaction of our basic needs.

· Sexual performance is linked to our self-esteem.

Human Sexual Response Cycle

The human sexual response cycle consists of a cycle with four phases

· Desire

· Excitement

· Orgasm

· Resolution

What Is Abnormal Sexual Behavior?

How to define abnormal sexual behaviour is a difficult task. For some people many of the behaviours would be considered abnormal, for others none would be, until and unless that cause psychological disturbance.
So a sexual behaviour is a disorder if

· It cause harm to other people or

· It causes an individual to experience persistent or recurrent distress or impairment in important areas of functioning.

Sexual Disorders

· DSM-IV divides sexual disorders into three categories, which are as following

· Sexual Dysfunctions

· Paraphilias

· Sexual Disorders Not Otherwise Specified

· Two important dimensions in describing sexual problems are the time of onset and the extent of the problem, which are

· Primary (present from the onset of sexual activity)

· Secondary (which developed after a period of satisfactory sexual functioning)

· Total (problems that are present in all sexual situations)

· Situational (those that only occur in some situations, e.g. sex with regular partner. But not in other situations, e.g. sex with casual partner, during masturbation).

Sexual Dysfunctions

“Sexual Dysfunction is the persistent impairment of the normal 

   
   patterns of sexual interest or response.”
The human sexual response cycle begins with sexual desire and moves through a physiological process related to arousal/excitement, orgasm and resolution. Sexual dysfunctions are problems that occur in the cycle. These problems are illustrated by disturbances in desire and by pain associated with penetration and sexual intercourse. Occasional or episodic difficulties with sexual function are common.
· For a dysfunction to be diagnosed in DSM-IV it must be persistent or recurrent and must cause distress or interpersonal difficulty.
· The dysfunctions are typically very upsetting and they often lead to sexual frustration, guilt, loss of self-esteem and interpersonal problems.
· Many patients experience more than one dysfunction
Information Needed in Diagnosing 

and Treating Sexual Dysfunction

1. The nature of the dysfunction (e.g., lack of interest in sexual activity, inability to achieve orgasm) 

2. When the sexual difficulty first became apparent (how long ago? And what situation?)

3. How frequently the difficulty has been encountered (with each sexual partner? Frequently or occasionally?)

4. The course of the dysfunction (acute or gradual in onset?)

5. what the patient thinks the cause of the difficulty is (e.g., “May be I’m just getting older”)

6. What the patient and partner have done to correct the dysfunction, and with what result.  

Disorders of the Desire Phase
The desire phase of the sexual response cycle consists of an urge to have sex, sexual fantasies and sexual attraction to others. Two sexual dysfunctions at this stage are

· Hypoactive sexual desire
· Sexual aversion

Hypoactive Sexual Desire Disorder
“A disorder marked by a lack of interest in sex”

DSM-IV defines hyperactive sexual desire as “deficient or absent sexual fantasies and desire for sexual activity”

· Extreme aversion to and avoidance of all genital sexual contact with a partner.

· The individual with hypoactive sexual desire disorder has an abnormally low level of interest in sexual activity.

· The individual neither seeks out actual sexual relationships, images having them, nor has the wish for a more active sex life.

· For some individuals, the condition applies to all potential sexual expression; while for others it is situational, perhaps occurring only in the context of a particular relationship.

Case Example

With the pressures of managing a full-time advertising job and raising 3-year-old twins, Carol says that she has “no time or energy” for sexual relations with her husband, Bob. In fact, they have not been sexually intimate since the birth of their children. Initially, Bob tried to be understanding and to respect the fact that Carol was recovering from a very difficult pregnancy and delivery. As the months went by, however, he became increasingly impatient and critical. The more he pressured Carol for sexual closeness, the more angry and depressed she became. Carol feels that she loves Bob, but she has no interest in sexuality. She does not think about sex and can’t imagine ever being sexual again. She is saddened by the effect that this change has had on her marriage but feels little motivation to try to change.

Sexual Aversion Disorder

“A disorder characterized by an aversion to and avoidance of   genital sexual interplay”
People with this disorder find sex distinctly unpleasant or repulsive. Sexual advances may sicken, disgust or frighten them. 

· Sexual aversion disorder is characterized by an active dislike and avoidance of genital contact with other partner, which causes personal distress or interpersonal problems. The individual may enjoy sexual fantasies but is repulsed by the notion of sexual activity with other person. 

· To an extreme degree, the patient dislikes and avoids nearly all genital contact with a sex partner.

· Some persons are repelled by a particular aspect of sex, such as penetration of the vagina; other experiences a general aversion to all sexual stimuli, including kissing and touching.
· Aversion to sex seems to be quite rare in men and somewhat more common in women.

Case Example

Howard is a 25-year-old law school student who had done very well academically, but worries often about a sexual problem that has plagued him since adolescence. Although he yearns to be in an intimate relationship with a woman, he has steered away from dating because he dreads the prospect of himself, that he is asexual, he secretly acknowledges that he is disgusted by the idea of anyone touching his genitals. He feels sexual desire, and has no difficulty masturbating to orgasm. Although he feels attracted to women, the thoughts of sexual closeness cause him to feel anxious, distressed, and at times even nauseous. Howard dates the origin of his problem to an incident that took place when he was 14 years old when he was alone in a movie theater. Next to him sat a middle-aged woman who seductively pulled Howard’s hand under her dress and rubbed her genitals with it. Shocked and repulsed, Howard ran out of the theater, carrying with him a powerful image and experience that would prove to be a lasting obstacle to sexual closeness.

Disorders of the Excitement Phase

The excitement phase of the sexual response cycle is marked by changes in the pelvic region, general physical arousal, and increase in heart rate, muscle tension, blood pressure and rate of breathing. 

· In men blood gathers in pelvis and leads to erection of the penis

· In women, this phase produces swelling of the clitoris and labia, as well as lubrication of the vagina.

Dysfunctions affecting the excitement phase are 

· female sexual arousal disorder (once referred as frigidity)

· male erection disorder (once called impotence)

Female Sexual Arousal Disorder

“A female dysfunction marked by a persistent inability to attain or maintain adequate lubrication or genital swelling during sexual activity”

· Chronically or recurrently, the patient cannot lubricate enough to complete the sexual activity.

· Studies vary widely in their estimates of its prevalence, but most agree that more than 10% of women experience it. 

· Many of women with this disorder may also experience an orgasm disorder or other sexual dysfunction. In fact this disorder rarely diagnosed alone.
· This disorder results in personal distress or interpersonal difficulties with the partner.
Case Example

Permella is a 40-year-old married woman who has been frustrated for the past 5 years because of sexual non-responsiveness. She describes her relationship with her husband in positive term, and says that they love to caress and spend intimate time together. However, their positive feelings typically turn negative when they attempt intercourse. Permella states “My mind is turned on, but my body doesn’t respond. “She elaborates by explaining that her vagina remains dry and uncomfortable throughout the sexual act. Although her husband manages penetration when using a genital lubricant, Permella does not find the experience to be pleasurable. She wants more from these sexual encounters, and has consulted her gynecologist about the problem.

Male Erectile Disorder

“A dysfunction in which a man persistently fails to attain or maintain an erection during sexual activity” 
· This problem occurs in about 10% of the general male population.

· It causing the man to feel distress or to encounter interpersonal problems in his intimate relationship.
· Because their erection difficulty cause emotional distress and embarrassment, men with this disorder may avoid sex with a partner altogether.
· Some men experience this difficulty from the onset of every sexual encounter; other men are able to attain an erection but lose it when they attempt penetration or soon afterwards.

· This condition can be lifelong or acquired, generalized or specific to one partner.

Case Example
Brian is 34 years old and has been dating the same woman for more than a year. This is his first serious relationship and the first person with whom he has been sexually intimate. During the past 6 months, they have frequently tried to have intercourse, but each time they have become frustrated by Brain’s inability to maintain an erection for more than a few minutes. Every time this happens, Brain becomes very upset, despite his girlfriend’s reassurance that things will works out better next time. His anxiety level heightens every time he thinks about the fact that he is in mid-thirties, sexually active for the first time in his life, and encountering such frustrating difficulties. He fears he is “impotent” and will never be able to have a normal sex file.

