SEXUAL AND GENDER



Y (NORMAL) SEXUAL
RESPONSE

oressions of human sexuality

fluenced by social, political, religious, and
ral factors, which vary over time.



functioning is a part of overall
ch should be assessed as part
ilve medical examination.



T sexual response

marily mental component in which
nd fantasies about engaging in

t this stage that an individual’s personality,
es, and drives influence the sexual response



e subjective fantasy or actual focus of

‘sex ' hysical stimulation lead to

hysiologic responses identified as sexual arousal. This
ase can last for minutes to hours for both sexes.

ysical arousal can include not only the genitals but
the skin, breasts, cardiac and respiratory systems,
d a variety of muscles.

e characteristic features of this stage are penile

scence, resulting in erection in men, and vaginal
lubrication in women. The majori:cly of women experience
nipple erection, as do some men. The woman’s labia
minora and clitoris become engorged with blood.
Excitement can last seconds to hours. The duration for the
height of excitement is seconds to minutes.




Sm

men. For men and women, orgasm occurs

e ent reaches its peak and there is a release
building te marked by loss of voluntary muscle
ontrol and rhythmic ractions of muscles in the genitalia
d of the internal and external anal sphincter. Blood pressure
d heart rate both increase. : )

n. Typically men experience a subjective indication of
nding ejaculation followed by four to five rhythmic spasms
the prostate, seminal vesicles, vas, and urethra, causing the
ission of semen.

en. Women experience a series of three to 15 contractions
of the labia minor and vagina. The origin of female emission of
fluid during orgasm is controversial and debated regarding not
only its content but also it being a female counterpart to the
emission of male semen.




. d by a disgorgement of the genitalia.

, thi ally takes 10 to 15 minutes, but
ithout orgasm, it can last one-half to a full day. The
ental facet of this stage is described as a relaxing and
sitive feeling. )

en. The penis returns to its flaccid state. The refractory
eriod begins, during which the penis cannot become
ct for several minutes to several hours.

men. The labia and breasts return to their pre-
excitement size. Vaginal blood pooling subsides and
contractions cease. Women do not experience a refractory
]Eeriod and can immediately achieve another orgasm
ollowed by a theoretically endless quantity of orgasmes.




NORMALSEXUAL FUNCTION AND
GENDER IDENTITY
DEVELOPMENT

defined as
ity of persons engage in and as such is statistically

ally average.

gion, political entity, etc., perceive as acceptable

1VEIN CU
luring a given po
at is practiced by the y varies both over time and across settings.

thy, nonabusive, consensual, and developmentally typical rather than
it is linked to a particular sample of the population.
| identity refers to an individual’s biologic composition

g chromosome configuration, genitalia, hormone levels,
fter puberty, secondary sex characteristics.

Gender identity is a person’s self-identification as male or female,
which usually occurs by the age of 2 or 3 years. This is typically
influenced by biologic characteristics and social interactions.

Ll




NORMALSEXUAL FUNCTION AND
GENDER IDENTITY
DEVELOPMENT

he external manifestation of being

ine, or androgynous in a social context. It

, lety expects of each sex and thus to some
tent is fluid across time and among cultures.

ual orientation refers to the object of an individual’s

1al desire:

terosexual, which is attraction to only the opposite sex;

osexual, which is attraction to only the same sex;

sexual, which is attraction to both sexes;

uality, which is a lack of sexual attraction to either men or

en, has been reported.

m Sexual behavior describes all the activities emploved in the
expression of sexual desire, It is a combination of both
psychological and physiologic components driven by
internal and external stimuli, including
= fantasy and
= physical interaction with self and others.




xual development

one has a sexual drive, its

nced by life experiences, éspecially
puberty, and life stage.




Dysfunctions

hich the sexual response cycle
re is pain during coitus



not be from medical condition
hot be due to substance use



persisting or recurring
o avoidance of almost all or
1tact with others



en there is inability to initiate or
itement, characterized by
ing sufficient to complete



sistent inability to sustain a
fficient to complete sexual



ersistent delayed or lack of
] excitement

interpersonal relationship






distress and interpersonal relationship
S



urrent genital pain during
either in men or in women



rsistent involuntary muscle
third of the vagina that



Due to combined factors



accurately accounted for by a psychiatric



- psychiatric disorder



araphilias

by recurring, intense, and
fantasies, sexual urges, or

ne else or children or other non-
ting persons.