Disorders of the Orgasm Phase

The phase of the sexual response cycle during which an individual’s sexual pleasure peaks and sexual tension is released as muscles in the pelvic region contract rhythmically. The man’s semen is ejaculated, and the outer third of the woman’s vaginal wall contracts.

Dysfunctions affecting the orgasm phase are 

· Premature ejaculation

· Male orgasm disorder

· Female orgasm disorder

Premature Ejaculation

“A dysfunction in which a man reaches orgasm and ejaculates before, on, or shortly after penetrating and before he wishes it.”
· Found in 25 and 40 percent of men.
· The typical length of intercourse is increased over the past several decades, in turn increasing the distress of men who suffer from premature ejaculation, typically men under the age of 30.
· Traditionally, premature ejaculation has been regarded as due to psychological factors, but recently researches suggests that there are biological causes as well.

Case Example
Jaremy is a 45 year old investment ejaculation for as long as he can remember. Since his first, he has been unable to control his orgasms. He customarily ejaculates seconds after penetration. Because of this problem, his relationship over the years have been strained at the time became frustrated, and Jeremy felt too embarrassed to continue the relationship. For a period lasting several years, he avoided sexual relations completely, knowing that each experience of failure would leave him feeling depressed and furious.

Male Orgasm Disorder

“A male dysfunction characterized by a repeated inability to reach orgasm or long delays in reaching orgasm after normal sexual excitement.”
· After a normal phase of sexual excitement, the man's orgasm is persistently or repeatedly delayed or absent.

· Less common disorder.

· Occurs in only 1 to 3 percent of the male population.
Case Example
Chen is now 42 years old and has not been able to have an orgasm during sexual intercourse with a woman for more than a decade. He has been involved in four intimate relationships during this period and has encountered the same problem with each of his partners. He is able to become intensely aroused during foreplay, but he is unable to reach orgasm during intercourse, even after prolonged perplexing for Chen and his partner is the fact that he is able to reach orgasm by masturbating or having his partner stimulates him manually. He has consulted physicians about his problem, but they have been unable to find any medical basis for his sexual dysfunction.

Female Orgasmic Disorder

“A dysfunction in which women rarely has an orgasm or repeatedly experience a very delayed one.”
· After a normal phase of sexual excitement, the woman's orgasm is persistently or repeatedly delayed or absent.
· Despite the self-report of high sexual arousal/ excitement, there is either lack of orgasm, markedly diminished intensity of orgasmic sensations or marked delay of orgasm from any kind of stimulation.

· 22-28% prevalence.
· 10% or more of women never had an orgasm, either alone or during intercourse.
· And at least 10% only rarely experience orgasm.
Case Example

Like many of her friends, when Margaret was a teenager, she often wondered what intercourse and orgasm would feel like. When she later became sexually active in college, Margaret realized that she was probably still missing something, since she did not feel” rockets going off”: as she had imagined. In fact, she never could experience orgasm when she was with a man in any kind of sexual activity. When Margaret fell in love with Howard, she fervently hoped that things would improve. However, even though he made her feel more sensual pleasure than anyone else she had known her response to him always stopped just short of climax. She approached every sexual encounter with anxiety, and, afterwards, tended to feel depressed and inadequate. To avoid making Howard worry, however, Margaret decided it would be better to “fake” orgasm than to be honest with him. After 5 years together, she still has not told him that she is not experience orgasms, and she feels too embarrassed to seek professional help, despite her ongoing distress.

Sexual Pain Disorder
It includes

Dyspareunia

· The word dyspareunia is derived from Latin words meaning “painful mating”

· Dyspareunia means painful coitus.
· Genital pain associated with sexual intercourse.

· It can occur in male but is far more common in the females.

· Surveys suggest that 10 to 15 percent of women may suffer from this problem to some degree.

· The patient often experiences genital pain with sexual intercourse. 

· It is due neither to Vaginismus nor inadequate lubrication. 

· This is the form of sexual dysfunction most likely to have an organic basis – for example, in association with infection or structural pathology of sex organs.
· However, it often has a psychological basis, as in the case of women who have an aversion to sexual intercourse.

Vaginismus
“Persistent or recurrent involuntary contraction of muscles surrounded the outer third of the vagina when penetration is attempted”

· An involuntary spasm of the muscles at the entrance to the vagina that prevents penetration and sexual intercourse, not due to physical disorder.
· Women who suffer from vaginismus also have arousal insufficiency, possibly as a result of conditioned fears associated with sexual activity.
· This is extremely distressing for both the affected woman and her partner.
· Vaginismus occurs in less than 1% of women.
· Can occur due to a trauma caused by an unskilled lover who forces his penis into the vagina before the woman is aroused and lubricated.
· Because of childhood trauma of sexual abuse or adult rape.
Case Example

Shirley is a 31-year old single woman who has attempted to have sex with many different men over the past 10 years. Despite her ability to achieve orgasm through masturbation, she has found herself unable to tolerate penetration during intercourse. In her own mind, she feels a sense of readiness, but her vaginal muscles inevitably tighten up and her partner is unable to penetrate. It is clear to Shirley that this problem has its roots in a traumatic childhood experience; she was sexually abused by an older cousin. Although she recognizes that she should seek professional help, Shirley is too embarrassed and has convinced herself that the problem will go away if she can find the right man who will understand her problems. 

Sexual Dysfunction Due to General Medical Condition

· Clinically important sexual dysfunction dominates the clinical picture. 

· It causes marked distress or interpersonal problems. 

· History, physical exam or laboratory findings suggest that the direct, physiological effects of a general medical condition can fully explain these symptoms. 

· Another mental disorder (such as Major Depressive Disorder) cannot better explain the sexual dysfunction. 

Coding of these conditions depends on the predominant type of dysfunction. The specific general medical condition must also be coded on Axis III. 

607.84 Male Erectile Disorder Due to [State the general medical condition] 

608.89 Male Dyspareunia Due to [State the general medical condition] 

608.89 Male Hypoactive Sexual Desire Disorder Due to [State the general medical condition] 

608.89 Other Male Sexual Dysfunction Due to [State the general medical condition] 

625.0 Female Dyspareunia Due to [State the general medical condition] 

625.8 Female Hypoactive Sexual Desire Disorder Due to [State the general medical condition] 

625.8 Other Female Sexual Dysfunction Due to [State the general medical condition] 
Substance-Induced Sexual Dysfunction

· Clinically important sexual dysfunction dominates the clinical picture. 

· It causes marked distress or interpersonal problems. 

· History, physical exam or laboratory data substantiate that substance use fully explains the symptoms, shown by either
-These symptoms have developed within a month of Substance Intoxication or
-Medication use has caused the symptoms 

· No other Sexual Dysfunction better explains these symptoms.

Assign a code number based on the specific substance: 

291.8 Alcohol 

292.89 All others, including Amphetamine [or Amphetamine-Like Substance], Cocaine, Opioid, Sedative, Hypnotic or Anxiolytic, Other [or Unknown] Substance.

Based upon the predominant feature, specify whether:
     With Impaired Desire
     With Impaired Arousal
     With Impaired Orgasm
     With Sexual Pain 

Sexual Dysfunction Not Otherwise Specified

This category includes sexual dysfunctions that do not meet criteria for specific Sexual Dysfunction.
Sexual Dysfunctions: Theories

1- The Biological Perspective
There are some of the biological causes in sexual dysfunctions, i.e.
· Hormonal deficiencies.

It can lower the sex drive- in men and women a high level of the hormone prolactin.

A low level of male sex hormone testosterone.

Low level of or high level of the female sex hormone estrogen.

· Neurological impairment.
· Neurotransmitter imbalance.

· Long-term physical illness

Diabetes.

Heart disease.

Kidney disease.

· Drug abuse
· Aging 

· General  Factors Causing Sexual Dysfunctions
· Predisposing factors (those which make a person vulnerable to developing a sexual problem)

· Precipitants (the factors which leads to the appearance of a sexual problem)

· Maintaining factors (psychological responses to a sexual problem, attitudes, and other stresses which cause a problem to persist or worsen)

2- The Cognitive Perspective

· Cognitive theorists have noted, people with hypoactive sexual desire and sexual aversion hold particular attitudes, fears or memories that contribute to their dysfunction, such as belief that sex is immoral or dangerous.

· According to Masters and Johnson (1970), any one of a number of painful experiences can cause a person to worry that he or she will be unable to perform adequately---will not achieve erection, or whatever. As a result of this anxiety, the worried partner assumes what Masters and Johnson called the spectator role.

· Performance anxiety, in which a man’s preoccupation with sexual adequacy interferes with his performance.

· Other people are so afraid of losing control over their sexual urges that they try to resist them completely.

3- The Psychodynamic Perspective

· Freud claimed that mature genital sexuality was the product of successful resolution of the Oedipus complex. Accordingly, classical psychodynamic theory tends to attribute sexual dysfunction to unresolved Oedipal conflicts. 

· So the psychodynamic treatment follows the same principle: uncovering the conflicts and “working through it”, primarily via analysis of defenses.

· Another factor may be the nature of person’s early sexual fantasies. Early sexual fantasies that are repeatedly reinforced through the very strong sexual pleasure associated with masturbation, for example before a pedophile or sadist ever acts on his behaviour, he may fantasize about it thousands of times while masturbating.

· Very act of trying to suppress unwanted emotionally charged thoughts and fantasies seems to have the paradoxical effect of increasing their frequency and intensity.

4- The Behavioral Perspective

· Behavioural theories of sexual dysfunction have focused consistently on the role of early respondent conditioning, in which sexual feelings are pair with shame, disgust, fear of discovery and especially anxiety over possible failure, all of which then proceed to block sexual responsiveness. (Kaplan, 1974; Wolpe, 1969).
· Faulty learning can also leads to sexual dysfunction. In some nonindustrialized societies, older members of the group instruct younger members in sexual techniques before marriage. But in our society, though we recognize that sexual behaviour is an important aspect of life, the learning of sexual techniques and attitudes is too often left to chance. The result is that many younger people start out with faulty expectations and lack needed information or harmful misinformation that can impair sexual adequacy and enjoyment. Kaplan(1974) has concluded that couples with sexual problems are typically practicing insensitive, incompetent, and ineffective sexual techniques. 
· As many clinicians agree that vaginismus is usually learned fear response, set off by a woman’s expectations that intercourse will be painful and damaging.
5- The Sociocultural Perspective

· Master and Johnson point some several possibilities: religion and socio cultural taboos on sexual feelings, particularly for women; disturbance in the marriage; parental dominance of one partner; over use of alcohol; finally, early psychosexual trauma, which can range from molestation and rape to ordinary humiliation.
· Interpersonal problems may cause a number of sexual dysfunctions. 
.Lack of emotional closeness can lead to erectile or orgasmic problems.

.the individual may in love with someone else, may find his or her sexual partner physically or psychologically repulsive or hostile.

.a one-sided interpersonal relationship-in which one partner does most of the giving and the other most of the receiving, can leads to the feelings of insecurity and resentment with resulting impairment in sexual performance. As Kaplan (1974) has pointed out,

“Some persons have as much difficulty giving pleasure as 

 others do in receiving it. These individuals don’t provide

 their partners with enough sexual stimulation because they

 lack either the knowledge and sensitivity to know what to do,

 or they are anxious about doing it.”
· Because of changing male-female roles and relationships. There was an increase in erectile problems reported during 1970s that a number of  investigators have related to two phenomena during that period: (a) the increasing changes being achieved by the woman’s movement in our society, and (b) the growing awareness of female sexuality (Burros,1974). These trends have led woman to want and expert more from lives, including their sexual relationships. 

.Women are no longer accepting the older concept of being passive partner in sex, and many taking a more assertive and active role in sexual relations. 
.this new role appears to threaten the image many men have of themselves as the supposedly “dominant” partner who takes the initiative in sexual relations (Steinmann & Fox, 1974). Many men feel that they are under pressure to perform. As Ginsberg, Frosch, and Shapiro (1972) have expressed it,

“This challenge to manhood is most apparent in a sexually liberated society where women are not merely available but are perceived as demanding satisfaction from masculine performance.”
.Many sufferers are facing situational pressures- divorce, a death in the family, job stress, infertility difficulties, having a baby.
.more generally, because our society relates sexual attractiveness with youthfulness, many aging men and women loses interest in sex as their self-image or their attraction to their partner declines with age.

Differential Diagnosis

Differential Diagnosis for Primary Sexual Dysfunctions

	Primary Sexual Dysfunction must be differentiated from….
	In contrast to Primary Sexual Dysfunction, the other condition….

	Sexual Dysfunction Due to a General Medical Condition
	Requires the presence of an etiological general medical condition that completely accounts for the dysfunction. Primary Sexual Dysfunction is not diagnosed if the dysfunction is due exclusively to the direct physiological effects of general medical condition. If psychological factors and general medical condition are both contributory, the diagnosis is Primary Sexual Dysfunction with the specifier Due to Combined Factors.

	Substance-Induced Sexual Dysfunction
	Involves Sexual Dysfunction that is completely accounted for by medication side effects or drug of abuse. Primary Sexual Dysfunction is not diagnosed if the dysfunction is due exclusively to the direct physiological effects of a substance.

	Sexual problems associated with another Axis I disorder (low sexual desire in the context of a Major Depressive Disorder)
	Involves Sexual Dysfunction occurring exclusively during the course of the Axis I condition that does not warrant independent clinical attention. Primary  Sexual Dysfunction is not diagnosed if the dysfunction is better accounted for by another Axis I disorder

	Sexual problems associated with a relational problem
	Involves a Sexual Dysfunction that is often limited to a specific partner (situational) and is categorized by an exacerbation when the relational problem is worse. Both may be diagnosed


 Assessment

· General Issues

Assessment of sexual dysfunctions should be comprehensive, and cover the details of the presenting problems and all the relevant areas. Assessment of sexual dysfunction patients is in theory no different from such other problems, but in practice it is a harder and more challenging task as sex is a very private aspect of one’s life.

The aim of assessment should be to obtain as clear a picture as possible of the problems and related factors. A full behavior analysis will be particularly useful.

Different perspectives in Assessment:

Different professionals emphasize different areas in assessment, reflecting their theoretical standpoint and theoretical approaches.

· Psychodynamically oriented therapist will require a great deal into the patient’s childhood and childhood relationships.

· A behavioral psychologist, on the other hand, will want to enquire closely about relevant past experiences, such as sexual failures, disappointments and traumatic events; current factors, such as anxiety, expectations and skills; and factors that are related directly to the sexual behaviors as antecedents and consequences.

· The Interview 

Special problems

The main source of information in assessment is the clinical interview, which in the case of sexual dysfunction has certain special problems associated with it. Some of the main are 

1. The patient may be embarrassed about having to discuss intimate with a stranger. Might be unable to talk freely about sex. The therapist must therefore be sensitive to this problem and help the patient by building rapport, asking general matters first.

2. The language must be simple and easy to understand

3. Precise details must be obtained about the problems and behaviors in question, it is meaningless to without detailed enquiry with patient and elaboration.

4. There should be an attitude of non-judgmental acceptance, on the part of the therapist, of all behaviors and likes and dislikes of the patient.

5. It is possible that a patient may withhold some information in the initial interview, partly out of embarrassment and partly because the therapist is still an unfamiliar person to patient. So it’s necessary to encourage the patient gently to discuss all the relevant facts.

Areas of enquiry

The areas to enquire about in the interview include the following:
1. The nature of the problem in a much detail as required and all its associated factors, including anxiety and situational variations.