Exhibitionisn

voyeurism oe diagnosed if the urges have lead
iours or if they cause marked
onal relationship problems

can be diagnosed if urges led to
ior with non-consenting persons, or if it
ed marked distress and problems in
personal relationship without actual
ehaviour

m The remaining paraphilias are diagnosed if the
- urges, fantasies or behaviours cause marked
distress or interpersonal relationship problems






by arousal from non-living
ale undergarments

ly if the use of female
garments is propriately a

n of transvestic fetishism, or if the use is
s specifically designed for sexual




touching or rubbing against a
son



arousal to a pre-pubescent

pe at least 16 years of age
er than the child






the person experiencing real
lons) of humiliation, beating,
ing in some other way



a person being sexually
ot stimulated) acts, in which
s physically or



ole or iden
is specified




observing an un-suspecting
ressing or engaged in sexual



rophilia
Zoophilia




sfsender Identity Disorders

d by persisting identification with
r (cross-gender), not just for

| ulturally manifested gain
oeing the other gender; being uncomfortable
one’s current sex, or a belief that one’s
ent gender role is incorrect, and lack of a
>hysical manifestation of intersex, which
together cause marked distress or impairment

in social, employment or other major aspects of
life




1ldren requires presence of at

ically worn by the Other sex

fantasies of being the other sex or taking
gal role of the other sex during play

gstereotypical activities of the other sex
Preferringiplaymates of the other sex



lescents and adults:
to be the other sex

having the
e of the other sex



Ing persons who have completed
| attraction should be
e following:



Jiagnosis of sexual dysfunction
exual disorders

|9 laint

paét Oh functioning

Previous history



, intersex or transgender)

asexual, bisexual, heterosexual,

education was pr ed (if provided) and by
at was provided; reaction to experience

f puberty
Xual fantasies, reaction and current frequency
Wity Age at first time. Age and sex of first time

ency of sexual activity and desired frequency
dotalnumber off€onsensual sex partners; number of each sex



sexual relationship
telationship status
number of partners

nction medications

jour resulting in difficulties socially, legally, in
relationships

in paraphilic fantasies or behaviour
Vementin consensual or non-consensual violence
EXperience of seXual abuse or non-consensual sexual activity




Jifrer

Prevent erection, reduce ej C
both sexes

Beneficial in premature ejacula
Vaginal dryness and penile erection d

ecause of their hy




Has depressant effec
With long-term use, €
leading to male feminiza

In small ¢




conditions

% of male sexual dysfunction

ausing erectile dysfunction

failure,
failure, K
deficienc



unctioning is affected by:
major illness, hype
hyperprolactinemia,









Yy

axual dysfunctions

he first, most critical step in

nent plan. A complete physical
‘appropriate, urologic or
cologic examinations are indicated.

ance abuse and psychiatric screening
nations are the next steps in the

ation.




exual dysfunctions

e among the most effective available treatments
sfunctions. The clinician should gently assess
e of sexual function and beliefs about sex.
ilored to the information deficits

Patients may need to lea
isinterpretation problems.

couple may need to be taught details of sexual activity to eliminate
ause of their sexual “dysfunction.”

eaching each partner about the sexual responses of both sexes often is
ajor step in helping couples deal with sexual dysfunction.

esensitizing the discussion of sexual issues for individuals and
es by teaching language for discussing sex is a useful communication
r sexual partners or for the therapist and patient.

= (5) Specific physiologic and anatomic education may be helpful for some
patients. For example, some patients may not know that most women
cannot have an orgasm without some clitoral stimulation. These patients
can be taught that in some women, sexual positions that promote
satisfaction. Often, this type of simple suggestion solves much of a
patient’s or couple’s sexual dysfunction.

stages of sexual arousal to solve




-
munication training of the couple to enable
talk about sex and about their own wishes
can lead to greater intimacy. Getting
s to agree to tell the other what the
t they find unpleasant is a critica
with the couple (if they can agree

d wishes in a nonthreatening
‘accept feedback

nner and learn t
defensively).

s to better communication include the
owing:
Exploration of cultural and religious beliefs

| Examination of the “goals” of sex, which can lead to a
productive renegotiation of these goals

= (3) Teaching the couple to talk during sex, which is often
a major step in resolving minor difficulties



grapy is another effective group
51mp1e sexual dysfunctions.

ress a specific problem.

axation training may be helpful for both
nd women whose dysfunction is related



xercises should have a
ring quality rather than a demanding

. This allows rediscovery of sensual

s, which may have been suppressed by
ual problem.



female). Exercises initially are used for
lore her own sensuality. The

ed to progress at the patient’s own
e and to be un nding.

The woman is then encouraged to explore her
ations by touching herself to know her pace.

nxiety management. Prohibiting orgasm during
sate focus exercises reduces performance anxiety.
ation techniques, hypnosis, and, occasionally,
xiety agents may be used.