2. The history of the problem, its beginning and course, and present sexual activity including masturbation.

3. The partner’s reaction to the problem, both in sexual situation and in general.

4. The person’s sexual knowledge, beliefs and attitudes.

5. The person’s sexual likes, dislikes and preferences- and fantasies.

6. Past sexual history including relevant early experiences.

7. Psychiatric and medical factors, including drugs, alcohol etc.

8. Menstrual history and relation of problem to menstrual cycle.

9. Past pregnancies and attitude to possibility of conception.

10. General relationship factors.

11. Background factors, such as job, income, accommodation and so on, which can be source of stress.

12. Previous treatment, if any.

Individual and couple interviews

One major issue is to whether interviewing the partners-when a couple preset themselves for help-should be interviewed together or not. In general, a good arrangement is to see the couple jointly to start with and then to conduct assessment interviews separately. This provides an opportunity for each partner to give his or his version of the problem, and to discuss with the therapist various matters, including feelings about the partner, without inhibition.

Motivation and selection

Assessment of motivation of the patient/couple for therapy is an important aspect of the interview.

· Physical examination and investigation

Some clinicians believe that all patients presenting sexual dysfunction should routinely be examined physically (Kolodny et al, 1979; Spence, 1991). Bancroft has given an extremely useful set of indications for physical examination. These are: complaints of pain or discomfort during sex; recent history of ill-health or physical symptoms other than the sexual problems; recent onset of loss of sex drive with no apparent cause; when the patient believes that a physical cause is most likely, or is concerned about the genitalia; history of abnormal puberty or other endocrine disorder.

· Questionnaires and inventories

Data obtained from the interview can profitably be supplemented by the use of questionnaires and inventories, these help to cover some important areas quickly, but more importantly they provide quantitative data which are particularly useful in assessing differences between and after treatment.

Several useful instruments are available for the measurement of sexual experiences, attitudes, dysfunctions, and other related matters. Some of the inventories are

· The Derogatis Sexual Functioning Index

· Golombok-Rust Inventory of Sexual Satisfaction

· Golombok-Rust Inventory of Marital State

· Beck Depression Inventory (when depression is a relevant factor needed to be assessed) or

· Wakefield Depression Inventory

· Subjective Ratings

Subjective ratings may be useful as part of assessment of the major variables in question for a given patient. For example, anxiety in sex, desire and sexual arousal may be rated by the patient on a 0 to 100 scale indicating subjective estimates. Patients usually find these simple scales easy to use.

Equally easy are the frequency charts, recording the frequency of target behaviors on daily basis.

· Physiological measures

· Physiological techniques have been used increasingly in the assessment of sexual function in recent years, receiving impetus from the work of Masters and Johnson (1966; 1970). Measuring techniques are available for both male and female arousal. For example

· Penile plethysmography for the assessment of erection is widely used in research and can be used in clinical practice when needed and practicable. This measure may be of either penile volume or penile circumference changes.

· Photoplethysmography for assessment of female arousal, in which vasocongestion in the vaginal walls is measured with the help of a probe.

· Formulation
The data obtained in the assessment will enable the assessor to arrive at a formulation of the problem. In the formulation, information from all sources is brought together, providing a brief description account and a tentative explanation of the presenting problem. The formulation should include:

· Description of the problem

· Predisposing factors

· Precipitating factors

· Maintaining factors

      The formulation will provide the basis for therapy.

Aims of assessment

The aims can broadly be summarized as following:

1. To define the nature of the sexual problem and what changes are desired.

2. To obtain information this allows the therapist to formulate a tentative explanation of the causes of the problem in terms of predisposing factors, precipitatants and maintaining factors.

3. To assess what type of therapeutic intervention is indicated on the basis of this formulation.

4. To initiate a therapeutic process, both by opening up discussion of sexual matters and by encouraging the partners to think about causal factors and possible solution.

Sexual Dysfunctions: Treatment
1. Biological Approach

· Male Erectile Disorder

· Medication

Viagra is one of the medications, which is usually prescribed to the patients with erection problem, and it’s very effective.
· Vacuum Erection Device (VED)

Over the past decade, considerable progress has been made in developing biological treatment, particularly for erectile disorder. One of the techniques is vacuum pump for enhancing erections. This works by placing the penis in a cylinder and pumping out the air to create the vacuum, thus drawing more blood to penis. A band is then placed at the end of the penis to hold the blood in. this technique has proved helpful in many cases.

· Penile Prosthesis

A semi-rigid rod made of rubber and wire is surgically inserted into the penis. This makes the penis permanently stiff enough for intercourse. At the same time, the rod is bendable enough for penis to look normal under clothing.

· Water filled bag

Another type of prosthesis, a water filled bag is surgically inserted into the abdomen and connected by tubes to inflatable cylinders that are inserted into the penis. When the man wants an erection, he pumps the bag, causing the water to flow into the penile cylinders and thus engorge the penis.

· Injection

Another treatment involves the man’s injecting a vascular dilation agent (either papaverine or phentolamine) into his penis when he wants an erection. The penis becomes erect within 30 minutes of the injection and remains for 1 to 4 hours. Many men have reported satisfaction with this method.

Side effects: its long-term use can cause some side effects, as a substantial number of patients develop nodules on their penis as a side effect.

· Premature Ejaculation

Another recent advance in medical treatment is the use of SSRI antidepressants for premature ejaculation. As noted many people taking SSRI for depression develop delayed orgasm as side effect. By the same token, these drugs help control premature ejaculation.

2. Psychological Approach

The psychological approach includes the followings

· Cognitive Approach

The methods of Master and Johnson have been further refined by many cognitive and behavioral therapists. For instance, relaxation, modeling and a variety of cognitive elements have been introduced into treatment plans.

1. The therapist first task is to help the couple develop understanding. This can begin by explaining that feelings or behaviors do not arise out of the activity but that are based on thoughts or images

2. The couple can then identify the cognitions which occur when they are encounter problems.

3. A useful approach is to assist the couple to think of as many explanations as they can, and then to help them evaluate each in turn until a likely explanation for the difficulty can be found. 

4. Often the patient used to show resistance in doing homework assignments because of his underlying cognitions which are automatic (i.e. fleeting, over-learned habits of thinking) a person may not be very well aware of them. Management of such difficulties is the crux of effective sex therapy.

· Psychodynamic Approach

The rational behind this psychotherapy is to bring to surface the unconscious material by analysis

Kaplan (1974, 1979) argues that standard sex therapy methods were effective when sexual problems were based on mild and easily diminished anxieties and conflicts. However there are individuals whose symptoms are rooted in more profound conflicts. For these problems she developed a lengthy treatment program that often combined traditional sex therapy and psychodynamically oriented sessions, sometimes with one of the client and sometimes with both partners.

There is no good evidence for the efficacy of this time-consuming and usually expensive approach. Kaplan (1987) has also made clear that psychodynamic exploration is undertaken only in a proportion of cases, where the behavioral approach fails to progress beyond a certain point.
· Sex Therapies

1. The Master and Johnson Approach

Master and Johnson observed that becoming a sexually functional had a positive influence on person’s anxiety level, as well as on his or her self-esteem. A man who is anxious but has a good sex life is probably happier than a man who has to deal with a sex problem in addition to anxiety.

· Master and Johnson emphasized on the treatment of couples, not just the person who seems to have a problem. This doesn’t mean that the partner is seen to be the cause of the difficulty, but rather that both members of the relationship are effected by the problem.
· Master and Johnson approach uses a man and a woman working together as a therapist. The therapy program is intensive and takes place daily over a 2-week period.
· Specific homework assignments are given that is designed to help couples become more aware of their own sexual sensation.

· The therapy procedure includes basic information about the sexual organs and the physiology of the sexual response for the clients who lack this information.
· The presentation of this basic information often has important therapeutic benefits in itself.

· Emphasis is also placed on communication between partners, nonverbal as well as verbal.

2. Mr. Domera’s Sex Therapy

Modern sex therapy is short-term and instructive, typically lasting 15-20 sessions. As Mr.Domera’s reveals, modern sex therapy includes a variety of principles and techniques. The following ones are applied almost all cases, regardless of the dysfunction:

1) Assessment and conceptualization of the problem

Patients are given a medical examination and are interviewed concerning their “sex history”. The emphasis during the early interview is on understanding past life events and, in particular, current factors that are contributing to the dysfunction.
2) Mutual responsibility

Therapists stress the principle of mutual responsibility. Both partners in the relationship share the sexual problem, regardless of who has the actual dysfunction, and treatment will be more successful when both are in therapy.

3) Education and sexuality

Many patients who suffer from sexual dysfunctions know very little about the physiology and techniques of sexual activity. Thus, sex therapists may offer discussions, educational films and instructional books and videotapes.

4) Attitude change

Therapists help patients examine and change the beliefs about sexuality that are preventing sexual arousal and pleasure. Past traumatic events, family attitudes or cultural ideas can each create negative beliefs that prevent such arousal and pleasure.

5) Elimination of performance anxiety and the spectator role
Therapists often teach couples sensate focus or nondemand pleasuring, a series of sexual tasks, sometimes called “petting” exercises in which the partner focus on the sexual pleasure that can be achieved by exploring and caressing each other’s bodies at home, without demands to have intercourse or reach orgasm.

6) Increasing sexual communication skills

Couples are told to use their sensate-focus sessions at home to try sexual positions in which the person being caressed can guide the other’s hands and control the speed, pressure, and location of caressing. Couples are also taught to give instructions in a nonthreatening, informative manner, for example “it feels better over here, with a little less pressure” rather than a threatening uninformative manner like “the way you’re touching me doesn’t turn me on”.
7) Changing destructive lifestyles and interaction

A therapist may encourage a couple to change their lifestyles or to improve situation that is having a destructive effect on their relationship__ to distance themselves from interfering in-laws, for example or to quit a job that requires too many hours. Similarly, if the couple’s general relationship is in conflict, the therapist will try to help them improve it.

8) Addressing physical and medical factors

When sexual dysfunctions are related to a medical problem, such as a disease, injury, unwanted effects of medications, or alcohol abuse, therapist try to address this problem. If antidepressant medications are causing a man’s erectile disorder, for example the clinician may lower the dosage of the medication, change the time of day when the drug is taken or try a different medication (Segrave, 1998, 1995; Shrivastava et al., 1995)

The three principle ingredients of treatment programme are:

1- graded homework assignments

2- counseling

3- education

3-Therapies for Specific Disorders

· Sexual Desire Disorder

Sensate focus is probably the best known of Master and Johnson’s sexual retraining technique. The rational behind this is that the couples have lost the ability to think and feel in a sensual way because of various stresses and pleasures that are associated with intercourse. In the treatment it self the couple is retrained to experience sexual excitement without performance pleasure. During the period devoted to these exercises, the partners observe a ban on sexual intercourse. Instead, they simply devote a certain amount of time to gentle stroking and caressing in the nude, according to instructions given by a therapist.
· The couple is encouraged to engage in sensate focus under conditions that a re dissimilar to those associated with the anxieties and frustration.

· Each partner learns not only that being touched is pleasurable, but also that exploring and caressing the partner’s body can excite and stimulating in it self.

· This is also helpful to improve communication between the partners.

· In the course of exercises, each provides the other with feedback__ what feel good, what doesn’t feel good. This allowing a partner to satisfy each other and also deepens their trust in each other.
· Premature Ejaculation
· Start-stop technique
For premature ejaculation, therapists prescribe the so-called start-stop technique. 

In this procedure, the woman stimulates the man’s penis until he feels ready to ejaculate, at which point he signals her to stop. Once need to ejaculate subsides, she stimulates him again, until he once again signals her to stop. Repeat many times, this technique gradually increases the amount of stimulation required to trigger the ejaculation response, so that eventually the man can maintain an erection for a longer time.

· Squeeze Technique
The couple technique of therapy is especially appropriate in treating premature ejaculation since this is often more upsetting to the woman than to the man. If premature ejaculation is a problem, the therapists often introduce a method, known as the “squeeze technique” that helps recondition the ejaculatory reflex. 

The woman is taught to apply a firm, grasping pressure to the penis several times during the beginning stages of intercourse. This technique reduces the urgency of the man’s need to ejaculate.

· Male Erectile Disorder

· Paradoxical instructions 

With male erectile disorder, the therapist, to eliminate anxiety, may actually tell the patient to try not to have an erection while he and his partner are going through their sensate focus exercises. This technique of forbidding the behavior that the patient is trying to accomplish is called paradoxical instructions
· Female Orgasmic Disorder

The treatment includes an exploratory discussion to identify attitudes that may be related to the woman’s inability to attain orgasm. 

· This technique begins with education on female sexual anatomy and self exploration exercises designed to increase body awareness.

· Then the couple is given a series of gradual homework assignments.
· If the woman is willing, she begins by exploring her own bodily sensations, stimulating herself by masturbating.

· The woman is taught the techniques of self-stimulation, perhaps with the aid of an electric vibrator, pictures and books.

· This approach is based on the belief that masturbation enables a woman to identify the signs of sexual excitation, to discover which technique excites her, and to anticipate pleasure in sex.

· When she achieves orgasm alone and she becomes more comfortable with this technique, her partner begins to participate in the sessions through kissing and tactile stimulation.

· The woman encouraged to use the vibrator in the presence of her partner and to engage in fantasies that arouse her when she is masturbating.

· Teaching the partner what stimulates her is an essential element of this technique.

· The importance of woman’s clear and assertive communication of her actions and desires to her partner is strongly emphasized.

Vaginismus

· To give behavioral exposure treatment gradually to help her overcome her fear of penetration, beginning by inserting increasingly larger dilators in her vagina at home and at her own pace and eventually ending with the insertion of her partner’s penis.

· There are several stages in the treatment of vaginismus:

1- Helping the woman develop more positive attitudes towards her genitals

After the therapist has fully described female sexual anatomy, preferably using a photograph or diagram, the woman should be encouraged to examine herself with hand mirror on several occasions. Extremely negative attitudes (especially concerning the appearance of the genitals, or the desirability of examining them) may become apparent during this stage.
2- Pelvic muscle exercises

These are intended to help the woman gain some control over the muscles surrounded the entrance to the vagina. First the woman may practice tightening and relaxing her vaginal muscles, until she gains more voluntary control over them.
3- Vaginal penetration

Once the woman has become comfortable with her external genital anatomy she should begin to explore the inside of her vagina with fingers. This is partly to encourage familiarity and partly to initiate vaginal penetration. Negative attitudes may apparent at this stage (e.g. concerning the texture of vagina, its cleanliness, fear of causing damage, and whether it is ‘right’ to do this sort of things). The rationale for any of these objections must be explored. At a later stage the woman might try to use her fingers and moving them around. Once she is comfortable inserting her finger herself, her partner should begin to do this under her guidance. A lotion can make it easier.
4- Vaginal containment

When vaginal containment is attempted the pelvic muscle exercises and the lotion should also be employed to assist in relaxing the vaginal muscles and making penetration easier. The therapist therefore needed to encourage the woman to gain confidence from all progress made so far.

Dyspareunia

· If dyspareunia is caused due to psychological factors, especially failure of arousal, therapy should largely be concerned with helping the patient to arouse through sensate focus programme.

· If the pain is due to a physical cause, advice on position for vaginal containment and sexual intercourse can be given in which it is less deep vaginal penetration (e.g. both partners lying on their sides, face-to-face) can be helpful. 






Paraphilias

The term paraphilia (para meaning “faulty” or “abnormal”, and philia meaning “attraction”) literally means a deviation involving the object of a person’s sexual attraction.

Paraphilias are disorders in which individuals repeatedly have intense sexual urges or fantasies or displayed sexual behaviors that involve non-human object, children, nonconsenting adults, or experiences of suffering or humiliation.

· There are several paraphilias but all shares the common features that people who have these disorders are so psychologically dependent on the target of desire that they are unable to feel sexual gratification unless this target is present in some form.