=@ (c) Strengthening the pub-coccygeal muscles

= (d) Experiencing orgasm with a partner. The woman is
encouraged to educate her partner about activities that
she finds stimulating.

\







Medication

tains prostaglandin E, which is a vasodilator that
ature, thus improving blood flow and in turn
injected directly into the penis when an erection is

inergi s such as L-dopa, bromocriptine,

crease libido.

trogen replacement decreases the onset of vaginal atrophy and aids

I lubrication.

adotrophin-releasing hormone (GnRH) such as luteinizing
e-releasing hormone (LHRH) causes an increase in testosterone
ction, which can benefit either sex when testosterone levels are low.

tosterone is used with postmenopausal women and women with
ise low testosterone levels. The effect of testosterone
supplementation for women and men with low levels is typically an
increase in libido.

= For men there is a risk of hypertension and prostate hypertrophy.

= for women there is a risk of irreversible virilization.

= For both, hepatotoxicity is possible.

= (6) Yohimbine, an D2 antagonist, has been found to dilate the penile
artery and aid erections.



wender identity disorders

)y. Pervasive identity problems can

e confusion and doubt about sexual
ehavioral thei‘?{P es for children with primary
nder identity disorder
chodynamic and psychoanalytic approaches for

dren with gender identity disorder are no longer
1sidered the preferred interventions.

ication treatment for adults with protracted
gender dysphoria has not proven to be effective, and in
some cases reassignment surgeéy 1S an appropriate
option. An evaluation by a gender identity clinic and a
Real Life Test of 1 to 2 years are considered
requirements before such surgery is given
consideration.

(U 1de




Paraphilias

cess varies with the intensity of the
of the patient to engage in
tment modalities employed.

sychoanalytic approaches
ot seem to provide significant results in
nts with paraphilias.

vioral therapies consisting of aversive
itioning (i.e., pairing a noxious odor with a

nt stimulus), satiation therapy (i.e.,
overstimulation of deviant stimuli until
exhaustion), and covert sensitization (i.e.,
matching early cues with severe consequences) are
the predominant methods.




rapies focus on changing thought
tterns that lead to paraphilic
I

e Relapse Pre ion Model and similar
roaches have resulted in effective therapy and
red recidivism rates. There has been

k;dglrable debate as to the effectiveness of this
od.

Good Lives Model is an approach that is
more comprehensive in scope by including the
assessment and subsequent treatment of
coterminous personal deficits (i.e., socialization
skills, intimacy deficits, decision-making skills,
excellence in work and play).




tments currently employed include antiandrogens,
d SSRIs.

se androgen levels at their target sites and block the action
a reduction to complete cessation of sexual fantasies

is, ejaculate, and penile erections. Pure antiandrogens

, and major antigonadotropics include

roterone acetate (CPA) an oxyprogesterone acetate (MPA). CPA is not
ilable in the United States. M synthetic progestin, increases testosterone-A-
ctase activity and in turn decreases testosterone blood levels.

nRH agonists such as LHRH agonists are also employed. LHRH ethylamide,

h interferes with the hypothalamic-pituitary axis by blocking secretion of
otropins, decreases sexual desire and in turn sexual intercourse. Leuprolide

tate, a synthetic analog of LHRH used to treat prostate cancer, decreases

itary-gonadal function and testicular steroidogenesis, thus lowering testosterone

eased sp
clude cyproterone and

Is have also been used to treat qaraphilie behavior, but with less success and
significantly less supporting scientifi c literature. Efficacy has been difficult to
determine from published studies because of heterogeneous samples, small sample
sizes, and varied outcome measures. SSRIs have been recommended for use with
compulsive sexual behaviors and suggested to be avoided in cases of sexual sadism
and pedophilia. The data supporting SSRI use for treatment of paraphilias are
retrospective and minimal.



ent currently is the treatment of choice for patients

as established by the Association for the
s is considered the most effective approach
behaviors.

ere are services availa persons with paraphilias who have not
ed or been arrested thro rganizations that support primar
tion strategies, defined as treatment and support before an offense

ment should be multimodal and address comorbid psychiatric
ses and lack of social skills and provide empathy training,
ive restructuring, and supportive group therapies.

ent outcomes are difficult to assess because data collected for
sm often have only a single source (i.e., documented criminal
reoffending) and there are differing definitions of recidivism depending
on the stuc?y.

= (5) Althou%h there is overlap, the treatment for adolescents differs
Cﬁnsiderab y from treatment for adults and is beyond the scope of this
chapter.