· For some, the unusual sexual preferences occur in occasional episodes, such as during periods in which the individual feels especially stressed.
· Many people with paraphilia can become aroused only when paraphilic stimulus is present, fantasized about or acted only. Other seems to need the stimulus occasionally, as during time of stress.

· Some people with one kind of paraphilia display others as well.
Categories and types: Sexual arousal and preference 
1- for nonhuman objects

· Fetishism 

· Transvestitism 

2- for nonconsenting partners 

· Frotteurism 

· Pedophilia 

· Exhibitionism 

· Voyeurism 

3- for situations that involve suffering and humiliation 

· Sexual Masochism 

· Sexual Sadism 

Fetishism

“A paraphilia consisting of recurrent and intense sexual urges, fantasies or behaviors that involve the use of a nonliving object, often to the exclusion of all other stimuli”

· Almost anything can be a fetish; women’s underwear, shoes, boot are particularly common.
· Some are aroused by smelling the object, rubbing against it, or observing other persons wearing it during encounter.

· In some cases, the fetishist may not even desire to have intercourse with the particular, preferring instead to masturbate with the fetishistic object

· Some men find that they are unable to attain an erection unless the fetishistic object is present.

· They became dependent on this object for achieving sexual gratification, actually preferring it over sexual intimacy with a partner.

Diagnostic Criteria

· Repeatedly for at least 6 months the patient has intense sexual desires, fantasies or behavior concerning the use of inanimate objects (such as shoes, underwear). 

· This results in clinically important distress or impairs work, social or personal functioning. 

· The objects are not used solely in cross-dressing (female clothing in Transvestic Fetishism) and are not equipment intended to stimulate the genitals (such as a vibrator). 

Case Example

For several years, Tom has been breaking into cars and stealing boots or shoes, and he has come close to being caught on several occasions. Tom takes great pleasure in the excitement he experiences each time he engages in the ritualistic behavior of procuring a shoe or boot and going to a secret place to fondle it and masturbate. In his home, he has a closet filled with dozens of women’s shoes, and he chooses from this selection the particular shoe with which he will masturbate. Sometimes he sits in a shoe store and keeps watch for women trying on shoes. After a woman tries on and rejects a particular pair, Tom scoops the pair of shoes from the floor and takes them to the register, explaining to the clerk that the shoes are gift for his wife. With great eagerness and anticipation, he rushes home to engage once again in his masturbatory ritual.

Transvestitism

“A paraphilia consisting of repeated and intense sexual urges, fantasies, or behaviors that involve dressing in clothes of opposite sex.”

· This syndrome found only in males, in which a man has an uncontrollable urge to wear a woman’s clothes.

· Also known as transvestic fetishism or cross dressing.

· Some wear a single item of women’s clothing, such as underwear or hosiery, under their masculine clothes.

· Other wear makeup and dress fully as women.

· Cross-dressing is often accompanied by masturbation or fantasies in which the man imagines that other men are attracted to him as woman.

· When he is not cross-dressed, he looks like atypical man, and he may be sexually involved with a woman. 

· Many married men with transvestism involve their wives in their cross-dressing behavior.

· Individuals who develop transvestic fetishism often begin cross-dressing in childhood or adolescence.

Diagnostic Criteria

· Repeatedly for at least 6 months, a heterosexual male has intense sexual desires, fantasies or behavior concerning cross-dressing. 

· This causes clinically important distress or impairs work, social or personal functioning. 
Case Example

In the evening, when his wife leaves the house for the part time job, Phil often goes to a secret hiding in his workshop. In a locked cabinet, Phil keeps a small wardrobe of women’s underwear, stockings, high heels, makeup, a wig, and dress. Closing all the blinds in the house and taking the phone off the hook, Phil dresses in these clothes and fantasizes that he is being pursued by several men. After about 2 hours, he usually masturbates to the point of orgasm, as he imagines that he is being seduced by a sexual partner. Following this ritual, he secretly packs up the women’s cloths and put them away. Though primarily limiting his cross dressing activities to the evenings, he thinks about it frequently during the day, which causes him to become sexually excited and to wish that he could get away from work, go home, and put on his special clothes. Knowing that he cannot, he wears women’s underwear under his work clothes, and he sneaks off to the men’s room to masturbate in response to the sexual stimulation he derives from feeling the silky sensation against his body.

Frotteurism
“A paraphilia in which the person gain the sexual gratification through touching and rubbing against a nonconsenting person”

· It derived from a French word frotter , “to rub”
· Frotteurs usually operate in crowded places, such as buses or subways, where they are more likely to escape notice and arrest.
· The target of frotteur is not a consenting partner but a stranger.
· Typically, the frotteur touches the person’s breasts or genitals or rubs his own genitals against a person thighs or buttocks.
· They usually rub up against the person until he ejaculates.
· The part of excitement is the sense of power over the unsuspecting victim that the act produces.
· To avoid detection, he acts quickly and is prepared to run, before his victim realizes what is happening.
· Typically they fantasizes during the act that he is having a caring relationship with the victim (APA, 1994).
· Frotteurism usually begins in the teenage or earlier.

· After person with this disorder reaches the age of 25, the acts gradually decrease and often disappear (APA, 1994).

Diagnostic Criteria

· Repeatedly for at least 6 months, the patient has intense sexual desires, fantasies or behaviors that involve touching and rubbing against a person who doesn't consent to this behavior. 

· This causes clinically important distress or impairs work, social or personal functioning, or the patient has acted on these desires. 

Case Example

Bruce, who works as a delivery messenger in a large city, rides the subway throughout the day. He thrives on the opportunity to ride crowded subways, where he becomes sexually stimulated by rubbing up against unsuspecting women. Having developed some cagey techniques, Bruce is often able to take advantage of women without their comprehending what he is doing. As the day proceeds, his level of sexual excitation grows, so that by the evening rush hour he targets a particularly attractive woman and only at that point in the day allows himself to reach orgasm.

Pedophilia

“A paraphilia in which a person has repeated and intense sexual urges or fantasies about watching, touching, or engaging in sexual acts with prepubescent children and may carry out these urges or fantasies”

· Sexual act with prepubescent children, usually those 13 years old or younger.
· Both boys and girls can be pedophilia victims, but there is some evidences that three-quarters of them may be girls (Koss and Heslet, 1992).
· Estimates are that as many 10-15 percent of all children and adolescents are sexually victimized at lest once during early developed years, with twice as many girls as boys being victims.
· People with pedophilia usually develop the disorder during adolescence. Many were themselves usually abused as children.

· Immaturity may often be a key factor in pedophilia.

Diagnostic Criteria

· Repeatedly for at least 6 months, the patient has intense sexual desires, fantasies or behaviors concerning sexual activity with a sexually immature child (usually age 13 or under). 

· This causes clinically important distress or impairs work, social or personal functioning, or the patient has acted on these desires. 

· The patient is 16 or older and at least 5 years older than the child. 

Case Example
Shortly following his marriage, Kirk began developing an inappropriately close relationship with Amy, his 8-year-old stepdaughter. It seemed to start out innocently, when he took extra time to give her bubble baths and backrubs. But, after only 2 months of living in the same house, Kirk’s behavior went outside the boundary of common parental physical affection. After his wife left for work early each morning, Kirk invited Amy into his bed on the pretext that she could watch cartoons on the television in his bedroom. Kirk would begin stroking Amy’s hair and gradually proceed to more sexually explicit behavior, encouraging her to learn about what “daddies” are like. Confused and frightened, Amy did as she was told. Kirk reinforced compliance to his demands by threatening Amy that, if she told anyone about their secret, he would deny everything and she would be severely beaten. This behavior continued for more than 2 years, until one-day Kirk’s wife returned hone unexpectedly and caught him engaging in this behavior.

Exhibitionism 

“A paraphilia in which persons have repeated sexually arousing urges or fantasies about exposing their genitals to another person and may act upon those urges”

· He may also carry out those urges, but rarely attempts sexual activity with the person to whom he exposes himself

· More often he wants to produce shock or surprise

· Generally the disorder begins before age 18 and is most prevalent in males.
· Persons with exhibitionism are typically immature in their approaches to the opposite sex and have difficulty in interpersonal relationships. Over half of them are married but their relations with their wives are not usually satisfactory.
Diagnostic Criteria

· Repeatedly for at least 6 months the patient has intense sexual desires, fantasies or behavior concerning genital self-exposure to an unsuspecting stranger. 

· This causes clinically important distress or impairs work, social or personal functioning, or the patient has acted on these desires.

Case Example

Ernie is in jail for the fourth time in the past 2 years for public exposure. As Ernie explained to the court psychologist who interviewed him, he has “flashed” much more often than he has been apprehended. In each case, he has chosen as his victim an unsuspecting teenage girl, and he jumps out at her from behind a doorway, a tree, or a car parked at his sidewalk. He has never touched any of these girls, instead fleeing the scene after having exposed himself. On some occasions, he masturbates immediately after the exposure, fantasizing that his victim was swept off her feet by his sexual prowess and pleaded for him to make love to her. This time, seeing that his latest victim responded by calling the police to track him down, Ernie felt crushed and humiliated by an overwhelming sense of his own sexual inadequacy.

Voyeurism

“A paraphilia in which the person gain the sexual gratification through clandestine observation of other people’s sexual activities or sexual anatomy”

· The word voyeur comes from the French word voir, “to see”.
· This disorder is more common in men.

· The colloquial term “Peeping Tom” is often used to refer to a voyeur. 

· Actually often voyeurism occurs alongside normal sexual interplay.

· They obtain gratification from watching strangers, in violating of their sexual privacy.
· The voyeur is sexually frustrated and feels incapable of establishing a regular sexual relationship with the person he observes.

· He prefers to masturbate either during or soon after the voyeuristic activity.

· “Peeping” provides him with a substitute form of sexual gratification.

· They usually means watching women undressing or couples engaging in sex play.
· Some voyeurs are harmless but not all. 10 to 20 percent of them go on to rape the women they peep at.

Diagnostic Criteria
· Repeatedly for at least 6 months, the patient has intense sexual desires, fantasies or behaviors concerning the act of watching an unsuspecting person who is naked, disrobing or having sex. 

· This causes clinically important distress or impairs work, social or personal functioning, or the patient has acted on these desires.
Case Example

Edward is a university senior who lives in a crowded dormitory complex. On most evening, he sneaks around in the bushes, looking for a good vantage point from which to gaze into the windows of women students. Using binoculars, he is able to find at least one room in which a woman is undressing. The thrill of watching this unsuspecting victim brings Edward to the peak of excitement as he masturbates. Edward has been engaging in this behavior for the past 3 years, dating back to an incident when he walked past a window and inadvertently saw a naked woman. This event aroused him to such a degree that he became increasingly compelled to seek out the same excitement again and again.

Sexual Masochism

“A paraphilia characterized by repeated and intense sexual urges, fantasies, or behaviors that involve being humiliated, beaten, bound, or other wise made to suffer”

· Some people with disorder act on the masochism urges by themselves, perhaps tying, sticking pins into, or cutting themselves. Other has sexual partners restrain, tie up, blindfold, spank, paddle, whip, beat, electric shock, “pin or pierce” or humiliate them.

· Most masochism sexual fantasies begin in childhood. The person does not however, act out the urges until later, usually by early adulthood.

· This disorder typically continues for many years.

· Some people practice more and more dangerous acts over time or during period of particular stress (APA, 1994).

Diagnostic Criteria

· Repeatedly for at least 6 months, the patient has intense sexual desires, fantasies or behaviors concerning real acts of being beaten, bound, humiliated or otherwise made to suffer. 

· This causes clinically important distress or impairs work, social or personal functioning

Sexual Sadism

“A paraphilia characterized by repeated and intense sexual urges, fantasies, or behaviors that involve inflicting suffering on others”

· People who fantasize about sadism typically imagine that they have total control over sexual victim who is terrified by the sadistic act.
· Many carry out the sadistic act with a consenting partner, often a person with sexual masochism.

· Some rapists, for example, display sexual sadism.

· In all cases, the real or fantasized victim’s suffering is the key to arousal.
Case Example of Sexual Sadism and Sexual Masochism

For a number of years, Ray insisted that his wife, Jeanne, submit him to demeaning and sexual behavior. In the early years of their relationship, Rays; requests involved relatively innocent pleas that Jeanne pinch him and bite his chest while they were sexually intimate. Overtime, however, his requests for pain increased and the nature of the pain changed. At present, they engage in what they call “special sessions,” during which Jeanne handcuffs Ray to the bed and inflicts various forms of torture. Jeanne goes along with Ray’s requests that she surprise him with new ways of inflicting pain, so she has developed a repertoire of behaviors, ranging from burning Ray’s skin with match to cutting him with razor blades. Jeanne and Ray have no interest in sexual intimacy other than that involving pain.

Diagnostic Criteria

1. Repeatedly for at least 6 months, the patient has intense sexual desires, fantasies or behaviors concerning real acts of causing physical or psychological torment or otherwise humiliating another. 

2. This causes clinically important distress or impairs work, social or personal functioning, or the patient has acted on these desires with a nonconsenting person.

Paraphilia Not Otherwise Specified

This category is included for coding Paraphilias that do not meet the criteria for any of the specific categories.

Paraphilias: Theories

1- Biological Perspective
Some theorists have suggested that individuals who become paraphilic are biologically predisposed to these behaviors through genetics, hormonal or neurological abnormalities. But a biological explanation alone is insufficient.

2- Behavioral Perspective
· According to behavioral approach, one or more learning events (through conditioning, modeling, reinforcement, generalization and punishment) have taken place in person’s childhood involving a conditional response of sexual pleasure with an inappropriate stimulus object. Over time, the individual has become compulsively driven to pursue the gratification (reinforcement) associated with the object or experience.

· The simplest behavioral interpretation of sexual deviation results from respondent-conditioning process in which early sexual experiences, particularly masturbation, are paired with an unconventional stimulus for arousal. For example, if a child experiences sexual arousal in connection with the help of a furry toy or a pair of women’s underpants, this may lead to fetishism.
· From this perspective the definition of variant sexual behavior would be based on the individual’s personal discomfort with the behavior and any conflict between this behavior and the rules of society. 
· Another learning theory of masochism is that the child may have been cuddled with the result that physical affection and punishment became paired.

· Often a sense of power accompanies this gratification. In other words, the voyeur experiences both sexual excitement and power when he is “peeping”. Similarly, the exhibitionist, the frotteur and the pedophile can satisfy both sexual and self-esteem needs through “successful” experience with the object of desire.
· Behaviorists proposed that fetishes are learned through classical conditioning. In one behavioral study, male subjects were shown a series of slides of nude women along with slides of boots (Rachman, 1966). After many trials, the subject became aroused by the boot photos alone. If early sexual experiences similarly occur in the presence of particular object, the stage may be set for the development of fetishes.

· Conditioning and modeling may lead to the development of deviant sexual behavior.

3- Psychodynamic Perspective

· This perspective views paraphilic behavior as a reflection of unresolved conflicts during psychosexual development. 

· According to Freudian theory, paraphilias represent a continuation into adulthood of the diffuse sexual preoccupation of the child. In Freud’s words, young children are “polymorphously perverse” that is then their sexual pleasure has many sources: sucking, rubbing, displaying themselves, peeping at others.

· According to psychodynamic perspective most paraphilias have their roots in childhood experiences, and they emerge during adolescent years, as sexual forces within the body intensify. For example they proposed that fetishes are defense mechanisms that help the person avoid anxiety produced by normal sexual contact. 
· A lot of importance is given to early life experiences like abnormal parental attitudes, excessive dominance of one parent or a desire by parents, for a child of the opposite sex.
· Thus, psychodynamic theorists generally consider paraphilias to be the result of fixation at pregenital stage. In general, with paraphilias as sexual dysfunctions, it is oedipal stage, with its attendant castration anxiety, that is considered the major source of trouble.

4 -Cognitive Perspective

· The cognitive perspective incorporates social learning principles, explains that variant behavior as a substitute for more appropriate social and sexual functioning, as resulting from an inability to form a satisfactory relationship.
· The cognitive perspective holds that we are born with a sex drive, the way that sex drive is expressed depends on the attitudes we develop in childhood.

· A great deal of childhood sexual experimentation crosses “normal” boundaries. Children peep and display themselves and the behavior is reinforced, for example if the young boy’s exhibiting himself to a girl is met with a reaction of pleasure or curiosity- this will foster attitudes that lead to its adult repetition. 

· One attitude common to sex offenders is a tendency to “objectify” their victims, regarding them simply as potential sources of gratification rather than as human beings with feelings of their own. Such beliefs are widespread in our society. According to the cognitive theory, if they are combined with other predisposing factors- uncorrected childhood norm violation, lack of parental modeling of normative sexual values, poor self esteem, poor social skills, and poor understanding of sexuality- they may lead to sexual deviation.
20th Century Research

One of the most prolific twentieth-century researches in the area of human sexuality, John Money (1973/1996) theorized that paraphilias are due to distorted “love maps”. According to Money, a love map is the representation of an individual’s sexual fantasies and preferred practices. Love maps are formed early in life, during what Money considers to be a critical period of development: the late childhood years, when an individual first begins to discover and test ideas regarding sexuality. “Misprints” in this process can result in the establishment of sexual habits and practices that deviate from norm. a paraphilia, according to him is due to a love map gone away. The individual is in this sense, programmed to act out fantasies that are socially unacceptable and potentially harmful.
Differential Diagnosis

	Paraphilias must be differentiated from…
	In contrast to a Paraphilia, the other condition…

	Non pathological use of sexual fantasies, behaviors, or objects
	Does not involve clinically significant distress or impairment, is typically not obligatory for sexual functioning, and involves consenting partners.

	Sexual behavior resulting from a decrease in judgment, social skills, or impulse control related to another mental disorder (e.g. Manic Episode, Dementia, Schizophrenia)
	Is typically not an individual’s preferred or obligatory pattern, occurs exclusively during the course of the mental disorder, often has a later age at onset, and is accompanied by the characteristic features of the mental disorder (e.g., cognitive impairment, delusion)


Assessment 

· There are three major aspects to the assessment of paraphilias

· 1- Interviewing, usually supported by numerous questionnaire because patients may provide more information on paper than in a verbal interview.
· 2- A thorough medical evaluation, to rule out the variety of medical conditions (drugs, recent surgery) that can contributes to sexual problems.
· 3- Psychophysiological assessment, to directly measure the physiological aspects of sexual arousal.
· Beck Depression Inventory (when depression is a relevant factor needed to be assessed) or

· Wakefield Depression Inventory

Paraphilias: Treatment 
Biological Perspective

Biological treatment approaches may be hormonal or surgical, and treatment goals include suppression, not only of the variant behaviors, but also of sexual responsiveness in general. 
· In various European countries, both castration and brain surgery have been used with dangerous sex offenders (usually rapists and pedophiles)
· Another treatment includes, the use of antiandrogen drugs, which decrease the level of testosterone, a hormone essential to sexual activity
· Antidepressants have also proved effective in treating paraphilias, particularly in case involving shame and depression.

Psychodynamic Perspective

· Paraphilias needs a long-term treatment that aims to change personality structure and dynamics and also alter overt behavior and sexual fantasies.

· Particular emphasis is placed on

1- Strengthening what often a quite unstable body-image

2- Identifying unconscious components of fantasy life that contribute to preserve outcome.

· Group and Individual Therapy

1. In individual psychotherapy or psychoanalysis, the treatment of paraphilia follows the usual procedure of uncovering the conflict and “working through” it.
2. Group therapy has been used as a substitute for imprisonment in cases of some rapist, pedophiles, and other criminal offenders. The group technique has the advantage of placing the troubled person in a situation where he can take comfort from the knowledge that he is not “the only one” – a reassurance that can hasten his confrontation of his problem.
Behavioral Perspective

The treatment is based on understanding the immediate antecedents and consequences of the behavior and on developing alternative forms of sexual arousal. Treatment effectiveness is based on overt behavior.

Aversion Therapy

Various types of aversion techniques are used with paraphilias, for example Behaviorists have sometimes treated fetishism with aversion therapy (Kilmann et al., 1982). In one study an electric shock was administered to the arms or legs of subjects with fetishes while they imagined their objects of desire. After two weeks of therapy all subjects in the study showed at least some improvement.

Stimulus Satiation

One of the techniques used to eliminate deviant behavior is stimulus satiation. Suppose a patient is exhibitionist who preys on young girls. He asked to collect pictures of girls that arouse in him an urge to expose himself and to arrange them in order from least to the most exciting. 
He is also told to collect “normal” sexual materials, such as erotic pictures from playboy. Then he instructed to take these materials at home and masturbates while looking at the normal stimuli and to record his fantasies verbally with a tape recorder. 
Two minute after he has ejaculated, he must switch to the deviant stimuli, begin masturbating again, no matter how uninterested he is, and continue for 55min. however if he should arouse again during this time, he switches his attention back to normal pictures of adult women and ejaculates again while focusing on normal sex.
Therefore he focuses on deviant stimuli only while he is not aroused and is not feeling any physical pleasure.

The patient is required to repeat this procedure 3 times a week for at least a month, moving from the stimuli that excite him least to that stimulate him the most. His tapes are analyzing carefully.

After 10 to 15 sessions most sex offenders find the deviant stimuli boring or even aversive.

Covert Sensitization

In this the patient is taught to indulge in deviant fantasy until he is aroused and then to imagine the worst possible consequences, for example – his wife finds him engaged in sex play with a child, he is arrested in front of his neighbors, the arrest makes the headlines, his son attempts suicide, and so on.

· Persons with fetishism are guided to imagine the pleasurable object and repeatedly to pair this image with an imagined aversive stimuli, until the object of sexual pleasure is no longer desired.

Masturbatory Satiation

This is another behavioral treatment for paraphilias, for example for fetishism, in which the client masturbates for a longer period of time (an hour) while fantasizing in detail about a sexually appropriate object, then switches to fantasizing in detail about fetishistic objects. The procedure is expected to produce a feeling of boredom that in turn becomes linked to the fetishistic object.

Orgasmic Reorientation

A procedure for treating certain paraphilias by teaching clients to respond to new, more appropriate sources of sexual stimulation.

A person with a shoe fetish, for example, may be instructed to obtain an erection from pictures of shoe and then to masturbating to a picture of nude woman. If he starts losing the erection, he must turn to the picture of shoes until he is masturbating effectively, and then change back to the picture of the nude woman.

Cognitive Perspective

The cognitive treatment of the paraphilias is essentially the same as that for sexual dysfunction. The procedure is 

· to identify the deviation-supporting beliefs

· to challenge them

· and replace them with more adaptive beliefs

The goal is to change the patient’s sexual arousal patterns, beliefs and behaviors.

· A mental process to which cognitive therapists have recently given great attention is objectification of the victim, for, as long as sex offenders think in that way, they are likely to repeat the offense

· Many programs of sex offenders include “victim awareness” or “victim empathy” training, in which offenders are confronted with the emotional damage done to sex-offense victims.
· In one program, sex offenders are asked to imagine what one of their victims was thinking during the assault.

· There may also be assigned to read books, listen the audiotapes, and view videotapes in which victims of child molesting describe their experience of the episode and its psychological consequences

· Role Reversal

· The therapist takes the role of the offender, while the offender takes the role of authority figure and urges against the sexually aggressive belief system.

The treatment goal is to help the client form satisfactory relationships through teaching interpersonal skills.
Sexual Disorder Not Otherwise Specified (NOS)

Sexual Disorder Not Otherwise Specified (NOS) is included for coding disorders of sexual functioning that are not classifiable in any of the specific categories i.e. Sexual Dysfunction or Paraphilia.
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